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Supplemental Forms 
 
In addition to completing this Main Form and Financial Worksheet (A, B or C), the applicant(s) must 
complete the appropriate Supplemental Form listed below. Check the box of the Supplemental Form 
to be submitted with the application, below. If unsure which form to select, please call the OHCA main 
number (860-418-7001) for assistance. All CON forms can be found on OHCA’s website at OHCA 
Forms. 

 

 
*This supplemental form should be included with all applications requesting authorization for the establishment of a mental 
health and/or substance abuse treatment facility. For the establishment of other “health care facilities,” as defined by 
Conn. Gen. Stat § 19a-630(11) - hospitals licensed by DPH under chapter 386v, specialty hospitals, or a central service 
facility - complete the Main Form only. 

 
**If termination is due to insufficient patient volume, or it is a subspecialty being terminated, a CON is not required.  

Check 
form  

included 

Conn. 
Gen. Stat. 
Section 

19a-638(a) 
Supplemental Form 

☐ (1) Establishment of a new health care facility (mental health and/or 
substance abuse) - see note below* 

☐ (2) Transfer of ownership of a health care facility (excludes transfer of 
ownership/sale of hospital – see “Other” below)  

☐ (3) Transfer of ownership of a group practice 

☐ (4) Establishment of a freestanding emergency department 

☐ 

 
(5) 
(7) 
(8) 
(15) 

Termination of a service: 
- inpatient or outpatient services offered by a hospital 
- surgical services by an outpatient surgical facility** 
- emergency department by a short-term acute care general hospital 
- inpatient or outpatient services offered by a hospital or other facility or 

institution operated by the state that provides services that are eligible 
for reimbursement under Title XVIII or XIX of the federal Social 
Security Act, 42 USC 301, as amended 

☐ (6) Establishment of an outpatient surgical facility 

☐ (9) Establishment of cardiac services 
 
 
☐ 

 
(10) 

 
 

(11) 

Acquisition of equipment: 
- acquisition of computed tomography scanners, magnetic resonance 

imaging scanners, positron emission tomography scanners or 
positron emission tomography-computed tomography scanners 

- acquisition of nonhospital based linear accelerators 

☐ (12) Increase in licensed bed capacity of a health care facility 

☐ (13) Acquisition of equipment utilizing [new] technology that has not 
previously been used in the state 

☐ (14) Increase of two or more operating rooms within any three-year period by 
an outpatient surgical facility or short-term acute care general hospital 

  
☒ Other Transfer of Ownership / Sale of Hospital 
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Proposal Information 
 
Select the appropriate proposal type from the dropdown below. If unsure which item to select, 
please call the OHCA main number (860-418-7001) for assistance. 

 
Proposal Type 
(select from dropdown) Transfer of ownership of a health care facility 

Brief Description 

 
Affiliation of The Charlotte Hungerford Hospital with Hartford HealthCare 
Corporation 

Proposal Address 
 
N/A 
 

Capital 
Expenditure $ 0 

 
Is this Application the result of a Determination indicating a CON application must be 
filed? 
☒ No 
☐ Yes, Docket Number: Click here to enter text.   
 

 

Applicant(s) Information 
 Applicant One Applicant Two* 

(if applicable) 

Applicant 
Name & Address 

Hartford HealthCare Corporation 
1 State Street, Hartford, CT 06103 

The Charlotte Hungerford Hospital 
540 Litchfield Street, Torrington, 
CT 06790 

Parent Corporation 
Name & Address 

(if applicable) 

  

Contact Person 
Name Barbara Durdy Brian Mattiello 

Title Director, Strategic Planning Vice President of Organizational 
Development 

Email Address Barbara.Durdy@hhchealth.org BMattiello@hungerford.org 

Phone 860-972-4231 860-496-6666 

Fax Number 860-972-9025  

Tax Status 
(check one box) 

☐ For Profit 
☒ Not-for-Profit 

☐ For Profit 
☒ Not-for-Profit 

*For more than two Applicants, attach a separate sheet with the above information 
 
FOR OFFICE USE ONLY 

Docket #: Staff Assigned : 

Date Received: 
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Executive Summary 
 
The purpose of the Executive Summary is to give the reviewer a conceptual understanding of 
the proposal. In the space below, provide a succinct overview of your proposal (this may be 
done in bullet format). Summarize the key elements of the proposed project. Details should be 
provided in the appropriate sections of the application that follow. 
 

 
  

This proposal requests Certificate of Need (“CON”) approval for Hartford 
HealthCare Corporation (“HHC”) to become the sole corporate member of The 
Charlotte Hungerford Hospital (“TCHH”).  This Application for Certificate of 
Need (“CON Application”) is submitted by HHC and TCHH pursuant to 
Connecticut General Statutes § 19a-638(a)(2) which requires CON approval for a 
transfer of ownership of TCHH.  This proposal represents the culmination of 
TCHH’s proactive and deliberate efforts to seek a partnership with an integrated 
health care delivery system that will allow it to sustain and enhance its tradition 
of providing high quality care to patients.  Like many community hospitals in 
Connecticut, TCHH is planning to provide accessible, cost-effective and higher 
quality care within an environment of rapidly changing health care regulations, 
decreasing federal and state reimbursement, and increasing needs for advanced 
technology and health information systems.  Affiliating with an integrated 
healthcare delivery system will help TCHH achieve these goals. 
 
In this proposed affiliation, TCHH and HCC will broaden access to primary and 
specialty care in Northwest Connecticut, achieve operational efficiencies, improve 
quality and manage population health, among other achievements.  TCHH and 
HHC share a common non-profit mission, as well as many important clinical and 
collaborative relationships, which will benefit the Northwest Connecticut 
community by integrating TCHH as a vibrant component of HHC’s integrated 
health care delivery system.  TCHH will continue as an independently licensed 
hospital with its medical staff but will become part of a larger integrated health 
care system that can provide the support and services TCHH needs. 
 
This proposal will provide TCHH with financial resources, clinical support and 
organizational structure it needs to meet the demands of health care reform while 
allowing it to continue providing access to the high quality, compassionate and 
localized care that have been a hallmark of its services for the past 100 years.  
There are no planned reductions in clinical services.  The Applicants respectfully 
request approval of their affiliation. 
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Pursuant to Section 19a-639 of the Connecticut General Statutes, the Office of Health Care 
Access is required to consider specific criteria and principles when reviewing a Certificate of 
Need application. Text marked with a “§” indicates it is actual text from the statute and may be 
helpful when responding to prompts.  
 

Project Description 
 
1. Provide a detailed narrative describing the proposal. Explain how the Applicant(s) 

determined the necessity for the proposal and discuss the benefits for each Applicant 
separately (if multiple Applicants). Include all key elements, including the parties involved, 
what the proposal will entail, the equipment/service location(s), the geographic area the 
proposal will serve, the implementation timeline and why the proposal is needed in the 
community. 

 
This CON Application is being submitted as required by Section 19a-638(a)(2) of the 
Connecticut General Statutes (C.G.S.) to allow for the transfer of ownership of TCHH 
(sometimes referred to as the “Hospital”) that will be effected by HHC becoming its sole 
corporate member pursuant to the terms and conditions of the parties’ Affiliation 
Agreement which is attached at Exhibit A.  A brief description of each of the Applicants 
follows below. 
  
The Charlotte Hungerford Hospital  
 
TCHH is a 122-bed, acute care hospital serving the health care needs of an 11-town 
primary service area in Northwest Connecticut. The Hospital has established deep 
historical roots in the communities it serves since being founded in 1916 as gift by 
industrialist Uri T. Hungerford in memory of his mother Charlotte. TCHH is organized as 
a Connecticut non-stock, tax-exempt corporation which also holds interests in four 
subsidiaries that operate outpatient healthcare facilities and/or perform related community 
and ancillary services for the Hospital (the “TCHH Affiliates”).  An organization chart 
identifying the TCHH Affiliates is attached at Exhibit 2. 
 
More than 90 percent of the Hospital’s inpatient discharges originate from the towns of 
Barkhamsted, Colebrook, Goshen, Harwinton, New Hartford, Norfolk, Litchfield, Morris, 
Thomaston, Torrington, and Winchester (a/k/a Winsted), with more than half of all 
patients originating from Torrington where TCHH’s main campus is located. The Hospital 
is a full service community hospital offering primary care, cancer care, cardiovascular 
medicine, general surgery, maternity and women’s health, orthopedics, and behavioral 
healthcare among other services.  
 
Off-campus sites for TCHH include the Center for Cancer Care in Torrington, the 
Hungerford Sleep Laboratory in Winsted, the Hungerford Center for Cardiac 
Rehabilitation and Diabetes care in Torrington, the Hungerford Imaging and 
Mammography Center in Torrington and Winsted and a Wound Care and Hyperbaric 
Medicine Service located in Torrington. In addition, the Hospital operates two outpatient 
emergency centers located in the towns of Torrington and Winsted, respectively, and an 
urgent care center located in Torrington. 
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The Hospital’s physician arm is comprised of The Charlotte Hungerford Multi-Specialty 
Group (“TCHMSG”).  Operated and managed by TCHH as a department of the Hospital, 
TCHMSG is a local network of outpatient physician practices and services. TCHMSG 
currently consists of over sixty (60) physicians, physician assistants and nurse practitioners, 
who are either employed by or contracted with the Hospital.  These providers staff 
outpatient hospital departments and coordinate care among a multitude of healthcare 
specialties. 
  
 
Hartford Healthcare Corporation  
 
HHC is a Connecticut non-stock, tax-exempt corporation serving as the parent to a system 
of integrated health care entities (the “System”). The HHC System is dedicated to 
providing patients with a comprehensive, coordinated care experience and a single, high 
standard of service driven by strong patient focus, heightened efficiencies throughout its 
network, consistent quality performance and open, collaborative sharing of best practices. 

A central element of HHC’s vision is to strengthen access to care close to home for patients 
by enhancing local healthcare delivery capabilities. In addition, HHC aims to create a 
culture and organizational structure where clinical care, education and research are 
supported across its System to bring the latest technology, medical breakthroughs and 
innovations to the patient and community. 
 
Key components of the HHC delivery network are: 
 

 Hartford Hospital (“HH”) is a 867-bed, tertiary care teaching hospital affiliated 
with the University of Connecticut School of Medicine (“UConn”), serving the New 
England region. Founded in 1854, HH performed the first successful heart 
transplant in the state, pioneered the use of robotics in surgery, maintains the only 
Level 1 Trauma Center in the region, and operates the state’s largest air ambulance 
system, LIFE STAR. HH is also home to the Center for Education, Simulation and 
Innovation (“CESI”), one of the most advanced medical simulation training centers 
in the world.  

 
 The Hospital of Central Connecticut (“HOCC”) was created in 2006 as a result of 

merger of the former New Britain General and Bradley Memorial Hospitals, and 
has been a member of HHC since 2011. HOCC also serves as key teaching hospital 
for UConn with residency programs for internal medicine, obstetrics and 
gynecology, otolaryngology, and general surgery.  

 
 The William H. Backus Hospital, which is the most recent hospital member to join 

HHC in 2013, is located in Norwich, Connecticut and operates the only trauma 
center in Windham and New London Counties.  Backus affiliated providers include 
health centers in Montville, Colchester, Ledyard, Norwich and North Stonington, 
and the Plainfield Backus Emergency Care Center, which is a new standalone 
emergency department and outpatient center.   
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 MidState Medical Center in Meriden and Windham Hospital in Windham are the 

two community hospitals that round out HHC’s current roster of short-term, acute 
care hospitals. 
 

 HHC operates the largest network of behavioral health providers in Connecticut 
which consists of the Institute of Living, Natchaug Hospital and Rushford.  It also 
oversees the largest physical rehabilitation network in the state as well as a regional 
home health agency and a wide array of services for senior citizens. 
 

 Hartford HealthCare Medical Group (“HHCMG”) is a multi-specialty group 
encompassing physicians in more than 30 specialties in offices across Central and 
Eastern Connecticut.  More than 250 HHCMG providers treat patients in primary 
care, specialty care, urgent care and occupational medicine. 

 
 
Background & Necessity of the Proposal 
 
This proposal is the result of a comprehensive process that started in February 2014 when 
the TCHH Board of Governors (“Board”) began evaluating the need for a strategic 
affiliation with a larger health system to sustain the Hospital’s operational, financial and 
clinical enterprise over the long-term.   A TCHH Independence Strategy Evaluation 
Committee was convened to review TCHH’s degree of independence and establish the 
guiding principles that TCHH would use in evaluating any partnership or affiliation.  The 
Committee evaluated the potential advantages, disadvantages, and overall value 
proposition of the various types of partnerships or affiliations that TCHH could consider.  
It also recommended to the Board the means by which TCHH would evaluate any 
partnership or affiliation. 
  
In meeting its charge, the Committee engaged in several key activities.  It conducted a self-
assessment survey to capture its members’ perceptions of TCHH’s financial and 
operational outlook. The Committee selected key data points for evaluation including a set 
of trends and projections relating to finances, market share and utilization, taking into 
account the impact of key health care reform initiatives.  To further understand the 
environment, the Committee received presentations from consultants regarding national 
trends and outlooks in the hospital industry, population health management and health 
care.  The Committee also clarified and updated the Hospital’s physician recruitment and 
retention capacity, and performed a community perception survey, an employee survey, 
and a physician survey.  
 
With the assistance of a consultant, the Committee invited five health systems to present 
their vision for health care and perceived fit with TCHH.  Through the consultant, TCHH 
conducted exploratory interviews to learn more about each system’s vision and priorities.  

At the conclusion of the Committee’s work there was a consensus that a number of 
compelling and motivating factors should lead TCHH to consider adjusting its degree of 
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independence.  TCHH had been experiencing growing difficulty recruiting and retaining 
physicians in both primary care and key specialties.  It had declining operating margins 
which for the past several years never exceeded 1% and were hovering slightly above 0% 
at the time, making TCHH a break-even enterprise, thereby delaying reinvestments in its 
facilities and services. 

 
TCHH was also facing a changing demographic in its service area as patients were aging 
and increasingly dependent upon Medicare and Medicaid coverage. Currently, Medicaid 
and Medicare composes nearly 80% of TCHH’s payer mix, making the Hospital 
increasingly more sensitive to cuts in government funding for health care.  Declines in 
hospital discharges and disruptions through the loss of physicians in major inpatient 
service lines compelled TCHH to recognize that expanding its outpatient services through a 
viable network strategy, and meeting its population health management interests by 
becoming part of a clinically-integrated care delivery system was important. 
 
These activities motivated TCHH to issue a Request for Proposal (“RFP”) in July of 2015.  
From among the respondents to the RFP, HHC was ultimately selected as the health care 
system that most closely shared TCHH's vision for the future of healthcare in the region 
and best met the criteria established by the Committee for a potential strategic partner. 
 
The proposal before OHCA is focused on sustaining and advancing TCHH’s mission to 
deliver “Quality, compassionate, affordable healthcare for the people of Northwestern 
Connecticut” within a rapidly changing healthcare environment. It also represents the next 
step in integrating the clinical relationships that already exist between TCHH and HHC in 
trauma care, interventional cardiology and neurology.  These relationships have made 
HHC the tertiary provider of choice when TCHH transfers a patient. Please see TCHH 
transfer data presented in response to Question 2 of this Application. 
 
Presently, TCHH does not have the capital or human resources necessary to further 
develop the care coordination, innovative delivery models, translational research, new 
information technologies and physician alignment strategies that are essential for engaging 
in value-based reimbursement under the Patient Protection and Affordable Care Act 
(“PPACA”) and in population health management.  This affiliation is also vital to TCHH’s 
ability to meet the short time frames that both government and private payers are 
instituting for value-based and bundled reimbursement programs.  
 
Specific Drivers for the Affiliation 
 
TCHH is committed to providing the above service enhancements to the residents of 
Northwest Connecticut.  As such, leading TCHH through this period of transition so that it 
can thrive in the era of health reform has required a rethinking of its business and clinical 
service model.  Without a capable health system partner, it faces an uncertain future with 
mounting financial pressures, shifting demographics, inability to meet growing demands of 
consumers in its market, in addition to health professional shortages in its service area, and 
steep, on-going capital requirements.   
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Table B: The Charlotte Hungerford Hospital, Inpatient Discharges, FY 2012 through FY 2016 Projected. 
Source: OHCA, Financial Stability Report 2015 
 
Sustained operational efficiencies and the recruitment of physicians are critical to TCHH’s 
ability to provide quality health care services to an underserved community.  Litchfield 
County is a federally-designated health professional shortage area ("HPSA"). TCHH’s 
home base and the largest municipality it serves, the City of Torrington, is a federally 
designated primary care HPSA.  The constraints on TCHH’s revenues and its inability to 
provide the resources necessary to meet the future health needs of the community are 
expected to continue in this underserved region.  This is also supported by demographic 
shifts in the region that have resulted in a significant increase in public payer mix.  As 
shown in Table C below, these shifts have profoundly impacted TCHH over the past ten 
years, increasing its proportion of Medicare and Medicaid reimbursement, and raising the 
funding uncertainties associated with these government-sponsored health programs as 
compared to private insurance plans.  
 
 

The Charlotte Hungerford Hospital Discharges by Payer 

Payer FY06 Discharges FY 16 Discharges* 
% Change 
FY06-FY16 

Medicare 47.78% 55.72% 7.94% 
Medicaid 17.25% 22.74% 5.49% 
Blue Cross 15.28% 7.60% -7.68% 
Commercial 7.02% 4.28% -2.74% 
HMO/PPO 9.15% 2.23% -6.92% 
Workers Comp 0.69% 0.15% -0.54% 
Other 2.83% 7.28% 4.45% 
*FY16 discharges represent 10 months  
Table C: The Charlotte Hungerford Hospital Discharges by Payer  
Source: The Charlotte Hungerford Hospital Internal Data 
 
TCHH’s ability to carry out its mission is also challenged by an aging physical plant that is 
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amending and restating the Certificate of Incorporation and Bylaws of TCHH as shown in 
Exhibit 2.1 of the Affiliation Agreement.  The governing documents of TCHH Affiliates will 
also be amended as necessary to be consistent with the affiliation.   
 
In its capacity as sole corporate member, HHC will have certain powers to oversee the 
business affairs of TCHH in the same manner that HHC has established with its other 
hospitals so that the combined System entities can implement the “Triple Aim” of 
healthcare reform (improving health, care and cost) in a timely, coordinated and efficient 
manner. This interdependent relationship is also fundamental to HHC’s patient-centered 
approach to System integration.  
 
The proposed affiliation will not affect TCHH’s status as a non-profit, tax-exempt 
corporation with a separate medical staff and a separate hospital license.  
 
A. Governance Provisions 
 
The governing body of TCHH will be a Board of Directors that includes the present 15 
members of TCHH's Board along with four members appointed by HHC.  The President of 
TCHH and the medical staff president will both be ex-officio members of the Board.  The 
Board will have powers to oversee all quality assessment, performance improvement and 
patient safety activities of the Hospital and its affiliates, including the authority to 
credential, grant and revoke medical staff memberships. Other responsibilities of the 
TCHH Board  include oversight of community benefit and health needs assessments for the 
communities served by TCHH, advocacy for the region’s health needs, and fundraising and 
development activities to further the mission, vision and values of the System in meeting 
the health care needs of the Northwest Connecticut region. 
 
The HHC Board shall include two individuals serving on the TCHH Board directly prior to 
closing for a three-year transition period.  Members of the TCHH Board will serve on 
HHC Board Committees. 
 
During the first year of the three-year transition period, the TCHH Board will maintain a 
finance and strategic planning committee composed of those members of the TCHH Board 
of Governors who served on the same committees for the Hospital immediately prior to the 
closing.  These committee members, along with individuals selected by HHC, will assist in 
the development of the Strategic Plan for acute and ambulatory care in the region as more 
fully described in Article 5 of the Affiliation Agreement. 
 
The current TCHH Corporators will also remain in place and serve as a resource to the 
TCHH Board. 
 
B. Capital Commitment & Grant Funding 

 
Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. These investments include $50 million over seven years to fund 
maintenance and capital projects for TCHH identified in the Strategic Plan. At least $20 
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million of this amount will be invested within the first four years of the affiliation to fund 
certain emergency department renovations, infrastructure and physical plant 
improvements, and outpatient facility upgrades. HHC will provide an additional $3 million 
to support medical staff development and recruitment efforts over the Transitional Period.  
 
In addition to the $53 million committed above, HHC will evaluate investment of another 
$20 million for discretionary program and service opportunities in the TCHH service area 
(the “Strategic Projects”).  The availability of these funds will require that the Strategic 
Projects enhance and support the level of services provided at TCHH and in its service 
area, and also satisfy investment criteria.   

Following the Closing Date, HHC will also make a repetitive grant of $100,000 for five 
years to Fit Together, a Litchfield County-based organization, to support the County’s 
participation in a U.S. Center for Disease Control (“CDC”)-sponsored Community 
Transformational Grant Program to create healthier communities by making healthy 
living easier and more affordable. The grant will be made in the name of TCHH as part of 
the Hospital’s community benefit activities, and will be in addition to the other financial 
commitments of HHC. 
 
HHC will also fund a distribution by TCHH of $2,500,000 to Northwest Connecticut 
Community Foundation, Inc., a tax-exempt charitable organization, for the express 
purpose of enhancing economic and community development in TCHH’s service area. 
 
C. Other Benefits of the Proposal  
 
The proposal also includes TCHH’s collaboration with HHC in responsible decision-
making, appropriate sharing of resources, services, and technologies for TCHH to remain 
financially viable and provide high quality healthcare to Northwest Connecticut.  All 
individuals employed by TCHH or TCHH Affiliates as of the Closing Date shall continue to 
remain employed by their current employer except for certain TCHH senior managers who 
will be offered employment with HHC or its designee. 
 
As part of the affiliation, HHC will guarantee TCHH’s obligations with respect to TCHH’s 
retirement plans.  HHC will be responsible for the capital and installation costs incurred 
with the initial installation of the electronic health record (“EHR”) platform called EPIC 
(“EPIC Care Connect”).  This amount is in addition to the $73 million capital commitment 
described above.  Once the corporate member substitution is completed, the Applicants 
intend to work collaboratively to maintain and/or consider implementing a series of 
healthcare initiatives at TCHH and elsewhere in the service area.  These are described at 
Section 5.4 of the Affiliation Agreement and include the following: 

 Establishment of an extensive primary care and ambulatory care network 
including, but not limited to: (a) the use of patient-centered medical homes; (b) the 
development and expansion of services and programs offered to the greater 
Winsted, Connecticut community, including the development of a new, modern 
multispecialty care center; and (c) the development of an ambulatory surgery 
network in the Northwest Region. 
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 Participation in population health initiatives undertaken by HHC. 

 Creation of a Geriatric Medicine Institute at CHH and the establishment in 
the Northwest Region of a new site for the “Center for Healthy Aging”—an 
innovative and nationally recognized senior-oriented program designed to provide 
expanded community-based access to a full complement of programs and resources 
for the aged. 

 Local access to programs and services uniquely designed to allow aging at home and 
palliative care coordinated with HHC’s statewide leadership in senior care services 
and programs. 
 

 Establishment of a “Mobile Simulation Program” located at and co-branded with 
CHH that would be operated as part of HHC’s Center for Education, Simulation 
and Innovation and designed to provide advanced training and education to 
practitioners located throughout the Northwest Region, including focused 
capabilities in the provision of rural medicine. 
 

 Enhancement of the delivery of cardiac care at CHH and for the Northwest 
Region with local specialists, to include an integrated congestive heart failure 
program and on-site electrophysiology. 
 

 Implementation of a gastrointestinal and digestive diseases program for the 
Northwest Region in coordination with statewide programs developed by HHC. 
 

 Implementation of an orthopedic program for the Northwest Region in 
coordination with statewide programs developed by HHC. 
 

 Implementation of a behavioral health network for the Northwest Region, 
including capabilities in the care and treatment of dementia and related diseases, in 
coordination with statewide programs developed by HHC. 

 Development of a woman’s health program, including access to uro-gynecological 
specialists and nationally-recognized reconstructive and breast surgeons. 

 Inclusion in HHC’s state-wide telehealth network. 
 

 Access to HHC’s personalized medicine program, including access to genetic 
diagnostic and treatment resources. 
 

 Expanded participation in HHC’s Maternal and Fetal Medicine Program 
including local access to perinatologists. 
 

 Expansion of neurology and neurosciences service lines by building upon the 
existing telestroke program and establishing practice clinics in the Northwest 
Region, including a pain management satellite location in Torrington, Connecticut 
or another appropriate location determined by the Northwest Region Board. 

0020



 

Version 9/21/16 
Page 17 

 
 Expansion of HHC’s ambulatory footprint in the Northwest Region, providing 

facilities that offer routine, everyday care to children and adolescents. 
 

 Maintenance of clinical relationship with Connecticut Children’s Medical Center 
for pediatric patients in need of complex care. 
 

 Expansion of surgical services at CHH either based at CHH or in the community at 
a satellite facility or a joint-venture partnership. 
 

 Extension of the Hartford HealthCare Medical Group Centers for Weight Loss 
Surgery program to the Northwest Region, to provide clinical care, nutrition 
support services, and education sessions to bariatric surgery patients in the 
Northwest Region. 

 Maintenance of the radiation therapy provided by CHH and the introduction of a 
cancer palliative care program. 
 

This proposal will benefit patients, physicians and employees by enhancing TCHH’s 
existing service lines and programs, providing for greater care coordination and technology 
access, and creating access to capital for infrastructure improvements. It will also position 
TCHH to remain financially viable and continue to serve the community’s health care 
needs in this new era of health care reform. 
 
Implementation Timeline 
 
The operational integration of TCHH into the System will be carried out through a 
disciplined approach in a collaborative relationship between TCHH and HHC. It will also 
follow the guidelines established by the parties’ Strategic Plan, which will be developed 
within 120 days of the Closing Date.  HHC’s experience with the integration of its other 
members into the System will serve as the template for the TCHH integration, which is 
expected to be both seamless and timely.  As of the Closing Date, a team of qualified 
individuals will be engaged to implement the steps and process necessary to achieve and 
optimize efficiencies in accordance with explicit timeframes. 
 
 
2. Provide the history and timeline of the proposal (i.e., When did discussions begin internally 

or between Applicant(s)? What have the Applicant(s) accomplished so far?). 
 
As previously stated in the response to Question 1, the proposal before OHCA results from 
a careful two-year study by the TCHH Board and its Independence Strategy Evaluation 
Committee to assess the Hospital’s options for a strategic affiliation with health system 
partners that would create the best fit in terms of matching TCHH’s values and goals.  This 
proposal also builds upon the history of clinical collaboration between TCHH and its 
physicians on its medical staff with HHC. 

 
The two organizations have a long-established relationship whereby HHC personnel have 
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No. Percent No. Percent No. Percent

Hartford Hospital 342 66.0% 390 68.9% 444 69.7%

Yale 31 6.0% 38 6.7% 38 6.0%

Waterbury Hospital 21 4.1% 17 3.0% 19 3.0%

St Mary's Hospital 3 0.6% 6 1.1% 14 2.2%

John Dempsey Hospital 27 5.2% 20 3.5% 31 4.9%

Saint Francis Hospitl and Medical Ctr 72 13.9% 65 11.5% 65 10.2%

Other 22 4.2% 30 5.3% 26 4.1%

Total 518 100.0% 566 100.0% 637 100.0%

The Charlotte Hungerford Hospital Transfer Data

Data excludes pediatric cases 

to CCMC.

*Note includes 21 transfers for 

high risk newborn

Data excludes pediatric cases to 

CCMC.

*Note includes 10 transfers 

for high risk newborn

Data excludes pediatric 

cases to CCMC.

September 1, 2014- August 31, 

2015

September 1, 2013- August 

31, 2014

September 1, 2015- August 31, 

2016

*Note includes 17 transfers for 

high risk newborn

ED Transfers

provided clinical education on trauma care to emergency medicine providers at TCHH 
through HH’s LIFE STAR program and Trauma Department. Over the last ten years, 
LIFE STAR has also supported the EMS community in Northwest Connecticut by 
sponsoring continuing education on topics such as thoracic injuries, multi system trauma, 
cardiac arrest, crush injuries, hemodynamics, sepsis, and trauma and medical case studies. 
 
Further, members of TCHH's medical staff have coordinated their continuing education 
activities to include cardiac care interfaces with the interventional cardiology team at HH. 
These activities have included cardiac case reviews and cardiac education covering topics 
such as women and heart disease, and the atypical presentation of heart attacks.  
 
The Cardiology Department of HH, LIFE STAR personnel and TCHH have also worked 
together to determine the optimum clinical approach for cardiac patients arriving in the 
Hospital’s emergency department, including the assembling of an interventional team at 
HH and facilitating air or ground transport. The two hospitals have also teamed on efforts 
related to quality assurance and performance improvement (“QAPI”) programs over the 
past several years such as sharing best practices on decreasing the time from “TCHH’s 
door to HH’s balloon” that has resulted in significantly shortened treatment time for 
cardiac patients. 
 
These collaborations have resulted in the majority of emergency department transfers 
from TCHH going to Hartford Hospital as shown in Table E below. 
 
 

Table E: The Charlotte Hungerford Hospital Emergency Department Transfer Data 
Source: TCHH Emergency Department Transfers, FY 2014 through FYTD 2016 (August). 

 

 
Other clinical collaborations between the two hospitals in recent years have ranged from 
HH providing pulmonologists to act as medical directors and perform interpretations at 
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TCHH’s Regional Sleep Center to TCHH becoming a participant in HH’s innovative 
Teleneurology Network (“HHTN”), where community hospitals and other providers are 
given access to remote emergency and follow-up teleneurology services provided by HH 
specialists. Through the HHTN, TCHH and HH have developed clinical protocols, 
standard order sets and other processes to vastly improve the care of stroke victims and 
other patient populations who benefit from the service.  This collaboration has also 
required almost continuous communication between the two hospitals’ IT departments as 
well as regular conference calls between TCHH staff and HH administration, including the 
Teleneurology Medical Director. 
 
In addition to the examples cited above, there continues to be a strong collaborative 
relationship between TCHH and the EMS department of HH where the former is provided 
with follow up and outcome information for all patient transfers to HH. This open, 
collaborative relationship enhances continuity of care by ensuring seamless care by TCHH 
clinical staff once patients are discharged from HH and return to their local community.  
 
As a result of these and other clinical relationships between the Applicants, HH also 
receives the largest percentage of patients transferred from TCHH to other medical 
facilities as shown in Table F below.  Moreover, the relationship between the two hospitals 
has grown stronger over time as looking at the data provided in Tables E and F 
collectively, it shows that through FYTD August 2016, TCHH emergency and inpatient 
transfers to HHC totaled 524 or an increase of 45% (+147) from all such transfers for FY 
2013. 
 
 

 
Table F: The Charlotte Hungerford Hospital Inpatient Acute Transfer Data 
Source: TCHH Inpatient Service Transfers, FY 2014 Through FYTD 2016 (August) 
 
 
It was against this backdrop of well-established and successful clinical relationships that in 
July of 2014, HHC leadership first met with TCHH’s Independence Strategy Evaluation 

No. Percent No. Percent No. Percent

Hartford Hospital 35 41.2% 66 44.6% 80 51.9%

Yale 14 16.5% 19 12.8% 25 16.2%

Waterbury Hospital 1 1.2% 3 2.0% 2 1.3%

St Mary's Hospital 0 0.0% 4 2.7% 2 1.3%

John Dempsey Hospital 16 18.8% 33 22.3% 28 18.2%

Saint Francis Hospitl and Medical Ctr 5 5.9% 9 6.1% 10 6.5%

Other 14 16.5% 14 9.5% 7 4.5%

Total 85 100.0% 148 100.0% 154 100.0%

*Note includes 10 transfers 

for high risk newborn

*Note includes 21 transfers for 

high risk newborn

*Note includes 17 transfers for 

high risk newborn

Data excludes pediatric 

cases to CCMC.

Data excludes pediatric cases to 

CCMC.

Data excludes pediatric cases 

to CCMC.

The Charlotte Hungerford Hospital Transfer Data

    Inpatient Acute Transfers

September 1, 2013- August 

31, 2014

September 1, 2014- August 31, 

2015

September 1, 2015- August 31, 

2016
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Committee as one of five organizations invited to present a proposed affiliation with the 
Hospital. TCHH Board ultimately chose HHC as its best fit for a system partner at the end 
of the RFP process.  The Boards of TCHH and HHC approved the Affiliation Agreement 
on July 28, 2016 and August 5, 2016, respectively.   
 
On September 29, 2016, a Hart-Scott-Rodino (“HSR”) filing was submitted to the Federal 
Trade Commission and a courtesy copy as required by C.G.S. § 19a-486i (b) was provided 
to the Connecticut Attorney General.  As of October 31, 2016, the 30-day waiting period 
outlined by the HSR Antitrust Improvements Act expired without further investigation of 
the transaction.  The parties are presently proceeding with their respective due diligence 
that will continue up to the Closing. 
 
 
3. Provide the following information: 
 

a. utilizing OHCA Table 1, list all services to be added, terminated or modified, their 
physical location (street address, town and zip code), the population to be served and 
the existing/proposed days/hours of operation; 

 
There are no terminations or reductions in services planned as a result of this 
proposal. Opportunities to enhance services at TCHH and elsewhere in Northwest 
Connecticut will be evaluated and implemented in conformance with the Strategic 
Plan and/or HHC’s system-wide strategic planning process, as further described in 
the response to Question 1 above.   

 
 

b. identify in OHCA Table 2 the service area towns and the reason for their inclusion (e.g., 
provider availability, increased/decreased patient demand for service, market share); 

 
 

Please see OHCA Table 2 for a list of service area towns.  As noted in response to 
Question 1, these are the towns from which over 90% of TCHH’s discharges 
emanate. 

 
4. List the health care facility license(s) that will be needed to implement the proposal; 
 
No additional licenses besides TCHH’s current hospital license (furnished below) will be 
needed to implement the proposal. 
 
 
5. Submit the following information as attachments to the application: 

 
a. a copy of all State of Connecticut, Department of Public Health license(s) currently held 

by the Applicant(s); 
 
Please see Exhibit 3 for a copy of the TCHH Department of Public Health hospital 
license. 
 

b. a list of all key professional, administrative, clinical and direct service personnel related 
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to the proposal and attach a copy of their Curriculum Vitae; 
 
Hartford HealthCare: 
Elliot Joseph, Chief Executive Officer 
Jeffrey Flaks, President and Chief Operating Officer 
Rocco Orlando, Chief Medical Officer 
Charles L. Johnson, III, Executive Vice President & Chief Financial Officer   
 
The Charlotte Hungerford Hospital: 
Daniel J. McIntyre, President  
John Capobianco, Vice President of Operations 
Brian Mattiello, Vice President of Organizational Development 
Susan Schapp, Vice President of Finance 
Carrie Wolfberg, M.D., President of Medical Staff 
 
Please see Exhibit 4 for copies of curriculum vitae for key administrative, clinical 
and direct service personnel. 
 

c. copies of any scholarly articles, studies or reports that support the need to establish the 
proposed service, along with a brief explanation regarding the relevance of the selected 
articles;  
 
N/A. This CON is not a request for establishment of a new service. 

 
d. letters of support for the proposal; 

 
Please see Exhibit 5 for copies of letters of support. 
 

e. the protocols or the Standard of Practice Guidelines that will be utilized in relation to the 
proposal. Attach copies of relevant sections and briefly describe how the Applicant 
proposes to meet the protocols or guidelines. 
 
N/A. This proposal does not request any change to specific clinical services where 
protocols or practice guidelines apply. 
 

f. copies of agreements (e.g., memorandum of understanding, transfer agreement, 
operating agreement) related to the proposal. If a final signed version is not available, 
provide a draft with an estimated date by which the final agreement will be available.  
 
Please see Exhibit 1 for a copy of the Affiliation Agreement executed between HHC 
and TCHH.  
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Public Need and Access to Care 
 

§ “Whether the proposed project is consistent with any applicable policies 
and standards adopted in regulations by the Department of Public 
Health;” (Conn.Gen.Stat. § 19a-639(a)(1)) 

 
6. Describe how the proposed project is consistent with any applicable policies and standards 

in regulations adopted by the Connecticut Department of Public Health. 
 

This proposal is consistent with all policies and standards in regulations adopted by the 
Connecticut Department of Public Health in that the proposal is focused upon 
expanding access for TCHH’s patients to enhanced specialty and subspecialty services 
as well as on advancing quality and population health initiatives. This proposal will also 
allow for greater operational efficiencies within the delivery system. 

 
§ “The relationship of the proposed project to the statewide health care 

facilities and services plan;” (Conn.Gen.Stat. § 19a-639(a)(2)) 
 
7. Describe how the proposed project aligns with the Connecticut Department of Public Health 

Statewide Health Care Facilities and Services Plan, available on OHCA’s website. 
 

This proposal aligns with the of Statewide Healthcare Services Plan published by the 
Connecticut Department of Public Health’s Office of Healthcare Access in October 
2012, and updated with supplemental revisions in 2014 (collectively, the “Plan”).  In 
particular, this proposal is in clear alignment with the introduction to Section 1.4 of the 
Plan, Guiding Principles, which states as follows: 
 
“The goal of OHCA’s planning and regulation activities are to improve the health of 
Connecticut’s residents; increasing the accessibility, continuity and quality of health 
services; prevent unnecessary duplication of services; and provide financial stability 
and cost containment of health care services.”  
 
While this proposal is in alignment with all the guiding principles set forth in the Plan, 
it particularly addresses the following: promotion and support of the long term viability 
of the state’s health care delivery system; facilitating access to preventive and medically 
necessary health care services; encouraging collaboration among health care providers 
to develop health care delivery networks; and maintaining and improving the quality of 
health care services offered to the state’s residents.  Each of these laudable principles 
are served by sustaining and enhancing TCHH’s ability to continue providing acute 
care services to the community through its proposed affiliation with HHC. 
 
The Plan has also acknowledged the impact of the PPACA on the hospital industry and 
how it favors integrated systems to create efficiencies and address quality mandates 
while influencing hospitals to focus on creating new models of care to deliver increased 
value. Accordingly, the opportunity for community hospitals like TCHH to affiliate and 
enter into innovative collaborations with larger integrated health systems like HHC is 
also consistent with these aspects of the Plan. 
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§ “Whether there is a clear public need for the health care facility or 

services proposed by the applicant;” (Conn.Gen.Stat. § 19a-639(a)(3)) 
 
8. With respect to the proposal, provide evidence and documentation to support clear public 

need: 
 
a. identify the target patient population to be served; 

 
The target population to be served is the population in Northwest Connecticut that 
encompasses TCHH’s primary service area as depicted in the map below. Please 
refer to OHCA Table 2 for a list of the service area towns.  
 
 

 
Map 1: TCHH Service Area 
Source: TCHH’s Community Health Needs Assessment for Northwest Connecticut 
– 2015 Update 
 
Public need for health care services are likely to increase as a result of an aging 
population in TCHH’s service area with the 18-64 age cohort aging into the 65+ 
cohort. Table G below provides a detailed demographic profile of TCHH’s service 
area showing that 17% of the population is 65 and over. 
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Charlotte Hungerford Hospital Service Area Demographics Compared to CT  

Demographic Category Indicator  Service Area 
Total Connecticut 

% Difference in 
Service Area vs. 
CT 

Total Population  Total Population  87,597 100% 3,592,053 100% 0% 

Age 

0-19 Years Old 19,424 22% 901,605 25% -3% 

20-44 Years Old  23,818 28% 1,126,468 31% -3% 

45-64 Years Old  29,313 33% 1,030,919 29% 4% 
65+ Years Old  15,042 17% 533,061 15% 2% 

Table G: The Charlotte Hungerford Hospital Service Area Demographics Compared to Connecticut  
Source: CERC http://profiles.ctdata.org/profiles/ 

 
Table G above presents recent data based on 2014 Connecticut Economic Resource 
Center (“CERC”) town profiles (reporting 2012 data) and indicates that on average 
Litchfield County had a lower percentage of persons under age 18 and a higher 
percentage of persons ages 65 and over than the State of Connecticut as a whole. In 
the County, 16% of residents were under 19 years of age, compared with 19% for 
the state, and 17% were ages 65 and over compared with 15% for the state.  
 
In terms of population growth, projections compiled by the Connecticut Hospital 
Association (Table H  below) show a slower future rate of growth for TCHH’s 
service area over the next ten years (from 2015-2025) of 0.5% compared with a state 
average of nearly 3%. However, population growth of 2% or greater is projected 
for the communities of Barkhamsted, Goshen, New Hartford, Torrington, and 
Winchester. 
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With respect to the overall health of the target population, TCHH’s Community 
Health Needs Assessment for Northwest Connecticut – 2015 Update (the “CHNA”) 
found that disparities exist within the region for several health indicators based on 
age, sex, race, ethnicity, geography, and socioeconomics. For example, the CHNA 
found that some diseases and risk factors, such as asthma, diabetes, high blood 
pressure, and high cholesterol, were more prevalent among persons with lower 
educational attainment or lower incomes.  Data for several Northwest Connecticut 
towns also revealed rates of smoking during pregnancy and preterm births above 
the state average, as well as a higher infant mortality rate in Litchfield County than 
the state overall.  These disparities highlight populations in need across the service 
area. 
 
The CHNA also reported that similar to the rest of the state and the nation, chronic 
conditions such as heart disease, cancer, stroke, and chronic lower respiratory 
disease rank among the leading causes of death in the region. In this regard, the 
CHNA found that there was much room for improvement in combatting the risk 
factors associated with some of these diseases, such as unhealthy eating, lack of 
physical activity, and smoking.  
 
The same CHNA report also found that the prevalence of obesity has increased in 
Northwest Connecticut during the past decade, along with an increase in binge 

Table H: Population Data for TCHH’s Service Area  
Source: Charlotte Hungerford Hospital (CHH) Community Health Profile November 
2015 (2009-2013 ACS Census Data compiled by the CT Hospital Association). 
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drinking among adults and adolescents.  Related to the latter, the region 
experienced an increase in emergency department visits for alcohol and other 
substance use disorders and, like Connecticut as a whole, deaths from prescription 
pain killers and heroin have increased.  Prescription drug misuse and overdose were 
identified as an emerging public health challenge and a leading cause of injury 
death.  
 
As a whole, this data indicates that the target population for this proposal will 
continue to require the essential health care services that TCHH has historically 
provided.  This is especially true for the growing aged population in the service area. 
 

b. discuss how the target patient population is currently being served; 
 
The target population is currently being served by TCHH and its affiliated medical 
group. 
 

c. document the need for the equipment and/or service in the community; 
 
N/A. This proposal does not involve a specific service or piece of equipment. 
 

d. explain why the location of the facility or service was chosen; 
 
N/A. No new location is being proposed with this application. 
 

e. provide incidence, prevalence or other demographic data that demonstrates community 
need; 
 
Please refer to the response to Question 8(a) above. 
 

f. discuss how low income persons, racial and ethnic minorities, disabled persons and 
other underserved groups will benefit from this proposal; 
 
Both HHC and TCHH have long histories of providing charity care and financial 
assistance to patients in the communities they serve. In keeping with their charitable 
missions and applicable laws, services are provided regardless of race, ethnicity, 
religion, income or ability to pay, including to low-income patients, racial and ethnic 
minorities, and individuals with disabilities. If OHCA approves this proposal, the 
Applicants plan to have TCHH adopt the more generous system-wide charity care 
policies of HHC.  
 
Please see Exhibit 6 for copies of both the HHC Charity Care and Financial 
Assistance Policy and the TCHH Financial Assistance Policy. 
 

g. list any changes to the clinical services offered by the Applicant(s) and explain why the 
change was necessary; 
 
This proposal anticipates that access to quality health care services will be enhanced 
through the provision of specialty and subspecialty services that are in short supply 
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or not currently available in the TCHH service area. Please see the response to 
Question 1 above for details regarding proposed service enhancements. 
 
There are no planned closures, reductions or relocations in any of the services 
offered by TCHH. 
 

h. explain how access to care will be affected; and 
 
This proposal will expand and enhance the delivery of primary care, geriatric care 
and other specialty health care services in Northwest Connecticut.  Residents of 
TCHH’s service area will benefit from improved access to health care services 
available through HHC, which are not currently provided at TCHH or for which 
there is a need for added capacity. The goal of the parties’ affiliation is to provide 
well-coordinated, high-quality patient care delivered locally in keeping with HHC’s 
patient-centered approach to system integration.  TCHH’s affiliation with HHC will 
alleviate the need of many service area patients currently seeking access to services 
to travel outside the service area or outside the State of Connecticut for their care. 
 
Specifically, this proposal supports the TCHH Community Health Improvement 
Plan (“CHIP”) by enhancing and expanding specialty services in the community 
where the 2015 CHNA indicated a need.  The CHNA, which, in turn, was informed 
by and aligned with the most recent statewide health assessment, Healthy 
Connecticut 2020, and the State Health Improvement Plan (“SHIP”), identified 
seven focus areas and related key health indicators for inclusion in the CHNA:  
 
1. Maternal and Infant Health  
2. Child and Adolescent Health  
3. Chronic Disease Prevention and Control  
4. Infectious Disease Prevention and Control  
5. Injury and Violence Prevention  
6. Mental Health, Alcohol and Substance Use  
7. Local Health Care Environment  

 
Many of the intended programmatic enhancements discussed in Question 1 and 
otherwise described in Section 5.4 of the Affiliation Agreement will significantly 
improve TCHH’s ability to address these and other health needs of the community.  
The CHNA also references the facts that Litchfield County is a federally-designated 
HPSA and that the City of Torrington is a federally designated primary care health 
professional shortage area. The 2015 County Health Rankings report issued by the 
Robert Wood Johnson Foundation indicates that Litchfield County has a ratio of 1 
mental health provider to every 548 residents, considerably below the national 
benchmark of 1 provider to every 386 residents. The County also has a significant 
shortage of primary care providers, with 1 primary care physician to every 1,563 
residents, as opposed to the national benchmark of 1 primary care physician for 
every 1,045 persons, and the state average of 1 primary care physician per 1,190 
residents. 
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To address the shortage of providers in the service area, the Applicants intend to 
establish an extensive primary care and ambulatory care network based on Patient-
Centered Medical Homes, including the development of a new modern 
multispecialty care center.  In addition, recognizing the need for behavioral health 
services, this proposal includes the organization of a behavioral health network for 
the Northwest Connecticut Region that provides capabilities in the care and 
treatment of dementia, substance abuse and related diseases.  These activities will be 
carried out in coordination with statewide programs developed by HHC through its 
network of behavioral health providers, including the Institute of Living, Natchaug 
Hospital and Rushford. 
 
In addition, the Applicants are planning service enhancements and expansions that 
will bring specialty care to this community, minimizing the need for residents to 
travel long distances to receive specialty and subspecialty care.  This will build on 
the established relationship that TCHH and HHC already have in interventional 
cardiology as described in the response to Question 2 above.  Moreover, as 
described in response to Question 1, this proposal will allow TCHH to participate in 
care coordination and population health management best practices of HHC to raise 
the quality of care, improve its cost-effectiveness and increase patient satisfaction in 
keeping with the “Triple Aim” of healthcare reform.   

 
Please see Exhibit 7 for a copy of the TCHH 2015 CHNA and the CHIP that 
supplies the implementation strategy to address the health priorities identified in the 
CHNA. 
 

i. discuss any alternative proposals that were considered. 
 

As previously noted in the response to Question 1 above, TCHH issued a 
confidential RFP to four non-profit health systems in Connecticut in July of 2015.  
These health systems were identified as potential partners by the Board’s 
Independence Strategy Evaluation Committee.  A proposal from a fifth potential 
partner was also considered. 
 
Interviews by the Hospital’s affiliated physicians occurred with each of the potential 
partners. In September 2015, a second letter requesting additional information on 
the proposals was issued to three of the potential partners, with the fourth being 
dropped as the strength of the proposed affiliation model and capital commitment 
offered was not deemed viable.  

 
In October of 2015, a decision was made to proceed with two potential partners as 
finalists.  

 
Thereafter, TCHH engaged in further communications with the two finalists to 
clarify the terms and affiliation structures proposed.  TCHH also engaged in a 
reverse due diligence process by, among other things, visiting select member 
hospitals of each system and having the leadership of each system make 
presentations to the Board. In late February of 2016, the decision was made to move 
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forward with HHC as TCHH’s affiliation partner on the basis that its affiliation 
proposal was determined to the best under the following criteria that the Board 
used to evaluate each potential partner: 

 
 Clinical acumen, assets and reputation in service areas of strategic aim for 

TCHH, comprehensiveness of overall service array, and ease and flexibility for 
referrals;  

 System’s financial strength and access to capital; 
 Existing and trending consumer/referral patterns and degree of complementary 

geography; 
 Degree of cultural compatibility, trust, and reputational benefits of an 

affiliation; 
 Flexibility and favorability of legal and governance structure and 

conditions/speed/experience of system integration; 
 Flexibility and favorability of physician integration model and 

conditions/speed/experience of integration; 
 Status and strength of existing network and success in approach to developing 

both statewide and local networks and successful payer contracts; 
 Opportunity for operational efficiencies, economies of scale in purchasing, and 

favorability in treatment of overhead; 
 Status and strength of population health assets and maturity and experience 

within the care continuum, and; 
 Extent to which strategic vision for health care and definition of affiliation 

success are shared. 
 
 

§ “Whether the applicant has satisfactorily demonstrated how the proposal 
will improve quality, accessibility and cost effectiveness of health care 
delivery in the region, including, but not limited to, (A) provision of or any 
change in the access to services for Medicaid recipients and indigent 
persons;  (Conn.Gen.Stat. § 19a-639(a)(5)) 

 
9. Describe how the proposal will: 
 

a. improve the quality of health care in the region; 
 

This proposal is focused on improving the quality of healthcare delivered in 
Northwest Connecticut through a collaborative, patient-centered approach based on 
clinical integration with a health care system that has developed a number of 
successful clinical relationships. In particular, the affiliation will provide TCHH 
with an organizational structure in which medical care, education and research are 
supported and informed on a daily basis so that patients and local communities 
benefit from the latest technological and clinical advances. HHC is working with 
TCHH to develop its quality improvement platform and engage in clinical councils. 
Health care is best delivered locally. By reducing variability across the care 
continuum, patients will realize more effective and efficient healthcare service at the 
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local level.  This commitment to quality is carried out by having all quality 
improvement initiatives coordinated across the System using common informatics 
tools, analytics, definitions and reporting systems. System-wide Clinical Councils 
also disseminate and share best practices and provide forums for improvement 
plans to better coordinate care.  
  
For TCHH, the affiliation with HHC will provide a host of quality benefits it could 
not achieve on its own, including: 

 
• Expanded specialized clinical and service capabilities;  
• Access to new technology and equipment; 
• Recruitment of skilled provider talent and expertise;  
• Commitment of financial resources for infrastructure improvements; 
• Cost savings benefits for shared services; 
• Expanded Community benefit programming; and 
• Additional opportunities for clinical research trials and system-wide quality 

initiatives. 
 
 
b. improve accessibility of health care in the region; and  
 

Please see the response to Question 8(h) above. 
 
c. improve the cost effectiveness of health care delivery in the region. 
 

The proposed affiliation of TCHH with HHC is expected to improve the cost-
effectiveness of health care delivery in Northwest Connecticut in at least the 
following ways: 
 

 Improved care coordination and avoidance of duplicative services between 
TCHH and the System’s affiliated providers, including physicians 
participating in the TCHMSG and HHCMG networks; 

 Expanded population health initiatives to better manage chronic disease and 
address early risk factors for disease incidence; 

 Enhanced community benefit funding for health education and promoting 
healthy lifestyles; 

 Increased primary care access to alleviate the need for treatment in 
emergency departments; 

 Increased access to specialty physicians services and use of evidence-based 
practices to promote better outcomes and reduce readmissions; 

 Centralization or consolidation of non-clinical support services; 
 Savings on insurance and benefit costs and investments due to increased 

scale and more comprehensive management; 
 Greatly reduced costs for TCHH to convert to the EPIC CareConnect EHR 

platform than would be paid if it remained a standalone hospital; 
 Reduced financing costs once TCHH becomes a member of HHC’s obligated 
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group; and 
 Economies of scale from group purchasing. 

 
10. How will the Applicant(s) ensure that future health care services provided will adhere to the 

National Standards on culturally and Linguistically Appropriate Services (CLAS) to advance 
health equity, improve quality and help eliminate health care disparities in the projected 
service area. (More details on CLAS standards can be found at 
http://minorityhealth.hhs.gov/). 
 
TCHH conducts diversity training, developed a diversity work plan, and has 
maintained a committee who has reviewed the CLAS standards against our plans, 
priorities and practice.  TCHH has signed the American Hospital Association and 
Connecticut Hospital Association pledge to eliminate health care disparities. 
 

11. How will this proposal help improve the coordination of patient care (explain in detail 
regardless of whether your answer is in the negative or affirmative)? 
 
Aligning the electronic health record (“EHR”) at TCHH with HHC’s other System 
affiliates will greatly enhance coordination of patient care.  In addition, HHC convenes 
Clinical Councils for quality improvement activities, common informatics tools, 
analytics and standardized reporting mechanisms across its System to develop and 
disseminate the best practices and other strategies that enhance care coordination. 
HHC is prepared to make the necessary investments needed at TCHH to integrate its 
newest hospital member into these practices. 
 
HHC will develop a physician alignment strategy to integrate the TCHMSG providers 
with HHCMG providers throughout the System. This integration will occur during the 
transition period consistent with the infrastructure capabilities of HHCMG and 
compatible with the strategic framework. TCHMSG providers will align within the 
HHCMG service lines of cardiovascular care, oncology, urology, neurosciences, 
women’s health, and other medical subspecialties. 
 
HHC’s clinically integrated network provides for the structured integration of 
physicians and hospitals in an active program designed to improve the quality and 
efficiency of heath care.  The TCHH physician community will be welcomed into this 
network. 
 
Clinically integrated functions include: 
 

 Establishing evidence-based standards of care and holding members accountable to 
meet those standards. 

 Implementing tools to capture and analyze performance data. 
 Identifying opportunities for improvement and support practices in making those 

improvements. 
 Providing case-management support to practices for helping patients participate in 

meeting standards of care. 
 Contracting for value-based compensation that rewards high-quality, efficient practice 

performance. 
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12. Describe how this proposal will impact access to care for Medicaid recipients and indigent 

persons. 
 

This proposal will enhance access to care of Medicaid recipients and indigent persons at 
TCHH by adding needed physician services and maintaining hospital programs. 

 
13. Provide a copy of the Applicant’s charity care policy and sliding fee scale applicable to the 

proposal. 
 

Please see Exhibit 6 for a copy of the charity care and financial assistance policies for 
both HHC and TCHH. 
 
 

§ “Whether an applicant, who has failed to provide or reduced access to 
services by Medicaid recipients or indigent persons, has demonstrated 
good cause for doing so, which shall not be demonstrated solely on the 
basis of differences in reimbursement rates between Medicaid and other 
health care payers;” (Conn.Gen.Stat. § 19a-639(a)(10)) 

 
14. If the proposal fails to provide or reduces access to services by Medicaid recipients or 

indigent persons, provide explanation of good cause for doing so. 
 

N/A.  This proposal does not reduce access or fail to provide services to Medicaid 
recipients or indigent persons. 

 
 

§ “Whether the applicant has satisfactorily demonstrated that any 
consolidation resulting from the proposal will not adversely affect health 
care costs or accessibility to care.” (Conn.Gen.Stat. § 19a-639(a)(12)) 

 
15. Will the proposal adversely affect patient health care costs in any way? Quantify and provide 

the rationale for any changes in price structure that will result from this proposal, including, 
but not limited to, the addition of any imposed facility fees. 

 
There are no plans to change TCHH’s price structure or impose additional facility fees 
as part of this proposal. The proposal is also not expected to adversely affect patient 
healthcare costs.    
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Financial Information 
 
 
§ “Whether the applicant has satisfactorily demonstrated how the proposal 

will impact the financial strength of the health care system in the state or 
that the proposal is financially feasible for the applicant;” (Conn.Gen.Stat. 
§ 19a-639(a)(4))  

 
16. Provide the Applicant’s fiscal year: start date (mm/dd) and end date (mm/dd). 

 
10/01 through 09/30 
 

17. Describe the impact of this proposal on the financial strength of the state’s health care 
system or demonstrate that the proposal is financially feasible for the applicant.  
 
This proposal will support the financial viability of TCHH, to maintain health care 
delivery in Northwest Connecticut.  It is also fully consistent with national trends 
toward hospital mergers and affiliations and the development of collaborative care 
models that OHCA has recognized in its Statewide Healthcare Facilities and Services 
Plan as being a product of healthcare reform under the PPACA. 
 

18. Provide a final version of all capital expenditure/costs for the proposal using OHCA Table 3. 
 

Specific capital expenditures will be identified through the applicants’ strategic 
planning process.  As previously noted in response to Question 1 above, under the 
Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. 

 
19.  List all funding or financing sources for the proposal and the dollar amount of each. Provide 

applicable details such as interest rate; term; monthly payment; pledges and funds received 
to date; letter of interest or approval from a lending institution. 

 
It is HHC’s intent to fund up to $73 million in planned expenditures as described 
earlier in this application through HHC System earnings and free cash flows from 
depreciation expense. There are no plans at this time to finance these expenditures 
through external borrowing. 

 
20. Include as an attachment: 
 

a. audited financial statements for the most recently completed fiscal year. If audited 
financial statements do not exist, provide other financial documentation (e.g., unaudited 
balance sheet, statement of operations, tax return, or other set of books). Connecticut 
hospitals required to submit annual audited financial statements may reference that 
filing, if current; 
 
The most recent (FY 2015) audited financial statements for TCHH are on file with 
OHCA. 
 

b. completed Financial Worksheet A (non-profit entity), B (for-profit entity) or C (§19a-
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486a sale), available on OHCA’s website under OHCA Forms, providing a summary of 
revenue, expense, and volume statistics, “without the CON project,” “incremental to the 
CON project,” and “with the CON project.” Note: the actual results reported in the 
Financial Worksheet must match the audited financial statement that was 
submitted or referenced. 

 
Please see Exhibit 8 for copies of Financial Schedule A which have been completed 
for TCHH and HHC. 
 

21. Complete OHCA Table 4 utilizing the information reported in the attached Financial 
Worksheet. 

 
Please see OHCA Table 4.   

 
 
22. Explain all assumptions used in developing the financial projections reported in the Financial 

Worksheet. 
 

Please see Exhibit 8. 
 
 

23. Explain any projected incremental losses from operations resulting from the implementation 
of the CON proposal. 

 
Hartford HealthCare 

 
HHC will not incur incremental losses as a result of the CON proposal except for the 
financial impact of consolidating TCHH with HHC.   
 
The Charlotte Hungerford Hospital 
 
TCHH will not incur incremental losses as a result of this CON proposal.  
Enhancements resulting from preliminary identified market opportunities result in 
improved financial position for TCHH.  As stated elsewhere in this application, there 
are no plans to reduce or eliminate clinical services.    
 

24. Indicate the minimum number of units required to show an incremental gain from operations 
for each projected fiscal year. 

 
This question is not applicable. 
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Utilization 
 

§ “The applicant's past and proposed provision of health care services to 
relevant patient populations and payer mix, including, but not limited to, 
access to services by Medicaid recipients and indigent persons;” 
(Conn.Gen.Stat. § 19a-639(a)(6)) 

 
 
25. Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years (“FY”), current 

fiscal year (“CFY”) and first three projected FYs of the proposal, for each of the Applicant’s 
existing and/or proposed services. Report the units by service, service type or service level. 

 
Please see OHCA Tables 5 and 6 for TCHH utilization data. 

 
26. Provide a detailed explanation of all assumptions used in the derivation/ calculation of the 

projected service volume; explain any increases and/or decreases in volume reported in 
OHCA Table 5 and 6. 

 
Please see OHCA Tables 5 and 6, and the Assumptions provided in Exhibit 8.  
Historical volumes are based on CHIME data.   
 

27. Provide the current and projected patient population mix (number and percentage of 
patients by payer) for the proposal using OHCA Table 7 and provide all assumptions. Note: 
payer mix should be calculated from patient volumes, not patient revenues. 

 
Please see OHCA Table 7 for TCHH payer mix. 
 

§ “Whether the applicant has satisfactorily identified the population to be 
served by the proposed project and satisfactorily demonstrated that the 
identified population has a need for the proposed services;” 
(Conn.Gen.Stat. § 19a-639(a)(7)) 

 
28. Describe the population (as identified in question 8(a)) by gender, age groups or persons 

with a specific condition or disorder and provide evidence (i.e., incidence, prevalence or 
other demographic data) that demonstrates a need for the proposed service or proposal. 
Please note: if population estimates or other demographic data are submitted, 
provide only publicly available and verifiable information (e.g., U.S. Census Bureau, 
Department of Public Health, CT State Data Center) and document the source. 
 
Please see the response to Question 8(a) above. 
 
 

29. Using OHCA Table 8, provide a breakdown of utilization by town for the most recently 
completed fiscal year. Utilization may be reported as number of persons, visits, scans or 
other unit appropriate for the information being reported. 

 
Please see OHCA Table 8. 
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§ “The utilization of existing health care facilities and health care services in 
the service area of the applicant;” (Conn.Gen.Stat. § 19a-639(a)(8)) 

 
30. Using OHCA Table 9, identify all existing providers in the service area and, as available, list 

the services provided, population served, facility ID (see table footnote), address, 
hours/days of operation and current utilization of the facility. Include providers in the towns 
served or proposed to be served by the Applicant, as well as providers in towns contiguous 
to the service area. 
 
Please see OHCA Table 9. 
 
 

31. Describe the effect of the proposal on these existing providers. 
 

Applicants believe this proposal will have a minimal effect, if any, on other providers in 
the service area. 
 
 

32. Describe the existing referral patterns in the area served by the proposal. 
 

See response to Question 2 above.   
 
 

33. Explain how current referral patterns will be affected by the proposal. 
 

The Applicants believe that the impact this proposal will have on established referral 
patterns in the broader Northwest Connecticut region will be minimal except that the 
enhanced capabilities of TCHH and its medical staff members contemplated by the 
parties’ Affiliation Agreement is expected to diminish the need for TCHH to transfer 
patients out of its hospital with the same frequency as in the past. 
 

§ “Whether the applicant has satisfactorily demonstrated that the proposed 
project shall not result in an unnecessary duplication of existing or 
approved health care services or facilities;” (Conn.Gen.Stat. § 19a-
639(a)(9)) 

 
34. If applicable, explain why approval of the proposal will not result in an unnecessary 

duplication of services. 
 

Improved care coordination between the Applicants will reduce redundancy and 
unnecessary duplication of services. 
 

§ “Whether the applicant has satisfactorily demonstrated that the proposal 
will not negatively impact the diversity of health care providers and patient 
choice in the geographic region;” (Conn.Gen.Stat. § 19a-639(a)(11)) 

 
35. Explain in detail how the proposal will impact (i.e., positive, negative or no impact) the 

diversity of health care providers and patient choice in the geographic region. 
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If approved, this proposal will positively impact the diversity of health care providers 
and patient choice by making available a wider array of health care services and 
specialists than is currently available in Northwest Connecticut.  
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Tables 
 
 

TABLE 1 
APPLICANT'S SERVICES AND SERVICE LOCATIONS 

 
 

Service Street Address, Town Population 
Served 

Days/Hours of 
Operation 

New Service 
or Proposed 
Termination 

Acute care 
hospital 
services 

540 Litchfield Street, 
Torrington, CT 06790 

Charlotte 
Hungerford 
Hospital service 
area outlined in 
Table 2 

24/7 Not 
Applicable 

     
     
 
[back to question] 

 
 

TABLE 2 
SERVICE AREA TOWNS 

 
List the official name of town* and provide the reason for inclusion. 

 

Town* Reason for Inclusion 

Barkhamsted,  
Colebrook,  Goshen, 

Harwinton, New 
Hartford, Norfolk, 
Litchfield, Morris, 

Thomaston, Torrington, 
Winchester  

These towns are considered 
TCHH Primary Service Area 
and represent approximately 

91% of TCHH inpatient 
utilization. 

  
 * Village or place names are not acceptable. 
[back to question] 
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TABLE 3 
TOTAL PROPOSAL CAPITAL EXPENDITURE 

Purchase/Lease Cost 
Equipment (Medical, Non-medical, Imaging)  
Land/Building Purchase* TBD 
Construction/Renovation**  
Other (specify)  
Total Capital Expenditure (TCE) TBD 
Lease (Medical, Non-medical, Imaging)*** TBD 
Total Lease Cost (TLC) TBD 
Total Project Cost (TCE+TLC) TBD 
*    If the proposal involves a land/building purchase, attach a real 
estate property appraisal including the amount; the useful life of the 
building; and a schedule of depreciation. 
**   If the proposal involves construction/renovations, attach a 
description of the proposed building work, including the gross 
square feet; existing and proposed floor plans; commencement date 
for the construction/ renovation; completion date of the 
construction/renovation; and commencement of operations date. 
*** If the proposal involves a capital or operating equipment lease 
and/or purchase, attach a vendor quote or invoice; schedule of 
depreciation; useful life of the equipment; and anticipated residual 
value at the end of the lease or loan term. 
 

Table 3 cannot be completed at this time as it requires a level of planning and integration that 
requires closing of the transaction.  However, as described in Question 1 of this application, the 
capital commitment being made by HHC to TCHH under the Affiliation Agreement is notable 
and identifies multiple opportunities. These capital opportunities will be specifically identified 
through the strategic planning process within 120 days of closing of the transaction as outlined 
under the implementation timeline section under Question 1.  HHC and TCHH are committed to 
a thorough vetting of all capital needs at TCHH, and for all strategic service opportunities, 
conducting a return on investment analysis for priority projects.    
 
Although subject to further deliberation and prioritization, major items for consideration through 
this planning process are expected to include: conversion of as many semi-private medical 
/surgical beds to private rooms, acquisition of medical and surgical equipment, upgrades to the 
HVAC system in TCHH’s critical care complex and main tower heating and cooling systems, 
conversion to HHC’s IT platform, and the creation of new medical office space on the main 
campus for adult outpatient behavioral health and other medical services.   
 
[back to question] 
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TABLE 4 

PROJECTED INCREMENTAL REVENUES AND EXPENSES  
Hartford HealthCare 

 
 FY 2017* FY 2018* FY 2019* 
Revenue from Operations $0 $122,593,248 $126,619,173 
Total Operating Expenses $0 $126,427,293 $129,505,270     
Gain/Loss from 
Operations 

$0 $(3,834,045) $(2,886,098) 

* Fill in years using those reported in the Financial Worksheet attached. 
 
[back to question] 

 
 
 

TABLE 4 
PROJECTED INCREMENTAL REVENUES AND EXPENSES  

The Charlotte Hungerford Hospital 
 

 FY 2017* FY 2018* FY 2019* 
Revenue from Operations $0 $8,052,949 $12,453,284 
Total Operating Expenses $0 $3,588,810 $4,798,215    
Gain/Loss from 
Operations 

$0 $4,464,139 $7,655,068 

 
 
[back to question] 
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TABLE 5 

HISTORICAL UTILIZATION BY SERVICE 
 

Service**  

Actual Inpatient Volume  
(Last 3 Completed FYs) 

CFY 
Inpatient 
Volume* 

FY 
2013*** 

FY 
2014*** 

FY 
2015*** FY 2016*** 

Medicine 
Newborn 
Obstetrics 
Psychiatry 
Surgery 

 

3782 
450 
472 
683 
1142 

3538 
445 
457 
685 
977 

3581 
448 
463 
685 
858 

 
3152 
396 
418 
719 
818 
 

     
     

Total 6529 6103 6035 5503 
*    For periods greater than 6 months, report annualized volume, identifying the number of 
actual months covered and the method of annualizing. For periods less than 6 months, report 
actual volume and identify the period covered. 
**   Identify each service type and level adding lines as necessary. Provide the number of visits 
or discharges as appropriate for each service type and level listed. 
*** Fill in years. If the time period reported is not identical to the fiscal year reported in Table 
4 of the application, provide the date range using the mm/dd format as a footnote to the table. 
 
 Data Source: CHIME. FY 2016 represents October 2015 through May 2016 (8 months) 
annualized.   
 
[back to question] 
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TABLE 6 
PROJECTED UTILIZATION BY SERVICE 

 

Service* 
Projected Volume 

FY2017 FY2018 FY2019 FY2020 

Medicine 3,303 3,680 3,839 3,972 

Newborn 358 358 358 358 

Obstetrics 375 375 375 375 

Psychiatry 729 798 845 845 

Surgery 748 979 1,116 1,115 

Total 5,513 6,190 6,533 6,705 

 
*   Identify each service type by location and add lines as 

necessary. Provide the number of visits/discharges as appropriate 
for each service listed. 

** If the first year of the proposal is only a partial year, provide the 
first partial year and then the first three full FYs. Add columns as 
necessary.  If the time period reported is not identical to the 
fiscal year reported in Table 4 of the application, provide the date 
range using the mm/dd format as a footnote to the table. 

 
Projected Volumes - Consultant support was secured to 
provide organic volume growth projections for TCHH.  
These projections were based on changes in demographics, 
payer mix, market share and utilization factors.  Potential 
opportunities for market growth identified in connection 
with developing the Affiliation Agreement were added to the 
baseline projections to determine projected volumes.    

 
[back to question] 
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TABLE 7 
APPLICANT’S CURRENT & PROJECTED PAYER MIX 

 
Payer Current Projected 

FY 2016** FY 2017** FY 2018** FY 2019** FY 2020** 

Discharges % Discharges % Discharges % Discharges % Discharges % 
Medicare* 3,083 56% 3087 56% 3466 56% 3658 56% 3755 56% 
Medicaid* 1100 20% 1103 20% 1238 20% 1307 20% 1341 20% 
CHAMPUS 
& TriCare 

0 0% 0 0% 0 0% 0 0% 0 0% 

Total 
Government 

4183 76% 4190 76% 4704 76% 4965 76% 5096 76% 

Commercial 
Insurers 

1210 22% 1213 22% 1362 22% 1437 22% 1475 22% 

Uninsured 110 2% 110 2% 124 2% 131 2% 134 2% 
Workers 
Compensation 

0 0% 0 0% 0 0% 0 0% 0 0% 

Total Non-
Government 

1320 24% 1323 24% 1486 24% 1568 24% 1609 24% 

Total Payer 
Mix 

5,503 100% 5,513 100% 6,190 100% 6,533 100% 6,705 100% 

 
 
*   Includes managed care activity. 
** Fill in years. Ensure the period covered by this table corresponds to the period covered in 

the projections provided. New programs may leave the “current” column blank. 
 

 Data Source: CHIME. FY 2016 payer mix calculated based on annualized discharges.     
 

[back to question] 
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TABLE 8 
UTILIZATION BY TOWN 

 
 
 
 
 
 
 
 
 
 

*   List inpatient/outpatient/ED volumes separately, if applicable 
**  Fill in most recently completed fiscal year. 
 

 
[back to question] 

 
  

Town 

Inpatient 
Utilization 
 FY 2015** 

  

Barkhamsted  106 

Colebrook  33 

Goshen  106 

Harwinton  214 

New Hartford  166 

Norfolk 54 

Litchfield  486 

Morris 71 

Thomaston  93 

Torrington  3388 

Winchester 697 

Primary Service Area Subtotal 5414 

Other towns  621 

Total 6035 
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TABLE 9 

SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS 
 

Service or 
Program 

Name 

Population 
Served 

Facility 
ID* 

Facility's Provider Name, 
Street Address and Town 

Hours/Day
s of 

Operation 

Current 
Utilization 

Western 
CT Health 
Network – 

New 
Milford 

Hospital in 
New 

Milford 
 
 

Litchfield 
County 
 

 21 Elm Street New Milford, CT 
06776 

24/7  

      
Sharon 
Hospital 

CT, MA, 
NY 
*Located in 
Litchfield 
County 

 50 Hospital Hill Rd, Sharon 
Connecticut 06069 

24/7  

 
* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider 
Identifier (NPI) facility identifier and label column with the identifier used. 
 

[back to question] 
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Supplemental CON Application Form 
Transfer of Ownership/Sale of Hospital 

Conn. Gen. Stat. § 19a-638(a)(2) & § 19a-486 
 

 
 
Applicant: Hartford HealthCare Corporation & The Charlotte Hungerford 
Hospital 
 
 
Project Name: Affiliation of The Charlotte Hungerford Hospital with 

Hartford HealthCare Corporation 
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1. Project Description and Need: Change of Ownership or Control 
 

a. Describe the transition plan and how the Applicants will ensure continuity of 
services. Provide a copy of a transition plan, if available. 
 
There will be continuity of services provided to the community.  During the 
transitional period, the clinical services and programs described below will 
be continued unless the CHH Board agrees otherwise. 

 
Anesthesia 
Behavioral Health Services (Adult, Child and Adolescent) 
 - Inpatient 
 - Outpatient 
 - Partial Hospitalization Program 
Cardiology 
Critical Care Unit 
Diagnostic Imaging 
Emergency Departments in Torrington and Winsted 
Endocrinology/Diabetes Management 
Gastroenterology 
Hospitalist Services 
Infectious Disease 
Internal Medicine 
Med/Surge/Telemetry Inpatient Beds 
Inpatient Laboratory Services 
Neurology 
Oncology 
Pharmacy 
Pulmonary 
Orthopedics Outpatient 
Sleep Lab 
Radiation Therapy 
Rehabilitation Services 
Maternity and Women/Infant Services 
Radiation Therapy 
Respiratory Services 
Surgical Services 
 - General 
 - Endoscopy 
 - Orthopedics 
 - Otolaryngology 
Urgent Care 
Urology 
Wound Care 
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b. For each Applicant (and any new entities to be created as a result of the proposal), 

provide the following information as it would appear prior and subsequent to 
approval of this proposal: 

i. Legal chart of corporate or entity structure including all affiliates. 
ii. Governance or controlling body 

iii. List of owners and the % ownership and shares of each. 
 
Please see Exhibit 2 for copies of HHC and TCHH legal charts of 
organization prior to and subsequent to approval of this proposal. 

 
2. Historical and Projected Volume 

 
a. In table format, provide historical volumes (three full years and the current year-

to-date) for the number of discharges and patient days by service. 
 

TABLE A 
HISTORICAL AND CURRENT DISCHARGES 

Service* 
Actual Volume 

(Last 3 Completed FYs) 
FY 2013 FY2014 FY 2015 *FY 2016 

Medicine 3782 3538 3581 3152 
Newborn 450 445 448 396 
Obstetrics 472 457 463 418 
Psychiatry 683 685 685 719 
Surgery 1142 977 858 818 

Total 6529 6103 6035 5503 
*    Provide the number of discharges for each service listed (Medical/Surgical, 
Maternity, Psychiatric, Rehabilitation, and Pediatric). 
**   Fill in years. In a footnote, identify the period covered by the Applicant’s FY 
(e.g., July 1-June 30, calendar year, etc.). 
***  For periods greater than 6 months, report annualized volume, identifying the 
number of actual months covered and the method of annualizing. For periods less 
than six months, report actual volume and identify the period covered. 

Data Source: CHIME 
*FY 2016 runs from 10/1/15 to 9/30/16 and is based on projected year-end 

volumes.   
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TABLE B 
HISTORICAL AND CURRENT PATIENT DAYS 

 

Service* 
Actual Volume 

(Last 3 Completed FYs) 
FY 2013 FY 2014 FY 2015 FY 2016 

Medicine 14,897 14,466 15,720 13382 
Newborn 1,086 1,185 1,126 939 
Obstetrics 1,155 1,163 1,189 1050 
Psychiatry 3,928 3,956 3,586 4065 
Surgery 5,428 5,015 4,403 4317 

Total 26494 25785 26024 23753 
*    Provide the number of patient days for each service listed (Medical/Surgical, 
Maternity, Psychiatric, Rehabilitation, and Pediatric). 
**   Fill in years. In a footnote, identify the period covered by the Applicant’s FY 
(e.g., July 1-June 30, calendar year, etc.). 
***  For periods greater than 6 months, report annualized volume, identifying the 
number of actual months covered and the method of annualizing. For periods less 
than six months, report actual volume and identify the period covered. 

Data Source: CHIME.  
*FY 2016 runs from 10/1/15 to 9/30/16 and is based on projected year-end 

volumes.   
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b. Complete the following tables for the first three full fiscal years (“FY”),If the first 

year is a partial year, include that as well. 
 

TABLE C 
PROJECTED DISCHARGES BY SERVICE 

Service* 
Projected Volume 

FY2017 FY2018 FY2019 FY2020 
Medicine 3,303 3,680 3,839 3,972 
Newborn 358 358 358 358 
Obstetrics 375 375 375 375 
Psychiatry 729 798 845 845 
Surgery 748 979 1,116 1,115 

Total 5,513 6,190 6,533 6,705 
 

*   Provide the number of discharges for each service listed (Medical/Surgical, 
Maternity, Psychiatric, Rehabilitation, and Pediatric). 
**  If the first year of the proposal is only a partial year, provide the first partial year 
and then the first three full FYs. Add columns as necessary. In a footnote, identify the 
period covered by the Applicant’s fiscal year FY (e.g., July 1-June 30, calendar year, 
etc.). 

*Fiscal year runs from 10/1 to 9/30.  Anticipated project start is 10/1/17. 
 
 

TABLE D 
PROJECTED PATIENT DAYS BY SERVICE 

 

Service* Projected Volume 
FY2017 FY2018 FY2019 FY2020 

Medicine 13,435 14,968 15,615 16,156 
Newborn 947 947 947 947 
Obstetrics 927 927 927 927 
Psychiatry 4,109 4,498 4,763 4,763 
Surgery 4,158 5,442 6,204 6,420 

Total 23,576 26,782 28,456 29,213 
 

*   Provide the number of patient days for each service listed (Medical/Surgical, 
Maternity, Psychiatric, Rehabilitation, and Pediatric). 
**  If the first year of the proposal is only a partial year, provide the first partial year 
and then the first three full FYs.  

Add columns as necessary. In a footnote, identify the period covered by the 
Applicant’s fiscal year FY (e.g. July 1-June 30, calendar year, etc.). 

*Fiscal year runs from 10/1 to 9/30.  Anticipated project start is 10/1/17.  
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c. Explain any increases and/or decreases in historical volumes reported in the tables 

above. 
 
As stated in response to Question 1 of the main application form (the “Main 
Application”), TCHH, like other community hospitals of similar size, has 
experienced difficulty in attracting and retaining physicians in primary care 
and specialties, increased reliance on public payer revenues with their 
associated financial pressures on operating margins, and the need for 
investments in its physical plant.  As reflected in Table A, inpatient 
discharges have declined more than 15% from 6,529 in FY 2013 to 5,503 
projected for FY 2016. The most recent declines in volume are largely due to 
medical staff departures and retirements, more patients being placed on 
observation status as opposed to being admitted in the Hospital, deferrals of 
care as a result of high deductible plans and other economic factors, and 
TCHH’s decreasing primary care presence in the community.   
 

d. Provide a detailed explanation of all assumptions used in the derivation/ 
calculation of the projected volume.  
 
Volume projections were developed with consultant support to provide 
organic volume projections for CHH.  These projections factored in 
population, payer mix, market share and utilization factors.  From this 
baseline, potential opportunities for market growth identified in connection 
with developing the Affiliation Agreement were layered on top of the organic 
growth projections.  These enhancements include potential physician 
recruitment, ambulatory market expansions and enhanced specialty services. 
 
 

3. Clear Public Need 
 
a. Is the proposal being submitted due to provisions of the Federal Sherman 

Antitrust Act and Conn. Gen Stat. §35-24 et seq. statutes? Explain in detail. 
 
No, this proposal is not being submitted due to the Sherman Antitrust Act or 
Connecticut General Statutes § 35-24 et seq.  The proposal is being submitted 
pursuant to the Certificate of Need Requirements in General Statutes § 19a-
638 et seq. 
 

b. Is the proposal being submitted due to provisions of the Patient Protection and 
Affordable Care Act (PPACA)? Explain in detail. 
 
No part of PPACA requires that the Applicants submit this proposal.  
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Nonetheless, the proposal is consistent with PPACA because it enables 
improvements in the quality, efficiency and cost-effective delivery of health 
care services.  It will avoid duplication of services and provide evidence 
based health care services. 
 

4. Supplemental Questions 
 

a. Were alternative proposals or offers considered and, if so, how did they compare 
to this proposal with respect to provider diversity, consumer choice and access to 
affordable quality health care? 
 
Please refer to the response to Question 8(i) of the Main Application for a 
discussion of the alternative proposals considered.  While all the alternatives 
were carefully considered, TCHH selected HHC as its preferred system 
partner on the basis that it best demonstrated a shared vision and mutual 
commitment to grow services in Northwest Connecticut while permitting 
TCHH to retain its culture and sense of place in the community. 
 
HHC was seen as the most viable partner for ensuring provider diversity, 
consumer choice and access to affordable quality health care in the region on 
the basis that the proposed affiliation best met the criteria established by the 
TCHH Board for evaluating potential strategic partners.  This included 
providing TCHH with the greatest opportunities for service growth, the 
strongest financial commitments to investments in patient care as well as 
assurances that TCHH physicians would not be required to terminate 
existing affiliations. 
 

b. For the first three years following the hospital’s transfer of ownership, provide a 
detailed list and explanation for any consolidation, reduction, elimination or 
expansion of existing services, or any new services planned to be introduced. 
 
As previously stated, there are no planned consolidations, reductions or 
eliminations of services currently provided by TCHH, but rather a 
continuation of services as described in the Applicants’ answer to Question 1 
above.  

 
There will also be service enhancements.  Please refer to the response to 
Question 1 in the Main Application for details on proposed service 
enhancements at TCHH. 
 

c. Please provide a detailed explanation of any planned staffing changes following 
the hospital’s transfer of ownership and discuss how these changes will impact the 
accessibility, quality and affordability of care. 
 
There are no planned changes in staffing resulting from this proposal. 
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d. How will this proposal affect the implementation plan developed to address 
priority health needs identified in the most recent Community Health Needs 
Assessment (CHNA)? 
 
This proposal will significantly enhance TCHHs ability to execute its 
Community Health Improvement Plan (“CHIP”) to address the following 
seven focus areas and related key health indicators identified in the 
Hospital’s 2015 CHNA: 
 

1. Maternal and Infant Health  
2. Child and Adolescent Health  
3. Chronic Disease Prevention and Control  
4. Infectious Disease Prevention and Control  
5. Injury and Violence Prevention  
6. Mental Health, Alcohol and Substance Use  
7. Local Health Care Environment  

 
In addition to TCHH having the ability to maintain its existing clinical 
services and community benefit activities, the proposed affiliation will 
improve access to specialty and subspecialty services either not currently 
available in the community or available on a limited basis including surgical 
services, cardiovascular care and behavioral health services.  Community 
benefit activities will be specifically enhanced through Litchfield County’s 
CDC-sponsored Community Transformation Grant Program to create 
healthier communities that will receive an additional $500,000 in grant 
funding (five annual $100,000 grants) from HHC per the terms of the 
Affiliation Agreement (Section 4.2), as well as the distribution of an 
additional $2.5 million that TCHH will make to the Northwest Connecticut 
Community Foundation on the Closing Date (Section 4.3). 
 
Please refer to the response to Question 8(h) of the Main Application and 
Section 5.4 of the Affiliation Agreement for additional information regarding 
intended service enhancements to address the health needs of the community. 
  

e. Describe any changes to the Hospital’s current charity care, uncompensated care, 
financial assistance policies and procedures and bed funds that will result from the 
proposal. 
 
Please refer to the response to Question 8(f) in the Main Application.  
 

f. Describe any plans to work with other community providers, such as federally 
qualified health centers or community health centers, to provide specialty care to 
patients or offer low cost programs tailored to the uninsured or underinsured. 
 
As previously stated, both HHC and TCHH have long histories of providing 
affordable services to the uninsured and underinsured populations that they 
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serve.  In fact, TCHH was instrumental in establishing the local federally 
qualified health center (FQHC) called Community Health & Wellness 
Center, whose main location is in Torrington with satellites in Winsted and 
several local schools.  TCHH remains closely tied with this Center, as TCHH 
employees provide services there, and many TCHH patients use it for dental, 
primary care and behavioral health services.  TCHH and the Center are 
exploring a potential co-location of services in Canaan, Connecticut to 
accommodate the expansion of primary care and behavioral health services 
in Northwestern Connecticut. This initiative is intended to address primary 
care and behavioral health needs of the underinsured and uninsured 
population, and is an example of the collaborative relationship that exists 
between the two providers. 
 
The Applicants will continue to consider and pursue the community 
partnerships described above to the extent that they may advance the 
delivery of low cost, high quality services. 
 
 

g. Explain in detail the capital projects that are deemed top priorities by the 
Applicants. 
 
Please refer to the response to Question 1 in the Main Application for 
information regarding the capital commitment HHC is making as part of this 
proposal.  The parties identified the following eight general categories of 
projected estimated capital spending and development agreed to by the 
parties: 
 
 Major Service Line Opportunities 
 Inpatient Care and Quality Improvement 
 Behavioral Health 
 Community Engagement and Benefit 
 Shared Services 
 Infrastructure Improvements 
 IT Systems 
 Provider and Continuum Integration 
 
The Applicants will identify and prioritize capital needs of TCHH more 
specifically post-closing pursuant to the strategic planning process outlined 
in Section 5.1 of the Affiliation Agreement.  
 
 

h. Explain in detail the service improvements that are deemed top priorities by the 
Applicants. 
 
Please refer to the response to Question 1 in the Main Application for 
examples of the intended service enhancements planned for TCHH and the 
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Northwest Region. Post-closing, the Applicants will engage in a 
comprehensive strategic planning process to identify and prioritize service 
expansion and enhancements that address and sustain meeting the health 
needs of the community served by TCHH. 
 
 

i. Describe any anticipated changes as a result of this proposal to existing payer 
contracts (e.g., Medicare, Medicaid or commercial payers). 
 
There are no anticipated changes as a result of this proposal to existing payer 
contracts. 
 
 

j. Explain in detail how the proposal will address any existing debt and/or pension 
obligations. 
 
Existing debt and retirement obligations of TCHH will remain unchanged as 
a result of this proposal except that HHC has agreed to guarantee TCHH’s 
obligations with respect to the TCHH Retirement Plan per Section 6.3 of the 
Affiliation Agreement.  
 

k. Describe how the quality of care will be maintained with this proposal. 
 
Please refer to the responses to Questions 8(h) and 9(a) in the Main 
Application for the parties’ intended service and access enhancements.  In 
addition, as a benefit of the proposed affiliation, TCHH will have access to 
the advanced data analytics it needs to expand and manage population health 
initiatives, improve care coordination and ultimately enhance the quality of 
care provided by TCHH to the community. 
  

l. For all Applicants, provide copies of all Centers for Medicare & Medicaid 
Services (CMS) statement of deficiencies and corrective action plans for the two 
most recently completed federal fiscal years. 
 
Please see Exhibit 9 for a copy of the Centers for Medicare and Medicaid 
Services Corrective Action Plan dated August 5, 2015 from TCHH. 
 

m. Provide a copy of and describe any changes to any of the following policies and 
procedures as a result of this proposal: 
 

i. hospital collection policies (including charity care and bad debt); 
 
Please refer to the response to Question 8(f) and Exhibit 6 in the Main 
Application for a description and copy of the Applicants’ financial 
assistance policies.  HHC’s Financial Assistance Policy describes its 
collection practices.  If OHCA approves this proposal, the Applicants 
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plan to have TCHH adopt HHC’s more generous Financial Assistance 
Policy. 
 

ii. annual or periodic review and/or revision to the hospital’s pricing structure 
(charge master or price master); and 
 
HHC reviews its hospital prices annually and expects to maintain that 
practice in the future.  Post-closing, the Applicants expect that THCC 
will adopt HHC’s review process. 
 

iii. the annual or periodic market rate assessment of the hospital. 
 
Not applicable. 
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n. Provide monthly financial reports that include statistics for the current month, 

year-to-date and comparable month from the previous year for the following: 

 
 
 
 
 
 
 
 
 

Aug-16 Aug-15 Aug-16 Aug-15

(11 Months) (11 Months)

YTD YTD MTD MTD

Monthly Financial Measurements/Indicators

A. Operating Performance:

Operating Margin -5.47% 0.27% -3.64% -3.70%

Non Operating Margin N/A N/A N/A N/A

Total Margin -3.36% 2.73% -1.57% -3.69%

Bad Debt as % of Net Revenue 1.99% 2.06% 0.34% 1.88%

B. Liquidity:

Current Ratio 1.5                      1.7                      1.5                      1.7                      

Days Cash on Hand 132.1                 139.6                 132.1                 139.6                 

Days in Net Accounts Receivable 45 44 45 44

Average Payment Period 49                       43                       49                       43                       

C. Leverage and Capital Structure:

Long-term Debt to Equity 17.27% N/A 17.27% N/A

Long-term Debt to Capitalization 14.73% N/A 14.73% N/A

Unrestricted Cash to Debt 351.33% N/A 351.33% N/A

Times Interest Earned Ratio N/A N/A N/A N/A

Debt Service Coverage Ratio 255.11% N/A 255.11% N/A

Equity Financing Ratio 0.49 0.66 0.49 0.66

D. Additional Statistics:

Income from Operation (5,856,328)       299,470            (347,997)           (368,592)           

Revenue Over/(Under) Expense (3,600,802)       3,072,844         (149,713)           (367,596)           

EBITA (54,824)             5,696,423         186,314            129,178            

Patient Cash Collected 105,841,244 106,609,023 10,061,619 9,271,373

Cash and Cash Equivalents 6,602,230 5,598,887 6,602,230 5,595,887

Net Working Capital 8,003,890 7,063,409 8,003,890 7,063,409

Unrestricted Assets 42,324,030 44,560,677 42,324,030 44,560,677

Credit Ratings (S&P, Fitch, Moody's) N/A N/A N/A N/A

The Charlotte Hungerford Hospital
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o. For the most recent tax year, provide a copy of the Hospital’s IRS Form 990 (you 
may reference the filing if previously submitted to OHCA). With respect to the 
amounts listed on each line item within Part 1, Section 7 of Schedule H (Financial 
Assistance and Certain Other Community Benefits at Cost) and Part II of 
Schedule H (Community Building Activities), provide a projected amount for 
each line item for the first three years following the change in ownership and 
describe the hospital’s future commitment to programmatic and financial support 
for the community benefit programs and building activities listed on Schedule H. 
 
TCHH’s 2015 IRS Form 990 is on file with OHCA.  Please see Table I below 
for Schedule H Projections. 
 

 
 
Table I: TCHH Schedule H (Form 990) Projections  
Source: Schedule H (Form 990) Base Year 2015 

 
In the projections above, unreimbursed Medicaid services have been increased 
by $1 million from the 2015 base year due to continued migration from 
insurance plans on the Connecticut Health Insurance Exchange to Medicaid.  
In addition, projections for community health improvement services have been 
increased by $100,000 from the 2015 base year reflecting the five-year grant to 
the Community Transformational Grant Program that will be made available 
through the proposed affiliation.  Otherwise, support of community benefit 
programs is expected to remain unchanged from the base year. 

 
 

Charlotte Hungerford Hospital
Community Benefit Projections
Source document-Schedule H (Form 990) Year 2015

Year 1 Year 2 Year 3
Financial Assistance & Means Tested Government Programs

7a Financial Assistance at Cost 854,000 950,000 1,085,000
7b Unreimbursed Medicaid. 11,735,000 11,900,000 12,400,000
7c Other means tested. 55,000 55,000 55,000
7d Total Financial Assistance & Means Tested Government Programs 12,644,000 12,905,000 13,540,000

Other Benefits
7e Community health improvement services. 221,000 221,000 221,000
7f Health professions education. 2,100 2,100 2,100
7g Subsidized health services. 3,544,000 3,544,000 3,544,000
7h Research 0 0 0
7i Cash and in-kind contributions 22,000 22,000 22,000
7j Total other benefits 3,789,100 3,789,100 3,789,100

7k Total 16,433,100 16,694,100 17,329,100
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p. Discuss in detail how the proposal will impact the hospital’s negotiating position 
with vendors and/or payers? 
 
To the extent that TCHH under this proposal will become part of a larger 
organization, it will enjoy the benefits of group purchasing organization 
(GPO) discounts on the purchasing of supplies and other purchased services. 
The Applicants are studying and reviewing this benefit and have not yet 
quantified it.   
 
The Applicants have not jointly reviewed TCHH’s payer contracts for the 
reasons stated in response to Question 4(i) of this Supplemental Form, above. 

  
 

q. If an improved negotiating position is anticipated, quantify the tangible savings 
for the health care consumer. 
 
Please refer to the response to Question 4(p) above.  
 
 

r. Provide details of plans to ensure that future health care services provided, in 
relation to the proposal, adhere to the National Standards on Culturally and 
Linguistically Appropriate Services (CLAS) to advance health equity, improve 
quality and help eliminate health care disparities in the projected service area. 
(For more details on CLAS standards can be found at 
http://minorityhealth.hhs.gov/. 
 
Please refer to the response to Question 10 of the Main Application. 

  
5. For-profit Purchasers Only (Conn. Gen. Stat. § 19a-486d) 

 
a. Describe in detail the purchasers commitment to provide health care to the 

uninsured and the underinsured following the hospital acquisition. 
 
Not applicable. 
 

b. In a situation where health care providers or insurers will be offered the 
opportunity to invest or own an interest in the purchaser or a related entity, what 
safeguards will be created to avoid a conflict of interest in regard to patient 
referral? 
 
Not applicable.  
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EXECUTION COPY 
 

 

AFFILIATION AGREEMENT 

This AFFILIATION AGREEMENT (the “Agreement”) is made and entered into as of 
August 16, 2016 (the “Execution Date”) by and between HARTFORD HEALTHCARE 
CORPORATION, a Connecticut non-stock, tax-exempt corporation, and THE CHARLOTTE 
HUNGERFORD HOSPITAL, a Connecticut non-stock, tax-exempt corporation.  Hartford 
HealthCare Corporation and The Charlotte Hungerford Hospital each are referred to individually 
herein as a “Party” and, collectively, as the “Parties” to this Agreement.  ARTICLE 17 contains 
a glossary of all capitalized defined terms used in this Agreement. 

RECITALS 

WHEREAS, the health care community nationally has been challenged to provide a 
comprehensive range of health care services at a lower cost more efficiently and to improve the 
quality of care in a collaborative and coordinated manner in an environment of changing health 
care regulations, changing reimbursement mechanisms, advancing technological developments, 
and an increasing need for capital;  

WHEREAS, Hartford HealthCare Corporation is the parent company of an integrated 
health care delivery system in the State of Connecticut (“HHC”) dedicated to improving the 
health care of the communities it serves through its related health care entities and other 
Affiliates (the “HHC Affiliates”); 

WHEREAS, The Charlotte Hungerford Hospital is the owner and/or operator of a 
licensed acute care community hospital in the State of Connecticut (“CHH”) and has ownership 
of, or more than a majority of the membership or equity interests in, related health care provider 
entities and other Affiliates (the “CHH Affiliates”); 

WHEREAS, the Parties and their respective Affiliates, while sharing a common non-
profit health care mission to improve the quality and expand the scope and accessibility of 
affordable health care for their patients in a culture of compassion, respect, integrity, and 
excellence, acknowledge that appropriate sharing of services, resources, and technologies among 
them will achieve certain economies of scale that will benefit the communities they serve, 
including, but not limited to, additional opportunities for population health management, clinical 
research, implementation of quality initiatives (including sharing of best practices and clinical 
and process innovations), cost reduction through volume purchasing, consolidation of certain 
administrative services, opportunities for deployment of effective technologies, and access to 
capital markets at a lower cost; and 

WHEREAS, CHH and the CHH Affiliates desire to become HHC Affiliates, as of the 
Closing Date upon the terms and conditions set forth in the this Agreement (the “Affiliation”), 
which will result in a single health system integrated operationally, financially, and clinically and 
operating under the name “Hartford HealthCare” (the “Hartford HealthCare System”) that 
supports the Parties’ common vision for value and quality in health care. 

NOW, THEREFORE, for and in consideration of the premises, and the agreements, 
covenants, representations and warranties hereinafter set forth, and other good and valuable 
consideration, the Parties agree as follows: 
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ARTICLE 1 
 

AFFILIATION GOALS AND OBJECTIVES 

1.1 Rationale and Vision.  The Parties share a mutual commitment to support an 
integrated health care delivery system with expanded geographic coverage, a full continuum of 
care, effective local primary, secondary and tertiary care services, the highest standards of 
clinical care, enhanced patient access, including for underserved populations, and the most 
advanced technologies and service lines.  The Parties recognize that the development of a truly 
integrated healthcare delivery system will further enhance their ability and the ability of their 
affiliated physicians and other health care providers to support their charitable missions and 
respective community benefit activities.  Central to the Parties’ vision of the Hartford HealthCare 
System are the following goals: 

1.1.1 Aligning, sharing, and adopting the use of best clinical and 
operational practices to enhance patient access and manage population health across the State of 
Connecticut; 

1.1.2 Attracting and retaining talent, and developing that talent to 
promote a highly engaged workforce and a culture of caring, quality and safety; 

1.1.3 Developing provider relationships, whether through the integration 
of additional providers into the Hartford HealthCare System, or relationships intended to support 
defined mutual interests for the benefit of the communities served;  

1.1.4 Enhancing the patient and family experience, so that high-quality 
care is rendered in an exceptional environment supported by exceptional staff and physicians;  

1.1.5 Advancing the boundaries of medical science, medical education, 
and clinical practice through the discovery and translation into clinical care, and dissemination of 
knowledge; and 

1.1.6 Developing a Northwestern Connecticut region of the Hartford 
HealthCare System consisting of Litchfield County and the surrounding area as depicted on 
Exhibit 1.1 attached hereto (the “Northwest Region”) that utilizes CHH as its acute-care clinical 
nucleus. 

1.2 Implementation.  The Parties intend to implement the Contemplated 
Transactions in a manner that: (a) furthers the charitable missions of the Parties; (b) continues to 
improve access to comprehensive, convenient, high-quality, lower-cost inpatient and outpatient 
healthcare throughout the communities served by the Parties; (c) continues to improve and 
manage the health status of the population of the communities served by the Parties; (d) 
promotes clinical research and educational efforts; (e) builds the medical community through 
developing strongly-aligned relationships with primary care and specialist physicians and allied 
health care providers; (f) enhances sound stewardship through the efficient delivery of all 
services, resulting in favorable financial performance; (g) enhances community benefit; and (h) 
maintains all appropriate accreditation and all relevant and necessary federal, state, and local 
licenses and permits.  Such opportunities will include initiatives for deployment of system-wide 

0076



 

 -3-  

support functions, with the goal of enhancing operational uniformity, efficiency, and 
performance. 

ARTICLE 2 
 

CHANGE OF CORPORATE STRUCTURE 

2.1 Change of Membership.  Effective as of the Closing Date, subject to the terms 
and conditions set forth in this Agreement, CHH shall amend and restate its Governing 
Documents to provide that HHC shall be its sole corporate member, to effect the changes 
described in ARTICLE 3, and to otherwise fulfill the terms and conditions of this Agreement.  
CHH shall cause the CHH Affiliates to amend and restate their Governing Documents to effect 
the changes described in ARTICLE 3, as applicable.  The amended and restated Governing 
Documents of CHH and the CHH Affiliates, as applicable, shall be effective as of the Closing 
Date and are attached hereto as Exhibit 2.1. 

2.2 Ownership of Assets.  The Contemplated Transactions shall not, in and of 
themselves, effect any transfer, conveyance, or change in the ownership of the assets of the CHH 
Entities or the HHC Entities at the Closing. 

2.3 Retention of Liabilities.  Except as otherwise set forth herein, the Contemplated 
Transactions shall not, in and of themselves, effect any assignment or assumption of any 
liabilities, indebtedness, commitments, or other financial or operational obligations of the CHH 
Entities or the HHC Entities to or by any other Person, whether such liabilities, indebtedness, 
commitments or obligations are known or unknown, fixed or contingent, recorded or unrecorded, 
currently existing as of the Closing Date or thereafter arising (collectively, the “Existing 
Liabilities”), all of which shall remain the liabilities and obligations exclusively of the Person 
that was liable or obligated for such Existing Liabilities immediately before the Closing Date. 

ARTICLE 3 
 

GOVERNANCE 

3.1 Sole Member.  As of the Closing, HHC shall be the sole corporate member of 
CHH and the indirect corporate system parent of the CHH Entities. 

3.2 Powers of HHC With Respect to CHH Entities.   

3.2.1 As of the Closing, HHC shall have the exclusive power and 
authority to govern, direct, and oversee the property, funds, business, and affairs of CHH, except 
for those powers that are specifically delegated to the Board of Directors of the Northwest 
Region (collectively, the “Northwest Region Board”) in the Bylaws of CHH and other 
Northwest Region HHC Entities in effect from time to time (the “Northwest Region Board 
Bylaws”). 

3.2.2 As of the Closing, subject to the powers that are specifically 
delegated to the Northwest Region Board, HHC, in its capacity as sole corporate member of 
CHH, may act on CHH’s behalf in exercising CHH’s powers with respect to the organizations of 

0077



 

 -4-  

which CHH is a corporate member or shareholder, and in each such case, in the manner set forth 
in HHC’s Bylaws in effect from time to time. 

3.3 Northwest Region Board of Directors. 

3.3.1 Composition of Northwest Region Board.  As of the Closing, and 
during the three (3)-year period beginning on the Closing Date (the “Transitional Period”), the 
Northwest Region Board shall consist of the individuals set forth on the governance roster 
delivered by the Parties at Closing (the “Governance Roster”), which Governance Roster shall 
include the individuals serving on the CHH Board immediately prior to Closing (the “Legacy 
CHH Directors”) and four (4) additional individuals selected by HHC. 

3.3.2 Post Closing-Date Northwest Region Board Structure.  During the 
Transitional Period, vacancies on the Northwest Region Board will be filled by individuals 
nominated and appointed in accordance with the HHC Bylaws and Northwest Region Board 
Bylaws in effect from time to time; provided, however, that, during the Transitional Period, HHC 
shall only exercise its power to remove a Legacy CHH Director from the Northwest Region 
Board if such removal is for cause, and the Chair of the HHC Board of Directors (the “HHC 
Board”) shall consult with the Chair of the Northwest Region Board prior to removing any 
Legacy CHH Director from the Northwest Region Board.  After the Transitional Period, 
membership by community leaders on the Northwest Region Board shall be determined on the 
basis of System-wide governance membership characteristics and qualifications established from 
time to time by HHC. 

3.3.3 Northwest Region Board Committees.  During the first year of the 
Transitional Period, the Northwest Region Board shall establish a finance and strategic planning 
committee composed of Legacy CHH Directors who served on the CHH Board finance and 
strategic planning committees immediately prior to the Closing and individuals selected by 
HHC.  Such committee shall assist in the development of the Strategic Plan consistent with the 
HHC strategic planning approval process. 

3.3.4 Northwest Region Board Recommendations.  During the 
Transitional Period and as set forth in an HHC Board policy attached hereto as Exhibit 3.3.4, the 
Northwest Region Board may make recommendations to the HHC Board regarding the following 
items: 

(a) Annual operating and capital budgets as developed by CHH 
consistent with HHC’s strategic plan; 

(b) Amendments to the Certificate of Incorporation of CHH;  

(c) A transfer of substantially all of the assets of CHH; and 

(d) The initiation of new lines of service, or termination of material 
existing services, in accordance with this Agreement. 

3.4 HHC Board of Directors.  During the Transitional Period, the HHC Board shall 
include the two (2) individuals listed on the Governance Roster identified by the CHH Board 
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prior to the Closing and approved by HHC as of the Closing consistent with the HHC Bylaws in 
effect from time to time (each, a “CHH Director”); provided, however, that if a CHH Director 
ceases to serve on the HHC Board prior to the end of the Transitional Period, then HHC shall fill 
the vacancy from among the slate of two (2) alternate directors mutually agreed upon by the 
Parties prior to the Closing and set forth on the Governance Roster. 

3.5 HHC Board Committees and Advisory Bodies.  From and after the Closing 
Date, consistent with HHC’s Bylaws in effect from time to time, members of the Northwest 
Region Board appointed by HHC will serve on the HHC Board’s Committees for Quality and 
Safety, Strategic Planning and Community Benefit, and Finance.  During the Transitional Period, 
such committee membership will come from Legacy CHH Directors.  Additionally, members of 
the Northwest Region Board will participate on the HHC Quality Council and applicable focused 
clinical councils. 

3.6 CHH Corporators.  Consistent with that certain Indenture, dated May 28, 1917, 
by and between Uri Taylor Hungerford and CHH (the “CHH Deed”), CHH shall have 
corporators, comprised as of the Closing of the individuals serving as the corporators of CHH 
immediately prior to Closing (the “CHH Corporators”).  The Parties intend for the CHH 
Corporators to support the Northwest Region Board following the Closing in a manner consistent 
with corporators of the hospitals in the Hartford HealthCare System, as set forth in Exhibit 3.6 
attached hereto.  Consistent with the foregoing, it is intended that the CHH Corporators will 
serve as a resource to the Northwest Region Board in making recommendations on a non-
exclusive basis regarding potential candidates to serve on the Northwest Region Board and 
community benefit service programming. 

ARTICLE 4 
 

POST-CLOSING FINANCIAL COVENANTS 

4.1 Investments.  During the seven (7)-year period following the Closing Date, HHC 
intends to make a total investment of Seventy Three Million Dollars ($73,000,000) in or for the 
benefit of CHH and the Northwest Region, of which Fifty Million is committed as set forth in 
Section 4.1.1, Twenty Million is for discretionary strategic projects as set forth in Section 4.1.3, 
and Three Million is committed as set forth in Section 4.1.2.  

4.1.1 Maintenance and Replacement Capital Projects.   

(a) During the seven (7)-year period following the Closing Date, 
HHC will transfer Fifty Million Dollars ($50,000,000) onto the balance sheet of CHH to fund 
maintenance and replacement capital projects for CHH (“Maintenance and Replacement 
Capital Investment”) identified in the Northwest Region Strategic Plan and pursuant to the 
HHC capital budgeting and strategic planning approval process. 

(b) During the four (4)-year period following the Closing Date, 
Twenty Million Dollars ($20,000,000) of such Maintenance and Replacement Capital Investment 
will be expended on the following capital projects: 
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(i) CHH Emergency Department renovation to the extent the 
cost of the renovation exceeds Ten Million Dollars ($10,000,000) (it being agreed to by HHC 
that the first Ten Million Dollars ($10,000,000) in expenses for such renovation project will be 
satisfied by debt incurred by CHH prior to the Closing); 

(ii) infrastructure and physical plant improvements; and 

(iii) ambulatory / outpatient facility upgrades. 

(c) CHH and HHC will identify additional maintenance and 
replacement capital projects to be funded from the Maintenance and Replacement Capital 
Investment in the Strategic Plan and pursuant to the HHC capital budgeting and strategic 
planning approval process.  Notwithstanding the foregoing, CHH and HHC acknowledge and 
agree that the Maintenance and Replacement Capital Investment is a minimum commitment for 
maintenance and replacement capital projects and that approval of such projects will not be 
contingent on satisfaction of return on investment criteria. 

(d) CHH and HHC acknowledge and agree that no portion of the 
Maintenance and Replacement Capital Investment will be allocated for the initial installation of 
the EPIC CareConnect IT platform (“EPIC CareConnect”) at CHH, the cost of which shall be 
borne solely by HHC. 

4.1.2 Medical Staff Development and Recruitment.  During the 
Transitional Period, HHC or its HHC Affiliates will commit Three Million Dollars ($3,000,000) 
to support medical staff development and recruitment efforts for CHH and the Northwest Region 
(the “Recruitment Fund”).  Initial projects to be funded by the Recruitment Fund will be set 
forth in the Strategic Plan. 

4.1.3 Discretionary Strategic Projects.   

(a) During the seven (7)-year period following the Closing Date, 
HHC will evaluate the investment of Twenty Million Dollars ($20,000,000) for discretionary 
strategic program and service opportunities for CHH and the Northwest Region (“Strategic 
Projects”). 

(b) CHH and HHC will identify and evaluate Strategic Projects 
consistent with the Strategic Plan and pursuant to the HHC capital budgeting and strategic 
planning approval process for the purpose of enhancing and supporting the level of services 
provided at CHH and in the Northwest Region. 

(c) Demonstration of satisfaction of investment criteria including, 
but not limited to, return on investment will be considered as part of the HHC approval process 
for Strategic Projects; provided, however, that failure to demonstrate satisfaction of any such 
investment criteria will not automatically disqualify Strategic Projects. 

4.2 Litchfield County Grant.  Following the Closing, HHC shall make a grant, in 
the name of CHH to Fit Together, an organization based in Litchfield County, for the benefit of 
Litchfield County, Connecticut in the amount of One Hundred Thousand Dollars ($100,000) per 
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year for five (5) years to support the County’s participation in the CDC-sponsored Community 
Transformational Grant Program, inclusive of the programs known as the National Prevention 
Strategy and the Million Hearts Campaign, to create healthier communities by making healthy 
living easier and more affordable.  Such grant shall be made as part of CHH’s community benefit 
activities and in addition to the other commitments described in this ARTICLE 4. 

4.3 Northwest Connecticut Community Foundation.  At Closing, CHH shall make 
a distribution of Two Million Five Hundred Thousand Dollars ($2,500,000) to Northwest 
Connecticut Community Foundation, Inc., an organization exempt from federal income taxation 
under § 501(a) of the Code as an organization described in § 501(c)(3) of the Code, for the 
express purpose of enhancing the economic and community well-being in CHH’s service area, 
and as mutually agreed upon by the Parties prior to the Closing.  Such distribution shall be in 
addition to the other commitments described in this ARTICLE 4. 

4.4 Obligated Group; Transfers of Cash. 

4.4.1 HHC shall cause CHH to join HHC’s obligated group as soon as is 
economically feasible following the Closing (or on a later date selected by HHC if HHC 
determines in its sole discretion that it would be in the best interest of the Hartford HealthCare 
System for CHH to join HHC’s obligated group on such later date), consistent with the HHC 
Master Trust Indenture and the covenants in CHH’s debt documents set forth on Exhibit 4.4.1. 

4.4.2 Until such time as CHH joins HHC’s obligated group or until the 
expiration of seven (7) years following the Closing Date, whichever occurs sooner, no transfer of 
cash will be made from CHH or any of the CHH Affiliates to HHC except for fair market value 
in the ordinary course of business.  

4.5 Capital Allocation Strategy.  In addition to the commitments described in in this 
ARTICLE 4, HHC will treat CHH in the same manner as all other HHC Affiliates for purposes 
of capital allocation approvals, in accordance with the policies of HHC Corporate Treasury 
Department in effect from time to time, and any other applicable policies and procedures in 
effect from time to time; provided, however, that HHC shall authorize expenditures required to 
satisfy state or federal life safety requirements or to maintain licensure with respect to CHH 
outside of the normal capital allocation process.  

4.6 Strategic Framework and Capital and Operating Budget.  Attached hereto as 
Exhibit 4.6 is a strategic framework with eight (8) general categories of projected estimated 
capital spending and development agreed to by the Parties, which provides a pathway for 
financial viability of the CHH Entities and fulfillment of community need in the Northwest 
Region (the “Strategic Framework”). 
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ARTICLE 5 
 

POST-CLOSING OPERATIONS OF CHH 

5.1 Strategic Plan.   

5.1.1  Development.  Within one hundred and twenty (120) business 
days from the Closing Date, CHH, HHC, and other HHC Affiliates serving the Northwest 
Region shall develop, based on the Strategic Framework, a strategic plan for acute and 
ambulatory care in the Northwest Region (the “Strategic Plan”) consistent with the overall 
strategic plan for HHC.  The Parties shall develop the Strategic Plan collaboratively with the 
Northwest Region executive management team (including, but not limited to, CHH Senior 
Management), the Northwest Region Board, the HHC Board, the HHC executive management 
team, and HHC leadership in the Northwest Region.  The Strategic Plan shall be coordinated 
with HHC’s strategic plan.  The Strategic Plan shall provide a greater level of detail regarding 
the projects and priorities identified in the Strategic Framework, along with estimates of any 
associated capital or operating budget requirements or impact. As part of the Strategic Plan, the 
Parties shall complete a revised capital and operating budget for the Northwest Region for the 
current fiscal year, and a pro forma capital and operating budget for the first full fiscal year of 
the Transitional Period. The HHC Board shall approve the Strategic Plan as part of the HHC 
capital budgeting and strategic plan approval process (consistent with the approval process 
required of other HHC Affiliates).  Once approved by the HHC Board, managerial and 
administrative oversight for the effective implementation of the Strategic Plan for the Northwest 
Region will reside with the Regional President and other executive management with guidance 
and input from HHC leadership and will be integrated with the strategic process and plan for 
HHC.  The Parties intend for the Strategic Plan to be implemented in a transparent manner 
designed to make HHC and CHH accountable to the communities served by the Northwest 
Region. 

5.1.2 Elements.  The Strategic Plan shall include, but not be limited to, 
the following elements: 

(a) a comprehensive assessment and formal implementation plan for 
the Northwest Region based on the Strategic Framework, which will include the development of 
an ambulatory network, deployment of EPIC CareConnect, renovation of the CHH emergency 
department, and refurbishment of existing facilities; 

(b) a specific earmarked marketing budget for the Northwest 
Region; and 

(c) a projected capital budget and an estimated timeline for capital 
expenditures to be made in furtherance of the Strategic Plan. 

5.1.3 Reports. 

(a) Within ninety (90) days of the end of each year under the 
Strategic Plan, HHC shall provide a report to the Northwest Region Board regarding the status of 
the implementation of each component of the Strategic Plan objectives. 
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(b) HHC shall also prepare an Annual Community Report to be 
distributed to the Northwest Region communities.   

(c) HHC shall provide any reports required by the Connecticut 
Office of Health Care Access (“OHCA”) as part of the Certificate of Need order to report cost 
savings, capital, and access to care to the Northwest Region Board and the CHH Corporators. 

5.2 Post-Closing Service Commitments.  

5.2.1 Following the Closing, HHC will comply with the provisions of 
the CHH Deed.  Consistent with the foregoing, HHC will not modify or challenge the CHH Deed 
following the Closing. 

5.2.2 During the Transitional Period, any decision to reduce or terminate 
any material clinical service or program of CHH listed on Exhibit 5.2.2 attached hereto shall 
occur only after prior consultation with and the consent of the Northwest Region Board. 

5.2.3 For a period of ten (10) years following the Closing Date, HHC 
will maintain and operate CHH as a separately incorporated acute care hospital.  After such ten 
(10)-year period, HHC will consult with the Northwest Region Board prior to implementing any 
changes that would modify CHH’s status as a licensed acute care hospital. 

5.3 Medical Staff. 

5.3.1 Physician Alignment.  Consistent with HHC’s governance 
processes in effect from time to time, HHC shall develop a physician alignment strategy to 
facilitate the ongoing alignment of physicians on the medical staff of CHH (the “CHH 
Physicians”) throughout the Hartford HealthCare System.  CHH Physicians may choose from 
among a broad continuum of alignment options, ranging from private practice to employment, as 
well as participation in Integrated Care Partners—a physician-led clinically-integrated provider 
network (“ICP”).  CHH Physicians who join ICP may participate in ICP’s clinical integration 
program and develop population health management capabilities and infrastructure, and risk-
based payment capabilities utilizing technology-enabled advanced care coordination and chronic 
disease programs to increase quality, reduce costs, and increase patient satisfaction. 

5.3.2 Effect of the Transaction.  As of the Closing Date: (a) the medical 
staff privileges held by members of the medical staff of CHH shall be the same as existed 
immediately prior to Closing Date; and (b) the medical staff bylaws, rules and regulations, and 
credentialing procedures of CHH shall be the same as existed immediately prior to the Closing 
Date.  Following the Closing Date, consistent with HHC’s governance processes in effect from 
time to time, HHC will work to implement a cooperative Hartford HealthCare System-wide 
privileging process and, where feasible, pursue opportunities for medical staff/clinical integration 
where doing so offers opportunities for advancement in quality of care.  CHH and its employed 
physicians will not be required to terminate any existing clinical affiliations as of the Closing 
Date. 

5.3.3 Access to Programs and Services.  Subject to Hartford HealthCare 
System policies and procedures in effect from time to time and applicable regulatory 
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requirements, the CHH Physicians shall have access to clinical research activities being 
conducted throughout the Hartford HealthCare System, use of the Center for Education, 
Simulation and Innovation, and access to other programs and services generally available to the 
Medical Staffs of the HHC hospitals, including, but not limited to, the work of the clinical 
councils, infection prevention, single formulary, and adoption of HHC’s quality informatics 
platform to drive quality improvement in the HHC hospitals.  As an HHC Affiliate, CHH will 
have access to the physician recruitment infrastructure and physician administrative and 
management resources of Hartford HealthCare System. 

5.3.4 Risk Management.  Following the Closing Date, CHH and its 
employed physicians will have the ability to participate in HHC’s captive insurance program, 
and the independent CHH Physicians will be eligible to participate in HHC’s captive insurance 
program subject to customary underwriting requirements. 

5.4 Post-Closing Services and Programs.  Following the Closing, HHC will 
maintain and/or consider implementing the following services and programs along with any 
other items identified in the Strategic Plan, as well as services and programs identified from time 
to time as part of Hartford HealthCare System-wide planning activities (it being understood by 
the Parties that HHC might not implement or maintain all of the following services and 
programs): 

5.4.1 Establishment of an extensive primary care and ambulatory care 
network including, but not limited to: (a) the use of patient-centered medical homes; (b) the 
development and expansion of services and programs offered to the greater Winsted, 
Connecticut community, including the development of a new, modern multispecialty care center; 
and (c) the development of an ambulatory surgery network in the Northwest Region. 

5.4.2 Participation in population health initiatives undertaken by HHC. 

5.4.3 Creation of a Geriatric Medicine Institute at CHH and the 
establishment in the Northwest Region of a new site for the “Center for Healthy Aging”—an 
innovative and nationally recognized senior-oriented program designed to provide expanded 
community-based access to a full complement of programs and resources for the aged. 

5.4.4 Local access to programs and services uniquely designed to allow 
aging at home and palliative care coordinated with HHC’s statewide leadership in senior care 
services and programs. 

5.4.5 Establishment of a “Mobile Simulation Program” located at and 
co-branded with CHH that would be operated as part of HHC’s Center for Education, Simulation 
and Innovation and designed to provide advanced training and education to practitioners located 
throughout the Northwest Region, including focused capabilities in the provision of rural 
medicine. 

5.4.6 Enhancement of the delivery of cardiac care at CHH and for the 
Northwest Region with local specialists, to include an integrated congestive heart failure 
program and on-site electrophysiology. 
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5.4.7 Implementation of a gastrointestinal and digestive diseases 
program for the Northwest Region in coordination with statewide programs developed by HHC.  

5.4.8 Implementation of an orthopedic program for the Northwest 
Region in coordination with statewide programs developed by HHC. 

5.4.9 Implementation of a behavioral health network for the Northwest 
Region, including capabilities in the care and treatment of dementia and related diseases, in 
coordination with statewide programs developed by HHC. 

5.4.10 Development of a woman’s health program, including access to 
uro-gynecological specialists and nationally-recognized reconstructive and breast surgeons.  

5.4.11 Inclusion in HHC’s state-wide telehealth network.  

5.4.12 Access to HHC’s personalized medicine program, including access 
to genetic diagnostic and treatment resources.  

5.4.13 Expanded participation in HHC’s Maternal and Fetal Medicine 
Program including local access to perinatologists.  

5.4.14 Expansion of neurology and neurosciences service lines by 
building upon the existing telestroke program and establishing practice clinics in the Northwest 
Region, including a pain management satellite location in Torrington, Connecticut or another 
appropriate location determined by the Northwest Region Board.  

5.4.15 Expansion of HHC’s ambulatory footprint in the Northwest 
Region, providing facilities that offer routine, everyday care to children and adolescents 

5.4.16 Maintenance of clinical relationship with Connecticut Children’s 
Medical Center for pediatric patients in need of complex care.  

5.4.17 Expansion of surgical services at CHH either based at CHH or in 
the community at a satellite facility or a joint-venture partnership. 

5.4.18 Extension of the Hartford HealthCare Medical Group Centers for 
Weight Loss Surgery program to the Northwest Region, to provide clinical care, nutrition 
support services, and education sessions to bariatric surgery patients in the Northwest Region.  

5.4.19 Maintenance of the radiation therapy provided by CHH as of the 
Execution Date, introduction of a cancer palliative care (hope) program as part of a broader 
cancer services program, and consideration of the broader cancer service dynamics and demands 
in the Northwest Region prospectively. 

5.5 Central Support Services.  The Parties anticipate that HHC will provide certain 
management and administrative support services to the CHH Entities including, but not limited 
to, information technology support and services, strategic planning and marketing services, 
finance services, internal audit, human resources support, legal services, compliance services, 
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facilities development, board orientation and support, quality assessment and risk management 
support, and compliance and fund development support.  HHC shall allocate a portion of the cost 
of any such services to CHH based upon the allocation methodology determined by HHC that is 
consistent with the allocation methodology used for other HHC Affiliates; provided, however, 
that for each year during the Transitional Period, any such allocation of central support service 
charges shall not exceed the amount of cost savings achieved by CHH in such year (“Cost 
Savings”).  For purposes of this Section 5.5, Cost Savings shall be calculated based on a 
methodology mutually agreed upon by the Parties prior to Closing. 

5.6 Information Technology.   

5.6.1 Consistent with HHC’s governance processes in effect from time 
to time, HHC shall develop and implement an IT Development Plan to achieve a single 
electronic health record and financial platform, which plan shall identify the process and timing 
of the transition to an integrated single electronic health record and financial platform, and the 
means of interfacing the Parties’ IT systems prior to completion of such transition.   

5.6.2 HHC will assist CHH in electronic medical record development 
and cost accounting or financial planning systems to assist in data analysis.  In accordance with 
Section 4.1.1(d), HHC will be solely responsible for the capital and installation costs incurred 
with the initial installation of EPIC CareConnect. 

5.6.3 For the first three (3) years following the Closing and consistent 
with Section 5.5, annual costs allocated to CHH for EPIC CareConnect shall be equal to the 
lesser of: (a) CHH’s projected annual capital and operational costs for its MEDITECH System 
under its master agreement with MEDITECH in effect on the Execution Date, as set forth on 
Exhibit 5.6 (the “Annual Meditech Expense”) or (b) the amount payable under the allocation 
methodology determined by HHC that is consistent with the allocation methodology used for 
other HHC Affiliates (the “HHC EPIC Allocation Methodology”).  After the first three (3) 
years following the Closing, annual costs allocated to CHH for EPIC CareConnect shall be equal 
to the amount payable under the HHC EPIC Allocation Methodology; provided, however, that if 
the HHC EPIC Allocation Methodology is not implemented at such time, the annual costs 
allocated to CHH for EPIC CareConnect will not exceed three percent (3%) above the Annual 
Meditech Expense. 

5.7 Branding.  From and after the Closing Date, the CHH Entities shall adhere to the 
HHC branding guidelines attached hereto as Exhibit 5.7, as amended from time to time.  
Consistent with Hartford HealthCare System’s brand standardization strategy, such branding 
guidelines will respect the history, traditions, and legacy name of CHH while capturing the 
significant benefit of the Hartford HealthCare System brand. 
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ARTICLE 6 
 

EMPLOYEES 

6.1 CHH Employees Generally.   

6.1.1 Subject to Section 6.2, all individuals employed by CHH and the 
CHH Affiliates immediately prior to the Closing Date (the “CHH Employees”) shall continue to 
be employed as of the Closing Date by their current employer. 

6.1.2 No CHH Employee shall be terminated from employment as a 
result of the execution of this Agreement or the consummation of the Closing; provided, 
however, that nothing herein is intended to restrict the right of a CHH Entity to terminate, 
discipline, or change the duties of any CHH Employee, or to engage in staff reductions or 
consolidations.  All CHH Employee policies, promises, commitments, and Benefit Plans in effect 
immediately prior to the Closing Date including, but not limited to, policies regarding at-will 
employment, shall remain in effect after the Closing Date until the same are amended, modified, 
replaced, or terminated in accordance with their terms and applicable law.  Following the 
Closing, CHH Employees shall retain credit for employment experience and service with the 
applicable CHH Entity prior to Closing for purposes of seniority recognition, benefits eligibility, 
and accruals and vesting of benefits, in accordance with the provisions of those policies and 
Benefit Plans in effect from time to time in accordance with applicable law. 

6.2 CHH Senior Management. 

6.2.1 Notwithstanding Section 6.1, the CHH senior management staff 
identified on Exhibit 6.2 attached hereto (the “CHH Senior Management”) shall be offered 
employment by HHC (or its designee) as of the Closing with the condition that the relevant 
member of CHH Senior Management terminate his or her Employment Agreement with CHH 
effective immediately prior to the Closing and waive any rights such member of CHH Senior 
Management has under the termination, severance, change of control, and similar provisions of 
such Employment Agreement.  If such offer is accepted, such employees will continue to 
perform duties for the benefit of CHH and HHC.  To assure continuity and continued effective 
utilization of existing managerial resources and expertise, the CHH Senior Management who are 
employed by HHC (or its designee) as of the Closing shall operate and manage CHH’s facilities, 
programs, and services on a day-to-day basis following the Closing in accordance with CHH’s 
current policies, or, if applicable, future HHC policies and Governing Documents in effect from 
time to time.  Notwithstanding any other provision of this Agreement to the contrary, the Parties 
agree that CHH shall terminate the employment of any member of the CHH Senior Management 
who does not accept an offer of employment from HHC (or its designee), effective immediately 
following the Closing, and such termination will be treated as a termination “without cause” for 
all purposes, including for purposes of the Employment Agreements between CHH and the 
relevant member of the CHH Senior Management.  

6.2.2 As of the Closing Date, the President and Executive Director of 
CHH shall become the Regional President for the Northwest Region (the “Regional President”) 
and an HHC Senior Vice President on terms and conditions including, without limitation, the 
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provision of benefits available to similarly-situated HHC or HHC Affiliate employees. The 
Regional President shall report to the Chief Operating Officer of HHC and the Northwest Region 
Board consistent with the duties and responsibilities delegated to similarly-situated regional 
boards of HHC or HHC Affiliates. 

6.3 CHH Pension Obligations.  Following the Closing, HHC will guarantee CHH’s 
obligations with respect to The Charlotte Hungerford Hospital Retirement Plan. 

6.4 Northwest Region Ambulatory Center Positions.  Given the shared 
commitment of CHH and HHC to local jobs driving the local economy within the healthcare 
sector, individuals employed by CHH on or after the Closing with the skills and relevant 
experience to provide patient care and administrative services in an ambulatory services network 
will be given the first opportunity to apply for and be considered for position openings in 
ambulatory centers within the Northwest Region. 

6.5 No Third Party Beneficiaries.  Without limiting the generality of Section 16.12, 
the provisions of this ARTICLE 6 are solely for the benefit of the parties to this Agreement and 
no current or former employee, director or independent contractor or any other individual 
associated therewith shall be regarded for any purpose as a third party beneficiary of this 
Agreement, and nothing herein shall be construed as the establishment or amendment to any 
Benefit Plan or other employee benefit plan for any purpose.   

ARTICLE 7 
 

COMMUNITY CONSIDERATIONS 

7.1 Restricted Gifts. 

7.1.1 Following the Closing, bequests, gifts, and donations of a CHH 
Entity that are restricted as to use or manner of investment: (a) shall continue to be so restricted; 
(b) shall continue to be owned by the CHH Entity to which they were donated; and (c) HHC 
shall honor donative intent with respect thereto.  Following the Closing, any bequests, gifts, and 
donations of a CHH Entity that are unrestricted as to use or manner of investment, including 
income from such bequests, gifts, and donations, shall be invested or utilized in a manner that 
benefits CHH or, to the extent permitted, the CHH service area consistent with the purposes of 
CHH as set forth in its Certificate of Incorporation in effect immediately prior to the Closing 
Date. 

7.1.2 Notwithstanding the foregoing, at least thirty (30) days before the 
Closing Date, CHH shall review all restricted funds held by the CHH Entities and shall provide 
to HHC a list of any temporary or permanent restricted funds for which it believes the applicable 
restrictions will, or may be reasonably expected to, prevent the Closing (the “Impacted Funds 
List”).  CHH shall use commercially reasonable efforts to amend the restrictions on the funds 
described in the Impacted Funds List as necessary to bring them out of conflict with the 
Contemplated Transactions before the Closing Date. 

7.2 Charity Care.  Following the Closing, the Hartford HealthCare System shall 
endeavor to make charity care available to all the communities that it serves consistent with the 
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Parties’ aligned charitable mission and in accordance with applicable law.  CHH’s charity care 
policy in effect immediately prior to the Closing Date will remain in place following the Closing, 
subject to alignment with the charity care policy of the Hartford HealthCare System as amended 
from time to time, and subject to applicable law. 

ARTICLE 8 
 

REPRESENTATIONS AND WARRANTIES OF CHH 

As of the Execution Date, CHH hereby represents and warrants, on its behalf and on 
behalf the CHH Affiliates, except as disclosed in the schedules attached as Exhibit 8 (the “CHH 
Disclosure Schedule”): 

8.1 Due Organization; Good Standing; Power. 

8.1.1 Each of the CHH Entities designated as tax exempt on Schedules 
8.13.1 and 8.13.2 is a Connecticut non-stock corporation, exempt from federal income taxation 
under § 501(a) of the Code, as an organization described in § 501(c)(3) of the Code and is not a 
“private foundation” within the meaning of § 509(a) of the Code.  Each of the other CHH 
Affiliates is organized and has the tax status set forth on Schedules 8.13.1 and 8.13.2. 

8.1.2 Each of the CHH Entities is duly formed, validly existing and in 
good standing under the laws of the State of Connecticut, and has the corporate power and 
authority to own, operate, or hold under lease its properties and assets and to carry on its 
business and operations as presently conducted.  Each of the CHH Entities has registered with 
the proper governmental authorities all assumed names under which it operates its business(es) 
and has continuously maintained all such filings in good standing. 

8.2 Corporate Authority. 

8.2.1 CHH has the full corporate power and authority to enter into and, 
as of the Closing, to perform its obligations under the Transaction Documents to which it is a 
party or to be delivered by it (the “CHH Transaction Documents”). 

8.2.2 The execution, delivery, and performance of the CHH Transaction 
Documents by CHH have been duly and properly authorized by all necessary corporate action in 
accordance with CHH’s Governing Documents. 

8.2.3 Assuming the valid authorization, execution and delivery of the 
same by the parties to the CHH Transaction Documents other than CHH, the CHH Transaction 
Documents constitute the valid and legally binding obligation of CHH, enforceable against it in 
accordance with their terms, except as enforceability may be limited by: (a) general principles of 
equity, regardless of whether enforcement is sought in a proceeding in equity or at law; 
(b) bankruptcy, insolvency, reorganization, moratorium or other similar laws of general 
application now or hereafter in effect relating to or affecting the enforcement of creditors’ rights 
generally; and (c) antitrust and other regulatory approvals. 
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8.3 No Violation; Approvals. 

8.3.1 Upon receipt of the CHH Required Consents, the execution, 
delivery, and performance of the CHH Transaction Documents by CHH shall not result in the 
creation of any lien, charge, or encumbrance of any kind or the termination or acceleration of any 
indebtedness or other obligation of any of the CHH Entities, and, to the Knowledge of CHH, is 
not prohibited by, does not violate or conflict with any provision of, and does not constitute a 
default under or breach of any CHH Material Contract, indenture, mortgage, or material permit, 
license, approval, or other commitment to which any of the CHH Entities is a party or is subject 
or by which any of the CHH Entities is bound, or any applicable law, except to the extent any of 
the foregoing is not likely to result in a Material Adverse Event. 

8.3.2 Except as set forth on Schedule 8.3.2, no material approval, 
authorization, registration, consent, order, filing, exemption, notice, or other action that has not 
occurred or been obtained with or from any Person, including any court, administrative agency 
or other governmental authority, is required for the execution and delivery by CHH of the CHH 
Transaction Documents or the consummation of the Contemplated Transactions.  The approvals 
and consents listed on Schedule 8.3.2 shall collectively be referred to as the “CHH Required 
Consents.” 

8.4 Financial Statements. 

8.4.1 CHH has made available to HHC copies of its audited 
consolidated financial statements for the years ended September 30, 2014 and 2015 (collectively, 
the “CHH Audited Financial Statements”).  CHH has made available to HHC copies of its 
unaudited financial statements for the interim period from October 1, 2015 through the most 
recent month end date for which financial statements were available before the Execution Date 
(collectively, the “CHH Unaudited Financial Statements”).  The monthly unaudited financial 
statements of CHH shall be referred to herein as the “CHH Interim Financial Statements,” and 
together with CHH Audited Financial Statements and CHH Unaudited Financial Statements, the 
“CHH Financial Statements.” 

8.4.2 The CHH Financial Statements are: (a) complete and present fairly 
in all material respects the financial position of CHH (and, to the extent consolidated, present 
fairly the financial position of the other CHH Entities) and the results of their respective 
operations at the dates and for the periods indicated; and (b) are in conformity with GAAP, 
applied consistently for the periods specified, including the consistent use of assumptions, 
practices, procedures and terminology, except that the CHH Unaudited Financial Statements and 
CHH Interim Financial Statements need not contain any of the footnotes or other year-end 
adjustments required to comply with GAAP.  CHH has disclosed to HHC all material items that 
are one-time in nature or that are adjustments pertaining to earlier accounting periods. 

8.4.3 From and after the most recent month-end date of the CHH 
Unaudited Financial Statements, CHH has not made any material changes to its accounting 
methods or practices (other than as required by GAAP), including methods or practices used to: 
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(a) Establish reserves on any patient and notes and accounts 
receivable; 

(b) Establish estimates of any third party settlements;  

(c) Determine the value of any other accounts that require subjective 
determinations; and 

(d) Establish malpractice, general liability or other self-insurance 
reserves, including claims incurred but not reported. 

8.4.4 To the Knowledge of CHH, the CHH Entities have no material 
liabilities or obligations of any kind, whether contingent or absolute, direct or indirect, matured 
or unmatured, or asserted or unasserted, that are not shown or provided for in the CHH Financial 
Statements, other than: (a) claims that, in the aggregate, do not exceed One Million Dollars 
($1,000,000); or (b) liabilities arising in the ordinary course of business that are reflected on the 
CHH Interim Financial Statements or in budgets approved by the CHH Board and disclosed to 
HHC. 

8.4.5 The CHH Financial Statements accurately reflect in all material 
respects donor-restricted funds or assets of the CHH Entities. 

8.5 Interim Changes.  As of the date hereof and since the most recent month-end 
date of the CHH Unaudited Financial Statements, the CHH Entities have conducted their 
businesses in the ordinary course and consistent with past practices.  Except as set forth on 
Schedule 8.5, and for matters expressly permitted by this Agreement or authorized by HHC, 
there has not been, after the date of the most recent CHH Audited Financial Statements: 

8.5.1 any Material Adverse Event with respect to the CHH Entities; 

8.5.2 any amendment of the Governing Documents of CHH or any CHH 
Affiliate;  

8.5.3 any issuance, sale, or other disposition of, or creation of any 
Encumbrance on, any interests in any CHH Entity, or grant of any options, warrants, or other 
rights to purchase or obtain (including upon conversion, exchange or exercise) any interests in 
any CHH Entity;  

8.5.4 any material change in any method of accounting or accounting 
practice of CHH and the CHH Affiliates, except as required by GAAP;  

8.5.5 any material and adverse change in the CHH insurance Coverage; 

8.5.6  any failure to report to any insurance carrier any incidents, acts, 
errors or omissions that are covered by insurance, involve liability beyond any applicable 
deductibles, and relate to any patient services, visitors, or employees of any CHH Entity;  
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8.5.7 any denial letters received by any CHH Entity from any insurance 
carrier with respect to any claim in excess of $500,000 individually or $1,000,000 in the 
aggregate; 

8.5.8 any incurrence, assumption, or guarantee of any indebtedness for 
borrowed money in excess of $500,000 except unsecured current obligations and liabilities 
incurred in the ordinary course of business;  

8.5.9 any transfer, assignment, sale, or other disposition of any CHH 
Asset or cancellation of any debts or entitlements other than in the ordinary course of business;  

8.5.10 any material damage, destruction, or loss (not covered by 
insurance) to any CHH Asset in an amount which exceeds $1,000,000; 

8.5.11 any capital expenditure, capital investment in, or any loan to, any 
other Person not disclosed or reserved for in the CHH Financial Statements by CHH or a CHH 
Affiliate except in accordance with a capital budget approved by the CHH Board or in the 
ordinary course of business;  

8.5.12 any acceleration, termination, or cancellation of any CHH Material 
Contract by reason of default by CHH or such CHH Affiliate; 

8.5.13 any execution of any new Payment Program Contract, or 
termination, extension, or amendment of any existing Payment Program Contract other than 
extensions or amendments entered into in the ordinary course of business; provided, however, 
that extensions or amendments that have the effect of extending the term of the relevant Payment 
Program Contract beyond twenty-four (24) months from the effective date of such extension or 
amendment shall be deemed to not have been entered into in the ordinary course of business; 

8.5.14 except for Permitted Encumbrances, any imposition of any 
Encumbrance securing indebtedness in excess of $500,000 upon any of the CHH Assets;  

8.5.15 any (i) increase in the compensation or bonus paid or payable or in 
the benefits provided to any employees of CHH or a CHH Affiliate other than increases made in 
the ordinary course of business (including those under existing labor agreements) or required by 
applicable law, or (ii) grant to any employee of CHH or a CHH Affiliate of any increase in 
severance or termination pay or any right to receive any severance or termination pay, or the 
adoption, amendment, or termination of any Benefit Plans, except, in each case, in the ordinary 
course of business or to the extent required by applicable law;  

8.5.16 any adoption of any plan of merger, consolidation, reorganization, 
liquidation or dissolution or filing of a petition in bankruptcy under any provisions of federal or 
state bankruptcy Law or consent to the filing of any bankruptcy petition against it under any 
similar Law by CHH or a CHH Affiliate;  

8.5.17 any purchase, lease, or other acquisition of the right to own, use, or lease 
any property or assets for an amount in excess of $100,000, individually (in the case of a lease, 
per annum) or $250,000 in the aggregate (in the case of a lease, for the entire term of the lease, 
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not including any option term) by CHH or a CHH Affiliate, except for purchases in accordance 
with a capital budget approved by the CHH Board or in the ordinary course of business, which, 
for the avoidance of doubt, shall include but not be limited to, routine replacement of medical 
equipment;  

8.5.18 any acquisition by merger or consolidation with, or by purchase of 
a substantial portion of the assets, stock or other equity of, or by any other manner, any business 
or any Person by CHH or a CHH Affiliate; 

8.5.19 to the Knowledge of CHH, any default under any bond agreement 
evidencing indebtedness of CHH or its Affiliates to a third party; or 

8.5.20 any execution of any Contract by CHH or a CHH Affiliate to do 
any of the foregoing, or action or omission that would result in any of the foregoing. 

8.6 Material Contracts. 

8.6.1 Schedule 8.6.1 sets forth an accurate and complete list of all Material 
Contracts to which the CHH is a party or by which CHH is bound (the “CHH Material 
Contracts”). 

8.6.2  To the Knowledge of CHH, none of the CHH Entities is in breach or 
default under any term or provision of any CHH Material Contract that has had or would 
reasonably be expected to result in a Material Adverse Event to the CHH Entities. 

8.6.3 All CHH Material Contracts are in full force and effect and are valid and 
enforceable obligations of the CHH Entities that are parties thereto. 

8.6.4 Except as set forth on Schedule 8.6.4, no Material Contract to which any 
of the CHH Entities is a party or by which it is bound requires the consent of, or notice to, a third 
party in order for CHH to consummate the Contemplated Transactions or in order to avoid a 
Material Adverse Event. 

8.7 Legal Proceedings.   

8.7.1 Schedule 8.7.1 sets forth an accurate and complete list of all 
outstanding actions, suits, proceedings, complaints, charges, hearings, or arbitrations in which 
any CHH Entity is a defendant. 

8.7.2 None of the CHH Entities is a defendant in, or, to the Knowledge 
of CHH, has, since January 1, 2013, been threatened in writing with any action, suit, proceeding, 
complaint, charge, hearing or arbitration that would reasonably be expected to, if resolved 
adversely to such Person, result in a Material Adverse Event to the CHH Entities or adversely 
affect the ability of the CHH Entities to perform their respective obligations under the CHH 
Transaction Documents.  None of the CHH Entities has received written notice of any 
investigation or threatened investigation by any Federal, state or local governmental or 
regulatory agency, including those involving its business practices and policies. 
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8.8 Licenses and Permits. 

8.8.1 Schedule 8.8.1 sets forth an accurate and complete list of all 
governmental licenses, permits, certificates, consents, and approvals, where the failure to hold 
such license by any CHH Entity or the noncompliance with which by any CHH Entity would 
constitute a Material Adverse Event (the “Licenses and Permits”). 

8.8.2 Each of the CHH Entities, as applicable, holds and, to the 
Knowledge of CHH, is in compliance with all Licenses and Permits.  The Licenses and Permits 
held by the CHH Entities are current, unrestricted, and valid. 

8.8.3 No application for any Certificate of Need or declaratory ruling 
(an “Application”) has been made by any of the CHH Entities with OHCA that is currently 
pending or open.  Except as set forth on Schedule 8.8.3, the CHH Entities do not have any 
approved Applications that relate to projects not yet completed.  To the Knowledge of CHH, the 
CHH Entities have properly filed all required Applications with respect to any and all material 
improvements, projects, changes in services, zoning requirements, construction and equipment 
purchases, and other changes for which approval is required under applicable law.  As used 
herein, “Certificate of Need” means a written statement issued by OHCA evidencing 
community need for a new, converted, expanded or otherwise significantly modified health care 
facility, health service or capital expenditure. 

8.9 Compliance with Law. 

8.9.1 Except as could not reasonably be expected to result in a Material 
Adverse Event to CHH and to the Knowledge of CHH, each of the CHH Entities is in 
compliance with all applicable law, including, without limitation, all Health Care Laws. 

8.9.2 To the Knowledge of CHH, none of the CHH Entities has: 

(a) knowingly and willfully offered, paid, solicited or received any 
remuneration (including any kickback, bribe or rebate, but excluding any legally permissible 
copayment or other payment), directly or indirectly, overtly or covertly, in cash or in kind: (i) in 
return for referring an individual to a Person for the furnishing, or arranging for the furnishing, of 
any item or service for which payment may be made in whole or in part by Medicare, Medicaid, 
or a state healthcare program; or (ii) in return for purchasing, leasing, ordering or arranging for 
or recommending purchasing, leasing or ordering any good, facility, service or item for which 
payment may be made in whole or in part by Medicare, Medicaid or a state healthcare program; 

(b) knowingly made a payment, directly or indirectly, to a physician 
as an inducement to reduce or limit necessary services to individuals who are under the direct 
care of the physician and who are entitled to benefits under Medicare, Medicaid or a state 
healthcare program, in a manner that would violate applicable law; 

(c) knowingly and willfully made or caused to be made or induced 
or sought to induce the making of any false statement or representation (or omitted to state a 
material fact) required to be stated therein (or necessary to make the statement contained therein 
not misleading) of a material fact with respect to: (i) the conditions or operations of any of the 
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CHH Entities in order that such Person would qualify for Medicare, Medicaid, or a state 
healthcare program certification; or (ii) information required to be provided under § 1124A of 
the Social Security Act (42 U.S.C. § 1320a-3a); or 

(d) knowingly and willfully: (i) charged for any Medicaid service 
money or other consideration at a rate in excess of the rates established by applicable law; or 
(ii) charged, solicited, accepted or received, in addition to amounts paid by Medicaid, any gift 
money, donation or other consideration (other than a charitable, religious, or other philanthropic 
contribution from an organization or from a Person unrelated to the patient) (A) as a precondition 
of admitting the patient; or (B) as a requirement for the patient’s continued stay in a facility 
operated by the CHH Entities in a manner that violates applicable law. 

8.10 Owned Real Property. 

8.10.1 Schedule 8.10.1 sets forth an accurate and complete list of all real 
property owned by any CHH Entity (collectively, the “Owned Real Property”). 

8.10.2 Except as set forth on Schedule 8.10.2, one or more of the CHH 
Entities has good and marketable fee simple title to the Owned Real Property, free and clear of 
all liens, mortgages, security interests, options, pledges, charges, covenants, conditions, 
restrictions and other encumbrances and claims of any kind or character whatsoever, other than 
Permitted Encumbrances.  There are no outstanding options, rights of first refusal or rights of 
first offer to purchase any of CHH’s Owned Real Property or any portion thereof or interest 
therein.  With respect to CHH’s Owned Real Property: 

(a) None of the CHH Entities has received during the past three 
years written notice of a violation of any applicable law with respect to CHH’s Owned Real 
Property, and none of the CHH Entities has received written notice of condemnation, lien, 
assessment or the like relating to any part of CHH’s Owned Real Property or the operation 
thereof (except for notices relating to Permitted Encumbrances); 

(b) Except for the CHH Entities, there are no tenants or other 
Persons occupying any space in CHH’s Owned Real Property, or claiming any possession, 
adverse or not, to any portion of CHH’s Owned Real Property, other than pursuant to (i) valid 
tenant leases that are commercially reasonable; (ii) customary service or vendor Contracts that 
may be in effect from time to time, or (iii) Permitted Encumbrances; 

(c) Each parcel of CHH’s Owned Real Property while held by a 
CHH Entity is either: (i) exempt from real property or ad valorem taxation under applicable law; 
or (ii) separately assessed for real estate tax purposes and is not combined with any land or real 
estate that is not a part of CHH’s Owned Real Property for real estate tax assessment purposes; 

(d) None of the CHH Entities have received written notice that the 
status of any of CHH’s Owned Real Property that is currently exempt from real property or ad 
valorem taxation under applicable law will change from exempt to taxable; 

(e) To the Knowledge of CHH, (i) all material permanent certificates 
of occupancy and all other material licenses, permits, authorizations, consents, certificates and 
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approvals required by all governmental authorities having jurisdiction over the applicable Owned 
Real Property and (ii) any required certificates of the local board of fire underwriters (or other 
body exercising similar functions), which, in each of (i) and (ii), if not obtained, would be 
reasonably likely to result in a Material Adverse Event to any of the CHH Entities, have been 
issued for CHH’s Owned Real Property, have been paid for, are in full force and effect, and will 
not be invalidated, violated, or otherwise adversely affected by the Contemplated Transactions; 

(f) None of the CHH Entities has received any written notice of any 
existing, proposed or contemplated plans to modify or realign any street or highway or any 
existing, proposed or contemplated eminent domain proceeding that would be reasonably likely 
to result in the taking of all or any substantial part of CHH’s Owned Real Property or that would 
materially and adversely affect the current use of any part of CHH’s Owned Real Property; 

(g) Upon consummation of the Contemplated Transactions, the 
applicable CHH Entity owner of each parcel of Owned Real Property will be entitled to use its 
Owned Real Property in the manner that it is currently being used in the conduct of its operations 
as currently conducted; and 

(h) To the Knowledge of CHH, CHH’s Owned Real Property is 
subject to no easements, conditions, restrictions, ordinances, or other limitations that would make 
such property unusable for its current use or the title to such property unmarketable or materially 
restrict or impair the current use or operation of the business in a manner consistent with the 
current use, or that would require the removal of any material improvements at such property, in 
each case except for Permitted Encumbrances. 

8.10.3 (a) Except as set forth on Schedule 8.10.3, to the Knowledge of 
CHH, CHH’s Owned Real Property is in compliance in all material respects with Environmental 
Laws; (b) the CHH Entities have not received any written notice within the past three years 
alleging or asserting either a material violation of any Environmental Law or a legal obligation to 
investigate, assess, remove, or remediate any part or all of CHH’s Owned Real Property under or 
pursuant to any Environmental Law, in each case which claim remains unresolved; (c) to the 
Knowledge of CHH, the CHH Entities have not possessed, managed, processed, released, 
handled or disposed of or discharged Hazardous Substances at, on or from CHH’s Owned Real 
Property (including groundwater), except in compliance in all material respects with applicable 
Environmental Law; (d) CHH has no Knowledge that any prior owners, operators, or occupants 
of CHH’s Owned Real Property have caused or allowed any Hazardous Substances to be 
discharged, possessed, managed, processed, released, or otherwise handled on CHH’s Owned 
Real Property in violation of any Environmental Law; (e) the CHH Entities are, and for the past 
three years have been, in compliance in all material respects with applicable Environmental Law; 
(f) to the Knowledge of CHH, CHH’s Owned Real Property does not contain asbestos containing 
material in such form or condition for which abatement, repair or removal is required by 
applicable Environmental Law; and (g) there are no, nor to the Knowledge of CHH have there 
ever been any, dumps, pits, landfills, or surface impoundments located on CHH’s Owned Real 
Property for the disposal or containment of Hazardous Substances.  CHH promptly shall notify 
HHC if it obtains Knowledge, before the Closing Date, of any lien, written notice, litigation, or 
written threat of litigation relating to any alleged or actual unauthorized release of any Hazardous 
Substance with respect to any part of CHH’s Owned Real Property.  To the Knowledge of CHH, 
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none of the CHH Entities has sent, arranged for disposal or treatment, arranged with a transporter 
for transport for disposal or treatment, transported, or accepted for transport any Hazardous 
Substances, to a facility, site or location, that, pursuant to CERCLA or any similar state or local 
law: (i) has been placed or has been publicly proposed by authorities having jurisdiction to be 
placed, on the National Priorities List or its state equivalent; or (ii) is subject to a claim, 
administrative order or other demand to take removal or remedial action by any Person having 
jurisdiction and authority in the matter.  None of the CHH Entities has received any written 
requests for information, potentially responsible party letters or general or special notices, in 
each case that remain unresolved, alleging that any of the CHH Entities is or may be liable under 
CERCLA.  Without in any way limiting the generality of the foregoing, any existing above 
ground or underground storage tanks used by the CHH Entities to store Hazardous Substances 
are in compliance in all material respects with applicable Environmental Law. 

8.11 Leased Real Property. 

8.11.1 Schedule 8.11.1 sets forth an accurate and complete list of all 
leases of real property as to which any of the CHH Entities is the tenant (each a “Lease” and 
collectively, the “Leases”). 

8.11.2 With respect to the Leases: 

(a) Each Lease creates a valid leasehold estate and is enforceable 
pursuant to its terms, subject to applicable bankruptcy, insolvency, moratorium or other similar 
laws relating to creditors’ rights and general principles of equity; 

(b) Each of CHH’s Leases has been duly authorized and executed by 
the CHH Entity that is the tenant under such Lease and, to the Knowledge of CHH, the other 
parties thereto; 

(c) To the Knowledge of CHH, all rents and other amounts payable 
by the CHH Entity pursuant to CHH’s Leases are based upon the fair rental value of the leased 
premises; 

(d) To the Knowledge of CHH, no party is in material default under 
any of CHH’s Leases, nor to the Knowledge of CHH has any event occurred which, with notice 
or the passage of time, or both, would give rise to such a material default by any party;  

(e) There are no pending renegotiations, or outstanding rights to 
negotiate any amount to be paid or payable to the landlord under any of CHH’s Leases that have 
resulted or that would reasonably be expected to result in a Material Adverse Event, and, to 
Knowledge of CHH, no landlord intends to not renew any of CHH’s Leases on substantially 
similar terms, to the extent such failure to renew is reasonably likely to result in a Material 
Adverse Event; 

(f) The CHH Entities have not collaterally assigned, transferred, 
conveyed, mortgaged, deeded in trust, or encumbered any interest in any leasehold or 
subleasehold under any of CHH’s Leases; and  
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(g) The CHH Entities have used and operated the properties under 
CHH’s Leases in compliance in all material respects with all Environmental Laws. 

8.12 Title to Assets.  Apart from CHH’s Owned Real Property, each of the CHH 
Entities has good and marketable title to all of its assets of every kind, character and description, 
whether personal, tangible or intangible, used in connection with the operation of the businesses 
of the respective CHH Entities (collectively, “CHH Assets”), free and clear of all liens, 
mortgages, security interests, options, pledges, charges, covenants, conditions, restrictions and 
other encumbrances and claims of any kind or character whatsoever, other than Permitted 
Encumbrances. 

8.13 CHH Affiliates and CHH Joint Ventures. 

8.13.1 Schedule 8.13.1 sets forth an accurate and complete list of all CHH 
Entities. 

8.13.2  Schedule 8.13.2 sets forth an accurate and complete list of all joint 
ventures in which a CHH Entity holds less than a majority of the outstanding membership or 
equity interests (each a “CHH Joint Venture,” and collectively, the “CHH Joint Ventures”), 
together with the name of the CHH Joint Venture, the business or operations conducted by the 
CHH Joint Venture, the federal tax status of the CHH Joint Venture, the percentage membership 
or relative number of equity interest held by the CHH Entity in each CHH Joint Venture, the 
names of the other members or equity holders in each CHH Joint Venture, the percentage or 
relative number of membership or equity interest held by the other members or equity holders in 
each CHH Joint Venture, and if there is more than one class of membership or equity interests of 
the CHH Joint Venture, a description of each class and the relative rights and obligations 
associated therewith. 

8.14 Tax-Exempt Status.  Since January 1, 2013, the IRS has not taken, or to the 
Knowledge of CHH, proposed to take, any action to revoke the federal tax-exemption of any tax-
exempt CHH Entity and has not determined in writing, or, to the Knowledge of CHH, proposed 
to announce, that any of the tax-exempt CHH Entities is a “private foundation” within the 
meaning of § 509(a) of the Code.  CHH has no Knowledge of any change in the organization or 
operation of any tax-exempt CHH Entity that would be reasonably likely to result in a loss of the 
tax-exempt CHH Entity’s status as an organization described in § 501(c)(3) of the Code or that 
could cause the tax-exempt CHH Entity to be treated as a “private foundation” within the 
meaning of § 509(a) of the Code. 

8.15 Insurance.  The CHH Entities maintain the insurance policies and programs 
described on Schedule 8.15 (the “Coverage”).  CHH’s Coverage is in full force and effect and 
shall remain in full force and effect through the Closing Date.  The CHH Entities have not 
received written notice that any of CHH’s Coverage will be cancelled or not renewed. 

8.16 Taxes.  The CHH Entities have filed, or shall file with the appropriate taxing 
authority, all returns, declarations, and reports and all information returns and statements 
required by Law to be filed or sent with respect to all taxes for all periods preceding the Closing 
Date (collectively, the “Returns”).  As of the time of filing, CHH’s and the CHH Affiliates’ 
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Returns presented fairly in all material respects the income, business, assets, operations, 
activities and status of the CHH Entities and any other information required to be shown therein.  
CHH’s and the CHH Affiliates’ Returns prepared or being prepared but not yet filed as of the 
Execution Date shall present fairly in all material respects the income, business, assets, 
operations, activities and status of the CHH Entities and any other information required to be 
shown therein.  CHH and each of the CHH Affiliates have paid all taxes due and payable and 
have made provision for payment of all taxes that shall be shown as due and payable on the CHH 
Entities’ Returns that are required to be filed or sent by them after the Execution Date and 
relating to any period before the Closing Date. 

8.17 Labor and Employment Matters.  

8.17.1 Except as set forth on Schedule 8.17.1, the CHH Entities are in 
compliance in all material respects with all applicable law respecting employment and 
employment practices, terms and conditions of employment, nondiscrimination, equal 
opportunity, immigration, benefits, payment of employment, social security and similar taxes, 
occupational safety and health, plant closings, wages and hours. 

8.17.2 Except as set forth on Schedule 8.17.2, there has not been since 
January 1, 2013, and there is not presently pending or, to the Knowledge of CHH, threatened as 
of the date hereof, any strike, work slowdown, picketing, work stoppage, or any proceeding 
against or affecting the CHH Entities relating to an alleged violation of any applicable law 
pertaining to labor relations, including any charge, complaint or unfair labor practices claim filed 
by an employee, union, or other Person with the National Labor Relations Board or any 
governmental authority, organizational activity, or other material labor dispute against or 
affecting the CHH Entities or their respective operations or assets.  With respect to the 
employees of the CHH Entities, as of the date hereof (i) no collective bargaining agreement 
exists or is currently being negotiated; (ii) to the Knowledge of CHH, no application for 
certification of a collective bargaining agent is pending; no demand has been made for 
recognition by a labor organization, no union representation question exists and (iii) no union 
organizing activities are taking place, and none of the employees of the CHH Entities are 
represented by any labor union or organization in connection with their employment by the CHH 
Entities. 

8.17.3 There has been no “mass layoff” or “plant closing” within the 
meaning of the Worker Adjustment and Retraining Notification Act of 1988, as amended 
(“WARN Act”), and any similar state or local “mass layoff” or “plant closing” law with respect 
to the CHH Entities within the six (6) months before the date hereof. 

8.18 Employee Benefits. 

8.18.1 Schedule 8.18.1 sets forth an accurate and complete list of all 
“employee welfare benefit plans” (as defined in § 3(1) of ERISA), “employee pension benefit 
plans” (as defined in § 3(2) of ERISA), and “multiemployer plans” (as defined in § 3(37) of 
ERISA), and all other employee benefit plan agreements and arrangements and employee benefit 
policies, whether funded or unfunded, qualified or nonqualified, subject to ERISA or not, 
maintained or contributed to (or required to be contributed to) by any of the CHH Entities for the 
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benefit of any of its officers, employees or beneficiaries or dependents of the foregoing (all the 
foregoing being herein referred to as “Benefit Plans”). 

8.18.2 CHH has made available to HHC accurate, correct, and complete 
copies of: 

(a) Each Benefit Plan and all amendments thereto. 

(b) The three most recent annual reports on Form 5500, if required, 
filed with the IRS or the Department of Labor with respect to any Benefit Plan, including all 
schedules and attachments. 

(c) Each trust agreement, group annuity contract, insurance contract 
or other funding vehicle relating to any Benefit Plan and any amendments thereto. 

(d) The three most recent certified financial statements relating to 
each Benefit Plan, as applicable, and the three most recent actuarial reports for any Benefit Plan 
which is a tax-qualified defined benefit pension plan. 

(e) The summary plan description and all summaries of material 
modifications for each Benefit Plan. 

(f) All collective bargaining agreements or other such contracts, 
including any riders or amendments thereto. 

(g) Each determination letter, ruling letter or any outstanding ruling 
request on the tax-exempt status of any qualified Benefit Plan or any voluntary employees’ 
beneficiary association implementing a Benefit Plan. 

(h) Any material notices that were given by the IRS, the PBGC, or 
the Department of Labor to any CHH Entity or any Benefit Plan within the prior three (3) years 
(e.g., IRS audit requests, etc.). 

(i) Any material notices that were given by any CHH Entity or any 
Benefit Plan to the IRS, the PBGC, the Department of Labor or any participant or beneficiary, 
pursuant to statute, within the prior three (3) years, including notices that are expressly 
mentioned elsewhere in this Agreement. 

(j) Any voluntary correction filings made with respect to any 
Benefit Plan to the IRS or Department of Labor regarding any qualification or operational failure 
under such Benefit Plan whether submitting in writing to the governmental entity or pursued 
through self-correction methodologies. 

8.18.3 Each Benefit Plan is legally valid and binding and in full force and 
effect. 
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8.18.4 All contributions to, and payments from, Benefit Plans required to 
be made in accordance with the terms of the Benefit Plans and applicable law have been timely 
made or accrued in accordance with GAAP, in all material respects.  

8.18.5 All of the Benefit Plans (and all related trust agreements or annuity 
contracts or any funding instruments) have been administered in accordance with their terms and 
comply currently, both as to form and operation, with the provisions of applicable tax laws, the 
Code and applicable law (including the Affordable Care Act), in each case, in all material 
respects.  The Benefit Plans that are pension benefit plans have received determination letters or 
is the subject of an opinion letter from the IRS to the effect that such Benefit Plans are qualified 
and exempt from Federal income taxes under §§ 401(a) and 501(a), respectively, of the Code, 
and no such determination letter or private letter ruling has been revoked nor has revocation been 
threatened, nor, to the Knowledge of CHH, does any facts or circumstance exist since the date of 
its most recent determination letter or opinion letter therefor in any respect that reasonably would 
adversely affect its qualification. 

8.18.6 All reports, returns, and similar documents with respect to the 
Benefit Plans required to be filed with any government agency or distributed to any Benefit Plan 
participants have been duly and timely filed or distributed.  There are no pending, or to the 
Knowledge of CHH, threatened, investigations by any governmental agency, termination 
proceedings or other claims (except claims for benefits payable in the normal operation of the 
Benefit Plans), suits or proceedings against or involving any Benefit Plans or asserting any rights 
or claims to benefits under any Benefit Plans that would reasonably be expected to give rise to 
any material liability to CHH, nor are there any facts that would reasonably be expected to give 
rise to any material liability to CHH in the event of any such investigation, claim, suit or 
proceeding. 

8.18.7 Except as set forth on Schedule 8.18.7, no non-exempt “prohibited 
transaction” (as defined in § 4975 of the Code or § 406 of ERISA) has occurred with respect to 
any of the Benefit Plans that would reasonably result in material liability to CHH.  No action has 
been taken that would reasonably be expected to subject any of the CHH Entities, or any of their 
respective employees, or a director, administrator or other fiduciary of any trust created under 
any Benefit Plan, to a material tax or penalty on prohibited transactions imposed by § 4975 of the 
Code or the sanctions imposed under Title I of ERISA.  None of the Benefit Plans that has been 
terminated has, or may cause, liability to any of the CHH Entities.   

8.18.8 Each Benefit Plan provides CHH with the ability to terminate the 
Benefit Plan in the future, subject to applicable law. 

8.18.9 No CHH Entity has filed a notice of intent to terminate any Benefit 
Plan or has adopted any amendment to treat a Benefit Plan as terminated.  The PBGC has not 
instituted proceedings to treat any Benefit Plan as terminated.  No event has occurred or 
circumstance exists that may constitute grounds under ERISA § 4042 for the termination of, or 
the appointment of a trustee to administer, any Benefit Plan. 

8.18.10 With respect to any Benefit Plan that is a defined benefit pension 
plan subject to the funding rules of ERISA Section 302 or Code Section 412, the CHH Entities 
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have paid, if applicable, all amounts due to the PBGC pursuant to ERISA § 4007.  Further, no 
amendment has been made, or is reasonably expected to be made, to any Benefit Plan that has 
required or could require the provision of security under Code § 401(a)(29).  Since the last 
valuation date for each pension plan pursuant to which any CHH Entity participate, no event has 
occurred or circumstances exists that would reasonably cause the excess of pension plan assets 
over benefit liabilities (as defined in ERISA Section 4001) to decrease, or the amount by which 
benefit liabilities exceed assets to increase, other than changes resulting from the passage of time 
or market fluctuations of the investments from time to time.  No reportable event (as defined in 
ERISA Section 4043 and in regulations issued thereunder) has occurred which would reasonably 
result in material liability to a CHH Entity.  

8.18.11 Except as set forth on Schedule 8.18.11, no CHH Entity has 
established, maintained, or contributed to, or had any obligation to establish, maintain or 
contribute to: (a) a multiple employer welfare arrangement within the meaning of ERISA 
§3(40)(A), or (b) a voluntary employees’ beneficiary association under Code § 501(c)(9).  No 
CHH Entity has any obligation to provide any medical, life or similar benefits to current or 
future retired or terminated employees, their spouses or dependents following termination of 
employment except as required in ERISA § 601. The CHH Entities have complied in all material 
respects with the provisions of ERISA Section 601 et seq. and Code Section 4980B. 

8.18.12 Except as set forth on Schedule 8.18.12, with respect to any 
executive compensation related matters, the consummation of the Contemplated Transactions 
alone will not:  (a) entitle any current or former employee, officer, director or independent 
contractor of any CHH Entity to severance pay, unemployment compensation, or any other 
payment; or (b) accelerate the time or payment or vesting, or increase the amount of payments or 
compensation due any such individual.  No payment that is owed or may become due to any 
director, officer, employee, or agent of any CHH Entity will be subject to tax under Code § 280G 
or § 4999; nor will any CHH Entity be required to “gross up” or otherwise compensate any such 
person because of the imposition of any excise tax on a payment to such person.  Each Benefit 
Plan that is a “nonqualified deferred compensation plan” (as defined in Code § 409A(d)(1)) has 
been operated since January 1, 2009 in good faith compliance in all material respects with Code 
§ 409A and the underlying IRS guidance and Department of Treasury regulations. 

8.19 Payment Programs.  Schedule 8.19 sets forth an accurate and complete list of all 
private, commercial, and governmental payment and procurement programs with which one or 
more CHH Entities are participating providers (the “Payment Programs”).  With respect to the 
Payment Programs: 

8.19.1 To the Knowledge of CHH, none of the CHH Entities is engaged 
in termination proceedings as to its respective participation in any of CHH’s Payment Programs, 
nor has any of the CHH Entities received notice that its current participation in any of CHH’s 
Payment Programs is subject to any contest, termination or suspension as a result of alleged 
violations or any noncompliance with participation requirements; 

8.19.2 To the Knowledge of CHH, none of the CHH Entities has taken or 
committed to any action, entered into any agreement, contract or undertaking, or taken or 
omitted to take any other action of any nature whatsoever that was or is in violation of any 

0102



 

 -29-  

applicable Payment Program condition of participation, contract, standard, policy, rule, 
regulation, procedure or other requirement, that individually or in the aggregate would be 
reasonably likely to result in a Material Adverse Event with respect to the CHH Entities; 

8.19.3 All billing and collection practices of each of the CHH Entities and 
of any billing and/or collection agent acting on behalf of any of the CHH Entities, for the last 
three years, have been in compliance with all Health Care Laws and the conditions for 
participation, contracts, standards, policies, rules, regulations, manuals, procedures and 
requirements of all of CHH’s Payment Programs, except for noncompliance that would not result 
in a Material Adverse Event; 

8.19.4 Except as disclosed on the CHH Financial Statements, to the 
Knowledge of CHH, all cost reports and cost statements submitted by the CHH Entities to any of 
CHH’s Payment Programs are true, accurate and complete in all material respects and have been 
prepared and submitted in accordance with cost and accounting principles consistently applied 
that comply with all applicable Payment Program conditions for participation, contracts, 
standards, policies, rules, regulations, manuals, procedures and requirements (collectively, 
“Payment Program Regulations”), including, without limitation, Payment Program 
interpretations and guidance, except to the extent that such non-compliance with such Payment 
Program Regulations is not likely to result in a Material Adverse Event; 

8.19.5 Except as disclosed on the CHH Financial Statements, to the 
Knowledge of CHH, none of the CHH Entities has taken any of the following actions, if any 
such action would be reasonably likely to result in a Material Adverse Event: submitted to any of 
CHH’s Payment Programs any false, fraudulent, abusive or improper claim for payment, billed 
any of CHH’s Payment Programs for any service not rendered or not rendered as claimed, or 
received and retained any payment or reimbursement from any of CHH’s Payment Programs in 
excess of the proper amount allowed by applicable law and applicable contracts or agreements 
with CHH’s Payment Programs; 

8.19.6 There is no audit, investigation, adverse action, or civil, 
administrative, or criminal proceeding pending or, to the Knowledge of CHH, threatened relating 
to participation in any of CHH’s Payment Programs by any of the CHH Entities; and there is no 
basis for any such adverse action by CHH’s Payment Program against any of the CHH Entities; 

8.19.7 None of CHH’s Payment Programs has requested nor, to the 
Knowledge of CHH, has threatened in writing any recoupment, refund, or set off from any of the 
CHH Entities, or imposed any fine, penalty or other sanction on any of the CHH Entities, which, 
in any such case, is likely to result in a Material Adverse Event to the CHH Entities; and 

8.19.8 To the Knowledge of CHH, the CHH Entities have complied, or 
will comply, in a timely manner with any notice, approval, application, submission, filing, or 
other requirements of CHH’s Payment Programs with respect to the Contemplated Transactions, 
including, without limitation, any change of control requirements. 

8.20 Accreditation.  With respect to the CHH Entities’ current material accreditations 
by various accreditation organizations required to operate the CHH Entities as currently 
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conducted, including, without limitation, The Joint Commission (collectively, the 
“Accreditations”): (a) all of CHH’s Accreditations have been duly obtained, are held by the 
respective CHH Entities, are current and valid, and are in full force and effect; (b) to the 
Knowledge of CHH, no event has occurred or other fact exists with respect to CHH’s 
Accreditations that allows, or after notice or lapse of time or both would allow, revocation, 
suspension, restriction, limitation or termination of any of CHH’s Accreditations or would result 
in any other impairment of the rights of the holder of any of CHH’s Accreditations that 
individually or in the aggregate is likely to result in a Material Adverse Event; and (c) no notice 
or threatened notice from any accreditation organization with respect to the revocation, 
suspension, restriction, limitation or termination of any of CHH’s Accreditations has been 
issued, received, or, to the Knowledge of CHH, proposed, or threatened since January 1, 2013. 

8.21 Compliance Program.  Within the past five years, none of the CHH Entities: 
(a) is or was a party to a Corporate Integrity Agreement with the Office of Inspector General of 
the United States Department of Health and Human Services; (b) has any reporting obligations 
pursuant to any settlement agreement entered into with any federal, state or local government 
entity; (c) has been the subject of any government payer program investigation conducted by any 
federal or state enforcement agency; (d) has been a defendant in any unsealed qui tam/False 
Claims Act litigation; (e) has been served with or received, or been subject to, any search 
warrant, subpoena, civil investigative demand, or contact letter by or from any federal or state 
enforcement agency (except in connection with medical services provided to third parties who 
may be defendants or the subject of investigation into conduct unrelated to the operation of the 
health care businesses conducted by the CHH Entities); and (f) has received any complaints from 
employees, independent contractors, vendors, physicians, or any other Person that resulted in a 
claim being filed with a federal, state or local government entity alleging that any of the CHH 
Entities has violated any law or regulation. 

8.22 Exclusion from Health Care Programs.  Neither CHH or any of the CHH 
Affiliates, or any of their respective employees, agents, or independent contractors is: 
(a) excluded from participating in any Federal Health Care Program (as defined in 42 U.S.C. 
§ 1320a 7b(f)); (b) subject to sanction or been indicted or convicted of a crime, or pled nolo 
contendere or to sufficient facts, in connection with any allegation of violation of any Federal 
Health Care Program requirement or Health Care Law; (c) debarred or suspended from any 
federal or state procurement or nonprocurement program by any government agency; or 
(d) designated a Specially Designated National or Blocked Person by the Office of Foreign Asset 
Control of the U.S. Department of Treasury. 

8.23 Medical Staff Matters.  CHH has provided to HHC true, correct, and complete 
copies of the bylaws and rules and regulations of the CHH medical staff.  With respect thereto: 
(a) there are no pending adverse actions with respect to any members of the CHH medical staff 
or any applicant thereto for which a medical staff member or applicant has requested an appellate 
review under the CHH medical staff bylaws that has not been scheduled or has been scheduled 
but has not been completed; (b) there are no pending or, to the Knowledge of CHH, threatened 
disputes of a material nature with applicants, staff members, or health professional affiliates, and 
CHH knows of no basis therefor; and (c) all appeal periods in respect of any medical staff 
member or applicant against whom an adverse action has been taken have expired.  
Notwithstanding the foregoing provisions of this Section 8.23, CHH shall not be required to 

0104



 

 -31-  

disclose any information pursuant to this Section 8.23 where such disclosure is prohibited by 
state law or where such disclosure would, in CHH’s reasonable discretion, potentially jeopardize 
any applicable privilege that would protect the disclosure of such information to third parties. 

8.24 Experimental Procedures.  The CHH Entities have not performed or knowingly 
permitted the performance of any experimental or research procedures or studies involving their 
patients not authorized and conducted in accordance with the procedures of the applicable 
Institutional Review Board. 

8.25 Intellectual Property; Computer Software. 

8.25.1 The CHH Entities’ use and ownership (or possession of licenses or other 
rights to the use) of all Intellectual Property and all computer software programs and similar 
systems used in the conduct of their businesses does not infringe any right of any other Person in 
such a manner that has had or would reasonably be expected to result in a Material Adverse 
Event to the CHH Entities, and no other Person is infringing any such rights of any of the CHH 
Entities that has had or would reasonably be expected to result in a Material Adverse Event to 
the CHH Entities.  The information technology assets of CHH are adequate for the operation of 
its business as currently conducted.  The information technology assets of CHH are free from 
harmful viruses and malware, and have not malfunctioned or failed, in each case, except as 
would not reasonably be expected to result in a Material Adverse Event to the CHH Entities.  
The information technology assets of CHH have not suffered a material security breach and the 
CHH Entities have implemented backup, security, and disaster recovery measures and 
technology consistent with reasonable industry practices and reasonably necessary to protect 
personal and health information against all other unlawful activities, in compliance with 
applicable information privacy and security laws described in the Health Care Laws.   

8.25.2 The collection, monitoring, maintenance, creation, transmission, use, 
disclosure, storage, disposal, and security of personal health information by the CHH Entities 
complies in all material respects with applicable Health Care Laws.  Except as set forth on 
Schedule 8.25.2, the CHH Entities have entered into a Business Associate Agreement in each 
case in which such CHH Entity, as applicable, provides protected health information (as defined 
in 45 C.F.R. § 160.103) to a third party acting as a business associate, as applicable, as required 
by, and in conformity with, applicable Health Care Laws.  Except as set forth on Schedule 
8.25.2, within the past five years, there has been no breach of protected health information for 
which notification by such CHH Entities to individuals, customers, and/or governmental entities 
is required under any applicable Health Care Laws. 

8.26 Brokers.  Except as set forth on Schedule 8.26, CHH has no liability to pay any 
fees or commissions to any banker, broker, finder, or similar agent with respect to the 
Contemplated Transactions. 

8.27 Disclosure; No Material Omissions.  CHH has not knowingly omitted any 
material information relating to the businesses, operations, assets, or liabilities of the CHH 
Entities in its responses to HHC’s written document requests. 
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ARTICLE 9 
 

REPRESENTATIONS AND WARRANTIES OF HHC 

As of the Execution Date, HHC hereby represents and warrants, except as disclosed in 
the schedules attached as Exhibit 9 (the “HHC Disclosure Schedule”): 

9.1 Due Organization; Good Standing; Power.   

9.1.1 HHC is a Connecticut non-stock corporation, exempt from federal 
income taxation under § 501(a) of the Code, as an organization described in § 501(c)(3) of the 
Code and is not a “private foundation” within the meaning of § 509(a) of the Code.   

9.1.2 HHC is duly formed, validly existing, and in good standing under 
the laws of the State of Connecticut, and has the corporate power and authority to own, operate, 
or hold under lease its properties and assets and to carry on its business and operations as 
presently conducted.  HHC has registered with the proper governmental authorities all assumed 
names under which it operates its business(es) and has continuously maintained all such filings 
in good standing. 

9.2 Corporate Authority. 

9.2.1 HHC has the full corporate power and authority to enter into and, 
as of the Closing, to perform its obligations under the Transaction Documents to which it is a 
party or to be delivered by it (collectively, the “HHC Transaction Documents”). 

9.2.2 The execution, delivery, and performance of the HHC Transaction 
Documents by HHC have been duly and properly authorized by all necessary corporate action in 
accordance with HHC’s Governing Documents. 

9.2.3 Assuming the valid authorization, execution, and delivery of the 
same by the parties to the HHC Transaction Documents other than HHC, the HHC Transaction 
Documents constitute the valid and legally binding obligation of HHC enforceable against it in 
accordance with their terms, except as enforceability may be limited by: (a) general principles of 
equity, regardless of whether enforcement is sought in a proceeding in equity or at law; 
(b) bankruptcy, insolvency, reorganization, moratorium, or other similar laws of general 
application now or hereafter in effect relating to or affecting the enforcement of creditors’ rights 
generally; and (c) antitrust and other regulatory approvals. 

9.3 No Violation; Approvals. 

9.3.1 Upon receipt of the HHC Required Consents, the execution, 
delivery, and performance of the HHC Transaction Documents by HHC shall not result in the 
creation of any lien, charge, or encumbrance of any kind or the termination or acceleration of any 
indebtedness or other obligation of HHC, and, to HHC’s Knowledge, is not prohibited by, does 
not violate or conflict with any provision of, and does not constitute a default under or breach of 
any Material Contract, indenture, mortgage, or material permit, license, approval, or other 
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commitment to which HHC is a party or is subject or by which HHC is bound, or any applicable 
law, except to the extent any of the foregoing is not likely to result in a Material Adverse Event. 

9.3.2 No material approval, authorization, registration, consent, order, 
filing, exemption, notice, or other action that has not occurred or been obtained with or from any 
Person, including any court, administrative agency, or other governmental authority, is required 
for the execution and delivery by HHC of the HHC Transaction Documents or the consummation 
of the Contemplated Transactions.  The approvals and consents listed on the HHC Disclosure 
Schedule corresponding to this Section shall collectively be referred to as the “HHC Required 
Consents.” 

9.4 Compliance with Law.  Except as could not reasonably be expected to result in a 
Material Adverse Event to HHC and to HHC’s Knowledge, HHC is in compliance with all 
applicable law, including, without limitation, all Health Care Laws. 

9.5 Tax-Exempt Status.  Within the last three years, the IRS has not taken, or, to the 
Knowledge of HHC, proposed to take, any action to revoke the federal tax-exemption of HHC 
and has not determined in writing, or, to the Knowledge of HHC, proposed to announce, that 
HHC is a “private foundation” within the meaning of § 509(a) of the Code.  HHC has no 
Knowledge of any change in its organization or operation that would be reasonably likely to 
result in a loss of HHC’s status as an organization described in § 501(c)(3) of the Code or that 
could cause HHC to be treated as a “private foundation” within the meaning of § 509(a) of the 
Code. 

9.6 Legal Proceedings.  HHC is not a defendant in, nor, to the Knowledge of HHC, , 
since January 1, 2013, has HHC been threatened in writing with any action, suit, proceeding, 
complaint, charge, hearing or arbitration that would reasonably be expected to, if resolved 
adversely to HHC, result in a Material Adverse Event to HHC or adversely affect the ability of 
HHC to perform its obligations under the HHC Transaction Documents.  HHC has not received 
written notice of any investigation or threatened investigation by any Federal, state or local 
governmental or regulatory agency, including those involving its business practices and policies. 

9.7 Financial Statements. 

9.7.1 HHC has made available to CHH copies of its audited consolidated 
financial statements for the years ended September 30, 2014 and 2015 (collectively, the “HHC 
Audited Financial Statements”).  HHC has made available to CHH copies of its unaudited 
financial statements for the interim period from October 1, 2015 through the most recent month 
end date for which financial statements were available before the Execution Date (collectively, 
the “HHC Unaudited Financial Statements” and together with the HHC Audited Financial 
Statements, the “HHC Financial Statements”).  

9.7.2 The HHC Financial Statements are: (a) complete and present fairly in all 
material respects the financial position of HHC and the results of its operations at the dates and 
for the periods indicated; and (b) are in conformity with GAAP, applied consistently for the 
periods specified, including the consistent use of assumptions, practices, procedures and 
terminology, except that the HHC Unaudited Financial Statements need not contain any of the 
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footnotes or other year-end adjustments required to comply with GAAP.  HHC has disclosed to 
CHH all material items that are one-time in nature or that are adjustments pertaining to earlier 
accounting periods. 

9.8 Disclosure; No Material Omissions.  HHC has not knowingly omitted any 
material information relating to the businesses, operations, assets, or liabilities of HHC in its 
responses to CHH’s written document requests. 

ARTICLE 10 
 

PRE-CLOSING COVENANTS OF HHC 

HHC hereby agrees to keep, perform, and fully discharge, or to cause to be kept, 
performed and fully discharged, as applicable, the following covenants and agreements, as 
applicable: 

10.1 Preserve Accuracy of Representations and Warranties.  From the Execution 
Date to the Closing Date: 

10.1.1 HHC will not take any action that would render any representation 
or warranty contained in ARTICLE 9 with respect to HHC to not be true and accurate in all 
material respects as of the Closing Date. 

10.1.2 HHC promptly will notify CHH of any lawsuits, claims, 
administrative actions, or other proceedings credibly asserted or actually commenced against it, 
or any of its officers, directors, or members, that would reasonably be expected to result in a 
Material Adverse Event with respect to HHC. 

10.1.3 HHC promptly will notify CHH in writing of any facts or 
circumstances that come to its attention and cause, or through the passage of time would be 
reasonably likely to cause, any of the representations and warranties made by HHC and 
contained in ARTICLE 9 to not be true and accurate in all material respects at any time from the 
Execution Date to the Closing Date. 

10.2 Access to Information.   

10.2.1 From the Execution Date to the Closing Date, HHC shall give to CHH and 
to its representatives commercially reasonable access, during normal business hours, to all 
properties, books, records and contracts and other materials pertaining to HHC’s compliance 
with its representations and warranties set forth in ARTICLE 9, as may be reasonably requested 
by CHH (and in accordance with guidelines approved by the Parties’ antitrust counsel), subject 
to reasonable advance notice and provided that CHH shall not exercise such rights of access in 
such manner as would unduly interfere with the operations of HHC or the work of HHC’s 
personnel or the activities of HHC’s patients or guests. 

10.2.2 HHC shall cooperate in keeping CHH fully informed and shall promptly 
notify CHH of any Material Adverse Event in the normal course of business or prospects of any 
of the HHC Entities. 

0108



 

 -35-  

10.3 Compliance with Laws.  From the Execution Date to the Closing Date, HHC 
will: 

10.3.1 Comply in all material respects with all applicable Laws affecting HHC, 
where such compliance is necessary for HHC to perform its obligations under this Agreement; 
and 

10.3.2 Keep, hold, and maintain all Certificates of Need, Accreditations, licenses 
and other permits necessary for the conduct and operation of HHC and for HHC to perform its 
obligations under this Agreement. 

10.4 Third Party Authorizations and Cooperation.  HHC shall use commercially 
reasonably efforts and cooperate fully with CHH to obtain all consents, approvals, exemptions, 
and authorizations of third parties, whether governmental or private, make all filings, and give all 
notices that may be necessary or desirable to effect the Contemplated Transactions.  Consistent 
with the foregoing and subject to appropriate confidentiality protections, HHC shall furnish to 
CHH such necessary information and reasonable assistance as CHH may reasonably request in 
connection with the consents, approvals, and regulatory filings identified in Section 12.1, and 
shall keep CHH reasonably informed with respect to any material consent, authorization, order, 
or approval of, or exemption by or sought from, any Government Authority in connection with 
this Agreement and the Contemplated Transactions.  Subject to appropriate confidentiality 
protections and in accordance with regulatory requirements,  HHC shall consult and cooperate 
with CHH in connection with the consents, approvals, and regulatory filings identified in Section 
12.1, and HHC shall provide to CHH, in advance, any analyses, appearances, presentations, 
memoranda, briefs, arguments, opinions, and proposals made or submitted by or on behalf of 
either Party in connection with any proceeding, inquiry, or investigation under or relating to any 
such consents, approvals, and regulatory filings.  Except as required by Law or by a Government 
Authority, HHC shall not permit, to the extent reasonably practicable, any of its officers or any 
other representatives of HHC to participate in any meeting with any Government Authority in 
respect of any consents, approvals, and regulatory filings identified in Section 12.1 unless it 
consults with CHH in advance and, to the extent permitted by such Government Authority, gives 
CHH the opportunity to attend and observe. 

10.5 Confidentiality.  HHC hereby affirms that the Confidentiality Agreement 
between the Parties dated July 7, 2015 is in full force and effect, including, without limitation, 
the Parties’ rights and obligations under the confidentiality, non-disclosure, and non-use 
provisions thereof. 

10.6 Performance of Undertakings.  

10.6.1 HHC shall perform any and all covenants, undertakings, 
stipulations, and provisions applicable to it contained in the HHC Transaction Documents. 

10.6.2 HHC shall not take any other action inconsistent with its 
obligations hereunder or that could hinder or delay the consummation of the Contemplated 
Transactions. 
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10.7 Publicity.  HHC shall cooperate with CHH in preparing and releasing mutually 
acceptable joint announcements concerning this Agreement and its execution to all appropriate 
communities, groups and ratings agencies.  In addition, HHC shall coordinate with CHH on the 
timing and messaging of communications concerning this Agreement to its employee and 
medical staff communities and leadership. 

ARTICLE 11 
 

PRE-CLOSING COVENANTS OF CHH 

CHH hereby agrees to, and to cause the CHH Entities to, keep, perform and fully 
discharge, or to cause to be kept, performed and fully discharged, as applicable, the following 
covenants and agreements, as applicable: 

11.1 Preserve Accuracy of Representations and Warranties.  From the Execution 
Date to the Closing Date: 

11.1.1 CHH will not, and will cause its Affiliates to not, take any action 
that would render any representation or warranty contained in ARTICLE 8 with respect to CHH 
or its Affiliates, as applicable, to not be true and accurate in all material respects as of the 
Closing Date. 

11.1.2 CHH promptly will notify the HHC of any lawsuits, claims, 
administrative actions, or other proceedings credibly asserted or actually commenced against any 
of the CHH Entities, or any of their respective officers, directors, or members, that would 
reasonably be expected to result in a Material Adverse Event with respect to any of the CHH 
Entities. 

11.1.3 CHH promptly will notify HHC in writing of any facts or 
circumstances that come to its attention and cause, or through the passage of time would be 
reasonably likely to cause, any of the representations and warranties made by CHH and 
contained in ARTICLE 8 to not be true and accurate in all material respects at any time from the 
Execution Date to the Closing Date. 

11.2 Access to Information. 

11.2.1 From the Execution Date to the Closing Date, CHH shall, and shall 
cause each of its Affiliates to, give to HHC and to its representatives commercially reasonable 
access, during normal business hours, to all properties, books, records and contracts and other 
materials pertaining to the businesses, properties and assets of CHH and its Affiliates, as may be 
reasonably requested by HHC (and in accordance with guidelines approved by the Parties’ 
antitrust counsel), subject to reasonable advance notice and provided that HHC shall not exercise 
such rights of access in such manner as would unduly interfere with the operations of CHH or 
the work of CHH’s personnel or the activities of CHH’s patients or guests. 

11.2.2 CHH shall cooperate in keeping HHC fully informed and shall 
promptly notify HHC of any Material Adverse Event in the normal course of business or 
prospects of any of the CHH Entities. 
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11.3 Compliance with Laws.  From the Execution Date to the Closing Date, CHH 
will, and will cause each of its Affiliates to: 

11.3.1 Comply in all material respects with all applicable law affecting 
the CHH Entities; and 

11.3.2 Keep, hold, and maintain all Certificates of Need, Accreditations, 
Licenses and Permits. 

11.4 Third Party Authorizations and Cooperation.  CHH shall use, and shall cause 
each of its Affiliates to use, commercially reasonably efforts and cooperate fully with HHC to 
obtain all consents, approvals, exemptions, and authorizations of third parties, whether 
governmental or private, make all filings, and give all notices that may be necessary or desirable 
to effect the Contemplated Transactions.  Consistent with the foregoing and subject to 
appropriate confidentiality protections, CHH shall furnish to HHC such necessary information 
and reasonable assistance as HHC may reasonably request in connection with the consents, 
approvals, and regulatory filings identified in Section 12.1, and shall keep HHC reasonably 
informed with respect to any material consent, authorization, order, or approval of, or exemption 
by or sought from, any Government Authority in connection with this Agreement and the 
Contemplated Transactions.  Subject to appropriate confidentiality protections and in accordance 
with regulatory requirements,  CHH shall consult and cooperate with HHC in connection with 
the consents, approvals, and regulatory filings identified in Section 12.1, and CHH shall provide 
to HHC, in advance, any analyses, appearances, presentations, memoranda, briefs, arguments, 
opinions, and proposals made or submitted by or on behalf of either Party in connection with any 
proceeding, inquiry, or investigation under or relating to any such consents, approvals, and 
regulatory filings.  Except as required by Law or by a Government Authority, CHH shall not 
permit, to the extent reasonably practicable, any of its officers or any other representatives of 
CHH to participate in any meeting with any Government Authority in respect of any consents, 
approvals, and regulatory filings identified in Section 12.1 unless it consults with HHC in 
advance and, to the extent permitted by such Government Authority, gives HHC the opportunity 
to attend and observe. 

11.5 Confidentiality.  CHH hereby affirms that the Confidentiality Agreement 
between the Parties dated July 7, 2015 is in full force and effect, including, without limitation, 
the Parties’ rights and obligations under the confidentiality, non-disclosure, and non-use 
provisions thereof.   

11.6 Performance of Undertakings. 

11.6.1 CHH shall perform, and shall cause its Affiliates to perform any 
and all covenants, undertakings, stipulations, and provisions applicable to such CHH Entities 
contained in the CHH Transaction Documents. 

11.6.2 CHH shall not take any other action inconsistent with its 
obligations hereunder or that could hinder or delay the consummation of the Contemplated 
Transactions. 
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11.7 Publicity.  CHH shall cooperate with HHC in preparing and releasing mutually 
acceptable joint announcements concerning this Agreement and its execution to all appropriate 
communities, groups and ratings agencies.  In addition, CHH shall coordinate with HHC on the 
timing and messaging of communications concerning this Agreement to its employee and 
medical staff communities and leadership. 

11.8 Interim Conduct of Business. 

11.8.1 From the Execution Date to the Closing Date, except as otherwise 
provided in this Agreement or consented to in writing by HHC, CHH shall, and shall cause the 
CHH Affiliates to: 

(a) provide HHC with CHH’s Interim Financial Statements for the 
immediately preceding month, as soon as practicable; 

(b) conduct the business of CHH and the CHH Affiliates in the 
ordinary course of business; 

(c) use commercially reasonable efforts to maintain and preserve 
intact the current organization and operations of the CHH Entities and to preserve the rights and 
relationships of the CHH Entity employees, physicians, patients, suppliers, regulators, and others 
having relationships with the CHH Entities; and 

(d) promptly notify HHC of any event or condition described in 
Sections 8.5.6, 8.5.7, 8.5.10, and 8.5.12. 

11.8.2 From the Execution Date to the Closing Date, CHH shall not, 
without providing HHC at least fifteen (15) days prior written notification, take any action that 
would cause the occurrence of any of the changes, events, or conditions described in Sections 
8.5.2–8.5.5, 8.5.8, 8.5.9, 8.5.11, and 8.5.13–8.5.20. 

11.9 Maintain Books and Accounting Practices.  From the Execution Date to the 
Closing Date, CHH shall maintain the books of account of the CHH Entities in the usual, regular 
and ordinary manner in accordance with GAAP consistently applied and on a basis consistent 
with prior years, including, without limitation, the consistent use of assumptions, practices, 
procedures and terminology, and except as otherwise required by GAAP, CHH shall not make or 
cause to be made any material changes in the accounting methods or practices of the CHH 
Entities. 

11.10 Amended Governing Documents.  Before the Closing Date, to be effective as of 
the Closing Date, CHH will amend and restate, and shall cause its relevant CHH Affiliates to 
amend and restate, the relevant Governing Documents of the CHH Entities as necessary to effect 
the changes set forth in ARTICLE 3, and such other changes mutually agreed upon by the Parties 
(the “Amended Governing Documents”).  On or before the Closing Date, to be effective as of 
the Closing Date, CHH will file, and will cause its relevant CHH Affiliates to file, with the 
Connecticut Secretary of State’s Office the relevant Amended Governing Documents required to 
be filed with the Connecticut Secretary of State’s Office. 
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ARTICLE 12 
 

CONDITIONS PRECEDENT TO OBLIGATIONS OF PARTIES 

The obligations of each Party to consummate the Contemplated Transactions are, at the 
option of such Party, subject to the satisfaction, on or before the Closing Date (unless a different 
time period is specified), of the following conditions: 

12.1 Consents and Approvals.  All of the CHH Required Consents, the HHC 
Required Consents and the consents, authorizations, orders, approvals, filings, registrations, and 
notices disclosed on the Disclosure Schedules corresponding to Sections 8.3.2, 8.6.4, and 9.3.2 
hereof (including, but not limited to, those identified in Sections 12.1.1 and 12.1.2 below) shall 
have been obtained or delivered, as applicable, by the applicable Party, on terms and conditions 
satisfactory to the other Party on or before the Closing Date (and each such consent, 
authorization, order, approval, filing, registration, and notice is in full force and effect as of the 
Closing Date). 

12.1.1 Hart-Scott-Rodino.  The Parties shall have submitted their 
respective filings under HSR Act, and all required waiting periods under the HSR Act (and any 
extensions thereof) shall have expired. 

12.1.2 Health Planning.  The Parties shall have obtained a Certificate of 
Need from OHCA to consummate the Contemplated Transactions. 

12.2 Performance of Covenants.  Each of the other Party’s System Entities shall have 
performed in all material respects all of the obligations and materially complied with each of the 
covenants, agreements and conditions required to be performed or complied with on or before 
the Closing Date. 

12.3 Accuracy of the Other Party’s Representations and Warranties.  Subject to 
either Party’s delivery of amended Schedules pursuant to Section 16.2: (a) the representations 
and warranties of the other Party in ARTICLE 8 or ARTICLE 9 that do not contain an express 
materiality or Material Adverse Event qualification shall be true and accurate in all material 
respects as if made on and as of the Closing Date, except to the extent such representations and 
warranties relate to an earlier date (in which case such representations and warranties shall be 
true and accurate in all material respects on and as of such earlier date); and (b) the 
representations and warranties of the other Party in ARTICLE 8 or ARTICLE 9 that contain an 
express materiality or Material Adverse Event qualification shall be true and accurate in all 
respects as if made on and as of the Closing Date, except to the extent such representations and 
warranties relate to an earlier date (in which case such representations and warranties shall be 
true and accurate on and as of such earlier date). 

12.4 Completion of Due Diligence.  Such Party has completed its due diligence 
investigation of the other Party’s System Entities and their business, operations, assets, liabilities, 
financial condition and prospects, the results of which are satisfactory to such Party in its sole 
discretion; provided, however, that the Parties agree that they have each completed their due 
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diligence investigation of each other to their satisfaction within one hundred and eighty (180) 
days from the Execution Date. 

12.5 No Pending Action.  No action or proceeding before any court or governmental 
body shall be pending or threatened wherein an unfavorable judgment, decree, or order would 
prevent the carrying out of this Agreement or any of the Contemplated Transactions, declare 
unlawful the Contemplated Transactions or cause such transactions to be rescinded. 

12.6 No Bankruptcy.  None of the other Party’s System Entities shall: (a) be in 
receivership or dissolution; (b) have made any assignment for the benefit of creditors; (c) have 
admitted in writing its inability to pay its debts as they mature; (d) have been adjudicated 
bankrupt; or (e) have filed a petition in voluntary bankruptcy, a petition or answer seeking 
reorganization or an arrangement with creditors under the federal bankruptcy law or any other 
similar law or statute of the United States or any state, nor shall any such petition have been filed 
against any of the other Party’s System Entities. 

12.7 No Material Adverse Event.  Between the Execution Date and the Closing Date, 
there shall have been no Material Adverse Event with respect to the other Party’s System 
Entities. 

12.8 Delivery of Closing Documents by the Other Party.  With respect to CHH, 
HHC shall have delivered, on or before the Closing Date, the HHC Closing Documents.  With 
respect to HHC, CHH shall have delivered, on or before the Closing Date, the CHH Closing 
Documents. 

ARTICLE 13 
 

CLOSING 

13.1 Closing Date; Closing.  Subject to the satisfaction or waiver by the appropriate 
Party of all the conditions precedent to Closing specified herein, the consummation of the 
Contemplated Transactions (the “Closing”) shall take place at the offices of HHC, or such other 
place agreed upon by the Parties, on a date mutually agreed upon by the Parties that is as soon as 
practicable following the receipt of all regulatory approvals and satisfaction or waiver of all 
conditions precedent to Closing set forth herein (the “Closing Date”).  The Closing shall be 
effective as of 12:01 a.m., Eastern Time on the Closing Date. 

13.2 Closing Document Deliveries. 

13.2.1 CHH Closing Documents.  At the Closing, CHH shall deliver the 
following documents to HHC (the “CHH Closing Documents”): 

(a) Copies of the Amended Governing Documents of the CHH 
Entities, approved by the applicable CHH Entity Board and executed, as applicable; 

(b) The CHH designees to the Governance Roster; 
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(c) A certificate of the President and Executive Director of CHH, 
dated as of the Closing Date, certifying as to the continued accuracy and completeness of 
representations and warranties of CHH, and the performance of the covenants and conditions 
precedent, set forth in and subject to the qualifications in this Agreement; 

(d) A certificate of the Secretary of CHH, dated as of the Closing 
Date, certifying as true and correct as of the date of this Agreement and as of the Closing Date: 
(i) the incumbency of the officers of CHH who have executed CHH Closing Documents; (ii) the 
due adoption and continued effectiveness of attached resolutions of the CHH Board and of the 
members of CHH approving the actions and transactions required or contemplated by this 
Agreement, including the Amended Governing Documents of the CHH Entities; and (iii) in its 
capacity as member or shareholder of the CHH Entities, the due adoption and continued 
effectiveness of attached resolutions approving the Amended Governing Documents of the CHH 
Entities for the CHH Entities and any transactions contemplated hereunder that are required for 
the CHH Entities, pursuant to each such entity’s Governing Documents in effect as of the 
Execution Date, to be approved by CHH if required by a CHH Entity’s Governing Documents; 

(e) Copies of all consents approvals, authorizations, filings and 
notices required to be obtained or sent by CHH pursuant to Section 12.1; 

(f) Evidence reasonably acceptable to HHC of the termination of the 
Employment Agreements between CHH and those members of CHH Senior Management who 
have accepted an offer of employment from HHC (or its designee) pursuant to Section 6.2 (such 
employment to be effective as of the Closing Date) and of the waiver of any rights such members 
of CHH Senior Management have under the termination, severance, change of control, and 
similar provisions of such Employment Agreements, all effective immediately prior to the 
Closing; and 

(g) Such other instruments and documents as may be reasonably 
necessary to carry out the Contemplated Transactions and to comply with the terms hereof. 

13.2.2 HHC Closing Documents.  At the Closing, HHC shall deliver the 
following documents to CHH (the “HHC Closing Documents”): 

(a) Copies of the Amended Governing Documents of the HHC 
Entities, approved by the applicable HHC Entity Board and executed, as applicable; 

(b) The HHC designees to the Governance Roster; 

(c) A certificate of the President and Chief Executive Officer of 
HHC, dated as of the Closing Date, certifying as to the continued accuracy and completeness of 
representations and warranties of HHC and the performance of the covenants and conditions 
precedent, set forth in and subject to the qualifications in this Agreement; 

(d) A certificate of the Secretary of HHC, dated as of the Closing 
Date, certifying as true and correct as of the date of this Agreement and as of the Closing Date: 
(i) the incumbency of the officers of HHC who have executed HHC Closing Documents; (ii) the 
due adoption and continued effectiveness of attached resolutions of the HHC Board approving 
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the actions and transactions required or contemplated by this Agreement, including the Amended 
Governing Documents of the HHC Entities; and (iii) in its capacity as member or shareholder of 
the HHC Entities, the due adoption and continued effectiveness of attached resolutions 
approving the Amended Governing Documents of the HHC Entities for the HHC Entities and 
any transactions contemplated hereunder that are required for the HHC Entities, pursuant to each 
such entity’s Governing Documents in effect as of the Execution Date, to be approved by HHC if 
required by a HHC Entity’s Governing Documents; 

(e) Copies of all consents approvals, authorizations, filings and 
notices required to be obtained or sent by HHC pursuant to Section 12.1; and 

(f) Such other instruments and documents as may be reasonably 
necessary to carry out the Contemplated Transactions and to comply with the terms hereof. 

ARTICLE 14 
 

TERMINATION 

14.1 Termination Before Closing.  Notwithstanding anything herein to the contrary, 
this Agreement and the Contemplated Transactions may be terminated at any time before 
Closing under any one of the following circumstances, or as otherwise set forth herein: 

14.1.1 Mutual Consent.  By mutual written consent of the Parties, acting through 
their respective boards of directors; 

14.1.2 Legal Proceedings.  By either Party, if at the time of Closing a bona fide 
action or proceeding shall be pending against any Party wherein an unfavorable judgment, 
decree, or order would prevent or make unlawful the carrying out of the Contemplated 
Transactions; 

14.1.3 Conditions Precedent to Closing.  By either Party if the conditions of this 
Agreement to be satisfied or performed by the other Party at or before Closing become incapable 
of satisfaction or performance other than as a result of a breach of this Agreement by the 
terminating Party; 

14.1.4 Material Adverse Event.  By either Party if at any time before the Closing, 
there has been a Material Adverse Event with respect to the other Party or its Affiliates; 
provided, however, that HHC shall not exercise the termination right in this Section 14.1.4 with 
respect to a Material Adverse Event described in Section 17.82(g) unless the senior executives of 
HHC and CHH have met to discuss such action; 

14.1.5 Breach.  By either Party if at any time before the Closing, there has been a 
material breach by the other Party of any representation, warranty, covenant, or agreement 
contained in this Agreement that: (i) would provide the non-breaching Party with the right not to 
close the Contemplated Transactions pursuant to Sections 12.2 or 12.3; and (ii) is not or cannot 
be remedied by the breaching Party to the reasonable satisfaction of the non-breaching Party 
within thirty (30) days of receipt of notice thereof; 
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14.1.6 Closing Deadline.  By either Party if the Closing has not occurred (other 
than through the failure of the other Party to comply with its obligations under this Agreement) 
before or on the expiration of eighteen (18) months from the Execution Date (the “Closing 
Deadline”); provided, however, that if the Closing shall not have occurred on or before the 
Closing Deadline due to a material breach of any representations, warranties, covenants or 
agreements contained in this Agreement by HHC or CHH, then the breaching Party may not 
terminate this Agreement pursuant to this Section 14.1.6 and the non-breaching Party may not 
terminate this Agreement until any applicable cure period required pursuant to Section 14.1.5 has 
ended. Notwithstanding the foregoing, if, despite having pursued with due diligence and timely 
submitted any and all applications or other filings required to obtain the regulatory approvals 
described in Section 12.1, the Parties have not obtained all such regulatory approvals but are 
otherwise in compliance with their obligations under this Agreement, then either Party shall have 
the right to delay the Closing by thirty (30) days by delivering to the other Party a written notice 
of its exercise of this right by not later than five business days prior to the earlier of the Closing 
Deadline or the date upon which the Parties have agreed the Closing is otherwise scheduled to 
occur; provided, however, that either Party may exercise this right to delay the Closing once; 

14.1.7 Regulatory Matters.  

(a) By either Party if either Party in good faith determines in its sole 
discretion that any action by a Government Authority: (i) is materially adverse to its business, 
strategic plan, or obligations under this Agreement; or (ii) would reasonably be expected to result 
in a Material Adverse Event with respect to either Party; provided, however, that neither Party 
shall exercise the termination right described in this Section 14.1.7(a) unless the senior 
executives of HHC and CHH have met to discuss such action; 

(b) By either Party if the United States Federal Trade Commission, the 
United States Department of Justice, or any other antitrust Government Authority: (i) has not 
approved the Contemplated Transaction (or granted early termination of any applicable waiting 
period) upon the expiration of ninety (90) days following the Parties’ pre-merger notification 
filings under the HSR Act and other applicable antitrust Laws; (ii) issues an administrative 
complaint alleging that the Contemplated Transactions violate applicable antitrust Laws; (iii) 
files a complaint in federal district court to preliminarily restrain or enjoin the Contemplated 
Transactions pending resolution of any administrative complaint alleging violations of applicable 
antitrust Laws; or (iv) issues an order requiring any Party to rescind the Contemplated 
Transactions or divest any assets or operations. 

14.2 Effect of Termination. 

14.2.1 Except as set forth in Section 14.2.2, a termination of this Agreement by a 
Party pursuant to Section 14.1 shall: 

(a) Terminate all further obligations of the Parties hereunder; and 

(b) Be the sole and exclusive remedy for breach of any representation, 
warranty, or covenant made by another Party under this Agreement before Closing. 

14.2.2 Notwithstanding Section 14.2.1: 
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(a) A termination of this Agreement pursuant to Section 14.1 shall not 
be the exclusive remedy to redress a breach or threatened breach of Section 10.5, Section 10.6.2, 
Section 11.5, Section 11.6.2, Section 16.1.1, Section 16.1.2, or Section 16.1.3 that occurred 
before termination and was not cured pursuant to Section 14.1.5.  All remedies available at law 
or in equity to redress such a breach (including those described in Section 16.3) shall survive the 
termination of this Agreement. 

(b) A termination of this Agreement pursuant to Section 14.1 shall not 
be the exclusive remedy to redress a breach or threatened breach of Section 10.5 or Section 11.5 
that occurs following termination.  The rights and obligations of the Parties pursuant to 
Section 10.5 and Section 11.5 shall survive termination, as will all remedies available at law or 
in equity to redress a breach thereof (including those described in Section 16.3). 

(c) Nothing herein shall be deemed to prejudice or limit a Party’s right 
to obtain equitable relief as described in Section 16.3 to redress a breach or threatened breach of 
this Section 14.2.2. 

ARTICLE 15 
 

DISPUTE RESOLUTION 

15.1 Generally.  HHC and CHH acknowledge that, upon the Closing, the Parties will 
be one system of integrated health care delivery with CHH receiving the benefits of such system 
membership.  In the event that a dispute arises: (a) during the seven (7)-year period following the 
Closing Date regarding HHC’s compliance with its obligations set forth in Sections 4.1.1(a) or 
4.1.1(b); or (b) during the Transitional Period regarding HHC’s compliance with its obligations 
set forth in Section 5.2.2 (each, a “Dispute”), then the Parties shall attempt to resolve the Dispute 
in accordance with the process set forth in this ARTICLE 15, which shall be the sole and 
exclusive process for the resolution of any Dispute. 

15.2 Meet and Confer.  To initiate resolution of the Dispute, the affected Party may 
give notice to the other Party setting forth the nature of such Dispute and request that the Parties 
meet and confer to discuss the Dispute (the “Meet and Confer Request”).  Not later than ten 
(10) days after the other Party’s receipt of a Meet and Confer Request, the Initial Dispute 
Representatives shall meet and confer to discuss the Dispute in good faith in an attempt to 
resolve the Dispute.  If the Initial Dispute Representatives are unable to resolve the Dispute 
within such ten (10)-day period, the Final Dispute Representatives shall meet and confer for a 
period of ten (10)-days to discuss the Dispute in good faith in an attempt to resolve the Dispute.  
The Initial / Final Dispute Representatives shall meet at such dates and times as are mutually 
convenient to the Initial / Final Dispute Representatives within the applicable meet and confer 
period.  For purposes of this Section 15.2: 

15.2.1 “Initial Dispute Representatives” shall mean, with respect to 
HHC, the Chief Operating Officer of HHC, and, with respect to CHH, the President and 
Executive Director of CHH. 
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15.2.2 “Final Dispute Representatives” shall mean, with respect to 
HHC, the President and Chief Executive Officer of HHC, and, with respect to CHH, the Chair of 
the Northwest Region Board. 

15.3 HHC Board Consideration.  If the Final Dispute Representatives are not 
successful in resolving the Dispute, then the Chair of the Northwest Region Board may require 
that such matter be placed on the agenda of a meeting of the HHC Board within sixty (60) days 
of making such request.  At such meeting, the Chair of the Northwest Region Board will be 
given the opportunity to make a presentation setting forth the concerns regarding the Dispute.  
The HHC Board will carefully consider such presentation and, within sixty (60) days of such 
meeting, will provide the Chair of the Northwest Region Board with a plan for addressing such 
concerns (the “HHC Board Plan”). 

15.4 Mediation.  If the Chair of the Northwest Region Board determines in his or her 
reasonable discretion that the HHC Board Plan does not, or is not reasonably likely to, resolve 
the Dispute, then CHH may, but shall not be obligated to, submit the Dispute to non-binding 
mediation.  Mediation will occur within ten (10) business days after the Parties jointly submit the 
Dispute to mediation, and the duration of the mediation shall be limited to one (1) business day 
or less.  The Parties mutually shall select an independent mediator experienced in health system 
transactional disputes, and each Party shall designate one or more representatives to meet with 
the mediator in good faith in an effort to resolve the Dispute.  The specific format for the 
mediation shall be in the discretion of the mediator and the designated Party representative(s) to 
select, and may include the preparation of agreed-upon statements of fact or written statements 
of position furnished to the other Party.  HHC shall pay the reasonable fees and expenses of the 
mediator. 

15.5 Inability to Resolve Dispute.  If, after a period of sixty (60) days from the 
decision of the mediator under Section 15.4, the Parties are unable to resolve a Dispute pursuant 
to the processes set forth in Sections 15.1–15.4, then the Parties shall be entitled to seek 
injunctive or other equitable relief to the extent the facts or circumstances would permit a Party 
to seek such equitable relief in a court of competent jurisdiction. 

ARTICLE 16 
 

GENERAL PROVISIONS 

16.1 Exclusive Dealings; Nonsolicitation. 

16.1.1 From and after the Execution Date of this Agreement until the 
earlier to occur of the consummation of the Contemplated Transactions or the termination of this 
Agreement pursuant to ARTICLE 14, CHH will not, without the prior consent of HHC, explore, 
meet, discuss, negotiate, directly or indirectly, or enter into an agreement with any third party for 
the purpose of discussing, organizing, formulating, designing, developing, investing in or 
implementing an arrangement that could lead to a change in control, sale of equity, lease of 
assets, sale of assets, joint operating agreement/joint operating company, merger, consolidation, 
liquidation, academic affiliation or any other business that is outside the ordinary course of 
business involving any CHH Entity.  CHH shall promptly notify HHC by telephone and 
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thereafter confirm in writing, if any such discussions or negotiations are sought to be initiated 
with any CHH Entity or any such proposal or possible proposal is received directly or indirectly 
by any CHH Entity.  In the event a CHH Entity or any of its representatives receive an 
unsolicited offer relating to a type of transaction described above, CHH shall promptly inform 
the Person making such unsolicited offer of the existence of the restrictions of this Section 16.1, 
but not the other contents of this Agreement, and CHH shall reject such offer. 

16.1.2 From and after the Execution Date of this Agreement until the 
earlier to occur of the consummation of the Contemplated Transactions or the termination of this 
Agreement pursuant to ARTICLE 14, HHC will not, without the prior consent of CHH, explore, 
meet, discuss, negotiate, directly or indirectly, or enter into an agreement with any third party for 
the purpose of discussing, organizing, formulating, designing, developing, investing in or 
implementing an arrangement that could lead to the acquisition by HHC of a licensed acute-care 
third party hospital,  or a member substitution or other equity interests in another licensed acute-
care third party hospital, whether through direct purchase, lease of assets, sale of assets, joint 
operating agreement/joint operating company, merger, consolidation, liquidation, academic 
affiliation or other business combination within the Northwest Region.  HHC shall promptly 
notify CHH by telephone and thereafter confirm in writing, if any such discussions or 
negotiations are sought to be initiated with any HHC Entity or any such proposal or possible 
proposal is received directly or indirectly by any HHC Entity.  In the event an HHC Entity or any 
of its representatives receive an unsolicited offer relating to a type of transaction described 
above, HHC shall promptly inform the Person making such unsolicited offer of the existence of 
the restrictions of this Section 16.1, but not the other contents of this Agreement, and HHC shall 
reject such offer. 

16.1.3 From and after the Execution Date of this Agreement until the 
earlier to occur of: (a) the consummation of the Contemplated Transactions or (b) the termination 
of this Agreement pursuant to ARTICLE 14, each Party agrees, on behalf of itself and its 
Affiliates, that it will not, and will not Knowingly encourage or participate with any other Person 
to, directly or indirectly, solicit or offer to hire or hire any officer, director, or managerial 
employee (being director level and above) of the other Party; provided, however, that this section 
shall not apply to any Person responding to a general solicitation or advertisement for any such 
employment opportunity. 

16.1.4 The Parties acknowledge that a breach or threatened breach of this 
Section 16.1 by a Party would cause the non-breaching Party to suffer immediate and irreparable 
harm that could not be fully remedied with the payment of monetary damages.  As such, in 
addition to any other remedies available, a non-breaching Party shall be entitled to specific 
performance, preliminary and permanent injunctive relief, and other available equitable remedies 
to restrain a breach or threatened breach of this Section 16.1 by another Party, either pending or 
following a trial on the merits, and without the need to post bond or other security. 

16.2 Modification of Schedules.  During the period from the Execution Date to the 
Closing Date, if any fact or condition with respect to an HHC or CHH (each, a “Disclosing 
Party”) occurs or is discovered that causes, or would be reasonably likely to cause, any 
representation or warranty made by the Disclosing Party to not be true and accurate in all 
material respects had that representation or warranty been made as of the time of the occurrence 
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of, or the Disclosing Party’s discovery of, such fact or condition, then such Disclosing Party shall 
promptly notify the non-Disclosing Party of such fact or condition pursuant to Section 10.1.3 or 
Section 11.1.3, as applicable, and may, with the approval of the non-Disclosing Party (such 
approval not to be unreasonably withheld), supplement its Disclosure Schedules with such fact or 
condition. 

16.3 Equitable Relief.  The Parties acknowledge that a breach or threatened breach of 
those provisions specified in Section 14.2.2 by a Party would cause the non-breaching Parties to 
suffer immediate and irreparable harm that could not be fully remedied with the payment of 
monetary damages.  As such, in addition to any other remedies available, a non-breaching Party 
shall be entitled to specific performance, preliminary and permanent injunctive relief, and other 
available equitable remedies to restrain a breach or threatened breach of those provisions 
specified in Section 14.2.2 by another Party, either pending or following a trial on the merits, and 
without the need to post bond or other security. 

16.4 Survival. 

16.4.1 ARTICLE 1–ARTICLE 7, Section 13.1, and ARTICLE 14–
ARTICLE 17 shall survive the Closing and consummation of the Contemplated Transactions, 
but all other provisions hereof shall be extinguished upon the Closing and consummation of the 
Contemplated Transactions and shall not survive such Closing and consummation.  Without 
limiting the generality of the foregoing, the representations and warranties of the Parties set forth 
in ARTICLE 8 or ARTICLE 9 shall be extinguished upon the Closing and consummation of the 
Contemplated Transactions and shall not survive such Closing and consummation. 

16.4.2 Section 10.5, Section 11.5, Section 14.2, and ARTICLE 14–
ARTICLE 17 shall survive the termination of this Agreement before Closing.  All other 
representations, warranties, and covenants shall be extinguished upon termination of this 
Agreement and shall not survive such termination. 

16.5 Performance of Undertakings.  Subject to fulfillment of the conditions 
precedent set forth in ARTICLE 12 with respect to the relevant Party, the Parties agree that the 
standard that shall apply to the Parties’ performance of all covenants and undertakings contained 
in this Agreement and in any and every document executed and delivered hereunder is a 
commercially reasonable standard. 

16.6 Consummation of Contemplated Transactions.  Subject to fulfillment of the 
conditions precedent set forth in ARTICLE 12 with respect to the relevant Party, the Parties shall 
take, or cause their Affiliates to take, no other action which is inconsistent with its obligations 
hereunder or which could materially delay the consummation of the Contemplated Transactions. 

16.7 Notices.  All notices, requests, demands and other communications under this 
Agreement shall be in writing and shall be deemed to have been duly given or made as follows: 
(a) if sent by registered or certified mail in the United States return receipt requested, upon 
receipt; (b) if sent designated for overnight delivery by nationally recognized overnight air 
courier (such as Federal Express, UPS or DHL), one business day after mailing; (c) if sent by 
facsimile transmission before 5:00 p.m. (sender’s time) and receipt is confirmed through a 
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delivery report; (d) if sent by facsimile transmission after 5:00 p.m. (sender’s time) and receipt is 
confirmed through a delivery report, on the following business day; and (e) if otherwise actually 
personally delivered, when delivered, provided that such notices, requests, demands and other 
communications are delivered to the addresses set forth below, or to such other address as any 
Party shall provide by like notice to the other Party: 

 CHH: President and Executive Director 
The Charlotte Hungerford Hospital 
540 Litchfield Street 
P.O. Box 988 
Torrington, CT 06790  

   
 With a simultaneous copies to: William Knowlton 

Ropes & Gray LLP 
Prudential Tower 
800 Boylston Street 
Boston, MA 02199-3600 

   
 HHC: President and Chief Executive Officer 

Hartford HealthCare Corporation 
One State Street, Suite 19 
Hartford, CT  06103 

   
 With a simultaneous copy to: Senior Vice President and Chief Legal Officer 

Hartford HealthCare Corporation 
One State Street, Suite 19 
Hartford, CT  06103 

 
16.8 Costs of Contemplated Transactions.  Except as otherwise provided in this 

Section, whether or not the Contemplated Transactions shall be consummated, the Parties agree 
as follows: (a) CHH shall pay the fees, expenses, and disbursements of the CHH Entities and 
their agents, representatives, accountants, and legal counsel incurred in connection with the 
subject matter hereof and any amendments hereto; and (b) HHC shall pay the fees, expenses, and 
disbursements of the HHC Entities and their agents, representatives, accountants, and legal 
counsel incurred in connection with the subject matter hereof and any amendments hereto.  
Notwithstanding the foregoing, HHC shall pay all costs and expenses in connection with the 
Parties’ regulatory filings described in Section 12.1 (which includes pre-merger notification 
filings under the HSR Act and all filings related to a Certificate of Need from OHCA), including, 
but not limited to, costs and expenses for any economist or other consultant (but excluding legal 
consultants and expenses) engaged by HHC in connection with obtaining regulatory approvals. 

16.9 Entire Agreement; Amendment.  This Agreement, including all Schedules and 
Exhibits required hereunder, supersede all previous agreements, including that certain 
Memorandum of Understanding and Summary of Terms between the Parties dated February 24, 
2016, oral or written, and constitute the entire agreement among the Parties respecting the 
subject matter of this Agreement, and no Party shall be entitled to benefits other than those 
specified herein.  Each Exhibit and Schedule referenced in this Agreement shall be considered a 
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part hereof as if set forth herein in full.  As among the Parties, oral statements or prior written 
materials that are not specifically incorporated herein shall not be of any force and effect.  The 
Parties specifically acknowledge that in entering into and executing this Agreement, the Parties 
rely solely upon the representations and agreements contained in this Agreement and no others.  
This Agreement may be supplemented, amended, or modified only by an agreement in writing 
signed by both Parties. 

16.10 Exhibits; Disclosure Schedules. The Exhibits and Schedules to this Agreement 
and the Disclosure Schedules are incorporated herein by reference and made a part hereof. All 
disclosures in the Disclosure Schedules are made generally and any item disclosed in any section 
of the Disclosure Schedules shall be deemed to have been disclosed for any other sections of the 
Disclosure Schedules to the extent the Agreement requires such disclosure and so long as the 
applicability of such disclosure to such section is reasonably apparent on its face. The inclusion 
of information in the Disclosure Schedule shall not be construed as an admission that such 
information is material to the disclosing Party. In addition, matters reflected in the Disclosure 
Schedule are not necessarily limited to matters required by this Agreement to be reflected in the 
Disclosure Schedules.  Any description of any agreement, document, instrument, plan, 
arrangement or other item set forth on any Schedule hereto is a summary only and is qualified in 
its entirety by the terms of such agreement, document, instrument, plan, arrangement or item, 
copies of which have been made available to the non-disclosing Party. No disclosure in any 
Schedule hereto relating to any possible breach or violation of any agreement or Law shall be 
construed as an admission that any such breach or violation exists or has actually occurred, or 
shall constitute an admission of liability to any third party. 

16.11 Non-Assignment.  This Agreement shall be binding upon and inure to the benefit 
of the Parties and their respective successors, assigns and legal representatives, but no Party may 
assign its rights in this Agreement or delegate its duties under this Agreement to a third party by 
any means without first obtaining the prior written consent of the other Party. 

16.12 No Third Party Beneficiaries.  This Agreement shall not confer any rights or 
remedies upon any Person or other third party other than the Parties, their Affiliates, and the 
Parties’ respective successors and permitted assigns. 

16.13 Additional Assurances.  The provisions of this Agreement shall be self-operative 
and shall not require further agreement by the Parties except as may be herein specifically 
provided to the contrary; provided, however, at the request of a Party, the other Party or Parties 
shall execute such additional instruments and use its commercially reasonable efforts to take 
such additional actions as the requesting Party may deem necessary to effectuate this Agreement. 

16.14 Severability.  In the event any provision of this Agreement is held to be invalid, 
illegal or unenforceable, in whole or in part, for any reason and in any respect, such invalidity, 
illegality, or unenforceability shall in no event affect, prejudice or disturb the validity of any 
remaining provision of this Agreement, which shall be and remain in full force and effect, and 
binding and enforceable in accordance with its terms. 

16.15 Applicable Law.  This Agreement shall be governed by and construed and 
enforced in accordance with the laws of the State of Connecticut; provided, however, that the 
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conflicts of law principles of the State of Connecticut shall not apply to the extent they would 
operate to apply the laws of another state.  The Parties hereby consent to the jurisdiction of 
Connecticut courts over all matters relating to this Agreement. 

16.16 Headings; Cross-References.  Headings of Articles and Sections in this 
Agreement and the table of contents hereof are solely for convenience or reference, do not 
constitute a part hereof and shall not affect the meaning, construction or effect hereof.  Unless 
indicated otherwise, references in this Agreement to Articles, Sections, Schedules and Exhibits 
are to articles, sections, schedules and exhibits of this Agreement. 

16.17 Construction.  This Agreement and all documents or instruments delivered 
pursuant hereto shall be construed without regard to the identity of the Person who drafted the 
various provisions of the same.  Each and every provision of this Agreement and such other 
documents and instruments shall be construed as though the Parties participated equally in the 
drafting of the same.  Consequently, the Parties acknowledge and agree that any rule of 
construction that a document is to be construed against the drafting Party shall not be applicable 
to this Agreement. 

16.18 Interpretation.  When a reference is made in this Agreement to Sections, 
subsections or exhibits, such reference shall be to a Section, subsection, or exhibit to this 
Agreement unless otherwise indicated.  The words “include,” “includes” and “including,” when 
used herein, shall be deemed in each case to be followed by the words “without limitation.”  The 
word “herein” and similar references mean, except where a specific Section or Article reference 
is expressly indicated, the entire Agreement rather than any specific Section or Article.  Except 
as otherwise specifically provided herein, the word “material,” when used in reference to any 
Party’s representations, warranties, covenants or agreements, shall mean material in relation to 
such Party.  The table of contents and the headings contained in this Agreement are for reference 
purposes only and shall not affect in any way the meaning or interpretation of this Agreement.  
Any document or item will be deemed “delivered”, “provided” or “made available” by a Party 
within the meaning of this Agreement if such document or item is: (a) included in the electronic 
data room; (b) actually delivered or provided to a Party or any of such Party’s representatives; or 
(c) made available upon request, including at such Party’s or any of its Affiliates’ offices. 

16.19 Waiver of Terms.  The failure of any Party to insist, in any one or more 
instances, on performance of any of the terms, covenants and conditions of this Agreement shall 
not be construed as a waiver or relinquishment of any rights granted hereunder or thereunder or 
of the future performance of any such term, covenant or condition, but the obligations of the 
Parties with respect thereto shall continue in full force and effect.  A waiver by one Party of the 
performance of any covenant, condition, representation or warranty of the other Party shall not 
invalidate this Agreement, nor shall such waiver be construed as a waiver of any other covenant, 
condition, representation or warranty.  A waiver by any Party of the time for performing any act 
shall not constitute a waiver of the time for performing any other act or the time for performing 
an identical act required to be performed at a later time. 

16.20 Counterparts; Signatures.  The Parties agree that this Agreement may be 
executed in multiple originals, each of which shall be considered an original for all purposes and, 
collectively, shall be considered to constitute this Agreement.  The Parties further agree that 

0124



 

 -51-  

signatures transmitted by facsimile or in Portable Document Format (pdf) may be considered an 
original for all purposes, including, without limitation, the execution of this Agreement and 
enforcement of this Agreement. 

16.21 Time is of the Essence.  Time is hereby expressly made of the essence with 
respect to each and every term and provision of this Agreement and any other agreements 
determined by the Parties to be necessary or appropriate to be entered into in connection with the 
Contemplated Transactions. 

16.22 Access to Records and Information.  If and to the extent applicable to this 
Agreement and to any agreement contemplated hereunder or entered into pursuant hereto 
between or among the Parties, the Parties agree to comply with the requirements of Public Law 
96-499, Section 952 (Section 1861(v)(1)(I) of the Social Security Act) and regulations 
promulgated thereunder. 

ARTICLE 17 
 

GLOSSARY 

For convenience, set forth below is a glossary of defined terms used in this Agreement: 

17.1 “Accreditations” shall have the meaning set forth in Section 8.20. 

17.2 “Affiliate” means, with respect to a particular Person: (a) any Person which is 
under the Control of, or which is under common Control with, the subject Person; and (b) any 
trust for the primary benefit of such Person or any of the foregoing. 

17.3 “Affiliation” shall have the meaning set forth in the Recitals. 

17.4 “Agreement” means this Affiliation Agreement among the Parties. 

17.5 “Amended Governing Documents” shall have the meaning set forth in Section 
11.10. 

17.6 “Annual Meditech Expense” shall have the meaning set forth in Section 5.6.3. 

17.7 “Application” shall have the meaning set forth in Section 8.8.3. 

17.8 “Benefit Plans” shall have the meaning set forth in Section 8.18.1. 

17.9 “Board” shall mean the board of directors of a corporation or equivalent 
governing body of a non-corporate entity. 

17.10 “CERCLA” shall have the meaning set forth in Section 17.45. 

17.11 “Certificate of Need” shall have the meaning set forth in Section 8.8.3. 

17.12 “CHH” shall have the meaning set forth in the Recitals. 
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17.13 “CHH Affiliates” shall have the meaning set forth in the Recitals; provided, 
however, that, for the avoidance of doubt, CHH Affiliates shall not include the CHH Joint 
Ventures. 

17.14 “CHH Assets” shall have the meaning set forth in Section 8.12. 

17.15 “CHH Audited Financial Statements” shall have the meaning set forth in 
Section 8.4.1. 

17.16 “CHH Board” means the Board of Directors of CHH before the Closing. 

17.17 “CHH Closing Documents” shall have the meaning set forth in Section 13.2.1. 

17.18 “CHH Corporators” shall have the meaning set forth in Section 3.6. 

17.19 “CHH Deed” shall have the meaning set forth in Section 3.6. 

17.20 “CHH Director” shall have the meaning set forth in Section 3.4. 

17.21 “CHH Disclosure Schedule” shall have the meaning set forth in the introductory 
paragraph of ARTICLE 8. 

17.22 “CHH Employees” shall have the meaning set forth in Section 6.1.1. 

17.23 “CHH Entities” means, collectively, CHH and the CHH Affiliates. 

17.24 “CHH Financial Statements” shall have the meaning set forth in Section 8.4.1. 

17.25 “CHH Interim Financial Statements” shall have the meaning set forth in 
Section 8.4.1. 

17.26 “CHH Joint Ventures” shall have the meaning set forth in Section 8.13.2. 

17.27 “CHH Material Contracts” shall have the meaning set forth in Section 8.6.1. 

17.28 “CHH Physicians” shall have the meaning set forth in Section 5.3.1. 

17.29 “CHH Required Consents” shall have the meaning set forth in Section 8.3.2. 

17.30 “CHH Senior Management” shall have the meaning set forth in Section 6.2.1. 

17.31 “CHH Transaction Documents” shall have the meaning set forth in Section 
8.2.1. 

17.32 “CHH Unaudited Financial Statements” shall have the meaning set forth in 
Section 8.4.1. 

17.33 “Closing” shall have the meaning set forth in Section 13.1. 
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17.34 “Closing Date” shall have the meaning set forth in Section 13.1. 

17.35 “Closing Deadline” shall have the meaning set forth in Section 14.1.6. 

17.36 “Code” means the Internal Revenue Code of 1986, 26 U.S.C. § 1, et seq., as 
amended. 

17.37 “Contemplated Transactions” means the Affiliation and the other transactions 
contemplated by this Agreement and the other Transaction Documents. 

17.38 “Contracts” means all contracts, leases, deeds, mortgages, licenses, instruments, 
notes, commitments, undertakings, indentures, joint ventures and all other agreements, 
commitments and legally binding arrangements, whether written or oral. 

17.39 “Control” means possession, directly or indirectly, of the power to direct or cause 
the direction of the management and policies of an entity whether through ownership of voting 
securities, by contract or otherwise. 

17.40 “Cost Savings” shall have the meaning set forth in Section 5.5. 

17.41 “Coverage” shall have the meaning set forth in Section 8.15. 

17.42 “Disclosing Party” shall have the meaning set forth in Section 16.2. 

17.43 “Dispute” shall have the meaning set forth in Section 15.1. 

17.44 “Encumbrance” means any lien, pledge, mortgage, deed of trust, security 
interest, charge, claim, easement, encroachment or other encumbrance. 

17.45 “Environmental Law” shall mean applicable federal, state or local statutes and 
ordinances, and all rules and regulations promulgated thereunder, common law, orders, consent 
decrees, permits, licenses, and binding judicial and administrative interpretations thereof, 
pertaining or relating to: (a) the protection of natural resources and the environment, (b) public 
and worker health and safety with respect to exposure to Hazardous Substances; and (c) the 
identification, reporting, generation, manufacture, processing, distribution, use, treatment, 
storage, disposal, emission, discharge, release, transport or other handling of any Hazardous 
Substances, including, without limitation, the Comprehensive Environmental Response, 
Compensation and Liability Act, as amended (“CERCLA”), and the Resource Conservation and 
Recovery Act, as amended. 

17.46 “EPIC CareConnect”  shall have the meaning set forth in Section 4.1.1(d). 

17.47 “ERISA” means the Employee Retirement Income Security Act of 1974, as 
amended. 

17.48 “Execution Date” shall have the meaning set forth in the introductory paragraph 
to this Agreement. 
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17.49 “Existing Liabilities” shall have the meaning set forth in Section 2.3. 

17.50 “Final Dispute Representatives” shall have the meaning set forth in Section 
15.2.2. 

17.51 “GAAP” shall mean Generally Accepted Accounting Principles. 

17.52 “Governance Roster” shall have the meaning set forth in Section 3.3.1. 

17.53 “Governing Documents” shall mean the articles of incorporation, certificate of 
incorporation, bylaws, board policies, committee charters, partnership agreement, operating 
agreement or other documents by and through which an entity is formed and governed. 

17.54 “Government Authority” means any: (i) national, federal, state, provincial, 
county municipal or local government, foreign or domestic; (ii) political subdivision of any of 
the foregoing; (iii) legislative body; (iv) court of law or equity; or (v) entity, authority, agency, 
ministry, or other similar body exercising any legislative, executive, judicial, regulatory, or 
administrative authority or functions of or pertaining to government, including any commission, 
tribunal, or other quasi-governmental entity established to perform any such function. 

17.55 “Hartford HealthCare System” shall have the meaning set forth in the Recitals. 

17.56 “Hazardous Substances” shall mean petroleum or petroleum products, 
polychlorinated biphenyls, asbestos-containing materials, lead-based paint, radioactive materials, 
toxic mold or fungus of any kind or species, Medical Wastes, and any substances, materials, 
chemicals, pollutants, constituents, wastes or noxious substances regulated by any 
Environmental Law. 

17.57 “Health Care Laws” shall mean all federal, state and local laws, statutes, rules, 
regulations, ordinances and codes applicable to health care providers and facilities; federal and 
state health care program conditions of participation, standards, policies, rules, procedures and 
other requirements; and accreditation standards of any applicable accrediting organization 
including, without limitation, the following laws:  the federal (Title XIX of the Social Security 
Act) and state Medicaid programs and their implementing regulations, the Medicare Program 
(Title XVIII of the Social Security Act) and its implementing regulations, the federal False 
Claims Act (31 U.S.C. §§ 3729 et seq.), the Federal Health Care Program Anti Kickback Statute 
(42 U.S.C. § 1320a 7b(b)), the Federal Physician Self Referral Law (42 U.S.C. § 1395nn), the 
Federal Administrative False Claims Law (42 U.S.C. § 1320a 7b(a)), the Health Insurance 
Portability and Accountability Act of 1996 (“HIPAA”) and the HIPAA Privacy Rule, the 
HIPAA Security Rule and the HIPAA Standards for Transactions and Code Sets (42 U.S.C. 
§ 1320d 1329d 8; 45 C.F.R. Parts 160 and 164), the federal Confidentiality of Alcohol and Drug 
Abuse Patient Records Act (42 U.S.C. § 290ee 3), the Rehabilitation Act, the Americans with 
Disabilities Act, the Occupational Safety and Health Administration statutes and regulations for 
blood borne pathogens and workplace risks, and any state and local laws that address the same or 
similar subject matter; and laws related to federal and state health care program billing, cost 
reporting, revenue reporting, payment and reimbursement; federal and state health care program 
fraud, abuse, theft or embezzlement; procurement of health care services, human and social 
services, and other health related services; employee background checks and credentialing of 
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employees; credentialing and licensure of facilities or providers of such services; zoning, 
maintenance, safety and operations of group homes, residential facilities and day programs, and 
other building health and safety codes and ordinances; certificate of need laws; state law 
restrictions on the corporate practice of medicine (or the corporate practice of any other health 
related profession); eligibility for federal and state health care program contracting, including 
any requirements limiting contracting to nonprofit or tax-exempt entities; patient information and 
medical record confidentiality, including psychotherapy and mental health records; splitting of 
health care fees; patient brokering, patient solicitation, patient capping, and/or payment of 
inducements to recommend or refer, or to arrange for the recommendation or referral of, patients 
to health care providers or facilities; standards of care, quality assurance, risk management, 
utilization review, peer review, and/or mandated reporting of incidents, occurrences, diseases 
and events; and advertising or marketing of health care services. 

17.58 “HHC” shall have the meaning set forth in the Recitals. 

17.59 “HHC Affiliates” shall have the meanings set forth in the Recitals. 

17.60 “HHC Board” shall have the meaning set forth in Section 3.3.2. 

17.61 “HHC Board Plan” shall have the meaning set forth in Section 15.3. 

17.62 “HHC Closing Documents” shall have the meaning set forth in Section 13.2.2. 

17.63 “HHC Disclosure Schedule” shall have the meaning set forth in the introductory 
paragraph of ARTICLE 9. 

17.64 “HHC Entities” means, collectively, HHC and the HHC Affiliates. 

17.65 “HHC EPIC Allocation Methodology” shall have the meaning set forth in 
Section 5.6.3. 

17.66 “HHC Financial Statements” shall have the meaning set forth in Section 9.7.1. 

17.67 “HHC Required Consents” shall have the meaning set forth in Section 9.3.2. 

17.68 “HHC Transaction Documents” shall have the meaning set forth in Section 
9.2.1. 

17.69 “HHC Unaudited Financial Statements” shall have the meaning set forth in 
Section 9.7.1. 

17.70 “HSR Act” means the Hart–Scott–Rodino Antitrust Improvements Act of 1976, 
as amended, and the rules and regulations thereunder. 

17.71 “ICP” shall have the meaning set forth in Section 5.3.1. 

17.72 “Impacted Funds List” shall have the meaning set forth in Section 7.1.2. 

17.73 “Initial Dispute Representatives” shall have the meaning set forth in 
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Section 15.2.1. 

17.74 “Intellectual Property” means all rights, privileges, and priorities provided under 
applicable law relating to intellectual property, whether registered or unregistered, including all 
(a) (i) inventions, discoveries, processes, formulae, designs, methods, techniques, procedures, 
concepts, developments, technology, mask works, moral rights and confidential information, 
new and useful improvements thereof and know-how relating thereto, whether or not patented or 
eligible for patent protection; (ii) copyrights and copyrightable works, including computer 
applications, programs, software and related items; (iii) trademarks, service marks, trade names, 
brand names, product names, corporate names, logos and trade dress, the goodwill of any 
business symbolized thereby, and all common-law rights relating thereto; and (iv) trade secrets, 
data and other confidential or proprietary information; and (b) all registrations, applications, 
recordings, and licenses or other similar agreements or rights related to the foregoing. 

17.75 “IRS” means the Internal Revenue Service. 

17.76 “Knowledge”, “known”, “knowingly”, “to the knowledge” or any variant 
thereof shall, when qualifying any representation, warranty or other statement in this Agreement, 
mean and refer to: 

(a) with respect to the CHH Entities: (i) all matters with respect to which the 
CHH Entities or the CHH Board has received written notice; or (ii) the actual knowledge of the 
President and Executive Director of CHH, the Vice President of Operations of CHH, and the 
Vice President of Finance of CHH, each after due and diligent inquiry; and 

(b) with respect to the HHC Entities: (i) all matters with respect to which the 
HHC Entities or the HHC Board has received written notice; or (ii) the actual knowledge of the 
President and Chief Executive Officer of HHC, the Executive Vice President and Chief 
Operating Officer of HHC, and the Chief Financial Officer of HHC, each after due and diligent 
inquiry. 

17.77 “Law” means any statute, law, ordinance, regulation, rule, code, order, 
constitution, treaty, common law, judgment, decree, other requirement or rule of law of any 
Government Authority. 

17.78 “Lease” shall have the meaning set forth in Section 8.11.1. 

17.79 “Legacy CHH Directors” shall have the meaning set forth in Section 3.3.1. 

17.80 “Licenses and Permits” shall have the meaning set forth in Section 8.8.1. 

17.81 “Maintenance and Replacement Capital Investment” shall have the meaning 
set forth in Section 4.1.1(a). 

17.82 “Material Adverse Event” means, with respect to either Party or its Affiliates 
(unless otherwise provided below): 

(a) with respect to HHC, any event that is, or is reasonably expected to be, 
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materially adverse to the assets, financial condition, results of operations, or reputation of HHC, 
or the HHC Affiliates, taken as a whole; 

(b) with respect to CHH, any event that is, or is reasonably expected to be, 
materially adverse to the reputation of CHH, or the CHH Affiliates, taken as a whole; 

(c) any event that has, or would reasonably be expected to have, a material 
adverse effect on the Party’s ability to consummate the Contemplated Transactions or to perform 
its obligations under this Agreement; 

(d) any event that results in, or would reasonably be expected to result in, 
actual or threatened exclusion from a federal or state health care program; 

(e) any event that results in, or would reasonably be expected to result in, loss 
of tax exemption; 

(f) any event that results in, or would reasonably be expected to result in, loss 
of material licensure, accreditation, permits, or approvals that are necessary to operate consistent 
with historic practices; or 

(g) with respect to CHH, any event that results in, or would reasonably be 
expected to result in, a change in the assets, results of operation, or financial condition of CHH 
as follows: (i) during the period from the Execution Date to the Closing Date, any reduction in 
Net Assets (defined below) in an amount below $59.3 Million; (ii) during the period from the 
Execution Date to the Closing Date, any reduction in Cash and Unrestricted Investments (defied 
below) in an amount below $33.8 Million or a Current Ratio (defined below) of less than 1.2; or 
(iii) during the period from the Execution Date to the Closing Date, an operating loss margin of 
greater than negative seven percent (7%) calculated on a rolling trailing twelve (12)-month 
normalized basis or the occurrence of two (2) consecutive months of operating loss of negative 
ten percent (10%) or greater calculated on a normalized basis.  For purposes of this Section 
17.82(g): (x) Net Assets shall mean total assets less total liabilities, and Current Ratio shall mean 
total current assets divided by total current liabilities, all as calculated consistent with GAAP and 
with CHH’s historical accounting policies; and (y) Cash and Unrestricted Investments shall mean 
the sum of cash and long-term investments as so designated on the CHH Financial Statements. 

17.83 “Material Contracts” shall mean the following Contracts entered into by or on 
behalf of any one or more of the CHH Entities or the HHC Entities, as applicable, that are in full 
force and effect: 

(a) debt, bond, credit, mortgage, pledge, or other lien or encumbrance 
Contracts with respect to the assets of any CHH Entity or any HHC Entity, as applicable; 

(b) joint venture agreements or shareholder agreements; 

(c) Contracts with physicians or any source of patient referrals; 

(d) Contracts for employment, retention, severance, bonus, or change-in-
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control with any officer or employee with the title of Vice President or higher; 

(e) Contracts for indemnity, and agreements regarding loans or advances to 
officers, directors, members, shareholders, employees or advisory board members; 

(f) Payment Program Contracts;  

(g) settlement or corporate integrity agreements with a Government Authority 
or third-party payor; 

(h) Contracts which contain executory non-competition covenants binding 
upon a CHH Entity or a HHC Entity;  

(i) Contracts affecting title to or any interest in real property, except for 
leases involving the payment or receipt of less than $100,000 per year in the aggregate; and 

(j) any other Contracts that: (i) involve an obligation in excess (or expected to 
be in excess) of $250,000 in any one year; (ii) involve an obligation in excess of $500,000 over 
the remaining term of the agreement; (iii) have an outstanding term of three (3) years or more 
with no right for the relevant HHC Entity or CHH Entity to terminate without cause on no more 
than ninety (90)-days prior notice to the other contracting party or parties; or (iv) the cancellation 
or termination of which would be reasonably likely to result in a Material Adverse Event. 

17.84 “Medical Waste” means: (a) pathological waste; (b) blood; (c) wastes from 
surgery or autopsy; (d) dialysis waste, including contaminated disposable equipment and 
supplies; (e) cultures and stocks of infectious agents and associated biological agents; 
(f) contaminated animals; (g) isolation wastes; (h) contaminated equipment; (i) laboratory waste; 
and (j) various other biological waste and discarded materials contaminated with or exposed to 
blood, excretion, or secretions from human beings or animals.  “Medical Waste” also includes 
any substance, pollutant, material, or contaminant listed or regulated under the MWTA. 

17.85 “Meet and Confer Request” shall have the meaning set forth in Section 15.2. 

17.86 “MWTA” means the Medical Waste Tracking Act of 1988, 42 U.S.C. §§ 6992, et 
seq. 

17.87 “Northwest Region” shall have the meaning set forth in Section 1.1.6. 

17.88 “Northwest Region Board” shall have the meaning set forth in Section 3.2.1. 

17.89 “Northwest Region Board Bylaws” shall have the meaning set forth in 
Section 3.2.1. 

17.90 “OHCA” shall have the meaning set forth in Section 5.1.3(c). 

17.91 “Owned Real Property” shall have the meaning set forth in Section 8.10.1. 

17.92 “Party” and “Parties” shall have the meanings set forth in the introductory 
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paragraph of this Agreement. 

17.93 “Payment Program Regulations” shall have the meaning set forth in 
Section 8.19.4. 

17.94 “Payment Programs” shall have the meaning set forth in Section 8.19. 

17.95 “Permitted Encumbrances” means, with respect to a Party or its Affiliates: 
(a) encumbrances for Taxes not yet due and payable or being diligently contested in good faith 
and for which appropriate reserves have been established in accordance with GAAP; (b) liens for 
inchoate mechanics’ and materialmen’s liens for construction in progress and workmen’s, 
repairmen’s, warehousemen’s and carriers’ liens arising in the ordinary course of business; 
(c) easements, restrictive covenants, rights of way and other similar restrictions of record that do 
not impair in any material respect the value of the assets or the continued conduct of the business 
of such Party or its Affiliates or its continued use of its assets in the manner currently used; 
(d) zoning, building and other similar restrictions that do not impair in any material respect the 
value the asset or the continued conduct of the business of such Party or its Affiliates or its 
continued use of its assets in the manner currently used; (e) encumbrances, encroachments and 
other imperfections of title, licenses or encumbrances, if any, that do not impair in any material 
respect the value of the asset or the continued conduct of the business of such Party or its 
Affiliates or its continued use of its assets in the manner currently used; (f) encumbrances arising 
under original purchase price conditional sales contracts and equipment leases with third parties 
entered into in the ordinary course of business; (g) in the case of property leased by either Party 
or its Affiliates from a third party, all matters, whether or not of record, affecting the title of the 
lessor (and any underlying lessor) of the leased property that do not impair in any material 
respect the value of its assets or the continued conduct of the business of such Party or its 
Affiliates or its continued use of its assets in the manner currently used; (h) in the case of 
property leased to a third party by either Party or its Affiliates, valid leasehold interests with 
respect to such property held by such third parties; (i) encumbrances arising under master trust 
indentures applicable to either Party or its Affiliates; and (j) liens associated with bond debt held 
by either Party or its Affiliates. 

17.96  “Person” means any natural individual, corporation, partnership, limited liability 
company, joint venture, association, bank, trust company, trust or other entity, whether or not 
legal entities, or any governmental entity, agency or political subdivision. 

17.97 “Recruitment Fund” shall have the meaning set forth in Section 4.1.2. 

17.98 “Regional President” shall have the meaning set forth in Section 6.2.2. 

17.99 “Returns” shall have the meaning set forth in Section 8.16. 

17.100 “Strategic Framework” shall have the meaning set forth in Section 4.6. 

17.101 “Strategic Plan” shall have the meaning set forth in Section 5.1.1. 

17.102 “Strategic Projects” shall have the meaning set forth in Section 4.1.3(a). 
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17.103 “System Entities” means, with respect to CHH, the CHH Entities and, with 
respect to HHC, the HHC Entities. 

17.104 “Taxes” means all federal, state, county, local, and other taxes of every kind. 

17.105 “Transaction Documents” means this Agreement and the other agreements, 
instruments and documents delivered by the Parties at the Closing hereunder. 

17.106 “Transitional Period” shall have the meaning set forth in Section 3.3.1. 

17.107 “WARN Act” shall have the meaning set forth in Section 8.17.3. 

 

[Reminder of page intentionally left blank.] 

[Signatures on following page.] 
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AMENDED AND RESTATED BYLAWS 

OF THE CHARLOTTE HUNGERFORD HOSPITAL 

 

 GENERAL PROVISIONS ARTICLE 1.

1.1 Name.  The name of the corporation is The Charlotte Hungerford Hospital (the 
“Corporation”). 

1.2 Purposes.  The Corporation is organized and shall be operated for the purposes set forth 
in the Certificate of Incorporation. 

1.3 Definitions.  The following terms used in these Regional Bylaws shall have the following 
meanings: 

1.3.1 “Act” shall mean the Connecticut Revised Nonstock Corporation Act, as 
amended from time to time. 

1.3.2 “Certificate of Incorporation” shall mean the Corporation’s certificate of 
incorporation, as amended from time to time. 

1.3.3 “Member” shall mean Hartford HealthCare Corporation. 

1.3.4 “Member Organization” shall mean any entity directly or indirectly controlled 
by the Member, including the Corporation. 

1.3.5 “Region” shall mean the Northwest Region, as defined by the Member’s Board 
from time to time. 

1.3.6 “Regional Board” shall mean the Board of Directors of the Corporation. 

1.3.7 “Regional Bylaws” shall mean these Bylaws.  The Member intends that all 
Member Organizations with regional community boards have bylaws that are substantially 
uniform. 

1.3.8 “Regional President” shall mean the Regional President designated by the 
Member for the Region. 

1.3.9 “System” shall mean the Member and Member Organizations. 

 MEMBER ARTICLE 2.

2.1 Member.  The Corporation shall have a single member, and such member shall be 
Hartford HealthCare Corporation. 
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2.2 Member’s Rights and Powers.  The Member shall have the exclusive power and 
authority to govern, direct, and oversee the property, funds, business, and affairs of the 
Corporation, except for those powers that are specifically delegated to the Board of Directors of 
the Corporation pursuant to Article 3 below (the “Delegated Powers”). 

2.3 Manner of Acting.  In the exercise of its powers, the Member may act through the 
Member’s Board of Directors (the “Member’s Board”), the Member’s President and CEO, or 
such other officer duly designated by the Member’s Board.  The Member’s President and CEO 
or duly designated officer shall have the full power and authority to act on behalf of the Member, 
to vote in person or by proxy on behalf of the Member, and to take all other actions as the 
Member may be authorized to take by law, the Certificate of Incorporation or these Regional 
Bylaws.  

2.4 Exercise of Corporation’s Rights and Powers with Respect to Member 
Organizations in the Region.  The Member may act on the Corporation’s behalf in exercising 
the Corporation’s powers with respect to any Member Organizations in the Region in the same 
manner described in Section 2.3 above. 

 REGIONAL BOARD OF DIRECTORS ARTICLE 3.

3.1 Powers and Duties.  The Regional Board shall exercise its Delegated Powers in support 
of, and consistent with, the mission, vision, and values of the Corporation, the Member, and the 
other Member Organizations in the System.  The Delegated Powers are: 

3.1.1 Quality Assessment and Performance Improvement (QAPI) and Patient 
Safety.  The Regional Board is responsible for assuring that health care services provided at the 
Corporation and at the other Member Organizations throughout the Region are high-quality, safe, 
effective, and efficient consistent with community standards.  The Regional Board shall be 
responsible for monitoring ongoing quality assessment, performance improvement, and patient 
safety activities of the Corporation, for assuring that quality and patient safety issues are 
addressed and resolved appropriately, and that such activities of the Corporation are consistent 
with the standards, policies, and procedures established by the Member and the Quality and 
Safety Committee of the Member’s Board.  The Regional Board shall review indicators of 
quality and patient safety regularly and approve Corporation Quality Plans annually.  The 
Regional Board shall grant and revoke Medical Staff membership and clinical privileges at the 
Corporation, and take any professional disciplinary actions in connection therewith.  The 
Regional Board shall assure that the Medical Staff: (a) participates in the measurement, 
assessment, and improvement of clinical and non-clinical processes affecting patient care; and 
(b) takes a leadership role where the clinical processes are the primary responsibility of 
physicians.  The activities of the Corporation (including outcomes, recommendations and 
actions) undertaken pursuant to this Section 3.1.1 shall be reported to the Regional Board, and 
also to the Quality and Safety Committee of the Member’s Board in accordance with policies 
and procedures adopted from time to time by such committee.  The Member’s Board or its 
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designee, may, by notice to the Regional Board, elect to exercise the approval rights of the 
Regional Board under this Section 3.1.1 when so permitted by applicable law or accreditation 
standards.   

3.1.2 Community Responsibilities.  The Regional Board shall consult and collaborate 
with the Regional President and provide guidance and support to the Member through the 
Regional President on matters related to the Corporation and the Region.  The Regional 
President shall report the activities and suggestions of the Regional Board to the Member.   

3.1.3 Community Benefit Plan and Community Health Assessment.  Oversight of 
community benefit as it pertains to the local health care needs of the communities served by the 
Corporation and in the Region.  The community benefit plan and community health needs 
assessment are developed in accordance with policies and procedures of the Member and 
incorporate System-wide performance measures identified by the Member’s Board for 
community benefit programs. 

3.1.4 Advocacy.  Advocate for the Region’s health needs to state elected and appointed 
officials and the health care issues facing the Region, consistent with the advocacy programs and 
priorities established for the System generally. 

3.1.5 Fundraising and Development.  Fundraising and development activities to 
further the mission, vision and values of the System in meeting the health care needs of the 
Region. 

3.1.6 Recommendations for Membership on the Regional Board.  The Regional 
Board may, periodically, suggest to the Member through the Regional President a pool of 
potential candidates to serve on the Regional Board.   

3.1.7 Additional Responsibilities.  The Regional Board may exercise such other 
powers required to be held by the governing body of a hospital by law or by accreditation 
standards applicable to the Corporation as may be in effect from time to time, all as reasonably 
determined and directed by the Member’s Board.  The Member or its designee, may, by notice to 
the Regional Board, elect to exercise the approval rights of the Regional Board under this 
Section 3.1.7 when so permitted by applicable law or accreditation standards.  The Regional 
Board may exercise such other powers as may be delegated to the Regional Board in these 
Regional Bylaws, or by resolution of the Member’s Board. 

3.2 Election, Number, Term of Office, Term Limits, Restrictions, Criteria, and Other 
Matters. 

3.2.1 Election.  Individuals shall be elected to serve as directors of the Regional Board 
(“Regional Directors”) by the Member.  The Regional President and the Regional Board Chair 
may recommend candidates to serve as Regional Directors to the Member.  After election by the 
Member, the Regional President shall confirm the election and the terms of the new Regional 
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Directors by notice to the Regional Board Chair. 
 

3.2.2 Number.  The Regional Board shall consist of not more than fifteen (15) 
Regional Directors, inclusive of any ex-officio Regional Directors; provided, however, that the 
Regional Board may consist of such additional Regional Directors elected by the Member from 
time to time in furtherance of a corporate affiliation with the Corporation (the “Transitional 
Regional Directors”).  Subject to the foregoing, the actual number of Regional Directors and 
terms of the Transitional Regional Directors serving at any given time shall be determined by the 
Member.  

 
3.2.3 Term of Office.  Each Regional Director shall serve for a term of three (3) years, 

unless otherwise provided herein or for such shorter term as determined by the Member in order 
to achieve continuity in Regional Board composition. 

 
3.2.4 Term Limits.  No Regional Director may serve on the Regional Board for more 

than (9) consecutive years.  Former Regional Directors are eligible for reelection to the Regional 
Board after a one (1) year absence from services as a Regional Director.  A Regional Director 
who has served for three (3) consecutive full terms will be immediately eligible for election to 
the board of directors of another Member Organization. 

 
3.2.5 Ex-Officio Regional Directors.  The Regional President shall serve as an ex-

officio Regional Director on the Regional Board for as long as he/she holds such office.  The 
President of the Medical Staff of the Corporation or another Member Organization hospital in the 
Region elected by the Member shall serve as ex-officio Regional Director on the Regional Board 
for a term of one (1) year or until he/she no longer holds such office (if occurring prior to the 
expiration of the one (1) year term) (together with the Regional President, the “Ex-Officio 
Regional Directors”).  The Ex-Officio Regional Directors shall have a vote, shall be counted for 
quorum purposes, and shall cease to be Regional Directors upon ceasing to hold the relevant 
office, without the need for any action by the Corporation.  

 
3.2.6 Regional Board of Director Qualifications.  The Member may develop 

qualifications as guidance for the selection of Regional Directors.  Regional Directors shall be 
individuals who support the mission, vision, and values of the Corporation and the Member, and 
who are knowledgeable, or willing to become educated, about hospital and health care matters.  
Regional Directors shall have the skills to meaningfully participate on the Regional Board, and 
meet such other qualifications that are established by the Member from time to time. 

 
3.2.7 Special Requirements for Regional Directors.  The Regional Board shall 

include three (3) Regional Directors who shall be licensed as a health care practitioner and who 
may or may not be affiliated with the Region. 
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3.3 Regional Board Meetings.  The Regional Board may hold its meetings—annual, regular 
or special—at such place or places within or outside of the State of Connecticut as the Regional 
Board may from time to time by resolution determine or as shall be specified or fixed in the 
notice or waiver of notice thereof. 
 

3.3.1 Annual Meetings.  An annual meeting of the Regional Board for the transaction 
of such business as may properly come before the Regional Board shall be held at such time as 
the Regional Board may direct. 

 
3.3.2 Regular Meetings.  Regular meetings of the Regional Board shall be held as 

determined by the Member but not less frequently than quarterly.  Regular meetings of the 
Regional Board shall be held at such times as shall be specified in any notice of such meeting. 

 
3.3.3 Special Meetings.  Special meetings of the Regional Board shall be held 

whenever called by the Member, Regional Board Chair, the Regional President, or upon the 
written request of at least four (4) of the Regional Directors then in office. 

 
3.3.4 Notice.  Each Regional Director shall receive at least five (5) days’ written, oral, 

or electronic notice of each meeting stating the time and place of the meeting.  Except as 
otherwise provided in these Regional Bylaws or as otherwise required by law, neither the 
business to be transacted at, nor the purpose of, any special meeting of the Regional Board need 
be specified in the notice or waiver of notice of such meeting. 

 
3.3.5 Waiver of Notice.  The attendance of a Regional Director at any meeting 

constitutes waiver of notice of that meeting except where a Regional Director states that his or 
her attendance at the meeting is for the purpose of objecting to the meeting because the meeting 
is not properly called or convened.  Notice may also be waived in writing either before or after 
the meeting. 

 
3.3.6 Telephonic Participation at a Regional Board Meeting.  Regional Directors 

may participate in a regular or special meeting by, or conduct the meeting through the use of, any 
means of communication by which all Regional Directors participating may simultaneously hear 
each other during the meeting.  A Regional Director participating in a meeting by this means is 
deemed to be present in person at the meeting.  The Member discourages participation in 
Regional Board meetings through such means. 

 
3.4 Quorum.  A majority of the number of Regional Directors then in office shall constitute 
a quorum for the transaction of business. 
 
3.5 Vote Required for Action.  The act of a majority of the Regional Directors present at 
any meeting at which a quorum is present at the time of the act shall be the act of the Regional 
Board, unless the vote of a greater proportion is otherwise required by law. 
 
3.6 Presumption of Assent.  A Regional Director who has been present at a meeting of the 
Regional Board at which action on any corporate matter is taken shall be conclusively presumed 
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to have assented to the action taken, unless his or her dissent or abstention shall have been 
entered in the minutes of the meeting or unless he or she shall have filed his or her written 
dissent or abstention to such action with the person acting as the secretary of the meeting before 
the adjournment thereof, or shall have forwarded such dissent or abstention to the Secretary of 
the Corporation immediately after the adjournment of the meeting.  No Regional Director who 
voted in favor of any action may dissent or abstain from such action after adjournment of the 
meeting. 
 
3.7 Action Without a Meeting.  Action required or permitted to be taken by the Regional 
Board may be taken without a meeting if each Regional Director signs a consent in writing 
describing the action taken or to be taken.  The consent may specify the time at which the action 
taken thereunder is to be effective.  A consent signed under this section has the effect of action 
taken at a meeting of the Regional Board. 
 
3.8 Resignation.  A Regional Director of the Corporation may resign at any time by giving 
written notice to the Regional President.  In the event of a resignation of a Regional Director 
without written notice, the Regional President shall confirm such resignation in writing.  Such 
resignation shall take effect at the time specified therein.  Unless otherwise specified therein, the 
acceptance of such resignation shall not be necessary to make it effective. 
 
3.9 Removal.  Any Regional Director may be removed from the Regional Board with or 
without cause by the Member.  Such action may be taken at any time, provided that due notice of 
the proposed removal shall have been duly given. 
 
3.10 Vacancies.  In the event of a vacancy, the Member shall fill the vacancy caused thereby, 
and the person elected to fill such vacancy shall hold office for the unexpired portion of the term 
of his or her predecessor.  Whenever a vacancy shall occur as a result of an increase in the size of 
the Regional Board due to a corporate affiliation with the Corporation, the Member may fill such 
vacancy for such term as the Member shall deem appropriate. 
 
3.11 Confidentiality.  In the course of carrying out his/her duties and responsibilities, each 
Regional Director will receive and have access to confidential and/or proprietary information 
about the Region, the Member, and the Member Organizations including, without limitation, 
patient health information, financial, operational, business and planning information, trade 
secrets, employee personal information, medical staff information and credentialing information, 
performance improvement processes (all, “Confidential Information”).  Each Regional Director 
shall: (a) hold and maintain such Confidential Information as strictly confidential; (b) use and 
disclose such Confidential Information solely for the purpose of carrying out his/her 
responsibilities as a Regional Director; and (c) refrain from, directly or indirectly, disclosing 
such Confidential Information to any third person without the prior written consent of the 
Member. 
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  COMMITTEES ARTICLE 4.

4.1 Credentialing Committee.  The Regional Board shall establish a standing committee 
comprised of at least four (4) Regional Directors and such other individuals as determined by the 
Regional Board to assist the Regional Board in: (a) approving appointments and reappointments 
to the Corporation’s Medical Staff; (b) granting and delineating medical privileges and 
credentialing based on recommendations of the Corporation’s Medical Staff as provided in the 
Medical Staff Bylaws; and (c) ensuring that the Corporation and its Medical Staff comply with 
applicable state and federal law and accreditation requirements. 

4.2 Other Committees.  The Regional Board may establish such other work groups, task 
forces, or advisory bodies as it determines necessary to provide the Regional Board with 
information, advice, or recommendations in connection with its responsibilities under these 
Regional Bylaws; provided, however, that the establishment of any such body shall not 
constitute a delegation by the Regional Board of its responsibilities or authority under these 
Regional Bylaws. 

  OFFICERS ARTICLE 5.

5.1 Number, Term, and Election of Officers.  The officers of the Corporation shall be a 
Regional Chair, Regional Vice Chair, Regional President, Secretary and such other officers as 
the Member may deem necessary or advisable for the efficient operation of the Corporation’s 
affairs.  The Member shall elect all officers of the Corporation.  Each officer shall hold office for 
the term for which he or she is elected and until his or her successor shall have been duly elected 
and qualified, or until his or her earlier death, resignation, or removal; provided, however, that 
the Regional Chair and the Regional Vice Chair shall hold office for the term of one (1) year 
with a maximum of three (3) consecutive terms. 
 
5.2 Regional Chair.  The Member shall elect from among the Regional Directors an 
individual to serve as the Regional Chair, based on the individual’s ability to satisfy the specific 
qualifications and competencies required and the specific needs of the Corporation at such time.  
The Regional Chair shall preside at all meetings of the Regional Board and shall have such 
powers and duties may be assigned by the Member from time to time.  The Regional Chair may 
attend, without a vote, any meeting of a committee of the Regional Board that he or she is not a 
member of. 
 
5.3 Regional Vice Chair.  The Member shall elect from among the Regional Directors an 
individual to serve as the Regional Vice Chair, based on the individual’s ability to satisfy the 
specific qualifications and competencies required and the specific needs of the Corporation at 
such time.  The Regional Vice Chair shall perform the duties of the Regional Chair in the event 
of the Regional Chair’s absence or inability to act and shall assist the Regional Chair in such 
duties as the Regional Chair may from time to time assign to the Regional Vice Chair.  The 
Regional Vice Chair shall not automatically succeed to the position of Regional Chair. 
 
5.4 Regional President.  The Regional President shall be the president of the Corporation.  If 
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no Regional Chair or Regional Vice Chair has been elected or in the absence of the Regional 
Chair and Regional Vice Chair, the Regional President shall preside at each meeting of the 
Regional Board.  The Regional President shall perform all duties incident to the office of 
Regional President and such other duties as may from time to time be assigned to the Regional 
President by the Member.  If the position of Regional President becomes vacant, the Member 
shall inform the Regional Board regarding the recruitment process and final candidate for the 
position of Regional President.  The Member shall establish the objectives, evaluate the 
performance of, and determine the compensation for the Regional President.  Subject to the 
powers of the Member and in accordance with overall System guidelines, the Regional President 
shall supervise the business and affairs of the Corporation and shall have the power to sign, 
acknowledge, and deliver on behalf of the Corporation all agreements and other instruments to 
bind the Corporation in accordance with the policies and procedures of the Member. 

 
5.5 Secretary.  The Secretary shall serve all notices for the Corporation that have been 
authorized by the Regional Board; keep the minutes of the meetings of the Regional Board; be 
the custodian of the corporate records and of the seal of the Corporation; and in general, perform 
all the duties incident to the office of Secretary and such other duties as from time to time may 
be assigned by the Member.   
 
5.6 Assistant Secretary.  The Assistant Secretary, if any, shall assist the Secretary as 
requested by the Secretary. 
 
5.7 Removal of Officers.  The Member may remove any officer of the Corporation with or 
without cause at any time by giving notice of such removal to such officer.  Any removal shall 
take effect as of the date of the officer’s receipt of such notice or at any later time specified in 
such notice. 

5.8 Vacancies.  A vacancy in any office because of death, resignation, removal, 
disqualification, or any other cause shall be filled in the manner prescribed in these Regional 
Bylaws for regular appointments to that office.  
 
5.9 Resignations.  Any officer may resign from his or her office at any time by giving 
written notice thereof to the Regional President or to the Member.  Such resignation shall take 
effect at the time specified therein, or if no time is specified therein, at the time of the receipt 
thereof, and the acceptance thereof shall not be necessary to make it effective. 

  CONFLICT OF INTEREST ARTICLE 6.

The Member shall establish a Conflict of Interest Policy, which may be amended from time to 
time by the Member.  A copy of the Conflict of Interest Policy shall be provided to all Regional 
Directors, officers, and committee members of the Corporation.  All Regional Directors, officers, 
and committee members of the Corporation shall be subject to and abide by the terms of the 
Conflict of Interest Policy. 
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  MEDICAL STAFF  ARTICLE 7.

7.1 Organization.  Medical and behavioral health practitioners practicing at the Corporation 
(each, a “Practitioner”) shall be organized into a Medical Staff that is responsible to the Regional 
Board and the Member for the adequacy and quality of medical care rendered to patients of the 
Corporation and the ethical and professional practices of its members.  The Medical Staff shall 
be responsible to the Regional Board for the adequacy and quality of medical care and 
professional work in the Corporation.  The Medical Staff shall be governed by a Medical Staff 
Executive Committee and such officers as are selected in accordance with the Medical Staff 
Bylaws. 

7.2 Medical Staff Bylaws.  There shall be Medical Staff Bylaws, Rules and Regulations and 
policies for the Corporation setting forth the Medical Staff’s organization and governance 
(collectively, “Medical Staff Bylaws”).  The Medical Staff Bylaws shall create an effective 
organizational unit to discharge the functions and responsibilities delegated to the Medical Staff 
by the Regional Board and the Member, and shall be consistent with accrediting standards, 
applicable law, System corporate policy, and the Certificate of Incorporation and bylaws of the 
Member as amended, as applicable to the Corporation.  Medical Staff Bylaws and any 
amendments thereto may be initiated by the Medical Staff but shall become effective only upon 
final approval by the Regional Board.  The Medical Staff Bylaws and Medical Staff Credentials 
Policy shall provide for the procedure to be followed in matters relating to Medical Staff 
membership status, clinical privileges, and corrective action.  The Member or its designee, may, 
by notice to the Regional Board, elect to exercise the approval rights of the Regional Board 
pursuant to Article 3. 

7.2.1 References to Regional Board or Governing Board.  All references in Medica1 
Staff Bylaws to the “Board,” “Regional Board,” or the “Governing Board” shall mean the 
Regional Board. 

7.2.2 Medical Staff Meetings.  The Regional President or his/her designee shall be 
notified of, and invited to attend, all Medical Staff meetings and all Medical Staff committee 
meetings.  He/she shall have the right to address, and engage in discussions with, the attendees of 
the meetings, but shall have no right to vote (unless otherwise specified in the Medical Staff 
Bylaws). 

7.3 Medical Staff Executive Committee.  On behalf of the Medical Staff, the Medical Staff 
Executive Committee (“MEC”) shall make recommendations to the Regional Board, concerning 
the following: 

7.3.1 Appointing, re-appointing, materially restricting, materially reducing, suspending, 
terminating, and revoking Medical Staff membership; 

7.3.2 Granting, restricting, reducing, suspending, terminating, and revoking clinical 
privileges; 
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7.3.3 Corrective actions; 

7.3.4 All matters relating to professional competency; 

7.3.5 The structure and organization of the Medical Staff and its quality assessment and 
performance improvement activities; 

7.3.6 The mechanisms for reviewing credentials, delineating clinical privileges, 
conducting, evaluating, and revising quality assessment and performance improvement activities, 
appointment, reappointment, corrective action, and fair hearing procedures, and restriction, 
reduction, suspension, termination, and revocation of Medical Staff membership or clinical 
privileges; 

7.3.7 The types of Practitioners eligible for staff membership, staff membership 
categories, categories of Allied Health Professionals (“AHPs”) eligible to practice at the 
Corporation, and the scope of practice for each category of AHP in the Corporation; and 

7.3.8 Such specific matters as may be referred to it by the Regional Board, the Quality 
and Safety Committee of the Member’s Board, or the Member’s Board. 

The Regional Board shall take final action on such matters under authority granted by the 
Member’s Board. 

7.4 Appointment, Reappointment and Clinical Privileges of Practitioners.  The MEC 
shall, consistent with the Medical Staff Bylaws, make recommendations regarding appointment, 
reappointment and clinical privileges for all Practitioners who utilize the Corporation.  The MEC 
shall forward its recommendations to the Regional Board for review.  The Regional Board shall 
take final action on such recommendations under authority granted by the Member’s Board.  The 
Regional Board shall consider an applicant’s background, experience, health, training, 
demonstrated competency, adherence to professional ethics, reputation, and any other factors 
appropriate for the furtherance of the purposes of the Corporation and its mission, consistent 
with applicable provisions of the Medical Staff Bylaws and subject to applicable laws. 

7.5 Quality Assessment and Performance Improvement (QAPI). 

7.5.1 Responsibility to the Regional Board and Member’s Board.  The Medical 
Staff of the Corporation shall be responsible to the Regional Board and the Member’s Board for 
the quality of medical care provided by Medical Staff members and other Practitioners to 
patients of the Corporation. 

7.5.2 Medical Staff Duties.  The Medical Staff is responsible for ensuring that the 
professional care furnished to patients of the Corporation by members of the Medical Staff is of 
high-quality, safe, efficient, and effective and meets the professional standards of the Region, the 
Corporation and the Member.  The Medical Staff shall discharge this responsibility by meeting 
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regularly to review, analyze, and appraise its clinical experience and the quality of care rendered 
by members of the Medical Staff, in conformance with its Medical Staff Bylaws and Corporation 
policies and procedures.  The review and analysis shall be based on patient medical records and 
such other documents and patient information as may be reasonably necessary.  The Medical 
Staff shall identify and implement an appropriate response to findings.  Such quality assessment 
and performance improvement activities shall be regularly reported to the Regional Board, the 
Quality and Safety Committee of the Member’s Board, and the Chief Medical Officer of the 
Member, in accordance with applicable policies and procedures. 

7.6 Medical Staff Conflicts of Interest.  The Medical Staff and the management of the 
Corporation shall work together to identify conflicts of interest involving Medical Staff leaders 
as well as independent practitioners of the Medical Staff that could affect quality of care, 
treatment or services provided.  The Medical Staff shall maintain a written policy approved by 
the Regional Board that defines how such conflicts of interest will be disclosed and resolved. 

  INDEMNIFICATION AND INSURANCE ARTICLE 8.

8.1 Generally.  The Corporation shall, to the fullest extent permitted by law, indemnify any 
Regional Director, officer, or committee member of the Corporation (and, to the extent provided 
in a resolution of the Member’s Board or by contract, may indemnify any employee, agent, or 
volunteer of the Corporation) (collectively, the “Agents”) who was or is a party to or threatened 
to be made a party to any threatened, pending, or completed action, suit, or proceeding by reason 
of the fact that the person is or was an Agent, or is or was serving at the request of the 
Corporation as an Agent of another corporation, partnership, joint venture, trust, or other 
enterprise, whether for-profit or not-for-profit, against expenses, including attorney’s fees (other 
than taxes, penalties, or expenses of correction), judgments, penalties, fines, and amounts paid in 
settlement actually and reasonably incurred by the Agent in connection with the action, suit, or 
proceeding if the Agent acted in good faith and in a manner that the Agent reasonably believed 
to be in or not opposed to the best interests of the Corporation, and with respect to any criminal 
proceeding, if the Agent had no reasonable cause to believe his or her conduct was unlawful. 
 
8.2 Expenses.  Expenses incurred by a Regional Director, officer, or committee member in 
defending a civil or criminal action, suit, or proceeding shall be paid for or reimbursed by the 
Corporation to the fullest extent permitted by law in advance of the final disposition of such 
action, suit or proceeding upon receipt of both: (a) a written affirmation by such Regional 
Director, officer, or committee member of his or her good faith belief that he or she has met the 
relevant standard of conduct under the Act or that the proceeding involves conduct for which 
liability has been limited under the Certificate of Incorporation or these Regional Bylaws; and 
(b) an undertaking by or on behalf of such Regional Director, officer, or committee member to 
repay such amount if it shall be ultimately determined that such Regional Director, officer, or 
committee member is not entitled to be indemnified by the Corporation.  Such expenses 
(including attorneys’ fees) incurred by other Agents of the Corporation may be so paid upon the 
terms and conditions, if any, as the Member’s Board deems appropriate. 
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8.3 Non-exclusivity.  The indemnification and advancement of expenses provided for herein 
shall not be deemed exclusive of any other rights to which those seeking indemnification or 
advancement of expenses may be entitled under any bylaw, agreement, vote of disinterested 
Regional Directors or otherwise, both as to action in his or her official capacity and as to action 
in another capacity while holding such office, and shall continue as to a person who has ceased 
to be an Agent and shall inure to the benefit of the heirs, executors and administrators of such 
Agent.  Notwithstanding the foregoing, the Corporation shall not provide such indemnification or 
advancement for expenses to the extent that such indemnification or advancement would 
constitute self-dealing within the meaning of Section 4941(d) of the Internal Revenue Code of 
1986, as amended.   
 
8.4 Amendment or Repeal.  No amendment to or repeal of this Article 8 shall apply to or 
have any effect on the indemnification of any Agent for or with respect to any acts or omissions 
of such Agent occurring prior to such amendment or repeal, nor shall any such amendment or 
repeal apply to or have any effect on the obligations of the Corporation to pay for or reimburse in 
advance expenses incurred by a Regional Director, officer, or committee member in defending 
any action, suit or proceeding arising out of or with respect to any acts or omissions occurring 
prior to such amendment or repeal. 
 
8.5 Insurance.  The Corporation may purchase and maintain insurance on behalf of any 
Agent or other person against any liability (including penalties, taxes, expenses of correction, 
judgments, settlements, or expenses) asserted against him or her and incurred by him or her in 
any such capacity or arising out of his or her status as such, whether or not the Corporation 
would have the power to indemnify him or her against such liability under the provisions of this 
Article or under the provisions of the Act. 

 MISCELLANEOUS PROVISIONS ARTICLE 9.

9.1 Notice.  Any notice required or permitted to be given under these Regional Bylaws in 
writing shall be deemed to have been delivered if delivered in person or if sent by United States 
mail, overnight delivery, telegraph (charges prepaid), facsimile, or email and addressed to such 
person at the address shown on the records of the Corporation or the address supplied by him or 
her to the Corporation for the purpose of notice.  If such notice is sent by mail, it shall be deemed 
to have been given to the person entitled thereto when deposited in the United States mail. 
 
9.2 Amendments.  These Bylaws and the Corporation’s Certificate of Incorporation may be 
amended or repealed only by action of the Member. 
 
9.3 Execution of Contracts.  The Member’s Board may authorize any officer or officers and 
any agent or agents to enter into any contract or execute any instrument in the name of, and on 
behalf of, the Corporation, and such authority may be general or limited to specified instances.  
No officer, agent, or employee shall have any power or authority to bind or obligate the 
Corporation by any commitment, contract, or engagement, or to pledge its credit or render it 
liable for any purpose or in any amount unless duly authorized by the Member’s Board. 
 

0150



 13  
DM_US 74515983-1.052513.0064  

9.4 Compensation for Services.  The Corporation may reimburse any Regional Director for 
expenses incurred in connection with fulfilling his or her duties as a member of the Regional 
Board, provided that the amount of such reimbursement is reasonable. 
 
9.5 Status of Regional Board.  The Regional Board shall constitute a peer review body 
under Chapter 368 of the Connecticut General Statutes and similar statutes in other states in 
which the Corporation operates. 
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AMENDED AND RESTATED 
 

CERTIFICATE OF INCORPORATION 
 

OF 
 

THE CHARLOTTE HUNGERFORD HOSPITAL 
 

1. The name of the corporation is The Charlotte Hungerford Hospital (the 
“Corporation”). 

2. The Corporation is organized and shall be operated exclusively for charitable, 
scientific, literary or educational purposes within the meaning of Section 501(c)(3) of the 
Internal Revenue Code of 1986, as amended (the “Code”).  The Corporation shall be operated as 
a component part of the integrated health care delivery system of which the parent is Hartford 
HealthCare Corporation (the “System”).  The nature and activities to be conducted, or the 
purposes to be promoted or carried out by the Corporation, are as follows: 

2.1. establishing and maintaining one or more hospitals or other health care 
facilities in the City of Torrington, Connecticut and in additional communities served by the 
Corporation; 

2.2. providing health and wellness services and promoting and improving the 
general health and welfare of the communities served by the Corporation; 

2.3. engaging in medical and scientific research, and in educational and other 
activities to promote and improve the general health and welfare of the communities served by 
the Corporation; 

2.4. making grants to organizations within the System recognized as exempt 
from federal income tax under Section 501(c)(3) of the Code;  

2.5. conducting activities, either directly or through related organizations 
recognized as exempt from federal income tax under Section 501(c)(3) of the Code, to raise 
funds in furtherance of the foregoing purposes of the Corporation, subject, however, to all 
limitations on the nature or extent of such activities applicable to organizations recognized as 
exempt from federal income tax under Section 501(c)(3) of the Code; and 

2.6. in furtherance of the foregoing, engaging in any lawful act or activity for 
which corporations may be formed under the Revised Nonstock Corporation Act of the State of 
Connecticut (the “Act”) as the same may be amended from time to time. 

3. The Corporation is nonprofit and shall not have or issue shares of stock or make 
distributions or pay dividends. 

4. The Corporation shall have a single member, namely, Hartford HealthCare 
Corporation, a Connecticut nonstock corporation (the “Member”).  The Member shall have the 
exclusive power to elect directors of the Corporation (“Directors”) and to remove Directors with 
or without cause, shall have the exclusive power to adopt, amend, and repeal the Bylaws of the 
Corporation (the “Bylaws”), and shall have such other rights, powers, and responsibilities as are 
accorded to members under the Act, this Certificate of Incorporation, or the Bylaws. 
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5. Notwithstanding any other provision of this Certificate of Incorporation to the 
contrary, the Corporation shall not carry on any activities not permitted to be carried on: (a) by 
an organization exempt from federal income tax under Section 501(a) of the Code as an 
organization described in Section 501(c)(3) of the Code; or (b) by an organization, contributions 
to which are deductible under Section 170(c)(2) of the Code. 

6. The net earnings of the Corporation or any part thereof may not be distributed to 
or inure to the benefit of any private individual or a Director or officer of the Corporation.  
However, nothing herein shall restrict the right of the Corporation to reasonably compensate any 
officer, Director or other individual for services rendered to the Corporation or to reimburse any 
officer, Director or other individual for expenses, disbursements or liabilities properly made or 
incurred, on account of that individual’s service to the Corporation. 

7. A substantial part of the activities of the Corporation shall not consist of the 
carrying on of propaganda or attempting to influence legislation except to the extent permitted by 
Section 501(h) of the Code.  The Corporation may not participate in or intervene in (including 
the publication or distribution of statements) any political campaign on behalf of (or in 
opposition to) any candidate for public office. 

8. Upon dissolution of the Corporation, the Board shall dispose of and distribute the 
assets remaining, after payment of all liabilities, exclusively for the purposes of the Corporation, 
to the Member exclusively for its charitable, scientific, literary or educational purposes, provided 
the Member shall be then exempt from federal taxation as an organization described in Section 
501(c)(3) of the Code.  If the Member shall not be so qualified as an organization described in 
Section 501(c)(3) of the Code, then the Board shall dispose of and distribute the assets 
remaining, after payment of all liabilities, exclusively for the charitable, scientific, literary or 
educational purposes of the Corporation, to one or more organizations as shall be then exempt 
from federal taxation as an organization or organizations described in Section 501(c)(3) of the 
Code, in such proportions and amounts and in such manner as the Board shall determine.  No 
part of the Corporation’s assets shall ever be distributed to its Directors or officers, or inure to 
the benefit of any private individual. 

9. The personal liability of a Director of the Corporation to the Corporation for 
monetary damages for breach of duty as a Director of the Corporation shall be limited to the 
fullest extent permitted by the Act or any other applicable laws presently or hereafter in effect.  
Without limiting the effect of the preceding sentence, no Director of the Corporation shall be 
personally liable to the Corporation for monetary damages for breach of duty as a Director of the 
Corporation in an amount greater than the compensation received by the Director for serving the 
Corporation during the year of the violation if such breach did not:  (i) involve a knowing and 
culpable violation of law by the Director; (ii) enable the Director, or an associate, as defined in 
Section 33-840 of the Connecticut General Statutes, to receive an improper personal economic 
gain; (iii) show a lack of good faith and a conscious disregard for the duty of the Director to the 
Corporation under circumstances in which the Director was aware that his or her conduct or 
omission created an unjustifiable risk of serious injury to the Corporation; or (iv) constitute a 
sustained and unexcused pattern of inattention that amounted to an abdication of the Director’s 
duty to the Corporation.  No amendment to, or modification or repeal of, this Article 9 shall 
adversely affect any right or protection of a Director of the Corporation existing hereunder with 
respect to any act or omission occurring prior to such amendment, modification or repeal.  
Nothing contained in this Article 9 shall be construed to deny to the Directors of the Corporation 
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the benefit of Section 52-557m of the Connecticut General Statutes as in effect at the time of the 
violation. 

10. The Corporation shall, to the fullest extent permitted by law, indemnify any 
Director, officer, or committee member of the Corporation (and, to the extent provided in a 
resolution of the Member’s Board of Directors or by contract, may indemnify any employee, 
agent, or volunteer of the Corporation) (collectively, the “Agents”) who was or is a party to or 
threatened to be made a party to any threatened, pending, or completed action, suit, or 
proceeding by reason of the fact that the person is or was an Agent, or is or was serving at the 
request of the Corporation as an Agent of another corporation, partnership, joint venture, trust, or 
other enterprise, whether for-profit or not-for-profit, against expenses, including attorney’s fees 
(other than taxes, penalties, or expenses of correction), judgments, penalties, fines, and amounts 
paid in settlement actually and reasonably incurred by the Agent in connection with the action, 
suit, or proceeding if the Agent acted in good faith and in a manner that the Agent reasonably 
believed to be in or not opposed to the best interests of the Corporation, and with respect to any 
criminal proceeding, if the Agent had no reasonable cause to believe his or her conduct was 
unlawful. 

11. The name and address of the initial registered agent of the Corporation is The Legal 
Department, Hartford HealthCare Corporation, 85 Jefferson Ave., Hartford, CT 06106. 

12. References in this Certificate of Incorporation to the Act shall be deemed to 
include amendments adopted from time to time to such Act, and references to a Section of the 
Code shall be construed to refer both to such Section and to the regulations promulgated 
thereunder, as they now exist or as the same may hereafter be amended from time to time (or the 
corresponding provision of any future United States Internal Revenue Law). 
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HARTFORD HEALTHCARE CORPORATION 

BOARD POLICY – RECOMMENDATIONS FROM NORTHWEST REGION BOARD 
TO HHC BOARD 

Date:  ______________ 

Purpose:  This policy sets forth those items for which the Northwest Region Board may make 
recommendations to the Hartford HealthCare Corporation (“HHC”) Board during the three (3)-
year “Transitional Period” under the Affiliation Agreement between HHC and Charlotte 
Hungerford Hospital (“CHH”) dated __________. 

Affected HHC Member Organizations: 
• The Charlotte Hungerford Hospital 

 
Policy: 

For a period of not less than three (3) years from the closing of the transactions contemplated by 
the Affiliation Agreement between HHC and CHH dated _____________, the Northwest Region 
Board may make recommendations to the HHC Board regarding the following items: 

1. Annual operating and capital budgets as developed by CHH consistent with HHC’s 
strategic plan; 

2. Amendments to the Certificate of Incorporation of CHH;  

3. A transfer of substantially all of the assets of CHH; and 

4. The initiation of new lines of service, or termination of material existing services, in 
accordance with the Affiliation Agreement. 
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THE CHARLOTTE HUNGERFORD HOSPITAL – BOARD OF DIRECTOR’S POLICY 

CORPORATORS Dated: _______________ 

______________________________________________________________________________ 

I. General.  The Charlotte Hungerford Hospital (the “Hospital”) will have Corporators.
Corporators serve in an honorary capacity, and except as provided in this Policy,
Corporators, in such capacity, have no right to notice of or to vote at any meeting of the
Board of Directors of the Hospital (the “Hospital Board”), shall not be considered for
purposes of establishing a quorum at meetings of the Hospital Board, and shall have no
other rights or responsibilities.

II. Election.  Corporators are elected at the annual meeting of the Corporators from among
nominees submitted to such meeting by the Hospital Board Chair, upon a vote of two-
thirds of the Corporators present at such annual meeting.  Each Corporator's term of
office shall expire at the fifth annual meeting of the Corporators following the date on
which such Corporator is elected.  There shall be no limit to the number of terms which a
Corporator may serve.  The Corporators shall continue to support the Hospital and serve
in an advisory capacity, advocating the Hospital’s role and mission in the community and
providing a perspective on the needs of the community to the Hospital.

III. Meetings of Corporators.  There will be an annual meeting of the Corporators.  Other
meetings may be called by the Hospital Board Chair.  At the annual meeting, the
Corporators will hear reports of the Hospital’s services and have the opportunity for
comment and discussion.  The time, place, and manner of notice of such meetings shall
be determined by the Hospital Board.

IV. Transfer, Removal, Withdrawal.  A Corporator may not transfer his or her status as a
Corporator, and such status shall terminate upon death, voluntary withdrawal,
resignation, or removal by either the Hospital Board or the Hospital’s Member.

V. Voting.  Although Corporators have no vote on Hospital corporate matters, the Hospital
Board may from time to time submit matters to the Corporators for an advisory opinion.
Each Corporator has one vote on a matter submitted to Corporators for vote.  Voting shall
be in person, at a meeting called for that purpose, and there shall be no voting by proxy.
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Exhibit 4.4.1 
CHH Debt Documents 

1. Loan Agreement by and among State of Connecticut Health and Education Facilities
Authority (“CHEFA”), CHH and Salisbury Bank and Trust Company dated as of
February 1, 2016.

2. Tax Regulatory Agreement by and between CHEFA and CHH dated as of February 23,
2016.

3. Business Loan Agreement by and between CHH and Santander Bank, N.A. dated as of
September 11, 2014 (as amended).
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Redacted 
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Exhibit 5.2.2 

CHH Material Clinical Services 

Anesthesia 
Behavioral Health Services (Adult, Child and Adolescent) 

- Inpatient
- Outpatient
- Partial Hospitalization Program

Cardiology 
Critical Care Unit 
Diagnostic Imaging 
Emergency Departments in Torrington and Winsted 
Endocrinology/Diabetes Management 
Gastroenterology 
Hospitalist Services 
Infectious Disease 
Internal Medicine 
Med/Surge/Telemetry Inpatient Beds  
Inpatient Laboratory Services 
Neurology 
Oncology 
Pharmacy 
Pulmonary 
Orthopedics Outpatient  
Sleep Lab 
Radiation Therapy 
Rehabilitation Services 
Maternity and Women/Infant Services 
Radiation Therapy 
Respiratory Services 
Surgical Services  

- General
- Endoscopy
- Orthopedics
- Otolaryngology

Urgent Care 
Urology 
Wound Care 
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Exhibit 5.6 

CHH Projected EHR Costs 

Projected annual capital and operational costs: $447,480 
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Exhibit 5.7 
to the Affiliation Agreement 

Redacted 
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Exhibit 6.2 

CHH Senior Management 

John Capobianco 

Brian Mattiello 

Daniel McIntyre 

Mark Prete 

Susan Schapp 

0164



Exhibit 8 
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Redacted 
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Exhibit 9 
to the Affiliation Agreement 

Redacted 
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Community Health Improvement Plan 

Strategic Area #1: Promote Healthy Behaviors and Lifestyles 
OBJECTIVES STRATEGIES BASELINE 2015 STATUS 

Decrease overall tobacco use, 
and specifically e-cigarette 
use among teens, as well as 
smoking during pregnancy – 
all measures to be below 
state average. 
 

1) Offer “Freedom From Smoking” in 
conjunction with the American Lung 
Association at no charge to the 
public and our workforce - 3X per 
year. 
 

2) Support school-based interventions 
through Tar Wars program model.  
Tar Wars is a tobacco-free 
education program for fourth- and 
fifth-grade students designed by the 
AAFP. The program is designed to 
teach kids about the short-term 
health effects of tobacco use, the 
cost associated with using tobacco 
products, and the advertising 
techniques used by the tobacco 
industry to market their products to 
youth.  

 
3) Worksite Policy and Signage 

assistance – provide to area 
businesses tobacco free policies 
and signage without cost to the 
employer.   

 

21% tobacco users in Litchfield 
County versus state average of 
16%. 
 
E-cigarette use among youths at 
5.3% in CT vs. 2.2% nationally. 
 
Area residents more frequently 
reported than state residents on 
average: heavy drinking and 
current smoking. 
 
Mothers in the Torrington and 
Winsted communities reported the 
highest levels of smoking during 
pregnancy in the state. 
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INTRODUCTION:  
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $285,320,072 $296,582,396 $296,582,396 $315,140,091 $0 $315,140,091 $330,897,096 $22,544,613 $353,441,709 $347,441,950 $35,085,977 $382,527,927
2 Less  Allowances $163,958,209 $179,403,570 $179,403,570 $195,087,783 $0 $195,087,783 $210,840,619 $14,191,833 $225,032,452 $227,385,796 $22,194,906 $249,580,702
3 Less  Charity Care $1,613,966 $1,921,231 $1,921,231 $2,192,000 $0 $2,192,000 $2,442,000 $174,745 $2,616,745 $2,692,000 $269,642 $2,961,642
4 Less  Other Deductions $3 618 253 $3 029 323 $3 029 323 $4 335 905 $0 $4 335 905 $5 692 450 $0 $5 692 450 $5 692 450 $0 $5 692 450

Net Patient Service Revenue $116,129,644 $112,228,272 $0 $112,228,272 $113,524,403 $0 $113,524,403 $111,922,027 $8,178,034 $120,100,061 $111,671,704 $12,621,429 $124,293,133
5 Medicare $58 234 724 $53 947 686 $53 947 686 $54 426 575 $0 $54 426 575 $53 989 175 $5 527 166 $59 516 341 $53 870 430 $8 316 346 $62 186 776
6 Medicaid $16 100 018 $16 132 305 $16 132 305 $17 751 385 $0 $17 751 385 $18 572 655 $1 285 559 $19 858 214 $18 540 168 $1 674 815 $20 214 983
7 CHAMPUS & TriCare $513 942 $545 284 $545 284 $551 581 $0 $551 581 $543 776 $48 054 $591 830 $542 580 $61 791 $604 371
8 Other - State Tax ($3 618 253) ($3 029 323) ($3 029 323) ($4 335 905) $0 ($4 335 905) ($5 692 450) $0 ($5 692 450) ($5 692 450) $0 ($5 692 450)

Total Government $71,230,431 $67,595,952 $0 $67,595,952 $68,393,636 $0 $68,393,636 $67,413,156 $6,860,779 $74,273,935 $67,260,728 $10,052,952 $77,313,680
9 Commercial Insurers $40 744 154 $40 821 566 $40 821 566 $41 293 016 $0 $41 293 016 $40 708 657 $1 235 082 $41 943 739 $40 619 121 $2 454 315 $43 073 436

10 Uninsured $0 $0 $0 $0 $0 $0 $0
11 Self Pay $3 140 646 $2 999 925 $2 999 925 $3 034 572 $0 $3 034 572 $2 991 628 $26 110 $3 017 738 $2 985 048 $40 012 $3 025 060
12 Workers Compensation $1 014 413 $810 829 $810 829 $803 179 $0 $803 179 $808 586 $56 063 $864 649 $806 807 $74 150 $880 957
13 Other $0 $0 $0 $0 $0 $0 $0

Total Non Government $44,899,213 $44,632,320 $0 $44,632,320 $45,130,767 $0 $45,130,767 $44,508,871 $1,317,255 $45,826,126 $44,410,976 $2,568,477 $46,979,453

Net Patient Service Revenuea (Government+Non
Government) $116,129,644 $112,228,272 $0 $112,228,272 $113,524,403 $0 $113,524,403 $111,922,027 $8,178,034 $120,100,061 $111,671,704 $12,621,429 $124,293,133

14 Less  Provision for Bad Debts $2,393,914 $2,217,010 $2,217,010 $2,355,000 $0 $2,355,000 $2,481,728 $125,086 $2,606,814 $2,605,815 $168,145 $2,773,960
Net Patient Service Revenue less provision for bad 
debts $113,735,730 $110,011,262 $0 $110,011,262 $111,169,403 $0 $111,169,403 $109,440,299 $8,052,949 $117,493,248 $109,065,889 $12,453,284 $121,519,173

15 Other Operating Revenue $6 810 204 $6 421 375 $6,421,375 $5 100 877 $0 $5,100,877 $5 100 000 $0 $5,100,000 $5 100 000 $0 $5,100,000
17 Net Assets Released from Restrictions $0 $0 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $120,545,934 $116,432,637 $0 $116,432,637 $116,270,280 $0 $116,270,280 $114,540,299 $8,052,949 $122,593,248 $114,165,889 $12,453,284 $126,619,173

B. OPERATING EXPENSES
1 Salaries and Wages $57 705 714 $56 132 840 $56 132 840 $54 990 438 $0 $54 990 438 $55 140 438 $632 160 $55 772 598 $56 117 545 $564 600 $56 682 145
2 Fringe Benef ts $14,254,317 $13,441,271 $13,441,271 $13,703,181 $0 $13,703,181 $13,729,969 $193,264 $13,923,233 $13,973,269 $219,020 $14,192,289
3 Physicians Fees $5,055,157 $8,294,594 $8,294,594 $7,545,041 $0 $7,545,041 $7,620,491 $1,600,000 $9,220,491 $7,696,696 $1,700,000 $9,396,696
4 Supp ies and Drugs $15,718,481 $15,343,255 $15,343,255 $15,257,233 $0 $15,257,233 $15,409,805 $1,477,386 $16,887,191 $15,563,903 $2,285,309 $17,849,212
5 Depreciation and Amortization $5 917 387 $6 314 689 $6 314 689 $6 705 908 $0 $6 705 908 $7 405 908 $0 $7 405 908 $7 605 908 $714 286 $8 320 194
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $0 $0 $0 $56 096 $0 $56 096 $269 441 $0 $269 441 $254 679 $0 $254 679
8 Malpractice Insurance Cost $2 407 852 $2 173 204 $2 173 204 $2 164 370 $0 $2 164 370 $2 186 014 $0 $2 186 014 $2 207 874 $0 $2 207 874
9 Lease Expense $1 707 428 $1 368 112 $1 368 112 $1 586 250 $0 $1 586 250 $1 602 113 $0 $1 602 113 $1 618 134 $0 $1 618 134

10 Other Operating Expenses $19 212 910 $20 056 419 $20 056 419 $19 281 489 $0 $19 281 489 $19 474 304 ($314 000) $19 160 304 $19 669 047 ($685 000) $18 984 047
TOTAL OPERATING EXPENSES $121,979,246 $123,124,384 $0 $123,124,384 $121,290,006 $0 $121,290,006 $122,838,483 $3,588,810 $126,427,293 $124,707,055 $4,798,215 $129,505,270

INCOME/(LOSS) FROM OPERATIONS ($1,433,312) ($6,691,747) $0 ($6,691,747) ($5,019,726) $0 ($5,019,726) ($8,298,184) $4,464,139 ($3,834,045) ($10,541,166) $7,655,068 ($2,886,098)

NON OPERATING REVENUE $2,960,711 $2,460,572 $2,460,572 $1,915,000 $0 $1,915,000 $1,900,000 $0 $1,900,000 $1,800,000 $0 $1,800,000

EXCESS/(DEFICIENCY) OF REVENUE OVER 
EXPENSES $1,527,399 ($4,231,175) $0 ($4,231,175) ($3,104,726) $0 ($3,104,726) ($6,398,184) $4,464,139 ($1,934,045) ($8,741,166) $7,655,068 ($1,086,098)

Principal Payments $0 $0 $0 $0 $0 $0 $0 $0 $0 $0

C. PROFITABILITY SUMMARY
1 Hosp tal Operating Margin 1.2% 5.6% 0.0% 5.6% 4.2% 0.0% 4.2% 7.1% 55.4% 3.1% 9.1% 61.5% 2.2%
2 Hosp tal Non Operating Margin 2.4% 2.1% 0.0% 2.1% 1.6% 0.0% 1.6% 1.6% 0.0% 1.5% 1.6% 0.0% 1.4%
3 Hosp tal Total Margin 1.2% 3.6% 0.0% 3.6% 2.6% 0.0% 2.6% 5.5% 55.4% 1.6% 7.5% 61.5% 0.8%

D. FTEs 753 755 755 757 0 757 757 10 767 757 8 765

E. VOLUME STATISTICSc
1 Inpatient Discharges 6 030 5 544 5,544 5 513 0 5,513 5 513 677 6,190 5 513 1 020 6,533
2 Outpatient Visits 279 094 332 769 332,769 336 259 0 336,259 336 259 540 336,799 336 259 690 336,949

TOTAL VOLUME 285,124 338,313 0 338,313 341,772 0 341,772 341,772 1,217 342,989 341,772 1,710 343,482

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

aTotal amount should equal the total amount on ce l line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For add tional information, refer to FASB, No.2011-07, July 2011.

without, incremental to and with the CON proposal in the following reporting format
Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics

                                                                        NON PROFIT                                                                                                                                                                  
Applicant: The Charlotte Hungerford Hospital
Financial Worksheet (A)
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $5 657 713 000 $6 061 410 000 $6 061 410 000 $5 937 701 000 $0 $5 937 701 000 $5 938 341 000 $353 441 709 $6 291 782 709 $5 980 652 000 $382 527 927 $6 363 179 927
2 Less  Allowances $3 318 875 000 $3 611 441 000 $3 611 441 000 $3 478 085 000 $0 $3 478 085 000 $3 404 442 000 $225 032 452 $3 629 474 452 $3 380 331 000 $249 580 702 $3 629 911 702
3 Less  Charity Care $49,416,000 $50,326,000 $50,326,000 $42,001,000 $0 $42,001,000 $42,103,000 $2,616,745 $44,719,745 $42,443,000 $2,961,642 $45,404,642
4 Less  Other Deductions $0 $0 $0 $0 $5,692,450 $5,692,450 $5,692,450 $5,692,450

Net Patient Service Revenue $2,289,422,000 $2,399,643,000 $0 $2,399,643,000 $2,417,615,000 $0 $2,417,615,000 $2,491,796,000 $120,100,061 $2,611,896,061 $2,557,878,000 $124,293,133 $2,682,171,133
5 Medicare $881 022 000 $924 165 000 $924 165 000 $934 937 000 $0 $934 937 000 $962 633 000 $59 516 341 $1 022 149 341 $987 306 000 $62 186 776 $1 049 492 776
6 Medicaid $286 446 000 $300 474 000 $300 474 000 $303 976 000 $0 $303 976 000 $312 981 000 $19 858 214 $332 839 214 $321 003 000 $20 214 983 $341 217 983
7 CHAMPUS & TriCare $13 871 000 $14 550 000 $14 550 000 $14 720 000 $0 $14 720 000 $15 156 000 $591 830 $15 747 830 $15 545 000 $604 371 $16 149 371
8 Other ($70 250 000) ($75 581 000) ($75 581 000) ($86 459 000) $0 ($86 459 000) ($86 459 000) ($5 692 450) ($92 151 450) ($86 459 000) ($5 692 450) ($92 151 450)

Total Government $1,111,089,000 $1,163,608,000 $0 $1,163,608,000 $1,167,174,000 $0 $1,167,174,000 $1,204,311,000 $74,273,935 $1,278,584,935 $1,237,395,000 $77,313,680 $1,314,708,680
9 Commercial Insurers $1 126 534 000 $1 181 700 000 $1 181 700 000 $1 195 474 000 $0 $1 195 474 000 $1 230 889 000 $41 943 739 $1 272 832 739 $1 262 437 000 $43 073 436 $1 305 510 436

10 Uninsured $0 $0 $0 $0 $0 $0 $0
11 Self Pay $25 248 000 $26 485 000 $26 485 000 $26 794 000 $0 $26 794 000 $27 587 000 $3 017 738 $30 604 738 $28 294 000 $3 025 060 $31 319 060
12 Workers Compensation $24,745,000 $25,957,000 $25,957,000 $26,259,000 $0 $26,259,000 $27,037,000 $864,649 $27,901,649 $27,730,000 $880,957 $28,610,957
13 Other $1,806,000 $1,893,000 $1,893,000 $1,915,000 $0 $1,915,000 $1,972,000 $0 $1,972,000 $2,022,000 $0 $2,022,000

Total Non Government $1,178,333,000 $1,236,035,000 $0 $1,236,035,000 $1,250,442,000 $0 $1,250,442,000 $1,287,485,000 $45,826,126 $1,333,311,126 $1,320,483,000 $46,979,453 $1,367,462,453

Net Patient Service Revenuea (Government+Non Government) $2,289,422,000 $2,399,643,000 $0 $2,399,643,000 $2,417,616,000 $0 $2,417,616,000 $2,491,796,000 $120,100,061 $2,611,896,061 $2,557,878,000 $124,293,133 $2,682,171,133
14 Less  Provision for Bad Debts $50 042 000 $37 690 000 $37,690,000 $45 813 000 $0 $45,813,000 $45 818 000 $2 606 814 $48,424,814 $46 144 000 $2 773 960 $48,917,960

Net Patient Service Revenue less provision for bad debts $2,239,380,000 $2,361,953,000 $0 $2,361,953,000 $2,371,802,000 $0 $2,371,802,000 $2,445,978,000 $117,493,248 $2,563,471,248 $2,511,734,000 $121,519,173 $2,633,253,173
15 Other Operating Revenue $192,865,000 $305,675,000 $305,675,000 $210,896,000 $0 $210,896,000 $189,054,000 $5,100,000 $194,154,000 $189,054,000 $5,100,000 $194,154,000
17 Net Assets Released from Restrictions $14,350,000 $13,086,000 $13,086,000 $19,507,000 $0 $19,507,000 $19,507,000 $0 $19,507,000 $19,507,000 $0 $19,507,000

TOTAL OPERATING REVENUE $2,446,595,000 $2,680,714,000 $0 $2,680,714,000 $2,602,205,000 $0 $2,602,205,000 $2,654,539,000 $122,593,248 $2,777,132,248 $2,720,295,000 $126,619,173 $2,846,914,173

B. OPERATING EXPENSES
1 Salaries and Wages $1 122 021 000 $1 181 760 000 $1 181 760 000 $1 193 632 000 $0 $1 193 632 000 $1 239 977 000 $55 772 598 $1 295 749 598 $1 281 763 000 $56 682 145 $1 338 445 145
2 Fringe Benef ts $283 891 000 $278 044 000 $278 044 000 $313 060 000 $0 $313 060 000 $331 258 000 $13 923 233 $345 181 233 $348 050 000 $14 192 289 $362 242 289
3 Physicians Fees $74 842 000 $79 213 000 $79 213 000 $72 635 000 $0 $72 635 000 $73 463 000 $9 220 491 $82 683 491 $74 923 000 $9 396 696 $84 319 696
4 Supp ies and Drugs $390 438 000 $413 242 000 $413 242 000 $378 922 000 $0 $378 922 000 $383 247 000 $16 887 191 $400 134 191 $390 863 000 $17 849 212 $408 712 212
5 Depreciation and Amortization $125 330 000 $138 197 000 $138 197 000 $151 766 000 $0 $151 766 000 $163 261 000 $7 405 908 $170 666 908 $172 463 000 $8 320 194 $180 783 194
6 Provision for Bad Debts-Otherb $0 $618,000 $618,000 $47,000 $0 $47,000 $46,000 $0 $46,000 $46,000 $0 $46,000
7 Interest Expense $25 328 000 $27 682 000 $27 682 000 $30 116 000 $0 $30 116 000 $30 566 000 $269 441 $30 835 441 $30 553 000 $254 679 $30 807 679
8 Malpractice Insurance Cost $22 352 000 $29 287 000 $29 287 000 $30 324 000 $0 $30 324 000 $28 938 000 $2 186 014 $31 124 014 $30 095 000 $2 207 874 $32 302 874
9 Lease Expense $0 $0 $0 $0 $1,602,113 $1,602,113 $0 $1,618,134 $1,618,134

10 Other Operating Expenses $372,386,000 $397,120,000 $397,120,000 $403,690,000 $0 $403,690,000 $363,965,000 $19,160,304 $383,125,304 $337,133,000 $18,984,047 $356,117,047
TOTAL OPERATING EXPENSES $2,416,588,000 $2,545,163,000 $0 $2,545,163,000 $2,574,192,000 $0 $2,574,192,000 $2,614,721,000 $126,427,293 $2,741,148,293 $2,665,889,000 $129,505,270 $2,795,394,270

INCOME/(LOSS) FROM OPERATIONS $30,007,000 $135,551,000 $0 $135,551,000 $28,013,000 $0 $28,013,000 $39,818,000 ($3,834,045) $35,983,955 $54,406,000 ($2,886,098) $51,519,902

NON OPERATING REVENUE ($13,368,000) $71,685,000 $71,685,000 $43,900,000 $0 $43,900,000 $36,658,000 $1,900,000 $38,558,000 $36,603,000 $1,800,000 $38,403,000

EXCESS/(DEFICIENCY) OF REVENUE OVER EXPENSES $16,639,000 $207,236,000 $0 $207,236,000 $71,913,000 $0 $71,913,000 $76,476,000 ($1,934,045) $74,541,955 $91,009,000 ($1,086,098) $89,922,902

Principal Payments $23,036,000 $19 704 000 $19,704,000 $52 582 000 $0 $52,582,000 $14 220 000 $0 $14,220,000 $15 048 000 $0 $15,048,000

C. PROFITABILITY SUMMARY
1 Hosp tal Operating Margin 1.2% 4.9% 0.0% 4.9% 1.1% 0.0% 1.1% 1.5% 3.1% 1.3% 2.0% 2.2% 1.8%
2 Hosp tal Non Operating Margin 0.5% 2.6% 0.0% 2.6% 1.7% 0.0% 1.7% 1.4% 1.5% 1.4% 1.3% 1.4% 1.3%
3 Hosp tal Total Margin 0.7% 7.5% 0.0% 7.5% 2.7% 0.0% 2.7% 2.8% 1.6% 2.6% 3.3% 0.8% 3.1%

D. FTEs 15,193 14,691 14,691 14,691 0 14,691 14,691 767 15,458 14,691 765 15,456

E. VOLUME STATISTICSc

1 Inpatient Discharges 81 517 78 681 78,681 80 317 0 80,317 81 009 6 190 87,199 81 708 6 533 88,241
2 Outpatient Visits 1,473,793 1,578,953 1,578,953 1,546,728 0 1,546,728 1,548,142 336,799 1,884,941 1,549,608 336,949 1,886,557

TOTAL VOLUME 1,555,310 1,657,634 0 1,657,634 1,627,045 0 1,627,045 1,629,151 342,989 1,972,140 1,631,316 343,482 1,974,798
aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which wi l change due to the proposal.

                                                                        NON PROFIT                                                                                                                                                                  
Applicant: Hartford HealthCare Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without  incremental to and with the CON proposal in the following reporting format

0311



Assumptions Used in Developing Projections  
in the Financial Worksheet 

 
Hartford HealthCare 
 
The base year in the Financial Worksheet of FY 2017 is the HHC operating budget FY 
2017.  The operating budget for HHC is based on 80,317 discharges for its acute care 
facilities. 
 
FY 2018 and FY 2019 have increases in discharges of approximately 0.9% and 
outpatient visits have an increase of approximately 0.09% in each year. 
 
Net revenues for FY 2018 have an overall rate increase in FY 2018 of approximately 
2.6% and in FY 2019 of approximately 2.0%. 
 
The FY 2018 and FY 2019 projections have an adjustment for salaries of 2.75% in FY 
2018 and 3.0% In FY 2019. 

 
The Charlotte Hungerford Hospital 

 
Without CON 

 
The base year in the Financial Worksheet of FY 2017 is TCHH’s operating budget FY 
2017.  The operating budget for TCHH is based on 5,513 inpatient discharges. 
 
FY 2018 and FY 2019 have flat growth for both inpatient discharges and outpatient 
visits. 
 
Net revenues for FY 2018 have an overall decrease in FY 2018 of approximately -1.4% 
and in FY 2019 of approximately -0.02%. 
 
The FY 2018 and FY 2019 projections have no adjustment for salaries in FY 2018 and 
FY 2019, however market adjustments are funded at $150,000 per year. 
 
Fringe benefits are calculated at 24.9% of salaries. 
 
An overall 1% increase in expenses is assumed for FY 2018 and FY 2019. 
 
Gross Revenue is based on a 5% price increase, flat volume and allowances 
(commercial payer increase, reduction in governmental reimbursement and payer mix 
shift from commercial to Medicaid). 
 
An additional $250,000 is added to charity care in FY 2018 and FY 2019. 
 
Provision for bad debt is calculated as 0.75% of Gross Revenue 
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Operating Revenue is flat.  
 
Depreciation and Amortization increases are in FY 2018 are due to ER renovation and 
$200,000 for routine capital expenses.  In FY 2019, $200,000 is added due to routine 
capital expenses.    
 

With CON 
 

For the Financial Worksheet “With CON” columns, consultant support was secured to 
provide organic financial projections for TCHH.  These projections factored in population, 
payer mix, market share and utilization factors.  From this baseline, potential 
opportunities for market growth identified in connection with developing the Affiliation 
Agreement were layered on top of the organic financial projections.  By incorporating these 
“With CON” potential scenarios, we identified several revenue and expense enhancements.   
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1

Greer, Leslie

From: Carney, Brian
Sent: Wednesday, December 28, 2016 3:39 PM
To: Greer, Leslie
Cc: Riggott, Kaila
Subject: FW: 16-32135- Transfer of Ownership of Charlotte Hungerford Hospital
Attachments: 16-32135-CON Charlotte TOO Completeness Final.docx

Leslie, please add to record. 
 
Brian A. Carney, MBA 
Office of Health Care Access 
  
Phone: (860) 418‐7014 
Fax:        (860) 418 7053 
Email:    brian.carney@ct.gov 
 
 
 
 

From: Carney, Brian  
Sent: Wednesday, December 28, 2016 3:28 PM 
To: Veyberman, Alla; Lazarus, Steven; Cotto, Carmen 
Cc: Riggott, Kaila 
Subject: 16-32135- Transfer of Ownership of Charlotte Hungerford Hospital 
 
Just an FYI to the team: 
 
Please see attached completeness letter (emailed today).  
 
Brian 
 
Brian A. Carney, MBA 
Associate Research Analyst 
Office of Health Care Access 
CT Department of Public Health  
410 Capitol Avenue, MS #13HCA 
P.O. Box 340308 
Hartford, CT 06134‐0308 
  
Phone: (860) 418‐7014 
Fax:        (860) 418 7053 
Email:    brian.carney@ct.gov 
Web:     www.ct.gov/ohca 
 



Office of Health Care Access 

 

Phone: (860) 418-7001 • Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

 
December 28, 2016         Via Email Only 
 
Ms. Barbara Durdy 
Hartford HealthCare 
Director, Strategic Planning 
181 Patricia M. Genova Blvd. 
Newington, CT 06111 
barbara.durdy@hhchealth.org 
 
 
RE: Certificate of Need Application: Docket Number: 16-32135-CON 

Transfer of ownership of The Charlotte Hungerford Hospital to Hartford HealthCare 
Corporation  
Certificate of Need Completeness Letter 
 

Dear Ms. Durdy: 
 
On November 28, 2016, OHCA received the Certificate of Need application from The Charlotte 
Hungerford Hospital (“TCHH” or “Hospital”) and Hartford HealthCare Corporation (“HHC”), seeking 
authorization to transfer ownership of TCHH to HHC. OHCA requests additional information pursuant 
to Connecticut General Statutes §19a-639a(c). Please “reply all” to electronically confirm receipt of 
this email as soon as you receive it. Provide responses to the questions below in both a Word 
document and PDF format as an attachment to a responding email. Please email your responses to 
each of the following email addresses: OHCA@ct.gov and Kaila.Riggott@ct.gov. 
 
Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question before 
providing your response. Information filed after the initial CON application submission (e.g., 
completeness response letter, prefiled testimony, late file submissions, etc.) must be numbered 
sequentially from the Applicant’s preceding document. Begin your submission using Page 323 and 
reference “Docket Number: 16-32135-CON.” 
 
Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your response to 
this request for additional information no later than sixty days after the date this request was 

mailto:OHCA@ct.gov
mailto:Kaila.Riggott@ct.gov
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Phone: (860) 418-7001 • Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

transmitted. Therefore, please provide your written responses to OHCA no later than February 26, 
2017, otherwise your application will be automatically considered withdrawn. 
 

1. Does this proposal include any sale or transfer of net assets of TCHH as defined as transfer of 
ownership under 19a-630(16) of the Connecticut General Statutes? 

2. The organizational chart provided on page 168 does not list the Urology Center of NW CT, 
LLC. Is this entity still affiliated with TCHH? Please explain. 

 
3. Describe the overall benefits (i.e., financial, non-financial) of this proposal to HHC and its 

affiliates. 
 

4. How many members are currently on the Northwest Region Board (“NRB”)? What is the 
process for selecting board members? Provide the name, title and affiliation of each current 
member. 

 
5. What criteria will be used by HHC to select the four (4) additional NRB members post-

closing?  
 

6. The Affiliation Agreement (“AA”), on page 78 of the application, states “After the 
Transitional Period, membership by community leaders on the NRB shall be determined on 
the basis of System-wide governance membership characteristics and qualifications 
established from time to time by HHC.” Please clarify this statement and describe how it will 
be implemented and its effect on the NRB composition. 

 
7. How will the Applicants ensure that community interests will be represented by the NRB, 

post-closing? 
 

8. Please describe the selection criteria for the Finance and Strategic Planning Committee 
described on page 78 of the application. Specify the number of members that will serve on 
this committee and who they represent (e.g., TCHH, HHC). 

 
9. Page 14 of the application states that physicians in major inpatient service lines have been 

lost. List the service lines affected, the number and types of physicians lost, general time 
frame and reason for their departure. 

 
10. What specialty/subspecialty areas of care will be expanded in TCHH’s primary service area 

as a result of this proposal? 
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11. In regard to health care services at TCHH, complete the following: 
 
a. Submit a plan demonstrating how health care services will be provided by TCHH for the 

first three fiscal years following the transfer of ownership; 
b. Complete the table below (note: it should reflect the information provided in the Hospital 

services plan, above). List the inpatient and outpatient services currently offered by the 
Hospital. For each service, indicate (by placing an “X” in the appropriate column) if 
applicants plan to consolidate, reduce, eliminate or expand services in the three fiscal years 
following the transfer of ownership; and 

c. Indicate what, if any, new services TCHH will be adding in the three fiscal years following 
the transfer of ownership. 

TCHH SERVICE PLAN FOR FIRST THREE FISCAL YEARS 

Service 
Category 

# of 
Available 
Inpatient 

Beds 

Address 
of 

Service 

Hours of 
Operation 

for o/p 
services 

Consolidating Reducing Eliminating Expanding 
Adding 

New 
Service 

Inpatient (list 
existing & planned) 

        

         
         
         
         
         
Outpatient (list 
existing & planned) 

        

         
         
         
         

 

12. Pages 55-57 of the application include historical and projected patient volumes. Update and 
resubmit Tables A and B to include actual FY 2016 discharges and patient days. Revise and 
resubmit Tables C and D, if necessary, to account for FY 2016 updates. 

 
13. Explain how this proposal will avoid duplication of services, as noted on page 59 of the 

application. 
 

14. TCHH’s inpatient discharges declined by slightly more than 15% from FYs 2013-2016 as a 
result of medical staff departures, more patients being placed on observation status, deferrals 
of care due to high deductible plans, decreasing primary care presence in the community and 
other economic factors. Given these factors, explain how the Hospital can achieve a projected 
12% volume increase in the first year of the proposal (i.e., FY 2018). 
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15. Please revise the payer mix table provided on page 47 of the application. FY 2016 reflects 
annualized counts based on 8 months (October 2015 through May 2016). Please revise to 
reflect complete FY 2016 data. 

 
TCHH’S CURRENT & PROJECTED PAYER MIX 

Payer 
Current 
FY 2016 

Projected 

FY 2017 FY 2018 FY 2019 FY 2020 
Cases % Cases % Cases % Cases % Cases % 

Medicare*           

Medicaid*           

CHAMPUS           

Other Govt.           

Total 
Government           

Commercial 
Insurers           

Uninsured           

Self Pay           

Workers 
Compensation           

Total Non-
Government           

Total Payer 
Mix           

*Includes managed care activity. 
 

16. Page 30 of the application states that “…the Applicants plan to have TCHH adopt the more 
generous system-wide charity care policies of HHC.” Identify any significant differences 
between the two charity care policies and describe specific benefits TCHH patients will 
receive from the more generous policy. 

 
17. The Applicants project that TCHH will continue to experience operational losses through FY 

2019. How long will it take for TCHH to improve its financial stability enough to generate 
operational gains? Please explain in detail. 

 
18. Respond to the following questions regarding the TCHH Financial Worksheet, submitted on 

page 310 of the application: 

a. Explain why there are no amounts provided for TCHH’s Uninsured Net Patient 
Revenue for FYs 2015-2019, while Self-pay/Uninsured Revenue was reported for the 
HRS, FY 2015 submission;  

b. Explain why there are no amounts provided for TCHH’s projected incremental 
Uninsured Net Patient Revenue, Other Operating Revenue, Interest expense, 
Malpractice and Lease expense;  
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c. Explain the position type and rationale for the additional FTEs (i.e., 10 FTEs in FY 
2018 and 8 FTEs in FY 2019) to be added; 

d. Specify how TCHH’s assumptions “with CON,” provided on page 313 of the 
application, are reflected in the Financial Worksheet (i.e., identify corresponding 
category and dollar amounts); 

e. Indicate the number of months included in the FY 2018 incremental data and provide 
the assumed start date for the proposal; and 

f. Provide the first three full projected FYs of the proposal (FY 2018-2020 or FY 2018-
2021, if FY 2018 data represents a partial year). (*Please note: if financials are extended 
through FY 2021, projected volumes (question 12) and payer mix (question 15) must 
also be extended to FY 2021). 

 
19. The applicant’s project an incremental increase in TCHH’s patient revenue. Is the 

incremental increase entirely the result of projected volume increases or do other factors 
impact the revenue projections, such as changes in pricing, more favorable positioning with 
third party payers, etc.? Please be specific. 

 
20. With respect to the Financial Measurements/Indicators on page 64 of the application, address 

the following: 
a. Provide information for all cells previously submitted as N/A or explain why the items 

cannot be provided; and 
b. Provide a detailed explanation as to why there is a significant change in “Income from 

Operation,” “Revenue Over/(Under) Expense” and “EBITA,” found in Section D, - 
Additional Statistics, between Aug. 2015, YTD and Aug. 2016, YTD. 

 
21. Provide monthly financial reports (for the current month, year-to-date and comparable month 

from previous year) for HHC, similar to those statistics provided for TCHH on page 64 of the 
application. Explain any increases/decreases for those items listed in Section D, “Additional 
Statistics” of the report. 

 
22. In reference to the Financial Worksheet and Assumptions provided on pages 311-313 of the 

application, please address the following for HHC: 
 

HHC’s Financial Worksheet 
a. Explain why there are no amounts provided for HHC’s Uninsured Net Patient Revenue 

for FYs 2015-2019, while Self-pay/Uninsured Revenue was reported for the HRS, FY 
2015 submission; 

b. Explain the Income/(Loss) from Operations increase from $30.0 million (actual) in FY 
2015 to $135.5 million (projected with and without) in FY 2016 and its subsequent 
decline to $54.4 million “W/out CON” and $51.5 million “With CON” in FY 2019. 
Elaborate on the assumptions used to project the decline;  

c. Explain the increases in Non-Operating Revenue from negative $13.4 million (actual) in 
FY 2015 to $71.7 million (projected with and without) in FY 2016 and its subsequent 
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decline to $36.6 million “W/out CON” and $38.4 million “With CON” in FY 2019. 
Elaborate on the assumptions used to project the decline; and 

d. What is included in the HHC operating revenue category, Other (line A. 8)? 
 

HHC Assumptions 
e. The assumptions provided on page 312 of the application are not labeled as “With 

CON” or “W/out CON.” They appear to be “W/out CON.” Please confirm/clarify. 
f. The HHC incremental column for FY 2018 and FY 2019 matches TCHH’s “With 

CON” amounts. Therefore, it appears that HHC is projecting no additional revenues, 
expenses or volume changes related to the proposal, from any other legal entity within 
the HHC system. Is this correct? Discuss the impact of the proposal on other HHC 
entities (e.g., Hartford Hospital). If there is a financial impact, please revise and 
resubmit the financial projections. 

 
23. Provide audited financial statements (“AFS”) for FY 2016 for HHC and TCHH. If not 

available, please provide unaudited financial statements (balance sheet, statement of 
operations and statement of cash flow) for HHC and TCHH and indicate when the FY 2016 
AFS will be available to OHCA. 

 
24. Provide a preliminary Capital Investment Plan for the 7-year, $73.0 million capital 

commitment to TCHH. Include the categories listed in response to question 4(g) on page 61 
and use the format provided below: 

 
PRELIMINARY CAPITAL INVESTMENT PLAN FOR TCHH (In Thousands) 

Description Total 
Major Service Line Opportunities  
Inpatient Care and Quality Improvement  
Behavioral Health  
Community Engagement and Benefit  
Shared Services  
Infrastructure Improvements  
IT Systems  
Provider and Continuum Integration  

Total estimated capital expenditures  $73,000 
 

25. Page 37 of the application states “This proposal will support the financial viability of TCHH, 
to maintain health care delivery in Northwest Connecticut.” Please elaborate specifically how 
this proposal will impact the financial viability of TCHH, in terms of profitability, liquidity 
and solvency. 

 
26. Page 37 of the application indicates that HHC will fund the proposal “…through HHC 

System earnings and free cash flows from depreciation expense. There are no plans at this 
time to finance these expenditures through external borrowing.” In reference to this 
statement, please address the following: 

a. Elaborate on the specific “earnings” that will be available to fund the proposal; and 
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b. Elaborate on and quantify the “free cash flows from depreciation” dollar amounts 
available to HHC in FY 2015 and projected for FYs 2016-2019. 

 
27. On pages 79-80 of the application, the AA states that TCHH’s ED renovation will be funded 

through a portion of the $73 million capital commitment, to the extent the renovation exceeds 
$10 million dollars. Further, the AA requires TCHH to incur debt prior to the closing to 
finance the first $10 million of the ED renovation. Elaborate on why TCHH will be required 
to incur debt for this project and discuss its ability to incur debt, given its recent operational 
losses. In addition, how does this statement relate to the statement made on page 37 that there 
is no planned external borrowing related to this project? 

 
28. Pages 12 and 13 of the application describe two hospital members (i.e., Backus, Windham) 

that have joined the HHC system. Provide a detailed explanation of the overall benefits that 
HHC has provided to these two hospitals; specifically, discuss how services were enhanced, 
revenues were increased and expenses were reduced. 

 
29. A list of initiatives, expected to improve the cost effectiveness of health care delivery in 

Northwest Connecticut, is provided on page 34 of the application. Provide a table listing each 
initiative and the anticipated cost savings that will result following implementation. How is 
each initiative specifically reflected in TCHH’s and HHC’s Financial Worksheets? 

 
30. Page 34 of the application also indicates that the affiliation with HHC will provide cost 

savings benefits for shared services. Provide a list of all proposed services to be shared and 
the related cost savings amount anticipated. 

 
31. How will cost savings achieved from the proposal translate into lower costs for TCHH 

patients? 
 

32. Please indicate what years are represented by Schedule H “Year 1,” “Year 2” and “Year 3” 
on page 65 of the application. 

 
33. As part of this proposal, HHC will commit $3 million to support medical staff development 

and recruitment for TCHH and the “Northwest Region.” Explain how this value was 
determined and describe the Strategic Plan’s time frame for these recruitment efforts. 

 
34. As required by Public Act 15-146 section 30 (to be codified, as amended, as Connecticut 

General Statute 19a-639a), submit any financial gains realized by each officer, director, board 
member or senior manager of the hospital and of the purchaser, as a result of the transaction, 
in the table below. Add rows as necessary. For each such person, list: 

a. The specific person’s name; 
b. Such person’s position type and whether associated with the hospital, the purchaser or 

both; 
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c. The amount of any expected increase or decrease in such person’s salary, inclusive of 
bonuses; 

d. The amount of any expected severance payments received by such person; and 
e. The value, based on the date of issuance, of any stock or stock options expected to be 

issued to such person. 
 

FINANCIAL IMPACT ON CERTAIN HOSPITAL & PURCHASER ASSOCIATES 

 Name 
With 

TCHH, 
HCC or 

both 

Position 
Type* 

Amount of 
increase/ 

(decrease) 
in salary 

Severance 
Payment 

Stock 
Value 

Value of 
other 

financial 
gain 

Total 

1         
2         
3         
4         
5         
6         
7         
* Indicate whether an Officer, Director, Board Member or Senior manager (may select more than one, if applicable). 

 
35. Page 19 of the application states that HHC will fund a distribution by TCHH of $2,500,000 to 

Northwest CT Community Foundation. Is this community benefit amount reflected in Table 
I: TCHH Schedule H (Form 990) Projections on page 65? If not, provide a separate table that 
explains the purpose, dollar amounts and duration of this commitment. 

 
36. On page 65 of the application, the applicants provided Community Benefit projections 

associated with this proposal for the items listed on TCHH’s IRS Form 990-Part I, but failed 
to provide projections for the items listed on Part II of Schedule H (Community Building 
Activities). Provide a projected amount for each line item of Schedule H, Part II for the first 
three years post-transaction. 

 
37. Please address the following in regard to Community Benefit/Building Activities: 

a. describe in detail TCHH’s community benefit/building activities over the past three 
fiscal years (FYs 2013-2016); and 

b. discuss how the proposal will enhance TCHH’s ability to support future community 
benefit/building activities. 

 
38. Page 10 of the application indicates how the proposal will affect TCHH’s 2015 Community 

Health Improvement Plan, aimed at addressing seven focus areas and related key health 
indicators identified in the Hospital’s 2015 Community Health Needs Assessment. How will 
HHC support and participate in the process of developing TCHH’s 2018 Community Health 
Needs Assessment? 

 
 
If you have any questions concerning this letter, please feel free to contact Kaila Riggott at (860) 418-
7037. 
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Greer, Leslie

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Thursday, December 29, 2016 8:19 AM
To: Carney, Brian
Cc: Riggott, Kaila; User, OHCA
Subject: RE: 16-32135- Transfer of Ownership of Charlotte Hungerford Hospital

Thank you Brian.  
 
Barbara A. Durdy 
Director, Strategic Planning  

 

 

Hartford HealthCare  

181 Patricia M. Genova Blvd. 

Newington, CT 06111 

Office: 860.972.4231 

Cell: 203.859.8174  

barbara.durdy@hhchealth.org 

www.hartfordhealthcare.org 

 

From: Carney, Brian [mailto:Brian.Carney@ct.gov]  
Sent: Wednesday, December 28, 2016 3:19 PM 
To: Durdy, Barbara 
Cc: Riggott, Kaila; User, OHCA 
Subject: 16-32135- Transfer of Ownership of Charlotte Hungerford Hospital 
 
Good afternoon Barbara, 
  
Please see the attached completeness letter in the above referenced matter. Please confirm receipt of this email and 
provide your written responses to OHCA no later than February 26, 2017. 
  
Sincerely, 
Brian A. Carney 
 
 
Brian A. Carney, MBA 
Associate Research Analyst 
Office of Health Care Access 
CT Department of Public Health  
410 Capitol Avenue, MS #13HCA 
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User, OHCA

From: Klein, Megan <Megan.Klein@hhchealth.org>
Sent: Wednesday, February 22, 2017 1:17 PM
To: Riggott, Kaila; User, OHCA
Cc: Durdy, Barbara
Subject: HHC TCHH Completeness Response Docket Number: 16-32135-CON
Attachments: TCHH HHC Completeness Response Docket Number 16-32135-CON.docx; TCHH HHC 

Completeness Response Docket Number 16-32135-CON.pdf

Good afternoon,  
 
Attached, please find HHC/TCHH response to OHCA Completeness Questions dated December 28, 2016.  
 
Please confirm the receipt of this email.  
 
Thank you, 
Megan 
 
 
Megan Klein, MHA 
181 Patricia M. Genova Drive. 
Newington, CT 06111 
Office: 860-972-9814 
Cell: 860-670-1312 
megan.klein@hhchealth.org 
 

 

 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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Docket Number: 16-32135-CON 

February 22, 2017 

Ms. Kimberly Martone 

Director of Operations 
Department of Public Health 

Office of Health Care Access 

410 Capitol Avenue, MS#13HCA 

P.O. Box 340308 

Hartford, CT 06106 

By e-mail to: OHCA@ct.gov and Kaila.Riggott@ct.gov 

RE: Docket Number: 16-32135-CON 

Affiliation of The Charlotte Hungerford Hospital with Hartford HealthCare Corporation 

Completeness Response 

Dear Ms. Martone: 

Attached to this letter please find our response to the Certificate of Need Completeness Letter 

sent by your office on December 28, 2016. 

Please do not hesitate to contact me at 860-972-4231 if you have any questions. Thank you for 

your time and consideration. 

Sincerely, 

Barbara A. Durdy 

Attachments 
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1. Does this proposal include any sale or transfer of net assets of TCHH as defined as 

transfer of ownership under 19a-630(16) of the Connecticut General Statutes? 

 

No. 

 

2. The organizational chart provided on page 168 does not list the Urology Center of NW 

CT, LLC. Is this entity still affiliated with TCHH? Please explain. 

 

No.  Urology Center of Northwest CT, LLC was dissolved as of 09/07/2016. 

 

3. Describe the overall benefits (i.e., financial, non-financial) of this proposal to HHC and 

its affiliates. 

 

The Applicants believe that the proposed affiliation will provide significant 

benefits to both organizations and their communities and represents the 

culmination of a long-standing collaborative relationship. Both HHC and TCHH 

seek to advance access to primary and specialty care, create operational 

efficiencies, enhance quality and establish population health delivery models to 

better serve patients. 

 

The proposed affiliation benefits HHC and its affiliates by permitting it to advance 

its mission of improving the health of the communities it serves through the 

continuation of clinical collaboration in the following areas: 

 Emergency medicine 

 Cardiovascular Services 

 

As discussed in the CON application, HHC provides the majority of tertiary care 
for transfers from TCHH and serves as the destination hospital for the Greater 
Torrington community for health care services not currently available locally. 

This enables the coordination of care to achieve the triple aim of improving 

quality, increasing patient satisfaction and lowering the cost of care. Such 

coordination also assists HHC in achieving its population health management 

goals. 

 

THCC’s service area, proximate to HHC’s service area, will also permit HHC to 

continue its mission in expanding ambulatory care in this region, providing 

facilities that offer more primary and preventive care services to adults, children 

and adolescents as more treatment shifts to the outpatient setting. 

 

4. How many members are currently on the Northwest Region Board (“NRB”)? What is 

the process for selecting board members? Provide the name, title and affiliation of each 

current member. 
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Upon closing of this transaction, the Northwest Region Board will be formed. The 

Board of Directors of TCHH immediately prior to closing will become the 

Northwest Region Board, along with four members appointed by HHC. 

5. What criteria will be used by HHC to select the four (4) additional NRB members post- 

closing?

HHC’s Board will appoint two members of senior management to the NRB. The

other two will be individuals who meet desired characteristics developed by the

HHC Board in accordance with good governance practices.

6. The Affiliation Agreement (“AA”), on page 78 of the application, states “After the

Transitional Period, membership by community leaders on the NRB shall be

determined on the basis of System-wide governance membership characteristics and

qualifications established from time to time by HHC.” Please clarify this statement and

describe how it will be implemented and its effect on the NRB composition.

HHC’s Board has developed a list of desired characteristics and diversity

considerations for directors. Individuals are evaluated with these desired

characteristics in accordance with good governance practices and then

recommended for appointment. The President and the Board Chair of the NRB

nominate individuals for consideration by the HHC Board for appointment to the

NRB.

7. How will the Applicants ensure that community interests will be represented by the

NRB, post-closing?

As noted in question 4 above, the members of the Board of Directors of TCHH

immediately prior to closing will join the NRB post-closing. The NRB will

represent community interests by engaging in the Strategic Planning process for

developing acute and ambulatory care initiatives which will be designed to make

TCHH and HHC accountable to the communities served in the region, including

development of an ambulatory network, deployment of EPIC CareConnect,

completing renovation of the TCHH emergency department, and refurbishment of

existing facilities.

The NRB is responsible for assuring that health care services provided at TCHH

and its service area are high-quality, safe, effective, and efficient consistent with

community standards. The NRB will grant and revoke Medical Staff membership

and clinical privileges at TCHH to make sure the community has professionals

capable of supporting the community’s health and wellness needs and the

community health improvement plan. The NRB will also ensure that community

benefit is provided as it pertains to the local health care needs of the communities

served by TCHH and in the region through the Community Health Needs

Assessment (CHNA).  The NRB will also advocate for the community’s health
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needs to state elected and appointed officials and for the health care issues facing 

the community. 

 

All individuals employed by TCHH and its affiliates immediately prior to the 

Closing Date shall continue to be employed as of the closing date either by their 

current employer or HHC to further ensure that the community’s interests are 

represented. 

 

8. Please describe the selection criteria for the Finance and Strategic Planning Committee 

described on page 78 of the application. Specify the number of members that will serve 

on this committee and who they represent (e.g., TCHH, HHC). 

 

TCHH Board members who serve on the TCHH Board’s finance and strategic 

planning committees immediately prior to the closing will serve on the NRB 

Finance and Strategic Planning Committee along with HHC appointees to the 

NRB. 

 

9. Page 14 of the application states that physicians in major inpatient service lines have 

been lost. List the service lines affected, the number and types of physicians lost, 

general time frame and reason for their departure. 

 

Service 

Line 

Number and 

Type of MD 

Time Frame Reason for 

Departure 

Neurology 1 Neurologist May 2015 Family Reasons 

Orthopedics 5 

Orthopedists, 

2 Physiatrists 

2014, 2015, 

2016 

2 Retirements, 2 

Relocations and 3 

Career Path 

Changes 

Primary 

Care 

7 Primary 

Care 

2014, 2015, 

2016 

4 Retirements, 2 

Career Path 

Change, and 1 

Re-location 

ENT 1 ENT December 

2016 

Retirement 

Surgery 1 Surgeon September 

2016 

1 Career Path 

Change 

Psychiatry 4 

Psychiatrists 

2014, 2015, 

2016 

1 Retirement, 1 

Career Path 

Change, 1 

Reduction in 

Hours, and 1 

Performance 

 
 

10. What specialty/subspecialty areas of care will be expanded in TCHH’s primary service 

area as a result of this proposal? 
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As described in the Affiliation Agreement and in the Three-Year Integration Plan 

attached as Exhibit 1, in addition to the planned expansion of primary care and 

population health models, the plans for specialty and subspecialty service expansion 

in TCHH’s primary serve area include the following: 

 Geriatric Medicine – Plans include the establishment of a Geriatric 

Medicine Institute at TCHH and a new site for the “Center for Healthy 

Aging,” a program designed to provide expanded community-based access 

to a full complement of programs and resources for the aged. 

 

 Cardiovascular services including an integrated congestive heart failure 

program and on-site electrophysiology. 

 
 Implementation of a gastrointestinal and digestive diseases program for 

TCHH in coordination with statewide programs developed by HHC. 

 

 Orthopedic program expansion at TCHH in coordination with statewide 

programs developed by HHC. 

 
 Behavioral health services including treatment for substance use disorders 

and mental health including capabilities in the care and treatment of dementia 

and related diseases. 

 

 Women’s health services including access to uro-gynecological specialists, 

perinatology, and nationally-recognized reconstructive and breast surgeons. 
 

 Expansion of neurology and neuroscience services by building upon the 

existing telestroke collaboration with HHC and the establishment of outpatient 

services in the community. 

 

Post-approval of the proposed affiliation, a formal strategic planning process will be 

undertaken to prioritize service expansion and align resource deployment with 

community need as identified in the Community Health Needs Assessment. 

11. In regard to health care services at TCHH, complete the following: 

 

a. Submit a plan demonstrating how health care services will be provided by TCHH for 

the first three fiscal years following the transfer of ownership; 

 

Please see Exhibit 1 for a copy of the Three-Year Integration Plan for HHC and 

TCHH. 

 

b. Complete the table below (note: it should reflect the information provided in the 

Hospital services plan, above). List the inpatient and outpatient services currently 
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offered by the Hospital. For each service, indicate (by placing an “X” in the 

appropriate column) if Applicants plan to consolidate, reduce, eliminate or expand 

services in the three fiscal years following the transfer of ownership; and 

 
Please see table below for current and planned service offerings. 

 

c. Indicate what, if any, new services TCHH will be adding in the three fiscal years 

following the transfer of ownership. 

 

TCHH recently submitted an updated Inventory of Services to OHCA. Table 3 

of this submission enumerates the service lines currently offered.  If this 

proposal is approved, all of these services will be maintained. No reductions or 

consolidations are expected as a result of the affiliation. The below chart depicts 

those major service categories for which expansion is planned in connection with 

the affiliation. 

 

TCHH SERVICE PLAN FOR FIRST THREE FISCAL YEARS 
 

Service 

Category 

# of 

Available 

Inpatient 

Beds 

 

Address 

of Service 

Hours of 

Operation 

for o/p 

services 

 
Consolidating 

 
Reducing 

 
Eliminating 

 
Expanding 

Adding 

New 

Service** 

Inpatient (list 

existing & 

planned) 

        

Medicine 73* 540 

Litchfield 

St. 

Torringto 

n, CT 

    X  

Psychiatry 17 540 

Litchfield 

St. 

Torringto 

n, CT 

    X X 

Surgery 73* 540 

Litchfield 

St. 

Torringto 

n, CT 

    X X 

Outpatient (list 

existing & 

planned) 

        

Primary Care  76 Mon-Fri    X X 

Watertow 8:30 until 

n Rd. 5:00 PM 

Thomasto and Tues 

n, CT until 6:00 

 PM 

 

220 

 

Mon-Fri 
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  Kennedy 8:30 until      
Dr. 5:00 PM 

Torringto  
n, CT Additional 

 sites to be 

 determine 

 d upon 

 successful 

 recruitme 

 nt 

Surgical  538 General    X  
Litchfield Surgery 

St. Mon-Fri 

Torringto 8:30 until 

n, CT 5:00 PM 

Neurology and  538 Mon-Fri    X  
Neurosciences Litchfield 8:00 until 

 St. 4:00 PM 

 Torringto  
 n, CT  

Geriatric 

Medicine 
       X 

Women’s Health 

Services 
       X 

Maternal and 

Fetal Medicine 
       X 

GI and Digestive 

Disorders 
      X X 

Telehealth 

Network 
       X 

Personalized 

Medicine 
       X 

Cardiology 

Services 
      X X 

*At TCHH medical and surgical beds are combined and distributed over three units 

** New services subject to completion of formal strategic planning process which will 

occur within the first 120 days of closing. 
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12. Pages 55-57 of the application include historical and projected patient volumes. Update 

and resubmit Tables A and B to include actual FY 2016 discharges and patient days. 

Revise and resubmit Tables C and D, if necessary, to account for FY 2016 updates. 

 

TABLE A 

HISTORICAL AND CURRENT DISCHARGES 

 
Service* 

Actual Volume 

(Last 3 Completed FYs) 

FY 2013 FY2014 FY 2015 FY 2016 

Medicine 3,782 3,538 3,581 3,167 

Newborn 450 445 448 396 

Obstetrics 472 457 463 414 

Psychiatry 683 685 685 747 

Surgery 1,142 977 858 789 

Total 6,529 6,103 6,035 5,513 

 

Data Source: CHIME 

 

TABLE B 

HISTORICAL AND CURRENT PATIENT DAYS 

 

 
Service* 

Actual Volume 

(Last 3 Completed FYs) 

FY2013 FY2014 FY2015 FY2016 

Medicine 14,897 14,466 15,720 12,825 
Newborn 1,086 1,185 1,126 970 

Obstetrics 1,155 1,163 1,189 1,030 

Psychiatry 3,928 3,956 3,586 4,113 

Surgery 5,428 5,015 4,403 4,142 

Total 26,494 25,785 26,024 23,080 
 

Data Source: CHIME 

TABLE C 

  Discharges   

     

 2017 2018 2019 2020 

Medicine 3,303 3,680 3,839 3,915 

Newborn 358 358 358 358 

OB 375 375 375 375 

PSY 729 798 845 845 

Surgery 748 979 1,116 1,134 

Total 5,513 6,190 6,533 6,627 
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TABLE D 

 
 
 
 
 

 
  DAYS   

     

 2017 2018 2019 2020 

Medicine 13,435 14,968 15,615 15,924 

Newborn 947 947 947 947 

OB 927 927 927 927 

PSY 4109 4498 4763 4763 

Surgery 4158 5442 6204 6304 

Total 23,576 26,782 28,456 28,865 
 
 

13. Explain how this proposal will avoid duplication of services, as noted on page 59 of the 

application. 

 

As stated on page 59 of the application, this proposal will enable improvements in 

the quality, efficiency and cost-effective delivery of health care services. The 

planned implementation of EPIC early in the integration process will provide a 

uniform, integrated and seamless connection between HHC and TCHH and 

enhance care coordination. Easy access to medical record information regarding 

previous hospitalizations, physician visits and diagnostic testing will reduce 

duplicative utilization and lead to a more cost-effective delivery of health care 

services. 

 

14. TCHH’s inpatient discharges declined by slightly more than 15% from FYs 2013-2016 

as a result of medical staff departures, more patients being placed on observation status, 

deferrals of care due to high deductible plans, decreasing primary care presence in the 

community and other economic factors. Given these factors, explain how the Hospital 

can achieve a projected 12% volume increase in the first year of the proposal (i.e., FY 

2018). 

 

The increase in volume projected in the first year is predicated on physician 

recruitment and other medical staff development initiatives at TCHH. What 

follows is a preliminary estimate of these recruitment/medical staff development 

efforts and estimated discharges expected to result that will require refinement in 

the Strategic Plan and Three-Year Integration Plan: 

 

1. Part-Time Total Joint Physician – 48 discharges. These discharges are based on 

TCHH’s historical experience, performing over 230 Total Joints per year. 
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2. Full-Time Total Joint Physician – 75 discharges, 25 ambulatory surgical cases. . 

These discharges are based on TCHH’s historical experience, performing over 230 

Total Joints per year. 

 

3. Spine Surgeon Part-Time – 9 discharges, 51 ambulatory surgical cases. Based 

on actual historical experience at TCHH. 

 

4. 4 Full-Time Primary Care Physicians (PCP) – 100 discharges per 

physician, 400 discharges total: (326) Medical and (74) Surgical) – 

Estimated based on an analysis of current PCP referrals into TCHH 

network. 

 

5. 1 Full-Time Neurologist – 60 inpatient discharges. Estimate based on transfer 

data out of TCHH network. 

 

6. 1 Full-Time General Surgeon -- 25 discharges, 125 ambulatory surgical cases. 

Estimate based on historical experience for new General Surgeon in TCHH 

market. 

 

7. Increase in Emergency Department (ED) utilization due to aging population – 336 visits. 

15. Please revise the payer mix table provided on page 47 of the application. FY 2016 

reflects annualized counts based on 8 months (October 2015 through May 2016). Please 

revise to reflect complete FY 2016 data. 

 
TCHH’S CURRENT & PROJECTED PAYER MIX 

 

Payer 

Actual 

FY 2016 

Projected 

FY 2017** FY 2018** FY 2019** 

Discharges % Discharges % Discharges % Discharges % 

Medicare* 3,087 56% 3,087 56% 3,466 56% 3,658 56% 

Medicaid* 1,103 20% 1,103 20% 1,238 20% 1,307 20% 

CHAMPUS & 

TriCare 
0 0% 0 0% 0 0% 0 0% 

Total 

Government 
4,190 76% 4190 76% 4,704 76% 4,965 76% 

Commercial 

Insurers 
1,213 22% 1,213 22% 1,362 22% 1,437 22% 

Uninsured 110 2% 110 2% 124 2% 131 2% 

Workers 

Compensation 
0 0% 0 0% 0 0% 0 0% 

Total Non- 

Government 
1,323 24% 1,323 24% 1,486 24% 1,568 24% 

Total Payer Mix 5,513 100% 5,513 100% 6,190 100% 6,533 100% 

 

*Includes managed care activity. 
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16. Page 30 of the application states that “…the Applicants plan to have TCHH adopt the 

more generous system-wide charity care policies of HHC.” Identify any significant 

differences between the two charity care policies and describe specific benefits TCHH 

patients will receive from the more generous policy. 

 

Please find below the significant differences between HHC and TCHH Charity 

Care Policies which also identifies the specific areas where HHC has a more 

generous policy that TCHH patients will benefit from. 

Applications for Financial Assistance: 
 

The Charlotte Hungerford Hospital processes requests for financial assistance 

according to the guidelines set forth by the Patient Assistance Committee (PAC). 

TCHH requests can be made by phone or in writing directly from the 

patient/responsible party, or a financial counselor can refer a patient if they deem 

it appropriate after speaking to the patient / responsible party. 

HHC offers more availability with online application access, requesting a copy in 

person at any of the HHC hospitals' patient admission or registration areas, and 

by requesting a free copy by mail by contacting the HHC hospitals' Patient Access 

Services department. 

Eligibility: 
 

At TCHH, patients who were insured at the time of service will not be considered 

for financial assistance and patients that have been set up with a contract with 

Clear Balance will not have that particular account reviewed with an application, 

unless they have defaulted on the payment plan. HHC does not have those same 

exclusions listed in its Charity Care Policy. 

Application Completeness: 
 

TCHH advises patients that the collection processes for medical expenses will 

continue until the PAC has reviewed and determined the outcome of an 

application for assistance. HHC allows patients 240 days to submit an application 

from the time they receive their first post-discharge billing statement before any 

further collection efforts are undertaken. Further, if an individual has not 

submitted an application within the first 120 days from the date on which HHC 

issues its first, post-discharge billing statement, then HHC may begin engaging in 

the collection. Before HHC initiates any collection actions, it will issue a written 

notice to the last known address of record for the patient (or his/her family) that 

describes the specific collection activities it intends to initiate (or resume), provides 

 

333



Docket Number: 16-32135-CON February 22, 2017 
 

{00019781v2}  

 

a deadline after which such action(s) will be initiated (or resumed), and includes a 

plain-language summary of this Policy. HHC may initiate collection activities after 

30 days from the date on which it transmits this written initiation notice, either by 

mail or electronic mail. 

Incomplete Applications: 
 

TCHH will send a letter to the patient and the patient has ten days to respond to 

the missing information request. Otherwise, the request for financial assistance 

may be dismissed. 

If HHC receives an incomplete application form, it will provide the patient (or his 

or her legal representative) with a list of the missing information or 

documentation and give the patient 30 days to provide the missing information. 

TCHH continues collection processes during the period of time that the patient is 

responding to missing information whereas HHC suspends extraordinary 

collection activities during the 30-day missing information response period. 

Underinsured Patients: 
 

With respect to TCHH, underinsured patients will be considered for any balances 

after insurance pays. Any self-pay balance elective procedure, must be reviewed 

by a committee, prior to services rendered. 

HHC provides a more comprehensive response to underinsured patients. If 

Family Income is verified to be at or below 250% of the Federal Poverty Level 

Guidelines, the patient will qualify for a 100% discount against the patient's 

account balance after insurance payments from third-party payors are applied. 

Underinsured patients will not be billed more than amounts generally billed 

(AGB) to insured patients. If Family Income is verified between 250% and 400% 

of the Federal Poverty Level Guidelines, the patient will qualify for a 25-75% 

discount against the patient's account balance after insurance payments from 

third-party payers are applied. 

Free Bed Fund Criteria: 
 

TCHH: Any Applicant that is eligible for a 100% adjustment/discount will first be 

screened against free bed fund criteria. 

HHC: If a patient is uninsured or underinsured, they also may qualify for Free 

Bed Funds in accordance with the Hospital’s Free Bed Funds criteria. 
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Presumptive Eligibility: 
 

Beyond what is identified above, HHC’s Charity Care Policy includes presumptive 

eligibility, which means Eligibility for Financial Assistance may be presumed 

based on the patient's life circumstances. The list below is representative of 

circumstances under which a patient is deemed to be eligible for a 100% discount 

without further need to complete a Financial Assistance Application: 

1. The patient's receipt of state-funded prescription programs. 

 

2. Participation in Women, Infants and Children programs. 

 

3. Food stamp eligibility (SNAP). 

 

4. Subsidized school lunch program eligibility. 

 

5. Subsidized housing or other public assistance eligibility. 

 

6. Patient states that he/she is homeless and additional due diligence on such 

status performed and documented. 

 

7. Patient is identified to have an income of 250% of the Federal Poverty Level 

or less, as verified by electronic industry standard software. 

 

17. The Applicants project that TCHH will continue to experience operational losses 

through FY 2019. How long will it take for TCHH to improve its financial stability 

enough to generate operational gains? Please explain in detail. 

 
Applicants have updated the financial projections for TCHH through FY 2020 as 
shown at Exhibit 2. Through the projection period, the Applicants believe that 
substantial progress will be made at TCHH as a result of the affiliation with HHC. 
TCHH is expected to recruit additional physicians given the success HHC has had 
recruiting due to f its clinical programs. Applicants acknowledge that TCHH will 
not have fully achieved a break even result by 2020. It is noteworthy that without 
the affiliation, TCHH is expected to have a $10.5 million loss from operations in 
2019. With the affiliation and HHC System support, a projected loss of $2.9 
million is expected in 2019. This is a 72% improvement with HHC, and a 
substantial step to stabilization for TCHH.  The loss for TCHH in 2020 without 
the affiliation is projected to climb to nearly $10.7 million as opposed to a $2.7 
million projected loss if the affiliation proceeds this year. 

It is important to note that HHC has made a commitment of up to $73 million for 

investments, facility upgrades and improvements, and for strategic investment. 

(Please see response to question 24). The specific planning for how these funds will 

be deployed will occur post-closing.  A portion of the funds will be used to 
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grow programs and a minimum of $3 million will be spent to develop the medical 

staff, to enhance growth and access to care in the future. These investments will 

allow TCHH’s mission to continue and be expanded as necessary in order to 

become financially sustainable. 

 

18. Respond to the following questions regarding the TCHH Financial Worksheet, 

submitted on page 310 of the application: 
a. Explain why there are no amounts provided for TCHH’s Uninsured Net Patient 

Revenue for FYs 2015-2019, while Self-pay/Uninsured Revenue was reported for 

the HRS, FY 2015 submission; 

 

In the FY 2015 financial filing submitted to OHCA, Self-pay /Uninsured 

Revenue is reported on one line as a single amount. There are no amounts 

provided for Uninsured Net Patient Revenue in the TCHH Financial 

Worksheet because TCHH considers Uninsured Revenue to be one in the 

same as Self- pay and does not break them out separately. 

 

b. Explain why there are no amounts provided for TCHH’s projected incremental 

Uninsured Net Patient Revenue, Other Operating Revenue, Interest expense, 

Malpractice and Lease expense; 

 

These line items are not expected to increase as a result of the affiliation. 

 

c. Explain the position type and rationale for the additional FTEs (i.e., 10 FTEs in 

FY 2018 and 8 FTEs in FY 2019) to be added; 

 

The FTEs are added to support the additional discharges more fully detailed 

in Question 14 above. Specifically 9.2 FTEs were added in FY 2018, 8.2 FTEs 

in FY 2019 and 10.1 FTEs are added in FY 2020. The position types are set 

forth in the chart below to accommodate the additional volume. TCHH would 

use an existing “wing” of a nursing unit that is open only at peak census at 

present. The Hospital would add nurses and patient care technicians to care 

for the patients as well as increase the coverage of the Pharmacy in response 

to the anticipated volume. Other FTE reductions have been estimated based 

on HHC’s experience with previous system integration plans. No specific 

other positions have been identified at this time. 
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 FY 2018 FY 2019 FY 2020 

Registered Nurse 4.2 4.2 5.6 

Patient Care Technician 4.2 4.2 4.2 

Clinical RN Lead 0 1.0 1.0 

Pharmacist 1.0 1.0 1.0 

Replacement Time 1.8 1.8 2.3 

Other Reductions  

-2.0 

 

-4.0 

 

-4.0 

Total 9.2 8.2 10.1 

 

d. Specify how TCHH’s assumptions “with CON,” provided on page 313 of the 

application, are reflected in the Financial Worksheet (i.e., identify corresponding 

category and dollar amounts); 

 
The table below quantifies the incremental impact of the assumptions 

provided on page 313 of the original CON application. The assumptions 

“without CON” noted on page 312 and 313 were used as the basis for each 

year’s “incremental” impact calculation. 

 
 FY 2018 FY 2019 FY 2020 

 

A) NET Operating 

Revenue 

$8,052,949 $12,453,284 $13,291,929 

    

B) Operating Expenses $3,588,810 $4,798,215 $5,274,680 

    

C) Profitability $4,464,139 $7,655,069 $8,017,250 

    

D) FTE's 9.2 8.2 10.1 

    

E) Volume 1217 1710 1804 

Inpatient D/C 677 1020 1114 

Outpatient Visits 540 690 690 

 

e. Indicate the number of months included in the FY 2018 incremental data and 

provide the assumed start date for the proposal; and 

 

The incremental data is reflective of 12 months. The assumed start date is 

10/1/18. 
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f. Provide the first three full projected FYs of the proposal (FY 2018-2020 or FY 

2018-2021, if FY 2018 data represents a partial year). (*Please note: if financials 

are extended through FY 2021, projected volumes (question 12) and payer mix 

(question 15) must also be extended to FY 2021). 

 
Please see Exhibit 2 for financial projection extended through FY 2020. 

 

19. The Applicant’s project an incremental increase in TCHH’s patient revenue. Is the 

incremental increase entirely the result of projected volume increases or do other 

factors impact the revenue projections, such as changes in pricing, more favorable 

positioning with third party payers, etc.? Please be specific. 

 

The incremental revenue for TCHH was entirely the result of the increase in 

volume. No assumption was made that net revenue per unit of service would 

increase solely as a result of the affiliation. In fact, the revenue assumptions did 

not differ from TCHH’s assumptions without the CON. 

 

20. With respect to the Financial Measurements/Indicators on page 64 of the application, 

address the following: 

a. Provide information for all cells previously submitted as N/A or explain why the 

items cannot be provided; and 

 

1) Non-Operating Margin: 

Aug -16 

(YTD) 

Aug-15 (YTD) Aug- 16(MTD) Aug-15(MTD) 

-3.36 2.7 -1.6 -3.7 

 

2) Leverage and Capital Structure: (August 15 both columns) - TCHH did 

not have any debt in August of 15. N/A should be noted as zero (0). 

3) Times Interest Earned – (August 16) - TCHH had not applied interest as 

of this date and N/A should be noted as zero (0). 

 

b. Provide a detailed explanation as to why there is a significant change in “Income 

from Operation,” “Revenue Over/(Under) Expense” and “EBITA,” found in 

Section D, - Additional Statistics, between Aug. 2015, YTD and Aug. 2016, 

YTD. 

 

The significant change is due to the following. Net Revenue was down 

$5,437,381 in FY 2016 compared to FY 2015. This is largely due to payer 

shift resulting in less net revenue per encounter (commercial to Medicaid), 

volume lost (467 fewer Discharges) due to retired physicians or physicians 

leaving the area and the effects of the 2 Midnight rule (moving 1 or 2 day 

stays to outpatient).  Expenses were increased by $718,417 of which 

$404,551 was due to depreciation. 
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21. Provide monthly financial reports (for the current month, year-to-date and comparable 

month from previous year) for HHC, similar to those statistics provided for TCHH on 

page 64 of the application. Explain any increases/decreases for those items listed in 

Section D, “Additional Statistics” of the report. 

 
Please see Exhibit 3 for monthly financial reports for HHC. 

 

22. In reference to the Financial Worksheet and Assumptions provided on pages 311-313 

of the application, please address the following for HHC: 
 

HHC’s Financial Worksheet 

a. Explain why there are no amounts provided for HHC’s Uninsured Net Patient 

Revenue for FYs 2015-2019, while Self-pay/Uninsured Revenue was reported for 

the HRS, FY 2015 submission; 

 
In the FY 2015 financial filing submitted to OHCA, Self-pay /Uninsured 

Revenue is reported on one line as a single amount. There are no amounts 

provided for Uninsured Net Patient Revenue in the HCC Financial 

Worksheet because HCC considers Uninsured Revenue to be one in the 

same as Self- pay and does not break them out separately. 

 

b. Explain the Income/(Loss) from Operations increase from $30.0 million (actual) 

in FY 2015 to $135.5 million (projected with and without) in FY 2016 and its 

subsequent decline to $54.4 million “W/out CON” and $51.5 million “With 

CON” in FY 2019. Elaborate on the assumptions used to project the decline; 

 

The gain from operations in FY 2016 included a one-time item as a result of 

the sale of a laboratory business segment which equaled approximately 

$119.5M.  This one time item was not present in FY 2015 and will not 

reoccur in subsequent periods. In the HHC forecast period FY 2017 through 

2019, operating income margins are expected to be 1.1%, 1.5% and 2.0% 

respectively. 

 

c. Explain the increases in Non-Operating Revenue from negative $13.4 million 

(actual) in FY 2015 to $71.7 million (projected with and without) in FY 2016 and 

its subsequent decline to $36.6 million “W/out CON” and $38.4 million “With 

CON” in FY 2019. Elaborate on the assumptions used to project the decline; and 

 

Non-operating revenue is significantly driven by the realized and unrealized 

gains or losses related to investments. In any given year, the gain or loss on 

the sale of investments and the recognition on the unrealized gains or losses 

in non-operating revenues will be dependent on environmental factors and 

the investment markets. To illustrate the impact of the financial markets 

and the related volatility, FY 2015 had an unrealized loss on investments 

included in non-operating revenues of ($66.3M) and the FY 2016 projection 

had a gain based on information known at the time of the projection of 
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$65.1M.  Regarding realized gains on investments, FY 2015 had a gain of 

$39.1M and the projection of FY 2016 included a projected realized gain on 

investments of $7.7M. The projections for FY 2018 and FY 2019 were based 

on the assumption of an overall return on the investments of 5.5%. 

 

d. What is included in the HHC operating revenue category, Other (line A. 8)? 

 

The operating revenue category, Other (line A.) reflects Hospital Tax 

amounts paid to and estimated to be paid (for future periods) to the State of 

Connecticut by HHC net of payments received from the State of Connecticut 

and estimated to be received in future periods. 

 

HHC Assumptions 

e. The assumptions provided on page 312 of the application are not labeled as “With 

CON” or “W/out CON.” They appear to be “W/out CON.” Please confirm/clarify. 

 

The assumptions provided on page 312 are the baseline assumptions without 

the CON. With the CON, assumptions are the same as the without CON 

assumptions with the addition of the financial impact of the TCHH projected 

results for FY 2018 and FY 2019, which are included in the incremental 

column for the respective period. 

 

f. The HHC incremental column for FY 2018 and FY 2019 matches TCHH’s “With 

CON” amounts. Therefore, it appears that HHC is projecting no additional 

revenues, expenses or volume changes related to the proposal, from any other 

legal entity within the HHC system. Is this correct? Discuss the impact of the 

proposal on other HHC entities (e.g., Hartford Hospital). If there is a financial 

impact, please revise and resubmit the financial projections. 

 

Correct. We cannot accurately quantify the impact on HHC’s revenues for 

volumes to current HHC hospitals as a result of the affiliation, therefore no 

estimate is included. It is expected that less patients will travel to Hartford 

Hospital as more services become available at TCHH. 

 

23. Provide audited financial statements (“AFS”) for FY 2016 for HHC and TCHH. If not 

available, please provide unaudited financial statements (balance sheet, statement of 

operations and statement of cash flow) for HHC and TCHH and indicate when the FY 

2016 AFS will be available to OHCA. 

 

Please see Exhibit 4 for copies of Audited Financial Statements for HHC and 

TCHH. 

 

24. Provide a preliminary Capital Investment Plan for the 7-year, $73.0 million capital 

commitment to TCHH. Include the categories listed in response to question 4(g) on 

page 61 and use the format provided below: 
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PRELIMINARY CAPITAL INVESTMENT PLAN FOR TCHH 

(In Thousands) 

Description Total 

Major Service Line Opportunities $20,000 

Inpatient Care and Quality 

Improvement 

 

Behavioral Health  

Community Engagement and 

Benefit 

 

Shared Services  

Infrastructure Improvements $50,000 

IT Systems  

Provider and Continuum Integration $3,000 

Total estimated capital expenditures $73,000 

 
 

As identified in the Affiliation Agreement, only $50M of the $73M commitment has 

been identified for maintenance and replacement capital projects. An additional 

$20M is intended to support strategic program and service opportunities including 

those high priority services identified by the Community Health Needs Assessment. 

An additional $3M is intended to support physician alignment and recruitment 

strategies. As previously mentioned, upon closing, the Applicants will conduct a 

formal strategic planning initiative to prioritize investments according to 

community need and plan infrastructure (capital) investments. 

 

The implementation of EPIC is not included in the $73M commitment, the entire 

cost of which will be funded by HHC.  The annual operating costs associated with 

the EPIC implementation are estimated to be $447,000.  In addition, at closing, 

HHC will also fund TCHH’s distribution of $2.5M to the Northwest Connecticut 

Community Foundation to be used to improve the health status of the community 

and HHC will provide an additional $500,000 in grant funding (five annual 

$100,000 grants) to the Litchfield County CDC-sponsored Community 

Transformation Grant Program. 
 

25. Page 37 of the application states “This proposal will support the financial viability of 

TCHH, to maintain health care delivery in Northwest Connecticut.” Please elaborate 

specifically how this proposal will impact the financial viability of TCHH, in terms of 

profitability, liquidity and solvency. 
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Ratio Hartford 

HealthCare 

Charlotte 

Hungerford 

Hospital 

HHC Compared 

to TCHH 

Days Cash on 

Hand 

189 21 Higher 

Cash to Debt 1.38 .52 Higher 

Debt to 

Capitalization 

45% 31% Higher 

Operating Margin 4.84% (6.16%) Higher 

Cash Flow to 

Liabilities 

10.5% 1.18% Higher 

Average Age of 

Plant 

13 20 Lower 

 

The above table is provided to illustrate the manner in which rating agencies such 

as Moody’s, S+P, and Fitch use comparative ratios of relative financial strength to 

compare health care organizations to each other. As can be seen by the above 

comparison of the key ratios for HCC and TCHH for the most recently audited 

period for the fiscal year ended September 30, 2016, the financials of HHC are 

currently stronger than that of TCHH. Significant further deterioration in 

TCHH’s financials is expected without an affiliation that can provide financial 

resources and physician recruitment. 

 

Hartford HealthCare is in a better position for all ratios with the exception of 

Debt to Capitalization. The ratios above are viewed together and not individually 

by the rating agencies. As demonstrated above, the cash position of approximately 

6 months Days Cash on Hand also increases HHC’s position with respect to other 

ratios influenced by cash position or the cash generated from operations as a 

result of a positive operating margin. It should also be noted that the Average Age 

of Plant for HHC is significantly lower than TCHH. TCHH’s average age of plant 

would be improved in future periods with the capital investment proposed by 

HHC noted in the response to question 24. 

 

26. Page 37 of the application indicates that HHC will fund the proposal “…through HHC 

System earnings and free cash flows from depreciation expense. There are no plans at 

this time to finance these expenditures through external borrowing.” In reference to this 

statement, please address the following: 

a. Elaborate on the specific “earnings” that will be available to fund the proposal; 

and 

b. Elaborate on and quantify the “free cash flows from depreciation” dollar amounts 

available to HHC in FY 2015 and projected for FYs 2016-2019. 

 
Earnings Before Interest Depreciation and Amortization (EBIDA) is used to 

measure “free cash flows” available for reinvestment in an organization. HHC’s 
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EBIDA amounts for the periods FY 2015 through FY 2019 without the CON are 

as follows: 

 

FY 2015 $233.7M FY 2018 $270.3M 

FY 2016 $299.0M FY 2019 $294.0M 

FY 2017 $253.8M 

 

27. On pages 79-80 of the application, the AA states that TCHH’s ED renovation will be 

funded through a portion of the $73 million capital commitment, to the extent the 

renovation exceeds $10 million dollars. Further, the AA requires TCHH to incur debt 

prior to the closing to finance the first $10 million of the ED renovation. Elaborate on 

why TCHH will be required to incur debt for this project and discuss its ability to incur 

debt, given its recent operational losses. In addition, how does this statement relate to 

the statement made on page 37 that there is no planned external borrowing related to 

this project? 

 

Having a modernized Emergency Department (ED) at TCHH that provides the 

necessary facilities, equipment and services for patients, families, physicians, 

nurses, and staff is essential to the health and safety of the 100,000 people in the 

area served by TCHH. The ED requires expansion, physically, technologically 

and in the level of personalized care and comfort it provides to patients. 

 

To address this issue, in 2015 TCHH began a comprehensive, six-phase, multi- 

year, renovation and expansion project for modernization and infrastructure 

enhancements for the ED. The project has many beneficial features and 

improvements and upon conclusion will include an enlarged, patient friendly ED 

featuring 35 treatment rooms, including a GYN room, an orthopedic room, two 

triage areas, two resuscitation rooms, several rooms dedicated to behavioral 

health treatment and four “flex” rooms to help handle high volume peaks, 

increased bathrooms and patient privacy. There will be a new ambulatory 

entrance with an enlarged, more comfortable waiting room closer to Litchfield 

Street, an updated nurse station to accommodate a team-based approach to care, 

and a new station for a staff member to greet patients and conduct quick, private 

evaluations. 

 

The project will greatly improve patient privacy and comfort in the ED, providing 

less patient waiting time, improved patient flow and greater efficiencies, an 

enhanced ability to meet regulatory requirements, and to accommodate technical 

advances in patient care. Plans also include ways to create centralized storage, 

improve staff site lines while maintaining patient privacy, and visible safety and 

security upgrades. 

 

TCHH began its ED renovation in 2015 creating 4 new beds. The remainder of 

2015 was spent revising the original project scope to scale back the total cost. 
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In the spring of 2016, TCHH began to relocate internal departments to create 

additional space for ED expansion and exterior work began on the parking lot and 

canopy areas. In early 2017, the second phase of the interior renovation began. 

The total project is expected to be completed in 2018 with an estimated capital 

expense of approximately $10 million. 

The decision was made by the TCHH Board to begin renovation before the 

affiliation process was complete due to the overwhelming community need noted 

above.  In the summer of 2015, a request for proposal (RFP) was sent out to solicit 

loan proposals. A loan was secured in the fall of 2015, finally closing in February 

of 2016. CHEFA was selected as the lender with the most favorable terms and 

conditions. The decision to borrow versus utilize internal funding was based on 

two factors: 1) TCHH had no debt on its balance sheet and 2) the twenty year 

amortization with a ten year fixed interest rate was less than TCHH’s return on its 

investment fund. 

TCHH has the ability to fund the cost of this loan from the proceeds of its annual 

investment interest. Lastly, it is the belief of the parties that the Affiliation 

Agreement affirms and supports this project, providing additional funding as 

needed instead of compelling TCHH to incur additional debt. 

28. Pages 12 and 13 of the application describe two hospital members (i.e., Backus, 

Windham) that have joined the HHC system. Provide a detailed explanation of the 

overall benefits that HHC has provided to these two hospitals; specifically, discuss how 

services were enhanced, revenues were increased and expenses were reduced. 

 

HHC has a proven track record of being able to integrate hospital systems and 

achieve cost reductions while enhancing access to care. The following sets forth 

a description of those benefits realized by the integration of The William W. 

Backus Hospital (“Backus Hospital”), a 213 bed community hospital, and 

Windham Hospital, a 144 bed community hospital, in the HHC system. 

 

Windham Hospital 
 

In 2009, Windham Hospital joined the HHC System with HHC becoming the sole 

member, similar to Hartford Hospital and MidState Medical Center. Windham 

Hospital had a close relationship with Hartford Hospital with respect to medical 

staff coordination of tertiary level services and programmatic collaboration. This 

relationship had included successful clinical collaborations in oncology, cardiology 

and emergency medicine. The formal affiliation with HHC bolstered the clinical 

alignment and integration efforts, and also provided Windham Hospital with the 

following benefits: 

 

 Additional opportunities for clinical research 

 Teaching, extension of residency program 

 Implementation of quality initiatives 
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 Sharing of best practices 

 Cost savings from volume purchasing 

 Consolidation of certain administrative services 

 Deployment of technology and information systems 

 Capital avoidance 

 Recruitment of medical talent 

 Savings related to risk management and professional liability coverage 

 More effective investment management expertise at lower cost 

 Savings related to third-party consultant services 

 Development of a primary care network and integration of certain primary 

care physicians with Hartford HealthCare Medical Group 

 More favorable debt financing as a member of a System-wide obligated group 

 Tumor registry services 

 Access to interventional radiology services 

 Information technology, hardware, software and management expertise 

 Biomedical engineering services savings 

 Savings related to more cost-effective reference laboratories 

 Participation in clinical quality councils (e.g. readmission reduction, patient 

experience, hospital acquired infections 

 Enhanced access to specialty clinical care 

 
Backus Hospital 

 

In 2013, Backus Hospital in Norwich, CT joined the HHC System. With the 

integration of Backus Hospital, HHC reorganized into a regional structure, to 

reduce silos, create efficiencies, and serve communities in a more community 

focused manner. Backus Hospital and Windham Hospital are both located in the 

HHC East Region. The regional approach has enabled HHC to provide an 

operating model with efficient human and operational resources to further develop 

and expand primary, ambulatory and subspecialty clinical services in Windham 

and New London Counties, and other areas. 

 

Some examples of the benefits that Backus Hospital received as a result of system 

integration include: 

 

 Savings related to risk management and professional liability coverage 

 More effective investment management expertise at lower cost 

 Savings related to third party consulting services 

 Development of a primary care network and integration with Hartford 

HealthCare Medical Group 

 Savings related to human resource and employee benefit management 

 Capitol avoidance 
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 More favorable debt financing as a member of a system-wide obligated group 

 Marketing, legal, and government relations capabilities 

 Centralization of business functions- integration of the billing and collection 

function 

 Savings resulting from more effective group purchasing organization 

 Physician recruitment success 

 Clinical integration in oncology, gynecology and obstetrics (e.g. protocols for 

breast cancer improving patient experience and clinical outcomes) 

 Tumor registry services 

 Access to interventional radiology 

 Information technology, hardware, software and management expertise 

 Biomedical engineering services 

 Savings related to cost-effective reference laboratories 

 Participation in clinical quality councils (e.g. readmission reduction, patient 

experience, hospital acquired infections 

 Enhanced access to specialty care services 

 

All of the integration initiatives described above have led to significant cost 

savings on an annual recurring basis at both hospitals. More importantly, both 

hospitals in HHCs East Region have received additional immeasurable value by 

having access to breadth of management and clinical expertise that they 

previously did not have as standalone community hospitals. 

 

29. A list of initiatives, expected to improve the cost effectiveness of health care delivery in 

Northwest Connecticut, is provided on page 34 of the application. Provide a table 

listing each initiative and the anticipated cost savings that will result following 

implementation. How is each initiative specifically reflected in TCHH’s and HHC’s 

Financial Worksheets? 

 

The initiatives on page 34 will not impact the costs of HHC. 

 

HHC has assessed the financial opportunity associated with the proposed 

affiliation to broadly quantify expected efficiencies and savings. A savings 

opportunity of $1.095 million annually is a projected medium level savings 

opportunity when compared to high and low ranges of estimated savings. 

However, in recognition of the fact not all savings would be realized immediately, 

HHC included 45% of this mid-range of savings or $502,000 in its projections for 

FY 2018 and projected full $1.095 million in savings for FY 2019. These amounts 

are included in the incremental columns for the respective years on TCHH 

Worksheet A. 

 
These savings amount to less than 1% of the FY 2019 expense base of $129M for 

TCHH. This is worth noting as the decision to pursue the acquisition of TCHH 

346



Docket Number: 16-32135-CON February 22, 2017 
 

{00019781v2}  

 

was not founded on the expectation of realizing dramatic expense reductions for a 

lower-cost hospital, but rather based upon the belief that TCHH, if properly 

structured, would attract and retain physicians, increase quality and patient 

satisfaction, enhance services and continue to provide access to services to the 

community it serves. 

 
Please see Exhibit 5 for a schedule of Total Operating Expense Per Case Mix 

Adjusted Equivalent Discharge for Connecticut Hospitals. 

The volume resulting from the physician recruitment and other revenue 

enhancement activities and their financial impact is reflected in the incremental 

columns of TCHH Worksheet A. 

 

30. Page 34 of the application also indicates that the affiliation with HHC will provide cost 

savings benefits for shared services. Provide a list of all proposed services to be shared 

and the related cost savings amount anticipated. 

The shared service areas of HHC include: 

Information Technology Finance 

Planning and Marketing Human Resource Management 

Revenue Cycle Quality Improvement and Patient Safety 

Data Analytics Project Management Office 

Legal Services Treasury Services 

Debt Management Insurance 

Compliance Services Leadership Development 

Governance 

 

It is expected that modest levels of savings will occur in these categories during the 

integration process; however, this matter has yet to be fully analyzed. It is 

recognized by the Applicants that these savings will accrue to TCHH as it will be 

advantaged by the breadth and depth of an integrated delivery system’s resources, 

not available to TCHH independently.. 

 

31. How will cost savings achieved from the proposal translate into lower costs for TCHH 

patients? 

 
TCHH’s Cost per Case Mix Adjusted Equivalent Discharge will improve over 

time.  FY 2017 and FY 2018 costs per case will remain relatively flat, at $5,946 and 

$5,964, respectively. In FY 2018, there is a decrease in the Cost per Case Mix 

Adjusted Equivalent Discharge of approximately 3% to $5,789. It should be noted 

that these improvements in cost structure are substantially derived from 

additional patient volumes that will come from physician recruitment activities. 

These are needed to bring fiscal stability to TCHH so that it can remain viable. As 

previously noted, the integration is not expected to significantly lower costs at 
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TCHH in the foreseeable future. 

 

32. Please indicate what years are represented by Schedule H “Year 1,” “Year 2” and “Year 

3” on page 65 of the application. 

 

Year 1 is Fiscal Year 17, Year 2 is Fiscal 18, and Year 3 is Fiscal Year 19. 

 

33. As part of this proposal, HHC will commit $3 million to support medical staff 

development and recruitment for TCHH and the “Northwest Region.” Explain how this 

value was determined and describe the Strategic Plan’s time frame for these recruitment 

efforts. 

 
The $3 million investment value was determined by the Applicants in order to 

support medical staff development and recruitment based on a needs assessment 

of the community served by TCHH. The time frame for these development and 

recruitment efforts is three years from the date of closing and will be supported by 

the development of an integrated medical staff development plan for TCHH as 

referenced in the HHC TCHH Three-Year Integration Plan included in Exhibit 1. 

 
34. As required by Public Act 15-146 section 30 (to be codified, as amended, as 

Connecticut General Statute 19a-639a), submit any financial gains realized by each 

officer, director, board member or senior manager of the hospital and of the purchaser, 

as a result of the transaction, in the table below. Add rows as necessary. For each such 

person, list: 

a. The specific person’s name; 

b. Such person’s position type and whether associated with the hospital, the 

purchaser or both; 

c. The amount of any expected increase or decrease in such person’s salary, 

inclusive of bonuses; 

d. The amount of any expected severance payments received by such person; and 

e. The value, based on the date of issuance, of any stock or stock options expected to 

be issued to such person. 

 

No financial gains will accrue to any officer, director, board member or senior 

manager of either HHC or TCHH as a result of the transaction. 
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FINANCIAL IMPACT ON CERTAIN HOSPITAL & PURCHASER ASSOCIATES 
  

 

Name 

With 

TCHH, 

HCC or 

both 

 
Position 

Type* 

Amount 

of 

increase/ 

(decrease) 

in salary 

 
Severance 

Payment 

 
Stock 

Value 

Value of 

other 

financial 

gain 

 
 

Total 

1         

2         

3         

4         

5         

6         

7         

* Indicate whether an Officer, Director, Board Member or Senior manager (may select more 

than one, if applicable). 

 

35. Page 19 of the application states that HHC will fund a distribution by TCHH of 

$2,500,000 to Northwest CT Community Foundation. Is this community benefit 

amount reflected in Table I: TCHH Schedule H (Form 990) Projections on page 65? If 

not, provide a separate table that explains the purpose, dollar amounts and duration of 

this commitment. 

 

It is not reflected in Table I because these monies are to be managed through a 

donor-advised account through the Northwest Community Foundation. For 

further insight into the purpose of these funds, and their potential distribution 

strategy, please see Exhibit 6 for a summary of the The Greater Torrington 

Building Healthier Communities Fund. 

 

36. On page 65 of the application, the Applicants provided Community Benefit projections 

associated with this proposal for the items listed on TCHH’s IRS Form 990-Part I, but 

failed to provide projections for the items listed on Part II of Schedule H (Community 

Building Activities). Provide a projected amount for each line item of Schedule H, Part 

II for the first three years post-transaction. 

 

TCHH did not report any Community Building Activities in the 2015 IRS Form 

990, nor did TCHH report the same in any year prior for which the 990 contained 

a Schedule H.  TCHH is also not projecting commitments in this category for the 
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years requested by OHCA. For these reasons, projections for Part II of Schedule 

H were not submitted as part of the CON application. 

 

37. Please address the following in regard to Community Benefit/Building Activities: 

 

a. describe in detail TCHH’s community benefit/building activities over the past 

three fiscal years (FYs 2013-2016); and 

 

Please see Exhibit 7 for the Community Benefit Summary of Activities and 

Investments 

 

b. discuss how the proposal will enhance TCHH’s ability to support future 

community benefit/building activities. 

 

As mentioned as part of the Three-Year Integration Plan, this proposal 

supports the TCHH Community Health Improvement Plan (CHIP) by 

enhancing and expanding specialty services in the community. The intended 

programmatic enhancements described in Section 5.4 of the Affiliation 

Agreement will improve TCHH’s ability to address the health needs of the 

community and the professional shortages identified, especially in the areas 

of primary care and behavioral health. Moreover, this proposal will allow 

TCHH to participate in care coordination and population health 

management best practices of HHC to raise the quality of care, improve its 

cost-effectiveness and increase patient satisfaction in keeping with the 

“Triple Aim” of healthcare reform. Finally, as part of the RFP review 

process, TCHH representatives met with HHC community benefit 

professionals and community stakeholders from the Windham area. Based 

on this encounter and a review of the materials and planning tools utilized by 

HHC, the process by which assessments and improvement plans are 

conducted is more comprehensive and inclusive. Like all entities who have 

joined with HHC, TCHH will benefit from the more comprehensive and 

accountable approach the System applies to these activities. 

 

38. Page 10 of the application indicates how the proposal will affect TCHH’s 2015 

Community Health Improvement Plan, aimed at addressing seven focus areas and 

related key health indicators identified in the Hospital’s 2015 Community Health Needs 

Assessment. How will HHC support and participate in the process of developing 

TCHH’s 2018 Community Health Needs Assessment? 

 

In FY 2014, HHC embarked on a comprehensive Community Health Needs 

Assessment (CHNA) process to identify and address the key health issues for the 

communities it serves. As a partner in the System, TCHH will participate in this 

comprehensive process for future CHNAs conducted for the Northwest Region. 
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It is HHC’s objective “to deliver and coordinate a continuum of high quality 

health care that is sensitive to the health needs of communities.” HHC is 

committed to being “responsive and accountable to those for whose benefit it 

exists, and to improving the health of its communities.” The HHC CHNA 

process is founded on the principles of population health management with 

Community Health Improvement Plans organized according to four pillars, 

which, with a patient centered focus, support HHC’s strategies, mission, vision, 

and core values. These four pillars are: 

 

1) Assessment: Listening to the voices of the community and 

understanding objective health outcomes. 

2) Partnership:  Engaging with community resources, both medical and social. 

3) Access: Creating multiple connections to communicate with, and care for, 

our community, regardless of payor type or socioeconomic status. 

4) Coordination: Providing management across the entire spectrum of 

health to optimize the distribution of health outcomes, regardless of payor 

source or socioeconomic status. 

 

Commitment to addressing the high priority health needs as described in the 

Affiliation Agreement include HHC facilitating TCHH’s distribution of $2.5M 

to the Northwest Connecticut Community Foundation to be used in part to 

improve the health status of the community. As previously mentioned, HHC 

will also provide an additional $500,000 in grant funding (five annual $100,000 

grants) to the Litchfield County CDC-sponsored Community Transformation 

Grant Program. 
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Hartford HealthCare’s Affiliation 

with The Charlotte Hungerford Hospital 

Docket Number: 16-32135-CON 

Three Year Integration Plan 

February 2017 

On November 28, 2016 Hartford HealthCare and The Charlotte Hungerford Hospital (the 

“Applicants”) jointly submitted a Certificate of Need application for approval of the 

proposed affiliation. The Supplemental application requires that the Applicants submit to 

OHCA a transtion plan addressing how continuity of services will be ensured and 

providing detail regarding any planned changes or enhancements to services provided in 

the communities served by TCHH. The Supplemental application also requires that the 

Applicants provide  OHCA with an understanding of how priority health needs identified 

in the most recent Community Health Needs Assessment (CHNA) will be addressed. The 

three-year integration plan provided below was developed in order to respond to these 

requirements.  

Since October 2015, the Applicants have been in discussions regarding the proposed 

affiliation. These discussions have resulted in the development of the Affiliation 

Agreement which was provided to OHCA as an Exhibit to the CON application. In 

addition, to a more limited extent and in conformance with legal restrictions, the 

Applicants have also discussed opportunities for service enhancements and growth, 

anticipated cost savings, and other likely benefits resulting from the integration of The 

Charlotte Hungerford Hospital (TCHH) and Hartford HealthCare (HHC). Pending OHCA 

approval of the proposed affiliation, the Applicants intend to initiate a strategic planning 

process to identify and prioritize opportunities accruing from the affiliation.   

 Introduction 

The three year integration plan presented below has been developed to meet the 

requirements of the Certificate of Need review and approval process for HHC’s 

acquisition of TCHH. The three-year plan presented below is meant to be interpreted as 

a road-map and as such, reflects the limited, early-stage integration planning that has 

taken place to date. 

This plan is organized into the following sections: 

1. Affiliation Vision and Anticipated Benefits 

2. Fundamental Tenets of Integration  

3. Three-year Integration Plan – Overview of Major Components and Initaitives  
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Affiliation Vision and Anticipated Benefits 

 

The integration of TCHH into HHC will provide TCHH with financial resources, clinical 

support, technology and analytics,  and organizational structure it needs to meet the 

demands of health care reform while allowing it to continue providing access to the 

high quality, compassionate and localized care that have been a hallmark of its 

services for the past 100 years.  The affiliation with an integrated healthcare delivery 

system will allow TCHH to broaden access to primary and specialty care in Northwest 

Connecticut, achieve operational efficiencies, improve quality and manage population 

health, among other achievements.  

 

 TCHH and HHC share a common non-profit mission, as well as many important 

clinical and collaborative relationships, which will benefit the Northwest Connecticut 

community by integrating TCHH as a vibrant component of HHC’s integrated health 

care delivery system.  TCHH will continue as an independently licensed hospital with 

its own medical staff but will become part of a larger integrated health care system 

that can provide the support and services TCHH needs. 

 

Fundamental Tenets of Integration  

The Applicants have agreed that the integration plan must be transparent and timely, 

have support from executive leadership and managers from both organizations and 

include detailed actions for operational and cultural integration. Once the proposed 

affiliation has been approved by OHCA, a structured integration process co-led by 

representatives from executive leadership at each organization will commence.  Post 

CON approval, the Applicants will establish the formal governance structure and 

develop the strategic plan necessary to accomplish a successful integration. 

 

 

Three Year Integration Plan – Overview of Major Components and Limited 

Work Plan  

 

The major components of the three year integration plan are described below and are 

also depicted in the attached work plan with tentative frame frames for completion. 

 

1. Pre-approval work plan 

 

In the months prior to OHCA approval of the proposed affiliation, the Applicants 

have begun work to develop a communication plan, completed the due diligence 

process, and completed efficiency and opportunity studies which will guide the 

integration of TCHH into HHC. 
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2. Community Health Needs Assessment 

 

In FY 2014, Hartford Health Care embarked on a comprehensive Community 

Health Needs Assessment (CHNA) process to identify and address the key health 

issues for the communities served by HHC.  As a partner in the Hartford 

HealthCare System, TCHH will participate in this comprehensive process for future 

CHNAs conducted for the Northwest Region.   

It is HHC’s objective “to deliver and coordinate a continuum of high quality health 

care that is sensitive to the health needs of communities.”  HHC is committed to 

being “responsive and accountable to those for whose benefit it exists, and to 

improving the health of its communities.”  

The HHC CHNA process is founded on the principles of population health 

management with Community Health Improvement Plans organized according to 

four pillars, which, with a patient centered focus, support Hartford HealthCare’s 

five year strategies, mission, vision, and core values.  These four pillars are: 

1)   Assessment:  Listening to the voices of the community and understanding 

objective health outcomes 

2)   Partnership:  Engaging with community resources, both medical and social 

3)   Access:  Creating multiple connections to communicate with, and care for, our 

community, regardless of payer type or socioeconomic status  

4)   Coordination:  Providing management across the entire spectrum of health to 

optimize the distribution of health outcomes, regardless of payer source or 

socioeconomic status 

 

Commitment to addressing the high priority health needs as described in the 

Affiliation Agreement include HHC funding TCHH’s distribution of $2.5M to the 

Northwest Connecticut Community Foundation to be used to improve the health 

status of the community.  HHC will also provide an additional $500k in grant 

funding (five annual $100k grants) to the Litchfield County CDC-sponsored 

Community Transformation Grant Program.   

 

3. Strategic Plan Development 

As outlined Section 5 in the Affiliation Agreement within 120 days of closing, HHC 

and TCHH shall develop a strategic plan for the Northwest Region to identify, 

prioritize and address community health needs. Through this process, strategic 
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investments will be identified and prioritized in alignment with the Community 

Health Needs Assessment. Expansion of key service lines identified in the 

Affiliation Agreement will be prioritized for implementation as part of the strategic 

planning process. The HHC Institute model for service line development will be 

expanded to include TCHH. Specifically, the Affiliation Agreement proposed 

investments in the following services: 

   a. Gastrointestinal and digestive diseases program 

   b. Orthopedic program 

   c. Primary care network 

   d. Expansion of surgical services 

   e. Ambulatory care network 

   f. Geriatric medicine institute 

   g. Expansion of behavioral health services  

   h. Women's health program 

   i. Telehealth network 

   j. Personalized medicine program 

   k. Participation in HHC's maternal and fetal medicine program 

   l. Expansion of neurology and neurosciences service lines 

   m. Radiation therapy services 

These investments as well as others identified in the Community Health 

Improvement Plan (CHIP) as high priority community needs will be assessed and 

staged for implementation as part of the strategic planning process. The resulting 

service enhancements and expansions will bring enhanced specialty care to the 

TCHH community, minimizing the need for residents to travel long distances to 

receive specialty and subspecialty care.   

4. Physician and Midlevel Alignment 

 

Within the first 120 days post-closing, HHC will initiate a Medical Staff 

Development Plan for the Northwest Region to assess the need for primary care 

providers as well as specialty and sub-specialty physicians. In accordance with the 

information technology development / deployment plan, medical offices will be 

converted to the EPIC medical record platform. TCHH medical practices will be 
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transitioned to the HHC Operating Model which includes lean daily management 

and leadership training.  Employment contracts for TCHH employed physicians will 

be transitioned to Hartford HealthCare Medical Group over time.  

 

 

5. Provider and Clinical Integration   

 

HHC established Integrated Care Partners (ICP) as its main vehicle to ensure the 

delivery of high-value, cost effective and efficient care to the communities it 

serves. The goal of ICP is to create a physician led organization, primarily focused 

on improving quality and outcomes through enhanced care coordination while 

managing the total cost of care. ICP is supported by a team of nurses, social 

workers and pharmacists dedicated to managing the care of high risk patients 

with chronic health conditions. The use of data analytics to identify high risk 

patients that benefit from care management and to identify gaps in care so that 

providers can be proactive and outreach to those at risk is key to successfully 

managing cost and utilization.  Physicians on staff at TCHH and in the greater 

Torrington community will have the option of participating in ICP including 

participation in value based payer agreements and alternative payment models 

such as HHC’s ACO and bundle payments arrangements. Participation in ICP will 

also provide TCHH physicians practice support in the transition to Medicare Access 

& CHIP Reauthorization Act (MACRA) and Merit-based Incentive Payment Systems 

(MIPS) and Advanced Alternative Payment Models (AAPMs).   

 

6. Information Technology Systems    

HHC will conduct an in depth technology and resource assessment for TCHH upon 

regulatory approval and within first 6 months of affiliation.  The inventory will 

include contracts, applications and infrastructure.  Successful IT integration is 

imperative to the affiliation to ensure clinical care coordination and quality 

benchmarking.  This standardization will also ensure the careful integration of 

financial, supply chain, human resources and lab support.   Additionally, all IT 

contracts were inventoried during the due diligence phase; with a conversion plan 

to integrate occurring within the first 6 months.  Currently, TCHH contracts out 

their IT leadership. By July, 2018, HHC will convert TCHH from Meditech to both 

Peoplesoft and EPIC (HHC’s financial and clinical platforms) to ensure coordination 

of care.  This is scheduled to take place after a similar conversion at Backus 

Hospital as it currently shares the same platform as TCHH and there will be the 

ability for the HHC transition team to take advantage of “lessons learned”  from 

that conversion and installation. 
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7. Regulatory / Safety and Quality  

 

HHC has instituted a coordinated approach to improving quality and safety in a 

manner that ensures that all regulatory requirements are met and patient well-

being is enhanced. The Vice President for Quality and Safety and the Director of 

Risk Management (both reporting to the Senior Vice President and Chief Medical 

Officer) are charged with ensuring that there is not variation in clinical care across 

the System. Each region of HHC has a Director of Quality and safety who reports 

dually to the VP Quality and Safety and the Regional Vice President of Medical 

Affairs. This structure, which will be extended to TCHH, ensures alignment and 

local accountability. Clinical performance improvement is driven through nearly 40 

Clinical Councils (Hospital Medicine, Infection Prevention, Ob/Gyn, Perioperative 

Services, Stroke, etc.) Each council has an executive sponsor and embedded 

support from informatics, quality and supply chain. The councils set annual 

improvement targets and monitor their performance with a dashboard generated 

in the quality department using objective measures – emphasizing outcomes 

rather than process of care measures wherever possible. 

 

The councils have a strong track record of achieving consensus and then 

developing policies, procedures and order sets that are implemented and 

approved, when necessary by the hospital Medical Executive Committees. This 

function is supported by a full time Director of Policies and Procedures who assists 

in shepherding policies through the hospitals and manages these documents in a 

centralized electronic database that serves the system. Wherever possible, 

identical or similar policies are sought – with local variation permitted to meet the 

needs of specific patient populations that may not be treated in all hospitals. 

TCHH will be fully integrated into this process immediately post affiliation.  

 

Regulatory compliance is managed through Risk Management – with local 

responsibility with the regional Risk Manager and Quality Director. When a safety 

or regulatory matter is addressed in any one hospital, the problem and solution 

are immediately shared across the System to ensure that the same adverse event 

will not occur anywhere else. 

 

8. Patient Experience 

 

HHC has recently centralized its approach to improving the patient experience: 

our tag line to engage all members of our team is “Every Moment Matters”. There 

is now a System-wide Office of experience and a Chief Experience Officer (a VP 

level position report to the System COO) is being recruited (with an expected 

start date 4/1/17. The Experience Office has a Director and a number of 

experience advisors embedded in each of HHC’s regions to perform this critical 
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work. There is a focused plan to improve the hospital HCAHPS scores based on 

uniform implementation of best practices across the system. In addition, there is 

a dedicated team working on improving the experience in the HHC Medical Group. 

The Behavioral Health Network has been working on experience for two years. 

HHC Community Network (Home Care, Rehabilitation and Long Term Care) are 

also implementing experience plans. TCHH would be integrated into this 

framework for improving experience immediately post affiliation. 

 

9. Infrastructure and Capital Projects 

 

As described in Article 4 of the Affiliation Agreement, over a seven year period, 

HHC will commit $50M to fund maintenance and replacement capital projects at 

TCHH. Projects will be identified and prioritized as part of the Northwest Region 

Strategic Plan and subject to HHC’s budgeting and strategic planning approval 

process. Capital projects preliminarily identified include TCHH emergency 

department renovation, infrastructure and physical plant improvements and 

ambulatory / outpatient facility upgrades.  

 

10. Shared Services Integration  

 

As stated in the Affiliation Agreement, it is anticipated that HHC will provide 

certain administrative functions including information technology management, 

finance services, strategic planning, marketing, internal audit, legal services, 

compliance, risk management, facilities development, board orientation and 

support and fund development. The majority of these functions will be made 

available to TCHH in an organized manner within the first two years post-closing.   

 

11.  Cultural Integration 

 

Within the first 180 days post-closing HHC will conduct a survey to assess where 

culturally TCHH is aligned with HHC and where there might be gaps. There are 

four components of this assessment that reflect HHC values of Integrity, Caring, 

Excellence and Safety. As a new HHC partner, TCHH will receive training on each 

of these components and be integrated into the HHC Operating model, which 

includes Lean management and advanced leadership training. All new System 

partners are expected to devote a minimum of two days of training to clearly 

understand these components and model these behaviors in the workplace. 

A major component of the H3W Operating Model includes implementing standard 

Lean daily management practices throughout the organization. This “standard 

work” includes daily huddles, rounding, and coaching and involves all levels of 

the organization. These practices position the organization for alignment of goals 

with our Balanced Scorecard, cascading communication, nurturing problem-
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solving, and continuously improving performance. Our Operational Excellence 

team will support just-in-time training and facilitated implementation of Lean 

daily management throughout TCHH over a two year period post-closing. 

 

12.  Governance 

 

Post-closing governance actions will include conversion of Bylaws and 

establishing the Northwest Regional Board. During the first year, the Northwest 

Regional Board will establish a finance and strategic planning committee 

composed of legacy TCHH Board members that will assist in the strategic 

planning process. Integration with HHC System support office functions including 

legal, marketing, and human resources will also take place within the first year. 

TCHH will be integrated into HHC’s strategic planning cycle, including the HHC 

Balanced Scorecard initiatives.  

 

Conclusion 

 

Effective execution of this Integration Plan will require prioritization and 

integration implementation planning that will focus on completing these items 

with detailed timelines that will be developed post-closing.  This plan addresses 

the intentions and commitments of HHC and TCHH as stated in the Affiliation 

Agreement and is intended to yield a number of affiliation benefits, including: 

 

 Implementation of quality initiatives, including shared best practices 

 Recruitment and retention of physician and administrative talent and 

developing that talent to promote a highly engaged workforce 

 Growing provider relationships through formal integration or other 

relationships designed to advance mutual interests and benefit the 

community served 

 Enhancing the patient and family experience 

 Creating additional opportunities for clinical research and teaching  

 Establishing a Northwestern Region of the Hartford HealthCare system 

consisting of Litchfield County and surrounding areas which utilizes TCHH 

as its acute care nucleus. 
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Hartford HealthCare

The Charlotte Hungerford Hospital

Three (3) Year Integration Work Plan

Integration Opportunities Complete Pre 2018 Progress FY2018 FY2019 FY2020

Pre-approval Work Plan

1a. Develop Communications Plan X

1b. Complete Due Diligence Process X X

1c. Complete Efficiency and Opportunity Studies X X

 Major Integration Initiatives

1. Establish Formal Governance Structure 

a. Amend and restate Governing Documents to reflect HHC as sole corporate member X

b.Establish bylaws for Northwest Region Board X

2.  Community Health Needs Assessment  

a. Establish HHC framework and methodology for conducting CHNA X X

a. 2015 CHIP - Continued Implementation X

b. Litchfield County Grant X

c. Northwest Connecticut Community Foundation X

3. Northwest Region Strategic Plan Development

a. Establish joint steering committee for strategic planning X

b. Engage independent consultant to facilitate strategic planning process X

c. Identify high priority community needs X

c. Identify high priority strategic investments in alignment with CHNA X

d. Develop business plans and establish timeframes X

e. Implementation of business plans X X X

f.  Institute model expansion X X X

362



Hartford HealthCare

The Charlotte Hungerford Hospital

Three (3) Year Integration Work Plan

Integration Opportunities Complete Pre 2018 Progress FY2018 FY2019 FY2020

4. Physician & Midlevel Alignment 

a. Medical Staff Development Plan X

b. Review and transition physician contracts to HHCMG X X

c. EPIC conversion X

d. HHC Operating model X

5. Provider and Clinical Integration

a. Participation in value -based payment arrangements X X X

b. Participation in ACO and bundled payments arrangements X X X

c. Practice support for transition to MACRA and MIPS X X X

6. Information Technology  Systems

a. Telecommunications Plan X

b. IT Development Plan X

c. EPIC CareConnect X

    1. EPIC Go-Live at TCHH X X

    2. EPIC Go-Live at TCHH affiliated ambulatory sites X X

7. Regulatory, Safety and Quality

a. Assessment of TCHH clinical protocols X

b. Establish participation in HHC clinical quality councils X

c. Align risk management services X X

d. Align regulatory compliance X X

8.  Patient Experience 

a. Align patient experience planning X X X

9. Infrastructure and Capital Projects

1. Identify and prioritize maintenance and replacement capital investments X

2. Emergency Department X X

3. Ambulatory / outpatient facility upgrades X X X

10. Shared Services Integration

  1. Group purchasing / supply chain X X

  2. Service contracting X X
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Hartford HealthCare

The Charlotte Hungerford Hospital

Three (3) Year Integration Work Plan

Integration Opportunities Complete Pre 2018 Progress FY2018 FY2019 FY2020

  3. Revenue cycle X X

  4. Payer contracting X X

 11. Cultural Integration

   1. Preassessment and gap analysis X

   2. Integration with HHC Operating model X X X

   3. Leadership education and coaching X X X

12. Governance 

    1. Conversion of bylaws X

    2. Establish Northwest Regional Board X

    3. Balanced scorecard integration X

    4. HHC System Support Integration (finance, marketing, human resources) X X X

    5. Obligated Group Integration X
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Exhibit 2: Financial Projections for HHC and TCHH through FY 2020. 
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019 FY 2020 FY 2020 FY 2020

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $5,657,713,000 $6,061,410,000 $6,061,410,000 $5,937,701,000 $0 $5,937,701,000 $5,938,341,000 $353,441,709 $6,291,782,709 $5,980,652,000 $382,527,927 $6,363,179,927 $6,100,265,000 $403,396,941 $6,503,661,941

2 Less: Allowances $3,318,875,000 $3,611,441,000 $3,611,441,000 $3,478,085,000 $0 $3,478,085,000 $3,404,442,000 $225,032,452 $3,629,474,452 $3,380,331,000 $249,580,702 $3,629,911,702 $3,434,936,000 $269,545,876 $3,704,481,876

3 Less: Charity Care $49,416,000 $50,326,000 $50,326,000 $42,001,000 $0 $42,001,000 $42,103,000 $2,616,745 $44,719,745 $42,443,000 $2,961,642 $45,404,642 $43,292,000 $3,000,664 $46,292,664

4 Less: Other Deductions $0 $0 $0 $0 $5,692,450 $5,692,450 $5,692,450 $5,692,450 $5,692,450 $5,692,450

Net Patient Service Revenue $2,289,422,000 $2,399,643,000 $0 $2,399,643,000 $2,417,615,000 $0 $2,417,615,000 $2,491,796,000 $120,100,061 $2,611,896,061 $2,557,878,000 $124,293,133 $2,682,171,133 $2,622,037,000 $125,157,951 $2,747,194,951
5 Medicare $881,022,000 $924,165,000 $924,165,000 $934,937,000 $0 $934,937,000 $962,633,000 $59,516,341 $1,022,149,341 $987,306,000 $62,186,776 $1,049,492,776 $1,011,261,000 $62,757,877 $1,074,018,877

6 Medicaid $286,446,000 $300,474,000 $300,474,000 $303,976,000 $0 $303,976,000 $312,981,000 $19,858,214 $332,839,214 $321,003,000 $20,214,983 $341,217,983 $328,791,000 $20,339,535 $349,130,535

7 CHAMPUS & TriCare $13,871,000 $14,550,000 $14,550,000 $14,720,000 $0 $14,720,000 $15,156,000 $591,830 $15,747,830 $15,545,000 $604,371 $16,149,371 $15,922,000 $614,623 $16,536,623

8 Other ($70,250,000) ($75,581,000) ($75,581,000) ($86,459,000) $0 ($86,459,000) ($86,459,000) ($5,692,450) ($92,151,450) ($86,459,000) ($5,692,450) ($92,151,450) ($86,459,000) ($5,692,450) ($92,151,450)

Total Government $1,111,089,000 $1,163,608,000 $0 $1,163,608,000 $1,167,174,000 $0 $1,167,174,000 $1,204,311,000 $74,273,935 $1,278,584,935 $1,237,395,000 $77,313,680 $1,314,708,680 $1,269,515,000 $78,019,585 $1,347,534,585
9 Commercial Insurers $1,126,534,000 $1,181,700,000 $1,181,700,000 $1,195,474,000 $0 $1,195,474,000 $1,230,889,000 $41,943,739 $1,272,832,739 $1,262,437,000 $43,073,436 $1,305,510,436 $1,293,067,000 $43,231,322 $1,336,298,322

10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0

11 Self Pay $25,248,000 $26,485,000 $26,485,000 $26,794,000 $0 $26,794,000 $27,587,000 $3,017,738 $30,604,738 $28,294,000 $3,025,060 $31,319,060 $28,981,000 $3,022,092 $32,003,092

12 Workers Compensation $24,745,000 $25,957,000 $25,957,000 $26,259,000 $0 $26,259,000 $27,037,000 $864,649 $27,901,649 $27,730,000 $880,957 $28,610,957 $28,403,000 $884,954 $29,287,954

13 Other $1,806,000 $1,893,000 $1,893,000 $1,915,000 $0 $1,915,000 $1,972,000 $0 $1,972,000 $2,022,000 $0 $2,022,000 $2,072,000 $0 $2,072,000

Total Non-Government $1,178,333,000 $1,236,035,000 $0 $1,236,035,000 $1,250,442,000 $0 $1,250,442,000 $1,287,485,000 $45,826,126 $1,333,311,126 $1,320,483,000 $46,979,453 $1,367,462,453 $1,352,523,000 $47,138,368 $1,399,661,368

Net Patient Service Revenuea (Government+Non-Government) $2,289,422,000 $2,399,643,000 $0 $2,399,643,000 $2,417,616,000 $0 $2,417,616,000 $2,491,796,000 $120,100,061 $2,611,896,061 $2,557,878,000 $124,293,133 $2,682,171,133 $2,622,038,000 $125,157,953 $2,747,195,953
14 Less: Provision for Bad Debts $50,042,000 $37,690,000 $37,690,000 $45,813,000 $0 $45,813,000 $45,818,000 $2,606,814 $48,424,814 $46,144,000 $2,773,960 $48,917,960 $47,067,000 $2,930,477 $49,997,477

Net Patient Service Revenue less provision for bad debts $2,239,380,000 $2,361,953,000 $0 $2,361,953,000 $2,371,802,000 $0 $2,371,802,000 $2,445,978,000 $117,493,248 $2,563,471,248 $2,511,734,000 $121,519,173 $2,633,253,173 $2,574,970,000 $122,227,474 $2,697,197,474
15 Other Operating Revenue $192,865,000 $305,675,000 $305,675,000 $210,896,000 $0 $210,896,000 $189,054,000 $5,100,000 $194,154,000 $189,054,000 $5,100,000 $194,154,000 $189,054,000 $5,100,000 $194,154,000
17 Net Assets Released from Restrictions $14,350,000 $13,086,000 $13,086,000 $19,507,000 $0 $19,507,000 $19,507,000 $0 $19,507,000 $19,507,000 $0 $19,507,000 $19,507,000 $19,507,000

TOTAL OPERATING REVENUE $2,446,595,000 $2,680,714,000 $0 $2,680,714,000 $2,602,205,000 $0 $2,602,205,000 $2,654,539,000 $122,593,248 $2,777,132,248 $2,720,295,000 $126,619,173 $2,846,914,173 $2,783,531,000 $127,327,474 $2,910,858,474

B. OPERATING EXPENSES
1 Salaries and Wages $1,122,021,000 $1,181,760,000 $1,181,760,000 $1,193,632,000 $0 $1,193,632,000 $1,239,977,000 $55,772,598 $1,295,749,598 $1,281,763,000 $56,682,145 $1,338,445,145 $1,320,216,000 $56,825,652 $1,377,041,652

2 Fringe Benefits $283,891,000 $278,044,000 $278,044,000 $313,060,000 $0 $313,060,000 $331,258,000 $13,923,233 $345,181,233 $348,050,000 $14,192,289 $362,242,289 $358,492,000 $14,228,022 $372,720,022

3 Physicians Fees $74,842,000 $79,213,000 $79,213,000 $72,635,000 $0 $72,635,000 $73,463,000 $9,220,491 $82,683,491 $74,923,000 $9,396,696 $84,319,696 $76,412,000 $9,251,696 $85,663,696

4 Supplies and Drugs $390,438,000 $413,242,000 $413,242,000 $378,922,000 $0 $378,922,000 $383,247,000 $16,887,191 $400,134,191 $390,863,000 $17,849,212 $408,712,212 $398,630,000 $17,958,104 $416,588,104

5 Depreciation and Amortization $125,330,000 $138,197,000 $138,197,000 $151,766,000 $0 $151,766,000 $163,261,000 $7,405,908 $170,666,908 $172,463,000 $8,320,194 $180,783,194 $182,812,000 $8,653,526 $191,465,526

6 Provision for Bad Debts-Other
b

$0 $618,000 $618,000 $47,000 $0 $47,000 $46,000 $0 $46,000 $46,000 $0 $46,000 $46,000 $0 $46,000

7 Interest Expense $25,328,000 $27,682,000 $27,682,000 $30,116,000 $0 $30,116,000 $30,566,000 $269,441 $30,835,441 $30,553,000 $254,679 $30,807,679 $30,553,000 $240,564 $30,793,564

8 Malpractice Insurance Cost $22,352,000 $29,287,000 $29,287,000 $30,324,000 $0 $30,324,000 $28,938,000 $2,186,014 $31,124,014 $30,095,000 $2,207,874 $32,302,874 $31,299,000 $2,207,874 $33,506,874

9 Lease Expense $0 $0 $0 $0 $1,602,113 $1,602,113 $0 $1,618,134 $1,618,134 $1,650,497 $1,650,497

10 Other Operating Expenses $372,386,000 $397,120,000 $397,120,000 $403,690,000 $0 $403,690,000 $363,965,000 $19,160,304 $383,125,304 $337,133,000 $18,984,047 $356,117,047 $329,401,000 $18,984,047 $348,385,047

TOTAL OPERATING EXPENSES $2,416,588,000 $2,545,163,000 $0 $2,545,163,000 $2,574,192,000 $0 $2,574,192,000 $2,614,721,000 $126,427,293 $2,741,148,293 $2,665,889,000 $129,505,270 $2,795,394,270 $2,727,861,000 $129,999,982 $2,857,860,982

INCOME/(LOSS) FROM OPERATIONS $30,007,000 $135,551,000 $0 $135,551,000 $28,013,000 $0 $28,013,000 $39,818,000 ($3,834,045) $35,983,955 $54,406,000 ($2,886,098) $51,519,902 $55,670,000 ($2,672,508) $52,997,492

NON-OPERATING REVENUE ($13,368,000) $71,685,000 $71,685,000 $43,900,000 $0 $43,900,000 $36,658,000 $1,900,000 $38,558,000 $36,603,000 $1,800,000 $38,403,000 $36,603,000 $1,800,000 $38,403,000

EXCESS/(DEFICIENCY) OF REVENUE OVER EXPENSES $16,639,000 $207,236,000 $0 $207,236,000 $71,913,000 $0 $71,913,000 $76,476,000 ($1,934,045) $74,541,955 $91,009,000 ($1,086,098) $89,922,902 $92,273,000 ($872,508) $91,400,492

Principal Payments $23,036,000 $19,704,000 $19,704,000 $52,582,000 $0 $52,582,000 $14,220,000 $0 $14,220,000 $15,048,000 $0 $15,048,000 $15,354,000 $0 $15,354,000

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 1.2% 4.9% 0.0% 4.9% 1.1% 0.0% 1.1% 1.5% -3.1% 1.3% 2.0% -2.2% 1.8% 2.0% -2.1% 1.8%
2 Hospital Non Operating Margin -0.5% 2.6% 0.0% 2.6% 1.7% 0.0% 1.7% 1.4% 1.5% 1.4% 1.3% 1.4% 1.3% 1.3% 1.4% 1.3%
3 Hospital Total Margin 0.7% 7.5% 0.0% 7.5% 2.7% 0.0% 2.7% 2.8% -1.6% 2.6% 3.3% -0.8% 3.1% 3.3% -0.7% 3.1%

D. FTEs 15,193 14,691 14,691 14,691 0 14,691 14,691 767 15,458 14,691 765 15,456 14,691 767 15,458

E. VOLUME STATISTICSc

1 Inpatient Discharges 81,517 78,681 78,681 80,317 0 80,317 81,009 6,190 87,199 81,708 6,533 88,241 81,708 1,114 82,822
2 Outpatient Visits 1,473,793 1,578,953 1,578,953 1,546,728 0 1,546,728 1,548,142 336,799 1,884,941 1,549,608 336,949 1,886,557 1,549,608 690 1,550,298

TOTAL VOLUME 1,555,310 1,657,634 0 1,657,634 1,627,045 0 1,627,045 1,629,151 342,989 1,972,140 1,631,316 343,482 1,974,798 1,631,316 1,804 1,633,120
a
Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 

b
Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.

c
Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.

                                                                        NON-PROFIT                                                                                                                                                                  
Applicant: Hartford HealthCare Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics

Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:
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(5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16)
LINE Total Entity: FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019 FY 2020 FY 2020 FY 2020

Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $315,140,091 $0 $315,140,091 $330,897,096 $22,544,613 $353,441,709 $347,441,950 $35,085,977 $382,527,927 364,814,000 $38,582,941 $403,396,941

2 Less: Allowances $195,087,783 $0 $195,087,783 $210,840,619 $14,191,833 $225,032,452 $227,385,796 $22,194,906 $249,580,702 244,757,900 $24,787,976 $269,545,876

3 Less: Charity Care $2,192,000 $0 $2,192,000 $2,442,000 $174,745 $2,616,745 $2,692,000 $269,642 $2,961,642 2,692,000 $308,664 $3,000,664

4 Less: Other Deductions $4,335,905 $0 $4,335,905 $5,692,450 $0 $5,692,450 $5,692,450 $0 $5,692,450 5,692,450 $0 $5,692,450

Net Patient Service Revenue $113,524,403 $0 $113,524,403 $111,922,027 $8,178,034 $120,100,061 $111,671,704 $12,621,429 $124,293,133 111,671,650 $13,486,301 $125,157,951
5 Medicare $54,426,575 $0 $54,426,575 $53,989,175 $5,527,166 $59,516,341 $53,870,430 $8,316,346 $62,186,776 53,870,404 $8,887,473 $62,757,877

6 Medicaid $17,751,385 $0 $17,751,385 $18,572,655 $1,285,559 $19,858,214 $18,540,168 $1,674,815 $20,214,983 18,545,857 $1,793,678 $20,339,535

7 CHAMPUS & TriCare $551,581 $0 $551,581 $543,776 $48,054 $591,830 $542,580 $61,791 $604,371 547,191 $67,432 $614,623

8 Other - State Tax ($4,335,905) $0 ($4,335,905) ($5,692,450) $0 ($5,692,450) ($5,692,450) $0 ($5,692,450) -5,692,450 $0 ($5,692,450)

Total Government $68,393,636 $0 $68,393,636 $67,413,156 $6,860,779 $74,273,935 $67,260,728 $10,052,952 $77,313,680 67,271,002 $10,748,582 $78,019,584
9 Commercial Insurers $41,293,016 $0 $41,293,016 $40,708,657 $1,235,082 $41,943,739 $40,619,121 $2,454,315 $43,073,436 40,614,979 $2,616,342 $43,231,322

10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0

11 Self Pay $3,034,572 $0 $3,034,572 $2,991,628 $26,110 $3,017,738 $2,985,048 $40,012 $3,025,060 2,981,633 $40,459 $3,022,092

12 Workers Compensation $803,179 $0 $803,179 $808,586 $56,063 $864,649 $806,807 $74,150 $880,957 804,036 $80,918 $884,954

13 Other $0 $0 $0 $0 $0 $0 $0 $0

Total Non-Government $45,130,767 $0 $45,130,767 $44,508,871 $1,317,255 $45,826,126 $44,410,976 $2,568,477 $46,979,453 44,400,648 $2,737,719 $47,138,367

Net Patient Service Revenuea 

(Government+Non-Government) $113,524,403 $0 $113,524,403 $111,922,027 $8,178,034 $120,100,061 $111,671,704 $12,621,429 $124,293,133 $111,671,650 $13,486,301 $125,157,951
14 Less: Provision for Bad Debts $2,355,000 $0 $2,355,000 $2,481,728 $125,086 $2,606,814 $2,605,815 $168,145 $2,773,960 2,736,105 $194,372 $2,930,477

Net Patient Service Revenue less 
provision for bad debts $111,169,403 $0 $111,169,403 $109,440,299 $8,052,949 $117,493,248 $109,065,889 $12,453,284 $121,519,173 108,935,545 $13,291,929 $122,227,474

15 Other Operating Revenue $5,100,877 $0 $5,100,877 $5,100,000 $0 $5,100,000 $5,100,000 $0 $5,100,000 5,100,000 $0 $5,100,000
17 Net Assets Released from Restrictions $0 $0 $0 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $116,270,280 $0 $116,270,280 $114,540,299 $8,052,949 $122,593,248 $114,165,889 $12,453,284 $126,619,173 114,035,545 $13,291,929 $127,327,474

B. OPERATING EXPENSES
1 Salaries and Wages $54,990,438 $0 $54,990,438 $55,140,438 $632,160 $55,772,598 $56,117,545 $564,600 $56,682,145 56,117,545 $708,107 $56,825,652

2 Fringe Benefits $13,703,181 $0 $13,703,181 $13,729,969 $193,264 $13,923,233 $13,973,269 $219,020 $14,192,289 13,973,269 $254,754 $14,228,022

3 Physicians Fees $7,545,041 $0 $7,545,041 $7,620,491 $1,600,000 $9,220,491 $7,696,696 $1,700,000 $9,396,696 7,696,696 $1,555,000 $9,251,696

4 Supplies and Drugs $15,257,233 $0 $15,257,233 $15,409,805 $1,477,386 $16,887,191 $15,563,903 $2,285,309 $17,849,212 15,563,903 $2,394,201 $17,958,104

5 Depreciation and Amortization $6,705,908 $0 $6,705,908 $7,405,908 $0 $7,405,908 $7,605,908 $714,285 $8,320,193 7,605,908 $1,047,618 $8,653,526

6 Provision for Bad Debts-Other
b

$0 $0 $0 $0 $0 $0 $0 $0 $0 0 $0 $0

7 Interest Expense $56,096 $0 $56,096 $269,441 $0 $269,441 $254,679 $0 $254,679 240,564 $0 $240,564

8 Malpractice Insurance Cost $2,164,370 $0 $2,164,370 $2,186,014 $0 $2,186,014 $2,207,874 $0 $2,207,874 2,207,874 $0 $2,207,874

9 Lease Expense $1,586,250 $0 $1,586,250 $1,602,113 $0 $1,602,113 $1,618,134 $0 $1,618,134 1,650,497 $0 $1,650,497

10 Other Operating Expenses $19,281,489 $0 $19,281,489 $19,474,304 ($314,000) $19,160,304 $19,669,047 ($685,000) $18,984,047 19,669,047 ($685,000) $18,984,047

TOTAL OPERATING EXPENSES $121,290,006 $0 $121,290,006 $122,838,483 $3,588,810 $126,427,293 $124,707,055 $4,798,215 $129,505,270 124,725,303 $5,274,680 $129,999,982

INCOME/(LOSS) FROM OPERATIONS ($5,019,726) $0 ($5,019,726) ($8,298,184) $4,464,139 ($3,834,045) ($10,541,166) $7,655,069 ($2,886,097) ($10,689,758) $8,017,250 ($2,672,508)

NON-OPERATING REVENUE $1,915,000 $0 $1,915,000 $1,900,000 $0 $1,900,000 $1,800,000 $0 $1,800,000 1,800,000 $0 $1,800,000

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES ($3,104,726) $0 ($3,104,726) ($6,398,184) $4,464,139 ($1,934,045) ($8,741,166) $7,655,069 ($1,086,097) ($8,889,758) $8,017,250 ($872,508)

Principal Payments $0 $0 $0 $0 $0 $0 $0 $0 $0

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin -4.2% 0.0% -4.2% -7.1% 55.4% -3.1% -9.1% 61.5% -2.2% -9.2% 60.3% -2.1%
2 Hospital Non Operating Margin 1.6% 0.0% 1.6% 1.6% 0.0% 1.5% 1.6% 0.0% 1.4% 1.6% 0.0% 1.4%
3 Hospital Total Margin -2.6% 0.0% -2.6% -5.5% 55.4% -1.6% -7.5% 61.5% -0.8% -7.7% 60.3% -0.7%

D. FTEs 757 0 757 757 9 766 757 8 765 757 10 767

E. VOLUME STATISTICSc

1 Inpatient Discharges 5,513 0 5,513 5,513 677 6,190 5,513 1,020 6,533 5,513 1,114 6,627
2 Outpatient Visits 336,259 0 336,259 336,259 540 336,799 336,259 690 336,949 336,259 690 336,949

TOTAL VOLUME 341,772 0 341,772 341,772 1,217 342,989 341,772 1,710 343,482 341,772 1,804 343,576

                                                                        NON-PROFIT                                                                                                                                                                  

c
Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.

a
Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 

b
Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics

without, incremental to and with the CON proposal in the following reporting format:

Applicant: The Charlotte Hungerford Hospital
Financial Worksheet (A)
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Exhibit 3: Monthly Financial Reports for HHC. 
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Dec-16 Dec-15 Dec-16 Dec-15

(3 Months) (3 Months)

YTD YTD MTD MTD

Monthly Financial Measurements/Indicators

A. Operating Performance:

Operating Margin (0.50%) (0.20%) 1.10% 0.70%

Non Operating Margin (0.10%) 5.20% 2.70% 0.20%

Total Margin (0.60%) 5.10% 3.70% 0.90%

Bad Debt as a % of Net Revenue 1.90% 1.90% 2.30% 2.00%

B. Liquidity:

Current Ratio 1.6                     1.7                     1.6                     1.7                     

Days Cash on Hand 186.9 161.1 186.9 161.1

Days in Net Accounts Receivable 51.9 47.5 51.9 47.5

Average Payment Period 73.5 63.9 73.5 63.9

C. Leverage and Capital Structure

Long-term Debt to Equity 77.2% 75.4% 77.2% 75.4%

Long-term Debt to Capitalization 43.6% 43.0% 43.6% 43.0%

Unrestricted Cash to Debt 131.3% 111.7% 131.3% 111.7%

Times Interest Earned Ratio 5.9 6.3                     5.9 6.3                     

Debt Service Coverage Ratio 3.6 9.3 3.6 9.3

Equity Financing Ratio 0.49                   0.45                   0.49                   0.45                   

D. Additional Statistics

Income from Operations ($2,929,000) ($960,000) $2,511,000 $1,456,000

Revenue Over/(Under) Expense ($4,020,000) $31,610,000 $8,121,000 $1,904,000

EBITA $4,035,000 $5,996,000 $4,067,000 $3,072,000

Cash and Cash Equivalents $281,514,000 $263,877,000 $281,514,000 $263,877,000

Net Working Capital $265,614,000 $274,221,000 $265,614,000 $274,221,000

Unrestricted Net Assets $1,084,657,000 $1,127,669,000 $1,084,657,000 $1,127,669,000

Credit Ratings (S&P, Fitch, Moody's) Note A Note A Note A Note A

Note A:  Credit ratings are issued annually Hartford Health Care received and "A" rating from each of the Credit

Reporting Agencies in 2016.

Hartford HealthCare Corporation
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Exhibit 4: Copies of Audited Financial Statements for HHC and TCHH. 
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Exhibit 5: Schedule of Total Operating Expense Per Case Mix Adjusted Equivalent Discharge 

for Connecticut Hospitals. 
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FY 2012_Report 700Operating Expense per Statistic 

Rank

HOSPITAL

Total Operating Expense 

Per Case Mix Adjusted 

Equivalent Discharge

1 William W. Backus Hospital $5,787

2 Charlotte Hungerford Hospital $6,093

3 Bristol Hospital $6,139

4 Windham Community Memorial Hospital $6,195

5 Saint Mary's Hospital $6,232

6 Manchester Memorial Hospital $6,244

7 Rockville General Hospital $6,296

8 Day Kimball Hospital $6,374

9 MidState Medical Center $6,900

10 Johnson Memorial Hospital $7,089

11 Essent-Sharon Hospital $7,139

12 Milford Hospital $7,198

13 Lawrence and Memorial Hosital $7,284

14 Griffin Hospital $7,420

15 Waterbury Hospital $7,871

16 The Hospital of Central Connecticut $7,935

17 Bridgeport Hospital $8,191

18 Stamford Hospital $8,282

19 Saint Francis Hospital and Medical Center $8,470

20 Greenwich Hospital $8,746

21 Middlesex Hospital $8,937

22 Hartford Hospital $9,158

23 Danbury Hospital $9,862

24 John Dempsey Hospital $9,869

25 Saint Vincent's Medical Center $10,455

26 Yale-New Haven Hospital $10,638

27 Norwalk Hospital $11,296

Source: FY 2015 Twelve month filing Form 700 Cost per case mix adjusted equivalent discharge

CON Support for Charlotte Humgerford being a low cost provider:

Based on the latest available data from the Office of Health Care Access FY 2015 Tweleve month filings Charlotte Hungerford Hospital has the 2nd lowest 

cost per case mix adjusted equivalent discharge of the 27 acute care hospitals (excluding Connecticut Children's Medical Center) in the State of Connceticut.  

Exclude CT Children's Medical Center $15,809

C:\Users\mklein01\Desktop\CHH Completeness\Exhibit Cost per Case Mix Adjusted Equivalent Discharges
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Exhibit 6: A Summary of The Greater Torrington Building Healthier Communities Fund. 
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The Greater Torrington Building Healthier Communities Fund 
 
THE CHALLENGE: 
The Greater Torrington area stands at the threshold of a new economic era.  Building on its current community assets, its 
challenges are its opportunities: to bring relief to regional service demands through job growth, and transform its life from 
an old mill infrastructure to a sustainable economy, a generator of good wage employment, and an area with strong social 
determinants of health.   
 

THE OPPORTUNITY: 
As part of the Affiliation Agreement between The Charlotte Hungerford Hospital (CHH) and Hartford Health Care 
Corporation (HHC), if fully executed, a distribution of $2,500,000 will be made to Northwest Connecticut Community 
Foundation, Inc. (Foundation) for the express purpose of “…enhancing the economic and community well-being of the 
Greater Torrington Region as mutually agreed upon by both CHH and HHC”.  Through the formulation of an economic and 
social development strategic plan in connection with this funding, combined with important work already underway in the 
region to spur growth in this regard, a unique opportunity has presented itself to plan, measure and invest in ways that 
address the region’s challenges.      
 

THE FRAMING: 
To make the most of this contribution, over the next ten years, through the development and execution of a regional 
economic and social strategic plan, this fund should help achieve the following results:  
 

 Growth in Jobs and Wages (as measured by unemployment rate and median income of residents) 

 Growth in municipal net grand list (as measured by net grand lists) 

 Growth in social determinants of health (as measured by a composite of access to educational, economic, job 
opportunities, health care services, recreational and leisure-time activities, and housing, as well as measures of public 
safety and community aesthetic elements). 

 
These results are proxies for strong public and private sectors, a healthy regional economy, and overall well-being of area 
residents.  Any funding strategies should advance one of the 5 strategic priority areas listed below, and demonstrate 
promise in addressing the challenge and achieving the results stated above: 
 

1) Improve Business Growth, Diversification, and Retention 
2) Expand Educational and Workforce Development Opportunities 
3) Foster Regionalism and Economic Strategic Partnerships 
4) Enhance and Replace our Aged Infrastructure 
5) Improve Population Health and Conditions of Daily Living 
 

In addition to the above, a Donor-Advised Fund Agreement would be entered into with the Foundation, and this document 
would govern the investment and spending policies for the funds.  It will also call for a Donor-Advised Committee to be 
established, who will recommend distributions of income and/or principal from the fund for purposes consistent with the 
Fund’s designation of purpose.  Committee membership will be determined post-closing, but shall include representation 
from CHH and HHC, along with public, community and business representatives.  The Fund will be named The Greater 
Torrington Building Healthier Communities Fund. 
 

OUR NEXT STEPS: 
Upon final execution of the Affiliation Agreement, HHC and CHH will confer and finalize the result metrics, the strategic 
priority areas, execute the Fund Agreement, constitute a donor-advised committee and transfer the funds to the 
Foundation. 

 

CONCLUSION: 
Ultimately, if successful, the region’s social and economic conditions will be positively influenced through the use of this 
Fund in ways that can be sustained over time.  Through proper management of this Fund, successful securing of additional 
donations, and the careful distribution of its income and principal, the regional conditions in which people live, learn, work, 
and play will improve, and healthier and more productive public and private sectors will emerge. 
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Exhibit 7: for the Community Benefit Summary of Activities and Investments. 
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Community Benefits/Economic Impact Report  
 
The service providers and staff at Charlotte Hungerford Hospital (CHH) are committed to conducting 
ongoing public outreach and making meaningful investments in resources and funding to improve the 
health and healthcare experience for the people of northwest Connecticut.  

 
All non-profit hospitals in the state of Connecticut are required to track data on the programs, 
activities, services and monetary compensation they provide free to the communities they serve.  
Called “Community Benefits”, these activities and assistance include the numerous ways hospitals 
educate populations, expand access to local and regional care, enhance public health initiatives, and 
underwrite health services.  
 
By tracking and studying the results of these activities, CHH medical professionals, educators, health 
advocates, and outreach coordinators, along with their community partners, can better understand 
and address the key issues facing the community at large. The resulting data is then used to enhance 
existing programs and create new programs for people including those living in poverty, the uninsured, 
and those who experience broad population-based issues and challenges such as obesity, heart disease 
and smoking.   
 
The following is a detailed breakdown of CHH community benefits planning efforts since 2012 
(community health assessment base year), and a more recent summary of activities and investments 
that represent our typical efforts each year in fulfilling our population health responsibilities.   
  

CHH Community Health Assessment and Improvement Planning 
 
CHH’s most recent Community Health Needs Assessment (CHNA) provides an overview of the social, 
economic, physical, and behavioral health of our region’s population.  Importantly, this Assessment is 
an update to the most comprehensive CHNA conducted to date in Northwest CT and issued in 2012. 
The original county-wide assessment was funded by a CDC Community Transformation Grant through 
the CT State Department of Public Health, Torrington Area Health District, Charlotte Hungerford 
Hospital, United Way of Northwest CT, and the Northwest CT YMCA.  Both the 2012 and 2015 CHNAs 
for Northwest CT were prepared by the Center for Healthy Schools & Communities at EDUCATION 
CONNECTION. 
 
For both years in which the CHNAs were issued, collaborative Community Health Improvement Plans 
(CHIP) were adopted.  CHH’s most recent CHIP encompasses our planned activities and commitments 
through calendar year 2019.   
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Recent Activities and Investments 
 
1) Fit Together  
 

Fit Together, a community collaborative, was formed in December 2010 by CHH with the initial 
purpose to identify and implement environmental and social improvements in the greater Torrington 
area that help make healthy choices for individuals, easy choices.  The group’s mission is to build the 
healthiest kids, families and communities through sustainable strategies that foster healthy choices 
and active living.   
 
The vision is that the Greater Torrington area will be widely recognized among the healthiest 
communities in Connecticut. Residents of all ages will engage in sound nutritional practices, healthy 
habits, physical activity, and possess the capacity and will to make positive health choices in their daily 
lives.  Achieving this vision means that each individual will have their best chance to live long, healthy 
and productive lives. 
 

For the last few years, Fit Together has served as our major conduit for activities and key collaborative 

body to utilize and coordinate the findings from the Community Health Assessments.  It accomplishes 

its goals through the 5-2-1-0 framework (see below) and has three committees to address the 

following specific areas: workplace, community, and families and children.     

 

5210 is a program and campaign designed to help individuals of all ages and families as a whole make 

healthy choices where they live, learn, work and play. As a collection of community-based initiatives 

focused on improving population health everyone can benefit from the 5210 message which is: 

 Aim for 5 servings of fruits and vegetables every day. 

 Aim for 2 or less hours of recreational screen time every day. 

 Aim for 1 hour or more of physical activity every day. 

 Aim for 0 drinks with added sugar every day. 

 
2) CHH Healthcare Education & Training & Talks 
 
CHH and its outpatient service providers offer their medical and professional expertise and material 
programming support to the public, outside health professionals and non-profit partners throughout 
the community.  The programs below are representative of this effort: 

 

 “Freedom From Smoking” FREE Smoking Cessation Programs (Spring & Fall)     

 FREE Health Talks (Got Knee & Hip Pain? What’s New in Diabetes, parents As Teachers “Love 
Yourself, Love Your Baby”, Revive! Your Life After Cancer, Got Knee, Hip and Back Pain?   

 CAIT Team Northwest - Discoverers Training  

 Emergency Planning Workshops for local skilled nursing facilities 

 Professional education and training classes for EMS providers  and first responders 

 EMS Guest Lectures – (The A to Zzzz’s of Sleep, Drug Awareness Forum, Lung Cancer)  
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 EMS Training (Cornwall Ambulance) & EMS Local Community Disaster Relief Planning  

 Emergency Preparedness Planning (Bantam Fire Department)   

 Narcan Training (BLS, Narcan Administration) 

 Public Enrollment Assistance (Insurance/Medicaid/Huskey/QMB) 

 Billing Assistance Presentations (Sullivan Senior Center) 
  
3) CHH Special Events, Screenings, & Awareness Campaigns 

CHH’s Community Relations Department and service providers develop, administer, and host public 
events that educate the community, promote career opportunities, and honor those who assist in 
promoting public health.  These activities include the following: 
 

 Host American Red Cross Blood Drives  

 Free Mammogram Days (Spring) 

 Health Awareness Campaigns for “Fit Together” health assessment initiative  

 Project Homeless Outreach (Point In Time Count, Veterans’ Stand Down)  

 Good Nutrition Demonstrations (Torrington Preschool, TECC Kindergarten Readiness Program) 

 Living Healthy Workshops (Families & Athletics)   

 CHH Healthcare Services Information Booths/Presentations 
(New Hartford Day, Torrington Main Street Marketplace,  Forbes School Parents Night, Seitz 
Company, NWCT Chamber of Commerce Business Expo, Torrington Titans Game, Miles For Moe 
event, Warner Theater, VNS, Women’s Health Talk at SALC, Winsted Fall Festival, Torrington 
Senior Center, Litchfield Community Center, Torrington High School Career Day) 

 Breast Health Navigation Info Booth/Presentations 
(Stop & Shop, Torrington Titan’s Game, Lewis Mills High School Pink Out , Regional 
Cheerleading Competition, Torrington High School Football game, Seitz Health Fair, Northwest 
CT Community College Health Fair, New Opportunities event, SALC, CHH Wellness Fair, 
Torrington Health Fair, Girls Just Wanna Run Event, Stronger Women event, Oliver Wolcott 
Technical School, Women’s Day SPA, New Milford Farmers Market, Women’s Only Winsted 5 K, 
Harwinton Outreach, New Milford Outreach, Winsted Health Fair, Warner Theater Hispanic 
Outreach, VNS) 
 

4) CHH Advisory & Leadership Services  
 
CHH administrators and employees serve as advisors on many local non-profit boards and commissions 
to help support local health, and economic development.  These include the following: 
 

 NWCT Chamber of Commerce Board 

 Torrington Elderly Commission 

 Fit-Together Advisory Board 

 Prime Time House Board of Directors 

 Torrington Rotary Club 

 United Way Board of Directors 

 Community Health Center Board of Directors 

 Litchfield Area Business Association 

 Winsted Advisory Council 
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 NWCT Heroin Task Force 

 
5) CHH Support Groups  
 
CHH employees create and maintain free support groups to assist patients cope with chronic disease 
and behavioral health problems as set forth below: 
 
Groups hosted at CHH Facility and conducted by  CHH staff members 

 

 Diabetes Support Group 

 Ostomy Support Group  

 Prostate Cancer Support Group 

 Breast Cancer Support Group 

 Better Breathers Support Group 

 Mother’s Wellness – Post Partum and Pregnant 

 Partners in Healing 

 Alzheimer’s  Support Group 
 

Groups hosted at CHH Facility and conducted by outside  facilitators 
 

 Alcoholics Anonymous 

 Al-Anon 

 Depression Support Group 

 Overeaters Anonymous 
 

 
6) CHH In-kind Publicity Services 
 
The CHH Community Relations Department offers assistance to local non-profits, community boards, 
and health organizations to publicize their education programs, events, and fundraisers. These include 
media relations, press release writing, and the distribution of fliers and brochures to employees and 
the public.  Some examples include:    
 

 Cancer Care Fund of the Litchfield Hills – Tour of the Litchfield Hills 

 Northwest CT Parkinson’s Group – Annual Fall Walk Fundraiser 

 Charlotte Hungerford Hospital Auxiliary – Artist of the Month & Special Events 

 Quilts That  Care – Donate quits to patients 

 Life Choice Donor Services 

 YMCA – Fit Together Initiative 

 Pink Rose Fund - Bunco For Breast Cancer 

 American Red Cross Blood Drives 
 

7) CHH In-Kind Donations - Services & Gifts     
 
CHH donated services such as blood pressure screenings, water, and give-away items  
to assist local non-profits with their fundraising events.  These include: 
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 Stronger Women Stronger World Obstacle Challenge  

 Town of Torrington Health Fair 

 Blanche McCarthy Senior Center Water Cooler Sponsorship 

 Medical consults for the VNA hospice services  

 Torrington Titans Baseball – Opening Game 

 Depression and Bipolar Support Group of NW CT 

 Behavioral health consults to the Community Health and Wellness Center 

 Torrington Rotary Golf Tournament 

 Gathering Place Homeless Outreach Center 

 Prime Time House  
 
8) CHH Employee Financial & In-kind Donations 
 
Beyond their role and capacity of providing critical medical care to patients, staff members, physicians, 
and volunteers associated with Charlotte Hungerford Hospital and its off-site service providers 
personally contribute additional voluntary and financial support and donations to numerous agencies 
and causes throughout the county and state.   For example, employees gave over $13,000 to the 2015 
Annual United Way Fund Drive.  
 
CHH staff members also donate personal time and financial resources to the community annually in 
the following ways:  

 

 Purchased and donated over 330 toys to the annual Angel Toy Gift Program  

 Purchased and donated over 500 items of food to the annual “Feed Your Neighbors” Food Drive 

 Donated over 100 items of clothing for area  and “Homeless Connect” Clothing Drive  

 Volunteer time at NWCT Chamber of Commerce “Read Aloud Day”  

 
9) CHH Monetary Investments & Sponsorships  

CHH donated funds and purchased advertising to local organizations and non-profits to help support 
their fundraising efforts, daily operations, print publications and outreach materials. In FY 2015, these 
contributions totaled over $50,000 and helped support the following:  

 Center Congregational Church  

 Litchfield County Choral Union 

 Barkhamsted Baseball League  

 Oliver Wolcott Library Festival of Trees 

 LARC Festival of Trees  

 Solomon Schechter Day School 

 Waterbury Chorale 

 Kidsplay Children’s Museum 

 Torrington Project Graduation  

 Goshen Players Theater Group 

 Gilbert School  

 WAPJ local radio 

 Winsted Youth Baseball   

 Torrington Youth Soccer 

 New Hartford Historical Society  

 Torrington High School  

 Litchfield Fire Company 

 Litchfield Community Center 

 RSD#7 Project Graduation 

 United Way of Northwest CT Sponsorship 

 NWCT YMCA 

 Lions Club Harwinton Concert  

 CT Rivers Council Boy Scouts of America  

 Torrington Police Athletic League 
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 Torrington Police Union

 YMCA/Winchester Youth Services Bureau

 Quilts That Care, Inc

 Center Congregational Church Quilts

 FISH of Northwest CT

 Friendly hands Food Bank

 Miles 4 Moe Foundation

 Litchfield County BMX

 Torrington Little League Softball

 Torrington Litchfield League Baseball

 Torrington Varsity Alumni Club Raider Run

 Litchfield Prevention Council

 Friends of Hospice

 Winsted Lions Club

 NWCT YMCA Stronger Women

 Litchfield PTO

 City of Torrington FUSE Festival

 Warner Theatre

 Center Church Quits

 Washington Depot Arts Program

 Drakeville Fire Department

 RSD#7 5K Playbll

 St. Peter’s Church

 VFW Torrington

 NWCT Chamber Hall of Fame

 Greenwood’s Counseling Cabaret

 City of Torrington Birthday Celebration

 Athletic Training Scholarships

 Shane Kinsella Memorial Road Race

 Litchfield Hill Road Race

 Goshen Center School

 Wamogo School

 Falls Village Theater Company

 Winsted Friends of Main Street

 Jr. Women’s Club of Litchfield

 Litchfield High School Players

 Litchfield Elderly Nutrition Program

 Torrington Ladies In Lyrics Concert

 NWCT Chamber Success Celebration

 Parkinson’s Support Walk in the Woods

 Rotary Club of Torrington/Winsted

 VNA Northwest, Inc.

 Landmark Community Theatre

 Thomaston Booster Club

 Litchfield Bancorp/Brooks Todd & McNeil

 UNICO Torrington

 Prime Time House

 St. Anthony's Knights  of Columbus

 St. Anthony's School

 St. Peters/St Francis School

 Greenwoods Country Club- Susan B Komen

 United Way of NWCT Glowball

 United Way Golf Tournament

 Harwinton Youth Sports Association

10) CHH Subsidized Financial Assistance & Care

Please refer to CHH’s IRS Form 990 for this information. 

Source: Charlotte Hungerford Hospital Community relations & Development Office, Connecticut Hospital Association 
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Olejarz, Barbara

From: Lazarus, Steven
Sent: Wednesday, March 08, 2017 4:05 PM
To: Durdy, Barbara (Barbara.Durdy@hhchealth.org); bmattiello@hungerford.org
Cc: Klein, Megan (Megan.Klein@hhchealth.org); Olejarz, Barbara; Carney, Brian; 

Veyberman, Alla; Cotto, Carmen; Riggott, Kaila
Subject: Re: CON Docket Number: 16-32135-CON
Attachments: 16-32135-CON Deem Complete Letter.pdf

Dear Ms. Durdy and Mr. Mattiello, 
 
Please see the attached letter deeming Complete the CON application for Hartford Healthcare Corporation, Inc. and The 
Charlotte Hungerford Hospital filed under DN: 16‐32‐135‐CON. If you have any questions regarding this correspondence, 
please feel free to contact me directly. 
 
Sincerely, 
 
Steven  
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 
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Olejarz, Barbara

From: Microsoft Outlook
To: Barbara Durdy; Brian Mattiello
Sent: Friday, April 07, 2017 2:19 PM
Subject: Relayed: Hearing Notice

Delivery to these recipients or groups is complete, but no delivery notification was sent by the 
destination server: 
 
Barbara Durdy (Barbara.Durdy@hhchealth.org) 
 
Brian Mattiello (bmattiello@hungerford.org) 
 
Subject: Hearing Notice 
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Olejarz, Barbara

From: Olejarz, Barbara
Sent: Friday, April 07, 2017 2:19 PM
To: Barbara Durdy; Brian Mattiello
Subject: Hearing Notice
Attachments: 32135a.pdf; 32135-2.pdf

TrackingTracking: Recipient Delivery

Barbara Durdy

Brian Mattiello

Carney, Brian

'Steven Lazarus (OHCA)'

Riggott, Kaila

Martone, Kim

Hansted, Kevin

Salton, Henry A. Delivered: 4/7/2017 2:19 PM

Furniss, Wendy (Wendy.Furniss@ct.gov)

Downes, Maura

Kennedy, Jill

Stan, Christopher

'daniels@chime.org'

Christopher.Stan@ct.gov Delivered: 4/7/2017 2:19 PM

Brian.Carney@ct.gov Delivered: 4/7/2017 2:19 PM

Maura.Downes@ct.gov Delivered: 4/7/2017 2:19 PM

Steven.Lazarus@CT.GOV Delivered: 4/7/2017 2:19 PM

Kevin.Hansted@ct.gov Delivered: 4/7/2017 2:19 PM

Kimberly.Martone@ct.gov Delivered: 4/7/2017 2:19 PM

Jill.Kennedy@ct.gov Delivered: 4/7/2017 2:19 PM

Wendy.Furniss@ct.gov Delivered: 4/7/2017 2:19 PM

Kaila.Riggott@ct.gov Delivered: 4/7/2017 2:19 PM

4/7/17 
 
Please see attached hearing information regarding the transfer of ownership of the Charlotte Hungerford Hospital to 
Hartford HealthCare Corporation. 
 
 
 
Barbara K. Olejarz 
Administrative Assistant to Kimberly Martone 
Office of Health Care Access 
Department of Public Health 
Phone: (860) 418‐7005 
Email: Barbara.Olejarz@ct.gov 
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User, OHCA

From: Lazarus, Steven
Sent: Tuesday, April 11, 2017 12:15 PM
To: Durdy, Barbara (Barbara.Durdy@hhchealth.org); bmattiello@hungerford.org
Cc: Greer, Leslie; Olejarz, Barbara; Martone, Kim; Riggott, Kaila; Veyberman, Alla; Carney, 

Brian; Cotto, Carmen; User, OHCA
Subject: Emailing - 16-32135-CON Request for Prefile Testimony and Issues.pdf
Attachments: 16-32135-CON Request for Prefile Testimony and Issues.pdf

Please see the attached Request for Prefile Testimony and Issue related to the public hearing scheduled for May 8, 2017. 
Please confirm the receipt of this communication. 
 
Thank you, 
 
Steven 
 
 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 
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User, OHCA

From: Lazarus, Steven
Sent: Tuesday, April 18, 2017 4:17 PM
To: Durdy, Barbara (Barbara.Durdy@hhchealth.org)
Cc: 'bmattiello@hungerford.org'; User, OHCA; Riggott, Kaila; Hansted, Kevin; Carney, Brian; 

Veyberman, Alla; Cotto, Carmen
Subject: Clarification on the responses to the Issues requested
Attachments: 16-32135-CON Request for Prefile Testimony and Issues.pdf

Good Afternoon Barbara, 
 
This email is to clarify that the responses to the Issues attached to the Request for Prefile under Docket Number 16‐
32135 should be provided to OHCA as stated in the actual Issues attachment, where the Applicants are requested to 
come prepared to discuss the topics listed in the upper portion of the Issues attachment and should provide written 
response to the questions/items listed on the lower portion of the Issues attachment, per the instructions on the Issues 
document itself. I hope this clarifies any confusion that any wording in the cover letter/Request for Prefile letter may 
have caused.  
 
Sincerely, 
 
Steven 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 
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Olejarz, Barbara

From: Lazarus, Steven
Sent: Tuesday, May 02, 2017 7:17 AM
To: User, OHCA
Cc: Hansted, Kevin; Martone, Kim; Riggott, Kaila; Carney, Brian; Veyberman, Alla; Carney, 

Brian; Greer, Leslie; Olejarz, Barbara
Subject: FW: Docket No. 16-32135-CON
Attachments: May 1, 2017 Filing Docket No. 16-32135-CON.PDF

Please add to the original file for DN: 16‐32135‐CON. 
 
Steve 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 

From: Cowherd, Stephen M. [mailto:SCowherd@pullcom.com]  
Sent: Monday, May 1, 2017 3:54 PM 
To: Lazarus, Steven <Steven.Lazarus@ct.gov> 
Subject: FW: Docket No. 16‐32135‐CON 
 
Steve: 
 
FYI.  Attached is what was filed a few minutes ago with the Deputy Commissioner and Kim Martone.  
 
Regards, 
 
Steve 
 

Stephen M. Cowherd 
Attorney 
 

PULLMAN 
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&COMLEY LLC 

ATTORNEYS 
 
850 Main Street   P.O. Box 7006 
Bridgeport, CT   06601-7006 
p  203 330 2280   f  203 576 8888 
scowherd@pullcom.com    •    www.pullcom.com 
 
V-card  •  Bio  •  Directions 
 
BRIDGEPORT    HARTFORD    STAMFORD    WATERBURY    WHITE PLAINS 

Please consider the environment before printing this message. 
THIS MESSAGE AND ANY OF ITS ATTACHMENTS ARE INTENDED ONLY FOR THE USE OF THE DESIGNATED RECIPIENT, OR THE RECIPIENT’S 
DESIGNEE, AND MAY CONTAIN INFORMATION THAT IS CONFIDENTIAL OR PRIVILEGED. IF YOU ARE NOT THE INTENDED RECIPIENT, PLEASE (1) 
IMMEDIATELY NOTIFY PULLMAN & COMLEY ABOUT THE RECEIPT BY TELEPHONING (203) 330-2000; (2) DELETE ALL COPIES OF THE MESSAGE AND 
ANY ATTACHMENTS; AND (3) DO NOT DISSEMINATE OR MAKE ANY USE OF ANY OF THEIR CONTENTS.  

From: Cowherd, Stephen M.  
Sent: Monday, May 01, 2017 3:43 PM 
To: 'yvonne.addo@ct.gov' 
Cc: Barbara A. Durdy (barbara.durdy@hhchealth.org); Brian E. Mattiello; Margaret Marchak Esq. 
(margaret.marchak@hhchealth.org); Kimberly R. Martone (Kimberly.Martone@ct.gov) 
Subject: Docket No. 16-32135-CON 
 
Dear Deputy Commissioner Addo: 
 
Attached please find various documents being filed today in connection with above OHCA proceeding concerning the 
proposed affiliation between the Charlotte Hungerford Hospital and Hartford HealthCare Corporation.  I have copied 
Kim Martone as well as representatives of both Applicants.  Please contact the undersigned should you have any 
questions. 
 
Respectfully submitted, 
 

Stephen M. Cowherd 
Attorney 
 

PULLMAN 
&COMLEY LLC 

ATTORNEYS 
 
850 Main Street   P.O. Box 7006 
Bridgeport, CT   06601-7006 
p  203 330 2280   f  203 576 8888 
scowherd@pullcom.com    •    www.pullcom.com 
 
V-card  •  Bio  •  Directions 
 
BRIDGEPORT    HARTFORD    STAMFORD    WATERBURY    WHITE PLAINS 

Please consider the environment before printing this message. 
THIS MESSAGE AND ANY OF ITS ATTACHMENTS ARE INTENDED ONLY FOR THE USE OF THE DESIGNATED RECIPIENT, OR THE RECIPIENT’S 
DESIGNEE, AND MAY CONTAIN INFORMATION THAT IS CONFIDENTIAL OR PRIVILEGED. IF YOU ARE NOT THE INTENDED RECIPIENT, PLEASE (1) 
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IMMEDIATELY NOTIFY PULLMAN & COMLEY ABOUT THE RECEIPT BY TELEPHONING (203) 330-2000; (2) DELETE ALL COPIES OF THE MESSAGE AND 
ANY ATTACHMENTS; AND (3) DO NOT DISSEMINATE OR MAKE ANY USE OF ANY OF THEIR CONTENTS.  
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Stephen M. Cowherd
850 Main Street
P.O. Box 7006
Bridgeport, CT 06601-7006
p 203 330 2280
f 203 576 8888
scowherd@pullcom.com
www.pullcom.com

May 1, 2017

By Hand Delivery &
Via E-Mail

Yvonne T. Addo, MBA
Deputy Commissioner
State of Connecticut Department of Public Health
Office of Health Care Access
410 Capitol Avenue, MS #1 HCA
P.O. Box 3403083
Hartford, CT 06134-0308

Re: Affiliation of The Charlotte Hungerford Hospital with Hartford HealthCare
Corporation
Docket No. 16-32135-CON

Dear Deputy Commissioner Addo:

This office represents the co-Applicants, Hartford HealthCare Corporation and The
Charlotte Hungerford Hospital, in connection with the above-referenced docket. Enclosed please
find the following for your review:

• Notice of Appearance of Pullman & Comley, LLC;
• Pre-filed Testimony of John Janco, Chairman, Board of Governors, The Charlotte

Hungerford Hospital;
• Pre-filed Testimony of Diane V. Libby, Vice Chair and Board of Governors, The

Charlotte Hungerford Hospital;
• Pre-filed Testimony of Daniel McIntyre, President and Executive Director, The

Charlotte Hungerford Hospital;
• Pre-filed Testimony of Susan Schapp, Vice President, Finance and Treasurer, The

Charlotte Hungerford Hospital;
• Pre-filed Testimony of Elliott Joseph, Chief Executive Officer, Hartford HealthCare

Corporation;
• Pre-filed Testimony of Jeffrey Flaks, President and Chief Operating Officer, Hartford

HealthCare Corporation;
• Pre-filed Testimony of Charles L. Johnson III., Executive Vice President and Chief

Financial Officer, Hartford HealthCare Corporation;
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• Pre-filed Testimony of Rocco Orlando III., M.D., Senior Vice President and Chief
Medical Officer, Hartford HealthCare Corporation;

• Responses to Hearing Issues.

These documents are being submitted in connection with the public hearing on Docket
No. 16-32135-CON scheduled for May 8, 2017 at 4:00 p.m. All of the above will be present at
the hearing to adopt their pre-filed testimony under oath.

Should you require anything further, please feel free to call me at (203) 330-2280.

Very truly yours,

Stephen M. Cowherd

Enclosures

Cc: Kimberly R. Martone, Office of Health Care Access
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS

……………………………………………………………………………
)

IN RE: AFFILIATION OF THE ) DOCKET NO. 16-32135-CON
CHARLOTTE HUNGERFORD HOSPITAL )
WITH HARTFORD HEALTHCARE )
CORPORATION ) MAY 1, 2017

……………………………………………………………………………

NOTICE OF APPEARANCE

In accordance with Section 19a-9-28 of the Regulations of Connecticut State Agencies,

please enter the appearance of Pullman & Comley, LLC (the “Firm”) in the above-captioned

proceeding on behalf of Hartford HealthCare Corporation and The Charlotte Hungerford Hospital

(collectively the “Applicants”). The Firm, through undersigned counsel, will appear and represent

the Applicants at the public hearing on this matter scheduled for May 8, 2017.

Respectfully submitted by:

HARTFORD HEALTHCARE CORPORATION &
THE CHARLOTTE HUNGERFORD HOSPITAL

By:_ __
Stephen M. Cowherd, Esq.
Pullman & Comley, LLC
850 Main Street
P.O. Box 7006
Bridgeport, CT 06601-7006
Telephone: (203) 330-2000
Fax: (203) 576-8888
scowherd@pullcom.com
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CERTIFICATION

This is to certify that a copy of the foregoing was sent by hand delivery and via electronic mail this 1st

day of May, 2017 to the following parties:

Yvonne T. Addo, MBA
Deputy Commissioner
State of Connecticut Department of Public Health
Office of Health Care Access
410 Capitol Avenue, MS #1 HCA
P.O. Box 3403083
Hartford, CT 06134-0308

__________________________
Stephen M. Cowherd, Esq.
Pullman & Comley, LLC
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BEFORE THE OFFICE OF HEALTH 
CARE ACCESS

Docket No. 16-32135-CON

IN RE APPLICATION OF 
THE AFFILIATION OF THE CHARLOTTE 
HUNGERFORD HOSPITAL WITH 
HARTFORD HEALTHCARE CORPORATION May 1,2017

PRE-FILED TESTIMONY OF JOHN JANCO, 
CHAIRMAN, BOARD OF GOVERNORS, 

THE CHARLOTTE HUNGERFORD HOSPITAL

Good afternoon Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is John Janco and I am a resident of Torrington, and the Chairman of the Board of 

Governors of The Charlotte Hungerford Hospital (“Charlotte Hungerford” or the “Hospital”). 

Speaking for the Board and our entire Hospital community, we are grateful for the opportunity to 

speak with you today about our wonderful hospital, the need for its affiliation with a larger 

health system, and why the proposed affiliation with Hartford Healthcare will benefit the 

Hospital and all the people in its service area.

Charlotte Hungerford was founded in 1916 by a local industrialist as a gift in memory of 

his mother, Charlotte. The Hospital, which is located in Torrington, has been the gift that keeps 

on giving to our patients for more than 100 years and it has forged a deep history in the 

communities it serves, which include Barkhamsted, Colebrook, Goshen, Harwinton, New 

Hartford, Norfolk, Litchfield, Morris, Thomaston, Torrington and Winchester (also known as 

Winsted). Together, these communities encompass small towns and cities with urban attributes 

and remote rural areas, and the citizens who live in these towns reflect all the diversity of 

Connecticut, including substantial elderly and low income populations.
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The Hospital and its affiliated physician group, The Charlotte Hungerford Multi- 

Specialty Group, are the mainstays and safety net for medical care in the area. We view our 

mission as a non-profit hospital as a compact with the community to provide local access to 

quality care for all who need it and I am here to tell you today that the need is great. Litchfield 

County is a federally-designated health professional shortage area (“HPSA”), and several of its 

communities are designated as Medically Underserved Areas or Population (MUA/P), including 

Torrington and Winsted, which lie at the heart of our primary service area and account for more 

than half of our discharges.

As you will hear from others today, those discharges have fallen dramatically over the 

past five years. This has combined with a significant shift in the demographics of the area that 

have seen growth in the aged and underserved populations and a corresponding dependence on 

our Hospital being reimbursed by government health care programs at the very time 

reimbursement for hospitals under these programs are either being cut or being shifted to value 

driven reimbursement models that Charlotte Hungerford has the will, but not the money, 

technology or infrastructure to support.

That is why we are here before you today. Our Board decided several years ago to take 

proactive steps to make sure we could continue to maintain and improve Charlotte Hungerford’s 

physical plant, equipment and technology, attract quality physicians, and expand services to a 

community that richly deserves all of these things.

For the fiscal year 2016, the Hospital’s operating margin dropped to a negative 5.71%, 

representing a loss of $4.8 million, the largest loss in our proud history. This continued a 

downward spiral that began in 2013, along with a projected negative operating margin for FY 

2018 of negative 7.1% and a loss from operations of $8,298,184. Quite simply, despite

2
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management’s best efforts to control costs, forces beyond our control challenge the Hospital’s 

ability to provide stable access to quality care for its service area.

With this as a backdrop, although there exists many motivating drivers for the Hospital to 

enter into this affiliation, three are paramount:

1) As an independent care provider, we can no longer produce the operating margins necessary 

to properly invest in health care and our facilities;

2) Our unique geography and history of service has evolved our Hospital to be a key access 

point for care for those covered by Medicare and Medicaid, and;

3) There are clear and distinct clinical, population health, and continuum of care advantages for 

Charlotte Hungerford in being a part of Hartford HealthCare’s clinically integrated system 

and network of providers.

Diane Libby, Vice Chair of our Board of Governors, will speak to you now in more detail 

about the process undertaken by the Board that has led to our proposed affiliation with Hartford 

Healthcare. For me and many members of our community, the selection of Hartford Healthcare 

as a partner was a natural and logical one. Hartford Healthcare and Charlotte Hungerford have a 

long and successful history of clinical collaboration and partnership. We have proximate service 

areas and share common non-profit values focused on providing local access to high quality care. 

Most importantly, Hartford Healthcare will provide our Hospital with the financial resources, 

clinical support and organizational structure we need to meet the demands of health reform and 

other challenges faced by the health care industry.

In closing, I would like to thank OHCA for the time it has devoted to our Certificate of 

Need Application and I urge you to approve this affiliation to help ensure that Charlotte

3
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Hungerford Hospital is able to continue to serve our community and do so even more effectively 

than ever before.

I hereby adopt this testimony.

The Charlotte Hungerford Hospital

4
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BEFORE THE OFFICE OF HEALTH 
CARE ACCESS

Docket No. 16-32135-CON

IN RE APPLICATION OF 
THE AFFILIATION OF THE CHARLOTTE 
HUNGERFORD HOSPITAL WITH 
HARTFORD HEALTHCARE CORPORATION May 1, 2017

PRE-FILED TESTIMONY OF DIANE V. LIBBY, 
VICE-CHAIR, BOARD OF GOVERNORS 

THE CHARLOTTE HUNGERFORD HOSPITAL

Good afternoon Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is Diane Libby, and I am a resident of Torrington, and the Vice-Chair of the Board of 

Governors (the “Board”) of The Charlotte Hungerford Hospital (“Charlotte Hungerford” or the 

“Hospital”). I appreciate the opportunity to speak with you today about the process that 

Charlotte Hungerford followed in selecting a health system partner and why we strongly believe 

Hartford Healthcare is the right choice to ensure that our Hospital continues to serve patients 

throughout Northwest Connecticut for decades to come.

In addition to being the Board’s Vice-Chair, I serve as Chairman of the Human 

Resources Committee and Co-chair of the Strategic Planning Committee of the Board. Also, I 

was proud to serve as a member of the Independence Strategy Committee (the “Committee”) of 

the Board. The Committee was formed in February 2014 when the Board began to evaluate its 

options for continued operation as an independent community hospital or pursuit of a strategic 

affiliation with a larger health system that shares our values and goals. The Committee was 

made up of 6 board members, 6 physicians, 5 senior staff and one Registered Nurse. As 

dedicated community members, physicians and hospital employees we worked together to 

establish the guiding principles that would be followed in assessing any partnership or affiliation.
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The Hospital’s mission is to deliver “Quality, compassionate, affordable healthcare for the 

people of Northwest Connecticut” and we viewed the preservation of that mission as central to 

our charge of evaluating both the pros and cons of the various types of system relationships that 

the Board could consider.

The Committee first engaged in a self-assessment survey of its members to better 

understand our own perception of the Hospital’s financial and operational outlook. It also 

conducted an employee survey, a physician survey and a community perception survey as part of 

its due diligence activities. On top of this, we also engaged consultants to learn more about 

national trends in the hospital industry, population health management and the dynamics at play 

in health care in general. With the help of our consultants, the Committee invited five health 

systems to present their vision for health care and perceived fit with Charlotte Hungerford. This 

initial work led us to consider an affiliation with a health system as the best solution for 

sustaining the Hospital’s operational, financial and clinical enterprise over the long term.

In July of 2015, the Committee issued a Request for Proposal to four non-profit health 

systems in Connecticut that we had identified as potential partners. To ensure physician 

engagement, some of the Hospital’s affiliated physicians joined by the CHH Vice President of 

Medical Affairs conducted interviews with each system’s representatives as well. In September 

2015, we issued a second letter requesting additional information from three of the potential 

candidates as we continued to carefully consider the overall value proposition that each would 

bring to the communities we serve.

In conducting its evaluation of each potential strategic partner, the Committee 

considered certain specific criteria. The committee had identified 10 criteria early in the process 

as our guiding principles. We maintained these principles throughout our process and they
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served us well in choosing a potential strategic partner. These principles included the system’s 

clinical acumen, assets and reputation; its financial strength and access to capital; the degree of 

complementary geography, cultural compatibility, and consumer/referral patterns; the flexibility 

and favorability of the system’s legal and governance structure and of its physician integration 

model; as well as other factors. It was no easy task, but I assure you we worked tirelessly to 

score each and every candidate based on these factors and always with the best intentions of our 

patients in mind.

By October 2015, the Board had narrowed its choices of a system partner down to two 

finalists. At this time, we once again engaged in extensive due diligence by visiting some of the 

hospitals of each system, further discussing proposed terms and affiliation structures, and having 

the leadership of each system make presentations to our Board. Based on all of these activities, a 

clear understanding of our Hospital’s mission to guide us, and the extensive evaluation criteria 

developed by our Committee, the Board of Governors of Charlotte Hungerford chose Hartford 

Healthcare as its system partner in February 2016 and we could not be more pleased and excited 

to be before you today to seek CON approval of this affiliation.

I know first-hand the care and thought that went into the decision of the Board of 

Governors to enter into this affiliation. Each member of the Board cares deeply about Charlotte 

Hungerford and wants to do whatever is in the best interests of our patients, employees and 

medical staff to allow it to continue to serve the community. After more than two years of 

consideration, the overwhelming consensus of our Board was that Hartford Healthcare has the 

right vision and offered the best resources available to advance the future of our Hospital. After 

the presentations here today, I hope that OHCA will agree with the Board’s judgment and 

approve this affiliation. Thank you.
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I hereby adopt this testimony.

Diane V. Libby U
Vice-Chair, Board of Governors 
The Charlotte Hungerford Hospital
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Good afternoon Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is Dan McIntyre, and I am the President and Executive Director of The Charlotte 

Hungerford Hospital (“Charlotte Hungerford” or the “Hospital”). I appreciate the opportunity to 

talk you today about the specific reasons why our Hospital is seeking to affiliate with Hartford 

Healthcare (“HHC”) and how this proposal will allow Charlotte Hungerford to meet the health 

needs of the communities we serve.

However, I want to begin my remarks by first thanking our Board, medical staff, and 

employees for all their hard work and dedication over the years. It is through their collective 

efforts that we have made sure all those who live and work in Northwest Connecticut have 

access to high quality care that embodies our organizational values of compassion, integrity, 

service excellence and community. It is our firm desire and commitment to continuing this 

proud tradition that brings us here today.

Reasons for the Affiliation

You have already heard Mr. Janco speak generally to the financial challenges our 

Hospital has faced. The fact of the matter is that operating margin of Charlotte Hungerford has 

not exceeded 1% since 2008 and has been in the red three of the past nine years. The operating 

margin that is usually considered minimally necessary for a hospital to have financial stability 

and be able to reinvest in health care is 4%. From FY 2011 to FY 2016, the Hospital’s operating
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margin dropped from a positive margin of 0.57% to -5.81%. Our loss from operations was 

nearly $6.8 million, the second largest of all Connecticut Hospitals according to OHCA’s FY 

2016 Hospital Statement of Operations and Margin Data.

A major reason for the decline in operating margin has been a recent and steep drop in 

discharges. In just the last three years, we have seen our inpatient volume decrease by more than 

1,000 discharges from 6,529 in FY 2013 to 5,513 in FY 2016 - a decline of slightly more than 

15%. A rash of physician retirements coupled with other medical staff departures in key service 

lines such as primary care, where we have lost a total of seven doctors since 2014, and 

orthopedics, where we lost nearly the same number (4 orthopedists; 2 physiatrists) over the same 

period, have contributed greatly to the volume decrease. These departures have also hampered 

our ability to grow our outpatient presence in the community at a time when more care continues 

to shift to that setting. The physician shortages we are experiencing are also are symptoms of the 

fact that Litchfield County is a federally-designated health professional shortage area (“HPSA”) 

while Torrington, the city in which our Hospital is located, is a primary care HPSA.

The area is underserved, and our difficulties in recruiting new physicians is a great 

challenge to maintaining population health in the area. It has also proven extremely difficult for 

us to address this challenge since Charlotte Hungerford’s extremely low to negative operating 

margins over these recent years means that we are unable to invest in the facilities, technologies 

and development of advanced practice methodologies that can attract more physicians to our 

communities. This inability to invest in care is most obviously seen in our aging physical plant, 

which cannot accommodate the technological demands of modem medicine and the consumer 

demands for more comfortable surroundings. The Hospital’s plant also lacks specialized
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treatment areas for children and for behavioral health patients. These deficiencies hurt our 

ability to compete with neighboring facilities outside the service area.

On top of these operational challenges, we have also seen a significant shift in our payor 

mix away from commercial insurance, which generally pays at higher reimbursement rates, and 

towards the government-sponsored Medicare and Medicaid programs. The data we supplied in 

our Certificate of Need (“CON”) Application shows that much of the growth in our Medicare 

population results from 17% of the residents our service area being age 65 or older compared to 

a state average of 15%. The disproportionate growth in our elderly population is likely to 

continue as our percentage of residents in the 0-19 and 20-44 age cohorts trails the state average 

by 3% in each category (22% versus 25% and 28% versus 31%, respectively) while our 

percentage of adults 45-64, who like the Medicare population can be expected to need hospital 

services more than younger people, exceeds the state average by 4%.

These demographic shifts have had a profound impact on Charlotte Hungerford’s 

finances and made our Hospital extremely vulnerable to reduced reimbursement from Medicare 

and Medicaid due to federal and state budget cuts and other uncertainties. Indeed, since FY 2006 

we have seen the number of our patients covered by Medicare grow by almost 8% as measured 

by hospital discharges so that this population accounted for well over half (55.72%) of our 

inpatient discharges in FY 2016. The number of Medicaid beneficiaries we serve has also risen 

significantly over the same period - in FY 2006 Medicaid patients accounted for 17.25% of our 

discharges, but that figure rose to almost 23% in FY 2016, a 5.49% increase. Meanwhile, as 

shown in the table we provided at page 16 of our CON Application, our share of patients covered 

by commercial fee-for-service and managed care plans decreased by a combined 17.34% over 

this same ten-year period.
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In spite of our efforts to combat them, all of these factors have conspired to put our 

Hospital at imminent risk of being unable to provide the level and continuum of care that is 

necessary for the communities we serve. It is also why our Board engaged in the deliberate 

effort to seek out a health system partner who shared our vision and commitment to growing 

services in Northwest Connecticut and maintaining Charlotte Hungerford as a vibrant hospital 

with its own distinct relationships and sense of place in the community.

How HHC Meets Charlotte Hungerford’s and the Community’s Needs

For the remainder of my presentation, I want to explain to why Hartford Healthcare is 

the right choice for providing the kind of support that will enable our Hospital to upgrade our 

infrastructure, recruit talented physicians and expand our ambulatory care network, which in turn 

will enhance our services, increase our inpatient discharges and outpatient visits, and put us back 

on the path to profitability. My colleague, Jeff Flaks of Hartford Healthcare, will tell you more 

about the specific details of the parties’ Affiliation Agreement and Integration Plan, but I want to 

take a few moments to emphasize how this affiliation will help address the continued provision 

of services to some of our most vulnerable patient populations.

First and foremost, despite the significant financial challenges we face, this proposal will 

result in a replenishing of our primary care and physician specialist compliment, broader service 

capabilities, greater access to new technology and equipment, and expanded community benefit 

programming. In fact, the Affiliation Agreement provides that for the first three years of our 

affiliation with Hartford Healthcare, any decision to reduce or terminate any material service 

must be discussed with and approved by the Hospital’s local board, which will be made up 

predominantly of members of the present Charlotte Hungerford Board of Governors. In 

addition, all individuals employed by Charlotte Hungerford Hospital and its affiliates as of the
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Closing Date will remain employed by their current employer except for certain Hospital senior 

managers who will be offered employment with HHC or its designee.

Another lynchpin to our affiliation is the combined $53 million commitment Hartford 

Healthcare has made to fund maintenance and capital projects for the Hospital as well as support 

our medical staff development and recruitment initiatives. In addition to this committed amount, 

HHC will evaluate investing another $20 million for discretionary program and service 

opportunities in our Hospital’s service area. At Closing, Charlotte Hungerford will make a 

distribution of $2,500,000 to Northwest Connecticut Community Foundation, Inc., a tax-exempt 

charitable organization, for the express purpose of enhancing economic and community 

development in our service area through The Greater Torrington Building Healthier 

Communities Fund that is more fully described at page 460 of our CON Application. This will 

also be supplemented by a repetitive grant of $100,000 for five years that Hartford Healthcare 

will give to Fit Together, a Litchfield County-based organization, to support the County’s 

participation in a U.S. Center for Disease Control (“CDC”)-sponsored Community 

Transformational Grant Program to create healthier communities. The grant will be made in the 

name of Charlotte Hungerford as part of the Hospital’s community benefit activities.

The increased financial support that our Hospital and community will receive as a result 

of the affiliation with Hartford Healthcare will be accompanied by the wide array of clinical 

initiatives described at Section 5.4 of our Affiliation Agreement. There is no question that these 

service enhancements will help us to better address the seven focus areas which were identified 

in Charlotte Hungerford Hospital’s 2016-2019 CHNA as well as the opportunities for action set 

forth in our Community Health Implementation Plan (“CHIP”) of (i) promoting healthy
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behaviors and lifestyles; (ii) reducing the burden of chronic disease; and (iii) improving access to 

care.

Because of Charlotte Hungerford’s present financial situation, our ability to implement 

the CHIP and support other community benefit and public health efforts is limited. An affiliation 

with HHC will allow TCHH to maintain key clinical services and community benefit activities 

while also improving access to specialty and subspecialty services that are unavailable or only 

available on a limited basis to our service area. In our CON Application, the parties identified 

the following eight general categories of projected capital spending and development:

• Major Service Line Opportunities

• Inpatient Care and Quality Improvement

• Behavioral Health

• Community Engagement and Benefit

• Shared Services

• Infrastructure Improvements

• IT Systems

• Provider and Continuum Integration

We need improvements in each of these areas. Post-closing, both organizations will 

work together to identify and prioritize the needs of Charlotte Hungerford more specifically 

pursuant to the strategic planning process outlined in Section 5.1 of the Affiliation Agreement.

In addition, through this proposed affiliation, HHC and Charlotte Hungerford will bring together 

long histories of providing charity care and financial assistance to patients in the communities 

they serve. On this front, I should also add that our Hospital’s community benefit activities will 

be strengthened through our adoption of Hartford HealthCare’s system-wide charity care policies

6

485



which, among other things, makes the application process for seeking free and discounted care 

more accessible to patients and expands eligibility for those patients who are underinsured.

I am more confident than ever that this affiliation will provide our Hospital with the 

financial and other resources we need to provide residents of our service area with more effective 

and efficient healthcare. Our communities, physicians and employees will have the stability of 

knowing they are part of a strong health system and a clinically integrated network that will be 

able to navigate a healthcare environment that is still rapidly changing. Hartford Healthcare will 

also work with us to recruit physicians to replenish our depleted medical staff while continuing 

to assure access to care for Medicaid and indigent patients in the region.

For all these reasons, we are asking OHCA to approve this proposal so Charlotte 

Hungerford can maintain the high quality services it has offered for the past century and, with 

the help of our system partner, will hopefully continue to provide for the next 100 years. Thank 

you.

I hereby adopt this testimony.

Daniel J. Mclfftyre 
President and Executive Director 
The Charlotte Hungerford Hospital
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Good afternoon, Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is Susan Schapp, and I am the Vice President of Finance and Treasurer of The 

Charlotte Hungerford Hospital (“Charlotte Hungerford” or the “Hospital”). I appreciate the 

opportunity to discuss with you today the financial aspects of Charlotte Hungerford’s need to 

partner with a larger health care system and the financial impact that the affiliation with Hartford 

Healthcare will have on our Hospital.

Before I begin, I would just like to say that having been bom at Charlotte Hungerford 

Hospital, and raised in Torrington, I have known and relied upon this Hospital as the centerpiece 

of health care in the community for all of my life. My employment with Charlotte Hungerford 

began in 1988, and over those years I have also been given incredible opportunities to grow 

personally and professionally. Taken together, this Hospital is more than a care provider for me 

and my family, or a place of employment, it is a cause.

In turning to the financial aspects of this proposal, as OHCA is aware, Charlotte 

Hungerford has been experiencing very low to negative operating margins and decreasing 

inpatient discharge numbers in recent years. From FY 2011 to FY 2016, the Hospital’s operating 

margin dropped from 0.57% to -5.81%. This is in part attributable to a marked decline in
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inpatient discharges, which declined by 15% from FY 2013 to FY 2016. Charlotte Hungerford 

Hospital simply cannot sustain operating margins at this level and continue to provide patients 

with the breadth of services our community deserves. A properly functioning hospital must be 

able to generate sufficient cash flow to pay for operations and debt service, provide a source of 

capital for facility needs and strategic initiatives, and increase cash reserves. Simply put, 

Charlotte Hungerford is unable to meet that standard.

Our net revenue was down $3,493,668 in FY 2016 compared to 2015. In FY 2017, we 

are projecting a loss from operations of over $5 million. The average age of the Hospital’s 

physical plant is approximately 20 years, almost double the median age of plant of 11 years for 

hospitals with a Baa bond rating. As our finaCncial condition and the condition of our facilities 

declines, we see the increased risk of both patients and physicians choosing to go elsewhere.

Our financial ratios further illustrate the financial challenges faced by Charlotte 

Hungerford. As shown on page 342 of our CON Application, as of September 30, 2016, Hartford 

HealthCare’s Cash Flow to Liabilities ratio was 10.5%, while Charlotte Hungerford’s was only 

1.18%. As indicated in the Applicants’ Response to Completeness Questions, ratios like these 

are typically considered by bond rating agencies to determine relative financial strength of 

healthcare organizations. Together, they cripple our ability to borrow money and invest in 

infrastructure and health programs for our patients.

Without approval of the CON authorizing this affiliation, we anticipate that there will be 

no growth in inpatient or outpatient discharges and that net revenues for FY2018, FY2019 and 

FY2020 will decrease. The operating losses we are projecting over that time amount to over $29 

million and are unsustainable. On the other hand, if the CON is approved, we anticipate revenue
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and expense enhancements to the performance of Charlotte Hungerford and a gradual 

improvement in net results over time.

While it is not projected that Charlotte Hungerford will achieve break-even results by 

2020, the projected improvements in the Hospital’s performance as a result of this affiliation will 

be significant. It is projected that without affiliation Hungerford will have a $10.5 million loss 

from operations in 2019. With the affiliation, it is anticipated that the loss in 2019 will be $2.9 

million. This is a 72% improvement in performance for the Hospital if it is affiliated with 

Hartford Healthcare, something it could never accomplish on its own. In 2020, the loss without 

the affiliation is projected to be $10.7 million; with the affiliation the loss is expected to be $2.7 

million. As shown on page 337 of our CON Application, the incremental impact of the 

affiliation on Charlotte Hungerford’s profitability from FY 2018 through FY 2020 is projected to 

exceed $20 million based almost entirely on volume increases that we anticipate from being able 

to grow inpatient and outpatient services through physician recruitment and new service 

development.

In addition to the above, this affiliation will include a guarantee by Hartford Healthcare 

of Charlotte Hungerford’s retirement plan obligations, assuring that we will meet the 

commitments we have made to the many hundreds of employees who have faithfully served our 

Hospital over the years. Hartford HealthCare’s agreement to invest up to $73 million in our 

Hospital and its service area will also provide the funds necessary for Charlotte Hungerford to 

improve its physical plant and technology, making it a more competitive hospital that will be 

able to attract patients and recruit physicians. We believe that these investments and the 

resulting improvements will significantly increase revenue at Charlotte Hungerford as it becomes 

a more modem and competitive facility. In this regard, Hartford HealthCare’s assumption of all
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of the costs for Charlotte Hungerford to convert to the EPIC electronic health record system will 

also relieve the Hospital of an enormous financial and technical challenge at a price far less than 

we would pay if we remained a standalone hospital.

In sum, the affiliation with Hartford Healthcare will provide innumerable financial 

benefits to Charlotte Hungerford Hospital that will bolster its bottom line and ensure its long

term financial stability. For all these reasons, we ask that OHCA approve the application. Thank 

you.

I hereby adopt this testimony.

Susan rr). Sch<yp______
Susan M. Schapp
Vice President, Finance and Treasurer
The Charlotte Hungerford Hospital
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Good afternoon, Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is Elliot Joseph and I am the CEO of Hartford Healthcare. I am pleased to be here 

today to discuss The Charlotte Hungerford Hospital’s proposed affiliation with Hartford 

Healthcare.

The goal of this proposal is to have Charlotte Hungerford Hospital join a clinically 

integrated, financially sustainable health system that improves the health of patients and 

residents in the communities it serves. Hartford Healthcare is dedicated to providing patients 

with a personalized, coordinated care experience and a single, high standard of clinical 

excellence. Through an affiliation with Hartford Healthcare, Charlotte Hungerford Hospital will 

achieve clinical and operational efficiencies and economies of scale. The Hospital and its 

community will benefit from enhanced access to primary and specialty care services, improved 

ability to attract and retain talented physicians, facility and programmatic investments, and 

access to population health and quality improvement expertise.

From Hartford HealthCare’s perspective, this affiliation will help us advance our mission 

of improving the health of communities in Northwest Connecticut and furthers our population 

health management goals. It also builds on our successful collaborations with Charlotte 

Hungerford Hospital in such important areas as emergency medicine and cardiovascular services.
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Together with Charlotte Hungerford, opportunities exist to expand clinical research and teaching 

and improve technologies throughout its facilities and the Northwest region of Connecticut to 

enhance the patient and customer experience.

A key focus of the affiliation is to improve the financial and operational stability of 

Charlotte Hungerford Hospital. Hartford Healthcare brings an operating model that facilitates 

the integration of its various facilities and services to increase efficiency and quality. The 

foundational underpinning of this operating model is the cultural transformation of our 

organization based on leadership behaviors and values that are customer focused. Through the 

application of this disciplined, data-driven operating model, opportunities exist to achieve cost 

savings through integration, including savings achieved through volume purchasing and shared 

services, thereby enhancing the affordability of healthcare in the Northwest Region of 

Connecticut. These efforts will also allow Charlotte Hungerford Hospital to succeed in the 

transition to value-based reimbursement models.

Presently, Charlotte Hungerford, like many smaller community hospitals throughout the 

country, does not have the financial stability and clinical or human resources necessary to further 

develop the care coordination, innovative care delivery systems, translational research, new 

information technologies and physician alignment strategies that are essential for transitioning 

away from a fee-for-service environment to one based on quality and population health 

management. While there may be changes to health reform at the federal level in the coming 

years, these systems and strategies for improving quality and efficiency can be expected to 

remain core competencies and are already working in Hartford HealthCare’s system. This 

affiliation will raise Charlotte Hungerford’s abilities to succeed with these new models of care 

and adapt to any future changes. The partnership is also vital to Charlotte Hungerford’s ability
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to meet the short time frames that both government and private payers are instituting for value- 

based and bundled reimbursement programs.

Community hospitals like Charlotte Hungerford have increasingly looked toward 

integrated healthcare systems in order to continue to meet the needs of their patients. This 

proposal is consistent with collaborative care models that the Office of Health Care Access has 

recognized in its Statewide Healthcare Facilities and Services Plan as being a product of 

healthcare reform under the Affordable Care Act. Hartford Healthcare is actively addressing the 

demands of reform through population health and value-based reimbursement initiatives. For 

example, we have expanded our care coordination effort to include our integrated network of 

community providers and increased participation in our Medicare Shared Savings Program 

(accountable care organization), and we are actively developing the data and analytics necessary 

to support new value-driven payment models. In this context, integration with Hartford 

Healthcare will greatly benefit Charlotte Hungerford Hospital in providing the efficient, high 

quality, and patient-centered care that is required of hospitals in this complex environment.

Hartford HealthCare’s resources also play an important role in recruiting and retaining 

medical talent. Recruiting physician and allied health professional providers is a key component 

of sustaining and improving care in Northwest Connecticut. Hartford HealthCare’s collaborative 

model, along with its ability to support a more diverse range of services, will greatly enhance 

Charlotte Hungerford Hospital’s ability to attract top medical professionals. Practitioners 

considering a move to this area will be drawn by the ability to coordinate with, and rely upon, a 

larger network of primary and specialty providers, that are aligned with a clinically integrated 

health system.
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In addition to the benefits of population health, technology, and recruiting, Hartford 

Healthcare offers scale to provide cost-effective services. Charlotte Hungerford Hospital would 

benefit from joining Hartford HealthCare’s mission of improving the coordination of healthcare 

with inititiatives such as embedding behavorial health providers inside our primary care 

practices.

Over the past few years, Hartford Healthcare has grown and maintained its focus on 

patient-centered care, consistently addressing the needs identified in our Community Health 

Needs Assessment. To streamline and coordinate patient care, we established Institutes in four 

specialty areas: Neurosciences, Heart & Vascular, Orthopedics, and Cancer. These Institutes 

join the Tallwood Institute for Urology and our Behavioral Health Network. We have expanded 

our single electronic medical record system in all of our hospitals and ambulatory sites. And we 

created new outpatient facilities for mental health treatment in communities throughout our 

service area. All of this was also done while remaining a non-profit, tax-exempt organization 

that in fiscal year 2016 provided charity care and services to our underinsured patients at a cost 

of approximately $198 million.

This proposal is centered around improving the quality of healthcare delivered in 

Northwest Connecticut through a collaborative, patient-centered approach based on clinical 

integration with another non-profit health care system with which we have already developed a 

number of successful clinical relationships. For these reasons and the others stated in our 

Certificate of Need Application, we respectfully urge the Office of Health Care Access to 

approve this affiliation.
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I hereby adopt this testimony.

Hartford Healthcare Corporation
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Good afternoon Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is Jeffrey Flaks and I am the President and Chief Operating Officer of Hartford 

Healthcare Corporation (“HHC”). You have just heard Elliott Joseph speak about the goals of 

our proposed affiliation with The Charlotte Hungerford Hospital (“Charlotte Hungerford” or the 

“Hospital”), so now I would like to take a few moments to talk about the governance structure, 

service enhancements and investments we are planning to implement in order to ensure that the 

integration of the Hospital with HHC will be a successful one. In addition, I would like to 

review with you how this affiliation will help Charlotte Hungerford meet the community health 

needs of its service area, why HHC is the experienced partner the Hospital requires to meet these 

goals, and the reasons why our proposal meets the criteria OHCA must consider in approving our 

Certificate of Need Application.

Governance Structure

Like other hospitals affiliated with Hartford Healthcare, Charlotte Hungerford will 

remain a separately licensed acute care hospital with its own medical staff, but it will also be 

integrated into our health care system that can provide the support and services that it needs. 

Under the parties’ Affiliation Agreement, all individuals employed by the Hospital or its
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affiliates as of the Closing Date will continue to remain employed by their current employer 

except for certain senior managers who will be offered employment with HHC or its designee.

The affiliation will also result in the Hospital adopting new corporate bylaws and 

becoming the cornerstone of Hartford HealthCare’s Northwest Region, governed by a locally- 

based Board of Directors. This governing body will be composed of Charlotte Hungerford’s 

Board of Governors as of the Closing Date, along with four members appointed by HHC to 

comprise the Northwest Region Board. The President of Charlotte Hungerford and its medical 

staff president will both be ex-officio members of the new Board. Charlotte Hungerford will 

also be able to count on the continued support of the current Hospital’s Corporators, who will 

continue as a resource to the Board post-Closing. As shown in the written responses we have 

submitted in response to OHCA’s issues list for today’s hearing, the members of the Charlotte 

Hungerford Hospital’s Board have strong ties to the communities served by Charlotte 

Hungerford and they will continue to their involvement in governance matters going forward.

Specifically, the Northwest Region Board will have the responsibility to oversee all 

quality assessment, performance improvement and patient safety activities of TCHH and its 

affiliates, including the authority to credential, grant and revoke medical staff memberships. 

Other responsibilities will include oversight of community benefit and health needs assessments 

for the communities served by Charlotte Hungerford, advocacy for the region’s health care 

needs, and fundraising and development activities to further the shared mission, vision and 

values of our integrated health care system.

Two individuals serving on the Charlotte Hungerford Board of Governors will be 

appointed to the Hartford Healthcare Board of Directors for a three-year term. Members of the 

Charlotte Hungerford Board will also serve on HHC Board committees. The Northwest Region
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Board will maintain a finance and strategic planning committee, composed of those members of 

the Hospital’s board who served on those same committees immediately prior to the Closing, and 

individuals selected by Hartford Healthcare, for a one-year period. This committee will also 

assist in the development of the Strategic Plan for acute and ambulatory care in the region to be 

developed within 120 business days after Closing.

Service Enhancements and System Integration

As others have already mentioned, the integration of Charlotte Hungerford with Hartford 

Healthcare will allow the Hospital to increase access to primary and specialty care, achieve 

operational efficiencies, improve quality, manage population health and increase patient and 

family satisfaction, as well as provide other benefits for the local community. Section 5.4 of the 

Affiliation Agreement lists initiatives that the parties intend to explore that are most imporant to 

the community. In addition to the geriatric medicine initiative already mentioned by Dan 

McIntyre, other strategies for specialty and subspecialty service expansion in Charlotte 

Hungerford’s primary service area that we will be exploring include the following:

• Cardiovascular services including an integrated congestive heart failure program 
and on-site electrophysiology.

• Implementation of a gastrointestinal and digestive diseases program in coordination 
with statewide programs developed by HHC.

• Orthopedic program expansion in coordination with statewide programs developed 
by HHC.

• Behavioral health services including treatment for substance abuse and mental 
health including capabilities in the care and treatment of dementia and related 
diseases.

• Women’s health services including access to uro-gynecological specialists, 
perinatology, and nationally-recognized reconstructive and breast surgeons.

• Expansion of neurology and neuroscience services by building upon the existing 
telestroke collaboration with HHC and the establishment of outpatient services in
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the community.

The Applicants intend to consider a series of additional healthcare initiatives at the 

Hospital and within its service area including a primary care and ambulatory care network; 

participation in HHC’s population health initiatives; local access to programs and services 

designed to allow aging at home and palliative care; a “Mobile Simulation Program” to educate 

Northwest Region practitioners; and inclusion in HHC’s telehealth network.

In addition to the above, the Affiliation Agreement also provides for a physician 

alignment strategy for Charlotte Hungerford’s physicians. This includes a medical staff 

development plan and recruitment plan for the Northwest Region to assess primary and specialty 

care needs. Participation in clinical councils that focus on quality of care will continue, as will 

integration of these clinicians into HHC’s electronic medical record platform as Dr. Orlando has 

described. It also entails the Hospital adopting HHC’s Operating Model including LEAN daily 

management, leadership training, and cultural integration. At Charlotte Hungerford and its 

affiliates, HHC will also implement its coordinated approach to quality, safety and regulatory 

compliance through standardization. The parties will also transition vendor contracts and merge 

shared services administrative functions. Other features of the integration process include 

integrating Charlotte Hungerford into Hartford HealthCare’s strategic planning cycle.

Finally, as Ms. Schapp noted in her testimony, HHC will be responsible for the costs 

incurred with the initial installation of the electronic health record (“EHR”) platform called EPIC 

Care Connect. This platform will integrate the EHR at Charlotte Hungerford with HHC’s other 

affiliates and greatly enhance coordination of patient care.
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Community Health Needs

In addition to maintaining a local governing Board for the Hospital and engaging in a 

collaborative strategic planning process to upgrade facilities and enhance services, Charlotte 

Hungerford will also participate in future Community Health Needs Assessments (CHNAs) 

conducted for the Northwest Region as part of HHC’s system-wide CHNA process. We 

improved upon this process in 2014 and it is founded on the principles of population health 

management with Community Health Improvement Plans (CHIPs) organized according to four 

pillars that support HHC’s five-year strategies, mission, vision, and core values. These four 

pillars are:

1) Assessment: Listening to the voices of the community and understanding objective 
health outcomes.

2) Partnership: Engaging with community resources, both medical and social.

3) Access: Creating multiple connections to communicate with, and care for, our 
community, regardless of payer type or socioeconomic status.

4) Coordination: Providing management across the entire spectrum of health to 
optimize the distribution of health outcomes, regardless of payer source or socioeconomic 
status.

We are also in agreement with the focus areas identified in the Hospital’s most recent 

CHNA and firmly believe the integration of Charlotte Hungerford into HHC will further each of 

the action items in its CHIP that Mr. McIntyre described. Our commitment to addressing these 

high priority health needs through community benefit programs, including health and wellness 

initiatives, will begin with the commitment to the Hospital’s distribution of $2.5 million to the 

Northwest Connecticut Community Foundation and providing grant funding in the amount 

$500,000 over five years to the Litchfield County Community Transformation Grant Program.
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Hartford HealthCare’s Financial Commitment

As Mr. McIntyre also described, HHC will provide up to $73 million in investments for 

the benefit of Charlotte Hungerford under the Affiliation Agreement. These investments include 

$50 million over seven years to fund maintenance and replacement capital projects for the 

Hospital that will be identified in the Strategic Plan. Of that amount, $20 million will be 

invested within the first four years of the affiliation to fund certain emergency department 

renovations, infrastructure and physical plant improvements, and ambulatory/outpatient facility 

upgrades. The Strategic Plan will identify and prioritize additional projects subject to HHC’s 

budgeting and strategic planning approval.

In addition, HHC will provide an additional $3 million to support medical staff 

development and recruitment efforts during the first three years and evaluate the investment of 

another $20 million for discretionary program and service opportunities in the TCHH service 

area (the “Strategic Projects”). The availability of this commitment will require that the 

Strategic Projects enhance and support the level of services provided at Charlotte Hungerford 

and in its service area, and also satisfy investment criteria.

Harford HealthCare’s Affiliation Experience

In reaching the various integration goals outlined above, the Applicants share the 

perspective that the process be timely and transparent, and have the support of executive 

leadership and managers from both organizations. We know that this process will work because 

it has worked before and our experience in integrating other hospitals into Hartford HealthCare’s 

system has allowed us to build and refine the collaborative activities that are needed.

As shown in the written submission we have provided to OHCA, Windham Hospital 

(“Windham”) has generated significant cost savings on an annual and recurring basis from
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volume purchasing, capital avoidance, more favorable debt financing and other cost containment 

strategies since it joined HHC in 2009. Over this same time period, that hospital has also 

benefitted from a close relationship with Hartford Hospital through clinical collaborations in 

oncology, cardiology and emergency medicine. The formal affiliation with HHC also provided 

Windham with numerous additional benefits including additional opportunities for clinical 

research, extension of the residency program, new quality initiatives, sharing best practices, 

technology and information systems, recruitment of medical talent, development of a primary 

care network, tumor registry services, access to interventional radiology services, and enhanced 

access to specialty clinical care.

In 2013, we expanded our clinically integrated network of hospitals again when Backus 

Hospital (“Backus”) in Norwich, Connecticut, joined HHC. With the addition of Backus, HHC 

reorganized into a regional structure to reduce silos, create efficiencies, and serve our patients in 

a more community-focused manner. Backus and Windham Hospitals are both located in HHC’s 

East Region. The regional approach has enabled HHC to provide an operating model with 

efficient human and operational resources to further develop and expand primary, ambulatory 

and subspecialty clinical services in each Region.

Backus Hospital has received many improvements through integration with HHC, 

including savings in risk management and professional liability coverage, more effective 

investment management expertise at lower cost, savings related to human resource and employee 

benefit management, marketing, legal, and government relations capabilities, centralized billing 

and collection functions, clinical integration in oncology, gynecology and obstetrics (including 

protocols for breast cancer, improving patient experience and clinical outcomes), access to
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interventional radiology, expertise in information technology, hardware, software and 

management, and biomedical engineering services.

Overall, both hospitals in HHC’s East Region have received additional immeasurable 

value by having access to breadth of management and clinical expertise that they previously did 

not have as standalone community hospitals. This is the very situation presently facing Charlotte 

Hungerford.

OHCA Should Grant Certificate of Need Approval

Through the testimony offered today and other materials submitted in this proceeding, 

OHCA has been provided with ample evidence that our proposal is aligned with the Statewide 

Healthcare Facilities and Services Plan (“Plan”). The parties’ proposed affiliation is focused 

upon expanding access for Charlotte Hungerford’s patients to enhanced specialty and 

subspecialty services as well as advancing quality and population health initiatives. This 

proposal will also allow for greater operational efficiencies within the delivery system.

In particular, the proposal addresses the following ideals in the Plan: promotion and 

support of the long term viability of the state’s health care delivery system; facilitating access to 

preventive and medically necessary health care services; encouraging collaboration among health 

care providers to develop health care delivery networks; and maintaining and improving the 

quality of health care services offered to the state’s residents. The Plan has also acknowledged 

the impact of the Patient Protection and Affordable Care Act (“PPACA”) on the hospital industry 

in favor of integrated systems to create efficiencies and address quality mandates, and the 

creation of new models of care to deliver increased value. Charlotte Hungerford’s proposed 

affiliation with HHC is consistent with these aspects of the Plan.
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In addition to the factors described above, the parties’ Application satisfies the other 

factors that OHCA must consider in deciding whether to grant a Certificate of Need.1 In 

particular, there is a clear public need for the proposal and the proposal will improve 

accessibility of health care. Charlotte Hungerford’s CHNA identified significant unmet health 

needs in Northwest Connecticut. By joining Hartford Healthcare, the Hospital will be able to 

not only continue providing its valuable services, but also expand its services, improve quality, 

and increase access to care.

The proposal will also improve quality and cost effectiveness of health care delivery in 

the region. To improve quality, Hartford Healthcare brings a quality improvement platform, 

clinical councils, and a clinically integrated network with a collaborative, patient-centered 

approach. The affiliation is expected to improve cost-effectiveness of health care delivery in 

Northwest Connecticut in several ways including improved care coordination, avoiding 

duplicative services, expanding population health initiatives to manage chronic diseases, 

enhanced community benefit funding, increased access to primary care to reduce reliance on 

emergency departments, efficiencies in non-clinical support services, and economies of scale 

from group purchasing.

For all of the reasons stated herein and our Certificate of Need Application, we urge 

OHCA to approve this application.

[Signature page follows]

1 All of the factors are addressed in the parties’ Certificate of Need Application.
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I hereby adopt this testimony.

q ^yyl/\^c^ A- —-

Jeffrey Flaks
President and Chief Operating Officer 
Hartford Healthcare Corporation
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BEFORE THE OFFICE OF HEALTH 
CARE ACCESS

Docket No. 16-32135-CON

IN RE APPLICATION OF 
THE AFFILIATION OF THE CHARLOTTE 
HUNGERFORD HOSPITAL WITH 
HARTFORD HEALTHCARE CORPORATION May 1,2017

PRE-FILED TESTIMONY OF CHARLES L. JOHNSON III,
EXECUTIVE VICE PRESIDENT AND CHIEF FINANCIAL OFFICER 

OF HARTFORD HEALTHCARE CORPORATION

Good afternoon, Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is Charles L. Johnson, III, and I am the Chief Financial Officer of Hartford Healthcare 

Corporation (“HHC”). Over the past several months I have had the pleasure of working with my 

colleague Susan Schapp at The Charlotte Hungerford Hospital (“Charlotte Hungerford”) and the 

senior management of both parties in assessing our proposed affiliation from a financial 

perspective. My remarks today will focus on the financial feasibility of this proposal, the 

funding sources for the capital improvements outlined in the proposal and the financial impact 

that we expect this proposal to have on patients.

You have already heard from Ms. Schapp on the financial benefits that the affiliation 

with HHC will provide for Charlotte Hungerford. HHC will not incur incremental losses as a 

result of the CON proposal except for the financial impact of consolidating Charlotte Hungerford 

with HHC. Of course we believe with our substantial assistance, which we are prepared to offer, 

it will take approximately 4 to 6 years to return Charlotte Hungerford to profitability due to the 

need to recruit additional physicians, upgrade facilities and equipment, make strategic 

investments, and build clinical programs that enable Torrington and the greater community to 

keep as much local care local as possible and to meet their care needs in their local hospital.
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Hartford Healthcare is a $2.5 billion dollar health care system that in FY 2016 generated 

a surplus of $207 million as audited. Fitch Ratings recently confirmed HHC’s “A,” stable credit 

rating. In adding Charlotte Hungerford as the sixth acute care hospital in our network, we will 

be able to support and improve its financial viability while maintaining the stability of our 

overall system. This is demonstrated in the financial worksheets attached to our CON 

application in which we forecast what we expect to occur as we recruit new physicians to replace 

and expand upon those they have lost to other hospitals, or who have retired; and make 

improvements to the plant and equipment to make the hospital more appealing.

HHC also has access to capital that will make the necessary investments and 

improvements in Charlotte Hungerford possible. As has been previously mentioned, the parties’ 

Affiliation Agreement calls for HHC to provide up to $73 million in investments for the benefit 

of Charlotte Hungerford. These investments include $50 million over seven years for 

maintenance and replacement capital projects for the Hospital that will be identified in the 

Strategic Plan. These investments will be supported by HHC’s system earnings and free cash 

flows from depreciation expense. There are no plans at this time to finance these investments 

through external borrowing. This is because we have approximately $1.3 billion in cash reserves 

today that can be used. Also, we typically spend in replacement capital each year $175 million 

supported by free cash flows. We allocate that pool of dollars across our System where needed. 

The addition of Charlotte Hungerford to our system increases our System size by around 5% 

overall. With a capital pool available of $175 million, we can and would reasonably allocate and 

commit approximately $10 million per year over the next seven years to Charlotte Hungerford, 

as 5% of $175 million approximates this amount.
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Finally, as was stated at page 36 of our CON Application, there are no plans to change 

Charlotte Hungerford’s price structure or impose additional facility fees as a part of this 

proposal. In addition, the proposal is not expected to adversely affect patient healthcare costs. 

However, it is important to note that due to anti-trust concerns we are unable to obtain certain 

‘retail’ charge information on Charlotte Hungerford, nor did we have legal access to their 

managed care contracts and are not permitted to determine whether such overall retail charges or 

current payment arrangements form managed care companies are fair and competitive. We of 

course did not include in our forecast going forward any such increases beyond normal 

inflationary type increases. Our main focus of planned improvements will be to recruit 

physicians and grow patient volumes, invest in clinical programs and equipment, and to make the 

facility more modem and attractive. In recent years their volumes have declined mostly due to 

physicians leaving their community or retiring, and Charlotte Hungerford not being unable to 

compete for new physicians, being a stand-alone hospital with financial issues and an outdated 

physical plant. Our plan first and foremost revolves around addressing these issues and acute 

needs.

In fact, our projections indicate that Charlotte Hungerford’s Cost per Case Mix Adjusted 

Equivalent Discharge will improve over time, as new volumes are added. While costs per case 

will remain relatively flat in FY 2017 and FY 2018, at $5,946 and $5,964, respectively, we 

anticipate a decrease of approximately 3% to $5,789 in FY 2018. These improvements in cost 

structure are substantially derived from additional patient volumes as that will come from 

physician recmitment activities that Mr. McIntyre described, that will be largely supported by 

existing staff and expenses already in place which are currently undemtilized we believe, and 

can largely support the expected added volumes.
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In summation, HHC has the resources for the investments in this affiliation and provide 

Charlotte Hungerford with the stability it needs in a fiscally prudent and responsible manner. 

This transaction will benefit both of our organizations and, most importantly, the residents of 

Northwest Connecticut. Thank you for your time and I welcome any questions.

[Signature page follows]
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I hereby adopt this testimony.

CJLsu^^X
Charles L. Johnson, IJII
Executive Vice President and Chief Financial
Officer, Hartford Healthcare Corporation
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BEFORE THE OFFICE OF HEALTH 
CARE ACCESS

Docket No. 16-32135-CON

IN RE APPLICATION OF 
THE AFFILIATION OF THE CHARLOTTE 
HUNGERFORD HOSPITAL WITH 
HARTFORD HEALTHCARE CORPORATION May 1,2017

PRE-FILED TESTIMONY OF ROCCO ORLANDO III, M.D.,
SENIOR VICE PRESIDENT AND CHIEF MEDICAL OFFICER 

OF HARTFORD HEALTHCARE CORPORATION

Good afternoon, Hearing Officer Hansted and staff of the Office of Health Care Access. 

My name is Dr. Rocco Orlando and I am the Chief Medical Officer of Hartford Healthcare 

Corporation. I am here today to provide a clinical perspective on the benefits of the affiliation 

between The Charlotte Hungerford Hospital and Hartford Healthcare.

Charlotte Hungerford Hospital and Hartford Healthcare have a long-established 

relationship through emergency care, cardiovascular medicine, and other clinical disciplines. 

Since 1985, Hartford Healthcare personnel have provided clinical education on trauma care to 

emergency medicine providers at Charlotte Hungerford Hospital through Hartford Hospital’s 

LIFE STAR program and Trauma Department. Over the last ten years, LIFE STAR has also 

supported the EMS community in Northwest Connecticut by sponsoring continuing education on 

topics such as thoracic injuries, multi system trauma, cardiac arrest, crush injuries, 

hemodynamics, sepsis, and trauma and medical case studies.

Charlotte Hungerford’s medical staff has also coordinated with Hartford Hospital’s 

interventional cardiology team for continuing education in cardiac care. Hartford Hospital’s 

Cardiology Department, LIFE STAR helicopter personnel, and Charlotte Hungerford have 

worked together to determine the optimum clinical approach for cardiac patients arriving in
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Charlotte Hungerford Hospital’s emergency department. This resulted in creating a team at 

Hartford Hospital to facilitate air or ground transport.

The two hospitals have also teamed on efforts related to quality assurance and 

performance improvement (“QAPI”) programs over the past several years. Through this 

initiative, the hospitals shared best practices to reduce transfer time to Hartford Hospital, 

significantly shortening treatment time and improving outcomes for cardiac patients. These 

collaborations have resulted in physicians from both Charlotte Hungerford and Hartford Hospital 

developing clinical relationships and understanding each other’s capabilities to the point that the 

majority of emergency department transfers from Charlotte Hungerford are going to Hartford 

Hospital.

Clinical collaboration with Hartford Hospital has also provided Charlotte Hungerford 

with pulmonology medical directors, interpretations at Charlotte Hungerford’s Regional Sleep 

Center, and Charlotte Hungerford’s participation in Hartford Hospital’s innovative 

Teleneurology Network (“HHTN”). Through the HHTN, Charlotte Hungerford providers access 

remote emergency and follow-up teleneurology services provided by Hartford Hospital 

specialists. Charlotte Hungerford and Hartford Hospital have also developed clinical protocols, 

standard order sets and other processes to vastly improve the care of stroke victims and other 

patient populations who benefit from the service. This collaboration has established strong 

communication between the teleneurology teams, administration, staff, and health information 

and technology teams at the two hospitals.

As a result of these and other relationships between the Applicants, Hartford Hospital 

also receives the largest percentage of inpatients transferred from Charlotte Hungerford Hospital 

to other medical facilities. The relationship between the two hospitals is growing stronger over
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time, as Charlotte Hungerford emergency and inpatient transfers to Hartford Healthcare facilities 

increased 45% from 2013 to 2016. This is especially true of the continued strong collaboration 

between the parties’ EMS departments. For example, after Hartford Hospital receives a 

Charlotte Hungerford emergency transfer, Hartford provides follow-up and outcome information 

to Charlotte Hungerford to enhance the continuity of care for the patient returning home to the 

Torrington area.

This proposal for full integration will only broaden the opportunity for Charlotte 

Hungerford and Hartford Healthcare physicians to collaborate. Physicians on Charlotte 

Hungerford’s medical staff will be welcome to choose from a number of alignment options with 

our health system, including participation in Integrated Care Partners (ICP), our physician-led 

clinically-integrated provider network. Physicians who join ICP may participate in ICP’s clinical 

integration program, develop population health management capabilities and infrastructure, and 

adopt risk-based payment capabilities. These new payment models offer technology-enabled 

advanced care coordination and chronic disease programs to increase quality, improve 

efficiency, and increase patient satisfaction.

The primary goal of ICP is to improve quality and outcomes through enhanced care 

coordination while managing the total cost of care. ICP is supported by a team of nurses, social 

workers and pharmacists dedicated to managing the care of high risk patients with chronic health 

conditions. It also provides physicians with the practice support needed to transition to the Merit- 

based Incentive Payment System (MIPS) and Advanced Alternative Payment Models (AAPMs) 

required under the Medicare Access & CHIP Reauthorization Act (MACRA).
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If this affiliation is approved, Hartford Healthcare will also develop a comprehensive 

physician alignment strategy to integrate The Charlotte Hungerford Multispecialty Group 

(TCHMSG) providers with Hartford Healthcare Medical Group (HHCMG) providers. This 

integration will occur during the first three years of the affiliation.

Additionally, the parties intend to give Charlotte Hungerford Hospital physicians the 

opportunity to access the programs and services generally available to the medical staffs of 

Hartford HealthCare’s hospitals including clinical research activities, use of the Center for 

Education, Simulation and Innovation, clinical councils, infection prevention, single formulary, 

risk management education program and Hartford HealthCare’s quality informatics platform to 

drive quality improvement. As a Hartford Healthcare affiliate, Charlotte Hungerford Hospital 

and its physicians will also have access to our physician recruitment infrastructure, captive 

insurance program, physician administrative resources, and management resources.

Hartford Healthcare has a strong commitment to each patient’s experience and, as an 

organization, we firmly believe care is best delivered locally. To that end, we have recently 

centralized our approach to improving the patient experience. We use our tag line “Every 

Moment Matters” to encourage engagement throughout our multi-disciplinary teams and we now 

have a system-wide Office of Experience and a Chief Experience Officer. The Experience Office 

oversees the implementation of a focused plan to improve hospital patient experience scores 

based on uniform implementation of best practices across the system. In addition, we have a 

dedicated team working on improving the experience at the Hartford Healthcare Medical Group. 

Charlotte Hungerford Hospital would be integrated into this framework for improving patient 

experience at their facilities immediately post affiliation.
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By reducing variability across the care continuum, our patients realize more effective and 

efficient healthcare service at the local level. For example, as part of this proposal, Hartford 

Healthcare will enhance local access to services uniquely designed to allow aging at home, 

palliative care, cardiac care, telehealth, and personalized medicine.

Our commitment to improved patient care is carried out by having all quality 

improvement initiatives coordinated across the system using common informatics tools, 

analytics, definitions and reporting systems. The quality informatics tools allow benchmarking 

against national best practices. Quality improvement, infection prevention and risk reduction are 

coordinated centrally by Hartford Healthcare to share best practices and accelerate the pace of 

clinical improvement. Charlotte Hungerford will participate in the work of clinical councils to 

achieve annual objectives in quality improvement. Hartford Healthcare is currently working 

with Charlotte Hungerford Hospital to develop its quality improvement platform and engage in 

clinical councils. As a fully integrated member of Hartford Healthcare, all of these initiatives 

will be accelerated and streamlined for the betterment of Charlotte Hungerford’s patients, 

providers, and the communities it serves.

We are very excited about improving the future of health care for the residents of 

Northwest Connecticut and I believe this proposed affiliation will be a great benefit in that 

regard. Thank you.
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I hereby adopt this testimony.

Senior Vice President and Chief Medical Officer 
Hartford Healthcare Corporation

\

II
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The Affiliation of
The Charlotte Hungerford Hospital with 

Hartford Healthcare Corporation 
Docket No. 16-32135-CON

RESPONSES TO HEARING ISSUES

Per OHCA’s request, below are written responses to Hearing Issues dated April 11, 2017:

1. Provide the name, title and affiliation of the current TCHH Board of Directors.

RESPONSE:

The Charlotte Hungerford Hospital Board of Governors

Edward Arum
President of Arum & Associates LLC

Edwin G. Booth, Jr.
Retired/Owner of Torrington Casting 
Company

Jeff Borghesi
President of Borghesi Building and 
Engineering Co., Inc. in Torrington, CT

Debra Brandt, D.O.
Medical Oncologist and Hematologist, Yale 
University and Smilow Cancer Care in 
Torrington, CT

Frank R. Buonocore, Jr.
Managing Partner of Founders Insurance 
Group, Inc., of Torrington and Lakeville

Gladys Cerruto
Retired Owner of Torrington Metal Products

Richard Dutton, M.D.
General Surgeon (now retired)
CHH Medical Staff Member since 1975

Stephanie K. Fowler, M.D.
Board Certified in Family Medicine

Jamie Gregg
CEO of Colonial Bronze Company in 
Torrington CT
CEO of CuSalus in Torrington CT 
Attorney, member of CT and NY bars

Kenrick Horn, M.D.
Director of Hospital Medicine at Charlotte 
Hungerford Hospital

John E. Janco, Chairman
President and CEO of Torrington Savings 
Bank

John N. Lavieri
President of Sterling Engineering in 
Barkhamsted, CT

Diane Libby, CPA
Partner at Adams Samartino & Co. PC in 
Torrington and Bristol, CT

Daniel J. McIntyre
Ex-Officio
President and Executive Director of 
Charlotte Hungerford Hospital

Douglas K. O’Connell
Lawyer, Howd, Lavieri & Finch, LLP in 
Winsted CT

James O’Leary
Retired, Former First Selectman of Goshen, 
CT

Michael Patterson
Owner of Doyle’s Medical Supply in 
Torrington, CT
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2. Reconcile the FY 2016 Financial Worksheet numbers for HHC (without CON) to 
align with the FY 2016 Audited Financial Statements submitted on page 371 of the 
application.

RESPONSE:

Hartford HealthCare’s previously submitted Financial Worksheet A utilized projected 
amounts as it was prepared prior to the completion of the FY 2016 audit. A revised 
Financial Worksheet A in agreement with the FY 2016 Audited Financial Statements 
submitted on page 371 of the Application is attached as Exhibit 1.

3. Update the Financial Worksheet submitted for TCHH to include FY 2016. Please 
ensure that the FY 2016 numbers match the Audited Financial Statements.

See Exhibit 2 attached.

4. Provide an explanation for the FY 2017 decline in HHC's EBIDA, shown on page 
343 of the application.

RESPONSE:

The decline in HHC’s EBIDA from FY 2016 to Projected FY 2017 is attributed to 
decrease in projected operating income ($107.5M) due to the one-time gain on the sale 
of the laboratory business segment which occurred in FY 2016 ($119.5M). Factors 
which served to increase EBIDA from FY 2016 to Projected FY 2017 which partially 
offset the decrease in operating income are, increases in depreciation ($13.5M), interest 
($2.4M) and non-operating revenues (46.3M excluding unrealized gains/losses).

5. For HHC and TCHH, provide monthly financial reports for (the current month, year- 
to-date, and comparable month from previous year) for the 12 months for FY 2016 
and first two quarters of FY 2017. Explain any year-to-year increases/decreases for 
those items listed in Section D, “Additional Statistics" of the report.

RESPONSE:

Please see the attached financial reports for September 30,2016/ September 30,2015 
and March 31,2017/March 31,2016 year-to date and month-to-date comparisons.

HHC
HHC’s financial report containing the September 30,2016/ September 30,2015 and 
March 31,2017/March 31,2016 year-to date and month-to-date comparisons are 
attached as Exhibit 3.

For both the six month period ending March 2017 and the 12 month period ending 
September 2016, the primary factor driving the variances in the amounts presented in 
Section D between years is the one time gain related to the sale of Hartford 
HealthCare’s laboratory business segment which occurred in February 2016.
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TCHH
TCHH’s financial report containing the September 30,2016/ September 30,2015 and 
March 31, 2017/March 31, 2016 year-to date and month-to-date comparisons are 
attached as Exhibit 4.

The variance from Income from Operations for the 12 months ending September 2016 
as compared to the 12 months ending September 2015 is due to:

1) Decreased net revenue of $3.8M in the September 2016 time period due to 
changes in payer mix from commercial insurance to Medicaid, a decrease in 
commercial patient days and the shifts from inpatient to outpatient treatment.

2) An increase in expenses of $1.5M for the twelve months ending September 2016 
as compared to the previous time period was largely associated with physician 
Fees due to practice acquisitions and an adjustment to TCHH’s Hospitalist 
contract.

3) The change in Revenue Over/(Under) Expense is due to the same factors as 
above as is the change in EBITA except that the latter calculation excludes the 
depreciation component.

4) The decrease in patient cash collected is due to the decrease in net revenue 
described above while the increase in cash and cash equivalents for the twelve 
months ending September 2016 is due to timing of accounts payable and accrued 
salaries.

5) The decreased amount of unrestricted assets in comparing the 12 months ending
September 2016 with September 2015 is due to pension entry of $12,000,000 that 
occurred on September 30, 2016 and funding operational expenses in the face of 
operational losses.

The variance from Income from Operations for the 6 months ending March 2017 as 
compared to the 6 months ending March 2016 is due to:

1) $1.5M of tax revenue being booked in March 2017 which was not booked until 
May in 2016;

2) Increased net revenue of $1,334,443 in the March 2017 time period due to 
changes in payer mix as well as increased reimbursements from Medicare and 
commercial payers; and

3) A reduction in expenses of $715,543 for the six months ending March 2017 as 
compared to the previous time period.

4) The change in Revenue Over/(Under) Expense is due to the same factors as 
above as is the change in EBITA except that the latter calculation excludes the 
depreciation component.
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5) The increase in patient cash collected is due to the increase in net revenue 
described above while the decrease in cash and cash equivalents for the six 
months ending March 2017 is due to operational losses.

6) The decrease in net working capital in the March 2017 time period is due to the 
decrease in cash and cash equivalents, and the decreased amount of unrestricted 
assets, when comparing the 6 months ending March 2017 with March 2016, is 
due to a pension entry of $12 million that occurred on September 30,2016.

6. Provide the actual cost savings generated from the integration initiative, described 
on pages 344-346 of the application, for Windham Hospital.

RESPONSE:

In 2009, when Windham Hospital joined the Hartford Healthcare system, HHC was 
at its nascent stage with respect to System-level clinical and operational integration. 
Since such time, there has been steady progress with respect to the integration of 
Windham Hospital. The following are examples of benefits Windham Hospital has 
received since affiliating with the System:

• Savings relating to risk management and professional liability coverage;
• Savings relating to third-party consultant services;
• Savings relating to human resource and employee benefit management;
• More favorable debt financing as a member of a System-wide obligated group;
• Savings resulting from streamlined system coding and document review;
• Centralization of business functions, including integrating the billing and 

collection functions;
• Savings resulting from more effective group purchasing;
• Information technology, hardware, software and management expertise (e.g., 

EMR and CPOE);
• Savings relating to more cost-effective reference laboratories.

All of the integration initiatives described above have saved Windham Hospital at 
least three and one half million dollars ($3,500,000) on an annual recurring basis.

7. Given the proposals assumed start date of 10/1/18, provide 3 full projected years 
(FY 2019, FY 2020, FY 2021) for the following:

a. Financial Worksheets for HHC and TCHH;
b. TCHH utilization statistics (discharges and patient days);
c. TCHH payer mix table.

RESPONSE:

Not applicable. The projected start date is October 1,2017. The requested information 
for 3 full projected years was previously provided to OHCA.
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Hartford Healthcare Corporation

Mar-17 
(6 Months) 

YTD

Rounded to the (000)
Mar-16 Mar-17

(6 Months)
YTD MTD

Mar-16

MTD
Monthly Financial Measurements/Indicators
A. Operating Performance:

Operating Margin -1.0% 8.2% 0.7% 2.1%
Non Operating Margin 4.1% -0.8% 7.7% -2.0%
Total Margin 2.9% 7.4% 8.1% 0.1%
Bad Debt as a % of Net Revenue 1.6% 2.1% 1.5% 2.3%

B. Liquidity:
Current Ratio 1.5 1.6 1.5 1.6
Days Cash on Hand 186.9 170.8 186.9 170.8
Days in Net Accounts Receivable 48.9 49.4 48.9 49.4
Average Payment Period 73.7 67.6 73.7 67.6

C. Leverage and Capital Structure
Long-term Debt to Equity 72.9% 72.6% 72.9% 72.6%
Long-term Debt to Capitalization 42.2% 43.0% 42.2% 43.0%
Unrestricted Cash to Debt 132.6% 117.9% 132.6% 117.9%
Times Interest Earned Ratio 5.5 14.9 5.5 14.9
Debt Service Coverage Ratio 550.1% 624.5% 550.1% 624.5%
Equity Financing Ratio 0.43 0.45 0.43 0.45

D. Additional Statistics
Income from Operations ($12,869) $113,557 $1,495 $4,747
Revenue Over/(Under) Expense $36,725 $102,067 $18,025 $229
EBITA $776 $127,267 $2,661 $6,092
Patient Cash Collected
Cash and Cash Equivalents $250,504 $285,105 $250,504 $285,105
Net Working Capital $227,796 $271,236 $227,796 $271,236
Unrestricted Net Assets $1,132,616 $1,192,391 $1,132,616 $1,192,391
Credit Ratings (S&P, Fitch, Moody's) Note A Note A Note A Note A

Note A: Credit ratings are issued annually hartford Healthcare received and "A" rating from each of the Credit 
Reporting Agencies in FY 2016. The FY 2017 review is currently in process.

The primary factor in the changes of amounts in Section D between years is the one time gain related to 
the sale of the Laboratory business segment which occurred in February of FY 2016.
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Hartford Healthcare Corporation 
Rounded to the (000)

Sep-16 Sep-15 Sep-16 Sep-15
(12 Months) (12 Months)

YTD YTD MTD MTD
Monthly Financial Measurements/Indicators 
A. Operating Performance:

Operating Margin 5.1% 1.3% 0.5% -10.5%
Non Operating Margin 3.1% -0.6% 2.6% -26.1%
Total Margin 7.8% 0.7% -1.2% -38.0%
Bad Debt as a % of Net Revenue 1.6% 2.2% 0.7% 0.2%

B. Liquidity:
Current Ratio 1.5 1.8 1.5 1.8
Days Cash on Hand 189.1 163.1 189.1 163.1
Days in Net Accounts Receivable 24.5 24.1 24.5 24.1
Average Payment Period 73.5 67.2 73.5 67.2

C. Leverage and Capital Structure
Long-term Debt to Equity 77.2% 76.4% 77.2% 76.4%
Long-term Debt to Capitalization 43.6% 43.0% 43.6% 43.0%
Unrestricted Cash to Debt 138.1% 117.1% 138.1% 117.1%
Times Interest Earned Ratio 10.9 7.2 10.9 7.2
Debt Service Coverage Ratio 652.5% 395.6% 652.5% 395.6%
Equity Financing Ratio 0.42 0.44 0.42 0.44

D. Additional Statistics
Income from Operations $135,553 $31,074 $1,121 ($20,917)
Revenue OverZ(Under) Expense $207,239 $16,639 ($2,829) ($75,529)
EBITA $163,234 $56,402 $2,625 ($18,841)
Patient Cash Collected
Cash and Cash Equivalents $293,434 $376,098 $293,434 $376,098
Net Working Capital $230,813 $343,174 $230,813 $343,174
Unrestricted Net Assets $1,090,567 $1,094,448 $1,090,567 $1,094,448
Credit Ratings (S&P, Fitch, Moody's) Note A Note A Note A Note A

Note A: Credit ratings are issued annually hartford Healthcare received and "A" rating from each of the Credit 
reporting Agencies in FY 2016.
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The Charlotte Hungerford Hospital

Sep-16 Sep-15 Sep-16 Sep-15
(12 Months) (12 Months)

YTD YTD MTD MTD
Monthly Financial Measurements/Indicators
A. Operating Performance:

Operating Margin -5.81% -1.19% -9.52% -21.53%
Non Operating Margin 1.65% 2.40% -3.14% 2.27%
Total Margin -4.06% 1.27% -12.56% -19.20%
Bad Debt as % of Net Revenue 1.86% 2.10% 0.44% 2.67%

B. Liquidity:
Current Ratio 1.3 1.4 - -
Days Cash on Hand 131.1 139.6 131.1 139.6
Days in Net Accounts Receivable 45 47 45 47
Average Payment Period 56 50 56 50

C. Leverage and Capital Structure:
Long-term Debt to Equity 21.59% N/A 21.59% N/A
Long-term Debt to Capitalization 17.76% N/A 17.76% N/A
Unrestricted Cash to Debt 3.50 N/A 3.50 N/A
Times Interest Earned Ratio N/A N/A N/A N/A
Debt Service Coverage Ratio 1.62 N/A 1.62 N/A
Equity Financing Ratio 0.39 0.53 0.39 0.53

D. Additional Statistics:
Income from Operation (6,776,270) (1,433,316) (919,942) (1,732,786)
Revenue Over/(Under) Expense (4,814,948) 1,527,396 (1,214,146) (1,545,448)
EBITA (440,657) 4,484,071 (385,833) (1,212,352)
Patient Cash Collected 115,510,803 116,229,745 9,669,559 9,620,722
Cash and Cash Equivalents 6,634,923 5,598,887 6,634,923 5,598,887
Net Working Capital 5,342,024 7,063,409 5,342,024 7,063,409
Unrestricted Assets 28,743,214 44,560,677 28,743,214 44,560,677
Credit Ratings (S&P, Fitch, Moody's) N/A N/A N/A N/A
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The Charlotte Hungerford Hospital

Mar-17 Mar-16 Mar-17 Mar-16
(6 Months) (6 Months)

YTD YTD MTD MTD
Monthly Financial Measurements/Indicators
A. Operating Performance:

Operating Margin -2.81% -9.15% 8.79% -1.85%
Non Operating Margin 1.61% 2.29% 2.16% 0.55%
Total Margin -1.15% -6.65% 10.76% -1.29%
Bad Debt as % of Net Revenue 2.33% 2.18% 0.56% 2.14%

B. Liquidity:
Current Ratio 1.5 1.4 - -
Days Cash on Hand 128.8 129.3 128.8 129.3
Days in Net Accounts Receivable 40 48 40 48
Average Payment Period 53 56 53 56

C. Leverage and Capital Structure:
Long-term Debt to Equity 20.29% N/A 20.29% N/A
Long-term Debt to Capitalization 16.87% 15.26% 16.87% 15.26%
Unrestricted Cash to Debt 3.52 3.38 3.52 3.38
Times Interest Earned Ratio N/A N/A N/A N/A
Debt Service Coverage Ratio 2.74 -0.76 2.74 -0.76
Equity Financing Ratio 0.40 0.48 0.40 0.48

D. Additional Statistics:
Income from Operation (1,679,521) (5,219,729) 1,016,768 (195,157)
Revenue Over/(Under) Expense (700,765) (3,881,476) 1,272,369 (137,179)
EBITA 1,654,338 (2,051,935) 1,569,631 321,562
Patient Cash Collected 58,337,599 56,633,730 10,837,738 10,325,538
Cash and Cash Equivalents 6,545,471 6,935,330 6,545,471 6,935,330
Net Working Capital 7,626,628 7,668,146 7,626,628 7,668,146
Unrestricted Assets 29,409,026 41,586,468 29,409,026 41,586,468
Credit Ratings (S&P, Fitch, Moody's) N/A N/A N/A N/A
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Olejarz, Barbara

From: Lazarus, Steven
Sent: Tuesday, May 02, 2017 7:26 AM
To: User, OHCA
Cc: Hansted, Kevin; Martone, Kim; Veyberman, Alla; Carney, Brian; Riggott, Kaila; Carney, 

Brian; Olejarz, Barbara; Greer, Leslie
Subject: FW: Docket No. 16-32135-CON
Attachments: Exhibit 2 to Responses.XLSX; Exhibit 1 to Responses.XLSX

Please add to the original record for DN: 16‐32135. 
 
Thank you, 
 
Steve 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 

From: Lane, Jillian [mailto:jlane@pullcom.com]  
Sent: Monday, May 1, 2017 4:24 PM 
To: Martone, Kim <Kimberly.Martone@ct.gov>; Lazarus, Steven <Steven.Lazarus@ct.gov> 
Cc: Cowherd, Stephen M. <SCowherd@pullcom.com> 
Subject: Docket No. 16‐32135‐CON 
 
Dear Ms. Martone & Mr. Lazarus: 
 
Enclosed please find excel files of the two financial worksheets, Exhibits 1 and 2 respectively, that were attached to the 
Responses to Issues filed in the above docket today.  Steve Cowherd asked that I send this to you in case OHCA staff has 
any difficulty enlarging the versions that were sent with our filing earlier today. 
 
Please let us know if you have any questions.  Thank you. 
 
Regards, 
 
Jill Lane 
 



2

Jillian Lane 
Legal Administrative Assistant 
 

PULLMAN 
&COMLEY LLC 

ATTORNEYS 
 
850 Main Street   P.O. Box 7006 
Bridgeport, CT   06601-7006 
p  203 330 2273   f  203 576 8888 
jlane@pullcom.com    •    www.pullcom.com 
 
V-card  •  Directions 
 
BRIDGEPORT    HARTFORD    STAMFORD    WATERBURY    WHITE PLAINS 

Please consider the environment before printing this message. 
THIS MESSAGE AND ANY OF ITS ATTACHMENTS ARE INTENDED ONLY FOR THE USE OF THE DESIGNATED RECIPIENT, OR THE RECIPIENT’S 
DESIGNEE, AND MAY CONTAIN INFORMATION THAT IS CONFIDENTIAL OR PRIVILEGED. IF YOU ARE NOT THE INTENDED RECIPIENT, PLEASE (1) 
IMMEDIATELY NOTIFY PULLMAN & COMLEY ABOUT THE RECEIPT BY TELEPHONING (203) 330-2000; (2) DELETE ALL COPIES OF THE MESSAGE AND 
ANY ATTACHMENTS; AND (3) DO NOT DISSEMINATE OR MAKE ANY USE OF ANY OF THEIR CONTENTS.  



(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019 FY 2020 FY 2020 FY 2020

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $5,657,713,000 $6,009,180,000 $6,009,180,000 $5,937,701,000 $0 $5,937,701,000 $5,938,341,000 $353,441,709 $6,291,782,709 $5,980,652,000 $382,527,927 $6,363,179,927 $6,100,265,000 $403,396,941 $6,503,661,941
2 Less: Allowances $3,318,875,000 $3,570,361,000 $3,570,361,000 $3,478,085,000 $0 $3,478,085,000 $3,404,442,000 $225,032,452 $3,629,474,452 $3,380,331,000 $249,580,702 $3,629,911,702 $3,434,936,000 $269,545,876 $3,704,481,876
3 Less: Charity Care $49,416,000 $50,327,000 $50,327,000 $42,001,000 $0 $42,001,000 $42,103,000 $2,616,745 $44,719,745 $42,443,000 $2,961,642 $45,404,642 $43,292,000 $3,000,664 $46,292,664
4 Less: Other Deductions $0 $0 $0 $0 $5,692,450 $5,692,450 $5,692,450 $5,692,450 $5,692,450 $5,692,450

Net Patient Service Revenue $2,289,422,000 $2,388,492,000 $0 $2,388,492,000 $2,417,615,000 $0 $2,417,615,000 $2,491,796,000 $120,100,061 $2,611,896,061 $2,557,878,000 $124,293,133 $2,682,171,133 $2,622,037,000 $125,157,951 $2,747,194,951
5 Medicare $881,022,000 $920,001,000 $920,001,000 $934,937,000 $0 $934,937,000 $962,633,000 $59,516,341 $1,022,149,341 $987,306,000 $62,186,776 $1,049,492,776 $1,011,261,000 $62,757,877 $1,074,018,877
6 Medicaid $286,446,000 $299,120,000 $299,120,000 $303,976,000 $0 $303,976,000 $312,981,000 $19,858,214 $332,839,214 $321,003,000 $20,214,983 $341,217,983 $328,791,000 $20,339,535 $349,130,535
7 CHAMPUS & TriCare $13,871,000 $14,485,000 $14,485,000 $14,720,000 $0 $14,720,000 $15,156,000 $591,830 $15,747,830 $15,545,000 $604,371 $16,149,371 $15,922,000 $614,623 $16,536,623
8 Other ($70,250,000) ($75,581,000) ($75,581,000) ($86,459,000) $0 ($86,459,000) ($86,459,000) ($5,692,450) ($92,151,450) ($86,459,000) ($5,692,450) ($92,151,450) ($86,459,000) ($5,692,450) ($92,151,450)

Total Government $1,111,089,000 $1,158,025,000 $0 $1,158,025,000 $1,167,174,000 $0 $1,167,174,000 $1,204,311,000 $74,273,935 $1,278,584,935 $1,237,395,000 $77,313,680 $1,314,708,680 $1,269,515,000 $78,019,585 $1,347,534,585
9 Commercial Insurers $1,126,534,000 $1,176,377,000 $1,176,377,000 $1,195,474,000 $0 $1,195,474,000 $1,230,889,000 $41,943,739 $1,272,832,739 $1,262,437,000 $43,073,436 $1,305,510,436 $1,293,067,000 $43,231,322 $1,336,298,322
10 Uninsured $0 $0 $0 $0 $0 $0 $0 $0 $0
11 Self Pay $25,248,000 $26,365,000 $26,365,000 $26,794,000 $0 $26,794,000 $27,587,000 $3,017,738 $30,604,738 $28,294,000 $3,025,060 $31,319,060 $28,981,000 $3,022,092 $32,003,092
12 Workers Compensation $24,745,000 $25,840,000 $25,840,000 $26,259,000 $0 $26,259,000 $27,037,000 $864,649 $27,901,649 $27,730,000 $880,957 $28,610,957 $28,403,000 $884,954 $29,287,954
13 Other $1,806,000 $1,885,000 $1,885,000 $1,915,000 $0 $1,915,000 $1,972,000 $0 $1,972,000 $2,022,000 $0 $2,022,000 $2,072,000 $0 $2,072,000

Total Non-Government $1,178,333,000 $1,230,467,000 $0 $1,230,467,000 $1,250,442,000 $0 $1,250,442,000 $1,287,485,000 $45,826,126 $1,333,311,126 $1,320,483,000 $46,979,453 $1,367,462,453 $1,352,523,000 $47,138,368 $1,399,661,368

Net Patient Service Revenuea (Government+Non-Government) $2,289,422,000 $2,388,492,000 $0 $2,388,492,000 $2,417,616,000 $0 $2,417,616,000 $2,491,796,000 $120,100,061 $2,611,896,061 $2,557,878,000 $124,293,133 $2,682,171,133 $2,622,038,000 $125,157,953 $2,747,195,953
14 Less: Provision for Bad Debts $50,042,000 $37,690,000 $37,690,000 $45,813,000 $0 $45,813,000 $45,818,000 $2,606,814 $48,424,814 $46,144,000 $2,773,960 $48,917,960 $47,067,000 $2,930,477 $49,997,477

Net Patient Service Revenue less provision for bad debts $2,239,380,000 $2,350,802,000 $0 $2,350,802,000 $2,371,802,000 $0 $2,371,802,000 $2,445,978,000 $117,493,248 $2,563,471,248 $2,511,734,000 $121,519,173 $2,633,253,173 $2,574,970,000 $122,227,474 $2,697,197,474
15 Other Operating Revenue $192,865,000 $300,042,000 $300,042,000 $210,896,000 $0 $210,896,000 $189,054,000 $5,100,000 $194,154,000 $189,054,000 $5,100,000 $194,154,000 $189,054,000 $5,100,000 $194,154,000
17 Net Assets Released from Restrictions $14,350,000 $13,087,000 $13,087,000 $19,507,000 $0 $19,507,000 $19,507,000 $0 $19,507,000 $19,507,000 $0 $19,507,000 $19,507,000 $19,507,000

TOTAL OPERATING REVENUE $2,446,595,000 $2,663,931,000 $0 $2,663,931,000 $2,602,205,000 $0 $2,602,205,000 $2,654,539,000 $122,593,248 $2,777,132,248 $2,720,295,000 $126,619,173 $2,846,914,173 $2,783,531,000 $127,327,474 $2,910,858,474

B. OPERATING EXPENSES
1 Salaries and Wages $1,122,021,000 $1,177,584,000 $1,177,584,000 $1,193,632,000 $0 $1,193,632,000 $1,239,977,000 $55,772,598 $1,295,749,598 $1,281,763,000 $56,682,145 $1,338,445,145 $1,320,216,000 $56,825,652 $1,377,041,652
2 Fringe Benefits $283,891,000 $277,448,000 $277,448,000 $313,060,000 $0 $313,060,000 $331,258,000 $13,923,233 $345,181,233 $348,050,000 $14,192,289 $362,242,289 $358,492,000 $14,228,022 $372,720,022
3 Physicians Fees $74,842,000 $61,962,000 $61,962,000 $72,635,000 $0 $72,635,000 $73,463,000 $9,220,491 $82,683,491 $74,923,000 $9,396,696 $84,319,696 $76,412,000 $9,251,696 $85,663,696
4 Supplies and Drugs $390,438,000 $356,009,000 $356,009,000 $378,922,000 $0 $378,922,000 $383,247,000 $16,887,191 $400,134,191 $390,863,000 $17,849,212 $408,712,212 $398,630,000 $17,958,104 $416,588,104
5 Depreciation and Amortization $125,330,000 $138,197,000 $138,197,000 $151,766,000 $0 $151,766,000 $163,261,000 $7,405,908 $170,666,908 $172,463,000 $8,320,194 $180,783,194 $182,812,000 $8,653,526 $191,465,526
6 Provision for Bad Debts-Otherb $0 $0 $0 $47,000 $0 $47,000 $46,000 $0 $46,000 $46,000 $0 $46,000 $46,000 $0 $46,000
7 Interest Expense $25,328,000 $27,681,000 $27,681,000 $30,116,000 $0 $30,116,000 $30,566,000 $269,441 $30,835,441 $30,553,000 $254,679 $30,807,679 $30,553,000 $240,564 $30,793,564
8 Malpractice Insurance Cost $22,352,000 $21,421,000 $21,421,000 $30,324,000 $0 $30,324,000 $28,938,000 $2,186,014 $31,124,014 $30,095,000 $2,207,874 $32,302,874 $31,299,000 $2,207,874 $33,506,874
9 Lease Expense $0 $0 $0 $0 $1,602,113 $1,602,113 $0 $1,618,134 $1,618,134 $1,650,497 $1,650,497
10 Other Operating Expenses $372,386,000 $468,076,000 $468,076,000 $403,690,000 $0 $403,690,000 $363,965,000 $19,160,304 $383,125,304 $337,133,000 $18,984,047 $356,117,047 $329,401,000 $18,984,047 $348,385,047

TOTAL OPERATING EXPENSES $2,416,588,000 $2,528,378,000 $0 $2,528,378,000 $2,574,192,000 $0 $2,574,192,000 $2,614,721,000 $126,427,293 $2,741,148,293 $2,665,889,000 $129,505,270 $2,795,394,270 $2,727,861,000 $129,999,982 $2,857,860,982

INCOME/(LOSS) FROM OPERATIONS $30,007,000 $135,553,000 $0 $135,553,000 $28,013,000 $0 $28,013,000 $39,818,000 ($3,834,045) $35,983,955 $54,406,000 ($2,886,098) $51,519,902 $55,670,000 ($2,672,508) $52,997,492

NON-OPERATING REVENUE ($13,368,000) $71,685,000 $71,685,000 $43,900,000 $0 $43,900,000 $36,658,000 $1,900,000 $38,558,000 $36,603,000 $1,800,000 $38,403,000 $36,603,000 $1,800,000 $38,403,000

EXCESS/(DEFICIENCY) OF REVENUE OVER EXPENSES $16,639,000 $207,238,000 $0 $207,238,000 $71,913,000 $0 $71,913,000 $76,476,000 ($1,934,045) $74,541,955 $91,009,000 ($1,086,098) $89,922,902 $92,273,000 ($872,508) $91,400,492

Principal Payments $23,036,000 $19,704,000 $19,704,000 $52,582,000 $0 $52,582,000 $14,220,000 $0 $14,220,000 $15,048,000 $0 $15,048,000 $15,354,000 $0 $15,354,000

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 1.2% 5.0% 0.0% 5.0% 1.1% 0.0% 1.1% 1.5% -3.1% 1.3% 2.0% -2.2% 1.8% 2.0% -2.1% 1.8%
2 Hospital Non Operating Margin -0.5% 2.6% 0.0% 2.6% 1.7% 0.0% 1.7% 1.4% 1.5% 1.4% 1.3% 1.4% 1.3% 1.3% 1.4% 1.3%
3 Hospital Total Margin 0.7% 7.6% 0.0% 7.6% 2.7% 0.0% 2.7% 2.8% -1.6% 2.6% 3.3% -0.8% 3.1% 3.3% -0.7% 3.1%

D. FTEs 15,193 14,691 14,691 14,691 0 14,691 14,691 767 15,458 14,691 765 15,456 14,691 767 15,458

E. VOLUME STATISTICSc

1 Inpatient Discharges 81,517 78,619 78,619 80,317 0 80,317 81,009 6,190 87,199 81,708 6,533 88,241 81,708 1,114 82,822
2 Outpatient Visits 1,473,793 1,578,953 1,578,953 1,546,728 0 1,546,728 1,548,142 336,799 1,884,941 1,549,608 336,949 1,886,557 1,549,608 690 1,550,298

TOTAL VOLUME 1,555,310 1,657,572 0 1,657,572 1,627,045 0 1,627,045 1,629,151 342,989 1,972,140 1,631,316 343,482 1,974,798 1,631,316 1,804 1,633,120
aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.

                                                                        NON-PROFIT                                                                                                                                                                  
Applicant: Hartford HealthCare Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:



(2) (5) (8) (9) (10) (11) (12) (13) (14) (15) (16)
LINE Total Entity: FY 2015 FY 2016 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019 FY 2020 FY 2020 FY 2020

Actual Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results Results W/out CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $285,320,072 $296,841,146 $315,140,091 $330,897,096 $22,544,613 $353,441,709 $347,441,950 $35,085,977 $382,527,927 364,814,000 $38,582,941 $403,396,941
2 Less: Allowances $163,958,209 $179,568,931 $195,087,783 $210,840,619 $14,191,833 $225,032,452 $227,385,796 $22,194,906 $249,580,702 244,757,900 $24,787,976 $269,545,876
3 Less: Charity Care $1,613,966 $1,946,786 $2,192,000 $2,442,000 $174,745 $2,616,745 $2,692,000 $269,642 $2,961,642 2,692,000 $308,664 $3,000,664
4 Less: Tax (Net) $3,618,253 $3,029,325 $4,335,905 $5,692,450 $0 $5,692,450 $5,692,450 $0 $5,692,450 5,692,450 $0 $5,692,450

14 Less: Provision for Bad Debts $2,393,914 $2,054,040 $2,355,000 $2,481,728 $125,086 $2,606,814 $2,605,815 $168,145 $2,773,960 2,736,105 $194,372 $2,930,477
Net Patient Service Revenue less 
provision for bad debts $113,735,730 $110,242,064 $111,169,403 $109,440,299 $8,052,949 $117,493,248 $109,065,889 $12,453,284 $121,519,173 108,935,545 $13,291,929 $122,227,474

15 Other Operating Revenue $6,810,204 $6,483,841 $5,100,877 $5,100,000 $0 $5,100,000 $5,100,000 $0 $5,100,000 5,100,000 $0 $5,100,000
TOTAL OPERATING REVENUE $120,545,934 $116,725,905 $116,270,280 $114,540,299 $8,052,949 $122,593,248 $114,165,889 $12,453,284 $126,619,173 114,035,545 $13,291,929 $127,327,474

B. OPERATING EXPENSES
1 Salaries and Wages $57,705,714 $55,898,470 $54,990,438 $55,140,438 $632,160 $55,772,598 $56,117,545 $564,600 $56,682,145 56,117,545 $708,107 $56,825,652
2 Fringe Benefits $14,254,317 $13,950,695 $13,703,181 $13,729,969 $193,264 $13,923,233 $13,973,269 $219,020 $14,192,289 13,973,269 $254,754 $14,228,022
3 Physicians Fees $5,055,157 $8,379,952 $7,545,041 $7,620,491 $1,600,000 $9,220,491 $7,696,696 $1,700,000 $9,396,696 7,696,696 $1,555,000 $9,251,696
4 Supplies and Drugs $15,718,481 $15,365,097 $15,257,233 $15,409,805 $1,477,386 $16,887,191 $15,563,903 $2,285,309 $17,849,212 15,563,903 $2,394,201 $17,958,104
5 Depreciation and Amortization $5,917,387 $6,335,613 $6,705,908 $7,405,908 $0 $7,405,908 $7,605,908 $714,285 $8,320,193 7,605,908 $1,047,618 $8,653,526
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0 $0 0 $0 $0
7 Interest Expense $0 $0 $56,096 $269,441 $0 $269,441 $254,679 $0 $254,679 240,564 $0 $240,564
8 Malpractice Insurance Cost $2,407,852 $1,748,447 $2,164,370 $2,186,014 $0 $2,186,014 $2,207,874 $0 $2,207,874 2,207,874 $0 $2,207,874
9 Lease Expense $1,707,428 $1,593,589 $1,586,250 $1,602,113 $0 $1,602,113 $1,618,134 $0 $1,618,134 1,650,497 $0 $1,650,497

10 Other Operating Expenses $19,212,910 $20,230,312 $19,281,489 $19,474,304 ($314,000) $19,160,304 $19,669,047 ($685,000) $18,984,047 19,669,047 ($685,000) $18,984,047
TOTAL OPERATING EXPENSES $121,979,246 $123,502,175 $121,290,006 $122,838,483 $3,588,810 $126,427,293 $124,707,055 $4,798,215 $129,505,270 124,725,303 $5,274,680 $129,999,982

LOSS FROM OPERATIONS ($1,433,312) ($6,776,270) ($5,019,726) ($8,298,184) $4,464,139 ($3,834,045) ($10,541,166) $7,655,069 ($2,886,097) ($10,689,758) $8,017,250 ($2,672,508)

NON-OPERATING REVENUE $2,960,711 $1,961,322 $1,915,000 $1,900,000 $0 $1,900,000 $1,800,000 $0 $1,800,000 1,800,000 $0 $1,800,000

Net Income (Loss) $1,527,399 ($4,814,948) ($3,104,726) ($6,398,184) $4,464,139 ($1,934,045) ($8,741,166) $7,655,069 ($1,086,097) ($8,889,758) $8,017,250 ($872,508)

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin -1.2% -5.7% -4.2% -7.1% 55.4% -3.1% -9.1% 61.5% -2.2% -9.2% 60.3% -2.1%
2 Hospital Non Operating Margin 2.4% 1.7% 1.6% 1.6% 0.0% 1.5% 1.6% 0.0% 1.4% 1.6% 0.0% 1.4%
3 Hospital Total Margin 1.2% -4.1% -2.6% -5.5% 55.4% -1.6% -7.5% 61.5% -0.8% -7.7% 60.3% -0.7%

D. FTEs 753 755 757 757 9 766 757 8 765 757 10 767

E. VOLUME STATISTICSc

1 Inpatient Discharges 6,030 5,544 5,513 5,513 677 6,190 5,513 1,020 6,533 5,513 1,114 6,627
2 Outpatient Visits 279,094 332,769 336,259 336,259 540 336,799 336,259 690 336,949 336,259 690 336,949

TOTAL VOLUME 285,124 338,313 341,772 341,772 1,217 342,989 341,772 1,710 343,482 341,772 1,804 343,576

bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.

 The Charlotte Hungerford Hospital

aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
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Olejarz, Barbara

From: Lazarus, Steven
Sent: Friday, May 05, 2017 1:03 PM
To: Cowherd, Stephen M.; Durdy, Barbara (Barbara.Durdy@hhchealth.org); 

'bmattiello@hungerford.org'; Klein, Megan (Megan.Klein@hhchealth.org)
Cc: User, OHCA; Riggott, Kaila; Hansted, Kevin; Greer, Leslie; Olejarz, Barbara; Carney, Brian; 

Cotto, Carmen; Veyberman, Alla; Walker, Shauna; Mitchell, Micheala
Subject: DN: 16-32135-CON, Hearing Related Material
Attachments: 16-32135 Draft  Agenda.doc; 32135 table.doc

Please see the attached Tentative Agenda and the Table of the Record for Monday’s public hearing in the above 
referenced matter. 
 
Any questions, please feel to contact me directly. 
 
Thank you, 
 
Steve 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 
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      STATE OF CONNECTICUT 
    DEPARTMENT OF PUBLIC HEALTH  
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TENTATIVE AGENDA 

 
 

Docket Number: 16-32135-CON 

 

Hartford HealthCare Corporation and The Charlotte Hungerford Hospital 

 

Transfer ownership of The Charlotte Hungerford Hospital   

to Hartford HealthCare Corporation  

 

 

 

May 8, 2017 at 4:00 p.m. 

 

I. Convening of the Public Hearing 

 

II. Applicants’ Direct Testimony  

 

III. OHCA’s Questions of the Applicants regarding  

Cost and Market Impact Review 

 

IV. Public Comment 

 

V. OHCA’s Questions of the Applicants regarding the Transfer of 

Ownership 

 

VI. Public Comment 

 

VII. Closing Remarks 

 

 VII. Public Hearing Adjourned 
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      STATE OF CONNECTICUT 
    DEPARTMENT OF PUBLIC HEALTH  
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TABLE OF THE RECORD 

 

APPLICANT:  Hartford HealthCare Corporation and The Charlotte  

       Hungerford Hospital 

 

DOCKET NUMBER: 16-32135-CON 

 

PUBLIC HEARING:  May 8, 2016 at 4:00 pm 

 

PLACE:   Torrington Town Hall  

    140 Main Street  

    Torrington, CT 06790 

 

EXHIBIT DESCRIPTION 

  

A Letter from Hartford HealthCare Corporation and The Charlotte 

Hungerford Hospital  (Applicants) dated November 28, 2016 enclosing the 

Certificate of Need (CON) application for the Transfer ownership of The 

Charlotte Hungerford Hospital to Hartford HealthCare Corporation  

under Docket Number 16-32135, received by OHCA on November 28,  

2016. (323 Pages) 

B OHCA’s letter to the Applicants dated December 28, 2016, requesting  

Additional information and/or clarification in the matter of the CON  

application under Docket Number 16-32135. (8 Pages) 

C Applicants responses to OHCA’s letter of December 28, 2016, dated  

February 22, 2017 in the matter of the CON application under Docket  

Number 16-32135, received by OHCA on February 22, 2017. (147 Pages) 

D OHCA’s letter to the Applicants dated March 8, 2017 deeming the  

application complete in the matter of the CON application filed under  

Docket Number 16-32135. (1 page) 

E OHCA’s request for legal notification in the Register Citizen and OHCA’s  

Notice to the Applicants dated April 7, 2017 of the public hearing  

scheduled for May 8, 2017, in the matter of the CON application filed  

under Docket Number 16-32135.  (4 pages) 

F Designation of Hearing Officer in the in the matter of the CON application  

under Docket Number 16-32135, dated April 7, 2017. (1 page) 

 



Hartford HealthCare Corporation and The Charlotte Hungerford Hospital                       Table of the Record 

Docket Number 16-32135-CON                              Page 2 of 2 

 

 

G OHCA’s letter to the Applicants dated April 11, 2017 requesting prefile  

testimony and enclosing issues in the matter of the CON application under  

Docket Number 16-32135. (4 pages) 

H Email dated April 18, 2017 clarifying responses and issues requested in  

OHCA’s letter dated April 11, 2017 in the matter of the CON application  

under Docket Number 16-32135. (1 page) 

I Letter from the Applicants to OHCA dated May 1, 2017 enclosing  

prefile testimony, responses to issues and noticing the appearance of  

Pullman & Comley in the matter of the CON application under  

Docket Number 16-32135, received by OHCA on May 1, 2017.  

(63 pages) 

J Letter from the Applicants to OHCA dated May 1, 2017 enclosing  

Financial Worksheets in the matter of the CON application under  

Docket Number 16-32135, received by OHCA on May 1, 2017.  

(3 pages) 
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Olejarz, Barbara

From: Mitchell, Micheala
Sent: Thursday, May 11, 2017 2:14 PM
To: Olejarz, Barbara
Cc: User, OHCA
Subject: FW: Docket No. 16-32135 Cost and Market Impact Review
Attachments: CMIR Notification.pdf

 
 

From: Mitchell, Micheala  
Sent: Thursday, May 04, 2017 5:07 PM 
To: Durdy, Barbara <Barbara.Durdy@hhchealth.org>; 'Brian E. Mattiello' <BMattiello@hungerford.org> 
Cc: Walker, Shauna <Shauna.Walker@ct.gov>; Casagrande, Antony A <Antony.Casagrande@ct.gov> 
Subject: Docket No. 16‐32135 Cost and Market Impact Review 
 
Dear Ms. Durdy and Mr. Mattiello, 
 
Attached is correspondence regarding the May 8, 2017 hearing in Docket No. 16‐32135 (The Affiliation of The Charlotte 
Hungerford Hospital with Hartford Health Care System).  Please respond to this email to let me know that you have 
received it. 
 
Thank you, 
 
Micheala L. Mitchell 
Staff Attorney, PHHO/OHCA 
Connecticut Department of Public Health 
410 Capitol Avenue, MS# 13‐HCA, Hartford, CT 06134 
Phone:  (860) 418‐7055 
Email:  micheala.mitchell@ct.gov 

     
 
CONFIDENTIALITY NOTICE: This electronic message may contain information that is confidential and/or legally privileged. It is 
intended only for the use of the individual(s) and entity named as recipients in the message. If you are not an intended recipient of 
the message, please notify the sender immediately and delete the material from any computer. Do not deliver, distribute, or copy 
this message, and do not disclose its contents or take action in reliance on the information it contains. Thank you. 

 





 
     Roberta B. Willis 

P.O. Box 1733 

Lakeville, CT  06039 

Roberta.willisct@gmail.com 

 

May 8, 2017 

RE:  Certificate of Need-Charlotte Hungerford Hospital/Hartford HealthCare 

Testimony for Public Hearing 

Good afternoon.  Thank you for the opportunity to testify.  For the record, I am Roberta 

Willis, the former State Representative representing nine towns in NW Connecticut.  I am 

here to support Charlotte Hungerford Hospital and Hartford HealthCare’s application for a 

Certificate of Need that is required for the hospitals to affiliate and a transfer of ownership 

to be completed.  As a public official, I have been involved with the hospital since 2000 to 

2017.  In September of 2016, eight state legislators representing the communities of 

northwest Connecticut wrote to OHCA to express our wholehearted support of this 

proposed affiliation. CHH’s continued presence is essential to serving the future healthcare 

needs of this area. Hartford Healthcare is a quality healthcare institution that will strengthen 

our access to healthcare in our region. 

We welcome this proposed affiliation that we will insure that we continue to have access to 

the services we presently receive, and we welcome the prospect of having increased access to 

a greater network of professional providers. We also look forward to the added opportunity 

for expanded services and financial stability when CHH joins Hartford Hospital system. 

The healthcare landscape in Connecticut has changed in multiple ways.  And the future for 

our hospitals on a Federal and State level are not bright at the moment.  Physician 

recruitment is also very difficult for a small hospital.  Many of the changes have made it 

increasingly difficult for our hospitals, especially our small independent community hospitals 

to sustain themselves.  Already, three-quarters of Connecticut’s 28 general hospitals are 

either part of larger health systems that operate multiple hospitals, or are in talks to join one. 

To survive in the present healthcare landscape, the state’s small hospital requires a 



sustainable framework.  This partnership will help position our hospital to remain a 

financially viable health care resource for our area. 

I would like to publicly express my thanks and gratitude to the board members of CHH.  I 

know that this was a difficult decision for them, but they decided to take this step to protect 

the healthcare needs of their community.  This is also complex process.  They insured that it 

was thorough and in the best interests of all of us.   

Thank you for considering the Certificate of Need application being submitted by Charlotte 

Hungerford Hospital and Hartford Hospital.  I think I can say with confidence, the 

community is hopeful that this application is approved as expeditiously as possible, as delays 

will only result in increasing financial strain for CHH.   

Thank you for your consideration to this important matter for our communities.  

 

 

  



 

Typo.  860-397-5044. 
 

tel:(860)%20397-5044
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User, OHCA

From: Lynne Ide <LIde@universalhealthct.org>
Sent: Friday, May 12, 2017 2:55 PM
To: User, OHCA
Subject: Docket # 6-32135-CON - Hearing Testimony - Lynne Ide, UHCF
Attachments: Docket No 6-32135-CON CHH-HHC Hearing Testimony (May 8 2017) - Lynne Ide 

UHCF.pdf

Follow Up Flag: Follow up
Flag Status: Flagged

To Whom It May Concern ‐ I testified in person at the CON hearing on Monday, May 8 in 
Torrington.  However, I neglected to hand in my written testimony that evening.  Please see the attached PDF 
of my written testimony in the Charlotte‐Hungerford CON (Docket # 6‐32135‐CON).  Thank you ‐ Lynne 
 
 
Lynne Ide   Director of Program & Policy 
Universal Health Care Foundation of Connecticut 
203.639.0550 ext. 320   (cell) 860.215.0206  
290 Pratt Street, Meriden, CT 06450 

 
CONNECT WITH US: Website  Facebook  Twitter  Blog  YouTube 
  
   
  
 
  
 
 
  



 

 

Testimony Regarding the Acquisition of Charlotte Hungerford Hospital by Hartford HealthCare 

Corporation (Docket #: 6-32135-CON) 

May 8, 2017 

I am Lynne Ide, the Director of Program & Policy for Universal Health Care Foundation of 

Connecticut. 

I am here to suggest some considerations for the Office of Health Care Access as they deliberate 

this proposal. 

We have spoken up time and time again about the continuing concerns we have regarding the 

consolidation of health care providers in Connecticut, and the impact it has on the cost, quality 

and access to care for people living in the impacted communities.   

Through the work of the state's Certificate of Need Task Force, it became clear that health care 

consolidation leads to higher prices, which can threaten the accessibility of services for 

Connecticut residents served by larger hospital networks.  

We urge caution moving forward.  I live in Willimantic and saw firsthand the effect of Hartford 

HealthCare's takeover of Windham Hospital.  We have witnessed troubling trends at Windham 

Hospital, and feel that Hartford HealthCare has violated the commitments they made to my 

community when they acquired the hospital – and, has not engaged with the community and 

hospital staff in good faith. 

And here we are again, in a similar situation – Hartford HealthCare proposing to takeover a 

struggling rural hospital, with promises of financial investment and better.  We hope that these 

promises are kept – but if the past is any indication, we urge OHCA to put conditions on this deal 

that keeps Hartford HealthCare accountable to the promises they make to get this deal approved.  

OHCA must be diligent in its efforts to protect the community from a large hospital system that 

has a record of reneging on commitments when the state is no longer looking over their shoulder.  

We must not allow the people of this community to suffer the consequences of trying to keep 

their hospital viable with broken promises. 

We understand that Hartford HealthCare has access to resources that can help a struggling 

hospital – for instance, Hartford HealthCare's Backus Hospital in Norwich has the highest 

operating margin in the state.   

While it's up for debate whether Connecticut needs so many hospitals, it is very clear that closing 

or greatly diminishing the services of a hospital in this town would adversely affect the health 

and well-being of the community.   



Perhaps it will be determined that some services have to close at Charlotte Hungerford Hospital 

– there is a reality to face here, after all.  But quality, accessible health care service alternatives 

must be in place.  If transportation is a struggle, the hospital needs to step up and help people get 

where they need to go to get the care they need, especially if they can't get that care due to 

termination of services. 

We urge OHCA to place conditions on this deal that ensure that Charlotte Hungerford Hospital 

and Hartford HealthCare Corporation remain accountable to this community and promises made 

in approval of this deal.  We suggest the following: 

 That the community select two local advocates to serve on the Charlotte Hungerford 

Hospital board, with voting rights. 

 That Hartford HealthCare be required to hold annual public forums in Torrington to 

solicit input and respond to concerns from the community. 

 That Charlotte Hungerford medical and professional staff be consulted before any 

decisions are made about diminishment of services. 

 That Hartford HealthCare commit financial resources to implementation of the Health 

Improvement Plan to in order to meet public health needs as identified in the Community 

Health Needs Assessment and the HealthyCT 2020 state health improvement plan.  

 That there must be a public hearing before any local hospital services are discontinued or 

diminished by more than 50%. 
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Olejarz, Barbara

From: Lazarus, Steven
Sent: Wednesday, May 17, 2017 10:48 AM
To: Olejarz, Barbara
Cc: Greer, Leslie; Martone, Kim; Casagrande, Antony A
Subject: FW: Docket No. 16-32135-CON
Attachments: Late Files 5.17.17.PDF

Please add to the original  docket file. 
 
Steve 
 
 

Steven W. Lazarus 
Associate Health Care Analyst 
Division of Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT 06134 
Phone: 860‐418‐7012 
Fax:        860‐418‐7053 

 
 

From: Hansted, Kevin  
Sent: Wednesday, May 17, 2017 10:33 AM 
To: Riggott, Kaila <Kaila.Riggott@ct.gov>; Lazarus, Steven <Steven.Lazarus@ct.gov>; Cotto, Carmen 
<Carmen.Cotto@ct.gov>; Veyberman, Alla <Alla.Veyberman@ct.gov>; Carney, Brian <Brian.Carney@ct.gov> 
Subject: FW: Docket No. 16‐32135‐CON 
 
 
 
Kevin T. Hansted  
Staff Attorney 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue 
Hartford, CT  06134 
Phone: 860‐418‐7044 
kevin.hansted@ct.gov 
 



2

    
 
CONFIDENTIALITY NOTICE:  This email and any attachments are for the exclusive and confidential use of the intended 
recipient.  If you are not the intended recipient, please do not read, distribute or take action in reliance on this 
message.  If I have sent you this message in error, please notify me immediately by return email and promptly delete 
this message and any attachments from your computer system.  We do not waive attorney‐client or work product 
privilege by the transmission of this message. 
 

From: Lane, Jillian [mailto:jlane@pullcom.com]  
Sent: Wednesday, May 17, 2017 10:28 AM 
To: Hansted, Kevin <Kevin.Hansted@ct.gov> 
Cc: Martone, Kim <Kimberly.Martone@ct.gov>; Cowherd, Stephen M. <SCowherd@pullcom.com> 
Subject: Docket No. 16‐32135‐CON 
 
Dear Hearing Officer Hansted, 
 
Enclosed please find the Applicants’ Late Files in the above proceeding. 
 
Regards, 
Jill Lane 
 

Jillian Lane 
Legal Administrative Assistant 
 

PULLMAN 
&COMLEY LLC 

ATTORNEYS 
 
850 Main Street   P.O. Box 7006 
Bridgeport, CT   06601-7006 
p  203 330 2273   f  203 576 8888 
jlane@pullcom.com    •    www.pullcom.com 
 
V-card  •  Directions 
 
BRIDGEPORT    HARTFORD    STAMFORD    WATERBURY    WHITE PLAINS 

Please consider the environment before printing this message. 
THIS MESSAGE AND ANY OF ITS ATTACHMENTS ARE INTENDED ONLY FOR THE USE OF THE DESIGNATED RECIPIENT, OR THE RECIPIENT’S 
DESIGNEE, AND MAY CONTAIN INFORMATION THAT IS CONFIDENTIAL OR PRIVILEGED. IF YOU ARE NOT THE INTENDED RECIPIENT, PLEASE (1) 
IMMEDIATELY NOTIFY PULLMAN & COMLEY ABOUT THE RECEIPT BY TELEPHONING (203) 330-2000; (2) DELETE ALL COPIES OF THE MESSAGE AND 
ANY ATTACHMENTS; AND (3) DO NOT DISSEMINATE OR MAKE ANY USE OF ANY OF THEIR CONTENTS.  
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POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

1

STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

OFFICE OF HEALTH CARE ACCESS

HARTFORD HEALTHCARE CORPORATION AND
THE CHARLOTTE HUNGERFORD HOSPITAL

TRANSFER OWNERSHIP OF THE CHARLOTTE HUNGERFORD HOSPITAL
TO HARTFORD HEALTHCARE CORPORATION

DOCKET NO. 16-32135-CON

MAY 8, 2017

4:00 P.M.

TORRINGTON TOWN HALL
140 MAIN STREET

TORRINGTON, CONNECTICUT



HARTFORD HEALTHCARE CORP./CHARLOTTE HUNGERFORD HOSPITAL
MAY 8, 2017

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

2

. . .Verbatim proceedings of a hearing1

before the State of Connecticut, Department of Public2

Health, Office of Health Care Access, in the matter of3

Hartford HealthCare Corporation and The Charlotte4

Hungerford Hospital, transfer ownership of The Charlotte5

Hungerford Hospital to Hartford HealthCare Corporation,6

held at the Torrington Town Hall, 140 Main Street,7

Torrington, Connecticut, on May 8, 2017 at 4:00 p.m. . .8

.9

10

11

12

HEARING OFFICER KEVIN HANSTED: This13

public hearing before the Office of Health Care Access is14

being held on May 8, 2017 to consider an application for15

the transfer of ownership of The Charlotte Hungerford16

Hospital to Hartford HealthCare Corporation, bearing17

Docket No. 16-32135-CON.18

Can everybody hear me okay? I’m hearing a19

little bit of feedback.20

This public hearing is being held pursuant21

to Connecticut General Statute, Section 19a-639a(f)2, and22

will be conducted as a contested case, in accordance with23

the provisions of Chapter 54 of the Connecticut General24
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Statutes.1

My name is Kevin Hansted, and I have been2

designated as the Hearing Officer for this matter.3

The staff members assigned to this case4

are Kaila Riggott, Brian Carney, Alla Veyberman, Steven5

Lazarus and Carmen Cotto. The hearing is being recorded6

by Post Reporting Services.7

In making its decision, OHCA will consider8

and make written findings concerning the principles and9

guidelines set forth in Section 19a-639 of the10

Connecticut General Statutes.11

Specifically, OHCA will consider the12

following; whether there is a clear public need for the13

proposed transaction, whether the Applicant has14

satisfactorily demonstrated how the proposal will impact15

the financial strength of the healthcare system in the16

State, or that the proposal is financially-feasible for17

the Applicant; whether the Applicant has satisfactorily18

demonstrated how the proposal will improve quality,19

accessibility and cost effectiveness of healthcare20

delivery in the region; and whether the Applicant has21

satisfactorily demonstrated that the proposal will not22

negatively impact the diversity of healthcare providers23

and patient choice in the geographic region.24
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The Charlotte Hungerford Hospital and1

Hartford HealthCare Corporation have been designated as2

parties under this matter.3

At this time, I will ask staff to read4

into the record those documents already appearing in5

OHCA’s Table of the Record in this case.6

All documents have been identified in the7

Table of the Record for reference purposes. Mr. Lazarus?8

MR. STEVEN LAZARUS: Good afternoon.9

Steven Lazarus. For this record, under Docket No. 32135,10

we’ll be entering into the record Exhibits A through J,11

and we also have an additional exhibit, which is the12

letter from the Applicant’s attorney, Stephen Cowherd, to13

OHCA’s Attorney Mitchell, and that’s dated May 8th, and14

that’s Exhibit K.15

And we have one additional letter of16

support that was handed to us by Senator Craig Miner’s17

office.18

HEARING OFFICER HANSTED: Thank you, Mr.19

Lazarus. Counsel, do you have any objections?20

MR. STEPHEN COWHERD: No objections,21

Hearing Officer Hansted. Thank you.22

HEARING OFFICER HANSTED: Thank you.23

The way we are going to proceed this afternoon into this24
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evening is we will first hear from the Applicants1

regarding their proposal. After that, OHCA has some2

questions regarding the cost and market impact analysis3

portion of this proceeding, and those questions will be4

presented by Attorney Mitchell and Ms. Walker, who are5

down at the end of the table.6

Then we will hear public comment from7

anyone, who has signed up to give public comment. If you8

wish to give public comment, please sign up in the back9

corner of the room. She will take your name, put it on10

the sheet, and we will call those individuals in the11

order that you have signed up to speak.12

After the public comment, OHCA has some13

questions for the Applicants, and OHCA will ask those14

questions at that point, and then we will hear some more15

public comment for any individuals, who didn’t have an16

opportunity to speak in the first portion of the public17

comment section for anybody that’s coming here after18

work.19

At this time, I would ask all the20

individuals for the Applicant to please stand, raise your21

right hand and be sworn in by the court reporter.22

(Whereupon, the parties were duly sworn23

in.)24
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HEARING OFFICER HANSTED: Okay, thank you,1

everyone. And just for purposes of the record, would2

each one of you please identify yourselves one at a time?3

We could start here.4

MR. JOHN JANCO: Yes. My name is John5

Janco. I’m a resident of Torrington, Connecticut, and I6

hold the title of Chairman of the Board of Governors for7

Charlotte Hungerford Hospital.8

MS. DIANE LIBBY: My name is Diane Libby,9

and I am also a lifelong resident of Torrington and the10

Vice Chair of the Board of Governors of Charlotte11

Hungerford Hospital.12

MR. DANIEL McINTYRE: I’m Dan McIntyre,13

President of Charlotte Hungerford Hospital.14

MS. SUSAN SCHAPP: Susan Schapp,15

Torrington resident, Vice President of Finance at The16

Charlotte Hungerford Hospital.17

MR. ELLIOTT JOSEPH: Elliott Joseph, CEO18

for Hartford HealthCare.19

MR. JEFFREY FLAKS: Jeffrey Flaks,20

President and Chief Operating Officer of Hartford21

HealthCare.22

MR. CHARLES JOHNSON: Charles Johnson, CFO23

of Hartford HealthCare.24
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DR. ROCCO ORLANDO: Dr. Rocco Orlando,1

Chief Medical Officer for Hartford HealthCare.2

HEARING OFFICER HANSTED: Do we have some3

more individuals over in this corner? Do you have a4

microphone? Just please come up to a microphone. Anyone5

else sworn in.6

MR. COWHERD: Hearing Officer Hansted?7

HEARING OFFICER HANSTED: Yes?8

MR. COWHERD: Stephen Cowherd on behalf of9

both co-Applicants. These individuals may provide10

testimony. They did not file pre-filed testimony, just11

some records.12

HEARING OFFICER HANSTED: That’s fine, but13

they were sworn in, so I just want to have them identify14

themselves. Thank you, Attorney Cowherd.15

MR. FRED SORBO: Fred Sorbo, Vice16

President of Budgeting, Hartford HealthCare.17

DR. CARRIE WOLFBERG: I’m Carrie Wolfberg,18

President of the Medical Staff at Charlotte Hungerford19

Hospital.20

MR. BRIAN MATTIELLO: Brian Mattiello,21

Vice President of Organizational Development, Charlotte22

Hungerford Hospital.23

MS. KAREN GOYETTE: Karen Goyette, Senior24
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Vice President of Strategy and System Integration,1

Hartford HealthCare.2

MS. MARGARET MARCHAK: Good afternoon.3

Margaret Marchak, Chief Legal Officer for Hartford4

HealthCare.5

HEARING OFFICER HANSTED: Please make sure6

you’re speaking into the microphone.7

MR. DAVID WHITEHEAD: David Whitehead,8

Chief Strategy Officer, Hartford HealthCare.9

MR. JOHN CAPOBIANCO: John Capobianco,10

Vice President for Operations, Charlotte Hungerford11

Hospital.12

HEARING OFFICER HANSTED: Mr. Joseph,13

those you’re tapping are not amplifying. Only the ones14

with the foam on them will amplify. Just please make15

sure the buttons are pressed down, so the red light is16

lit up.17

We’re in a very big room here. We have a18

lot of people, so I want to make sure everyone can hear.19

And just please be cognizant of that as you’re giving any20

testimony or answering any questions. Make sure you’re21

speaking clearly into a microphone. Thank you.22

Okay. At this point, Attorney Cowherd?23

MR. COWHERD: Thank you, Hearing Officer24
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Hansted. Without further ado, we will start with the1

Charlotte Hungerford Hospital witnesses. Each individual2

will introduce themselves, then they’ll pass it over to3

Hartford HealthCare.4

HEARING OFFICER HANSTED: Okay and just a5

reminder. If you submitted pre-filed testimony, just6

please adopt that on the record for me today.7

MR. JANCO: Good afternoon, Hearing8

Officer Hansted and the staff of the Office of Health9

Care Access.10

For the record, again, my name is John11

Janco. I am a resident of Torrington, Connecticut and12

hold the title of Chairman of the Board of Governors of13

the Charlotte Hungerford Hospital. I’d like to say at14

this time that I adopt my pre-filed testimony.15

This afternoon, I wish to summarize that16

testimony and expound upon major points. I’m grateful17

for the opportunity to speak here this afternoon on18

behalf of the Board and our entire hospital community.19

Our Board of Governors and Board of20

Corporators is made up of dedicated community leaders21

from our area. After a careful due diligence process,22

the Board determined there was a need for our hospital to23

affiliate with a larger health care system.24
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Today, we will explain why the proposed1

affiliation with Hartford HealthCare will benefit2

Charlotte Hungerford and all the people in the service3

area.4

Charlotte Hungerford Hospital means a5

great deal to me, not only as the Chairman of the Board6

of Governors, but, also, as a resident of the City of7

Torrington.8

The staff and physicians at Charlotte9

Hungerford Hospital have provided much needed inpatient,10

outpatient and emergency services to my family and11

friends. We count on Charlotte Hungerford to be there12

for us.13

I have a passion for this hospital, and14

that passion will continue if you approve our affiliation15

with Hartford HealthCare.16

The history of our hospital starts in17

1916, with a gift of a local industrialist in memory of18

his mother, Charlotte. The hospital has been a gift that19

keeps on giving to our patients for more than 100 years.20

It has forged a deep history in the21

communities it serves, which include Barkhamsted,22

Holbrook, Goshen, Harwinton, New Hartford, Norfolk,23

Litchfield, Morris, Thomaston, Torrington and Winchester,24
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which is also known as Winsted.1

These are communities that come to small2

towns and cities with urban attributes in remote borough3

areas. The citizens, who live in these towns, reflect4

all the diversity of Connecticut, including substantial5

elderly and low-income populations.6

The hospital and its affiliated physician7

group, the Charlotte Hungerford Multi-Specialty Group,8

are the mainstays and safety net for medical care in our9

area.10

We view our mission as a non-profit11

hospital as a commitment to our communities to provide12

local access to quality care for all who need it. I’m13

here to tell you that the need is great.14

Litchfield County is a federally-15

designated health professional shortage area. Several16

Litchfield County communities are designated as medically17

underserved, including Torrington and Winsted, and18

Torrington and Winsted lie in the heart of our primary19

service area and account for more than half of our20

discharges.21

In a few minutes, you will hear our Vice22

Chairperson of the Board, Diane Libby, tell you about our23

story regarding the countless hours of work our Board and24
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our corporators put into a process to help us determine1

that Hartford HealthCare is the best alternative to2

assure the long-term viability for Charlotte Hungerford3

Hospital to provide health care for this region.4

As you’ll hear from others today, our5

discharges have fallen dramatically over the past five6

years. In addition, we have seen a significant shift in7

demographics in our area that have resulted in growth in8

the age underserved populations and a corresponding9

dependence on our hospital being reimbursed by government10

health care programs, all this at a time when11

reimbursement for hospitals under these programs are12

either being cut or being shifted to value-driven13

reimbursement models.14

Although Charlotte Hungerford has the15

will, we do not have the financial resources, technology,16

or infrastructure to support our needs. That is why we17

are here before you today.18

Our Board decided several years ago to19

take proactive steps to make sure we could continue to20

maintain and improve Charlotte Hungerford’s physical21

plant, equipment and technology, while attracting quality22

physicians and expanding services to a community that23

richly deserves all these things.24
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Our CFO will present to you some very1

challenging financial results and projections that will2

help explain our need for this affiliation. Our3

financial downturn trend first became evident in 2013.4

This past fiscal year 2016, the hospital’s operating5

margin dropped to a negative 5.71 percent, representing a6

$4.8 million loss, the largest loss in our proud history.7

Our projected operating margin for fiscal8

year 2018 is negative 7.1 percent and a loss from9

operations of over $8.2 million.10

Despite management’s best efforts to11

control costs, forces beyond their control challenge the12

hospital’s ability to provide stable access to quality13

care for the service area.14

Although there are just many motivating15

drivers for the hospital to enter into this affiliation,16

I wanted to mention to you today three paramount factors.17

First, as an independent care provider, we18

can no longer produce the operating margins necessary to19

properly invest in health care in our facilities.20

Second, our unique geography and history21

of service has evolved our hospital to be a key access22

point for care to those covered by Medicare and Medicaid.23

And, third, there are clear and distinct24
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clinical population health and continuing care advantages1

for Charlotte Hungerford being part of Hartford2

HealthCare’s politically-integrated system and network of3

providers.4

For me and for many members of our5

community, the selection of Hartford HealthCare as a6

partner was a natural and logical one.7

Hartford HealthCare and Charlotte8

Hungerford can have a long and successful history of9

clinical collaboration and partnership.10

We have proximate service areas and share11

common non-profit values focused on providing local12

access to high-quality care.13

Most importantly, Hartford HealthCare will14

provide our hospital with the financial resources,15

clinical support and the organizational structure we need16

to meet the demands of health care reform and other17

challenges by health care, increasing the health care18

industries.19

In closing, I’d like to thank, again, the20

Office of Health Care Access for the time it has devoted21

to our Certificate of Need application and I urge you to22

approve this affiliation.23

I am confident that it will help ensure24
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that Charlotte Hungerford Hospital is able to continue to1

serve our communities and do so even more effectively2

than before. Thank you.3

HEARING OFFICER HANSTED: Thank you.4

MS. LIBBY: Good afternoon, Hearing5

Officer Hansted and staff of the Office of Health Care6

Access.7

Again, for the record, my name is Diane8

Libby, and I’m a lifelong resident of Torrington. I hold9

the title of Vice Chairman of the Charlotte Hungerford10

Hospital Board of Governors.11

First, I would like to say that I adopt my12

pre-filed testimony. This afternoon, I wish to summarize13

that testimony and expound on its major points.14

I appreciate the opportunity to speak with15

you today about the process that Charlotte Hungerford16

followed in selecting Hartford HealthCare as our system17

partner and why we strongly believe they are the right18

choice to ensure that the hospital continues to serve the19

patients of Northwest Connecticut for decades to come.20

I truly believe our process was21

instrumental in making the right decision for our22

community. I will highlight some of the process here23

today, but I also want to be sure that your take away24
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from my testimony is that this Board showed incredible1

insight into our future three years ago.2

As we saw health care rapidly changing3

around us, we decided to educate ourselves and explore4

the options that might be available to us.5

At that time, we were holding our own. We6

were squeaking by with small operating margins through7

hard work of our senior staff and our employees, closely8

watching our finances and keeping the pulse on quality9

care and our mission.10

However, we saw challenging times ahead of11

us, an operating margin that could not support the12

necessary reinvestments into personnel, equipment,13

technology and our infrastructure.14

Our changing payer mix, difficulty in15

recruiting physicians, the State Hospital Tax and changes16

coming to reimbursement models were also challenges for17

us.18

We chose at that time to look at our19

options when we felt we were in a position of strength to20

be true to our mission and to negotiate the best outcome21

for our community.22

From this decision to educate ourselves23

and explore options, the Board formed the Independent24
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Strategic Committee.1

The charge to this committee was to2

evaluate its options for either continued operation as an3

independent community hospital or to pursue a strategic4

affiliation with a larger health system that shares our5

values and goals.6

The committee was made up of six Board7

members, six physicians, five senior staff and one nurse.8

Our hospital’s mission is to deliver9

quality, compassionate, affordable health care for the10

people of Northwest Connecticut, and we view the11

preservation of this mission as central to our charge of12

evaluating both the pros and cons of various types of13

system relationships.14

The Committee first engaged in a self-15

assessment survey of its members to better understand our16

own perception of the hospital’s financial and17

operational outlook.18

We conducted an employee survey, a19

physician survey and a community perception survey as20

part of our due diligence activities. We also engage21

consultants to learn more about national trends in the22

hospital industry.23

The Committee at that time invited five24



HARTFORD HEALTHCARE CORP./CHARLOTTE HUNGERFORD HOSPITAL
MAY 8, 2017

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

18

health systems to present their vision for health care1

and their perceived fit with Charlotte Hungerford.2

This initial work led us to consider an3

affiliation with the health system as the best solution4

for sustaining the hospital’s clinical, operational and5

financial commitment to our community over the long term.6

In July of 2015, the Committee issued a7

request for proposal to four non-profit health systems in8

Connecticut that we had identified as potential partners.9

In September of 2015, we issued a second10

letter, requesting additional information from three of11

those potential candidates.12

In conducting its evaluation of each13

potential strategic partner, the Committee and the Board14

considered certain specific criteria.15

The Committee had identified 10 criteria16

early in our process as our guiding principles. We17

maintained these principles throughout our process, and18

they served us well in choosing a potential strategic19

partner.20

These principles included the clinical21

acumen, degree of complimentary geography, cultural22

compatibility, the physician integration model, consumer23

and physician referral patterns, assets and reputation,24
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financial strength and access to capital and the1

flexibility and favorability of the system’s legal and2

governing structures.3

It was no easy task, but I assure you that4

we worked tireless to score each and every candidate5

based on these factors and always with the best6

intentions of our patients in mind.7

By October of 2015, the Board had narrowed8

its choices down to two finalists. At this time, we once9

again engaged in extensive due diligence by visiting some10

of the hospitals of each system to further discuss11

proposed terms and affiliation structures and, also,12

inviting the leadership and Board members of each system13

to make presentations to our full Board.14

After more than two years of15

consideration, with a clear understanding of our16

hospital’s mission to guide us and the extensive17

evaluation criteria developed by a Committee, the18

overwhelming consensus of the Board of Governors was to19

choose Hartford HealthCare as our system partner in20

February 2016.21

We could not be more pleased and excited22

to be before you today to seek Certificate of Need23

approval for this affiliation.24
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Our Board believes that Hartford1

HealthCare has the right vision and offers the best2

resources available to advance the future of our3

hospital.4

In addition to my written testimony that I5

presented to you here today, I would like to take a6

moment to tell you that I was incredibly proud to be part7

of this Board as we moved through this process. John8

Janco, as Board Chair, was invaluable to this Board in9

keeping us on track with the process.10

We all started in different places. Many11

believe that staying in an independent hospital was still12

achievable, but this two-year process brought us to a13

common place.14

In thinking back, while preparing for my15

testimony today, I continue to be in awe of the time, the16

education and the thoughtful questioning this Board did17

to reach that common ground.18

I know firsthand the care and thought that19

went into the decision of the Board of Governors to enter20

into this affiliation.21

As Chair of the HR Committee for our22

Board, we work to stay in touch with our employees, who23

are the heart and soul of our organization.24



HARTFORD HEALTHCARE CORP./CHARLOTTE HUNGERFORD HOSPITAL
MAY 8, 2017

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

21

We wanted to hear their thoughts and1

concerns and be sure to address their questions. I2

attended many staff meetings, as did other Board members.3

It was important to the Board to keep a pulse on the4

employees’ concerns.5

We also kept the physicians close in our6

process. We held numerous physician meetings, included7

physicians in our committees and in our due diligence8

process.9

In addition, I spoke numerous times with10

the multi-specialty group physicians and brought their11

comments back to the full Board.12

As you heard from the process I outlined,13

this was not a quick or easy decision for our Board. We14

did the work necessary to make the right decision for our15

community, where we live and work, and after the16

presentation here today, I hope that the Office of Health17

Care Access will agree with the Board’s judgment and18

approve this affiliation. Thank you.19

MR. McINTYRE: Good afternoon, Hearing20

Officer Hansted and staff. Can you hear me okay?21

HEARING OFFICER HANSTED: Good afternoon.22

Yes. Can everyone in the back of the room hear him?23

MR. McINTYRE: Okay. My name is Dan24
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McIntyre, and I’m the President and Executive Director of1

the Charlotte Hungerford Hospital. I hereby adopt my2

pre-filed testimony.3

I really appreciate this opportunity to4

speak with you today. I would like to say that, over the5

last several decades, Charlotte Hungerford Hospital’s6

management team, Board, medical staff and employees have7

devoted their collective hearts, minds and energies to8

two things, two goals.9

One, making sure that all, who live and10

work in Northwest Connecticut, have access to safe,11

reliable and cost-effective care.12

The second goal is that we try to make13

sure that our corporate values of safety and compassion14

and integrity and service excellence and a sense of15

community that we carry those values every day into our16

workplace and that we make them part of who Charlotte17

Hungerford Hospital always has been and, hopefully, with18

your help, will continue to be.19

We have come to be known as a dependable20

community hospital, and I’m very thankful for that and21

proud to be a part of our team.22

I’d like to stress four points out of my23

pre-filed testimony for you today. First, our financial24
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performance has been a function lately of changes in our1

payer mix, shifts away from inpatient care and, most2

importantly, physician retirements and, therefore,3

shortages.4

I know you know their operating margin has5

not exceeded one percent since 2008. It was around that6

time that we realized that we needed to start analyzing7

our physicians and start making projections, as to what8

our future could look like.9

Our projections could not possibly have10

taken into account the recent state changes to the11

Medicaid payment system, nor the hospital tax, but it did12

take into account our area’s changing demographic13

profile.14

We are known to be a community hospital,15

who has historically served a huge government-insured16

population of Medicaid and Medicare. For example, in17

2016, our government-insured populations on the inpatient18

side were over 55 percent of our discharges.19

In fact, when we translate that to our20

reimbursement, more than 75 percent of our reimbursement21

comes from these government-insured programs.22

I sometimes make a joke, although it’s not23

funny, that when Washington or Hartford sneezes, we get24
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the flu and that’s true.1

The impact of -- the other thing we2

considered is the impact of national initiatives from3

Medicare and other trends in health policy and4

reimbursement that have an aim of reducing the number of5

inpatient admissions, reducing the lengths of stay for6

those admissions and, also, introducing and causing the7

rise of the phenomenon, known as observation status as an8

alternative to inpatient admissions.9

Lastly, but even more importantly, our10

projections took into account our physician manpower11

studies, in terms of the way they would impact our12

present situation and, also, our future.13

I, this morning, took a look at some14

updated information, and it occurred to me, in terms of15

the largeness of the problem with physician recruitment,16

that, since 2013, we have had, between retirements and17

resignations from our medical staff and our extender18

staff, 46 people, who have either retired or resigned, 2419

known to me personally, so this is a huge problem for a20

community hospital in trying to recruit.21

At the end of our process, it was pretty22

clear to us that we would find ourselves in a situation,23

in which we’re in today, and that our annual net revenue24
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from operations fails to cover our annual operating1

expenses that are I think currently second lowest in the2

state per equivalent discharge.3

Consequently, we thought we had to be4

proactive, so what we did is we held our quality at a5

certain standard and watched that standard carefully and6

tried to reduce our expenses even further.7

Recognizing that that wasn’t going to be8

the only answer, we also knew that we had to somehow make9

our services more accessible to the community and create10

a different revenue, net revenue base for ourselves.11

We tried to do this chiefly through12

recruitment of primary care and specialist physicians,13

through working collaboratively with our medical, our14

existing medical staff and any expansions that they15

thought they could possibly stand behind, and by also16

improving our existing outpatient operations, making them17

more accessible and more patient-friendly; none of these18

an easy task.19

My second point is our ability to improve20

access and revenues by developing relevant service lines21

in response to community needs has been greatly hampered22

by difficulties in physician recruitment.23

When we go to recruit physicians as a24
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small community hospital, we cannot offer them1

necessarily the presence of multi-disciplinary2

collaborative colleagues. We can’t offer them special3

laboratories and research opportunities. We’re unable to4

offer them academic appointments.5

Most importantly, a small community6

hospital cannot have in its let’s say off-shift7

operations, nights, weekends, the kind of critical care8

support systems that it needs, the depth and breadth of9

those systems to make sure that patients are10

appropriately cared for in a way that we would like to11

care for them.12

Lastly, we cannot offer them a deep13

reservoir of medical technology or information14

technology. These are important ingredients that we know15

that an affiliation with our intended partner, Health16

HealthCare, would be able to offer us, and, therefore,17

our recruitment problems, which are significant right18

now, at least we’ll have a chance of solving those19

problems.20

In our affiliation agreement, we have21

identified a number of major service line opportunities22

to better meet community needs.23

One example would be that we intend to24
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consider for our growing -- solution for our elderly1

population is the creation of a geriatric medicine2

institute at our hospital and the establishment of a new3

site for the Center for Healthy Aging, which is an4

innovative and nationally-recognized program, designed to5

provide access to a full complement of programs and6

resources for the aged.7

You can imagine, since between Medicaid8

and Medicare, chiefly, Medicare as our major payer, if9

you will, that a lot of our demography is caring for the10

elderly, and we’re so pleased and proud to have this11

potential opportunity to satisfy those needs.12

Another driving factor for our affiliation13

is the fact that we have very limited capabilities for14

managing the health of the people, who live and work in15

Northwest Connecticut.16

This requires a significant investment on17

our part, particularly if we’re going to be helpful with18

our key populations of elderly and low income, who are19

most susceptible to chronic diseases.20

So we know that this a right to a21

necessary transformation that we need to undergo, but22

it’s very, very difficult, close to impossible, if we23

were to continue on as a standalone hospital.24
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We’d have to somehow avail ourselves of a1

massive data warehouse, some powerful, sophisticated2

analytics programs. We’d have to have somehow a3

sustained group of field-based care managers throughout4

our primary and secondary service area, and we’d have to5

have the appropriate level and type of patient engagement6

hardware and software and communication tools to go with7

that.8

As a standalone hospital, I don’t think9

that would be possible for us, so we believe that an10

affiliation with Hartford HealthCare will greatly enhance11

our performance and the services we provide for patients12

by at least giving us an opportunity to help manage the13

health of our Northwest Connecticut population.14

My last point would be that, and people15

forget this a lot of time, but having been running16

hospitals for 38 years, our product line is not just the17

people. It’s not just wonderful, talented, caring18

people. It’s, in large part, a function of the required19

investments we have to make in physical plant, in20

biomedical and support equipment and information21

technology.22

Every year, as we go through our capital23

budget process, we ask ourselves, number one, with the24
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little money we have, you know, what are those things1

that are going to directly affect patient care that are2

near failure or have failed that we need to spend money3

on? And, so, we allocate our funds to that.4

Then, if there’s any money left, we say5

what are those things in operations that we need to6

improve, and we spend money, secondly, on those things.7

And then, thirdly, if there’s a really8

good idea that helps us forward our mission on a return9

on investment basis, we jump in and figure out how we can10

spend money to meet a community need that sometimes --11

that will, at some point, pay us back for what we’ve12

done.13

So we’ve had this incredible financial14

discipline, and it’s been difficult, but working together15

with our level of commitment and our Board support we’ve16

been able to make it true.17

It’s caused us to have to elongate the use18

for life of everything we own, so we’re hopeful that,19

during the next five to seven years, that we’re able,20

with Hartford HealthCare’s help, make the proper21

investments in what we need to make, in order to continue22

to provide accessible, safe, reliable care to the people,23

who live and work in Northwest Connecticut.24
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It would also help us to carry out our1

Community Health Improvement Plan and to carry out our2

other community benefit activities, which will be3

strengthened by the adoption of the Hartford HealthCare4

system-wide charity care policies.5

So for reasons concerning changing6

demography and, therefore, payer mix, for reasons related7

to physician recruitment and replacement of retiring8

physicians, for reasons pertaining to our ability to care9

for the population and nurture the health of the10

population of Northwest Connecticut, for reasons of11

capital investments and expenditures, we ask you to12

consider our application for affiliation to Hartford13

HealthCare, so that we can continue with our mission and14

onto the future. Thank you for hearing me out.15

MS. SCHAPP: Good afternoon, Hearing16

Officer Hansted and staff of the Office of Health Care17

Access.18

For the record, my name is Susan Schapp.19

I’m a resident of Torrington and hold the title of Vice20

President of Finance and Treasurer at the Charlotte21

Hungerford Hospital.22

First, I would like to say that I adopt my23

pre-filed testimony. This afternoon, I wish to summarize24
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that testimony and highlight a few major points.1

My husband and I are both born and raised2

in Torrington, as were our parents and children.3

Charlotte’s employees and patients are my family,4

friends, classmates and neighbors. This is more than a5

job to me. This is my community.6

I’m currently in my 29th year at Charlotte7

Hungerford and have seen a lot of changes. This will be8

our biggest and most challenging change, but this is9

needed to secure health care in our community.10

Our financial results have always been a11

very low margin, but, in 2016, we hit an all-time low.12

We have a loss of over five percent. We cannot sustain13

operating at margins at this level. We have not made14

improvements and investments that are needed.15

Our average age of plant is 20 years. Not16

only does this affect patients choosing us, it affects17

doctors choosing us.18

We have seen a decrease in our net revenue19

in fiscal year ’16 from ’15 of almost $3.5 million. The20

reason for these margins, budgeted future losses and21

reduction in net revenue is not due to expense.22

Charlotte Hungerford is a low-cost23

hospital that has controlled its expenses. It is due to24
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revenue. This declining volume is due to retiring1

physicians, physicians on the move, recruitment2

challenges, payer mix changes, the effect of3

reimbursement from the shift from inpatient to4

outpatient.5

Without the approval of the CON, we6

anticipate no growth and will reach a loss of $10 million7

in 2019.8

With the CON, we will not only9

significantly improve our financial situation, we will10

bring more physicians to our area, which will increase11

access, which the community is greatly in need of.12

Although we still show a loss in 2020, the13

situation is greatly improved, and we will be able to14

service many more patients, so that they do not need to15

leave our community.16

In addition to the financial results, this17

affiliation will guarantee Charlotte’s retirement plan18

obligations, assuring that we meet the commitments to the19

hundreds of employees, who have faithfully served our20

hospital over the years and have made Charlotte what it21

is today.22

The money invested will improve our plant,23

our physical plant, technology and conversion to a new24
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computer system. We cannot forget that population health1

is yet another reason for this affiliation.2

For the long-term stability of this3

hospital and health care in my community, I ask you to4

please approve this application. Thank you.5

MR. JOSEPH: Good afternoon, Hearing6

Officer Hansted and the staff of the Office of Health7

Care Access.8

My name is Elliott Joseph. I am the CEO9

of Hartford HealthCare, and I adopt my pre-filed10

testimony.11

Charlotte Hungerford Hospital and Hartford12

HealthCare are proposing an affiliation that demonstrates13

the transformation of health care in Connecticut and14

actually what’s happening all across America.15

As we all know, you can’t pick up a16

newspaper or watch television in any way and avoid17

hearing about the need for change in the American health18

care system, and we’re here today as an example of the19

innovation that’s happening in our state.20

This transformation requires new solutions21

and requires us to innovate. It requires us to innovate22

around different care delivery models. It requires us to23

innovate around different organizational structures to24
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find new ways to meet the increasing demands of the1

people, who need health care in every community that we2

serve.3

This innovation for Hartford HealthCare is4

focused on the continuum of care, well beyond hospitals5

and hospitals to everything up to and including home6

care, and the question becomes how do we coordinate the7

care for the residents of the communities we serve, and8

we believe this proposed affiliation of Charlotte9

Hungerford Hospital allows us to create what we would10

call our fourth regional organizational structure.11

We have created three regions across12

Connecticut, and inside those regions we are breaking13

down the silos and the barriers, and we’re beginning14

finally to not think about ourselves as a group of15

facilities that are individual in their nature and their16

mission and their purpose, but the full continuum being17

maximized in leverage to meet the full needs of the18

people that we serve.19

This is true transformation and requires20

enormous change and great leadership and courage by the21

folks, who are leading our community hospitals and all22

the health care providers in the State of Connecticut.23

We like to call it we’re building a system24
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of care versus thinking about ourselves as an1

organization of individual hospitals being brought2

together for common purposes.3

Actually, our vision statement at Hartford4

HealthCare is to be most trusted for personalized5

coordinated care. That requires us to create this term6

that’s being used across the country; integrated delivery7

system, and the focus is on integrated, to bring together8

all the parts of the health care delivery system to work9

more cohesively and in a more coordinated fashion.10

I often talk about the old 80/20 rule that11

applies to so much in our world, and it certainly applies12

to health care costs and health care use that we know,13

and Dan spoke about this a few moments ago, 20 percent of14

Medicare patients use 80 percent of the health care in15

America, in Connecticut, and they use 80 percent of the16

cost of health care, and the health care delivery system17

is not built to meet those needs.18

We, at Hartford HealthCare, as an19

integrated delivery system, have made enormous20

investments, and, again, Dan highlighted a number of21

those investments that he would like to be making, but is22

not capable at this point of making that we have made to23

allow us to really meet these needs in a more integrated,24
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coordinated fashion.1

We are one of the providers in an ACO2

organization. We have 20,000 Connecticut residents that3

we are serving. The first two years of result in our ACO4

position is the highest-performing ACO in the State of5

Connecticut and one of the highest-performing in the New6

England Region.7

Additionally, because of the capabilities8

we built, we’re also now responsible in taking risk for9

over almost just short of 200,000 lives of other10

Connecticut residents to try to apply our system of care11

to improve their lives, to improve their health, to deal12

with their health care in a more affordable, more13

accessible fashion, so we have real life examples.14

Some of the programmatic changes that I’m15

most proud of that we’ve made that I think really bring16

all of this to life we’ve built a very strong, vibrant17

primary care network, and we know there’s a tremendous18

shortage of primary care in the State of Connecticut, and19

what we’ve done that I’m most proud of is that we’ve20

taken the resources that are part of our organization in21

behavioral health.22

We are the largest provider of behavioral23

health in the State of Connecticut, and we now have, in24
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many of our primary care offices, direct access to1

behavioral health specialists to see patients while2

they’re in the primary care office. That’s about3

coordinating care, making care more accessible, and4

making care better.5

We’ve also made the investments that Dan’s6

talked about. We have Care Coordinators and Care7

Navigators embedded in these primary care offices, as8

well.9

This is the transformation of the American10

health care delivery system happening right here, right11

now in Connecticut, and we’re very, very proud to be part12

of it, and it’s why we’re excited about the possibility13

of creating a similar kind of system of care here in14

Northwest Connecticut.15

The other thing that I feel good about in16

this proposed relationship is that we, and several have17

spoken about this previously, we have a natural affinity18

and a natural relationship between Charlotte Hungerford19

Hospital and Hartford HealthCare.20

Not only do we share a common set of21

values and a very consistent, similar culture of how we22

look at our mission and vision as organizations, but we23

also have a clinical relationship.24
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One example of that is cardiac services,1

where our clinicians today work very closely together, in2

terms of coordinating care. This is about building a3

real system of care for those cardiac patients across the4

continuum and then expanding it across all specialties,5

so we can really deal with the folks, who have these6

chronic diseases, who are not getting the kind of care7

they need, because our system is not built to meet those8

needs, so I’m excited about that.9

I’ve had a chance. I’ve worked with Dan10

for a number of years now, but I also want to note that11

I’ve gotten to know John and Diane, the Chair and Vice12

Chair of the Board, and, certainly, every meeting the13

Board had and the Committee had, I watched their process14

and sometimes agonizing process of deliberation to figure15

out, as great stewards of this important resource, how16

important and long-lasting this recommendation is going17

to be.18

We’re proud, very proud, I’m very proud19

that they selected Hartford HealthCare. They felt they20

could trust us. They watched our track record. They21

learned. They came and visited our facilities. They22

talked to our people. They saw firsthand that what we’re23

talking about is not just talk. It’s actually real, and24
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it’s so much about proving access in a time of diminished1

resources, but thinking about access differently.2

Dan talked about the need for physician3

recruitment. We have a tremendous track record of4

bringing new physicians to the communities we serve.5

We’re completely confident that we’ll be able to do6

something very similar in this marketplace and in these7

communities.8

We know we have to help the Northwest9

Region build out its continuum of care, and we know we10

need more doors opened, more ambulatory care services.11

Jeff is going to talk about some of this in a moment.12

So, in closing, I want to underscore how13

excited I am in the possibility of moving forward. This14

is really hard work. Susan spoke about it being the most15

challenging change that we may have faced. This is hard16

work, but I’m convinced, with the commitment of this17

organization from the very top and I know the work that18

we have done and we’re committed to do, we can make this19

happen.20

This will be about making care better for21

the people, who live in this community. It will give22

them greater access to new physicians. It will be about23

access to our technology platforms that we’ve invested24
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literally hundreds of millions of dollars and building,1

ultimately, a true, meaningful system of care to2

integrate services for those, who come to us in their3

vulnerable moments, so we look forward to that4

opportunity with great anticipation and excitement.5

Thank you.6

MR. FLAKS: Good afternoon, Hearing7

Officer Hansted, the entire team at OHCA. My name is8

Jeff Flaks. I’m President and Chief Operating Officer of9

Hartford HealthCare. I do adopt my pre-filed testimony.10

I’d like to begin by highlighting and11

speaking to the service enhancements and the investments12

that we are planning to implement, in order to ensure13

that the integration of Charlotte Hungerford Hospital and14

Hartford HealthCare will be a successful one.15

First, and you heard a common theme16

amongst all of the presenters today, the central nature17

of access, and access is a core tenet of the Hartford18

HealthCare operating model, and what we do in every19

instance within our health system is to have a tremendous20

focus on bringing care closer to home.21

We understand this, as was described today22

with the average age of plant of nearly 20 years at23

Charlotte Hungerford, there’s been a great challenge24
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historically to invest in facilities within the1

community.2

We intend, first and foremost, to renovate3

and expand the Emergency Department, which is a core4

element of the health care delivery ecosystem within5

Northwestern Connecticut.6

We also expect to consider developing7

family health centers, which we have built and operate in8

every one of the towns and communities, which Hartford9

HealthCare operates in today, as well as expand upon our10

urgent care partnership with an organization, called11

GoHealth, where we can build and expand a network of12

urgent care capabilities within this community.13

All of this will be dependent upon the14

community health needs assessment, which we intend to15

conduct early, upon this initiative being approved, and16

we look forward very much, based on that, the results of17

the community health needs assessment, to develop a new18

plan to build the network of facilities that are capable19

of creating much more substantial access to health care20

within this community.21

Most importantly, we heard in every one of22

the discussions thus far the notion of the tremendous23

need around physicians, whether it’s replacing retired24
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physicians, whether it’s addressing succession planning,1

emerging specialties and services as physicians become2

additionally sub-specialized.3

We will conduct a medical staff4

development plan, and the results of the medical staff5

development plan will dictate ultimately a plan that will6

evolve that will specify the different areas that we will7

focus on around recruitment of new physicians for this8

community, but this becomes, as identified by the team at9

Charlotte Hungerford, really the most essential aspect of10

expansion of access in health care services for this11

community.12

Third is the identification of new and13

expanded services that don’t exist in this community14

today. This will be identified, again, from that15

forthcoming community needs assessment.16

Secondly, our objective within this17

integration is about the improvement of quality for the18

people that we serve.19

You will hear today from Dr. Rocco Orlando20

about the very sophisticated and evolved clinical council21

infrastructure that we’ve developed at Hartford22

HealthCare.23

This infrastructure, which operates across24
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all of our hospitals within our system, is focused around1

both the identification and the diffusion of national2

leading and best practices.3

We have a very sophisticated measurement4

system that’s been built that allows us to manage5

quality, improve quality and intervene within all of our6

health care organizations, and we are very proud of the7

improvements that have been made.8

The focus of our health system operates9

under what’s known as a lean daily management system, and10

we expect to deploy the lean daily management operating11

system here at Charlotte Hungerford as it has been12

deployed across all of Hartford HealthCare.13

In addition, as you saw in my pre-filed14

testimony, we expect to implement the Epic electronic15

health record. That system, as we know it within16

Hartford HealthCare, is called CareConnect, and this17

becomes foundational to how we both drive quality and18

really transform the way care is delivered both in the19

hospital, as well as within the community, from20

prevention and wellness to episodic sickness to chronic21

care.22

The electronic health record is a23

cornerstone of that. We have made that investment,24
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implemented it across Hartford HealthCare in each one of1

our facilities and will complete that process by this2

October, and then, shortly therefore, look to expand upon3

that, implementing it here in Northwest Connecticut, this4

community and within the Greater Torrington area.5

Lastly, and Elliott described and Dan6

really described the need for population health, how we7

create an infrastructure and a capacity to move health8

care to value-based health care, and, in our organization9

today, we have a component of Hartford HealthCare, known10

as Integrated Care Partners.11

Today, Integrated Care Partners has12

approximately 2,000 providers within it, and we have a13

substantial infrastructure, as Elliott described, that is14

built to begin to provide population health management.15

We look to expand those capabilities and16

ultimately the physician membership to the physicians in17

the Greater Torrington area.18

Third, we anticipate realizing greater19

operational efficiencies. At Hartford HealthCare, we20

have the integration experience, the capacity, the21

resources to collaborate with Charlotte Hungerford to22

drive cost improvements.23

We have a track record of doing this24



HARTFORD HEALTHCARE CORP./CHARLOTTE HUNGERFORD HOSPITAL
MAY 8, 2017

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

45

across each one of our integrations, and we do expect to1

realize value here, also.2

Hartford HealthCare’s robust, tested,3

mature operating model can deploy and, most importantly,4

sustain these commitments, and we will do this together.5

The Hartford HealthCare operating6

structure can and will provide the proper and necessary7

oversight to ensure accountability and to achieve these8

results.9

And fourth and my final point is around10

the governance structure. I want to reaffirm today, as11

within my pre-filed testimony, that the local Board will12

continue to have responsibility for quality, safety,13

credentialing, as well as community health.14

So, today, I strongly urge you to approve15

this proposal and ensure a strong, sustainable health16

care delivery model for Northwestern Connecticut, and I17

share Elliott’s tremendous enthusiasm and commitment to18

the efforts on behalf of Hartford HealthCare. I thank19

you for your consideration.20

MR. JOHNSON: Good afternoon, Hearing21

Officer Hansted and the staff of OHCA. My name is22

Charles Johnson. I am the Chief Financial Officer for23

Hartford HealthCare Corporation.24
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First, as well, I would like to adopt my1

own pre-filed testimony, which I believe you already have2

on hand.3

I would like to speak mainly to the4

financial benefits of this transaction, principally to5

Charlotte Hungerford.6

Since you have my pre-filed written7

testimony, I will not cover that, other than at a summary8

level. I would just like to, again, to touch on the9

financial benefits, which are greatly needed at this10

time, as I think Susan Schapp and Dan McIntyre both11

eloquently expressed.12

I think they made it very clear, as is13

clear, also, it was, that Charlotte Hungerford is under14

considerable financial distress, and time is of the15

essence, in order for us to consummate this partnership16

and to lend a helping hand.17

With our help, which we are prepared at18

this time to offer, we believe that it will take19

approximately four to six years to return Charlotte20

Hungerford to profitability.21

It will not be a short or an easy fix, but22

I think we can make an almost immediate impact on their23

situation.24
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The reason for the lengthy turnaround is1

that we have to recruit additional physicians,2

substantially upgrade facilities and equipment, make3

strategic investments, which Jeff Flaks I think4

articulated very well.5

Additionally, we also need to build6

clinical programs that enable Torrington to have the7

confidence that the facility that they go to here locally8

is of the highest quality.9

One of the things that we really noticed10

in comparing the payer mix of this institution versus11

other institutions and other institutions that we serve12

is that anybody, who has a choice, who has really good13

commercial insurance, not anybody, but a preponderance of14

them, are leading the community.15

These investments are needed, desperately16

needed, in order to keep local care local. And, as I’ve17

mentioned, we are prepared to step up and make that18

investment with our partner.19

As we previously mentioned, the parties’20

affiliation agreement calls for Hartford HealthCare to21

provide $73 million for the benefit of Charlotte22

Hungerford in the Greater Torrington area.23

These investments include $50 million over24
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seven years for the upgrade and replacement of capital1

projects, with an additional $20 million in strategic2

investments, which go beyond the four walls of the3

hospital, as Elliott mentioned I thought very well.4

We’re no longer in a world of just hospitals. We’re in a5

world of integrated delivery systems, and there are other6

strategic investments that are needed to keep local care7

local and to meet the health care needs of the local8

population.9

So let me talk to you very quickly about10

our capacity and express our willingness, but our11

capacity to afford such a robust investment.12

Who are we at Hartford HealthCare? We’re13

a two and a half billion-dollar revenue organization.14

We’re, I believe, the third largest employer in the State15

or very close to that, and we typically spend, in order16

to keep our own equipment fresh, approximately $17517

million a year.18

When Susan and others quoted an average19

age of plant of 20 years, I’d like to express to you20

that’s about twice the national average. Our own plant21

property equipment and average age of plant is about half22

of that, which would be more typical of what you see, so23

the community’s health care infrastructure is very aged,24
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as they’ve been struggling, frankly, to keep the doors1

open, and we will address that immediately.2

So given that we spend approximately $1753

million a year in capital, that’s supported by our own4

free cash flows in our organization, we allocate that5

pool of dollars across our system, as is needed.6

It’s not an even about every year, but we7

always meet the need and ensure that our facilities are8

fresh and that the equipment is state-of-the-art as much9

as we possibly can.10

So with the addition of Charlotte11

Hungerford to our system, that increases our system size12

by about five percent total, as based on revenue base,13

so, if you think about it, if we have a capital base of14

$175 million, as supported by our own free cash flows, we15

would reasonably expect to allocate and commit16

approximately $10 million a year over the next seven17

years to Charlotte Hungerford, and that will be18

approximately five percent of $175 million, so this is19

very much something that we can afford and fits within20

our own financial modeling.21

And I would also point out, because I’m22

sure your concern is not just Charlotte Hungerford, you23

want to make sure the acquiring entity is not unduly24
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burdened, and I do not believe we would be.1

Our main focus of our planned improvements2

beyond capital would additionally be to recruit3

physicians, which I won’t elaborate on too much, but it’s4

absolutely necessary to grow patient volumes and revenues5

by investing in clinical programs and equipment and to6

make the facility more modern and attractive, and Dan has7

talked quite a bit about Charlotte’s volumes being8

negatively impacted by physicians leaving and unable to9

recruit. We believe that we can make a difference. We10

can make a difference fairly quickly in that.11

I would stress that our plan, first and12

foremost, revolves around addressing those needs, not13

only on the equipment side, but, additionally, on the14

clinical programming physician recruitments.15

Finally, I would realize that it’s16

probably a concern of yours whether we intend in our plan17

to change Charlotte Hungerford’s price structure and18

impose additional facility fees as part of this proposal.19

We are competitors with their20

organization, and we have not even looked at a detailed21

level of how their price and charge structure compares22

with that of our own. This was not baked into this plan.23

Our main strategy is, as I’ve already24
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described, is to improve health care and make it more1

attractive for the community to patronize.2

Additionally, we do not believe this3

proposal by itself, other than the normal inflation that4

we experience in life, will not address patient health5

care costs, so I did want to make that point to you, as6

well.7

As a point of example, our projections8

indicate that Charlotte Hungerford’s cost per case, if9

you will, will actually improve over time, because I10

think, as Susan mentioned in her testimony, they don’t11

have an expense problem. They have a volume problem.12

The volume and the staff -- the staff is13

very talented, and it’s the appropriate size staff at14

this facility, and we believe we have a lot of folks, who15

are just not busy enough taking care of patient needs,16

and, as we recruit additional physicians and new patients17

come into the mix, we will be able to see those18

incrementally, and a good portion of the incremental19

revenue will go back down to improve their operating20

margin loss, and that is the substance of our plan.21

So, in summary, I would conclude with22

three comments. One is that Charlotte Hungerford and23

OHCA, the State, can count on our ability to make the24
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investments in Charlotte Hungerford Hospital.1

Additionally, we do not expect any2

increase in health care costs for patients as a result of3

this proposal.4

And, lastly, the financial recovery for5

Charlotte Hungerford is premised principally on revenue6

growth to physician recruitment and service enhancement7

and not to other needs. Thank you for your time.8

DR. ORLANDO: Good afternoon. My name is9

Rocco Orlando, and I’m the Chief Medical Officer of10

Hartford HealthCare.11

First, let me adopt my pre-filed12

testimony. I’m a practicing gastrointestinal surgeon and13

have had privilege to care for many members of this14

Torrington community over many years, providing complex15

GI care, and, as a result, I have a longstanding16

relationship with an excellent medical staff and one that17

particularly Hartford Hospital has had very deep and18

strong relations in caring for patients together over the19

years.20

My comments today will now emphasize three21

areas from my pre-filed testimony. I want to talk about22

quality, physician recruiting and the management of23

population.24
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First, on the quality front, at Hartford1

HealthCare, we have a deep and strong team of quality2

improvement professionals, and their work is supported by3

robust quality informatics tools. Both are Epic4

electronic health care records, which we would bring to5

Charlotte Hungerford, as well as the dashboards and6

informatics tools and help us measure the quality of care7

that we are providing.8

We use this to fuel the work of our9

clinical councils. We have over 40 clinical councils10

working, Charlotte Hungerford’s medical staff and11

clinical staff, who participate fully in the work of12

these, and these clinical councils in areas, such as13

emergency medicine, OBGYN, endocrinology, the full gambit14

of medical care, really work to identify the best15

practices of evidence-based medicine to adopt them, and16

then, even more important, to actually measure that we’re17

reaching the desired outcome, so those are quality18

informatic solutions that we use.19

These clinical councils are further20

organized into our clinical institutes, care systems, our21

cardiovascular care and neurosciences, so that we have a22

discipline structure that really lets us drive more care23

into the communities.24
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Our goal is to enhance the level of care1

and to improve the quality in the communities, not to see2

that care leaves the community to be provided elsewhere.3

On the physician recruiting front, I think4

everyone has alluded to the importance and the5

criticality of physician recruiting to the Charlotte6

Hungerford Hospital and to this community, and our secret7

sauce there is Hartford HealthCare Medical Group, and8

specifically there, with a group of nearly 5009

physicians, we were able to recruit young physicians.10

The current challenges that the young11

physician, who is finishing training, does not want to12

come to a community hospital and be the only specialist13

in that area of practicing.14

Recruiting to a large group, with a peer15

group, with support, with mentorship, we were able to16

recruit physicians and then place them in our community17

hospitals, and we’re able to do so when we support them18

with mentorship, with senior physicians to advise them,19

and to provide them with the kind of job satisfaction20

that really is essential to let them become fully21

integrated into a community, and, so, that’s how it has22

worked for us in all of our community hospitals, and we23

have no doubt that it would work in this community, as24



HARTFORD HEALTHCARE CORP./CHARLOTTE HUNGERFORD HOSPITAL
MAY 8, 2017

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

55

well.1

The next item I want to talk about and,2

again, others have talked about is population health, and3

Integrated Care Partners, our clinically-integrated4

network, as Jeff mentioned, with 2,000 providers, really5

provides physicians with the infrastructure that they6

need to succeed in this new world of value-driven care.7

The federal mandates for increased value8

are not going away. Whatever happens in Washington, DC9

during these next months that is going to occur, and the10

skills and the tools that physicians need to succeed in11

this world we can provide through ICP.12

We assist the physicians, who have the13

option to join ICP, so that all members of the Charlotte14

Hungerford medical staff would have that capability.15

We support them with informatics by16

measuring the kinds of clinical outcomes that are17

necessary to succeed and to be financially-successful in18

this new world that will only pay physicians, based upon19

the results that they achieve, so that we have this kind20

of capability to bring into the physician practices not21

just the ones who are our employees, but the affiliated22

practices that are members of the medical staff. If they23

choose to avail themselves of these resources, they are24
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fully available to them.1

These are really the skills that are2

necessary to manage and improve community health,3

population health, and to really bring these assets into4

the ambulatory environment and bring them out of the four5

walls of the hospitals into the actual communities and6

the family care centers.7

So I’m going to conclude by saying that we8

are confident that we can partner with the physicians of9

Northwest Connecticut to improve access by refreshing and10

adding to the physician base caring for the communities11

and that we can also work together to advance quality.12

Thank you very much.13

HEARING OFFICER HANSTED: Thank you. Mr.14

Cowherd?15

MR. COWHERD: Hearing Officer Hansted,16

that will conclude the Direct testimony of the17

Applicants.18

HEARING OFFICER HANSTED: Okay, thank you.19

Thank you, everyone, for that presentation. At this20

point, I’m going to turn it over to Attorney Mitchell for21

their questions on the cost and market impact review.22

MS. MICHEALA MITCHELL: Good afternoon.23

To reiterate, my name is Micheala Mitchell, and to my24
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right is Shauna Walker, who is a research analyst at the1

Office of Health Care Access.2

Before we begin the inquiry related to the3

cost and market impact review, I’d like to address the4

transacting parties.5

We acknowledge and we appreciate the fact6

that you complied with and were forthcoming in response7

to our written request for information and documentation8

early on in this process.9

In addition to those responses, we10

obtained and reviewed data from a number of sources, and11

we developed these questions after a review of that data.12

We believe that these additional questions13

are going to be helpful to us and to our consultants as14

we analyze the impact of this affiliation on the health15

care market and as we enter the final phase of completing16

our preliminary report.17

The questions that we have for you today18

are not derived from confidential information that we19

received, and they are not designed to elicit20

confidential information.21

With that being said, we’ll go ahead and22

proceed with our first question.23

MS. SHAUNA WALKER: Okay. Good afternoon.24
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Who is the most appropriate person to direct questions1

to?2

MR. COWHERD: Ms. Walker, that would3

depend on the nature of the question.4

MS. WALKER: Okay. So based on data5

reported to OHCA, Charlotte Hungerford has a relatively6

low case mix index reported compared to other hospitals7

in Connecticut.8

Based on this proposal, how is the case9

mix at Charlotte Hungerford likely to change during the10

three-year period following the affiliation?11

MR. McINTYRE: This is Dan McIntyre.12

HEARING OFFICER HANSTED: Can you just13

make sure your microphone is on?14

MR. McINTYRE: Can you hear me now better?15

HEARING OFFICER HANSTED: Yes. Thank you.16

MR. McINTYRE: Did you say in your17

resource that Charlotte Hungerford has comparatively low18

case mix?19

MS. WALKER: Yes. The case mix index is20

relatively low for Charlotte Hungerford, so we just want21

to get a general idea of how it’s likely to change within22

the next three years following the affiliation.23

MR. McINTYRE: You know, I can tell you24
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what I think might happen, but, with no definition, I1

really -- he had been for a long time been treating a2

large population of Medicare patients and now a growing3

population of Medicaid patients, so I think that, for our4

medical patients, we’ve had a relatively consistent case5

mix index for Medicare, and I think you can look at the6

State of Connecticut on the Medicaid side. It’s been7

relatively stable, too.8

One of the areas that we see changing, and9

it wouldn’t be -- it would be a byproduct of addressing10

this area, would be that, if we’re successful with11

Hartford HealthCare’s help in recruiting the kinds of12

doctors that we need to take care of this community, some13

of those doctors will be surgeons, and, God willing, as14

we get those surgeons into our medical staff complement,15

those surgical cases have a higher case mix index than do16

most of the medical cases at our community hospital.17

So, for example, we’re short a general18

surgeon, two joint surgeons. There’s more, but, as our19

recruitment becomes successful, we should see a natural20

byproduct of a climbing case mix index, Mrs. Walker.21

MS. WALKER: Okay, thank you.22

MR. McINTYRE: Yeah.23

MS. WALKER: Based on Medicaid and State24
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employee claims data, Charlotte Hungerford’s price, which1

is actually the price of the payer, is one of the lowest2

in the system, and, based on this proposal, how is the3

price per admission at Charlotte Hungerford likely to4

change during the three-year period following this5

affiliation?6

MR. COWHERD: Excuse me, Ms. Walker. That7

information we’re not privy to, in terms of the Medicaid.8

As you know, we just received word of these line of9

questioning on Thursday evening, so unless you have the10

data that you’re referring to for the Applicants to look11

at, I’d be hesitant to answer that question, because it12

may require the disclosure of confidential information.13

If you would like to submit that to us to14

analyze, we’re happy to respond appropriately, but we’re15

not familiar with the Medicaid data that you’re referring16

to.17

MS. MITCHELL: Actually, let me just -- I18

don’t know if it might help if I rephrase the question.19

Do you have an idea about whether or not the price per20

admission is going to increase during the three years21

following the transaction, based upon the data that you22

have available?23

MR. COWHERD: Well I believe some of that24
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is disclosed in the summary and analysis report, which is1

a confidential document, as you know, and we do2

appreciate OHCA taking into account what the legislature3

has really prohibited from disclosure in the public4

forum, so we’re happy to provide further information on5

the summary and analysis report, but, as we said in our6

letter, Exhibit K, we don’t know if that’s the7

appropriate forum here, because there is some information8

that even the parties, themselves, due to State and9

Federal laws, cannot exchange with each other, so they10

cannot speak as a whole until this merger is actually11

approved and consummated.12

Again, with respectful deliberation, I13

think we can get that information to you, but we would14

need to, again, see the underlying data that you’re15

relying on, make sure that it’s not confidential,16

although I have no reason to dispute what you said about17

the questions being based on it, but even these parties18

cannot share information on certain strategic and payer19

issues at this point, so if we could get that information20

to you, we’d be happy to.21

MS. MITCHELL: Well, okay. We’ll move on22

to the next question.23

MS. WALKER: Okay. Based on this24
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proposal, how is the volume of admissions at Charlotte1

Hungerford likely to change during the three-year period2

following the affiliation?3

MR. COWHERD: If somebody can just speak4

generally to that? I think that’s been addressed.5

MS. WALKER: Yeah. If you want, you can6

elaborate more on that.7

MR. McINTYRE: Mrs. Walker, I think this8

all ties back to some of our root cause analysis problem,9

is we’re just -- we just have physician shortages, both10

in primary care and in specialty areas. That is the11

primary reason why our drop in inpatient and outpatient12

volumes.13

If we are lucky enough with Hartford14

HealthCare’s help to get those docs back here in the15

community, it should set a gradient for the, a positive16

gradient for the admissions as we go forward. It will17

take a little time. Did I answer your question?18

MS. WALKER: Yes. Thank you. Okay, for19

the next question, we noted that Hartford Hospital does20

not participate in the voluntary Leap Frog hospital21

survey.22

Is there any reason why you opted not to23

participate, and do you participate in comparable surveys24
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or use quality metrics, other than those set forth by1

CMS, to measure quality?2

DR. ORLANDO: So our data is certainly3

reported by Leap Frog, but we do not participate in the4

voluntary participation in Leap Frog, because we don’t5

see value in it.6

There is some proprietary approaches to7

the way that Leap Frog uses the data that we’re not8

entirely comfortable with.9

We certainly participated fully with all10

of the quality submissions to CMS, and the CMS data is11

really at the core of most of the Leap Frog submissions.12

MS. WALKER: Okay and are there any other13

comparable surveys that Hartford Hospital does14

participate in that aren’t set forth by CMS?15

DR. ORLANDO: We do. We also take part in16

the Premier Alliance quality surveys. That is a network17

of over 1,000 hospitals, and, so, we actually use that18

Premier database of over 1,000 hospitals across the19

country for our benchmarking process, so that we’re able20

to compare each one of our hospitals like for like to a21

comparable group of hospitals in the country, and that’s22

really at the core of our ability to monitor and measure23

our quality performance, and that data is risk adjusted,24
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very solid, and we feel very confident in that, and it’s1

been very helpful.2

MS. WALKER: Okay, thank you. And how3

does Hartford HealthCare plan to help Charlotte4

Hungerford improve measures of quality, such as reducing5

its rate of cesarean births and improving patient6

experience?7

MR. COWHERD: Let me first comment on --8

could you repeat that question? I’m sorry.9

MS. WALKER: I’m sorry. How does Hartford10

HealthCare Corporation plan to help Charlotte Hungerford11

improve measures of quality, such as reducing its rate of12

cesarean births and improving patient experience?13

DR. ORLANDO: So, at Charlotte Hungerford,14

we fully participate in our clinical councils, so on the15

two examples that you cited, we have a very active OBGYN16

council.17

Actually, it’s one of our highest-18

performing councils, so that group is really a mutual19

support society, where the different partner hospitals20

assist each other in measuring best practices and helping21

each other reach higher levels of performance.22

So we’ve got another example within the23

OBGYN, for example, where we’ve had some metrics that24
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were not up to par. They have improved as a result of1

those collaborative efforts.2

Same thing is true of patient experience,3

and Hartford HealthCare has actually recently just4

brought on board a Chief Experience Officer, Julie5

Leed(phonetic), our customer experience efforts across6

the organization, so as part of that approach at Hartford7

HealthCare, that we do this collaboratively as a system-8

based effort, helping people reach consensus and drive9

best practices.10

MS. WALKER: Okay, thank you.11

MS. MITCHELL: Just a few more questions.12

In the Direct testimony, I did hear one person touch on13

the issue of behavioral health needs in the community,14

and the question that I have is how will this affiliation15

address the behavioral health needs of individuals in the16

community surrounding Charlotte Hungerford, including17

those insured by Medicaid?18

MR. JOSEPH: As I mentioned earlier, we19

have the largest behavioral health service in the State20

of Connecticut, everything from the Institute of Living21

and Natchaug Hospital on the inpatient side to school-22

based programs, the outpatient centers, etcetera, and we23

have been able to deploy those services and programs24
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based specifically on the needs of the communities in1

each of the three regions we serve.2

And I think someone earlier referenced, I3

know our application referenced a community health needs4

study that will be conducted to help us identify the5

specific ways that we can apply that capability in the6

Northwest region of Connecticut.7

We have not had a chance to go through8

that planning process yet, but we’re excited by it.9

Another example would be our commitment to10

embed a behavioral health specialist inside primary care11

offices, as we get more familiar with where the needs12

reside inside this community.13

MS. MITCHELL: Okay. And other theme that14

I’ve heard through the Direct testimony is the challenge15

in recruiting qualified medical professionals to16

Charlotte Hungerford, and I wanted to know if you can17

specify some of the changes that you’ll implement, in18

order to enhance recruitment of those professionals.19

MR. FLAKS: Yeah, so, this is Jeff Flaks20

speaking. We have, as previously described, a medical21

group that supports all of Hartford HealthCare, which has22

approximately 500 physicians in it today.23

Embedded within that group is a physician24
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recruitment function, so we have an infrastructure that1

operates routinely that is in regular pursuit of bringing2

new physicians and specialists to be deployed across3

communities that we serve within Connecticut.4

I would say, specific to your question,5

until we complete the medical staff development survey6

and specific study that needs to be done in conjunction7

with Charlotte Hungerford, we can’t be more specific8

about the services and physicians that will need to be9

recruited in this community, but once those are10

identified, we have the capacity and the infrastructure,11

in terms of the approaches and techniques, to deploy here12

like we do today routinely in all other components of13

Hartford HealthCare really quite successfully.14

MR. McINTYRE: If I may, as well, add to15

Jeff Flaks’, Dan McIntyre, an example of how great it is16

to work with Hartford HealthCare is that we lost a17

general surgeon about a year ago, and, after speaking18

with our, and I trust the attorney to make sure that it’s19

okay for us to work with Hartford HealthCare on physician20

recruitment, the medical staff that Jeff Flaks is talking21

about reached out to us and said we’ll help you with22

that.23

We were fortunate that we saw a number of24
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candidates, and we’re very happy and proud that,1

effective this August, we are replacing a general2

surgeon, who would have never even returned my phone3

call. Believe me, I’ve been making a lot of phone calls4

over the last six years, but he was told by the Hartford5

HealthCare that Charlotte was a well-respected community6

hospital, and the culture here was good, and he should7

meet with us, and, so, we did that, and he was also being8

recruited by another hospital, and, either one, both of9

them were Hartford HealthCare hospitals, and he chose10

whoever he thought was the best match, but I have to tell11

you I’ve been chasing these guys around for so long it12

just took a little nurturing and direction from Hartford13

HealthCare to help us land this surgeon.14

It’s really important for, you know, this15

is the area we serve, these three or more general16

surgeons, and, so, we were down to two, and you can17

imagine what the other two guys were like taking call,18

all that call and trying to function all night long and19

then all day long, so there’s an example right there.20

MS. MITCHELL: Okay. Just one last21

follow-up question. I just want to make sure I’ve got it22

in my notes correctly.23

The physicians’ group, that’s Hartford24



HARTFORD HEALTHCARE CORP./CHARLOTTE HUNGERFORD HOSPITAL
MAY 8, 2017

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

69

HealthCare Medical Group?1

MR. FLAKS: Correct.2

MS. MITCHELL: Okay. I don’t think we3

have any other questions. Thank you.4

HEARING OFFICER HANSTED: Thank you.5

Before we get to the first person for our public comment6

section, I just want to take a five-minute break. If7

everyone can please be back here promptly in five8

minutes? Thank you.9

(Off the record)10

HEARING OFFICER HANSTED: Okay. We’re11

going to get started here with the public comment. As I12

stated earlier, we will be calling names off the sign-up13

sheet in the order that you signed up.14

We, as always, we defer to elected15

officials. Leslie, if you want to begin?16

MS. LESLIE GREER: All right. We ask that17

you keep your comments to three to five minutes minimal.18

The first three officials we have are Roberta Willis,19

Elinor Carbone and Candy Perez. If you’d please come up20

front?21

MS. ROBERTA WILLIS: Good afternoon. Nice22

to see all of you here. Thank you for this opportunity23

to testify.24
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For the record, I am Roberta Willis, the1

former State Representative, representing nine towns in2

Northwestern Connecticut, including the City of3

Torrington.4

I’m sorry my former colleagues cannot be5

here, because of business in Hartford, so you’re going to6

have to make do with the less-than-honorable as opposed7

to the honorable.8

I’m here to support the Charlotte9

Hungerford Hospital and Hartford HealthCare’s application10

for a Certificate of Need that is required for an11

affiliation and transfer of ownership to be completed.12

As a public official, I have been involved13

with Charlotte Hungerford since 2000 through 2017. I am14

keenly aware of the challenges they had faced over the15

years, which have been significant.16

It is an extremely well-managed hospital,17

but the challenges and the pressures that finally got18

them to this day is understandable, but it’s not because19

of -- a lot of forces outside of their control.20

In September of 2016, eight State21

representatives representing the communities of Northwest22

Connecticut wrote to OHCA to express our wholehearted23

support of this proposed affiliation.24
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Charlotte Hungerford’s continued presence1

is essential to serving the future health care needs in2

this area. Hartford HealthCare is a quality health care3

institution that will strengthen our access to health4

care in our region.5

We welcome this affiliation that will6

ensure we continue to have access to the services we7

presently receive, and we welcome the prospect of having8

increased access to a greater network of professional9

providers.10

We also look forward to the additional11

opportunity for expanded services and financial stability12

when Charlotte Hungerford joins the Hartford Hospital13

system.14

The health care landscape in Connecticut15

has changed in multiple ways, and the future of our16

hospitals on a Federal and State level are not bright at17

the moment.18

Physician recruitment is also very19

difficult for a small hospital, as you have heard many20

times already.21

Many of the changes have been increasingly22

difficult for hospitals, especially our small independent23

hospitals, to sustain themselves.24
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Already three-quarters of Connecticut’s 281

general hospitals are either part of a larger system or2

in talks to join one. To survive in the present health3

care landscape, the State’s small hospitals require a4

sustainable network.5

This partnership will help position our6

hospital to remain a financially-viable health care7

institution and resource for people in this area.8

I would like to publicly thank at this9

time the administration of Charlotte Hungerford Hospital10

and the Board members.11

I know how difficult this decision was for12

you, and you decided to take one step at a time to make13

sure that the health care needs of this community are14

protected.15

This is a very complex process, as we all16

can see, and they ensured that it was thorough and in the17

best interest of all of us, so thank you very much to the18

Board and to the hospital.19

I thank you for considering the20

Certificate of Need application being submitted by21

Charlotte Hungerford and Hartford, and I can say, I think22

I can say with confidence the community is hopeful that23

this application is approved as expeditiously as24
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possible, as delays will only result in further financial1

strain for the hospital.2

Again, thank you for your consideration,3

and I and the community thank you again for coming out4

here and holding the hearing.5

I will pass the baton to the Mayor. She’s6

honorable.7

MS. ELINOR CARBONE: Thank you, Roberta.8

Excuse my back. Good afternoon. My name is Elinor9

Carbone. I’m the Mayor of the City of Torrington, and10

I’m here in support of the application for the11

affiliation of the Charlotte Hungerford Hospital and12

Hartford HealthCare Corporation.13

I want to thank the members of the panel14

for allowing me this opportunity to speak, but I also15

wish to acknowledge the diligence and comprehensive16

process exerted by the Charlotte Hungerford Hospital17

Board of Governors in evaluating the need for strategic18

partnership with a larger health system to sustain the19

hospital’s operational, financial and clinical20

enterprise.21

I know that that was not an easy22

undertaking. Those are very big decisions when you’re a23

small community hospital that has been in existence for24
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over 100 years, and I’m grateful for the foresight that1

this hospital and Hartford HealthCare Corporation has2

recognized.3

I wish to be clear that the success of4

this affiliation is a critical component to the economic5

resiliency of the City of Torrington, and I cannot6

overstate the importance that this affiliation has to the7

future of the City of Torrington.8

As I understand the goal of the Office of9

Health Care Access, planning and regulation activities10

are to improve health of Connecticut’s residents,11

increasing accessibility, continuity and quality of12

health services, prevent unnecessary duplication of13

services, and provide financial stability and cost14

containment of health care services.15

I won’t belabor the statistics and data16

that have been provided in the Certificate of Need on17

file that demonstrates these goals or how these goals18

will be attained, but I do wish to point out the19

community benefits presented by this affiliation that20

deserve to be highlighted and given due consideration at21

this time.22

As we know, the Charlotte Hungerford23

Hospital has identified that, without a capable health24
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system partner, it faces an uncertain future with the1

mounting financial pressures, shifting demographics,2

inability to meet growing demands of consumers and its3

market, in addition to health professional shortages,4

which I heard repeatedly in testimony, in its service5

area, and the steep ongoing capital requirements.6

Charlotte Hungerford Hospital is a major7

employer in the City of Torrington, and, as a distressed8

municipality, with an unemployment rate that exceeds the9

State average, we are reliant on the sustainability and10

pray for the resiliency in our leading employer.11

For over 100 years, Charlotte Hungerford12

Hospital has provided this community with high-quality13

jobs that has sustained our economy.14

Through this affiliation, the community15

served by the Charlotte Hungerford Hospital will benefit16

from the enhanced access to primary and specialty care17

services, ability to attract and retain talented18

physicians, access to capital for facility and19

programmatic investment, technologies and access to20

population health and quality improvement expertise.21

With a goal to improve financial and22

operational stability, this affiliation should meet, if23

not, exceed our expectations for resiliency.24
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Litchfield County is leading the State in1

the aging of our population. In fact, over the next 102

years, Torrington alone is projected to see a 39 percent3

increase in our 65 and older population. I will be one4

of those.5

This shift in demographics will certainly6

dictate an increased reliance on high-quality local7

geriatric health care.8

As stated in the Certificate of Need, this9

affiliation has proposed a creation of a geriatric10

medicine institute at the Charlotte Hungerford Hospital11

and the establishment of the Northwest Region for a new12

site, the Center of Healthy Aging.13

This is an innovative and nationally-14

recognized senior-oriented program, designed to provide15

expanded community-based access to a full complement of16

programs and resources for the aged.17

Torrington and all of Litchfield County is18

also challenged with access to public transportation.19

The delivery of high-quality health care outside of the20

Northwest Corner would impede access to the health care21

and could be devastating to the entire county.22

Hartford HealthCare’s commitment to23

enhance and support the level of services provided at24
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Charlotte Hungerford Hospital and with the expansion of1

health programs in its service area is essential to2

changing the health concerns that have already been3

identified in the Community Health Needs Assessment.4

What I have learned over these past four5

years as the Mayor of the City of Torrington is that real6

progress and success is made only through partnerships.7

What has impressed me most about this8

proposal is that Hartford HealthCare Corporation and the9

Charlotte Hungerford Hospital have recognized the need10

for strategic partnership beyond the medical community.11

In their proposal as a plan to support the12

county’s participation and the CDC-sponsored community13

transformational grant program, this is a program14

designed to develop strategies to promote healthy living15

in the area.16

Our local Fit Together Group has been17

working diligently. I can say this. I was a member of18

the original structure of this committee, and I continue19

to monitor its progress.20

It has really undertaken a real effort to21

improve healthy living and pioneering a healthy community22

here in the Northwest Corner.23

In addition to that commitment, we are24
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looking at a significant commitment in the way of funds1

that will help to enhance economic and community2

development in the service area. This investment is sure3

to reap benefits that are far-reaching and longstanding4

in this community.5

So, in conclusion, I cannot overstate the6

importance of this hospital affiliation and the continued7

viability of not only our local community hospital, but,8

also, the City of Torrington.9

I thank you, again, for the opportunity to10

speak before you today.11

MS. CANDY PEREZ: Good evening, everyone.12

My name is Candy Perez. I’m representing the Town of13

Winchester. I currently serve as Mayor there.14

A lot of what Elinor and Roberta have15

already said applies to Winchester, as well. I’m here to16

support the application of Charlotte Hungerford and17

Hartford Hospital.18

Charlotte has always been a good partner19

in Winsted. We have an emergency room and some other20

services with mammography, blood drawing, etcetera,21

etcetera.22

It would be devastating to the Town and23

surrounding areas if we were not able to continue health24
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services within our town or even the services that apply1

in Torrington, because I know that, once they come to2

Winsted, sometimes they’re transported down to3

Torrington.4

The business climate, of course, of health5

care tell us that things need to change, and everybody6

that’s been involved in this has really done a great job7

in getting out in front of the issues, and Elinor had8

mentioned a lot of those.9

The location in Winsted, especially, and10

we hope that the services continue and expand there,11

reaches out to many other communities, as well.12

We are the farthest out on Route 44, and13

then you have to go at least another 45 minutes or14

another hour out to Sharon for the next hospital that you15

would find out in that direction, so I’m sure Colebrook16

and Norfolk would probably also have comments on that,17

but the services that we provide will also be reaching18

out into the further communities and even Southern19

Massachusetts.20

The economic drivers of health care in the21

area are so important to the economic stability in22

Torrington and Winsted and in the region, as so many jobs23

are provided through the hospital, through affiliates and24
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through doctors’ offices, so we’d really appreciate that1

that continue, plus the expansion and more delivery of2

services that Hartford would bring.3

I know Elinor talked about the geriatric4

services, but I’d like to talk about the youth services5

that provide.6

In Winsted alone, on a daily basis during7

the school year, there are over 2,000 students just at8

the elementary and high schools in the area. Add the9

Northwest Community College to it, there is a tremendous10

need for services for the youth population, not only for11

emergency services, but for doctors’ visits, sports12

physicals, etcetera, etcetera, as things go on.13

Considering our region, as well,14

summertime populations explode, in terms of being at the15

lakes, at the ponds, driving through town and whatnot, so16

any services that we have in town will be used quite well17

by all these people that come through.18

The aging in the region is obviously19

something that’s been talked about for a long time. I20

hate to admit it, but I am one of them, so we do know21

that all these services and being able to reach them22

easily that’s the hardest thing.23

Today, I had to go to Avon. You know,24
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that little tick got me, you know, the one they’ve been1

warning about, and, so, my primary care I happened to go2

over there, and I happened to go over there, but know3

that, for me, it’s easy, but, for other people, it is4

not.5

For other people, it would be more6

difficult to do that, so I ask you all to support this7

application. It’s a great thing for our region and a8

great thing for all the citizens of our communities, so9

thank you.10

(Whereupon, the public presented11

testimony.)12

HEARING OFFICER HANSTED: Okay, thank you,13

everyone, for the public comment. We’re going to move at14

this point onto OHCA’s questions.15

MR. LAZARUS: Good evening. Steven16

Lazarus. OHCA will begin its questions, and we’re going17

to address it to the Applicants’ panel, and you can18

choose whoever is the best person that can respond to19

that particular question.20

With respect to the transfer of the21

ownership of the hospital, it’s important to OHCA that22

the specific needs of the local community will be met.23

It’s also important to OHCA that these24
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needs identified in the community needs assessment will1

be reflected in the hospital’s community building2

programs and community benefit activities.3

The following questions are going to4

pertain to the community health needs assessment, as well5

as to the community building programs and community6

benefit activities.7

So the first question is will Hartford8

HealthCare be primarily responsible for Charlotte9

Hungerford Hospital’s 2016 through 2019 community needs10

health assessment or will be it Charlotte that will be11

responsible?12

MR. COWHERD: Mr. Lazarus, maybe we can13

have Brian Mattiello of Charlotte speak to the status14

right now of the CHNA for Charlotte.15

MR. LAZARUS: That would be terrific.16

MR. MATTIELLO: For the record, Brian17

Mattiello, Vice President of Organizational Development,18

Charlotte Hungerford Hospital.19

MR. LAZARUS: Good evening.20

MR. MATTIELLO: I appreciate the question,21

because most of what you heard tonight is reasons why we22

must pursue this affiliation. This gets into reasons why23

we want to. There’s incredible opportunity here for us.24
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We have a fine tradition of serving the1

ill and injured in this area, but, a number of years ago,2

we knew that that mission sat in a broader context of3

really how well and how long people live in this4

community, so we took the IRS charges very seriously,5

have done some assessments previously, but wanted to6

embrace fully the spirit behind where the federal7

government was going.8

Did two comprehensive health assessments,9

one in 2012 and the second we completed December 2015.10

We provided those to you. And then each of them resulted11

in a community health improvement plan.12

We told you what the key focus areas were13

for us. In essence, as our demographics change, no14

surprise, we have some lifestyle challenges here, and15

cardiovascular health is certainly a focus for us.16

A number of small things that were masked17

by what really in Litchfield County is generally strong18

health outcomes that we have, but the distribution of19

health is a concern and as the demographics change, so20

there’s real things that require our attention.21

I would tell you that I think we do the22

technical stuff really well. We do planning really well.23

You heard tonight the spirit of collaboration that’s out24
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here. It’s a quilt, not a web. And then we are1

surrounded by some unmet need, because the resources that2

we’re able to commit aren’t quite enough, and, so, we3

feel like we come up short, even though the will is4

there.5

When we were considering an affiliation6

with Hartford HealthCare, we took time to understand how7

they assess, plan and execute, and there’s a number of8

steps ahead of us.9

Their technical knowhow, their10

intellectual knowhow, the resources that they’ve11

committed to the program, they go beyond just looking at12

access. You know, creating a program in education, they13

really are transformational in their approach, and we14

would expect to benefit from that.15

The two other areas that are very clear in16

our application before you, where we would expect to17

benefit, not only executing this current health18

improvement plan, but in assessing and planning that goes19

ahead, and that is the transformation grant. It’s20

100,000 to our Fit Together Program here, which is really21

where we do our key planning for health improvement and22

coordinate activities.23

The second is the $2.5 million grant that24
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we’ll be making to the community foundation here, which1

will be followed by a fund agreement, which will detail2

out what those are, but, in essence, what you need to3

understand about that commitment is that’s looking4

upstream and looking at the social determinants of health5

and truly looking at the overall health of the economy6

here, and we have great expectations around that.7

Those are two very explicit commitments in8

this affiliation agreement, so this is an area that holds9

some great promise for us.10

MR. LAZARUS: So, just to clarify, so,11

moving forward, you see this as more of a collaborative12

process with Hartford HealthCare when it comes to13

assessing the next, for example, the next need?14

MR. MATTIELLO: I do. One of the15

attractive parts of Hartford HealthCare is that they do16

both system-wide assessments, I think they conducted17

their first, as well as interpreting all of this on a18

community level and taking that network very seriously,19

going an extra step to understanding the causes, so it20

would be foolish for us not to take advantage and to21

fully integrate our continued plan with really the acumen22

that they have in that area.23

MR. LAZARUS: All right, thank you. Have24
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you incorporated in your most recent community needs1

health assessment the CDC’s 6/18 initiative?2

MR. MATTIELLO: CDP? I’m sorry.3

MR. LAZARUS: CDC’s 6/18 initiative.4

MR. MATTIELLO: No, we have not.5

MR. LAZARUS: You have not. Is that6

something you are planning to incorporate into your --7

MR. MATTIELLO: Could you just tell me,8

specifically, what that is? I’m sorry.9

MR. LAZARUS: Sure.10

(Multiple conversations)11

MR. LAZARUS: -- I believe there are six12

priorities that they’ve set in place, and, you know, and13

they have different initiatives that go towards those14

priorities, and that’s something that’s a federal15

requirement, so is that something you would be16

incorporating in your next, because I believe that --17

MR. MATTIELLO: Well, if it’s a federal18

requirement, we certainly will, and I’m certain that I19

could tie back the way we, the framework that we’ve used,20

but forgive me for not being familiar, specifically, with21

that framework, but we did interpret our health22

assessment very clearly and translated it into actionable23

items, but I will take some time to look at that closely.24
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MR. LAZARUS: All right. Have you, or1

would you be willing, or would have any concerns2

incorporating the Department of Public Health’s Healthy3

Connecticut State Health Improvement Planning to4

Charlotte’s community needs health assessment or the5

implementation plan?6

MR. MATTIELLO: I believe that was already7

considered as part of our 2015 assessment, but,8

certainly, if we could take further advantage of that, if9

looking at our health improvement plan you see that we10

may have missed something, certainly take a closer look11

at that, but I believe our work did incorporate the DPH12

framework or policy.13

MR. LAZARUS: All right, thank you.14

Turning towards the community benefits funding, can you15

provide us some of the examples that are currently16

provided to the community as part of Charlotte17

Hungerford’s community benefits programs and community18

benefit activities? Can you give a couple of examples19

and talk about that?20

MR. MATTIELLO: So we did provide a21

compendium that was all of 2016. We submitted it as part22

of our record to you, and, in that, you’ll find support23

groups in the area, the physician talks in education that24
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we sponsored, direct programming in the community, where1

we provide screenings, support of wellness programs among2

employers in the area, and the work of Fit Together,3

which adopted the 5210 model that came out of Maine that4

we thought was most compelling for us, made sense,5

focuses on workplace, focuses on community messaging, and6

then some key work in schools, with particular emphasis7

on preschools.8

We have adopted that model and have9

activity in all three of those levels. We submitted that10

to you, as well, in greater detail.11

All of that can be tied back to our12

Community Health Improvement Plan, but we wanted to show13

you in greater detail in that document that we provided14

really how that plays out throughout the year.15

MR. LAZARUS: All right, thank you.16

MR. COWHERD: Just for clarification, Mr.17

Lazarus, that’s Exhibit 7 of the completeness responses.18

MR. LAZARUS: Thank you. Some of the19

testimony was pre-filed, also, for the application, and20

you just referred to it, as well, the $2.5 million that’s21

going to be distributed to the Northwest Community22

Foundation. That’s on the closing.23

In addition, there’s an annual grant of24
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$100,000 per year for five years provided by Hartford1

HealthCare to Fit Together to support the participation2

of the CDC-sponsored Community Transformation Grant3

program. What is the funding source for that $2.54

million?5

MR. MATTIELLO: Yeah. It’s going to be6

part of our unrestricted endowment initially. The gift7

will be made over to the Community Foundation.8

I believe that, post-closing, we can have9

a further conversation with Hartford HealthCare10

ultimately about our resources in support of this, but,11

initially, it would be the unrestricted funds from the12

Charlotte Hungerford Hospital endowment.13

MR. LAZARUS: Will the $2.5 million be14

included in Charlotte’s community benefit and building15

activities for 2017 and 2018?16

MR. MATTIELLO: The answer to that is it17

depends on what type of activities are prioritized18

through that. There would be a fund agreement that would19

be entered. There would have to be very explicit domains20

where the dollars would be spent, and then decisions will21

have to be made on their distribution.22

It really wouldn’t be until that time that23

those decisions are made by a group that has to be24
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assembled in accordance with the fund agreement, that1

some of those dollars might tie back to our community2

benefit work, but they may not, since there’s a broader3

purpose that we have in mind, which is focusing on4

business growth and diversification, as well as workforce5

development, in addition to the social determinants of6

health.7

MR. LAZARUS: Thank you. Will there be8

any additional funding beyond the initial $100,000 for9

the community benefits and building activities?10

MR. MATTIELLO: That’s our current11

commitment that Charlotte makes to this effort. We could12

describe it in hundreds of thousands, but tens of13

thousands, certainly, that we commit to the effort, along14

with our partners.15

The YMCA contributes resources. The16

United Way, the local area health district are all17

committed to our efforts, but we would describe ours in18

tens of thousands. This 100,000 a year for five years is19

certainly encouraging news.20

MR. LAZARUS: Now it’s also stated that21

Hartford HealthCare will evaluate investing another $2022

million for discretionary program and service23

opportunities in the Charlotte service area.24
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Can you provide specific details on the1

anticipated use of the $20 million and describe how it2

relates to the community benefits?3

MR. COWHERD: Mr. Lazarus, just as a point4

of clarification, the specific uses of any of the funding5

here has to be part of the strategic plan in the6

affiliation agreement, when, actually, the parties can,7

in conformance with the anti-trust laws, talk about8

strategic initiatives.9

In the affiliation agreement, there are a10

listing of potential programs and services, and maybe11

Jeff Flaks can speak to generally, you know, what the12

parties are actually contemplating possibly, so leave13

that to Jeff.14

MR. FLAKS: At a broad level, the $2015

million will be used for expansion of programs and16

services, identification of different opportunities, as17

our counsel indicated, as a result of the strategic18

planning process, so pending that study, we can’t be more19

explicit, but, in our past experiences, the investments20

were to address specific needs and specific areas of21

opportunity.22

MR. LAZARUS: Okay. What’s going to be23

the funding source for that $20 million?24
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MR. JOHNSON: As I had mentioned earlier1

in my testimony, we will be allocating approximately five2

percent of $175 million of Hartford HealthCare free cash3

flow, which is commensurate with the overall proportional4

size of Charlotte Hungerford, which is about $10 million5

a year, times seven years, is, again, about $70 million,6

so it fits very neatly, in terms of our available free7

cash flow, so we’re not planning to borrow that money.8

That is part of our annual capital allocation.9

And just to maybe elaborate a little bit10

further on your earlier question, if you recall, Elliott11

Joseph had mentioned that today it’s more than being just12

a hospital.13

In order to meet a community’s needs, you14

need to have things like urgent care centers, build our15

physician practices. There are a number of different16

surgery centers. It could be any of those things. Those17

decisions will be made in collaborative discussions18

between the Charlotte Board and community Board and19

Hartford HealthCare. I hope that helps.20

MR. LAZARUS: Thank you. That was21

helpful. You had mentioned something about the strategic22

plan. What type of timeline are you looking for after,23

say, the closing for some sort of performance strategic24
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plan to be put together for services?1

MR. COWHERD: The affiliation agreement2

specifies that that would be 120 days post-close.3

MR. LAZARUS: Okay. We’ve heard quite a4

bit about the advantages of partnering with a Hartford5

HealthCare type of system. What are some of the specific6

programs and activities that this proposal can bring to7

the Charlotte community beyond what Charlotte can8

currently provide?9

MR. COWHERD: Well maybe Jeff Flaks can10

speak to it. I think we’re really talking about that11

listing at 5.4 for potential programs and services.12

MR. FLAKS: If you’d give me just a13

second? Generally speaking, it’s additional services14

that don’t exist here today that do exist within our15

network, where we have the capacity to bring those16

services here to the community, so, in 5.4, there’s a17

listing that starts to identify a range of services, but,18

in fact, that range, even in and of itself, is far lesser19

than it really could be.20

We have numerous examples to our health21

system, where we’ve been able to deploy in each one of22

our regions a whole series of subspecialty services,23

whether it’s a full-time program or program that might24
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reside there 30 hours or eight hours, depending what the1

community need would be, so this is a reflection of what2

we, at a high level, would evaluate today, but, again,3

pending what the plan is, depending what the community4

need is and depending where we have capacity or future5

innovation, you know, our experience has been, you know,6

we continue to, through innovation, identify new places7

to put new services.8

MR. LAZARUS: Thank you. We talked a9

little bit about this, it’s been mentioned a little bit10

about the social determinants of health.11

How do Hartford HealthCare community12

benefits program relate to the social determinants of13

health?14

MR. FLAKS: Let me ask Dave Whitehead, who15

is our Senior Vice President of Strategy, who has16

oversight in that area, speak to that, specifically.17

MR. WHITEHEAD: For the record, Dave18

Whitehead, Chief Strategy Officer, Hartford HealthCare.19

To Mr. Lazarus’ question, social20

determinants of health we’ve put into five priority21

areas; health and health care, obviously, economic22

stability, neighborhood and build environment, so really23

looking at this from a demographic position at a24
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neighborhood level and identifying what specific social1

determinants of health are unmet within a neighborhood,2

social and community context and education and behaviors.3

So the process that we’ve undertaken from4

a community benefit perspective, and this will follow-up5

on some of what Brian mentioned earlier, is going beyond6

what the IRS guidelines require us to do. That’s7

reporting numbers.8

This is actually going in and studying9

communities and neighborhoods and looking at educational10

attainment, looking at food deserts, looking at access to11

not just health care services, but community services,12

and looking at housing, so those four main criteria are13

what we’re building into our community health needs14

assessment process, but, more importantly, the social15

determinant of health improvement plan within each of16

these communities.17

And, again, I would emphasize breaking the18

community down into neighborhood blocks.19

MR. LAZARUS: And would that be comparable20

to -- will it be done at Charlotte?21

MR. WHITEHEAD: Yes. Yes. With your22

approval of this affiliation in Charlotte joining the23

Hartford HealthCare network, we have structured this work24
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at the local level, so the regional Boards will have1

oversight of the process to identify those needs, and the2

Charlotte community will participate in identifying those3

particular needs.4

We’ve identified four. They may not be5

the same four here, so it would be presumptuous of me to6

sit here and say that those four apply to this community.7

We have to go through that process once we’re allowed to8

do that.9

MR. LAZARUS: All right, thank you.10

MR. WHITEHEAD: You’re welcome.11

MR. LAZARUS: One of the things, I believe12

it was on 500 of the application, states that Charlotte13

Hungerford will participate in the future community needs14

health assessment conducted for the Northwest Regional as15

part of the Hartford HealthCare system-wide community16

health system’s approach or process.17

How will input be solicited from the local18

community and general public before contemplating any19

forthcoming community needs health assessment whether20

it’s for the strategic plan or the capital plans?21

MR. COWHERD: Just let me clarify. Page22

500 being Mr. Flaks’ pre-filed testimony?23

MR. LAZARUS: Yes.24
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MR. COWHERD: That was just a long1

question.2

MR. LAZARUS: Barring the introduction,3

basically, we’re trying to get to how will the input or4

how will input be solicited from the local community and5

general public before completing any forthcoming6

community needs health assessment, strategic plans, or7

capital plans?8

MR. COWHERD: And Mr. Flaks covers just9

generally how, and Mr. Whitehead can speak to the system-10

wide CHNA.11

MR. WHITEHEAD: So beyond what is in Mr.12

Flaks’ testimony, although that is a component of it,13

because it does mention the financial commitment that you14

previously asked about, we are undertaking the process15

right now for our next three-year cycle, internet cycle.16

We do a statistical survey of the17

community, followed by focus groups. Those focus groups18

are then followed up by what I would call community19

networking opportunities, where we actually hold open20

sessions and invite members of the community,21

specifically our partners in the delivery of health and22

social services, to come to the table and review the23

priority, priorities that are identified through the24
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survey and focus group process.1

Throughout this process, I also want to2

underscore the local regional Board is very actively3

involved, as is the leadership team within the region,4

and then, from that, we will create the Community Health5

Improvement Plan, based on the identification and ranking6

of those needs, so it’s a very scientific and rather7

sophisticated process.8

Actually, in our community outreach9

meetings, folks that are participating are actually10

voting on priorities. It was very community-driven.11

MR. LAZARUS: Those community outreach12

meetings, that’s for general public?13

MR. WHITEHEAD: Yes, it is.14

MR. LAZARUS: Beyond the partners?15

MR. WHITEHEAD: Yes.16

MR. LAZARUS: I think I’m all set. Mr.17

Carney?18

MR. BRIAN CARNEY: Good evening. Brian19

Carney, OHCA staff member. I have a couple of questions20

about the governing Board.21

OHCA wants to ensure that the concerns and22

needs of all of the community are adequately-represented23

and that there’s a sufficient level of community24
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involvement.1

Page 325 of the application states that,2

upon closing the transaction, the Northwest Regional3

Board will be formed. The composition of the Board will4

be the Board of Directors of TCHH immediately prior to5

closing, plus four additional NRB members post-closing.6

That will be chosen by Hartford HealthCare. Two from7

senior management and two additional individuals, who8

meet the desired characteristics developed by the HHC9

Board.10

Could you just explain how those four11

members will be chosen and discuss the desired12

characteristics that will be required, in order to be13

nominated to the Board?14

MR. FLAKS: By all means. I’m going to15

invite Marge Marchak, who is our Senior Vice President16

and Chief Legal Officer Counsel, who oversees this area17

at Hartford HealthCare, to speak to it, specifically.18

MR. CARNEY: Thank you.19

MS. MARGARET MARCHAK: Good evening. You20

had a number of questions in there, so let me see if I21

can recall each one.22

MR. CARNEY: Sure.23

MS. MARCHAK: The composition of the Board24
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at closing would be the current Charlotte Hungerford1

Board members that existed, about 15, and then HHC would2

appoint four members, four additional members. Two would3

be members of senior management, and then the other two4

would be selected, based on criteria that the Hartford5

HealthCare Board developed, based on good governance6

practices, looking at what would the characteristics7

should be for a non-profit Board that is involved in8

community benefit, quality and safety, so some of those9

characteristics might be clinical background, quality10

background, IT, data analytics, those kind of11

characteristics.12

MR. CARNEY: Okay. On the same page, it13

says the application states that the Hartford HealthCare14

Board has developed a list of desired characteristics and15

diversity considerations for Directors.16

Can you provide OHCA with a copy of that17

document?18

MS. MARCHAK: I can.19

MR. CARNEY: Okay.20

HEARING OFFICER HANSTED: Okay. I’ll21

order that as Late File No. 1.22

MR. CARNEY: Would those two members be23

likely members of the community?24
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MS. MARCHAK: We would typically look to a1

number of characteristics, so it’s not outside of the2

possibility, for sure.3

MR. CARNEY: Okay. That’s all I have on4

Governing Board. The next question has to do with5

physician recruiting, and we touched on it earlier a6

little bit. OHCA is interested in understanding how7

physician recruitment will relate to the integration8

plans submitted in response to completeness questions.9

Just to go a little bit further, how will10

the proposal help stabilize physician losses at Charlotte11

in primary care and other major service lines and also12

help with future physician recruitment?13

I’m not sure that you have a physician14

recruitment plan yet by service line, but when do you15

expect to develop that plan, and what are the time frames16

for recruiting these new physicians, and will you17

possibly integrate Hartford HealthCare’s Hartford Medical18

Group type model into the local Charlotte service area?19

MR. FLAKS: Yes. So, first, post-once20

we’re permitted to do so and it’s permissible, we will21

work together and ultimately collaborate to create that22

physician recruitment needs assessment, which will23

generate the plan that we ultimately will work off of as24



HARTFORD HEALTHCARE CORP./CHARLOTTE HUNGERFORD HOSPITAL
MAY 8, 2017

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

102

we go forward.1

That plan will be specialty-specific, so2

it will go from primary care through other community3

medical needs that exist within the community, and each4

one of those needs can be addressed in different ways,5

so, in some instances, we’ll be partnering with private6

practices and looking to figure out mechanisms that we7

can find alignment with private practices to support8

recruitment and growth within those private practices.9

In some instances, it will be through the10

Hartford HealthCare Medical Group, where we have, as I11

indicated earlier, approximately 500-plus physicians that12

effectively covers nearly all specialties, where we would13

have the capacity to bring physicians in through that14

medical group.15

And as I also did indicate earlier, we16

have a structure, physician recruitment structure, that17

operates full-time in-house that is very well-established18

that does these services on behalf of all the member19

organizations within the system, so it will be a multi-20

faceted approach.21

There’s a number of different strategies22

and tactics that we utilize, dependent on circumstances23

and whatever the legacy dynamics that exist within any24
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given hospital and community.1

And then, lastly, with respect to your2

point about timing, the timing will vary, based on time3

of year, where we are on the cycle of graduation for4

physicians, who are entering practice, and it’s also5

specialty-dependent, where there’s additional sub-6

specialty training.7

Sometimes it takes longer post-commitment8

than it does in other instances, so it will be variable,9

based on specialty, but that will ultimately be factored10

into the plan that we put forward, so it’s a fairly11

sophisticated methodology that goes into the planning12

process.13

MR. CARNEY: Okay. Thank you very much.14

MS. KAILA RIGGOTT: Can I just interrupt15

with one quick question? Does Charlotte currently have a16

physician recruitment plan?17

MR. MATTIELLO: This is Brian Mattiello.18

We did submit, as part of our completeness questions, I19

believe it’s page 328, a listing of our current20

recruitment needs, and, since then, we’ve been able to21

fill one and we’re at the others.22

Also, Table 19, which is -- sorry. We23

also submitted to you a manpower study, which has Table24
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19, which projects over the next 10 years what our1

physicians’ needs are, due to either retirements or2

population changes and what the demands associated with3

that would be, and it shows that, over the next 10 years,4

we’d need close to 30 physicians to continue the5

standard, so we have a tall order in this respect.6

Both have been provided to you; one7

manpower study, and the other is page 328, which lists8

our current recruitment activities.9

MS. RIGGOTT: Thank you.10

MS. CARMEN COTTO: From a financial11

standpoint, OHCA is required by statute to consider the12

financial feasibility of each proposal or how a proposal13

will impact a financial strength of this state’s health14

care system.15

The following questions pertain to16

financial projections, reimbursements and cost, in17

general. Our first question is please discuss the18

capital commitment that Hartford HealthCare will provide19

to Charlotte Hungerford specifically in reference to the20

eight categories in amounts provided on page 341 and 48521

for the application.22

MR. COWHERD: 341?23

MS. COTTO: Yes.24
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MR. COWHERD: And 485?1

MS. COTTO: And 485.2

MR. COWHERD: Can you give us a moment?3

MS. COTTO: Which is the pre-filed4

testimony for Mr. McIntyre, is 485.5

MR. JOHNSON: So, to be clear, I’m on page6

341 right now, and is your -- I’m not sure I understand7

what your specific question is related to this.8

MR. COWHERD: Ms. Cotto, just exactly9

repeat? You mentioned the investments. Just exactly10

what aspect of it we’re talking about?11

MS. COTTO: They're in categories in Mr.12

McIntyre’s pre-filed testimony, and those are the same13

categories that are on 341. We just want to allow you to14

elaborate more on how the $73 million will be broken down15

into all categories and --16

MR. COWHERD: I think that’s been spoken17

to before, so, you know, Mr. McIntyre’s testimony has18

major service line opportunities, inpatient care and19

quality improvement, behavioral health, community20

engagement and benefit-shared services, infrastructure21

improvements, IT systems, provider and continuum22

integration.23

I think that’s a lot of what Mr. Flaks was24
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just talking about, in terms of the strategic plan and1

the parties coming together to determine how there might2

be investments in those separate areas, but, as of yet,3

they can’t determine that specifically, because of legal4

prohibitions on strategic planning of that type among5

hospitals that are currently competitive.6

MS. COTTO: So after -- back to the table7

on 341, though, there’s a lot of zeros on many of those8

categories and it’s not explained why there are no9

numbers it looks like the $73 million is already broken10

down to only three of the eight categories.11

Now are you saying that, after this12

strategic plan, then you’ll be able to indicate to us how13

much of the 73 million will be distributed to those14

categories?15

MR. COWHERD: Maybe some clarification.16

First of all, the $20 million amount is a discretionary17

fund. The 50 million is over a seven-year period, and I18

believe we can talk to some general time periods on the19

allocation of those monies, so just a little more20

specificity would help us.21

MR. LAZARUS: Carmen, I think -- maybe we22

can help clarify. I think what Carmen is trying to say23

there’s a chart on page 341.24
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MR. COWHERD: Right.1

MR. LAZARUS: And there are a bunch of2

categories listed there, and they add up to a total of 733

million.4

MR. COWHERD: Correct.5

MR. LAZARUS: However, there are two or6

three categories in there that have no amounts in there,7

so we’re trying to figure out are those also accounted8

for since there’s no monies allocated? There was nothing9

specifically allocated to those categories, so are they10

meant to be there, or is it something monies will be11

allocated later on? Just two very differently.12

MR. COWHERD: Understood.13

MR. JOHNSON: And because we’re14

competitors today, we’re not really allowed to jointly15

plan together, but, in a nutshell, what we’re saying is16

the $50 million is generally allocated for the17

improvement of the existing hospital plan and equipment18

infrastructure, because it’s very dated, and we believe19

that that needs to occur within the existing plan.20

Again, we have not toured the facility to21

figure out exactly which equipment is old, which needs to22

be prioritized, which program needs to be prioritized.23

That’s at a level of detail that, because, again, we’re24
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competitors, we’re not allowed, but we can look at the1

overall average age of plant for the hospital and realize2

it’s very dated, and we felt, based on statistics and3

ratios and things of that nature, that $50 million was4

the appropriate amount that we were willing to commit to5

properly refresh the hospital.6

The specifics need to be worked out in7

collaboration with what we hope to be, pending your8

approval, our future partner, so it would be a joint9

planning exercise, in terms of how we allocate and10

prioritize that.11

The 3 million I think has already been12

spoken to. That was the two and a half million Mr.13

Mattiello discussed, as well as the 100,000 per year.14

That adds up to the 3 million.15

$20 million, again, is a general bucket of16

money, discretionary, and will be primarily outside of17

the hospital, not necessarily, but that, I think, would18

be our intent going in, and those would be discretionary19

projects. It could be a number of things, and, again,20

we’ll work together, you know, with their Board to21

properly make those decisions, and we certainly will look22

at things, like financial return. We’ll look at23

community need. We’ll look at a number of factors24
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together to prioritize how and when that 20 million will1

be spent.2

So we have grouped it in three categories,3

but because of our limitations on our ability to jointly4

plan at this time, we were not able to have the5

specificity to drop those numbers specifically on all6

eight lines, but, generally speaking, the 20 million, the7

strategic, as I think has been explained, the 50 million8

is for infrastructure and equipment for the hospital and9

the 300 is for medical staff development and the other10

needs that were spoken of.11

MR. COWHERD: I just wanted to clarify12

that point. The $3 million on provider and continuum13

integration is meant for medical staff development. The14

community grants were spoken to separately with respect15

to that, and then, again, in the affiliation agreement,16

and I don’t if Marge Marchak, who has been very involved,17

whether you would draw a distinction between certainly18

that $20 million as being more discretionary on agreed-19

upon strategic plans.20

COURT REPORTER: I’m sorry. You need to21

be on a mike.22

MS. MARCHAK: I think this table was given23

to us by OHCA to fit in. This isn’t something that we24
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put together.1

MS. COTTO: The original list came out of2

the original application, so it’s actually on your3

application.4

MS. MARCHAK: And I think, as part of the5

questions, the table was given to us, but it wasn’t6

something we would normally use.7

MS. COTTO: Through completeness within,8

because we saw this on the application, and that’s how we9

wanted to introduce sort of for you guys to provide a10

preliminary breakdown of this.11

Moving forward, Mr. McIntyre is not here,12

but I have a question related to his pre-filed testimony,13

and it’s on page 485 again.14

He indicated that Charlotte is going to do15

benefit activities, will strengthen through the adoption16

of Hartford HealthCare system-wide charity care policies.17

Could you or someone on the panel, he’s18

not here, someone on the panel could you explain how the19

Hartford HealthCare system-wide charity care will make20

Charlotte Hungerford’s community benefit activities21

stronger? How will the two of them connect, in terms of22

making them stronger?23

MR. COWHERD: That issue is discussed at24
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length in the May CON application, in terms of the1

description of Hartford HealthCare versus the Charlotte2

plan.3

MS. COTTO: Well how will that go into4

the, financially into the Schedule H? How will that make5

that stronger financially? How will those numbers will6

be better, bringing in the Hartford HealthCare charity7

care?8

MR. COWHERD: Beyond the 3 million --9

MS. COTTO: Beyond what’s already spent10

for community benefit activities.11

MR. COWHERD: Susan?12

MS. SCHAPP: The charity care, our charity13

care policy we will look at it with Hartford and it would14

be richer for our patients, so, therefore, that ends up15

in community benefits and Schedule H and the 990 or16

something like that.17

MS. COTTO: Right. Okay, now, you did18

provide some projections for that particular schedule on19

page 65 of the application.20

MS. SCHAPP: At this time, we didn’t21

include anything --22

MS. COTTO: That was my next question.23

Okay, so, it wasn’t included. Okay, thank you. Next24
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question. Pages 62 of the application and 489, which is1

actually pre-filed testimony for Mrs. Schapp --2

MS. SCHAPP: Oh, good. I know that.3

MS. COTTO: That one, you know. It talks4

about how the existing debt in retirement obligations of5

Charlotte will remain unchanged, but you go on and say6

that and the application says that except that Hartford7

HealthCare has agreed to guarantee Charlotte’s retirement8

plan. Could you elaborate on how would that take place?9

How would that be guaranteed by Hartford HealthCare, the10

retirement plan for Charlotte?11

MR. JOHNSON: Yes. As part of this12

agreement, we are guaranteeing that pension obligation.13

I mean, when we do this with all of our affiliations,14

it’s usually a condition that we need to meet, and we15

will do that.16

Obviously, pension obligations go many,17

many years in the future and even decades. The specific18

source of that funding cannot be precisely determined for19

all years into the future.20

Of course, it’s dependent. If Charlotte21

Hungerford on its own can generate the free cash flow and22

once we make the improvements that we’ve discussed with23

you, then it will be able, itself, to self-fund that.24
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If, in fact, it can, then Hartford1

HealthCare, by virtue of its guarantee, will need to step2

in and make good on the required contributions, but, one3

way or another, whether it’s through them, being4

Charlotte Hungerford primarily, or us secondarily, those5

pension obligations need to and will be met.6

MS. COTTO: Okay, thank you. We talked7

about the funding of the 2.5 million, the 20 million8

discretionary amount. Hartford HealthCare is also9

committed to fund the Epic Care Connect?10

MR. JOHNSON: Yes.11

MS. COTTO: And that’s at a cost of12

$447,000. What will be the funding source for that?13

MR. JOHNSON: It will be -- Hartford14

HealthCare is not part of the 20 million or the 5015

million. It will be separate.16

The information systems, who will reside17

at Hartford HealthCare in our shared services18

organization, and we will deploy our staff from our19

payroll to work with their team, if you will, to install20

the Epic clinical and financial information systems, so21

the fundings first will come solely from Hartford22

HealthCare and is above and beyond the $73 million that23

we have identified here.24
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The 447,000 is a very small incremental1

cost on top of a $100 million type investment that we2

have already made in the system, so the incremental cost3

is fairly small.4

If Charlotte Hungerford were to go out and5

try to acquire these information systems on their own, I6

mean, if I had to pick a number out of the air, it would7

probably be $15 to $20 million. I am guessing on that,8

but it would be a very substantial number.9

One of the benefits of affiliating with10

Hartford HealthCare is for a relatively low incremental11

investment. We can extend that and leverage that12

investment that we’ve already made and we’ve installed13

already at four or five hospitals today.14

This technology with one hospital15

remaining, which is Backus, which is scheduled for16

October 1st, and then it would be our plan within a year17

after affiliation that sometime by the end of 2018 that18

we would implement the Epic systems lastly, if you19

approve this transaction at Charlotte Hungerford. Does20

that answer your question?21

MS. COTTO: In part. Is it coming from22

the free cash flow, the $175 million?23

MR. JOHNSON: Both the 175 -- the $17524
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million is the Hartford HealthCare free cash flow that we1

estimate in our long-term financial plan, and, yes, that2

447,000 will come out of that number.3

MS. COTTO: Okay, thank you.4

MR. JOHNSON: You’re welcome.5

MS. COTTO: And last question for Mr.6

Johnson. On page 507 of your pre-filed, you indicated7

that the credit rating for, recent credit rating for8

Hartford HealthCare was at a stable credit rating of A.9

When was this rating issue? You say recently, but how10

recent?11

MR. JOHNSON: We are currently undergoing12

a rating upgrade process. We have actually three rating13

agencies that rate us. Currently, two of the three rate14

us as an A stable.15

Most recently, another rating agency,16

called Standard & Poor’s, reflected us still in the A17

category, which is very strong, but due to facts and18

circumstances primarily at the state level, they have19

indicated that they have a negative view of the A rating,20

which means that there’s a one in three chance that they21

could possibly downgrade to an A-, which is still a very22

strong rating, but I wanted to bring that to light,23

because that is a change in fact and circumstance, but,24
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right now, we are an A-rated system by all three rating1

agencies and a stable outlook by two of the three, and2

one has a negative outlook, due to the overhang of the3

state fiscal finances.4

MS. COTTO: Okay. Do you have a document5

that you can provide a copy of that states that coming6

from the credit agencies?7

MR. COWHERD: With respect to the Fitch8

rating --9

MS. COTTO: Do you have a report?10

MR. COWHERD: On the Fitch rating, the A11

rating from Fitch, Charlotte, do we have a document?12

MR. JOHNSON: They are both publicly13

available documents.14

MS. COTTO: Could you provide us with a15

copy, please?16

MR. JOHNSON: Yes.17

MR. COWHERD: We can provide that.18

HEARING OFFICER HANSTED: That will be19

Late File No. 2.20

MS. COTTO: I have also a couple of21

documents that I’d like to ask for. Where is my list?22

In reference of page 343 of the application, we had asked23

you about the funding source, how you explained it24
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through the completeness responses that is related to1

EBITDA and the free cash flow and so forth.2

You provided us with a table, not a table,3

but a list of projections of EBITDA from 2016 to -- let4

me look. 2019, ’15 to 2019, and those EBITDA numbers5

were related to the amounts without the CON. We would6

like you to provide us the same projections with the CON.7

MR. COWHERD: Just for clarification, HHC8

EBITDA with the CON?9

MS. COTTO: Yes. Correct. We have the10

without, and now we need the with the CON for the EBITDA.11

MR. COWHERD: Just the time period again?12

MS. COTTO: The same time period.13

MR. COWHERD: The same time period?14

MS. COTTO: Yeah, same time period.15

HEARING OFFICER HANSTED: Okay. I’ll16

order that as Late File No. 3.17

MS. COTTO: And then, with that, if18

there’s any differences between the two, could you19

explain that, provide an explanation for those? And,20

also -- that’s it. I’m sorry. That’s it. Difference21

between the two, please explain.22

And the other request I have is for the23

financial worksheets. The most recent ones submitted24
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with the pre-file was on page 522 and 524. Specifically,1

actually, for the Hartford HealthCare, that’s the 522,2

did volume, utilization volume for the year of 2020, the3

incremental seems to be low compared to the prior year.4

What it appears to me is that, when5

transferring the numbers from the worksheet for6

Charlotte, were not transferred correctly for the 2020,7

so there seems to be a really significant decrease on the8

volume for outpatient discharges and outpatient visits,9

so you can explain that difference, or if you can see10

that for what I capture, is that there was an error in11

transferring the numbers, so if you can revise the12

worksheet or provide an explanation?13

MR. SORBO: Fred Sorbo from Hartford14

HealthCare. You’re absolutely correct. The incremental15

volumes that got picked up were just the incremental16

volumes for Charlotte Hungerford Hospital and not the17

total volumes for Charlotte Hungerford Hospital.18

MS. COTTO: Okay.19

MR. SORBO: So if we substituted those,20

the volumes would be up significantly, almost 6,00021

transitions and probably 336,000 outpatient visits.22

MS. COTTO: Okay, so, can you revise it?23

MR. SORBO: Sure.24
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MS. COTTO: Okay, thank you.1

MR. COWHERD: That will be a late file.2

HEARING OFFICER HANSTED: Late File No. 4.3

MS. COTTO: Okay, thank you.4

MS. ALLA VEYBERMAN: Alla Veyberman, OHCA5

staff. The calculations that I do for Charlotte6

Hungerford Hospital, and it’s a financial question.7

MS. MARCHAK: Oh, financial? Okay.8

MS. VEYBERMAN: Charlotte Hungerford9

Hospital gross revenue assumption for fiscal year ’18 and10

’19 are based on five percent price increase. Can you11

please explain what’s the basis for five percent12

increase?13

MR. COWHERD: This is FY ‘18/’1914

projections for Charlotte Hungerford, in terms of15

revenue?16

MS. VEYBERMAN: Yes. Gross revenue.17

MR. COWHERD: The basis for those?18

MS. MARCHAK: The price increase.19

MS. VEYBERMAN: Right. Your gross20

revenue, based on five percent price increase, so if21

you’ll please explain what’s the basis for five percent22

increase? Is it the five percent across the board --23

price increase?24
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MS. MARCHAK: What it is is a total1

increase of five percent, but it could be zero percent in2

one department and 10 percent in another, but it will3

come back to a five percent price increase.4

MS. VEYBERMAN: Okay, so, it’s not across5

the board?6

MS. MARCHAK: No. It’s based on the7

charges within the Department and certain agreements that8

we have.9

MS. VEYBERMAN: Okay, thank you. And the10

next question is, on page 519 of the application, you11

state that one of the reasons for the increase in net12

revenue for six months, ending March 2017, compared to13

the six months ending on March 16, is due to changes in14

payer mix, as well as increased reimbursement for15

Medicare and commercial payers. Why did the payer mix16

change?17

MS. MARCHAK: I don’t know. I looked at18

it by DRG, by service line. It’s just been a change.19

We’ve had a decrease in the Medicaid and an increase in20

our commercials in fiscal year ’17, the one we’re in now,21

so when you compare us year-over-year, you’ll see a22

difference.23

MS. VEYBERMAN: Okay, because when we look24
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on the payer mix projection, it seems that you don’t1

project to have any changes in the payer mix.2

MS. MARCHAK: No. We actually would have3

expected more to go to Medicaid. We dug into this this4

entire fiscal year to see why there’s been a difference.5

We’ve done it by doctor, we’ve done it by service line,6

and it’s just I don’t want to say -- (multiple7

conversations).8

MS. VEYBERMAN: Okay.9

MR. LAZARUS: Excuse me. I just want to10

go back to the five percent increase. I don’t think we11

got the basis for the increase, and that’s what I think12

we’re trying to get to.13

MS. MARCHAK: Yeah. Can I talk about14

managed care?15

MR. COWHERD: There’s an issue here with16

respect to managed care contracting that, in a public17

forum, we would be reluctant to talk about, because the18

two parties cannot share their managed care information.19

MR. LAZARUS: So it’s strictly related to20

managed care for the most part? Without discussing the21

managed care part of it, obviously.22

MS. MARCHAK: Yes. I do it for the23

managed care contracts.24
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MR. LAZARUS: Okay.1

MS. RIGGOTT: And the other part of that2

is with different increases within different departments,3

which is where you said you got to the five percent?4

MS. MARCHAK: Right. What we do is we5

review the cost of our charge items by line and then make6

those adjustments at the beginning of each fiscal year.7

MR. LAZARUS: All right, thank you.8

MS. VEYBERMAN: And in terms of managed9

care contracts --10

MS. MARCHAK: Pardon me? I’m sorry.11

MS. VEYBERMAN: And in terms of managed12

care contracts, so the question is how would the proposal13

affect future managed care contract negotiation at14

Charlotte Hungerford?15

MR. COWHERD: That’s an area that, A,16

would be speculative, but with respect to especially17

these two entities coming together, would best be part of18

strategic planning when they come together.19

It’s not an area, where I think either20

party can speak to the future managed care contracting of21

Charlotte Hungerford Hospital post-close.22

MS. VEYBERMAN: And based on your previous23

affiliation with other hospitals, based on your previous24
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history, contract management was done by Hartford1

HealthCare and they have other hospitals, like Backus2

Hospital, for example, or other hospitals, or it was done3

individually by each of those hospitals on their own4

behalf?5

Because you have a bigger group of6

hospitals, so you should have more power of negotiation7

under your belt, so will it help Charlotte Hungerford in8

contract negotiation, or are they going to do their own9

contract negotiation?10

MR. COWHERD: I think that, again, is an11

area that is speculative to say while they’re separate,12

as to how the managed care contracting will be done since13

the Hartford folks have not seen any of the contracts for14

Charlotte Hungerford, so there could be, you know,15

differences with respect to those contracts from those16

that Hartford HealthCare has seen at its other hospitals,17

for instance.18

Again, these are areas that are difficult,19

even in a public forum, to speak about, but the parties20

have no knowledge of each other’s contracts or, you know,21

what would be negotiated.22

MS. VEYBERMAN: Yes, but the question is23

still the same. Will Hartford HealthCare will assist24
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Charlotte Hungerford in a contract negotiation if the1

contract -- they’re like two hospitals and two different2

contracts, and, most likely, one of them is more3

beneficial than the other.4

MR. LAZARUS: Excuse me. Just to jump in,5

just to clarify, we understand that we can’t discuss6

anything with Charlotte, but I think, going back to the7

original question, that sort of talked about Hartford8

HealthCare’s experiences within other facilities, such9

has Windham and Backus, what are the advantages of10

Hartford HealthCare joining? Is it advantageous for the11

actual hospital? When it comes to contract negotiation,12

have you experienced that before? Is that at a system13

level or at the Hartford level?14

MR. COWHERD: I think, with the15

understanding that it would be a case-by-case basis,16

maybe Jeff can speak generally to this issue.17

MR. FLAKS: Yeah. It’s a very difficult18

question to answer, because every hospital joins the19

system with a different legacy baseline, which is based20

off market factors. Those same market factors apply into21

the future, depending on the nature of the services they22

provide, the nature of their location, the nature of23

their cost structure. There’s a whole series of dynamics24
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that would result in whatever the rates may be.1

So if you look at our institutions,2

they’re all paid different rates, so it’s not -- it would3

be entirely speculative. Without any knowledge of the4

base rates of Charlotte Hungerford, I couldn’t possibly5

hazard a guess on what would happen as a result of being6

part of Hartford HealthCare.7

MR. LAZARUS: All right, thank you.8

MS. VEYBERMAN: And can Charlotte9

Hungerford provide us with at least a four-year contract10

with insurance and include the expiration date?11

MS. MARCHAK: Yes. I’ll do that as a late12

filing.13

MR. COWHERD: Just the --14

MS. VEYBERMAN: Just the general (multiple15

voices).16

MR. COWHERD: And an expiration date.17

MS. VEYBERMAN: Right.18

HEARING OFFICER HANSTED: That will be19

Late File No. 5.20

MS. VEYBERMAN: I’m done with my21

questions.22

MR. JOHNSON: I just wanted to point out,23

though, that OHCA has a tremendous amount of comparative24
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information through its database on how hospitals’1

commercial revenue compares to their data, and you2

already have a lot of information, and you can look at3

how hospital A in one market compares to hospital B, and4

I would just point out that you have a tremendous amount5

of information.6

MR. CARNEY: Okay. Brian Carney. OHCA7

must be mindful of the financial impacts of a proposal on8

patients, so the following question is in relation to9

that issue.10

Given some of the testimony I’ve heard,11

about Charlotte having revenue problems and how the price12

structures of the two systems not having been compared,13

based on the fact that you’re competitors currently, how14

can OHCA be assured that the affordability of care for15

Charlotte patients will be maintained following the16

adoption of the proposal?17

MR. COWHERD: Outside of the overall18

system goal of providing affordable health care, I think19

that, you know, we can speak generally to the issues of20

how Hartford HealthCare goes about trying to provide cost21

effective care. Would that be helpful?22

MS. MARCHAK: Can I just make one note,23

though?24
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MR. CARNEY: Sure.1

MS. MARCHAK: We are mainly a governmental2

hospital. Almost 80 percent of our reimbursement is3

Medicare/Medicaid, so those would be --4

MR. CARNEY: Fixed prices, basically.5

MS. MARCHAK: Yeah, so, their answer will6

be to a small portion of mine.7

MR. FLAKS: That was precisely what my8

first point would be.9

MS. MARCHAK: Sorry.10

MR. FLAKS: We’re aligned in that regard,11

but I would also point out, and I think you’re well aware12

from the work you do in other places, so we have done a13

tremendous amount of effort at Hartford HealthCare to14

create more affordability in health care in Connecticut.15

We’ve had, in our own organization, approximately a 2016

percent reduction in readmissions as an example.17

MR. CARNEY: Could you say that again,18

please? Twenty percent reduction in?19

MR. FLAKS: I said approximately a 2020

percent reduction, and, I was going to complete my21

statement, it varies at each facility, depending on,22

again, whatever their baseline performance might have23

been, but using that just as an approximation, well,24
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being as you reduce readmissions and you start to have1

avoidable admissions, you start to see what you’re2

noticing now at a number of our own institutions in our3

system and here at Charlotte; a reduced number of total4

admissions. That creates, obviously, more affordability.5

We created that organization, Integrated6

Care Partners, which is focused around clinical7

integration, focused around a whole series of practices8

in clinical care coordination, around driving more9

affordability in health care, and that applies across10

government and non-government payers.11

MR. CARNEY: Okay. Thank you very much.12

Next question. In addition to the ED renovation, what13

other areas of Charlotte’s physical plant have been14

identified as needing improvements with a proposal15

expediting the modernization of Charlotte’s aging16

physical plant and, if so, how?17

MR. COWHERD: I think that’s been spoken18

to in general, but maybe John can speak to, you know, the19

ED renovation especially and the progress of that.20

MR. CAPOBIANCO: Good evening. For the21

record, John Capobianco, Vice President for Operations.22

As my colleagues reiterated, we haven’t23

had an opportunity to plan jointly. ED renovation is24
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already underway, and it’s something that Hartford1

HealthCare committed to allowing us to finish and even2

helping, if our expenses went over the $10 million mark.3

We have multiple infrastructure issues at4

the hospital. You heard our average age of plant is 205

years. There’s just general infrastructure; heating,6

cooling systems, and then we’re a predominantly private,7

excuse me, semi-private room.8

We don’t have private rooms. Infection9

control issues and the like come up, so there’s a host of10

issues that we’ve identified, but, together, want to come11

together and prioritize those infrastructure needs in12

more detail that we have a pick list to start from.13

MR. CARNEY: Okay, so, beyond, basically,14

the ED, we don’t have much to share at this point? It’s15

yet to be determined?16

MR. CAPOBIANCO: It’s yet to be17

determined, but we have a pretty good starting point, but18

we want to come together and decide jointly what the19

priorities are.20

MR. CARNEY: Okay, thank you. Next21

question. Based on your organization chart found on22

pages 168 and 169, there are two Charlotte affiliates,23

Advanced Medical Imaging of Northwest Connecticut and24
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Litchfield County Health Care Services, that appear to be1

potential related transfers of ownership, should the2

proposal be approved. Can you just discuss that3

ownership structure with these two affiliates and, if4

required, the time frame for the application submissions?5

MR. COWHERD: Pages 168 and 169?6

MR. CARNEY: Correct.7

MR. CAPOBIANCO: I’m sorry. Can you8

repeat the --9

MR. CARNEY: Sure. Two Charlotte10

affiliates, Advanced Medical Imaging of Northwest11

Connecticut and Litchfield County Health Care Services12

that appear to be related transfers of ownership, should13

the proposal be approved, discuss the ownership structure14

of these two affiliates and acquire the time frame for15

the application submissions.16

MR. CAPOBIANCO: Litchfield County Health17

Care Services, starting with that, that’s a wholly-owned18

subsidiary of Charlotte Hungerford Hospital, so I don’t19

believe there would be any.20

MR. COWHERD: Maybe what we’ll do is we’re21

in an area of the affiliation agreement that maybe we can22

huddle and determine, with respect to these initiatives23

and these particular affiliates, what the overall plan is24
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for, again, taking into mind that, as part of the1

strategic planning process, these types of things would2

be determined, in terms of ongoing services and programs.3

MS. MARCHAK: The ownership of those is4

not changing. Charlotte Hungerford continues to own that5

interest.6

MR. CAPOBIANCO: Right, and Charlotte7

Hungerford will continue to be the member of the LLC,8

Advanced Medical Imaging. Litchfield County Health Care9

Service is a wholly-owned subsidiary, so there would be10

no change in ownership.11

MS. MARCHAK: Correct.12

MR. COWHERD: Yeah, so, this being a13

membership substitution at the parent level.14

MR. CARNEY: Okay, so, we wouldn’t expect15

to see any additional CON applications related to these16

two entities?17

MR. COWHERD: No, because there’s no18

transfer of ownership. I’m sorry. I misunderstood your19

question, Brian. I thought you were talking post-close.20

MR. CARNEY: Okay, next question. Please21

confirm the proposal start date. Page 337 of the22

application says 10/1/18. Page 520 states 10/1/17. The23

start date for the proposal.24
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MR. COWHERD: Well I think what the1

application would say is that proposed 10/1/17 start2

date. That’s obviously dependent on --3

MR. CARNEY: Because if it’s 10/1/18, we’d4

need an additional year of utilization and case mix,5

payer mix and all that good stuff.6

MR. COWHERD: Not that we don’t want to7

provide it.8

MR. CARNEY: All right, final question9

that I have. How is this affiliation similar to or10

different from prior affiliations with Backus and Windham11

Hospitals? Explain the similarities and/or differences,12

as they relate to case mix, price, utilization, quality,13

care delivery and services offered.14

MR. COWHERD: Okay, well, you know, taking15

into account that this would be case-by-case, and I think16

we got to move away from price, because there would be no17

way to speak to that issue, you know, maybe Jeff is the18

right person to just say generally how the other19

affiliations have taken place.20

MR. FLAKS: Without having the benefit of21

having the data in front of me for each one of those22

organizations at the point in time they joined the23

system, what I would say is I would expect it to be or24
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anticipate that it would be variable.1

Every one of these organizations has2

different dynamics, different legacy issues, different3

aspects within their own communities that create4

different outcomes, and, so, I would say, globally, these5

are very similar situations of these hospitals and6

communities that join our system, and I think that the7

similarities were very high from the perspective of how8

we’re organized and how we do integration and how we work9

to drive everyone in our system to a higher level of10

quality towards a single standard of care.11

But, as you know in this case alone,12

Charlotte Hungerford is nearly 100 years old, so you have13

a significant amount of legacy dynamics that we have to14

work through, and, legitimately, every community presents15

its different dynamics, so, you know, if we looked at16

each one of those situations, again, I would expect them17

all to be different.18

I’d be surprised if they weren’t, but what19

we work to do in post-affiliation is drive towards a20

single standard of care and quality, and we apply our21

resources within the system, based on where the22

challenges might exist to try to raise quality, raise23

performance, try to ensure financial viability and24
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sustainability.1

One example would be, and you heard today2

there’s a 20-year age of plant here, but I’m fairly3

certain we can have that dynamic in any place that joined4

our system at that point in time, so you’re going to see5

different dynamics in every instance. Some are going to6

be more profitable than others, so it’s variable.7

MS. RIGGOTT: Can you speak to the8

services offered a little bit more, in terms of like9

Windham and Backus?10

MR. FLAKS: I mean, again, without having11

the benefit of seeing a side-by-side comparison, talking12

about general medical, surgical, emergency services of13

varying degrees of community primary care, but I would14

characterize it as general acute care operations. In15

that particular case, none of the hospitals you’re16

talking about are tertiary in nature, but some have more17

population around them that allows them to have higher18

degrees of specialization, so it’s variable.19

MR. CARNEY: Okay, thank you very much.20

HEARING OFFICER HANSTED: Okay, thank you21

for answering everyone’s questions. Just before we22

adjourn, is there anyone here that would like to give23

public comment that did not have an opportunity to do so?24
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Okay, hearing and seeing none, just one1

bit of housekeeping. The late files, Attorney Cowherd,2

does May 19th give you enough time?3

MR. COWHERD: That will work.4

HEARING OFFICER HANSTED: Okay, so, those5

will be due May 19th. Do you have a concern? I saw your6

hand go up.7

MR. COWHERD: Well I’d like to just sum up8

in a very quick fashion in the closing remarks.9

HEARING OFFICER HANSTED: Sure.10

Absolutely.11

MR. COWHERD: I cannot possibly top the12

members of the community that you heard and the other13

evidence you heard about why this CON application should14

be approved, but I would like to, you know, just speak to15

the most relevant factors of your legal requirements for16

approval and essentially say that this application is17

consistent with DPH standards and policies.18

It’s going to expand access. It is going19

to advance quality, and it’s going to also advance20

population health initiative.21

The proposal also aligns with the22

Statewide Health Care Services and Facilities Plan and,23

particularly, the general principle that OHCA’s24
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regulations provides financial stability to health care1

services and the delivery system overall. You’ve heard2

that in spades today.3

And I’d also speak to the specific mention4

in the services plan that Mr. Joseph spent some time5

talking about, and that is the growth of integrated6

systems and why they’re necessary under health care7

reform.8

The clear public need for this proposal is9

evident in the fact that, without it, Charlotte10

Hungerford Hospital will not be able to achieve financial11

stability and will not be able to provide the breadth of12

services that it would if this affiliation is approved.13

Finally, this proposal will improve14

quality, accessibility and cost effectiveness of health15

care delivery in the region, especially for the Medicaid16

population, which is your criteria.17

That is 20 percent of the payer mix in18

Charlotte Hungerford’s proposal here, and this very19

application will allow that patient population to20

continue to be served.21

It will also allow for enhanced community22

benefit funding. You’ve heard about the grants, both the23

Community Foundation Grant and the Transformational24
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Grant, and that is in addition to what we attached at1

Exhibit 7 to the CON completeness responses, which is a2

wide breadth of community benefit activities that3

Charlotte has already been involved with.4

The proposal is financially-feasible and5

financially-necessary, and you’ve heard that from Mr.6

Johnson and Ms. Schapp, and I don’t need to speak any7

more about that.8

And, finally, and I think what was9

recurring throughout this, is this application will10

positively impact diversity and patient choice, just by11

the breadth of services, additional physicians and other12

programs coming into the community.13

So, for all those reasons, we respectfully14

ask that you approve the application, and we thank you15

very much for your time and your attention today.16

HEARING OFFICER HANSTED: Okay, thank you,17

Attorney Cowherd. Thank you for everyone, who attended,18

and, with that, this hearing is adjourned.19

MR. COWHERD: Thank you.20

(Whereupon, the hearing adjourned at 8:2221

p.m.)22
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User, OHCA

From: Olejarz, Barbara
Sent: Wednesday, May 31, 2017 9:36 AM
To: User, OHCA
Subject: FW: Docket 16-32135-CON  LAT FILE #6

 

From: Brian E. Mattiello [mailto:BMattiello@hungerford.org]  
Sent: Wednesday, May 31, 2017 8:56 AM 
To: Carney, Brian <Brian.Carney@ct.gov> 
Cc: Riggott, Kaila <Kaila.Riggott@ct.gov>; Durdy, Barbara (Barbara.Durdy@hhchealth.org) 
<Barbara.Durdy@hhchealth.org>; Cowherd, Stephen M. (SCowherd@pullcom.com) (SCowherd@pullcom.com) 
<SCowherd@pullcom.com> 
Subject: RE: Docket 16‐32135‐CON LAT FILE #6 
 
Brian,  
 
Thank you for your inquiry and request for the Executive Summary of the CHH Manpower Study released in March 
2015.  Please find this document attached, and as you will note, it covers projections through 2020.  The table I 
referenced in my testimony is Table 19 on page 4 of the attached.  However, I want to also note that on page 357, as 
part of our CON completeness response, under the 3 year Integration Plan section, a Medical Staff Development Plan 
will be developed in the first 120 days of the affiliation.  This plan will update the attached report and further assess the 
need for primary care and specialty medical services.  Please call upon me if I can be of further assistance.   
 
Sincerely, 
 
Brian Mattiello, Vice President for Organizational Development 
Charlotte Hungerford Hospital 
540 Litchfield Street  
Torrington, CT 06790 
860‐496‐6789    
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of the State of Connecticut, and /or protected health information as defined by the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA). This information is intended exclusively for the use of the individual 
or entity named as addressee(s). The authorized recipient of this information is STRICTLY PROHIBITED from 
disclosing this information after its stated need has been fulfilled. Misuse or distribution of the information 
contained in this transmission is punishable by civil and/or criminal penalties under state or federal law. If you 
are not the intended recipient, you are hereby notified that any disclosure, dissemination, saving, printing, 
copying, or action taken in reliance on the contents of these documents of this message, or any attachment, is 
strictly prohibited. Please notify the original sender (only) immediately by telephone or by reply e-mail and 
delete this message, along with any attachments from your computer immediately.  
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EXECUTIVE SUMMARY

VII. Summary of Findings

A. The Hospital’s Service Area

The Hospital’s service area is all of Litchfield County, CT, which in 2014 had a population

of 189,452.  In 2020 it is projected to grow to 193,116 or 1.9%.

B. The Hospital’s Defined Community as Described by the Stark Regulations

Under the “Federal Stark Law,” a non-profit hospital’s primary service area or

“Community” is defined as the fewest number of contiguous zip codes from which the hospital

draws at least 75% of its inpatients.  In 2014 there were four contiguous zip codes (the same

as in 2009): 06790 (Torrington), 06098 (Winchester/Winsted), 06751 (Litchfield), and 06791

(Harwinton) from which it drew 76.2% of its inpatients.

C. The Population in the Hospital’s Service Area and Its Community

   1. Litchfield County is 90.3% white and less than 7% Black and Hispanic combined,

compared to 62.6% white and 30.3% Black and Hispanic for the U.S. as a whole.

The trend is similar for the Hospital’s “Community” with 86.3% white and 8% Black

and Hispanic combined.

   2. In Litchfield County, 17.5% of the population is age 65 and older and in the

Hospital’s “Community,” 17.2% is age 65 and older.  This compares to 14.8% for

the U.S. as a whole.  In 2020, it is projected that 22.1% of the population in the

Hospital’s “Community” will be 65 and older.

   3. In 2015, physicians in the U.S. are projected to spend 34.5% of their time treating

the elderly.  In the Hospital’s “Community,” physicians will spend 41% of their time

treating this age group and by 2020 it is projected that they will spend 50.5% of

their time.



1 This differs from the differences between 157.9 and 143.1 because of “Need” doesn’t include Podiatry and
Oral Surgery.

Charlotte Hungerford Hospital:  Physician Manpower Plan, 2015 - 2020  — 
EXECUTIVE SUMMARY OF THE FINAL REPORT, March 19, 2015 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Page 2

D. The Physician Supply in Litchfield County and the Hospital’s Community

Currently at CHH, there are 160 physicians representing 143.1 FTEs (including the

addition of APNs, NPs and PAs) and the impact of affiliations at other hospitals.  This is

projected to 154.0 FTE physicians in 2020.  For all of Litchfield County in 2015, there are 423

physicians representing the equivalent of 326.5 FTEs.  This includes physicians at New

Milford and Sharon Hospitals.  In 2009, there were 121.3 FTEs at CHH or 15.2% fewer for the

Hospital’s “Community.”

E. The Physician Demand in the Hospital’s “Community” and Litchfield
County

For this analysis in 2015, we are using the same “Modified Benchmark Model” as our

firm used in 2009, in determining the need for physicians.  We selected the benchmarks which

apply to a ratio of 200 physicians per 100,000 population which is close to the current ratio in

the Hospital’s “Community” of 226.8 per 100,000 population.  In the County it is 172.3

physicians per 100,000 population.

In 2015, Litchfield County needs a ratio of 223.8 physicians per 100,000 population and

in 2020, a ratio of 242.0 per 100,000.  In 2015, in the Hospital’s “Community” needs a ratio

of 227.6 per 100,000; and, in 2020, 238.6 per 100,000.  The reason these ratios are higher

than the selected ratio of 200 physicians per 100,000 population is due to the higher

percentage of people age 65 and over residing in the two areas.  The current ratios are 172.3

per 100,000 for the County and 226.8 per 100,000 for the Hospital’s “Community.”

In terms of patient care FTE physicians, Litchfield County now has 326.5 but needs

424.0, a deficit of 120.5.  By 2020, this deficit is projected to grow to 164.9 FTEs if there is no

change in the supply.  The Hospital’s “Community” now has 143.1 FTE patient care physicians

but needs 157.9, representing an overall deficit of 12.51 FTEs.  By 2020, it is projected it will

have a  deficit of 7.3 FTEs, based on planned retirements, those leaving the area and

changes in the utilization of physician extenders.
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These are overall surplus/deficit numbers, reflecting that some specialties have

surpluses and others have deficits.  The specialties which have only deficits were shown in

Table 19, previously but are reproduced on the following page.
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TABLE 19
(Reproduced for Summary of Findings)

Patient Care Physician Shortages by Specialty and  FTE Deficits
in Litchfield County and Charlotte Hungerford Hospital’s “Community”

2015

Specialties

FTE Deficits of Patient Care Physicians

Litchfield County CHH’s “Community”

Primary Care

  Family Medicine 44.3 8.9

  Internal Medicine 34.6 4.2

Subtotal - Primary Care 78.9 13.1

Medical Specialties

  Cardiology-Invasive 4.4 1.4

  Cardiology-Noninvasive 6.9 0.7

  Dermatology 3.2 1.6

  Endocrinology 1.0 --

  Geriatrics 4.9 2.3

  Neurology 6.6 4.3

  Pulmonology 4.7 0.6

  Rheumatology -- 0.3

Subtotal - Medical Specialties 31.7 11.2

Surgical Specialties

  General Surgery 5.3 0.1

  OB/GYN 4.4 1.7

  Ophthalmology 6.9 1.8

  Otolaryngology -- 0.3

  Plastic Surgery 2.2 1.1

  Urology 4.0 0.3

Subtotal - Surgical Specialties 22.8 5.3

Other Specialties 7.1 0.0

Totals 140.5 29.6
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In 2015, Litchfield County shows a projected deficit of 140.5 FTE patient care physicians,

whereas the Hospital’s defined “Community” shows a projected deficit of 29.6 FTE patient

care physicians.

In November 2014, we conducted a mail survey of active non-hospital-based medical

staff members at CHH.  With the data provided by the physicians concerning their plans for

retirement, reducing their practice commitment, moving elsewhere, current and planned

utilization of NPs, APNs and APs, plus their affiliations and time commitments with other

hospitals, we are able to offer a projection of the future supply of patient care physician FTEs

from 2015 to 2020.  These data were shown by specialty, by physician, in Table 21 previously

which is reproduced on the following page.  Please note that these projected figures include

survey feedback from 35 physicians out of 102 surveyed (a 34.3% response rate).  Thus, the

plans of 67 physicians are unknown at this point.  Also, it should be noted that no projections

of future supply were made for the Hospital-based physician groups, including anesthesiology,

emergency medicine, hospital medicine, pathology, psychiatry and radiology.  The 2015

supply levels for these specialties were kept constant for years 2016 to 2020.



1 Projected  FTEs for this hospital-based physician specialty are based on current (2015) FTEs.  Changes
in the number of FTEs for 2015-2020 will be determined by the Hospital based on changes in
departmental service volumes in each respective year.

2 Includes 0.8 FTE in Spine Surgery.
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TABLE 21
Summary of Current and Projected Patient Care FTE

Physicians at Charlotte Hungerford Hospital by Specialty, 2015 - 2020

Specialties 2015 2016 2017 2018 2019 2020

Allergy/Immunology 1.1 1.1 1.1 1.1 1.1 1.1

Anesthesiology1 8.0 8.0 8.0 8.0 8.0 8.0

Cardiology 4.3 4.3 4.3 4.3 4.3 4.3

Dermatology 1.2 1.2 1.2 1.2 1.2 1.2

Emergency Medicine1 14.6 14.6 14.6 14.6 14.6 14.6

Endocrinology 0.9 0.9 0.9 0.9 0.9 0.9

Family Medicine 9.6 12.3 12.3 12.3 12.3 12.3

Gastroenterology 6.8 7.5 8.2 8.2 8.2 5.0

Geriatrics 0.0 0.0 0.0 0.0 0.0 0.0

Hospital Medicine 6.0 6.0 6.0 6.0 6.0 6.0

Infectious Disease 2.6 3.3 3.3 3.3 3.3 3.3

Internal Medicine 18.0 18.0 18.0 18.9 18.9 18.9

Nephrology 2.6 3.3 3.3 3.3 3.3 3.3

Neurology 0.3 0.3 0.3 0.3 0.3 0.3

Obstetrics & Gynecology 4.8 4.8 4.8 4.8 4.8 4.8

Oncology 5.3 8.1 8.8 8.8 8.8 8.8

Ophthalmology 2.5 2.5 2.5 2.5 2.5 2.5

Oral Surgery 0.2 0.2 0.2 0.2 0.2 0.2

Orthopedics2 6.4 6.4 6.4 6.4 6.4 6.4

Otolaryngology 1.5 1.5 3.6 3.6 3.6 3.6

Pathology1 2.0 2.0 2.0 2.0 2.0 2.0

Pediatrics 13.1 13.1 13.1 13.1 13.1 13.1

Physical Med. & Rehab. 1.0 1.0 1.0 1.0 1.0 1.0

Podiatry 1.1 1.1 1.1 1.1 1.1 1.1

Psychiatry 7.7 7.7 7.7 7.7 7.7 7.7

Pulmonology 4.0 4.0 4.0 4.0 4.0 4.0

Radiation Oncology 0.7 0.7 0.7 0.7 0.7 0.7

Radiology1 5.0 5.0 5.0 5.0 5.0 5.0

Rheumatology 0.5 0.5 0.5 0.5 0.5 0.5

Sleep Medicine 1.9 1.9 1.9 1.9 1.9 1.9

Surgery (General) 4.7 5.4 6.1 6.1 6.1 6.1

Urology 2.7 2.7 2.7 2.7 3.4 3.4

Wound Care 2.0 2.0 2.0 2.0 2.0 2.0

All Specialties 143.1 151.4 155.4 156.5 157.2 154.0
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B. Factors Contributing to Changes in Physician Demand

Table 19, shown previously, indicated the FTE Deficits of Patient Care Physicians in

Litchfield County and the Hospital’s “Community” in 2015.  It takes into consideration the

impact on the number of FTE patient care physicians from those physician supply-side factors

discussed in an earlier section which are “internal” to the physicians in Litchfield County and

those at the Hospital, i.e., the data collected from our survey of attending physicians at the

Hospital and from interviews with the Hospital’s Executive leadership.  The data in Table 19

do not reflect the broader or”external” physician supply-side factors listed in an earlier section

nor do they reflect the impact of any of the physician demand-side factors.

Below are listed the major factors of which we are aware which will have a significant

impact on the demand for physicians by specialty in Litchfield County and the Hospital’s

“Community”:

1. Aging and Longevity of the Population in the Hospital’s Defined Community.

The model used to project the demand for physicians by specialty/100,000

population incorporated the increased utilization of physician services with the

aging of the population.  This is the single most important factor impacting the

demand for physician services in Litchfield County and the Hospital’s “Community.”

Of the U.S. population 65 and older, 80% have at least one chronic disease that

requires ongoing care and management.  The number with multiple chronic

conditions is expected to grow from approximately 10 million today to almost 37

million by 2030, or 60% of those 65 and older.  By 2030, it is expected that 25%

of the U.S. population 65 and over will be living with diabetes, and 50% with

arthritis.  In Litchfield County and the “Hospital’s Community,” these percentages

are even higher, given that the County has the oldest population in the state with

17.5% age 65 and older.  These chronic conditions and their rate of prevalence

among the elderly increases the demand for physicians, particularly cardiologists,

geriatricians, pulmonologists, nephrologists, neurologists, endocrinologists,



1 American Geriatrics Society Projected Future Needs for Geriatricians.
2 2012 Community Health Needs Assessment, Litchfield County Community Transformation Grand

Coalition, pg. 17.
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ophthalmologists, dermatologists, orthopedic surgeons, psychiatrists and palliative

care physicians.

The Institute of Medicine’s (IOM) landmark report, Retooling for an Aging America:

Building the Health Care Workforce, states, “unless action is taken immediately, the

healthcare workforce will lack the capacity (in both size and ability) to meet the needs of older

patients in the future.”  The study estimates that by 2030, 3.5 million additional health care

professionals and direct-care workers will be needed.  The current health care system is

already overwhelmed by demands for geriatric care.  Those specializing in the care of the

older adults cannot meet the current demand let alone the projected needs for elder care.

This is particularly evident at CHH given the number of elderly in the Hospital’s defined

“Community” and the very high percentage of the Hospital’s inpatients 65 and older.  To

reiterate, in 2015 60% of the Hospital’s inpatients from the Hospital’s “Community” are 65 and

older, by 2020, this could reach 77%.

The Eldercare Workforce Alliance, which advocates team care for older adults,

documented that there are approximately 7,500 allopathic and osteopathic geriatricians

practicing in the U.S. – roughly half of the number currently needed; and falling.1  The primary

reason is that geriatricians make much less money than other primary care providers or

specialists, and Medicare reimbursements for geriatric care are comparatively low.  Similar

barriers keep RNs and APNs from specializing in geriatrics.  Fewer than 1% of RNs and fewer

than 3% of APNs are certified in geriatrics, according to the American Geriatrics Society.

2. Increase in Health Insurance Coverage for the Population.  In 2010, the

estimated percentage of the population in Litchfield County that did not have health

insurance was 6.9% which compares favorably with the State rate of 9.1%.2

However, the resulting impact of providing increased coverage is a significant
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increase in demand for physician services within two to three years after it is

provided.

3. The perception of the Hospital’s attending physicians concerning the need

for additional physicians.  As part of the survey of those members of the

Hospital’s medical staff, they were asked if they believed there were shortages of

physician specialties at the Hospital.  The results are summarized on the following

page in Table 22.
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TABLE 22
(Reproduced for Summary of Findings)

Perceived Shortages of Physicians at Charlotte Hungerford
Hospital as Reported by the Hospital’s Attending Physicians

2015 Compared to 2009

Specialty

Percent of Respondents
Indicating a Shortage

2015 2009

Internal Medicine 55% 37%

Family Practice 39% 33%

Dermatology 29% 21%

Neurology 26% 14%

Endocrinology 23% 0%

Plastic Surgery 19% 7%

Orthopedics 16% 0%

Hospital Medicine 13% 0%

Pain Management 13% 0%

ENT 10% 0%

General Surgery 3% 12%

Infectious Diseases 3% 12%

Pulmonology 0% 19%

Rheumatology 0% 12%

Obstetrics & Gynecology 0% 7%

*There were 9 other specialties listed by one or two physicians.

These perceived shortages should be given serious consideration in developing the

Hospital’s Physician Recruitment Plan.  It should be noted that only the top four (4) plus

General Surgery of the specialties listed above are documented shortages in the Hospital’s

“Community” as reflected in Table 19.

4. Increased use of physician extenders (PAs, NPs and CRNAs).  This increases

physician productivity by 40% - 70% depending on the type of extender and the

medical specialty in which they work.  The impact of this trend is a decrease in the
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demand for physician services.  It should be noted that the physicians providing

services in the Hospital’s defined Community employ various physician extenders

who are equivalent to 36.4 FTE physicians which is a significant increase (94%)

over the FTE equivalent of the physician extenders in 2009.  The fact of the matter

is that the U.S. is not able to produce the number of primary care physicians

required in the next 15 to 20 years.  Thus, the importance of increasing the

utilization of physician extenders whenever and wherever possible.

 5. Targeted increase in market share by a hospital for specific service lines

reflecting its prioritized program initiatives as identified in its strategic plan.

This most likely would increase the demand for physician specialties working with

these service lines.

6. Increased focus on the whole person, self responsibility for health, and

preventative medicine.  This would result in a decreased demand for physician

services.

7. Change in the distribution of physicians between urban and rural areas of

the country as a whole and Connecticut.  According to the AMA, in 2013, the

FTE patient care physician population ratio in the U.S. was 255 per 100,000.  In

Connecticut, it was 344 per 100,000, which is the 7th highest ratio in the country.

Whereas in Litchfield County in 2015, it is 172.3 per 100,000 and in the Hospital’s

“Community” it is 226.8 per 100,000.

Historically, the majority of patient care physicians practice in urban and suburban areas

versus rural areas.  Tuition forgiveness programs have done little to change that over the

years.  However, according to researchers at Dartmouth Medical School and elsewhere, the

health outcomes in geographic areas with lower physician population ratios are as good or

better than those in areas with high physician to population ratios.  Their same research

shows that the higher the ratios, the  more costly the health care of the population.  Medicine
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is a unique service in terms of the economics wherein the supply of physicians creates its own

demand for services.  This trend will continue until physicians are reimbursed based on

outcomes instead of procedures or visits.

In this section we have tried to provide additional food for thought for the Hospital’s

Executive leadership, Medical Staff and Board in developing the Hospital’s Physician

Recruitment Plan.  At that time, we recommend a process whereby there is some degree of

internal consensus built around the net impact of the various factors listed and discussed

herein upon the future supply of, and demand, for physicians in Litchfield County and in the

Hospital’s “Community.”

VI. Physician Recruitment Priorities at Charlotte Hungerford Hospital, 2015-2020

A. Priorities Based on Documented FTE Patient Care Physician Shortages

In Table 19, we listed the FTE Patient Care Physician Shortages by Specialty in

Litchfield County and the Hospital’s “Community.”  In this section the focus is on the shortages

in the Hospital’s “Community” and how they might be prioritized for recruitment purposes of

the Hospital.

First, we have rank-ordered the fourteen specialties in which there is a documented

shortage in 2015 based on the number of FTE physicians in deficit in each specialty.  This

rank-ordering is shown in Table 23 reproduced on the following page.



1 Includes 1.4 Invasive and 0.7 non-invasive.
2 Includes psychiatry, physical medicine and rehabilitation, occupational medicine, perinatology and

neonatology.
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TABLE 23
(Reproduced for Summary of Findings)

Patient Care Physician Shortages in Charlotte Hungerford Hospital’s
“Community” in 2015 Compared to 2009 Based on Rank-Ordering

of the FTE Deficit in Each Specialty

Specialty

FTE Deficit

2015 2009

Family Medicine 8.9 9.3

Neurology 4.3 1.5

Internal Medicine 4.2 4.3

Geriatrics 2.3 2.4

Cardiology1 2.1 2.7

Ophthalmology 1.8 0.5

Other Specialties2 -- 4.1

Obstetrics & Gynecology 1.7 2.7

Dermatology 1.6 2.8

Plastic Surgery 1.1 --

Pulmonology 0.6 1.5

Rheumatology 0.3 0.1

Otolaryngology 0.3 --

Urology 0.3 0.1

General Surgery 0.1 --

Orthopedics -- 0.9

Nephrology -- 0.8

Vascular Surgery -- 0.8

Infectious Diseases -- 0.3

Totals 29.6 34.8

In addition to these documented shortages, there are other factors which should be

considered in prioritizing the specialties for recruitment.  We have identified four factors which

begin on the following page.



Charlotte Hungerford Hospital:  Physician Manpower Plan, 2015 - 2020  — 
EXECUTIVE SUMMARY OF THE FINAL REPORT, March 19, 2015 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Page 14

B. Priorities Based on the Hospital’s Current Strategic Plan

There are two objectives of the Hospital derived from its Current Strategic Plan, which

are compatible with prioritizing several of the documented FTE patient care physician

shortage areas.  The most significant appears to be “ensure that the Hospital and Medical

Staff work together on the recruitment of new and replacement physicians in accordance with

the Hospital’s Manpower study and clinical service line development.”.

The second strategic objective which is compatible with prioritizing these documented

physician shortage areas is to “establish and ensure a model of care delivery and supporting

policies and procedures that improve the community-wide coordination of patient care.”

C. Priorities Based on Perceived Shortages of Physicians as Reported by the
Hospital’s Attending Physicians

The survey responses by the Hospital’s attending physicians would support prioritizing

the following documented physician shortage areas:

• Family Practice

• Internal Medicine

• Dermatology

• Endocrinology

• Plastic Surgery

• Neurology

• Orthopedic Surgery

• Pain Management

• Hospital Medicine

• ENT

D. Priorities Based on Developing Medical Homes in the Hospital’s
“Community” Addressing Medicare and Medicaid Populations and Their
Corresponding Chronic Conditions

The Medical Home Health Care Service Delivery model would seem to support

prioritizing the following documented physician shortages:
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• Family Practice

• Internal Medicine

• Cardiology

• Dermatology

• Geriatrics

• Physical Medicine & Rehabili-
tation

• Neurology

• Ophthalmology

• Infectious Disease

• Urology

• Rheumatology

• OB/GYN

E. Priorities Based on the Aging of the Hospital’s Medical Staff

In reviewing the Physician Inventory of the Hospital’s medical staff, the following

specialties have one or more physicians currently 65 or older and/or who will be 65 during the

next five years which is an indication of the need for replacing these physicians.  It should be

noted that 50% of he specialties listed below were not listed in 2009.

Specialty 2015 2020

Allergy Immunology U U

Emergency Medicine U U

Family Medicine U U

Gastroenterology -- U

General Surgery U U

Hospital Medicine -- U

Internal Medicine U U

Nephrology U U

Nephrology U U

OB/GYN -- U

Oncology U U

Ophthalmology U U

Oral Surgery U U

Orthopedic Surgery -- U

Otolaryngology U U

Pediatrics U U

Psychiatry U U

Radiology -- U
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The top three documented shortages were also in the top four of the perceived

shortages from the active non-hospital-based physicians at CHH who participated in our

survey in November, 2014.  These are Family Medicine, Internal Medicine and Neurology.

Also, two of these specialties, Family Medicine and Internal Medicine, were in the list of

specialties at CHH which have physicians age 65 and older.

VIII. Conclusions

One of the Hospital’s primary objectives in its current strategic plan is to provide

coordinated care to the population in its service area requiring hospital services.  We

documented that approximately 60% of the inpatients from the Hospital’s defined “Community”

in 2015 are 65 and over, and that by 2020 this figure is projected to reach 79%.  The

conclusion drawn from these data is that the Hospital should be providing coordinated care

to these patients in the form of an organized Geriatric Program, Institute or Center, and

concentrating on developing and maintaining the necessary combination of physicians and

physician extenders to support such an objective. We documented that the only certified

geriatricians in the County were at New Milford Hospital (2.3 FTEs) along with 1 FTE Palliative

Care physician.  In reviewing the provider listing of the various geriatric agencies in the region,

the only physician at CHH identified as a “geriatric” physician is Bradley Rosenburg, a Family

Medicine practitioner.

In Connecticut, there are at least six hospitals, including Hartford Hospital, as well as

twelve other agencies that provides geriatric assessments.  Both Hartford and St. Francis

hospitals offer geriatric services.  At St. Francis, the services are provided as a subspecialty

of Internal Medicine.  In other parts of the State, Yale-New Haven, University of Connecticut,

Bridgeport and Middlesex hospitals offer formal, organized, geriatric services.  In addition, the

University of Connecticut offers a two year Fellowship Training Program in Geriatrics which

(unfortunately) has only eight physician fellows enrolled.  In addition, Hartford Hospital’s

Institute for Geriatric Nursing has developed a core set of hospital nursing competencies
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expected of nurses that care for older adults.  We bring these hospitals into this section of the

report because we believe they may be valuable resources for CHH.

Whereas physicians in most of the specialties with documented physician deficits at

CHH provide services to elderly/geriatric patients, what is not known is the depth of knowledge

of these physicians in providing “geriatric” services attuned to the specific needs of this

population.

In summary, we have listed the prioritized shortages/deficits of physicians based on:  the

documented need versus supply; the perceived needs of those physicians responding to our

mail survey; and, on a list of specialties of the CHH Medical Staff with physicians aged 65 and

older.  Based on the findings provided in this report it would seem to be the best interest of

the Hospital’s defined “Community” for CHH to initiate a geriatric program, service, or institute.

N.B.

This report is intended to be used as a reference document, not a strategic document.  The

“modified benchmark” model used for this physician manpower plan for determining physician

“need” does not consider:  a) current market penetration by other health care systems or

hospitals in CHH’s defined “Community” or Litchfield County; b) patients in the defined

“Community” or Litchfield County who travel outside of these areas to access physicians

because of personal choice or marketing efforts by outside healthcare systems or hospitals;

c) the impact on the population’s health based on the recommended physician population

ratios for CHH’s defined “Community” or Litchfield County; and, d) either the over or under

utilization of physician services by patients receiving services in the CHH’s defined

“Community” or Litchfield County.

IX. Strategic Considerations for the CHH Executive Team and the Hospital Board’s
Independent Evaluation Committee to Include in the RFP

1. How the health system will respond to documented physician deficits: a) in light of

an affiliation; b) with regard to current market analysis and penetration; and, c) if
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the physician deficits will be filled within the defined Community with new

physicians or by existing physicians within the health system;

2. How current Medical Staff and Allied Health providers will affiliate into a system

Integrated Physician Network, Multispecialty Group or Foundation; and, whether

or not that will impact documented physician deficits;

3. In light of the aging population and demographics identified in this report,

document how the health system will develop an organized Geriatric program,

service, or institute including a multidisplinary Dementia program for the defined

“Community”;

4. In consideration of: the Hospital’s FQH Capability; ACOs in the area, its Medical

Home; Population Health initiatives; as well as its increase in AHPs in the past five

years, require the health system to define a specific Primary Care Plan; and,

5. In light of the Hospital’s current significant deficit in Neurology, require a specific

focus on this specialty including the use of teleneurology.
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Olejarz, Barbara

From: Carney, Brian
Sent: Friday, June 02, 2017 10:57 AM
To: Cowherd, Stephen M.; Durdy, Barbara (Barbara.Durdy@hhchealth.org); 

'bmattiello@hungerford.org'
Cc: Hansted, Kevin; Martone, Kim
Subject: Docket:16-32135-CON Order
Attachments: Order re additional information.pdf

Dear Attorney Cowherd, Ms. Durdy and Mr. Mattiello: 
 
Please see attached Order for the above‐referenced docket. Please confirm receipt of this email and the corresponding 
attachment. 
 
Sincerely, 
Brian A. Carney 
 
 
Brian Carney, MBA 
Associate Research Analyst 
Connecticut Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS#13HCA 
Hartford, CT 06134‐0308 
Phone ‐ 860‐418‐7014 
brian.carney@ct.gov 
 

 
 



 
Office of Health Care Access 

  

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

IN THE MATTER OF: 
 
Certificate of Need Application, Docket Number 16-32135-CON  
Transfer of Ownership of The Charlotte Hungerford Hospital to Hartford   
HealthCare Corporation, Inc.  
 

ORDER 
 
The Applicants are hereby ordered to provide the following information to the Office of Health 
Care Access on or before the close of business on June 16, 2017: 
 

1. All plans presented to the Board of The Charlotte Hungerford Hospital by Hartford 
HealthCare Corporation, Inc. as part of its proposal to purchase The Charlotte 
Hungerford Hospital; 
  

2. Pursuant to Conn. Gen. Stat. § 19a-639a(c), a plan demonstrating how health care 
services will be provided by The Charlotte Hungerford Hospital for the first three years 
following the transfer of ownership of the hospital, including any consolidation, 
reduction, elimination or expansion of existing services or introduction of new services, 
and (B) the names of persons currently holding a position with the hospital to be 
purchased or the purchaser, as defined in section 19a-639, as an officer, director, board 
member or senior manager, whether or not such person is expected to hold a position 
with the hospital after completion of the transfer of ownership of the hospital and any 
salary, severance, stock offering or any financial gain, current or deferred, such person is 
expected to receive as a result of, or in relation to, the transfer of ownership of the 
hospital.  
 

3. With respect to the acquisition of Windham Hospital and Backus Hospital by Hartford 
Health Care Corporation, provide the following information for each acquired hospital: 
 

a. Benefits achieved that are directly attributable to the acquisition by Hartford 
HealthCare; 
 



 

 

b. The level at which payer contract negotiations have taken place (e.g., hospital or 
parent corporation level);  

c. The specific impact of the acquisition on each hospital’s revenues;  
d. The specific cost savings (in dollars) achieved at each hospital as a result of the 

acquisition; and  
e. A before-and-after comparison of the following measures: 

 case mix; 
 price; 
 utilization; 
 quality;  
 care delivery; and 
 services offered. 

 
4. With respect to The Charlotte Hungerford Hospital, provide the following: 

 
a. An explanation of the same measures in 3e above, currently and anticipated three 

years post-transaction;  
b. A detailed explanation of the basis for the projected 5% price increase (e.g., change in 

expenses, reimbursement, contracts, etc.); 
c. Hartford HealthCare Corporation’s plan for physician recruitment at The Charlotte 

Hungerford Hospital and if and how the 2015 physician manpower study will be used 
as a starting point for creating the Medical Staff Development Plan that will be 
written within the first 120 days of the affiliation; and  

d. Areas of the hospital’s physical plant that have been identified as needing 

improvements, in addition to the Emergency Department renovation. 
 

 
 
 
 
 
 
 
 
           
     Kevin T. Hansted 

Hearing Officer 
 

Digitally signed by Kevin T. 
Hansted 
Date: 2017.06.02 10:01:03 -04'00'
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Olejarz, Barbara

From: Carney, Brian
Sent: Monday, June 19, 2017 10:56 AM
To: Cowherd, Stephen M.; Durdy, Barbara (Barbara.Durdy@hhchealth.org); 

'bmattiello@hungerford.org'
Cc: Hansted, Kevin; Martone, Kim
Subject: Docket Number 16-32135-CON Order

Dear Attorney Cowherd, Ms. Durdy and Mr. Mattiello: 
 
This email serves as confirmation for the receipt of Docket Number 16‐32135‐CON Order responses, received Friday, 
June 16, 2017.  
 
Sincerely, 
Brian A. Carney 
 
Brian Carney, MBA 
Associate Research Analyst 
Connecticut Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS#13HCA 
Hartford, CT 06134‐0308 
Phone ‐ 860‐418‐7014 
brian.carney@ct.gov 
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Olejarz, Barbara

From: Carney, Brian
Sent: Thursday, July 13, 2017 11:06 AM
To: Cowherd, Stephen M.; Durdy, Barbara (Barbara.Durdy@hhchealth.org); 

'bmattiello@hungerford.org'
Cc: Hansted, Kevin; Martone, Kim
Subject: Docket:16-32135-CON Order (2nd)
Attachments: Second Order re additional information.pdf

Dear Attorney Cowherd, Ms. Durdy and Mr. Mattiello: 
 
Please see attached Order (2nd) for the above‐referenced docket. Please confirm receipt of this email and the 
corresponding attachment. 
 
Sincerely, 
Brian A. Carney 
 
 
Brian Carney, MBA 
Associate Research Analyst 
Connecticut Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS#13HCA 
Hartford, CT 06134‐0308 
Phone ‐ 860‐418‐7014 
brian.carney@ct.gov 
 

 
 



 
Office of Health Care Access 

  

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

IN THE MATTER OF: 
 
Certificate of Need Application, Docket Number 16-32135-CON  
Transfer of Ownership of The Charlotte Hungerford Hospital to Hartford   
HealthCare Corporation, Inc.  
 

ORDER 
 
The Office of Health Care Access (“OHCA”) issued an Order dated June 2, 2017 requiring the 
Applicants to submit certain information. The information submitted by the Applicants was 
deficient and unresponsive in some instances. In order to avoid the necessity to hold a second 
hearing on this application, the Applicants are hereby ordered to provide the following 
information to OHCA on or before the close of business on July 28, 2017: 
 

1. All materials (e.g., documents, reports, PowerPoint slides, etc) presented to the Board of 
The Charlotte Hungerford Hospital (“TCHH”) by Hartford HealthCare Corporation, Inc. 
(“HHC”) as part of its proposal to purchase The Charlotte Hungerford Hospital; 
  

2. Who will be responsible for negotiating TCHH’s expiring managed care contracts? How 
will HHC’s acquisition of TCHH affect the negotiations related to these contracts? Will 

the negotiations be based on TCHH’s individual characteristics and cost structure or with 

other factors related to the HHC system be considered? 
 

3. The compliance filing submitted in response to 3.d. was labeled “Summary: Financial 

Savings for HHC and Backus Affiliation”, however the cost savings requested was for 
Backus only. Clarify whether the information submitted in the table represents combined 
savings for HHC and Backus or Backus only. If combined, revise and resubmit a table 
providing cost savings achieved solely at Backus. 
 

4. The Applicants have submitted a request for OHCA to approve the acquisition of a 
financially struggling hospital by HHC. Windham Hospital has experienced ongoing 
financial losses and service line status since its 2009 acquisition. OHCA is trying to 
better understand how that acquisition benefitted not only the hospital, but also the 
patients it serves, given its continued negative operating margin and changes in services 



 

 

offered and available in the Windham area. Provide a narrative which explains the 
acquisition’s benefits, including a discussion of case mix, prices, utilization, quality of 

care delivery and services offered, both before and after the acquisition, and indicate 
how/if the intent by HHC to improve the financial stability of Windham Hospital and 
increase services and technology offered locally and decrease out-migration of patients 
was achieved. 
 

5. OHCA is trying to better understand how the acquisition of TCHH will benefit both the 
hospital and the patients it serves, given HHC’s experience with the acquisition of 

Windham Hospital. Please provide a narrative which explains the proposed acquisition’s 
intended benefits, including a discussion of case mix, prices, utilization, quality of care 
delivery and services offered, both before and after the acquisition. Indicate in detail how 
HHC plans to ensure the financial and clinical success of this acquisition will differ from 
that of Windham Hospital. 
 

6. TCHH stated on p. 350 of the application that the “incremental revenue for TCHH was 

entirely the result of the increase in volume” and the “revenue assumptions did not differ 

from TCHH’s assumptions without the CON.”  However, TCHH’s assumptions without 

the CON specified on p. 312 that “Gross Revenue is based on a 5% price increase, flat 

volume and allowances.”   
The response to 4.b. of the Order refers to the public hearing testimony of Susan Schapp 
attesting that the TCHH projected aggregate gross revenue increase of 5% is consistent 
with its recent experience. However, based on the FY 2015 and FY 2016 OHCA HRS 
filings, TCHH’s Gross Revenue decreased by 1% and 3%, respectively.  

a. Clarify the inconsistent statements listed above and answer the following: 
b. What is the basis for the 5% projected increase in TCHH’s gross revenue (e.g., 

change in volume, price increase)? 
c. If the increase in revenue is based on a price increase, provide evidence to support 

why an increase of 5% is required. If the proposal is approved, would prices still 
need to be raised by 5% at TCHH? 

 

 
 
 
 
 
 
 
 
            
      Kevin T. Hansted 

Hearing Officer 
 

Digitally signed by Kevin T. 
Hansted 
Date: 2017.07.13 08:29:28 -04'00'
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IN THE MATTER OF:
Certificate of Need Application, Docket Number 16-32135-CON
Transfer of Ownership of The Charlotte Hungerford Hospital to Hartford
HealthCare Corporation, Inc.

Co-Applicants Hartford HealthCare Corporation and The Charlotte Hungerford Hospital
respectfully submit the following responses to the information requests of the Office of Health Care
Access ("OHCA") issued in its Order dated June 2, 2017.

l. All materials (e.g., documents, reports, PowerPoint slides, etc) presented to the Board of The
Charlotte Hungerford Hospital ("TCHH") by Hartford HealthCare Corporation, Inc. ("HHC") as
part of its proposal to purchase The Charlotte Hungerford Hospital;

Response: Please see Exhibit 1 for the following responsive materials:

• 2013 HHC State of the System;
• 2013 Quality & Safety Annual Report;
• ICP Fact Sheet;
• Plus – News from the HHC Cancer Institute – June 2014;
• 2012 Hartford Hospital Community Benefit Report;
• HHC Service Area 2015 Community Health Needs Assessment;
• HHC Presentation to TCHH Board – Hartford HealthCare: Partnering to Build

Healthier Communities;
• HHC Response to Request for Proposals;
• HHC Response to Second-Phase Questions;
• Charlotte Hungerford Hospital Community Benefit Meeting Agenda & Table of

Contents;
• Windham Hospital Community Health & Benefits;
• Windham Hospital Community Needs Implementation Strategy, Executive Summary;
• 2015 Windham Hospital Community Health Needs Assessment and Implementation

Plan;
• Summary Report: 2015 Community Health Needs Assessment;
• HHC 2013 Community Benefit Report;
• Perception Program;
• Chronicle Article: Center for Healthy Aging Program;
• Windham Hospital Cornerstone Services Plan;
• Cornerstone of Care Advertorials;
• HHC Presentation to TCHH Board of Corporators – Charlotte Hungerford Hospital &

Hartford HealthCare: Partnering to Build Healthier Communities.

2. Who will be responsible for negotiating TCHH's expiring managed care contracts? How will HHC's
acquisition of TCHH affect the negotiations related to these contracts? Will the negotiations be based on
TCHH's individual characteristics and cost structure or with other factors related to the HHC system be
considered?

A) Who will be responsible for negotiating TCHH’s expiring managed care contracts?

Response:
With respect to contracts with an expiration date before the transaction is closed, TCHH will
assume negotiating responsibility. Although the parties have not discussed how negotiations will be
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handled post-closing, HHC expects that responsibility for negotiating managed care contracts that
expire after closing will be coordinated through a subsidiary of HHC, Integrated Care Partners,
LLC (“ICP”). ICP is a clinically integrated health network whose mission is to assist its members in
providing the highest quality care at the most reasonable cost. Using evidence-based medicine and
data analytics, ICP has been successful at partnering with health plans, employers and providers to
deliver value to consumers.

B) How will HHC's acquisition of TCHH affect the negotiations related to these contracts?

Response: Under federal law and FTC guidance, the parties have not planned activities for
managed care contracting.1 What HHC can address however is how it would expect these
activities to occur.

As noted above, responsibility for managed care contracting at HHC is coordinated at the
system level through a subsidiary, Integrated Care Partners, LLC. This process
incorporates input from the HHC operating unit whose managed care contracts are being
negotiated to understand its specific needs. It is expected that after closing of the
transaction, TCHH’s contracts will be negotiated in a manner that is consistent with this
approach, but since each contract negotiation involves unique circumstances and the parties
are prohibited by antitrust laws from sharing information regarding managed care rates
and similar information, it is not possible to predict how TCHH’s affiliation with HHC will
affect contract negotiations at the present time.

Moreover, since approximately 76% of TCHH’s current payer mix is made up of
government-sponsored health programs, the impact of negotiating contracts with
commercial managed care plans will be minimal compared to these other programs. This
preponderance of government payers is not expected to decrease in the first three years of
affiliation or in the foreseeable future. Please see copied below Table 7, projected payer mix,
from page 47 of the CON Application.

1 See, e.g., Statement 6 (exchanges of pricing and cost information), DOJ and FTC Statement of Enforcement Policy in
Health Care, Aug. 1996, available at http://www.justice.gov/atr/public/guidelines/1791.pdf.
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Table 7 , page 47 CON Application

C) Will the negotiations be based on TCHH's individual characteristics and cost structure or with other
factors related to the HHC system be considered?

Response: HHC’s payer contracting process takes into account the individual cost structure
of each hospital, its existing baseline rates and other considerations that are unique to the
facility. Accordingly, new rates are negotiated based in part on existing baseline rates, the
complement of services provided, the location of the services, and the existing cost structure.
Overall HHC system needs are also considered. In the case of TCHH, these considerations
will be tempered by TCHH approximating only 5% of the combined revenue base of HHC.
However, as noted above, since HHC is presently prohibited from accessing TCHH’s rates as
well as other cost and pricing information, a more definitive answer cannot be provided at
the present time.

3. The compliance filing submitted in response to 3.d. was labeled "Summary: Financial Savings for
HHC and Backus Affiliation", however the cost savings requested was for Backus only. Clarify
whether the information submitted in the table represents combined savings for HHC and Backus or
Backus only. If combined, revise and resubmit a table providing cost savings achieved solely at
Backus.

Response: The information presented in the Table in response to question 3.d. represents the
aggregate cost savings for Backus Hospital only.

4. The Applicants have submitted a request for OHCA to approve the acquisition of a financially
struggling hospital by HHC. Windham Hospital has experienced ongoing financial losses and service
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line status since its 2009 acquisition. OHCA is trying to better understand how that acquisition
benefitted not only the hospital, but also the patients it serves, given its continued negative operating
margin and changes in services offered and available in the Windham area. Provide a narrative
which explains the acquisition's benefits, including a discussion of case mix, prices, utilization,
quality of care delivery and services offered, both before and after the acquisition, and indicate
how/if the intent by HHC to improve the financial stability of Windham Hospital and increase
services and technology offered locally and decrease out-migration of patients was achieved.

A) Provide a narrative which explains the acquisition's benefits including a discussion of case mix, prices,
utilization, quality of care delivery and services offered, both before and after the acquisition,

Response: The following sets forth a description of some of the most significant benefits accruing to
Windham Hospital as a direct result of its affiliation with the HHC system.

In 2009, Windham Hospital joined HHC with HHC becoming its sole member, similar to the
affiliations of Hartford Hospital and MidState Medical Center. Prior to the formal affiliation,
Windham had a close relationship with Hartford Hospital with respect to medical staff
coordination of tertiary level services and programmatic collaboration. This relationship had
included successful clinical collaborations in Oncology, Cardiology and Emergency Medicine.

The formal affiliation of Windham Hospital with HHC bolstered the clinical alignment and
integration efforts, and also provided Windham with resources to assist with clinical recruitment.
Additionally, it provided much needed capital to make investments in facilities and infrastructure.

The affiliation with HHC has also afforded Windham Hospital the ability to continue to provide
patients with access to existing and expanded service offerings as a direct result of the system-wide
investment made to develop a clinical institute model for key service lines. Specifically, Windham
patients now have access to an expanded array of clinical trials and expanded specialty and
subspecialty service offerings in Oncology, Neuroscience, Heart and Vascular, Behavioral Health
and Orthopedics. As a direct result of the affiliation, spine surgery, orthopedic surgery, tele-
neurology and chemotherapy are now provided at Windham Hospital. In addition, clinical
practitioners have benefitted as the Institute model at HHC encourages the sharing of best
practices through participation in clinical quality councils (e.g. readmission reduction, patient
experience, and hospital acquired infections) along with reducing variation in clinical practice
which also helps to achieve cost savings. These clinical quality enhancements would not have been
possible without the resources and infrastructure developed at HHC to support these initiatives.

Specific service enhancements have been facilitated by the recruitment of key clinical recruitments
including: 3 general surgeons, 4 cardiologists, 4 orthopedic surgeons, and 11 primary care
practitioners (6 of which have since relocated out of the Windham community). HHC has also
increased and enhanced physical therapy and rehabilitation services and established a Center for
Healthy Aging in the greater Windham community. In addition, robotic orthopedic surgery has
been added with the purchase of a Mako surgical robot. These recruitments and service
enhancements would not have been possible without the support and infrastructure provided by
HHC.

Through its affiliation Windham Hospital, which historically has struggled to recruit and retain
neurologists, now utilizes the Hartford Hospital Telehealth Network, providing stroke and
neurology consultative services to patients on a 24/7 basis, 365 days a year through the application
of advanced telemedicine technology. In addition, Windham Hospital has been able to purchase
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state of the art imaging technology to help in the early detection and prevention of cancer and other
deadly diseases. This technology includes: low dose CT scans to help identify lung cancer at early
stages in high risk patients; elastography, which uses ultrasound technology to accurately detect the
amount of scarring to liver tissue, eliminating the need for a traditional biopsy in many cases; and
starting in the fall of 2017, the Hospital will begin offering 3D mammography (tomosynthesis)
which allows doctors to find masses and other areas of concern that might not be seen in traditional
2D mammography.

The affiliation with HHC has also provided Windham Hospital with the resources to make
significant investments in information technology. Specific examples include the conversion to Epic
electronic medical record which occurred in April, 2016 and allows the seamless integration of
services provided at Windham Hospital with other services provided within and outside of HHC.
Windham was the first HHC acute care hospital to convert to Epic. This advancement has allowed
Windham to be well positioned as the industry transitions to a value-based care environment.
Other information system investments have included the transition to PeopleSoft for back office
functions and supply chain management as well as participation in advanced analytic platforms
which would not have otherwise been possible.

HHC has also made several significant capital investments in infrastructure to encourage and
support the growth of key services, including development of a 30,000, square foot medical office
building for Windham Hospital physicians, and renovated and updated the main Hospital lobby
and cafeteria. More recent renovations have included a “refresh” of select patient care units,
including all-private rooms for orthopedic patients. In 2014, Hartford HealthCare opened the
HHC Family Health Center in Storrs adjacent to the University of Connecticut campus and just 8
miles from the Hospital, offering primary care, endocrinology and rehabilitation services.

Provided in the table below are trend data for Windham Hospital with regard to case mix, prices
and utilization of services from FY 2008 (prior to affiliation with HHC) through FY 2016.

Windham Hospital Selected Metrics FY2008, FY 2012, FY 2016

FY 2008 FY 2012 FY 2016

Case Mix Index * 1.00914 1.16575 1.27988

Net Revenue per
Case Mix Adjusted
Transition *

$5,519 $5,631 $4,956

Total Inpatient
Transitions 5,744 4,506 2,225

* Information per OHCA twelve-month filing Report 700 and Report 400

Case Mix:
As shown in the table above, the case mix index for Windham Hospital has risen from 1.00914 in
FY 2008 prior to its affiliation with Hartford HealthCare to 1.27988 in FY 2016. The change since
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FY 2008 is significant at approximately 27% and is indicative of an increase in the acuity of care
provided to the patients served at Windham Hospital since the affiliation with Hartford
HealthCare. As previously discussed, key clinical recruitments in cardiology, surgery and
orthopedics have allowed more complex patients to receive their care at Windham Hospital and
has lessened the need to transfer patients to other facilities.

Prices:
Utilizing net revenue per case mix equivalent transition (discharge) as a proxy for price to the
consumer, the chart above shows a decrease of approximately 10% from FY 2008 through FY
2016. Net revenue per case mix adjusted transition is impacted by many factors and one of the
more significant elements is payer mix. Using payer mix of gross revenues as an indicator of the
patient population served, Report 700 of the OHCA twelve month filings for Windham Hospital
shows that in FY 2008 approximately 57% of gross revenues were derived from serving Medicare
and Medicaid patients, this percentage rose to approximately 67% in FY 2016, an increase of
approximately 22%. During this same time the percentage of gross revenues attributed to patients
with non-government payers declined from approximately 40% to approximately 31%. Growth
in the percentage of individuals covered by government programs which typically reimburse
services at a lower rate than non-government payers is a significant factor in the decline in net
revenue per case mix adjusted equivalent transition.

The OHCA “Annual Report on the Financial Status of Connecticut’s Short Term Acute Care
Hospitals” provides evidence of declining government reimbursement. It shows the Medicare and
Medicaid payment to cost ratios for the State were at .89 and .72 respectively, and declined to .85
and .60 in FY 2015, the most recent year of this report.

Utilization:

Several factors have caused the decline in inpatient utilization of services at Windham Hospital.
Chief among these are the relocation and retirements of many primary care providers and
specialists. In addition, the population for Windham County has slightly decreased from 117,518
in 2009 to 116,573 in 2015 making organic growth of services even more challenging. As
previously discussed, HHC has an ongoing recruitment effort to attract and retain clinical talent to
this area of the State and to date has had success in recruiting for key specialties and in primary
care. In fact, FY 2017 inpatient transitions are up over the previous year due to recent provider
recruitments. FY 2017 inpatient transitions for nine months are 1,834 and are projected to be
approximately 2,500 by September 30.

Quality of Care:

The affiliation with HHC has afforded Windham Hospital’s practitioners the opportunity to
participate system-wide in clinical quality councils (e.g. readmission reduction, patient experience,
and hospital acquired infections) as well as system-wide initiatives to reduce variation in clinical
practice and reduce costs. Windham Hospital is now a High Reliability Organization (HRO) being
among the first within HHC to undergo this training. In addition, Windham Hospital now
participates in a system-wide initiative to enhance the patient experience and patient satisfaction.
These clinical quality enhancements would not have been possible without the resources and
infrastructure developed at HHC to support these initiatives.

B) Indicate how/if the intent by HHC to improve the financial stability of Windham Hospital and increase
services and technology offered locally and decrease out-migration of patients was achieved.

Response: HHC has and is continuing to effect a financial turn-around for Windham Hospital.
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Although many significant investments have been made to date, financial stabilization is taking longer
than anticipated. The decline in financial performance can be attributed to the following principal
reasons:
1) A reduction in Department of Social Services payments due to a decrease in Medicaid payment
rates. In addition, since 2011 the reduction in supplemental payments from the State of Connecticut
has resulted in a $4.1 million shortfall for Windham Hospital.
2) The departure of Windham Hospital’s Ob/Gyn physician group in March 2015. Despite the best
efforts of the Hospital to avoid the departure and a significant investment to secure the continuation of
these services by engaging an alternate community Ob/Gyn practice to provide coverage, a decrease in
volume did occur. In FY 2014 Windham Hospital performed 383 deliveries. Deliveries at Windham
Hospital fell to 143 for FY 2016 and are projected to be less than 100 for FY 2017.
3) The retirement and / or departure of several community-based physicians and APRNs, resulting in
fewer admissions and referrals to Windham Hospital.

The Hospital in collaboration with HHC remains committed to its ongoing recruitment effort to
attract new clinical providers to the greater Windham community. To date, although it has taken
longer than anticipated, the Hospital has been successful in attracting and retaining physician talent.
Moreover, as set forth in the response to Question 4A, there have been significant increases in
services and technology offered so that patients in the region can receive high quality hospital
services closer to home.

5. OHCA is trying to better understand how the acquisition of TCHH will benefit both the hospital and the
patients it serves, given HHC's experience with the acquisition of Windham Hospital. Please provide a
narrative which explains the proposed acquisition's intended benefits, including a discussion of case mix,
prices, utilization, quality of care delivery and services offered, both before and after the acquisition.
Indicate in detail how HHC plans to ensure the financial and clinical success of this acquisition will differ from
that of WindhamHospital.

A). Please provide a narrative which explains the proposed acquisition's intended benefits, including a
discussion of case mix, prices, utilization, quality of care delivery and services offered, both before and
after the acquisition

Response:

In a complicated and ever changing healthcare environment, TCHH is taking the necessary steps
to remain a well-positioned, quality healthcare provider by affiliating with an integrated delivery
system. After a thorough research and evaluation process, it was determined that TCHH would
expect growing difficulty in attracting and retaining physicians in primary and specialty care
areas, increased competition across service lines, growing financial pressures based on its reliance
on reimbursement from government health care programs, declining operating margins, and the
need for increased patient care investments. Accordingly, TCHH began the process for affiliation
in December of 2013, and through a thoughtful and deliberative process, considered multiple
health systems and their ability to proactively meet the expressed needs and goals of TCHH.

An affiliation between TCHH and HHC is anticipated to help recruit and maintain physician
talent, improve service lines, increase patient healthcare offerings, provide access to new
technology, and bring additional opportunities for quality initiatives, clinical research, and cost
reductions. Moreover, this affiliation will provide the opportunity to maintain a financially viable
operation and ensure patient access to value-based care. TCHH and HHC have entered into an
Affiliation Agreement which contains significant financial covenants to meet the needs of TCHH
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and demonstrates a clear commitment to securing and expanding health services in the Northwest
Connecticut region for years to come.

Case Mix:

TCHH Before Affiliation
Charlotte Hungerford Hospitals’ case mix has varied over the years chiefly as a function of the
proportion of surgery inpatients as presented in the table below.

Service Actual Inpatient Volume
(Last 4 Completed FYs)

FY
2013

FY
2014

FY
2015

FY 2016

Surgery
Cases**

1,142 977 858 818

Total
Cases**

6,529 6,103 6,035 5,557

%
Surgery
Cases**

17.5
%

16.0% 14.2% 14.7%

*Total
Case
Mix
Index

1.274 1.251 1.238 1.237

*OHCA Filing, **CHIME data

In the absence of applying any statistical methods, it
appears the leading influential variable in the relationship
between case mix and inpatient discharges at TCHH is the
percentage of surgery discharges to the total discharges.
Surgical volumes declined as a result of the relocation or
retirement of three orthopedic surgeons and one general
surgeon resulting in a declining case mix.

TCHH After Affiliation
TCHH has experienced a loss of three orthopedic surgeons over the last four years. The affiliation with
HHC will provide the needed resources and infrastructure to begin recruiting to replace lost clinical
talent in this community. Recruitment success will be significantly improved as an affiliate of a large
integrated health system.

Prices:

TCHH Before Affiliation
Historically, TCHH has served a population with a particularly large proportion of Medicare-
insured patients and a growing population of Medicaid-insured patients. As a result, TCHH’s payer
mix is comprised of a large proportion of government insurance programs. The present percentage
of payer mix consisting of government insurance programs ranges from 70% to 80% of the total
payer mix. Reimbursement rates under this program are not negotiated. With respect to declining
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commercial insurance carriers that are part of its payer mix, TCHH has sought reasonable rate
increases as its insurance contracts come up for renewal.

TCHH After Affiliation
Please refer to response to OHCA Question #6 below.

Utilization

TCHH Before Affiliation
As presented in the table above regarding case mix, inpatient transitions have declined 14.8% from
6,529 in FY 2013 to 5,557 in FY 2016 largely as a result of TCHH’s physician relocations and
retirements. Despite TCHH’s best efforts to recruit clinical talent, a shortage in key specialties remains.

TCHH After Affiliation
TCHH will seek to improve access to care through its affiliation with HHC as follows:

1. Recruitment efforts to attract new clinical providers to serve Northwest Connecticut,
specifically in primary care, neurology and orthopedics.

2. Replacement of “end-of-life” and obsolete technology.

3. Introduction of an “Ambulatory Care Strategy” and supporting Strategic Plan for the
Northwest Region.

4. Repair or replacement of vital physical plant facilities and infrastructure to improve the patient
experience.

Quality of Care

TCHH Before Affiliation
As a stand-alone community hospital, TCHH has relied heavily on manual data systems to collect,
analyze and disseminate quality information. TCHH has traditionally fared well in Joint
Commission and Department of Public Health surveys.

In the past year, TCHH has undertaken several initiatives aimed at enhancing its Quality
Assessment and Process Improvement Program. These include:

1. Recruitment of a full-time dedicated Director of Quality – having attempted to fill this position for
a year on its own, TCHH partnered with HHC to obtain this individual’s services.

2. Revamping the Infection Control Program. TCHH has hired a dedicated practitioner to lead the
program. The focus of the program is aimed at surveillance and detection, to include proactive
risk assessment and intervention.

3. Launch of the High Reliability Initiative. This program is aimed to find and prevent medical
errors before they occur and respond to adverse events sooner to minimize care impact.

TCHH After Affiliation
TCHH will have access to HHC’s more robust system-wide analytic tools along with the ability to
participate in disease-specific “Institutes” and Clinical Councils. These will allow TCHH
physicians and clinical staff to collaborate with colleagues across the system.
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Specifically, improvements are expected in the following areas:

1. Measurement: The creation of risk-adjusted internal and external dashboards for those
identified high-risk, high-frequency, problem-prone areas, along with participation in
National Registries to support benchmarking and to provide tools to support best practice
implementation, e.g., National Surgical Quality Improvement Program (NSQIP) and National
Database of Nursing Quality Indicators (NDNQI).

2. Collection and Analysis: Utilization of HHC data analytics to support timely access to
information and risk adjustment for clinical indicators (mortality, readmissions, HACs, PSIs).

3. Process Improvements:
a) Expand organizational knowledge of process improvement methodologies and

techniques.

b) Enhance and further standardize communications regarding clinical and safety
matters.

c) Expand learning and collaboration in deploying High Reliability tools and tactics.

d) Participation in clinical peer councils on a system-wide basis to support collegial
exchange of information, track and compare clinical outcomes, and develop
standardized, transferrable best practices among departments.

Services

TCHH Before Affiliation
Historically, TCHH has been able to offer clinical inpatient and outpatient services that were
on par with those of a full-service community hospital. However, in recent years, TCHH has
experienced a significant number of primary care physicians and specialists retiring or
moving on to pursue their professional career goals. As a result, TCHH has experienced a
shortage of these physicians in its service area. This shortage has made it difficult for TCHH
to consistently deliver the scope of services which can reasonably be expected of a full service
community hospital.

TCHH After Affiliation
The affiliation with HHC is expected to reverse the pre-affiliation trend discussed above in
the following key areas:

1. Whereas TCHH has had difficulty in replacing retiring physicians and physicians who have left
for other opportunities, HHC will assist in attracting clinical talent to the service area.

2. TCHH’s Medical Staff has expressed their interest in being part of a larger provider entity which
would afford them with the ability to collaborate with supportive colleagues on patient care issues,
and allow them to have access to the latest continuing medical education programs and services.

3. HHC expects to replace “end-of-life” and obsolete technology with new, reliable state-of-the-art
technology. This initiative will be extremely important to TCHH/HHC physician recruitment
efforts.
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B) Indicate in detail how HHC plans to ensure the financial and clinical success of this acquisition will differ
from that of WindhamHospital.

Response: All affiliations are different in that each community hospital possesses a unique history,
clinical and financial strengths and opportunities, and poses a unique set of challenges and market
conditions. And, while there are always similarities, each hospital joining HHC is considered with
sensitivity to its institutional legacy and potential, and with deliberate thought regarding the
individual characteristics of each hospital and the communities it serves.

Financial Success:
Applicants acknowledge that TCHH will not fully achieve a break even operating result by 2020,
however the affiliation affords TCHH the opportunity to substantially mitigate losses and is a
significant step towards financial stabilization. As described in the CON Application and in the
Affiliation Agreement, one of the first post-closing initiatives that will be undertaken is the
development of a strategic plan for the hospital and region. The strategic plan will consider the unique
characteristics of TCHH and its market, and will develop specific strategies and tactics to leverage
strengths and shore –up weaknesses. As described in the Affiliation Agreement, HHC will provide up
to $73 million in investments for the benefit of TCHH. This investment will be used to fund
maintenance and capital projects along with specific initiatives identified as part of the Strategic Plan.

In addition, upon joining the HHC system, TCHH will become a part of the HHC obligated group as
soon it is financially feasible to do so consistent with the HHC Master Trust Indenture and the
covenants in TCHH’s debt documents. As a member of the obligated group, the ability of TCHH to
invest in infrastructure and facility improvements is greatly increased as the strength of the entire
system can be leveraged to secure funding and repayment.

Clinical Success:
Clinical service expansion and enhancement is tied to TCHH’s ability to improve the quality,
efficiency and cost-effective delivery of health care services. To this end, the planned implementation
of EPIC early in the integration process will provide a uniform, integrated and seamless connection
between HHC and TCHH and enhance care coordination. Easy access to medical record information
regarding previous hospitalizations, physician visits and diagnostic testing will reduce duplicative
utilization and lead to a more cost-effective delivery of health care services.

In addition, as a member of a clinically integrated delivery system, TCHH will benefit from
participation in system-wide quality improvement initiatives including, quality councils and advanced
analytic capabilities.

HHC has committed $3 million to fund physician recruitment and alignment activities in accordance
with initiatives identified in the Strategic Plan. HHC commitment ensures that TCHH will have the
resources required to recruit and retain clinical talent to Northwestern Connecticut.

HHC and TCHH have jointly committed to a comprehensive and service growth-oriented Affiliation
Agreement, which contains significant financial covenants to meet the needs of TCHH. Taken as a
whole, the Affiliation Agreement honors the institution’s legacy and stewardship by demonstrating a
clear commitment to securing and expanding health services in Northwest Connecticut for years to
come.
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As in the case of Windham Hospital, there are always unforeseen challenges and shifting market
conditions which will cause delay or necessitate course corrections. But, HHC strives to be pro-
active in managing changing circumstances and executing strategy to support the desired outcome.

6. TCHH stated on p. 350 of the application that the "incremental revenue for TCHH was entirely the result
of the increase in volume" and the "revenue assumptions did not differ from TCHH's assumptions without
the CON." However, TCHH's assumptions without the CON specified on p. 312 that "Gross Revenue is
based on a 5% price increase, flat volume and allowances."
The response to 4.b. of the Order refers to the public hearing testimony of Susan Schapp attesting that the
TCHH projected aggregate gross revenue increase of 5% is consistent with its recent experience.
However, based on the FY 2015 and FY 2016 OHCA HRS filings, TCHH's Gross Revenue decreased by
1% and 3%, respectively.

a. Clarify the inconsistent statements listed above and answer the following:
b. What is the basis for the 5% projected increase in TCHH's gross revenue (e.g., change in volume,

price increase)?
c. If the increase in revenue is based on a price increase, provide evidence to support why an increase

of 5% is required. If the proposal is approved, would prices still need to be raised by 5% at TCHH?

a. Clarifying Seemingly Inconsistent Statements
Response: Please refer to Exhibit #2, Financial Projection Extended through FY 2020 supplied with
Applicants’ pre-filed written responses (p. 524 of the Application), and the statements below for
clarification of the statements described above.

1.) For any “without C.O.N.” projections, all TCHH Gross Revenue increases shown would be due
only to annual 5% Gross Revenue price increases.

2.) For any “without C.O.N.” projections, TCHH Net Revenues decrease because of the small
positive impact of the Gross Revenue increases compared to the significant negative impact of
unfavorable contractual allowances.

3.) For any “with C.O.N.” projections, all TCHH Gross Revenues increase shown would be due to
increases in volume made possible by the affiliation and the small but positive impact of the same
annual overall 5% Gross Revenue price increases and the same unfavorable contractual allowances.
In other words, it is solely the additional volume that improves the actual Net Revenue projections for
the “with C.O.N.” projections.

The second clarification with respect to OHCA’s Question #6.a. is as follows:

OHCA: “The response to 4.b. of the Order refers to the public hearing testimony of Susan
Schapp attesting that the TCHH projected aggregate Gross Revenue increase of 5% is consistent
with its recent experience. However, based on the FY 2015 and FY 2016 OHCA HRS filings,
TCHH’s Gross Revenue decreased by 1% and 3%, respectively.” See Table below:

Actual Gross Revenue Actual Net Revenue
FY 2014 $268,038,161 $114,622,054
FY 2015 $285,320,073 6.4% $113,735,731 (1.0%)
FY 2016 $296,841,146 6.2% $110,242,064 (3.0%)

Source: OHCA Report 700
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Please note that for TCHH’s FY 2015 and FY 2016 OHCA HRS filings, TCHH’s Net Revenue
decreased by 1% and 3% respectively; not its Gross Revenue.

b. What is the basis for the 5% projected increases in TCHH’s Gross Revenue e.g., change in volume, price
increase)?

Response: Historically, TCHH has served a population with a particularly large proportion of
Medicare-insured patients and a growing population of Medicaid-insured patients. As a result,
TCHH’s payer mix is comprised of a large proportion of government insurance programs. The
present percentage of payer mix consisting of government insurance programs ranges from 70% to
80% of the total payer mix.

Government insurance programs, particularly the Medicaid program, generally fall significantly short
in covering TCHH’s cost of providing care to the enrollees in these programs. This situation has
worsened with time.

TCHH has traditionally sought an annual price increase from its commercial insurance payers,
recognizing that an overall 5% increase in commercial payer Gross Revenue will have some, though a
disproportionately small, impact on TCHH’s commercial payer Net Revenue.

c. If the increase in revenue is based on a price increase, provide evidence to support why an increase of 5% is
required. If the proposal is approved, would prices still need to be raised by 5% at TCHH?

Response: Please refer to the response to part a. of this Question #6. The increasein Gross and Net
Revenues resulting from the “with C.O.N.” revenue projections are due almost exclusively to the
expected increases in service volumes. The traditionally negotiated an overall 5% price increases are
included in the “with C.O.N.” projections, but have been largely negated by contractual allowances.

Please see the responses to Questions 2.B. and 2.C. above for reasons why the Applicants are unable to
determine at the present time whether prices will still need to be raised by 5% at TCHH if this
proposal is approved.

ACTIVE/78532.1/AMURRAY/6805938v5
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A Message from Elliot Joseph
Welcome.

Every year, Hartford Healthcare leaders 
come together at the State of the System to 
celebrate our accomplishments, acknowledge 
our challenges and build stronger connections 
with one another in order to achieve our 
vision to be “nationally respected for 
excellence in patient care and most trusted 

for personalized coordinated care.”
Today, we are closer to achieving our vision than ever before. We 

are leading the transformation of health care in this country. Earlier 
this year, we announced a thorough reorganization of our system 
that was designed to reduce duplication and to increase efficiency in 
everything we do across the continuum. We have restructured our 
leadership into regional units and system-wide service lines that 
will allow us to move quickly toward the value-based care that is our 
future. As the result of this transformation, we will succeed in pro
viding more and better care to our communities.

We have seen many other positive changes this year, thanks 
to your efforts. We welcomed The William W. Backus Hospital into 
our system to create the East Region with Windham Hospital. We 
announced the formation of an industry-leading alliance with 
Memorial Sloan-Kettering Cancer Center. We created Integrated Care 
Partners, a physician-led, clinical-integration organization, which 
has attracted more than 1,400 providers and which will lead us in 
moving from fee-for-service to value-based payments for care. With

HHC Thrive, we’ve made permanent budget reductions worth tens of 
millions of dollars, and with HHC Unity, we are moving toward one 
HHC employee experience and a powerful electronic health record 
that will help us coordinate, track and improve our many services. 
Staff members throughout the system have made tremendous 
process improvements through H3W.

It’s a lot of change, I know. We have had to make hard choices in 
restructuring our organization and in moving toward more unified 
employee benefits. But all of this is not for us. It is for the Janets we 
serve — the patients and families who depend on us every day We 
have had to profoundly change our way of doing things to serve 
them with consistent high-quality and seamless coordination. And 
the forecast is for more change as we push to provide more access 
and demonstrable value.

We are writing a new chapter in the history of American health 
care, and I count on your leadership as we make this journey. You 
have made this transformation possible, and I know that you will 
make it succeed for the people we serve.

Sincerely,

Fllint TncprVh ----- )Elliot Joseph 
President and CEO 
Hartford Healthcare
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Hartford Healthcare Quick Facts & Figures

ri

Hartfordi'" 
Healthcare
One State Street 
Suite 19
Hartford, CT 06103 
860.263.4100

Employees: 18,597 
Acute Care Inpatient 
Discharges: 85,128 
Acute Care Inpatient Days : 418,113 
Emergency Department Visits: 381,630 
Towns in HHC Service Area: 101 
Operating revenue*: $2.1 billion 
Community Benefit (FY12): $145.3 million

Acute-Care Hospitals

Backus
Hospital
A Hartford Healthcare Partner

326 Washington Street 
Norwich, CT 06360 
860.889.8331

J
Hartford
Hospital
A Hartford Healthcare Partner

80 Seymour Street 
Hartford, CT 06106 
860.545.5000

Hartford ^ 
Hospital

backushospital.org 
Licensed bed capacity: 233
Discharges: 11,397 
Patient Days: 48,467 
ED Visits: 78,844 
Births: 861
Inpatient Surgeries: 2,787 
Ambulatory Surgeries: 6,323 
Employees: 2,003 
Physicians on Staff: 296 
Volunteers: 506
Operating revenue* **: $45.5 million 
Community Benefit (FY12): $4.8 million

hartfordhospital.org 
Licensed bed capacity: 867
Discharges: 41,809 
Patient Days: 235,012 
ED Visits: 100,799 
Births: 3,666
Inpatient Surgeries: 12,058 
Ambulatory Surgeries: 28,073 
Employees: 7,397 
Physicians on Staff: 1,615 
Volunteers: 1,061 
Residents/Fellows: 650 
Operating revenue*: $1.1 billion 
Community Benefit (FY12): $90.6 million

Hartford Hospital is home to the Center for 
Education, Simulation and Innovation (CESI), one 
of the most-advanced medical simulation training 
centers in the world. Medical providers from across 
the world have trained at CESI, the Northeast’s 
largest robotic surgery center. CESI is expanding to 
further increase its training and development of 
innovative treatments in patient care.

'Draft, Preliminary, Non-audited
"Represents approximately two months of activity as a Hartford Healthcare member

e State of the System



Acute Care Hospitals

ri
The Hospital6'- 
of Central 
Connecticut
A Hartford Healthcare Partner

New Britain 
General campus:
100 Grand Street 
New Britain, CT 06050 
860.224.5011 
Bradley Memorial 
campus:
81 Meriden Avenue 
Southington, CT 06489 
860.276.5000 
thocc.org 
Licensed bed capacity: 446 
Discharges: 17,907 
Patient Days: 75,467 
ED Visits: 107,064 
Births: 1,616
Inpatient Surgeries: 3,534 
Ambulatory Surgeries: 7,319 
Employees: 2,841 
Physicians on Staff: 435 
Volunteers: 444 
Residents/Fellows: 22 
Operating revenue*: $385.6 million 
Community Benefit (FY12): $24.3 million

g 5
MidState i'* 
Medical Center
A Hartford Healthcare Partner

435 Lewis Avenue 
Meriden, CT 06451 
203.694.8200
midstatemedical.org 
Licensed bed capacity: 156
Discharges: 9,847 
Patient Days: 41,898 
ED Visits: 59,791 
Births: 906
Inpatient Surgeries: 2,267 
Ambulatory Surgeries: 6,055 
Employees: 1,295 
Physicians on Staff: 400 
Volunteers: 278
Operating revenue*: $237.1 million 
Community Benefit (FY12): $17.9 million

Windham 
Hospital
A Hartford Healthcare Partner

112 Mansfield Avenue 
Willimantic, CT 06226 
860.456.9116 
www.windhamhospital.org 
Licensed bed capacity: 144 
Discharges: 4,168 
Patient Days: 17,269 
ED Visits: 35,132 
Births: 382
Inpatient Surgeries: 1,053 
Ambulatory Surgeries: 2,662 
Employees: 744 
Physicians on Staff: 53 
Volunteers: 235
Operating revenue*: $82.6 million 
Community Benefit (FY12): $7.6 million

’Draft, Preliminary, Non-audited
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Hartford Healthcare Quick Facts & Figures

Institute
of Living
A Division of Hartford Hospital

200 Retreat Avenue 
Hartford, CT 06106 
860.545.7000 
harthosp.org/InstituteOfLiving
Inpatient Discharges: 4,055 
PHP/IOP Days: 33,943 
Outpatient Visits: 18,028 
Employees: 700+

The Institute of Living was the first hospital of 
any kind in Connecticut. Now a division of 
Hartford Hospital, it provides a wide range of 
comprehensive behavioral health services.

Natchaugfi'- 
Hospital
A Hartford Healthcare Partner

189 Storrs Road 
Mansfield Center, CT 
06250
860.456.1311 or 1.800.426.7792 
natchaug.org
Inpatient Days: 18,990 
PHP/IOP Days: 52,043 
School Days: 24,705 
Employees: 572 
Volunteers: 12
Community Benefit (FY12): $4.8 million 
Operating revenue*: $48.2 million 
Natchaug offers inpatient and outpatient 
behavioral health and chemical dependency 
services for children and adults.

Rushford*'-
A Hartford Healthcare Partner

883 Paddock Avenue 
Meriden, CT 06450 
1.800.542.4791 
rushford.org
Residential Days: 34,449
Outpatient Visits: 68,571
Employees: 422
Volunteers: 18
Residents/Fellows: 28
Community Benefit (FY12): $1.6 million
Operating revenue*: $28.7 million
Rushford offers treatment of addiction in adults
and adolescents, as well as drug prevention and
youth development.

Inpatient behavioral health and psychiatric 
services also are provided at The Hospital of 
Central Connecticut New Britain General 
campus and at MidState Medical Center.

"Draft, Preliminary, Non-audited
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Physician Practices Outpatient Services

j J
Hartford Healthcare '•
Medical Group

1290 Silas Deane Highway 
Wethersfield, CT 06109 
860.545.7188 
hartfordhealthcaremedicalgroup.org
Office Locations: 41
Physicians: 180
Mid-Level Practitioners: 75
Employees: 900
Primary Care Visits: 315,852
Specialty Care Visits: 206,841
Operating revenue*: $109 million
Hartford Healthcare Medical Group is one of the
largest multispecialty practices in Connecticut
and offers primary and urgent care, along with
specialty services and a highly regarded surgical
program.

Integrated 
Care Partners
A Hartford Healthcare Partner

1290 Silas Deane Highway 
Wethersfield, CT 06109 
860.263.3540
Integrated Care Partners, established in February 
2013, is a physician-led clinical integration 
organization that will play a critical role in 
improving how patient care is delivered.

As a community of independent care providers, 
Integrated Care Partners defines performance 
objectives, quality standards and evidence-based 
medicine protocols; forges partnerships with 
health plans, employers and providers; and 
establishes requirements for participation — all 
with the ultimate goal of providing high-quality, 
coordinated patient care and improving the overall 
health of populations.

Laboratory services

T5Clinical '*
Laboratory-
Partners
129 Patricia M. Genova Drive 
Newington CT 06111
1.800.286.9800
clpct.com
Patients Served: 1,474,849 
Employees: 869 
FTEs: 794
Patient Service Centers: 57 
Operating revenue*: $95.6 million 
Clinical Laboratory Partners provides lab 
services throughout Connecticut.

Integrated Care Partners is a voluntary organization 
that includes both private-practice physicians 
and physicians employed by or associated with 
Hartford Healthcare. More than 1,400 physicians 
are members and the number is steadily increasing.

‘Draft, Preliminary, Non-audited

December 2013 9



Hartford Healthcare Quick Facts & Figures

Outpatient Services

t9VNA*^
Healthcare
A Hartford Healthcare Partner

1290 Silas Deane Hwy. 
Suite 4B
Wethersfield, CT 06109 
860.249.4862
vnahealthcare.org
Total Admissions: 13,494
Employees: 848
Volunteers: 251
Branch Offices: 6
Operating revenue*: $57.2 million
VNA Healthcare is a not-for-profit home care
agency with branch offices in East Windsor,
Glastonbury, Hartford, Southington and Waterbury.

ri
VNA Eastkya
A Hartford Healthcare Partner

34 Ledgebrook Drive 
Mansfield Center, CT 06250 
860.456.7288 
vnaeast.org

VNA East is a non-profit, Medicare-certified, 
state-licensed, home and community health care 
agency that has served the people of Eastern 
Connecticut for more than 90 years. Based in 
Mansfield Center, the agency provides a full 
range of nursing, therapy and hospice services 
to the residents of 20 towns in the region.

Rehabilitation

Hartford Healthcare fi'“
Rehabilitation Network

181 Patricia M. Genova Dr.
Newington CT 06111 
860.696.2500 
hartfordhealthcare.org/Fehabilitation
Patient Care Visits in Network: 406,737*
Employees: 467
Operating revenue* **: $124,000 
The HHC Rehabilitation Network provides 
physical rehabilitation services, including physical 
therapy, occupational therapy, speech language 
pathology and athletic training across the 
continuum and in community settings.

artford
ealthCare

ehabiW011 
ork
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Senior Services

'Draft, Preliminary, Non-audited

December 2013 H

ri
Central ~ 
Connecticut 
Senior Health 
Services
A Hartford HeaithCaa'e Partner

45 Meriden Avenue 
860.378.1225 
Southington, CT 06489 
www.ctseniorcare.org
Skilled Nursing Beds: 280 
Apartments: 278 
Employees: 738 
Volunteers: 163 
Operating revenue*: $28.3 million 
Includes: Connecticut Center for Healthy 
Aging - Senior Resource/ Assessment Center;
The Orchards at Southington - Independent and 
Assisted Living; Arbor Rose at Jerome Home - 
Independent and Assisted Living, Memory Care; 
Mulberry Gardens of Southington - Assisted 
Living, Memory Care, Adult Day Center; Marian 
Heights Adult Day Center - Medical Model Adult 
Day Program; Jerome Home - Skilled Nursing, 
Residential Care Home; Southington Care Center 
- Skilled Nursing.

fi 5
Cedar Mountain '* 
Commons
A Department of Hartford Hospital

3 John H. Stewart Drive 
Newington, CT 06111 
1.877.469.6285
Independent and Assisted Living Apartments: 78 
Employees: 64 
Volunteers: 3
Operating revenue*: $356,000 
Owned by Hartford Hospital and Jefferson House, 
Cedar Mountain Commons is one of the few 
hospital-supported senior living communities 
in Connecticut.

Jefferson House
A Department of Hartford Hospital

1 John H. Stewart Drive 
Newington, CT 06111 
860.667.4453
Skilled Nursing Beds: 104 
Employees: 180 
Volunteers: 45 
Operating revenue*: $1.1 million 
A department of Hartford Hospital, Jefferson 
House is a skilled-nursing facility offering a 
full range of services.

http://www.ctseniorcare.org
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Hartford Healthcare Executive Leadership December 2013

Elliot Joseph 
President & CEO 
Hartford Healthcare

Jeffrey Flaks 
Executive Vice President 
& Chief Operating Officer 
Hartford Healthcare

James Blazar 
Chie/Strategy & 
Transformation Officer 
Hartford Healthcare

f

Stephen Larcen, PhD 
Senior Vice President 
Hartford Healthcare

Stuart Markowitz, MD Lucille Janatka 
Senior Vice President Senior Vice President
Hartford Healthcare Hartford Healthcare

David Whitehead 
Senior Vice President 
Hartford Healthcare

Behavioral Health Hartford Region
Netivorfe President President

Central Region East Region President
President

James Cardon, MD 
Executive Vice President 
& Chief Clinical 
Integration Officer 
Hartford Healthcare

Tracy Church 
Senior Vice President 
& Chief Human 
Resources Officer 
Hartford Healthcare

Margaret Marchak 
Senior Vice President 
& Chief Legal Officer 
Hartford Healthcare

Thomas Marchozzi 
Executive Vice President 
& Chief Financial 
Officer
Hartford Healthcare

Rocco Orlando III, MD 
Senior Vice President 
& Chief Medical Officer 
Hartford Healthcare

Richard Stys 
Senior Vice President 
& Treasurer 
Hartford Healthcare

TBD
Senior Vice President 
& Chief Information Officer 
Hartford Healthcare



A Year of System-Wide Accomplishments ^2013)
• Held first patient experience collaborative, attended by hundreds 

of system staff.
• Through HHC Thrive and H3W, implemented more than $114 

million (YTD August) in savings throughout system. More than 
$200 million in savings is expected over five years.

• Launched single contact center and physician-referral service 
supporting Hartford Healthcare Medical Group, Hartford and 
Windham hospitals, The Hospital of Central Connecticut and 
MidState Medical Center.

• Established central credentialing office.
• Graduated second class from Physicians Leadership Development 

Institute.
• HHC Making a Difference by Living Our Values Award awarded 

to 64-member Behavioral Health Network team responsible for 
selecting and implementing common electronic health record.

Backus Health System
• Affiliation with Hartford Healthcare resulted in creation of system’s 

first regional network, the East Region, including Backus and 
Windham hospitals.

• Exceeded goals in linking patients to insurance and primary care 
through MyHealthDirect. Opened Norwich and North Stonington 
Backus Health Centers.

• Backus Weight Loss Center added gastric bypass procedure.
• Added MRI to Plainfield Emergency Care Center, stand-alone satellite 

emergency room and outpatient center. Visits surpass expectations.
• Quality and patient safety improved in all key publicly reported metrics.

Hartford Healthcare is sponsoring 
Wellness at WestFarms, a multifaceted 
program at the mall to connect 
consumers with our health care system

Hartford Healthcare
• Continued to successfully advance toward goal of accessible, high- 

quality, integrated care to deliver the ultimate patient experience:
- Affiliation with Backus Health Care System, expanding access to 

care to Eastern Connecticut communities.
- Establishment of HHC Central, Eastern and Hartford regions 

and implementation of Behavioral Health Network to improve 
collaboration, quality and efficiency.

- Alliance with Memorial Sloan-Kettering Cancer Center and estab
lishment of HHC Cancer Institute to provide patients with world- 
class, innovative treatments and improved access to clinical trials.

• Established Integrated Care Partners clinical integration organization 
with physicians to transform health care delivery through care 
coordination and best practices.

• Established Accountable Care Organization in collaboration with 
ConnectiCare as part of new Medicare Shared Savings Program

• Implemented HHC Unity to create 
a single HHC experience for both 
employees and customers.

• Selected Epic as HHC electronic 
health records system, CareConnect.

• Opened first HHC Employee Health 
and Wellness Center.

• Implemented system-wide employee 
wellness program, HHC & Me.

• Instituted universal flu vaccine 
policy for employees, with nearly 
all employees vaccinated.



• Implemented extensive population health-management efforts: 
health needs assessment; expansion of Rx for Health program; 
Healthy Eating Advocate Training; Healthy Community pilot 
program in Baltic.

• Only Eastern Connecticut hospital to receive American Hospital 
Association’s Most Wired Award for third consecutive year.

• Received Anthem Blue Distinction recognition for orthopedics.
• Anticoagulation Center received national award for excellence.
• Communications Department earned 13 Lamplighter Awards for 

excellence in marketing and strategic communications.
• New Care Van to provide screening and health education, supported 

by $300,000 community campaign.
• With gift from Auxiliary, Survivors Fund and Laura Beth Seder 

Memorial Golf Tournament, opened new boutique offering 
resources and merchandise for cancer patients.

Clinical Laboratory Partners
• Partnership with two of the largest physician groups in the state to 

become their exclusive laboratory provider.
• Added six new Patient Service Centers.
• Established LAB Health Information Exchange (HIE) for HHC, 

providing lab results on all HHC patients. Approximately 8,000 
physician office clients also use the LAB HIE. LAB HIE represented 
more than 17 million patient encounters and nearly 63 million 
tests. Clinicians can access results on desktop, laptop, iPad or 
iPhone.

• Offered free cholesterol screenings.
• Participated in food drives and other charitable activities.
• Indigent patient support for federally qualified health centers and 

Planned Parenthood.

Colchester and Montville health centers certified as Primary Care 
Medical Homes.
Outperformed state and national averages for value-based purchasing. 
More than 1,800 employees and 200 medical staff members 
participated in “Safety Starts with Me” training sessions as part of 
high-reliability initiative.
Patient Portal created and pilot under way.
Installed patient- and staff-designed communication whiteboards 
in patient rooms.
Launched medication-management program for patients discharged 
on anticoagulation and high-risk medications.
Implemented discharge phone calls and nursing leadership rounding. 
Patient Care Services staff led a workgroup focused on Model of 
Care Redesign, using evidence and best practices, to be used in all 
medical surgical units in East Region over next 18 months. 
Expanded nurse residency program to include immersion track for 
home health care.
Redesigned care of behavioral health patients in Emergency 
Department.
Initiated OptiLink, computerized acuity system enabling team to 
match resources to patient workload.

The Backus Health System includes The William W. Backus Hospital, 
a 233-bed acute care hospital that is the only state-licensed Tramua 
Center east of the Connecticut River.



A Year of System-Wide Accomplishments

• CEO James Fantus was corporate chair for Juvenile Diabetes 
Research Foundation’s Annual Walk for the Cure; CLP employees 
raised $25,000.

• Chosen from 8,000 candidates nationwide by Medical Laboratory 
Observer as runner-up for Lab of the Year.

Central Connecticut Senior Health Services
• Opened third Connecticut Center for Healthy Aging at MidState 

Medical Center.
• Managed senior affinity program to create MyHealthy Advantage, 

creating marketing relationship database of more than 10,000 adults.
• Cedar Mountain Commons reached 92 percent occupancy for first 

time in seven years.
• Jefferson House, Mulberry Gardens and Jerome Home received My 

InnerView Excellence in Action Award from the National Research 
Corporation.

• Jefferson House, Jerome Home and Southington Care Center rated 
five stars by Centers for Medicare & Medicaid Services.

• Cedar Mountain Commons obtained deficiency-free licensure survey.
• Hosted fourth annual Healthy Family Funfest in collaboration 

with The Hospital of Central Connecticut, MidState Medical
Center and 100 other community partners with more 

than 3,200 attendees.
Hosted 353 outreach programs with 12,595 attendees. 

fa.— T.‘ Ea s U \ • Hosted first “Southington Symposium on Aging”
to discuss challenges and opportunities related 
to aging.

t/mp*W6*a • The Orchards at Southington received Assisted 
Living Federation of America’s 2013 Best of

the Best Award in category of Going Green, Saving Green: Energy, 
Recycling and Expense-Reduction Strategies.

• Jerome Home and Arbor Rose voted best health care facilities by 
New Britain Herald readers.

• Mulberry Gardens and Jerome Home voted top workplaces by 
Hartford Courant and Fox 61.

• Trish Walden, vice president, won 2013 Hartford Business Journal 
Women in Business Award.

Hartford Healthcare Medical Group (HHC MG)
• Formed Jan. 1,2013, combining five medical groups.
• Added 19 primary care physicians and 17 specialty care physicians
• Incorporated seven already-existing practices into group.
• Opened six new locations.
• Created physician and advanced-practitioner 

Recruitment and Integration Department 
with system recruitment portal.

• Assisted in developing multi-campus 
surgical services in bariatric, breast, 
colorectal, thoracic and urological surgery.

• Added non-cardiac thoracic surgery at 
Hartford Hospital and Backus.

• Specialty practices developing 24-hour 
access for all patients.

• Built Medicare Shared Savings Plan program 
with 10,769 attributed lives from HHC MG.

• Physician leadership groups for specialty 
and primary care established and leading 
change.

We're connecting 
the dots. And the docs.

Hartford Healthcare 
Medical Group

11 DTp^lliK IMOMTUlAnWG n‘jjJ wq

The staff at the Connecticut Center for Healthy Aging, 
like Marc Levesque, MS, senior resource case manager, 

and Jessica Dakin, ESN, geriatric care manager, provide a 
variety of services to seniors across Central Connecticut.

HHC created a single, multispecialty practice when 
Hartford Healthcare Medical Group was formed, 
bringing together various clinicians within the system. 
Connecting our practices gives patients easier access to 
a broad range of high-quality, well-coordinated primary 
and specialty care.



• Vascular lab accredited by the Intersocietal Accrediting Commission 
in visceral vascular testing, peripheral venous testing, peripheral 
arterial testing, and extracranial cerebrovascular testing.

• Huddles and Lean process extended to MidState and HOCC 
primary care practices.

• Implemented health information exchange connection to Hartford 
Hospital ED and hospitalists.

• Instituted shared medical appointments for small groups of patients 
with similar conditions or needs.

• eRX (electronic prescriptions) extended to all surgeons.

Hartford Healthcare Rehabilitation Network (HHCRN)
• Expanded rehabilitation home care visits by 14 percent.
• Expanded agreement with Orthopedic Associates of Hartford to 

manage New Britain practice.
• Expanded rehabilitation services to Institute of Living Schizophrenia 

Rehabilitation Program.
• With Hartford Hospital Research Department, implemented

automated system to collect patient-reported outcomes at point of 
service. First project to capture patient data directly from iPads.

• Assisted VNA Healthcare with integration of VNA East home care 
therapists.

• Presented at Physical Medicine and Rehabilitation National Meeting 
on concussions.

Hartford Hospital Rehabilitation Network
• Opened 16th outpatient clinic, adding Bloomfield.
• Expanded pelvic-health program to both men and women, increasing 

referrals 275 percent.
• Attained athletic trainer certification, adding two West Hartford 

high schools.
• Received full risk-sharing incentive from ConnectiCare for reaching 

patient satisfaction, outcome and efficiency targets.
• Renovated Meriden location.
• Exclusive medical provider at USA Gymnastics 2013 P&G 

Championships in Hartford. Team provided medical coverage to 
more than 100 elite athletes and gymnasts.

The Hospital of Central Connecticut (HOCC) Rehabilitation Network
• Increased outpatient visits by 9.3 percent.
• Increased cancer and lymphedema referrals.
• Converted Alliance Occupational Health to HOCC Occupational 

Health Network.

Windham Hospital Rehabilitation Network
• Added chnic at Windham Hospital Family Health Center.
• Obtained athletic training contract with Windham High School.

d medal gymnast Jordyn Wieber visited Hartford Hospital patients 
iting the USA Gymnastics 2013 P&G Championships, which were 
tL Center in downtown Hartford in August. Hartford Hospital 
in Network was the exclusive medical provider. The team provided 
erage to more than 100 elite athletes and gymnasts. Wieber was 
:o the USA Gymnastics Hall of Fame during the event.



A Year of System-Wide Accomplishments

Hartford Hospital
• Patient discharges (excluding newborns) up by 619 (1.65%) year 

over year.
• Medical/surgical length of stay down year over year from 5.86 to 5.72.
• Transfer Center surpassed 4,100 patient transfers.
• Began expansion of Center for Education, Simulation and Innovation 

with $15 million state grant. C_«=S ^
• Began genomic medicine collaboration with Jackson Laboratory 

and Connecticut Children’s Medical Center.
• Announced establishment of Bone and Joint Institute.
• Signed agreement with GE Healthcare to collaborate on innovative 

products for commercial marketplace.
• Opened new six-bed comprehensive Epilepsy Center.
• Renovated Transplant and Comprehensive Liver Center.
• Biomedical firm Genomas added clinical laboratory licenses in New 

York, Florida and California.
• Completed Hudson Street employee parking garage, adding 1,250 spaces.
• Launched Center for Global Health to promote staff engagement in 

international health care.
• Hit historic high in 

overall patient satis
faction scores during 
FY2013.

• Reached and sustained 
historic and best-practice 
lows in catheter- 
related bloodstream 
infection rates.

Achieved historic low in hospital-acquired, pressure-ulcer 
prevalence rate.
Implemented executive leadership weekly rounding.
Began new-and-improved patient food service program.
Expanded use of electronic patient daily CARE plan to improve 
communication.
Named Phase I National Cancer Institute Gynecologic Oncology 
Group Institution.
Only site in New England recognized by The Joint Commission and 
American Heart Association/American Stroke Association as 
Comprehensive Stroke Center.
Partnership for Breast Care awarded second cycle of full three-year 
accreditation by National Accreditation Program for Breast Centers. 
Designated by Society of Chest Pain Centers as an accredited chest 
pain center with percutaneous coronary intervention.
Designated an Aetna Institute of Quality® for total joint replacement 
and spine surgery.
Cardiac Rehabilitation Program certified by American Association 
of Cardiovascular and Pulmonary Rehabilitation.
First in USA to place right ventricular Impella device (“mini heart”) 
in patient in shock.
First in state to implement SurgiCount Safety-Sponge® System.
For hospital, first two left-ventricle Apical TAVRs; first percutaneous 
endovascular triple abdominal aortic aneurysm repair with local 
anesthesia; first mini maze — surgical ablation— to treat patient 
with atrial fibrillation; first TransOral Robotic Surgery (TORS).
First robotic single-site hysterectomy in New England and New York. 
First ECMO (Extracorporeal Membrane Oxygenation) patient 
transport in state.



First in world to implant Medtronic’s new single-coil, high-voltage 
defibrillation lead.
Pledged $1 million to Hartford Promise, a public school college- 
access program.
Committed to 10 internships as part of Hartford Summer Youth 
Employment Program.
Presented four $10,000 interest-free, forgivable loans to four 
employees to purchase homes as part of Hartford Home Ownership 
Incentive Program.
Dr. Harold I. Schwartz, chief psychiatrist, and Dr. Adrienne 
Bentman, director of adult psychiatry residency program at the 
Institute of Living, served on commission investigating and 
making policy recommendations related to Newtown’s Sandy 
Hook Elementary School shooting.
Dr. Lenworth Jacobs, vice president of academic affairs and research, 
hosted Hartford Consensus national meeting to develop strategies 
to increase survival in mass-casualty shootings.
Appointed Carolyn J. Hoban, Doctor of Science, vice president of 
research.
Began collaboration on genomic medicine with Jackson Laboratory 
and Connecticut Children’s Medical Center to explore new ways to 
treat cancer.
Continued partnership with government of Israel in providing 
emergency medical training for Magen David Adorn, Israel’s na
tional emergency service.
Renewed agreement with QiLu Hospital in China.
Received $1.25 million grant from the U.S. Agency for Healthcare 
Research and Quality to research personalized medicine use for 
severe depressive disorder.
Director of IOL’s Anxiety Disorders Center and Center for Cognitive 
Behavioral Therapy awarded $2.9 million, five-year grant from National

Institutes of Health to study neural mechanisms in hoarding.
IOL working with Connecticut Department of Mental Health and 
Addiction Services in partnership to offer mental health first aid 
training to educators.
Named one of America’s Best 100 hospitals by HealthGrades. 
Recognized by U.S. News & World Report as Number One in Hartford 
Region and among best hospitals in Connecticut in nine specialties 
— the most in hospital history: cardiology and heart surgery; dia
betes and endocrinology; gastroenterology and GI surgery; geriatrics; 
gynecology; nephrology; orthopedics; pulmonology; and urology. 
For seventh consecutive year, named a Most Wired hospital by the 
American Hospital Association.
Awarded silver Medal of Honor for Organ Donation from Department 
of Health and Human Services following campaign to register 
1,000 new organ donors in cooperation with the Donate Life New 
England Donor Registry. Registered 1,250 donors in 60 days. 
Selected again by Hartford Advocate readers as best hospital 
and as having best OB/GYN group and best orthopedic/sports 
medicine group.
Web site, www.harthosp.org, received gold eHealthcare Leadership 
Award.
Planning & Marketing’s news service received regional Emmy for 
“Advancing Medicine: The Colby Salerno Story.”
Planning & Marketing received five Lamplighter Awards from the 
New England Society for Healthcare Communications.
Record $15.5 million raised. Black & Red Gala netted record 
$1 million for transplant program.
Auxiliary pledged $687,000 to hospital. More than $160,000 
allocated for new projects and $100,000 to renovate Emergency 
Department Purple Pod.

http://www.harthosp.org
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Ground was broken last October and construction is well under way 
on the new cancer center at The Hospital of Central Connecticut, 
which will consolidate outpatient cancer services in one convenient 
location to better connect patient care. The nearly 70,000-square- 
foot center will be built on the New Britain/Plainville line.

Radiologist Dr. Jean Weigert presented study on benefits of breast- 
specific gamma imaging at San Antonio Breast Cancer Symposium. 
Comprehensive breast program first in Connecticut recognized as 
Certified Quality Breast Center of Excellence in National Quality 
Measures for Breast Centers™ Program.
Received American Heart Association Fit Friendly Work Site Award 
for employee wellness programs and 2012 Wellness Council of 
America Well-Workplace Award.
Received American Heart Association/American Stroke Associa
tion’s Get With The Guidelines® Stroke Gold Plus Quality Achieve
ment Award and Target: Stroke Honor Roll recognition.
Honored by Connecticut Breastfeeding Coalition for participating 
in Connecticut Breastfeeding Initiative and work toward Baby- 
Friendly designation.
Comprehensive breast program first in state recognized as Certified 
Quality Breast Center of Excellence in National Quality Measures 
for Breast Centers™ Program.
New Britain General 
Campus Auxiliary 
donated $200,000 for 
new cancer center, 
its second $200,000 
donation toward 
$1 million pledge.
Received $400,000 
grant to hire 24 
unemployed recent 
nursing school "
graduates.

The Hospital of Central Connecticut
• Began constructing 70,000-square-foot cancer center to consolidate 

cancer outpatient services.
• Opened Family Health Center in Bristol, offering primary and 

walk-in care seven days a week, and laboratory, radiology and 
wound-care services.

• Assumed ownership of Alliance Occupational Health.
• Opened Women’s Heart Wellness Center.
• All Heart Cardiac Rehabilitation Program certified by American 

Association of Cardiovascular and Pulmonary Rehabilitation.
• Sleep Disorders Center reaccredited by American Academy of Sleep 

Medicine, including certification for in-laboratory testing and 
portable home monitoring.

• Launched new patient portal, MyHOCC, enabling patients and 
physicians to access health information online.

• Achieved Stage 6 on Electronic Medical Record Adoption Model 
established by HIMSS Analytics, putting hospital in top 10 percent 
of hospitals nationwide.

• One of few area hospitals offering prone radiation therapy for 
primary, left-side breast cancer.

• One of few hospitals in state offering robotic surgery to treat 
sleep apnea, head and neck cancers and provide single-incision 
gallbladder removal.

• Implemented new procedure to pinpoint airway obstruction site 
before sleep apnea surgery.

• First hospital in New England to be founding member of the 
WomenHeart National Hospital Alliance.

• Expanded role in New Britain Emergency Medical Services 
paramedic training.



Integrated Care Partners
• Established in February 2013 to further clinical integration, 

improve quality and coordination of patient care, manage 
population health and move from fee-for-service to value-based 
payment system.

• Established leadership team, board and committees.
• Secured more than 1,400 members by end of September; growth 

continues.
• Began negotiations of shared-savings contracts, supporting system- 

wide volume-to-value transition and population health initiative.
• Secured agreements with Cigna, ConnectiCare and Anthem.
• Initiated plan to support financial and quality performance 

management and reporting.
• Established population health team, including six population- 

health managers, to use data analytics to identify gaps in care and 
outreach to patients and providers for proactive value-based care.

• Began acute low-back-pain initiative to develop value-based 
pathway for acute lower-back-pain management.

• Kicked off geriatric care initiative, working with HHC Geriatric 
and Palliative Medicine Institute to develop standards of care for 
preferred, high-value, post-acute facilities.

• Established operational model for case managers assigned to 
manage population health.

• Began partnership with cardiology leaders across HHC on congestive 
heart failure readmission-reduction initiative.

• Began research on care coordination best practices identified by 
pioneering accountable care organizations.

MidState Medical Center
• Expanded women’s health services to include Maternal Fetal Medicine.
• Began development of comprehensive Spine Care Program.

• Launched Lung Cancer Screening Program for early detection of 
lung cancer.

• Implemented cancer clinical research and added certified genetic 
counselor.

• Added physicians to medical staff in specialties including general 
surgery, GI, colorectal surgery, spine, orthopedics, primary care, 
endocrinology and thoracic surgery.

• Developed comprehensive ambulatory development strategy for 
Upper New Haven County.

• Launched new office for Connecticut Center for Healthy Aging, a 
resource center for seniors.

• Increased volumes at MediQuick Urgent Care in Meriden and Cheshire.
• Exceeded goal in Patient Safety Culture Survey.
• Achieved HCAHPS top box goal of 76 percent.
• Emergency Department ranked in 96th percentile nationally, 

second place among high-volume EDs in state. MidState nurses and 
doctors ranked in 97th and 93rd percentiles in country.

• Cancer Center reaccredited by National Accreditation Program for 
Breast Centers.

• Critical Care Unit awarded silver-level Beacon Award for Excellence 
by American Association of Critical Care Nurses.

• MediQuick received urgent care designation from Urgent Care 
Association of America.

• Spine Surgery Program earned distinction for quality by Aetna 
Institutes of Quality®.

• Named a 2013 Outstanding Patient Experience Award recipient from 
Healthgrades, among the top 15% of hospitals recognized in the nation.

• Achieved Nurses Improving Care for Healthsystem Elders designation.
• Received bronze award for National Hospital Organ Donation 

Campaign from U.S. Department of Health and Human Services.
• Recognized as Baby Friendly® birth facility for implementation of



A Year of System-Wide Accomplishments

Baby Friendly Hospital Initiative and offering optimal levels of 
infant care through breastfeeding.

• Family Birthing Center selected by Connecticut Nurses’ Association 
(CNA) for CNA Excellence in the Workplace Award.

• Implemented six-month Discharge Delay Pilot Program.
• ED named 2013 recipient of HHC Patient Experience poster 

presentation for Innovation, Breaking Traditions: Integrating Triage 
and Fast Track to Improve Patient Experience in the ED.

• Implemented daily safety huddles to enhance culture of safety.
• Performed first PET/CT scan for Alzheimer’s disease and introduced 

new Neuroquant software.
• Introduced DAT Scan for detection of Parkinson’s Disease — one of 

only three within system service area.
• First in state to use EndoWrist One Vessel Sealer for robotic surgery 

and to perform robotic splenectomy.
• Hospital implementation of navigational bronchoscopy, an advanced 

non-invasive diagnostic and staging procedure for lung cases.
• First hospital robotic ureteral 

re-implantation.
• Implemented Senior Emergency 

Care Services initiative in ED.
• Responded to community needs 

assessment by conducting 
25 diabetes and nutrition 
patient education programs, 
improving attendees’ awareness 
of diabetes risk by average 
40.65 percent.

• Initiated partnership with Wallingford EMS, in collaboration 
with Hartford Hospital’s Center for Education, Simulation and 
Innovation, to provide education to local paramedics.

• Added University of St. Joseph’s faculty position to support the 
Diabetes Center, creating Diabetes-Targeted Discharge Counseling 
Program.

• Collaborated with Quinnipiac University School of Nursing to create 
collaborative transitional practicum experience for graduating 
nursing students.

• Forty-five MidState-affiliated medical staff members granted medical 
appointments at Quinnipiac University’s new medical school.

• Opened The Center for Clinical Simulation to integrate simulation 
into variety of programs, fostering development of knowledge, 
skills and critical thinking for delivery of excellent patient care.

• For fourth consecutive year, named one of the nation’s Most Wired 
hospitals by American Hospital Association.

• Marketing & Community Relations earned bronze-level Aster Award 
for "Higher State of Healthcare” advertising campaign.

• $661,036 raised to benefit MidState’s programs and services in 
FY2013.

• $150,000 grant from Eva Stearns Faulkner Foundation to support 
nursing education.

• $10,000 grant from Maximilian E. & Marion O. Hoffman Foundation 
to support Simulation & Nursing Education Center.



Natchaug Hospital
• Expanded Young Adult Program to second location - Quinebaug 

Treatment Center in Dayville.
• Opened state-of-the-art Joshua Center Thames Valley on campus of 

Backus Business and Technology Center in Norwich; expanded 
Joshua Center Southeast in Groton.

• Added fifth team to Intensive In-Home Child & Adolescent 
Psychiatric Services Program with funding from Bank of America 
Charitable Gift Fund.

• The Seven Challenges® model of substance-abuse treatment 
incorporated into Natchaug Hospital’s child, adolescent and young- 
adult programs.

• Quinebaug Treatment Center in Dayville launched alumni support 
group to help clients sustain recovery and make Natchaug clinicians 
available for former clients in need.

• Launched Speakers Bureau to better respond to community interest 
in behavioral health issues.

• In response to Sandy Hook tragedy, joined HHC Behavioral Health 
Network partners and CT Department of Mental Health and 
Addiction Services in training 30 instructors in nationally-recognized 
Mental Health First Aid program for teachers, parents and first 
responders.

• Began free support group for families raising children with high- 
functioning pervasive developmental disorders.

• Child and adolescent psychiatrist Dr. Paul Weigle conducted 
workshop, “Understanding Video Games: a Child Psychiatrist’s ‘Call 
of Duty’” at 60th Annual Meeting of American Academy of Child

and Adolescent Psychiatrists and presented “The Impact of 
Computer Addiction and Online Social Media on Youth Mental 
Health: Working Clinically With the Digital Generation” at Jamaica 
Hospital in Queens, N.Y.

• Natchaug psychiatrist Dr. Jonathan Raub published “Predictors of 
Custody and Visitation Decisions by a Family Court Clinic” in the 
Journal of the American Academy of Psychiatry and Law.

• Master Gardener courtyard project earned National Wildlife 
Foundation’s official certification as NFW Wildlife Habitat® site.

• Chief Medical Officer Dr. Deborah Weidner elected to the National 
Association of Psychiatric Health Systems Board of Trustees.

• Pharmacy Director Jose Scarpa, R.Ph. and team received 2012 
American Pharmacists Association Pinnacle Award for pilot program 
demonstrating benefits of pharmacist-provided medication therapy 
management in patient-centered medical home settings.

• Natchaug one of only five Connecticut psychiatric hospitals 
earning inclusion in U.S. News and World Report listing.

Rushford
• Rushford at Meriden opened new Latino Intensive Outpatient 

Program.
• To better serve clients, moved to centralized-call admissions 

center, using one toll-free number as point of reference for first 
contact by anyone considering Rushford services.

• Launched Youth Mental Health First Aid training, an extension of 
Mental Health First Aid training series, a certification program to 
provide non-clinicians with skills to safely assist someone in
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mental health crisis.
• Rushford Center’s post-graduate addiction medicine residency and 

fellowship program accredited by American Board of Addiction 
Medicine as one of an elite group of the foundation’s accredited 
programs across the country and Canada.

• Hosted public forum on mental health, the first in series of public 
events emphasizing commitment of HHC’s Behavioral Health 
Network to improving public understanding of mental health 
issues. Congresswoman Elizabeth Esty was among panelists.

• Jeffrey Walter, president and CEO of Rushford, named to two-year 
term as chairman of board of directors for National Council for 
Behavioral Health.

• Rushford, Rushford Foundation and Meriden Healthy Youth 
Coalition awarded five-year $625,000 grant by The White House 
Office of National Drug Control Policy and the Substance Abuse 
and Mental Health Services Administration to help prevent youth 
substance abuse.

VNA Healthcare
• Affiliated with 

VNA East, based in 
Mansfield, which 
serves 20 towns in 
Windham County.
As part of affiliation, 
established Hartford 
Healthcare at Home 
for home care, 
farther solidifying

system’s continuum of care.
• Achieved overall 100 percent family satisfaction score for hospice 

care from National Hospice and Palliative Care Organization. 
Connecticut average for two years was 77.7 percent; national 
average, 74.5 percent.

• Heart failure patients in VNA Healthcare telemonitoring program 
between October 1 and June 30 had 30-day readmission rate of
12 percent versus state average of 25 percent and national average 
of 26 percent.

• Honored by Metro Hartford Alliance of Careers in Healthcare 
(MACH) at “A Celebration of Partnership - Building the Future 
Healthcare Workforce” for being an innovator in employee training 
and support to advance careers.

• Connecticut Nurses Association presented Media Award to Ellen 
Rothberg, president and CEO of VNA Healthcare, in recognition 
of advancement of nurses through the Nightingale Awards for 
Excellence in Nursing.

• Received $75,000 grant from Connecticut Health and Educational 
Facilities Authority and a $25,000 grant from the Walmart 
Foundation to support Meals on Wheels.

• Received $20,000 from Pfizer and $15,000 from the Maximilian E.
& Marion O. Hoffman Foundation to support telemonitoring and 
specialty care programs.

• Renewed Community Investment Grant support from the United 
Way of Central and Northeastern Connecticut of $480,000 for 
2013-14 program year.

Stephen W. Larcen, PhD, senior vice president of the 
Behavioral Health Network for Hartford Healthcare and 
president of Natchaug Hospital, and Connecticut Fifth 
District Congresswoman Elizabeth H. Esty, discuss mental 
health at a public forum sponsored by Rushford.

State of the System



Windham Hospital
• Opened Windham Family Health Center in Willimantic, which 

will play an important role in HHC’s East Region. Center includes 
primary care physicians, general and orthopedic surgeons, 
oncology services, a cancer infusion center, Clinical Laboratory 
Partners and the Windham Hospital Rehabilitation Network.

• Opened first phase of Family Health Center in Storrs. Second phase 
includes primary care providers and Clinical Laboratory Partners.

• Opened Center for Women’s Health in Hebron. Center houses an 
OB/GYN practice, imaging and Clinical Laboratory Partners.

• Honored by Connecticut Breastfeeding Coalition for participation 
in Connecticut Breastfeeding Initiative and work toward achieving 
Baby Friendly® designation.

• Emergency Department ranked in 99th percentile for satisfaction, 
according to Press Ganey.

• Radiology Department received national 
accreditation renewals for 
continued excellence.

• Radiology and MRI services 
earned three-year 
accreditations from 
American College of 
Radiology.

• Center for Sleep Medicine 
re-accredited for fourth 
time by American Acad
emy of Sleep Medicine.

Project team improved delivery and quality of meals for patients 
in isolation.
Implemented Telehealth Network, giving stroke patients and ED 
instant access to top neurologists and latest technology.
Windham Hospital, the state Department of Children and 
Families, local police and school officials formed community task 
force to help ensure best practice for recognizing and reporting 
child abuse. MaryAnn Duchene, RN, nurse director of Windham 
Hospital ED, developed protocols for recognition of abuse in 
children who present at Windham ED and other hospital EDs 
throughout the state.
Hospital Foundation named one of seven non-profit agencies to be 
included in 2012 Neighborhood Assistance Act Program, enabling 
qualified businesses in Connecticut to be eligible for tax credit 
when they make charitable contributions.
Recognized by LifeChoice Donor Services for outreach for 
organ and tissue donation and registration. Of 924 hospital and 
transplant centers participating in the national campaign, 322 
were awarded recognition, nine in Connecticut.

» Through efforts of Windham Hospital Foundation, Auxiliary to 
Windham Hospital and Golf Classic, hospital received record
setting $1.2 million in donations, grants and bequests.

Received more than $110,000 for Gina’s Friends to help 
underserved women in community.

Windham Hospital’s Family Health Center is one of several recently opened 
by Hartford Healthcare. Others include The Hospital of Central Connecticut’s 
Center in Bristol and Hartford Hospital's Center in South Windsor. Bringing 
primary care and specialty services to local towns improves patient access 
and convenience and connects us with communities.
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Unprecedented PartnershtpTWill Lead to 
UnprecedentedCaricer Care
Hartford HealLhCareTJtfHe^as-beefTselected as the pioneering 
member of the newly formed Memorial Sloan-Kettering Cancer 
Alliance. The alliance is expected to improve care and save lives by 
bringing evidence-based, world-class cancer care to the entire HHC 
provider network.

The affiliation will increase access to the latest cancer advances, 
research and breakthroughs for Connecticut patients, close to home, 
where most patients prefer to receive their care. HHC was chosen by 
Memorial Sloan-Kettering (MSK) to be its first partner because of 
HHC’s dedication to delivering high-quality, consistent care across 
the state and because of the proven expertise of HHC physicians and 
medical teams.

Over the next six months, teams from MSK and the newly formed 
Hartford Healthcare Cancer Institute will assess resources and 
capabilities 
within each 
of HHC’s five 
acute-care 
hospitals, 
identifying 
specific areas 
of focus. In 
addition, they 
will jointly
recruit a

physician-in-chief of the Hartford Healthcare Cancer Institute who 
will be on the staffs of both HHC and Memorial Sloan-Kettering. The 
Hartford Healthcare Cancer Institute will unify cancer services 
throughout the system and facilitate the partnership with MSK. It will 
be co-led by the physician-in chief and Donna M. Handley, M.A., R.N., 
the institute’s vice president of operations.

“Over the next few months, the two organizations will work to 
integrate HHC physicians into MSK’s disease-management teams,” 
Handley said. “The Hartford Healthcare Cancer Institute will provide 
a wonderful opportunity for our own physicians to partner with one 
another as we partner with MSK. We encourage our oncology physicians 
— both employed and those in private practice — to participate in this 
innovative model, which is being built on a solid foundation of best 
practices and state-of-the-art treatment and research protocols. The 
knowledge and expertise our own physicians bring to the table is 
critically important, and we welcome their input and participation.”

MSK and HHC will work collaboratively to measure changes in out
comes, including survival rates, quality of life and total cost of care.

“Through this alliance, we are bringing an unsurpassed level of 
cancer care to all of our communities,” Handley said.

Breaking Educational Boundaries
Hartford Hospital’s Center for Education, Simulation and Innovation 
(CESI) is the centerpiece of a pioneering vision to revamp the medical 
educational system. At 20,000 square feet and growing, CESI has 
emerged as a local, regional and international training destination.

Hartford Healthcare and Memorial Sloan-Kettering Cancer Center executives 
gathered in Hartford to mark the selection of Hartford Healthcare as the first 
member of the newly established Memorial Sloan-Kettering Cancer Alliance.



yet this commitment is evident throughout the entire system.
Health professionals, from nurses to therapists to administrators 
to physicians, receive on-site training and practical experience at 
nearly every system entity. Last year, the financial value of the 
system’s contribution to the education of health professionals was 
more than $43 million.

Committing to the ongoing support and education of medical 
professionals — today and in the future — reinforces HHC’s 
commitment to shape and transform the future of health care.

Facilitating a Dialogue about Health Care
If you tune in your radio to WTIC-AM 1080 every third Sunday 
morning of the month, you may hear some familiar voices candidly 
discussing the tough issues surrounding health care.

Elliot Joseph, president and CEO of Hartford Healthcare, and 
Rebecca Stewart, director of marketing, Hartford Hospital, take to the 
airwaves, hosting a radio show titled Health Care Matters. Airing on 
Connecticut’s largest talk radio station, the program tackles issues 
that have an impact on health and health care policies. Each program 
includes national experts on health care policy matters.

The program delves openly and honestly into health care issues, 
asking about what works, what doesn’t, and how to have an impact 
on health care policy to bridge these gaps.

The show has been airing for more than a year, and the list of guest 
appearances is impressive. It includes:

• David Blumenthal, MD, MPP, who served as the national coordinator 
for health information technology under President Barack Obama.

• Kevin Counihan, the president of Connecticut’s health care 
insurance exchange (Access Health CT).

Gov. Dannel P. Malloy tries his hand at simulated 
robotic surgery at Hartford Hospital’s Center 
for Education, Simulation and Innovation as 
Dr. Steven Shichman looks on.

CESI features exact replicas of an operating room, intensive care 
unit, delivery room and trauma room. Equipped like a hospital, CESI 
has two da Vinci robots and two robotic simulators designed 
especially for training.

In addition to providing training in robotic surgery and other 
sophisticated medical technologies, CESI is an educational and 
research center for students and faculty from the UConn Health 
Center, government agencies; medical first responders; and other 
schools; hospitals and agencies across the globe.

In 2012, CESTs staff conducted more than 5,600 hours of training 
for more than 7,200 caregivers. This year, the number of caregivers is 
expected to exceed 11,000.

Internet giant Google sees CESI’s value. Earlier this year, CESI 
researchers received Glass, Google’s new, wearable computer with an 
optical head-mounted display. Although Glass is not yet available to 
the public, CESI researchers received it to study whether or not it can 
be used to enhance critical care in emergency departments.

Harford Hospital recently received the green light from the city of 
Hartford to construct a 30,000-square-foot extension to CESI partly 
funded by a $15 million state grant.
The three-phase expansion will 
provide additional space for 
simulation areas, training facilities 
and research laboratories. It also will 
bolster CESI’s role as an economic 
engine for the city, region and state.

CESI is one of the most visible 
ways that Hartford Healthcare (HHC) 
is supporting and transforming the 
education of health professionals,
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• Richard Umbdenstock, president and chief executive officer of the 
American Hospital Association.

• Sorrel King, national patient safety advocate who created patient 
care journals.

• Suzanne Delbanco and Francois de Brantes, both experts in 
health care payment incentive reform.

• Mike Hyde, vice president of Advancement, The Jackson Labora
tory, who spoke about personalized medicine.

• “E-Patient” Dave deBronkart who discussed patient engagement.
• John J. Nance, lawyer, pilot, and safety expert.
• Mike Roizen, chief wellness officer, Cleveland Clinic.
• Donald W. Fisher, Ph.D., president of the American Medical Group 

Association.
“Our guests help us shine a light on the real health care issues our 

country faces, including access to care, quality of care and the cost of 
care,” Joseph said. “That is the goal of Health Care Matters. We believe 
that starting the conversation is key if we are to help shape the health 
care policy of the future.”

In addition, “the program has proven to be a unique way to link our 
national experts with policy makers and the community,” Stewart 
said. “We encourage people to participate in the discussion by emailing 
questions to: hhcmatters@hhchealth.org or by calling in to 860-522-WTIC 
during the show.”

Physicians Leading the Way to Integration
Hartford Healthcare (HHC) and private-practice physician leaders 
have come together to form a “clinically integrated” physician 
organization — Integrated Care Partners (ICP).

ICP is leading the way for HHC to move from fee-for-service to 
value-based payments for the care we deliver. It seeks to improve the 
coordination and quality of patient care throughout HHC and to meet 
the requirements of health care reform by providing better patient 
outcomes at a lower cost.

“Integrated Care Partners is being shaped by the physicians who 
are part of it,” said Dr. James Garden, Integrated Care Partners CEO 
and chief integration officer for HHC. “Member physicians are defining 
performance objectives, quality standards and evidence-based 
medicine protocols for all members.”

ICP has a 15-member board, including nine practicing physicians. 
ICP membership is voluntary and free, and both independent

community doctors and 
HHC-employed physicians 
may participate. To date, 
more than 1,400 providers 
have joined. The organi
zation is not a program 
run by hospitals or a 
service to manage prac
tices, nor does it actually 
employ physicians.

(Left to right) Members of the ICP Board of Directors: Kent Stahl, MD, president of Hartford 
Healthcare Medical Group; Ken Dardick, MD, independent physician, Windham Hospital; 
Gary Dee, MD, independent physician, MidState Medical Center; Jim Garden, MD, CEO, 
Integrated Care Partners; Mike Loiacono, MD, independent physician, The Hospital of 
Central Connecticut; Stacy Nerenstone, MD, independent physician, Hartford Hospital. s

mailto:hhcmatters@hhchealth.org


“In this new age of health care, we must change the way we deliver 
care to patients,” Garden said. "To lower costs, we need better care co
ordination. Clinical integration really means structured collaboration 
— working together through standardized processes.”

“Ultimately, the providers who succeed in the new age of health 
care delivery will be those who provide consistent high-quality care 
and manage the cost,” Cardon said. “Integrated Care Partners is a 
community of providers who work to accomplish these goals. This is 
all about coming together to serve our patients.”

Putting Patients Front and Center
For many years, health care systems were designed around what 
worked best for health care organizations and providers. But Hartford 
Healthcare (HHC) is in the midst of a transformation to standardize 
processes and design care around what works best for patients.

The HHC Unity: CareConnect electronic health record project is 
a major step in that direction. CareConnect will connect all of the 
information technology platforms within HHC so that providers have 
access to a single medical record, available no matter where patients 
access care.

This should result in better care coordination, reduce duplication 
of testing and help clinicians have the complete picture they need to 
coordinate care for each individual.

Patients’ Councils are another way to ingrain the patient voice into 
the design and delivery of care. These advisory groups already exist at 
some HHC member organizations, but will be fully operational at every 
HHC hospital by the end of 2014, with remaining organizations to follow.

“Throughout Hartford Healthcare, we are looking at what we 
can do to make our patients have a ‘wow’ experience,” said David 
Fichandler, Hartford Hospital’s director of Patient Experience.

Feedback from patient groups can be invaluable, and processes 
proven to be best practices to enhance the patient experience can 
be shared across the system. At Hartford Hospital, patient advisory 
group input was instrumental in adopting color-coded uniforms to 
help patients identify their caregivers.

The color-coded uniforms now are being rolled out at The Hospital 
of Central Connecticut, as well as at Clinical Laboratory Partners and 
Hartford Healthcare Rehabilitation Network.

Training to effectively communicate with patients and their 
families recently was launched with Hartford Hospital’s clerical staff 
and soon will be provided to residents, medical students, and other 
staff members throughout the system.

To help identify best practices regarding the patient experience 
and to recognize outstanding work in this area, HHC launched the 
first annual Patient Experience Collaborative in April.

It featured 46 poster presentations created by HHC staff highlighting 
initiatives designed to improve the patient experience. Winners were 
selected in the categories of Innovation, Enhanced Patient and Family 
Centered Care, and Improved Transitions of Care. The keynote speaker 
was Carrie Brady, a national thought leader in improving the patient 
experience. Also featured was a panel discussion with former patients 
and families from HHC hospitals.

“This was the first time we came together as a system to celebrate 
our successes and to learn from each other,” Fichandler said. “It was 
an incredible opportunity to share best practices.”
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A Healthy Community Focused on Unity
As we build Hartford Healthcare as a system, there are many initia
tives under way to achieve our vision “to be nationally respected for 
excellence in patient care and most trusted for personalized, coordi
nated care.” These initiatives, consolidated under the banner of HHC 
Unity, are designed to help eliminate fragmentation and enable HHC 
to become more efficient and systematic.

HHC Unity strives to eliminate the silos and duplication within the 
various HHC member organizations which resulted from different 
organizations coming together. In addition to increasing efficiencies, 
HHC Unity initiatives will create consistencies in operational 
processes to make more efficient use of resources — human, financial 
and technical. Common operational processes and consistency among 
HHC partner organizations, including H3W workgroups and leader
ship training, also will assist in creating a common HHC culture.
Major HHC Unity initiatives focus on:

Human Resources - Last year, 
dozens of different employee 
health care plans were in effect 
at the various system entities. 
Starting in January 2014, the 
number of plans will be reduced 
significantly, allowing for more 
efficiency and consistency in 
benefit plans and administra

tion. HHC will introduce common

policies and programs, including those pertaining to payroll, hiring 
and transfer of employment. The system also is moving closer to 
common benefit plans for dental, life and disability insurance and 
common absence and time-off policies, including standard holidays.

Outlook E-mail - All members of HHC are now united on a common 
e-mail platform and have standard e-mail addresses. This eases 
communication within and between organizations and strengthens 
each employee’s connection with the system. The common e-mail 
address also reinforces the scope and breadth of the HHC brand to 
external recipients.

Technology - HHC is building on its increasingly integrated internal 
structure to adopt a robust, common electronic health record platform 
for patients.

The goal is to ultimately provide:
• One registration, which means information is shared so patients 

register once no matter how many HHC partners care for them.
• One health record that is always available and up-to-date no 

matter where the patient seeks care.
• One standard of excellence throughout the entire organization.
• One bill, providing convenience and peace of mind.
• One relationship, so HHC is the provider of choice for our 

communities.

These Unity initiatives — including those in place and those 
coming in the near future — will help HHC become an extraordinary 
health care system that provides patients with the exceptional



coordinated care they need; provides physicians with the clinical 
information they need; and demonstrates to payers through data that 
we always provide the highest-quality, safest and best-value care.

Creating a Common Culture
As Hartford Healthcare continues to grow and evolve, so does H3W 
— How Hartford Healthcare Works.

H3W is a system-wide culture of service and innovation based on 
staff involvement, continuous improvement, transparent communication, 
recognition and authentic humanistic leadership to ensure that we 
provide the best service to every customer, every minute of every day.

The common work group structure is already under way in most 
HHC members, with remaining organizations slated to launch later 
this year. The senior management team from the system’s newest 
hospital, Backus, began H3W Leadership Training in October and all 
managers will go through by June. When that has been completed, 
Backus will begin to form H3W employee work groups, where 
ideas for organizational improvements and enhancements will be 
generated by those closest to the work.

“Although each organization is in a different place with H3W from 
a timing standpoint, everyone is heading toward a common goal,” said 
Marcia Haytaian, HHC vice president of leadership and organizational 
development. “We are starting to have a solid, common foundation for 
working together.”

In addition to generating ideas through work groups, H3W has a 
strong focus on leadership development, centered on common leader
ship behaviors. More than 1,000 managers have completed leadership 
training with external facilitators. “Train the trainer” sessions are now

under way for employees who will facilitate much of the leadership 
training as it moves forward to encompass all employees.

The impact of this leadership training is becoming evident 
throughout HHC. In addition to applying the 10 leadership behaviors, 
a common language springing from these behaviors is rapidly 
emerging. It is increasingly common to hear people talking about 
“being in the moment,” “setting clear expectations” or “having 
courageous conversations.”

“People are starting to talk about what they do in the same language,” 
Haytaian said. “We are working together, and talking together, in a 
common, new way.”

As we move into 2014, a consistent set of H3W metrics is being 
implemented. In addition to measuring participation levels, numbers 
of meetings held and the number of ideas generated, activated and 
implemented, there will be a focus on business case results. This 
includes ascertaining if the ideas or projects drive down costs or have 
other measurable benefits, along with supporting quantitative and 
qualitative data.

The benefits of H3W also extend to our physicians. Physicians 
who participate in HHC’s Physician Leadership Development Institute 
receive leadership training, as well as education about other topics to 
enhance their work and bolster their connection to their patients, 
colleagues and HHC.

To date, about 100 physicians in three institutes have participated, 
and some physicians continue their involvement with the Institute 
post-graduation by teaching classes and working on projects with 
other physicians.

“The classes continue to evolve,” Haytaian said. "And how these 
physicians are working together is incredible.”



Key System Initiatives

Hartford Healthcare Community Benefit Summary
For Year 10-1-2011 through 9-30-2012. FY2012 figures are being reported in accordance with the IRS Form 990 Schedule H requirement

Hartford Hospital MidState Medical Center

Charity care and means-tested programs

Charity care at cost $8,368,383 $1,054,666

Unreimbursed Medicaid $20,323,190 $14,522,288

Unreimbursed costs-other means-tested government programs

Total Charity Care and Means-Tested Programs $28,691,573 $15,576,954

Other benefits

Community health-improvement services and community benefit operations* $6,185,566 $507,605

Health professions education $34,759,867 $261,062

Subsidized health services $3,929,134 $1,512,995

Research $12,844,711 $-

Cash and in-kind contributions to community groups $3,397,543 $15,311

Community building activities $813,856 $30,965

Total Other Benefits $61,930,677 $2,327,938

Total Community Benefit $90,622,250 $17,904,892



Windham Hospital Natchaug Hospital The Hospital of Central Connecticut System Total

$1,547,389 $201,464 $1,854,472 $13,026,374

$4,858,452 $2,882,331 $11,399,323 $53,985,584

$231,310 $231,310

$6,405,841 $3,315,105 $13,253,795 $67,243,268

$340,666 $464,464 $1,590,634 $9,088,935

$477,476 $165,130 $8,174,326 $43,837,861

$166,261 $629,508 $945,602 $7,183,500

$- $- $334,513 $13,179,224

$227,221 $220,786 $61,120 $3,921,981

$9,469 $8,172 $6,162 $868,624

$1,221,093 $1,488,060 $11,112,357 $78,080,125

$7,626,934 $4,803,165 $24,366,152 $145,323,393'

Totals do not reflect more than $4 million in community benefit from Backus.



Hartford Healthcare 2013 Balanced Scorecard September 2013

Vision: Nationally respected for excellence in patient care and most trusted/or personalized coordinated care.

Hanford HealthCare 2014 - Operational Initiatives (HHC Unity)
Initiatives Milestone Completed By Accountability
ICD10 Total Readiness for ICD10 Implementation September 30,2014 L. Thveras

People Soft 1. Human Resources and Payroll go-live
2. Supply Chain and Finance go-live

1. January 1, 2014
2. October 1, 2014

T. Marchozzi

Electronic Health Record 1 Team formation
2. Rollout Plan Approved by Operating Council
3. Epic Certification completed
4. Ambulatory Testing Started

1. January 1, 2014
2. February 1, 2014
3. May 1,2014
4. September 30, 2014

R. Orlando

Central Business Office 1. Finance Managers, Supply Chain Personnel, Health Information 
Management, Patient Access and Revenue Cycle Administration in
System Support Office
2. Remaining Finance and Patient Access personnel 
in System Support Office

1. January 1, 2014

2. January l, 2015

T. Marchozzi

Hartford HealthCare 2014 - Strategic Initiatives Cascading to Members !
Initiatives Measure j Baseline Target FY14 Accountability
1. Eliminate Patient Harm Hand Hygiene (All acute care hospitals) FY13: End of year 

Compliance 71% > 90% Compliance
R. Orlando

2. Improve Employee Health HHC Medical Claims Trend FY13: 6.5% HHC Medical Claims Trend at 6 .5% J. Cardon
3. Increase Employee Engagement Employee Engagement Score FY12: 4.03

FY13: TBD (Pending
Pulse Survey Results)

Attain a .06 improvement 
in overall employee engagement 
(commitment) score

T. Church

4. Grow the System 1. Statewide Inpatient Aggregate Market Share
for Oncology, Cardiovascular, & Orthopedics

2. New Primary Care Patients
(includes new Walk-in/Urgent Care patients)

1. FY11: 213%;
FY12: 21.9%; FY13: 22.1% 
(FY12-13: + 0.2 pts)
2. FY13: 26,813 (new 
patients less workers 
compensation)

1. FY14: 22,6% (+0.5 pts)

2. FY14: 29,494 (+10%; 2,681)

J. Blazar

5. Improve the Patient Experience Top Box Score HCAHPS 
(All acute care hospitals)

FY13: 67.4 FY14: 70 R. Orlando

6. Reduce our Cost Structure Total Operational Improvement
(Expense Reduction and Operational Savings)

FY13 Management
Action Plan (MAP) 
Savings- Target $25 
Million; Achieved:
$29.2M

Achieve total operating 
improvements of $95M 
[Including HHC Thrive. MAP, 
Revenue Cycle, Backus Integration)

J. Flaks

7. Strategic Expansion of the
HHC Network

Letters of Intent FY13: TWO (21 Letters of 
Intent Signed

Tiro (2) Letters of Intent 
completed by end of FY14

J. Blazar

8. Integrate the Cancer
Service Line

Memorial Sloan Kettering (MSK) Certification FY13: Affiliation Agree
ment Signed on August, 
2013

Each applicable member certified 
by Sept. 30,2014

J. Flaks

9 Cross Continuum Care 
Coordination

Re-admission rate FY13: 17% FY14: 13% Readmission rate for 
attributed patients in our Medicare 
shared savings pilot

J. Cardon
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Hartford
Healthcare Message from our 

Chief Executive Officer

Hartford Healthcare’s more than 18,000 employees are dedicated to our core values of 
integrity, caring, excellence and safety for the benefit of our patients, their families, our 
community members and one another.

Over the past few years, our system has built a culture of employee empowerment and 
continuous improvement through How Hartford Healthcare Works (H3W). Almost every 
employee participates in an H3W work group focused on process improvement, quality, 
patient safety and the patient experience. The H3W culture is one of sharing and transparency, 
which enables us to learn from one another, work together more effectively and continu
ously improve our organization.

Continuous improvement is critical in our new health care environment where value is 
paramount. Delivering high-quality care at a lower cost requires efficiency and effectiveness 
that can be achieved only when all parts of a health care system work together seamlessly. 
At Hartford Healthcare, we have implemented numerous initiatives to achieve our vision 

“to be nationally respected for excellence in patient care and most trusted for personalized 
coordinated care.” Our patients and communities should expect no less.

Every day, we take steps on our journey to achieving this vision of excellence. Our 25 clinical 
councils bring together clinicians from various disciplines to establish standards of care, 
reduce variation, set goals, improve care coordination and measure progress. In 2013, we 
established Integrated Care Partners (ICP), a clinical integration organization with the mission 
of becoming a high-performing network of integrated providers successfully delivering 
value-based population health. ICP, an expanding organization with more than 1,700 members, 
has put treatment standards and metrics into place to improve patient outcomes in the com 
munities we serve.

At Hartford Healthcare, quality, safety and risk management go together under the 
auspices of our chief medical officer. Accountability for quality begins with our board of 
directors and cascades through the organization to the Board Quality Committee, 
executive leadership team and system quality council. We provide risk-management 
education to our physicians, nurses and others involved directly in patient care and 
consistently work on risk reduction.

Ultimately, the foundation of everything we do is our dedication to our patients.
We are committed to strengthening our integrated system of high-quality care and to 
providing the right care, at the right time, in the right place and at the right cost.

This report outlines our progress toward achieving our vision - both in our hospitals 
and our community organizations. With continued focus and staff engagement, 
we are well on our way.

Sincerely,

Elliot Joseph 
President & CEO 
Hartford Healthcare



9
Message from our 
Chief Medical Officer
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Healthcare

In everything we do, Hartford Healthcare always seeks to provide the highest-quality care in 
the safest, most compassionate way. Through numerous initiatives, we are improving quality 
and the patient experience, and this report illustrates the results of our efforts. We are resolved 
to go further, faster. Our vision to be "nationally respected for excellence in patient care 
and most trusted for personalized coordinated care1’ drives our actions to make our hospitals 
top performers in the nation.

Public reporting of health care quality data is becoming more commonplace. The public expects 
transparency as they increasingly scrutinize health care providers to decide where they will 
receive care. Reports from the Center for Medicare and Medicaid Services (CMS), Consumer 
Reports, Leapfrog and U.S. News and World Report receive significant attention from the local 
and national media, and we expect that attention to increase. We have established the goal of 
being among the top performers in Consumer Reports ratings.

A major step we have taken is to partner with the Connecticut Hospital Association and 
Healthcare Performance Improvement to train staff members in the principles of high reliability. 
We believe health care can gain significant knowledge from industries such as nuclear power 
and aviation, which have seen dramatic improvements in safety during the past 25 years.

0

if

More than 80 percent of the staff, including physicians, at The Hospital of Central Connecticut 
and Backus Hospital already has undergone training. Leadership team members at Hartford 
Hospital, MidState Medical Center and Windham Hospital have been trained, and all staff 
is scheduled for training in 2014. The measure of success in our drive toward high reliability 
is to eliminate the occurrence of the serious safety event - an episode which results in harm to 
a patient as a result of deviating from a generally accepted performance standard.

Our culture of empowerment has led to the creation of daily morning safety huddles that 
bring together leadership and staff members to share issues encountered over the past 
24 hours, anticipate possible problems, work on resolutions and continuously improve our 
safety performance. Our motivation is simple: It’s the right thing to do.

Hartford Healthcare has put into place a robust quality and safety program and 
is committed to becoming a top performer. We are very pleased to present 

Hartford Healthcare’s first Quality and Safety Report, which reflects the 
results of our work and commitment to excellence. Both remain constant.

Sincerely,

Rocco Orlando, MD
Senior Vice President & Chief Medical Officer 
Hartford Healthcare

2



About Hartford Healthcare
Connecticut's only truly integrated health care system
Hartford Healthcare is Connecticut’s only truly integrated health care system. With more than 
18,000 employees and $2.5 billion in net revenue, the system offers the full continuum of 
care with five-acute care hospitals, the state's only air-ambulance service, behavioral health 
and rehabilitation services, a large physician group and clinical integration organization, skilled- 
nursing and visiting-nurse services, a laboratory system that spans the state, and a number 
of services for seniors, including senior-living facilities.

Our vision
To be nationally recognized for excellence in patient care and most trusted for personalized 
coordinated care.

Our values
Integrity We do the right thing. Our actions tell the world what Hartford Healthcare is and what 
we stand for. We act ethically and responsibly in everything we do and hold ourselves accountable 
for our behavior. We bring respect, openness and honesty to our encounters with patients, 
families and coworkers and support the well-being of the communities we serve.

Caring We do the kind thing. Every Hartford Healthcare staff member touches the lives of the 
patients and families in our care. We treat those we serve and each other with kindness and 
compassion and strive to better understand and respond to the needs of a diverse community.

Excellence We do the best thing. In Hartford Healthcare, only the best will do. We work as 
a team to bring excellence, advanced technology and best practices to bear in providing 
the highest-quality care for our patients and families. We devote ourselves to continuous 
improvement, excellence, professionalism and innovation in our work.

Safety We do the safe thing. Patients and families have placed their lives and health in our 
hands. At Hartford Healthcare, our first priority - and the rule of medicine - is to protect them 
from harm. We believe that maintaining the highest safety standards is critical to delivering 
high-quality care and that a safe workplace protects us all.

Hartford Healthcare Service Area

• 5 acute-care hospitals
Backus Hospital 
Hartford Hospital
The Hospital of Central Connecticut 
MidState Medical Center 
Windham Hospital

• 2 psychiatric hospitals
Institute of Living 
Natchaug Hospital

• 80 ambulatory sites

• 17 behavioral health locations

• Outpatient physical rehabilitation locations

• Visiting nurse association

• 7 skilled-nursing and assisted-living facilities

• 60 laboratory patient service centers

• More than 60 physician office locations



Key Performance Indicators (KPIs)

r mu
Hartford Healthcare’s dedication to transparency is reflected in a new set of Quality Key 
Performance Indicators (KPIs) endorsed by the Hartford Healthcare Board of Directors. The metrics 
we have chosen to report in our Quality KPIs include:

• Risk-Adjusted Mortality Hospital mortality is a critical measure of the quality of care. 
Hartford Healthcare's overall mortality rate has steadily declined over the past three years.

• Readmission Rate The readmission rate represents the best indicator of our ability to 
coordinate care across the continuum. To encourage better care coordination, which reduces 
the cost of care, the Centers for Medicaid & Medicare Services (CMS) in 2013 began penalizing 
hospitals with high readmission rates for heart attack, heart failure, pneumonia, chronic lung 
disease and hip/knee replacement surgery. With numerous initiatives, including the 
implementation of a system-wide electronic health records system and the establishment of 
a clinical integration organization, we are heavily engaged in improving care transitions and 
reducing readmissions.

• Safety The safety score is a composite of publicly reported adverse patient events that have 
a significant impact on our patient outcomes and our publicly reported safety and quality 
ratings. Our goal is to reduce safety events to zero. Through extensive training and focus, 
patient falls resulting in injuries and hospital-acquired infections, among other issues, have 
dropped dramatically throughout our system.

• Patient Experience The patient experience is measured in all of our care settings and 
represents an important measure of our patients’ perceptions. Thanks to the commitment 
and focus of our outstanding staff, our patient satisfaction scores are continuing to increase.

• Harm Rate As part of the high-reliability journey, we track all events during which a patient 
is harmed as a result of a deviation from the standard of care. Our goal always is to have zero 
events and the highest patient satisfaction.

Our focused attention 
on these metrics 
already has resulted 
in improved quality 
outcomes

Acute-Care Quality Performance Indicators
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Mortality Rates
Our focus on quality and safety begins with our hospital mortality rates. We use the ratio of 
observed-to-expected (O/E) mortality rates to assess our performance: The O/E mortality rates are 
indexed according to hospital size and case-mix complexity. The graphic below depicts a steady 
three-year decline in mortality rates of approximately 20 percent. During the latter part of FY 2013, 
our performance reached a plateau, in part because of decreasing numbers of hospital admissions 
associated with an increase in the use of the observation status. Observation patients are not 
included in the denominator when calculating mortality rates.

Hartford Healthcare Hospital Mortality Rates

One opportunity for further improvement in mortality is an increased focus on early identification 
and treatment of sepsis. In addition, greater use of the Medicare hospice benefit when the need 
for palliation is most important also will result in an improvement in the mortality statistic. 
This change would improve care for our patients and families - in Connecticut, this benefit is not 
used as much as in other parts of the nation.



Reduction in Avoidable Readmissions
According to a 2009 study, nearly 20 percent of Medicare beneficiaries are readmitted within 
30 days after discharge at an annual cost of $17 billion. At Hartford Healthcare, through patient 
and family education, managing care transitions effectively, enhanced use of care coordinators, 
establishment of a clinical-integration organization (Integrated Care Partners), implementation 
of an electronic health record system, and partnering with community health care providers, 
we have begun to reduce avoidable readmissions.
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Outcome Reporting
Reducing Readmissions
The Hospital of Central Connecticut's CHF Bridge Resource Center
Congestive heart failure (CHF) is a major health problem in the United States, affecting 5 million 
people, with 550,000 new patients diagnosed annually. More than one in three Medicare benefi
ciaries die of heart failure within one year of hospitalization and nearly 50 percent die within five 
years. The national readmission rate for Medicare heart-failure patients is 24.7 percent.

The Hospital of Central Connecticut (HOCC) established a CHF Bridge Resource Center to improve 
patient outcomes and reduce CHF readmissions. The center provides resources to help heart- 
failure patients and families become active participants in the patient's care. Patients include, 
but are not limited to, those who have been discharged recently from the hospital. A nurse 
navigator identifies inpatient, high-risk patients and schedules appointments for them at the 
center within 72 hours of discharge. During the visit, the care-giving team takes a comprehensive 
approach and performs a cardiovascular exam, provides extensive education to the patient about 
heart failure, and provides emotional and social support. The patient and family are encouraged 
to participate together for optimal outcomes.

About three to four months after implementing the program, HOCC saw a drop in readmissions 
of 10 percent. Currently, about 15 percent of heart-failure patients are readmitted. Only 5 percent 
of those who go to the center after discharge are readmitted.

HOCC’s Congestive Heart Failure Bridge Resource Center Results:

The Hospital of Central Connecticut
Heart-Failure Readmissions
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Hartford Hospital VAD and Infusion Center
Hartford Hospital has created one of the state’s most comprehensive programs for managing 
congestive heart failure. The program offers a range of options from outpatient care in the 
hospital’s infusion center to the use of ventricular-assist device technology and heart transplan
tation. What sets Hartford Hospital’s Heart Failure Rescue Program apart is its designation as a 
Ventricular-Assist Device (VAD) Destination Therapy Center. VADs have been used for many 
years to sustain patients who are candidates for heart transplant as they await a donor heart. 
With the development of lighter, more dependable VADs, it has become possible to consider the 
use of these devices not only as a "bridge to transplant,” but as a stand-alone therapy for those 
with hearts too weak to function properly.



Central-Venous Catheterization
Protecting patients from harm is a cornerstone of our care. Through our high-reliability journey, 
we are driving to zero harm. A number of hospital-acquired conditions are tracked by Medicare 
and other organizations that publicly report hospital quality measures. The following measures are 
important markers of hospital safety: iatrogenic pneumothorax (accidental puncture of the lung 
during an invasive procedure), central-line blood-stream infections, post-operative blood clots, 
accidental perforations, post-operative hip fractures (resulting from falls) and pressure ulcers.

Central-Venous Catheterization
The incidence of pneumothorax has fallen dramatically at Hartford Healthcare (HHC) as a result 
of a 2012 Balanced Scorecard initiative to train all staff who perform central-venous catheterization 
in the use of ultrasound guidance to improve the safety of the procedure. Central-venous catheters 
are used to provide drugs and nutrition to patients and are used as a route to implant devices such 
as pacemakers.

Using simulation and mannequins at our Center for Education, Simulation and Innovation, 
HHC trained more than 80 percent of physicians, nurse practitioners and physician assistants. 
As a result of this mandated training, several physicians decided that they no longer wished to 
perform the procedure and voluntarily relinquished the privilege. These doctors tended to be 
those who had low volume; high volume is associated with better outcomes. In addition, our 
medical staff executive committees made it mandatory that physicians with the right to place 
these catheters must undergo the ultrasound training.

One year after the training, the incidence of this complication has been reduced by 50 percent at 
HHC hospitals. This demonstrates the complexity of an initiative to reduce the frequency of an 
infrequent event and the long gestation period for many successful patient-safety interventions.

Ultrasound-Guided Training HHC Attending
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Patient Falls Pulmonary Embolism & Deep Vein Thrombosis
Another condition for which Hartford Healthcare has experienced a sustained improvement 
in quality are hospital patients falls resulting in injuries. A Falls Collaborative has shared 
best practices across the system as a result of rigorous assessment of each case, addressing all 
causal factors.

HHG Falls with Injury

Pulmonary embolism and deep-vein thrombosis represent other examples of adverse events 
where Hartford Healthcare has intense focus. Blood clots in the legs, which can travel to the 
lungs, can be reduced to a very low level with preventive measures. Dedicated teams have 
improved physician-ordering practices and documentation and used timely data analysis to 
drive down rates of this complication.



Hospital-Acquired Infections
The Infection Prevention Council has provided leadership in a number of areas; most important, 
the Balanced Scorecard initiative to improve hand hygiene. Approximately 50 percent of all 
hospital-acquired infections can be prevented by hand washing.

The team has used a best-practice method for monitoring compliance with hand washing: 
“Secret Shoppers," whose identities are unknown to staff members, have made observations at 
the nursing-unit level and provided feedback to care givers. Executive leadership and management 
have been engaged in rounding. Adoption of best practices, including peer coaching, optimal 
placement of hand-cleansing supplies and education, have resulted in a dramatic and sustained 
improvement, although still just short of the goal of 90 percent compliance. However, given the 
organizational commitment to improve care for our patients, we are on track to achieve our goal.

Hartford Healthcare and Hand-Hygiene Compliance
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From left to right:

Standing: Pepper Sobieski, Susan Malo, Dr. Jack Ross, 
Dr. Rocco Orlando, Jean Horoho, Karen Traficanti, 
Cathy Ligi, Joyce Sauue

Seated: Kathleen Houlihan, Diane Pomarico, Beth 
Sulliuan, Emily Stroup, Lynn Pepin



Bloodstream Infections
The Hartford Healthcare Infection Prevention Council drives process and policy to eliminate all 
hospital-acquired infections across the system. A key focus has been to eliminate the occurrence 
of blood-stream infections, a serious potential cause of death and disability in hospitalized 
patients. Blood-stream infections are most prevalent in teaching hospitals where the case 
mix and severity of illness lead to a greater risk of these infections. As we pursue a goal of 
zero blood-stream infections, we have demonstrated a 22 percent reduction in the incidence 
of this complication.

BSI Number of Infections and Rate per 100 Cath Days
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ICU Patients Move Safely to Recovery
Patients recover better when they can be mobile. The problem with ICU patients is the amount of 
critical equipment they need at all times, including oxygen tanks, IV poles and pumps, and ventila
tors. So how can they get up and walk?

Hartford Hospital’s ICU staff and staff from the hospital’s Biomedical Engineering, Nursing 
Education and Physical Therapy departments decided to figure it out. They did a lot of research, 
including contacting some of the top-ranked U.S. hospitals, to see if others might have a solution. 
They ended up developing and implementing a solution themselves - with the help of "Mr. Fixit” 
Earl Morrison, who works with the hospital’s Engineering Department.

Earl built a cart that carries all the equipment that a 
ventilated ICU patient needs, including a cardiac monitor, 
portable mechanical ventilator, oxygen tanks, IV pole, 
triple-channel IV pump and Foley catheter. The weight of 
the equipment is distributed so the patient isn't uncom
fortable and the staff can easily see the monitors. Earl put 
brakes on the cart for safety and made the cart adjustable 
to suit individual patients. Bars around the edges enable 
the patient to take a rest during the walk.

The team named the cart EARL, but wanted the name to 
stand for something, so they held a contest. The winner: 
Early Ambulation Saves Lives.

For his ingenuity, Earl received a prestigious Health Care 
Hero Award from the Hartford Business Journal. But his 
biggest reward is helping to improve the quality of care 
and life for patients.

Earl Morrison standing with the cart that bears 
his name, EARL: Early Ambulation Saues Lives



High-Reliability Training
Over the past year, our most significant quality initiative has been our investment in training to 
become a high-reliability organization, Health care has much to learn from other high-risk 
industries, such as nuclear power and aviation, which have seen dramatic improvements in 
safety over the past 25 years,

Hartford Healthcare has partnered with the Connecticut Hospital Association and Healthcare 
Performance Improvement to train staff in the principles of high reliability. At The Hospital 
of Central Connecticut and Backus Hospital, more than 80 percent of the staff has been trained 
in these principles, including the medical staff holding active privileges.

At Hartford Hospital, MidState Medical Center and Windham Hospital, the leadership has been 
trained and training for all staff rolled out in FY 2014.

The measure of success in our drive toward high reliability is to eliminate the occurrence of 
the serious safety event - an episode which results in harm to a patient as a result of deviating 
from a generally accepted performance standard.
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High Reliability
We are monitoring the serious safety event rate at all of our hospitals. In the initial year of 
the program, we expect the rate of events to increase as a result of heightened awareness and 
better reporting. After a year, as at The Hospital of Central Connecticut and Backus Hospital 
during the current year, we expect to see a reduction in these events. The focal point for these 
efforts is to change the culture of safety by implementing best-practice, error-prevention 
techniques coupled with vigorous root-cause analysis and application of standard principles. 
Most important is a change in the culture which empowers any staff member to speak freely 
about any safety concern - secure that these concerns are valued and appreciated.

Hartford 
Healthcare

BE A SAFETY “CHAMP”
Do the safe thing... for every patient every time
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Morning Safety Huddle

As an important part of the culture change associated with 
high reliability, all hospitals now; conduct a morning safety 
huddle 365 days a year. David Whitehead, president of 
Hartford Healthcare’s East Region, leads a safety huddle 
at Backus Hospital.



Hospital Quality
The Patient Experience
All Hartford Healthcare organizations conduct surveys to assess the patient's perception of his 
or her experience. In the hospitals, this is measured with the Centers for Medicare & Medicaid 
Services-mandated HCAHPS survey, which is reflected as one of the components for hospital 
payment in the value-based purchasing program.

The Patient Experience Council serves to coordinate activities across the system under the leader
ship of Catherine Stevens, vice president for Patient Care Services for Hartford Healthcare's 
Central Region. For two years, achieving a top-quartile patient experience rating has been a 
Balanced Scorecard goal. Results of this journey for the hospitals are displayed on the graph 
below and demonstrate progress.

Hartford Healthcare HCAHPS Overall Question
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HCAHPS: Hospital Consumer Assessment of Healthcare Providers & Systems - a standardized survey 
instrument and data-collection methodology for measuring patients’ perspectives on hospital care.

Most organizations within the system now use a single vendor, Press Ganey, to measure the patient 
experience. The Patient Experience Council has led in sharing best practices and disseminating 
those practices to both community and behavioral health organizations.

Hartford Healthcare was involved in two important patient-experience conferences in FY 2013. 
We held our first Patient Experience Conference in April 2013. The event included a keynote 
speaker, patient presentations and 46 poster presentations of research and process improvement 
by our own staff. In November 2013, Hartford Hospital hosted the Press Ganey Regional Patient 
Experience Conference.



Hospital Quality
The Patient Experience

VNA Healthcare “Likelihood to Recommend”

Through a systematic process, 
VNA Healthcare Inc. monitors 
patient satisfaction.

One key question they monitor 
is "Likelihood to Recommend.”
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Hospital Quality
The Patient Experience I Hartford Healthcare Rehabilitation Network
Work to improve quality within the Hartford Healthcare Rehabilitation Network has been 
focused on the patient experience, which is measured by site. The Rehabilitation Network has 
demonstrated outstanding performance.

HHRN - Hartford Hospital Rehabilitation Network
HOCCRN - The Hospital of Central Connecticut Rehabilitation Network
WHEN - Windham Hospital Rehabilitation Network
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Evidence-Based Care
Evidence-based care refers to the extent to which hospitals adhere to defined standards of best 
practices. In many cases, adherence to these standards results in either penalties or incentive 
payments from Medicare and health insurance companies.

Given the clinical and economic importance of these measures, there has been intense focus on 
gaps and opportunities. Backus Hospital was named “Top Performer on Key Quality Measures” 
by The Joint Commission and was one of eight hospitals in the state to be recognized as a 
Top Performer on Key Quality Measures and one of 1,099 hospitals in the country to earn this 
distinction for attaining and sustaining excellence in evidenced-based care standards. Backus 
was recognized for its achievements in the following measure sets: heart attack, heart failure, 
pneumonia and surgical care. All Hartford Healthcare hospitals are showing strong signs of 
improvement to top performance in these measures.

Key Quality Measures

Hartford Healthcare Compliance in Evidence-based Care
Top Performance 
Threshold

MidState 
Medical Center

Hartford
Hospital

Windham
Hospital

The Hospital 
of Center 
Connecticut

Backus
Hospital

100%

Q1 FY11 Q2 FY11 Q3 FY11 Q4 FY11 Q1 FY12 Q2 FY12 Q3 FY12 Q4 FY12 Q1 FY13 Q2 FY13 Q3 FY13
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Quality Targets
An increasing number of our managed-care contracts include financial performance incentives 
for reaching quality targets. Our partnership with Anthem - our largest commercial payer - 
is one such example. Our performance is measured with a number of measures included in the 
Q.-HIP (Quality Hospital Incentive Program) score. Our improvement trend for these measures 
is strongly positive.

Large Hospital Q-HIP Survey
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lity &
Integrated Care Partners
Integrated Care Partners (ICP) is Hartford Healthcare’s physician-led clinical integration 
organization that will play a critical role in improving how patient care is delivered. ICP’s mission 
is to "be a high-performing network of integrated providers, successfully delivering value-based 
population health."

To reduce costs and improve the health of populations - to deliver value - our focus must 
change from treating illness to maintaining patient, and community, health. Coordination of 
care for patients with chronic illnesses is a key in this transformation, given that 50 percent 
of adults have at least one chronic illness. Modifying treatment, including increasing patient 
engagement, can reduce costs through the elimination of duplicate, unnecessary testing and 
the prevention of hospitalizations and complications caused by the patient’s not participating 
in the management of his or her disease.

ICP has collaborated extensively with Hartford Healthcare Quality Management to define 
clinical performance metrics required of ICP physician participants. Each specialty has three to 
five quality metrics that are monitored by the ICP and Quality staffs, which provide feedback 
to physicians on their performance and assist if performance improvement is required.

Hartford Healthcare is engaged in several value-based programs. ICP physicians participate 
in the Center for Medicare & Medicaid Services’ Medicare Shared-Savings Program (MSSP) - 
a Medicare Accountable Care Organization (AGO), requiring measurement of quality outcomes 
for 22 metrics. Initial performance has been excellent. For 12,000 MSSP patients for 2013, we 
were above the 90th national percentile for diabetes management and controlling high-blood 
pressure. The benchmarks are set at greater than 90 percent.

"Clinical integration is a structured 
collaboration among physicians and 
hospitals to develop an active 
and ongoing program designed 
to improve the quality and efficiency 
of health care”
(Source: Advocate Health Care)
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Integrated Care Partners

Chronic Disease Outcomes Metrics

Above Target=6; Below Target=l

Category/Measure Actual Benchmark Metric Total Qualified
Met

Chronic Disease
Outcome Metrics
HTN: Controlling High 
BP <140/90

93% 80% 4,778 5,136

Ischemic Vascular 
Disease: LDL <100

58% 79% 255 443

DM: BP< 140/90 95% 37% 884 933

DM: Ale Poor Control 
(>9%)

5% 10% 56 1,128

DM: Ale Control
(<8°/o)

85% 37% 792 933

DM: LDL (< 100) 64% 37% 599 933

DM: Tobacco IMon-Use 47% 37% 440 933



Quality & Safety Initiatives
Clinical Councils
Hartford Healthcare’s clinical councils are system-wide multidisciplinary groups that bring 
together clinicians to drive standardization, identify best practices and implement best practices 
across the system. The councils develop charters, set goals and monitor progress with data 
and dashboards. The initial work of the councils began with the hospitals, but now is expanding 
into behavioral health and our community organizations. We have more than 20 councils working 
to improve care and identify efficiencies that can result from standardization.

Hospitalist Medicine Patient Experience

Emergency Medicine 

Pharmacy and Therapeutics 

Neurosurgery Anesthesiology 

Pathology Surgical 

Wound Care

Cancer
GU
Lung
GYN Oncology 
Gl
Breast

Radiology

Infection Prevention 

Obstetrics and Gynecology 

Cancer Quality 

Behavioral Health Quality 

Cardiac Care 

Pediatrics/Neonatology

Perioperative Services
Anesthesia
Surgery
Robotic Surgery 
Orthopedics

These groups have made important contributions to care at our hospitals.

For example, the Pharmacy and Therapeutics Council’s members include hospital pharmacy 
directors and physician chairs of the Medical Staff Therapeutics committees. The council has 
achieved the following:

Dramatic cost savings of $4.6 million over three years through standardization of drugs 
and vendor relationships.

Movement toward adopting a single system formulary, beginning with oncology (as a result 
of the Hartford Healthcare Cancer Institute's membership in the Memorial Sloan Kettering 
Cancer Alliance).

A move to adopt a single Pharmacy and Therapeutics Committee for the system.



Quality & Safety Initiatives
Clinical Councils
The Hospital Medicine Council has conducted a system-wide risk assessment and identified 
opportunities in medication management and follow-up of incidental findings noted during a 
hospitalization and has identified the need for better communication with other physicians, 
especially primary care. As a result, a number of action steps are in place. One example: 
Discharge summaries are available to primary care physicians within 48 hours more than 
90 percent of the time with a goal to achieve greater than 95 percent within a year.

The Robotics Council has developed a rigorous approach to training and awarding privileges 
for performing robotic surgery. Uniform standards are in place at all hospitals. In addition, 
the council is reviewing surgical outcomes and identifying improvement opportunities. 
The surgical outcomes have indicated top-decile performance when our robotic outcomes are 
compared to the Premier data base.

The Obstetrics and Gynecology Council was established in July 2013. In a short time, the group 
has focused on reducing obstetrical harm and is monitoring Caesarian section rates. As a result 
of physician education, complications at the time of delivery have been reduced. In addition, 
a program is in place to use simulation to improve outcomes during childbirth.

PSI 19iOB Trauma Vaginal Delivery without Instrument

The Radiology Council has standardized policies, procedures and consent forms and is planning 
to introduce a standard and best-practice approach to measuring and minimizing exposure to 
radiation during imaging studies.



Risk Management
Hartford Healthcare Indemnity Services
The risk-management program at Hartford Healthcare is an integral part of our approach to 
quality and safety. We believe that quality and risk management are two sides of the same coin. 
Hartford Healthcare Indemnity Services is our Bermuda-registered malpractice insurance 
captive. We review all claims and adverse events to identify trends that represent opportunities 
to improve care. The risk-management program is an extensive undertaking that involves risk 
(quality) education and practice assessment as an integral part of risk-reduction initiatives.

The risk-management education program touches more than 5,000 clinicians throughout 
Hartford Healthcare. The curriculum is based on claims and adverse-event analysis and 
includes a combination of web-based and in-person educational sessions tailored to the 
individual specialties of the providers.

Examples of topics covered in the curriculum include: informed consent, documentation, 
standard of care, patient relations, the electronic health record, failure to diagnose and 
continuity of care.

Risk-Management Education Curriculum

Risk-Management Themes Program Structure

• Infornned Consent
• Documentation
• Standard of Care
• Patient Relations
• Electronic Medical Record
• Inter-Provider Communication
• Failure to Diagnose
• Continuity of Care



Risk Management
Hartford Healthcare Indemnity Services
Hartford Healthcare's risk-management program has been in place for seven years in parts 
of Hartford Healthcare and has a proven track record of reducing malpractice claims, which is 
a clear indication of improving quality.

Innovative areas of work include an obstetrical partnership with Physicians for Women's Health to 
develop an extensive educational program for women prior to and during pregnancy. Tied to this 
initiative is a simulation-based program using the Center for Education, Simulation and Innovation 
to reduce harm associated with shoulder dystocia and postpartum hemorrhage.

Hartford Healthcare’s Risk-Management Education Process

' Determine 
exposure areas Risk

assessments 8t 
consultative 

support

> In-depth 
assessment 
that identifies 
areas of 
vulnerability

Utilize
information to 
tailor education 
and practice 
change

Audits, self- 
assessments, 
evaluations

• Measure 
effectiveness 
of change over 
time
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Hartford Healthcare
During the last year, we have made great strides in improving quality and safety at Hartford 
Healthcare. We are aligned with our 2,400 physicians in our pursuit of this goal and have the 
strong support of all of our employees.

The best example of our success is our ability to reach consensus about clinical excellence. 
Our clinical councils always have been able to reach a conclusion about standards of excellence 
and are moving to implement these best practices across the system. Our ability to improve 
performance is based on rigorous use of data and measurement of outcomes.

We have ongoing opportunities to drive further improvements: We are focused on reducing 
the incidence of hospital-acquired infections even further and will target reducing the 
incidence of catheter-associated urinary tract infections during the coming year. We will 
continue our dedication to achieving high levels of hand-hygiene compliance and a superlative 
patient experience.

Goals for the coming year include establishing Patient Advisory Councils across the system - 
advancing our mission to improve quality and safety through the voice of our patients. We will be 
relentless in our efforts to become a high-reliability organization with the stated goal of eliminating 
all medically induced harm. Our patients and our communities deserve nothing less.
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Mission
To improve the health and healing of the people 
and communities we serve.

Vision
To be nationally respectedfor excellence in patient care 
and most trusted for personalized coordinated care.



Awards & Recognition
Hartford Healthcare
Hartford Hospital has been ranked by U.S. News & 
World Report as the No. 1 hospital in the Hartford 
region and among the best in Connecticut for 2013-14.

Hartford Hospital gave a presentation at the Premier 
2013 conference titled "Fall Reduction through a 
Volunteer Mobility Program.’’

In February 2013, Press Ganey recognized Windham 
Hospital’s Emergency Department for significant 
improvement in its patient experience scores.

Hartford Hospital received a grant from the U.S. 
Agency for Healthcare Research and Quality to study 
the use of personalized medicine to treat patients with 
severe depressive disorder.

MidState Medical Center was recognized by 
HealthGrades as a 2013 Outstanding Patient 
Experience recipient.

The Hospital of Central Connecticut was awarded the 
American Heart Association/American Stroke 
Association’s Get With The Guidelines®-Stroke Gold 
Plus Quality Achievement Award and Target: Stroke 
Honor Roll recognition.

Hartford Hospital’s Bariatrics was notified that seven 
of its quality submitted abstracts were accepted for the 
National Bariatric Meeting (Obesity Week) to be held in 
October 2014 in Atlanta. The abstracts accepted were 
one podium and six poster presentations.

Hartford Healthcare’s Central Region, including The 
Hospital of Central Connecticut and MidState Medical 
Center, had three posters accepted to IHI 2013:
• Integrating Triage and Fast Track to Improve 

Patient Experience in the Emergency Department
• Safe, Effective & Well-Coordinated Patient 

Transition After Total Joint Replacement:
A Discharge Appointment

• Mislabeled Specimens: One Institution’s Story

Backus Hospital received an Anthem Blue Distinction 
recognition for orthopedics.

Hartford Hospital’s Stroke Center earned The Joint 
Commission’s Gold Seal of Approval™ for certification 
as a Primary Stroke Center.

The Hospital of Central Connecticut’s Comprehensive 
Breast Program was the first program in Connecticut 
to be recognized as a Certified Quality Breast Center of 
Excellence in National Quality Measures for Breast 
Centers™ Program.

Backus Hospital received an "A” rating from Leapfrog.

Hartford Hospital was once again named one of 
America’s Best 100 hospitals by HealthGrades.

MidState Medical Center’s Critical Care Unit was one
of only two in Connecticut to be awarded the silver- 
level Beacon Award for Excellence by the American 
Association of Critical Care Nurses.

Hartford Hospital received certification by the Joint 
Commission for its Ventricular Assist Device Program.

The U.S. Department of Health and Human 
Resources and Services Administration awarded 
Hartford Hospital a gold designation for the work 
the hospital has done to support organ-donation 
awareness.

Backus Hospital was named a Top Performer on 
Key Quality Measures by the Joint Commission.

MidState Medical Center was recognized as Baby 
Friendly® birth facility for implementation of the 
Baby-Friendly Hospital Initiative and for offering 
optimal levels of infant care through breastfeeding. 
Baby Friendly® is sponsored by The World Health 
Organization and the United Nations Children’s 
Fund (UNICEF).
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A Hartford Healthcare Partner

James P. Cardon, MD, FACC
CEO, Integrated Care Partners

Mission Statement
To be a high-performing network of integrated 
providers successfully delivering value-based 
population health.

Hartford Healthcare vision
• To be nationally respected for excellence in 

patient care and most trusted for personal
ized coordinated care.

We seek to become
• The most effective population health man

ager in the market, delivering high-quality, 
cost-effective care in value-based contracts.

• The health system of choice for patients, 
other employers and payers, providing the 
most coordinated and effective patient care.

Resources
www.integratedcarepartners.org

Contact us
Integratedcarepartners@hhchealth.org or call
Shaleighne Murphy 860.972.9063

Integrated Care Partners
It’s the right thing to do.

• • •• • • •• • •
• • •• • • • • • • •

Integrated 
Care Partners
A Hartford Healthcare Partner

A physician-led community of 
interdependent, dedicated providers.

HH-C-559 Mai-14

http://www.integratedcarepartners.org
mailto:Integratedcarepartners@hhchealth.org


Clinical Integration

What is clinical integration?

What are the organization's goals?
• Bring together all Hartford Healthcare physicians, 

both independent and employed.
Enhance already-established standards of patient- 
centered care and excellence.
Measure our success in meeting those standards 
and performing in the top decile.
Focus on improving the health of the population 
we serve.
Shift the contracting focus from fee for service 
to a value-driven compensation model, rewarding 
high-quality, efficient care rather than volume.
Provide analytics and tools for physicians to 
improve quality and to succeed under value- 
based contracts.

Clinical integration is a structured collaboration 
among physicians and hospitals on an active and 
ongoing program designed to improve the quality 
and efficiency of health care.
(Source: Advocate Health Care)

Deliver value to consumers and employers.
Operate transparently and share data.
Forge partnerships with health plans, employers 
and providers.

What is Integrated Care Partners?
Integrated Care Partners is a physician-led clinical 
integration organization that will play a critical role 
in improving how patient care is delivered. As a com
munity of physicians, Integrated Care Partners will 
define performance objectives, quality standards 
and evidence-based medicine protocols; forge part
nerships with health plans, employers and providers; 
and establish requirements for participation - all 
with the ultimate goal of providing high-quality, 
coordinated patient care and improving the overall 
health of populations.

What Integrated Care Partners is NOT.
• An employed practice model.
• A program run by hospitals.
• Physician employment.
• A practice-management service.

Integrated Care Partners includes
Private-practice physicians as well as physicians 
employed by or associated with Hartford Health- 
Care. There is no enrollment fee.

What are the benefitsfor member physicians?
• Rewards for high quality and initiatives.
• Care-management support.
• Capabilities to measure and monitor quality 

and performance.
• Access to contracts and patients as preferred 

providers.
• Tools to help drive better outcomes and succeed 

in the new world of payment for value rather 
than fee for service.

• Financial support for IT investments.

How will patients benefit?
Patients benefit from the use of established standards
of care in many ways, including:
• One point of focus (the patient).
• One source of patient information (integrated 

care record).
• One standard of quality (defined by collaborating 

clinicians).
• One population (everyone is focused on care 

improvement).
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fonpatients

The Institute's work with MSK is already making an impact on care

E
ight months after the Hartford Healthcare Cancer
Institute became the charter member of the Memorial 
Sloan Kettering (MSK) Cancer Alliance, collaboration 

has already led to improvements that benefit patients in 
many ways.

“We have come a long way in just a few short months, and 
that is translating into a lot of wonderful things for our pa
tients,” said Donna Handley, vice president of operations for 
the Cancer Institute. "Every day, our relationship with our peers 
and colleagues at MSK deepens and expands, which adds to our 
ability to provide the most advanced care to patients.”

Handley said the partnership is now nearing the final stages

of an intensive assessment of the cancer services provided 
at the five cancer centers that make up the HHC Cancer 
Institute. Baseline data was established for six disease special
ties and 11 disciplines to help establish best practices and meet 
MSK requirements.

Once the assessment period is complete, the Institute will 
become the first formal member of the newly established MSK 
Cancer Alliance. Ultimately the Alliance, an initiative designed 
to elevate tire quality of care and outcomes for patients in com
munity settings, will consist of a network of providers outside 
the New York metropolitan area, where MSK is based.

See IMPACT, page 7
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News from Memorial Sloan Kettering
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MSK receives landmark $100 million 
gift for new precision oncology center

Memorial Sloan Kettering Cancer 
Center (MSK) announced last month 
that it has received a transforma
tive gift of $100 million to create a 
pioneering new center focused on 
breakthroughs in molecular oncology 
and genomic analysis.

The Marie-Josee and Henry R. Kravis 
Center for Molecular Oncology (CMO) 
is named in honor of Marie-Josee and 
Henry R. Kravis, whose generous gift 
will make it possible to realize the 
promise of precision oncology and 
support the development of new, 
individualized cancer therapies and 
diagnostic tools.

“Progress in our understanding of 
the biology of cancer has completely 
shifted the way we think about and 
treat cancer,” says Craig Thompson, 
MD, MSK President and CEO. “We’re 
moving away from the concept of 
treating cancer as many different 
types of the same disease and toward 
treating each person’s cancer as its 
own unique disease. Now, thanks to 
the inspiring generosity of the Marie- 
Josee and Henry R. Kravis Foundation, 
we will be able to expand and in
tensify this effort, ushering in what 
will truly be a new era of precision 
medicine.”

“Throughout the course of my 
involvement at Memorial Sloan 
Kettering, I have been deeply im
pressed by the dedication, experience 
and competence of the physicians 
and scientists who are working to un
ravel the complexities of cancer,” says 
Marie-Josee Kravis, who has been a 
member of MSK’s Boards of Overseers 
and Managers since October 2000 and 
is chair of the board of Sloan Kettering 
Institute. “Henry and I are delighted 
to support this exciting new initia
tive, which offers such hope to people 
around the world.”

“Memorial Sloan Kettering has 
already proven itself to be a leader in 
understanding cancer at the genetic 
level and in putting that knowledge 
to work for patients,” says Henry R. 
Kravis. “The new Center for Molecular 
Oncology will take these efforts to an

Memorial
Sloan
Kettering
associate
directors
Michael
Berger, left,
and Agnes
Viale, center,
with director
David Solit,
of the MSK
molecular
oncology
program.

entirely new level, and I look forward 
with great anticipation to the discov
eries that lie ahead.”

Archived tumor specimens and 
tissues obtained in clinical trials will 
be comprehensively profiled by next- 
generation sequencing and other mo
lecular technologies. The molecular 
information of each tumor will then 
be correlated with clinical outcomes 
to better understand the significance 
of genetic alterations in tumors and 
the opportunities they offer for treat
ing cancers more precisely.

"The first application of the ge
nomic revolution of the past decade 
is now being applied to cancer,” says 
Jose Baselga, MD, physician-in-chief 
of Memorial Sloan Kettering. “We 
have learned that cancer is actually 
a disease of the genome, and moving 
forward, we will need to integrate the 
vast amounts of molecular discover
ies being made with clinical data to 
develop tumor-specific treatments. 
Our CMO will be the first program 
in the country to span the full range 
of activities required to bridge these 
molecular insights into clinical in
novations.”

MSK — with its exceptionally 
powerful and seamless integration of 
clinical and scientific teams focused 
on cancer — is uniquely positioned

to launch an initiative of the ambi
tion and scope of the CMO. The aim is 
to analyze more than 10,000 patient 
tumors in the CMO’s first year alone, 
with an eye toward offering molecular 
analysis for every type of cancer and 
for all MSK patients.

“In terms of structure, the Marie- 
Josee and Henry R. Kravis Center for 
Molecular Oncology epitomizes the 
multidisciplinary approach to cancer 
research, which demands that we 
fully link programs and departments 
across MSK so that we can inform 
each other’s work with our best and 
brightest ideas,” says Joan Massague, 
PhD, director of the Sloan Kettering 
Institute.

David Solit, MD, the inaugural 
director of the CMO, adds, “The vi
sion for the CMO is nothing less than 
to revolutionize the treatment of 
cancer. Our integrated clinical and 
scientific teams coupled with our 
ever-increasing genetic sequencing 
capabilities will allow us to build upon 
the molecular insights we’ve gleaned 
over the past decade to accelerate the 
development of more effective and 
less toxic cancer therapies.”

The information for this story comes 
directly jrom Memorial Sloan Kettering 
and is used with MSK’s permission.



Lee-Ann Forsdick, seated, recently successfully completed cancer treatment 
with help from her nurse navigator, Susanne Brown, RN, left, and support 
from her daughter, Heather Forsdick.

W
hen Lee-Ann Forsdick was first diag
nosed with stage-4 ovarian cancer last 
year, she fell into a momentary bout of 
depression as she struggled to come to grips with 

a difficult diagnosis she never expected. But within 
a couple weeks, and with the help of her support 
team at Hartford Hospital’s cancer center, she 
suddenly found that her attitude had completely 
reversed.

“All of a sudden I had this great feeling of calm 
and optimism come over me,” said Forsdick, 57, 
who lives in Glastonbury. “I don’t know why, but 
I just had this clarity that I had this fight I had to 
go through, and I was going to fight it all the way. I 
was like, ‘Let’s go!”’

Forsdick said one of the main reasons for her 
optimism was the support she received from her 
team at the cancer center, especially her doctor,
Aaron Shafer, MD, and the nurse navigator as
signed to her care, Susanne Brown, RN. She said 
the team that managed her care always made 
sure to keep her apprised of her condition and 
the treatment plan that was being formulated for her. Within 
weeks, she said, she felt as if she had a close circle of new 
friends looking out for her.

"These people obviously knew what they were doing — and, 
just as important to me, they obviously cared about me,” she 
said. "Every day, no matter who it was, I saw a lot of smiling 
faces around me making sure I was getting what I needed. 
That goes a long way in giving you strength to go through your 
treatment."

After beginning her treatment in April of last year, Forsdick 
underwent numerous rounds of chemotherapy and two 
surgeries before her doctors declared her cancer-free in 
September. She has been in remission ever since, and she said 
she owes much of her ongoing recovery to the survivorship 
programs offered to her through the cancer center.

“I always look forward to taking part in any program they

have because then I get to come back and see all these great 
people,” she said. “Throughout this process, I felt like I had all 
these armies of people who were marching into battle with 
me.”

Brown, in turn, said patients like Forsdick are the reason she 
and her peers chose to pursue careers in cancer medicine.

"When you have a patient like Lee-Ann, showing so much 
determination and positive energy, it’s really inspiring,” she said. 
“She is doing everything in her power to keep her life on a posi
tive track, and you want to do everything you can to help her."

Lee-Ann’s 21-year-old daughter, Heather Forsdick, said she 
was also inspired by her mother’s courage.

"I am really proud of her,” said Heather. "Even when she was 
really sick and she lost her hair and all that, she still found 
strength and comfort in the company of other people. Even 
my friends would all come over to sit with her and just hang 
out with her. Everyone just kind of supported her.”

Every day, no matter who it was, I saw a lot of 
smiling faces around me making sure I was getting 
what I needed. That goes a long way in giving you 
strength to go through your treatment

— Lee-Ann Forsdick, Glastonbury
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g What the future holds for clinical trials
The following excerpt is taken from an

I
 April 27 interview on Hartford Healthcare’s 

"Health Matters” radio show on WTIC-AM 
hosted by Elliot Joseph, president and CEO of 
Hartford Healthcare, and Rebecca Stewart, 
director of media relations. The show, titled 
"The Changing Face of Cancer Care,11 featured 
an interview with Dr. Sabbatini.

Rebecca Stewart: You are on the front 
lines of this exciting field. What do 
you say to people who ask, “What is a 
clinical trial?”

Dr. Sabbatini: I think clinical tri
als are really the only way forward in 
cancer care, or any medical specialty. If 
you look at the standard of care that we 
provide our patients today, everything 
that we use today was established 
through clinical trials. I think many 
people are concerned that clinical trials 
are “experimental,” but actually they 
will find that they are often the stan
dard of care plus something extra in 
cases where the standard of care might 
not be enough.

Elliot Joseph: So how do clinical 
trials work?

Dr. Sabbatini: In most cases, you will 
have a discussion with your doctor 
about what the standard of care is for 
your particular situation, and whether 
or not a clinical trial might be appropri
ate based on a set of eligibility criteria 
required for the trial. Your doctor will go 
over a series of steps that will include 
informed consent, which is a document 
for you to read that will explain what 
kind of treatment you will get, what 
testing you will get and an overview of 
the experimental treatment as de
scribed in the trial.

Rebecca Stewart: Do you get feedback 
from your patients as to why they want 
to pursue the clinical trials option? Do 
they see it as an opportunity to help 
future generations of patients as well?

Dr. Sabbatini: I think that’s exactly 
right. Many patients come to us with

Paul Sabbatini, MD
Deputy physician-in-chief for 

clinical research, Memorial Sloan 
Kettering Cancer Center

previous knowledge of the clinical trials 
they are interested in, not only as a way 
to help themselves but to help others.

Elliot Joseph: When patients agree to 
sign an informed consent document, 
what are they agreeing to? What are 
they giving up in terms of rights and re
sponsibilities, and what are they getting 
in return?

Dr. Sabbatini: Basically, you are agree
ing to follow the protocols as described. 
And we will inform you of anything 
that develops that might change your 
mind about taking part in a clinical trial. 
Patients should know they are free 
to stop taking part in a clinical trial at 
any time.

Elliot Joseph: Will patients always 
know up front what kind of drug or 
treatment they are receiving before tak
ing part in a clinical trial?

Dr. Sabbatini: Yes, the only exception 
would be trials involving placebos and 
even in those cases, patients are always 
told ahead of time that placebos will be 
part of the trial. A clinical trial involving 
a placebo may be helpful in understand
ing how a certain drug helps in a setting 
where the standard of care has already 
been completed. But in all cases, you 
will never get a placebo in a clinical trial 
unless it has been discussed with you up 
front.

Elliot Joseph: What are some excit

ing and new developments emerging in 
clinical trial research?

Dr. Sabbatini: What’s new and excit
ing at the moment is that as we start to 
match individual patients with available 
protocols, matching their individual 
genetics to a treatment, we are starting 
to see responses in earlier stages of the 
trials. Historically, most clinical trials 
were divided into three stages, the first 
one being a truly experimental phase 
in which we were not sure of the dos
age level or some potential side effects, 
followed by a second stage in which 
we may have defined the dose and can 
bring in about 35 patients to take part 
in testing.

The third phase is generally much 
further along in the process in which 
you may have a randomized trial for 
hundreds of patients, and you work to 
identify the responses. Because of this 
new emphasis on genetics and indi
vidualized treatment, we are seeing 
more responses in the earlier phases 
of the trials, meaning we don’t have to 
delay and go to later phases in all cases 
but can quickly expand treatment with 
these trials. It makes for a much more 
effective process.

Elliot Joseph: As someone who has 
survived cancer myself, I know first
hand the special type of physician who 
chooses this particular path in medi
cine. Why did you decide to switch from 
a career in internal medicine to a career 
in oncology?

Dr. Sabbatini: What is most meaning
ful for me is that when you are practic
ing oncology and you have a patient 
who is facing one of the worst moments 
in their lives when they are faced with a 
cancer diagnosis, it creates an opportu
nity to have a special relationship with 
the patient — a deeper relationship.
You become a part of their lives in ways 
that often go beyond just a doctor and a 
patient, and I find that greatly rewarding 
and meaningful.

On the cover
Jonathan Cosin, MD, a surgeon at The Hospital of Central 
Connecticut, is collaborating with Memorial Sloan 
Kettering on advanced protocols for identifying sentinel 
lymph nodes as a way to diagnose uterine cancer.

Inset: An image of a lymph node that has been injected 
with green dye to help with the identification of cancer 
in the uterus.

How to reach us
■ By phone: Call the 

Cancer Connect line at 855-255-6181.
■ Online: Visit www.togetherahead.org
■ On Facebook: Like the Hartford 

Healthcare Cancer Institute Facebook 
page at www.facebook.com/HHCCancer 
Institute.

http://www.togetherahead.org
http://www.facebook.com/HHCCancer


Thelma Giant of Cheshire, a breast cancer patient at MidState Medical Center’s Cancer Center, celebrates the completion of her chemo
therapy treatment with flowers provided by Rose Flowers & Gifts of Meriden. She is surrounded by phy sicians and staff who coordinated 
her care.

Florist’s kindness 
brings joy to 

chemotherapy 
patients

T
he florists at Rose Flowers & Gifts shop in Meriden have 
a special place in their hearts for oncology patients at 
MidState Medical Center, and the patients feel the same 
way about them.

Whenever a patient completes a final round of chemother
apy at the MidState Cancer Center, the florists provide them 
with a small vase of carnations tied with a bow. The gift is 
provided during a small ceremony in which the patient rings a

brass bell three times followed by a round of cheers and hugs 
from staff and physicians.

"Both my parents had cancer and as we get older, we’re find
ing out friends have had it,” said Fred Barillaro, who co-owns 
Rose Flowers & Gifts with Jo-Ann Mangiaracina. “We wanted 
to bring a smile to someone’s face because we know what they 
are going through,” he added.

His gesture has brightened many lives since his business be
gan donating the flowers eight or nine years ago. He estimates 
that he makes the happy delivery to the medical oncology of
fice about three times a week.

“The flowers, ringing the bell, everything was so endearing.
It was such a happy day,” said Jane Schmitt, of Wallingford, 
who completed her 12-session chemotherapy program in 
Febmary. A kindergarten teacher, Schmitt was diagnosed with 
colon cancer last fall after undergoing a routine colonoscopy. 
She is now back in the classroom following surgery and subse
quent treatment.

“I can’t say enough about the people at MidState. They were 
there for me from day one and became very much a part of my 
life. It was so frightening at first, and it seemed like forever, but 
they got me through,” Schmitt said. "The ceremony was so sym
bolic and meant so much. It was such a triumphant feeling.”

SAVE THE DATE!
Hiesday, Sept. 16 • Heublein Hall, Hartford Hospital

■ The Future of Cancer Care: Advances in Molecular Oncology 
featuring experts from Hartford Healthcare Cancer Institute 
and Memorial Sloan Kettering

A Symposium for all Hartford Healthcare Cancer Institute and 
Memorial Sloan Kettering providers

rjHartford 
Healthcare
Cancer Institute

More
information 

to come!
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g Sullivan Symposium celebrates 25th year
Pi Experts from HHC and MSK provide

I
 insight and updates on breast cancer

he Mary Mulready Sullivan Oncology Symposium 
is named for a dedicated nurse educator who died of 

A cancer in 1989 and whose passing inspired her family 
to establish the symposium in her memory. Since then, it has 
become an increasingly popular opportunity for health care 
providers to broaden their understanding of cancer by learning 
about the latest developments in treatment and research.

To mark the symposium’s 25th year, a crowd of more 
than 200 physicians, nurses and other providers from the 
Hartford Healthcare Cancer Institute and other health care 
organizations across the state gathered May 14 to hear from 
an impressive range of experts in the field. The symposium 
featured presentations from leading physicians and special
ists from the Institute as well as Memorial Sloan Kettering, the 
world-renowned cancer care and research center in New York 
which has named the Institute a member of the pioneering 
MSK Cancer Alliance.

"I know (Mary) would have been very pleased with how the 
symposium has evolved," said Paul R.C. Sullivan, MD, a retired 
Hartford Hospital endocrinologist and Mary Sullivan’s husband.

The topic of this year’s event was “Advances in Breast Cancer: 
TTeatment and Survivorship.” The first presentation was provid
ed by Lisa Sclafani, MD, an attending surgeon in Breast Service 
at MSK and professor of surgery at Weill Cornell Medical 
College. Dr. Sclafani spoke about the evolution of surgical man
agement in breast cancer, providing an overview of advances 
that have been made in surgical procedures for patients under
going chemotherapy and other treatments.

Andrew Ricci Jr., MD, a pathologist at Hartford Hospital, 
spoke next about updates in the pathology of papillary carci
noma of breast diagnosis and staging, followed by a presenta
tion from Jennifer Logan, MD, a breast-imaging specialist at

Lisa Sclafani, MD, attending surgeon, Breast Service, Memorial 
Sloan Kettering, speaks at the 25th annual Sullivan Symposium 
on the topic of changes in breast surgery.

Hartford Hospital, who spoke about current controversies in 
breast imaging.

Chau Dang, MD, chief of Harrison Medical Oncology at 
MSK and associate professor of medicine at Weill Cornell 
Medical College, then provided a presentation called “Systemic 
Management - Neoadjuvant Therapy, Her2 Positive, Triple 
Negative.” Her presentation was followed by Beryl McCormick, 
MD, a radiation oncologist from MSK, who spoke about new 
radiation approaches.

An overview of basics in cancer genetics counseling was 
provided by Sara Carroll, MS, CCS, who oversees genetic coun
seling for the HHC Cancer Institute, followed by a presentation 
on evolving models of care in cancer survivorship, which was 
offered by Mary McCabe, RN, MN, of MSK. The final presenta
tion was provided by Larry Norton, MD, a pre-eminent medical 
oncologist and translational scientist from MSK, who spoke 
about the latest developments in mechanisms of breast tumor 
formation and metastasis. The symposium concluded with a 
series of panel discussions, which featured lively questions and 
discussion between some of the presenters and members of 
the audience.

HOCC cancer program earns gold-standard accreditation

T
he cancer program at 
The Hospital of Central 
Connecticut, which is 
part of the Hartford Healthcare 

Cancer Institute, has earned a 
three-year accreditation with 
commendations from the 
Commission on Cancer of the 
American College of Surgeons.

The commission recently 
spent several weeks carefully 
analyzing and reviewing all 
aspects of the hospital’s cancer 
program before concluding that 
it exceeded standards in several 
areas.

The commission awarded the HOCC 
cancer program a gold-level accreditation 
after issuing commendations to seven of 
the categories that were reviewed.
In particular, the commission praised 
the program’s outstanding work in the 
areas of:

■ Clinical trials accrual
■ Cancer registrar education
■ Public reporting of out

comes (“This is one of the best 
annual reports I have seen,” 
said one commission investi
gator in his findings.)

■ College of American 
Pathologists protocols

■ Nursing care
■ TWo categories of data 

quality and accuracy
Peter Byeff, MD, who is med

ical director of the HOCC can
cer center, said the program 
strives to excel in establishing 

a consistently superior standard of care 
for patients.

“We are enormously pleased to be 
recognized in this way,” Dr. Byeff said. 
“Our emphasis on a multidisciplinary 
team approach means that we have 
highly skilled and dedicated profession

als contributing to all facets of care, from 
research to treatment to post-treatment.”

Donna Handley, vice president of 
operations for the HHC Cancer Institute, 
said the HOCC program deserves to be 
recognized for excellence.

“We are extremely proud of the out
standing work being done by the can
cer care team at HOCC,” Handley said, 
“Their work reflects so positively on our 
Institute and our commitment to bring
ing the very best care to patients.”

To earn its voluntary accreditation, the 
HOCC cancer program had to meet or ex
ceed 34 quality care standards while be
ing evaluated every three years through a 
survey process and maintaining levels of 
excellence in the delivery of comprehen
sive patient-centered care. Three-Year 
Accreditation with Commendation is 
only awarded to a facility that exceeds 
standard requirements at the time of its 
triennial survey.

Dr. Peter Byeff, 
medical direc
tor of the cancer 
center at The 
Hospital of Cen
tral Connecticut



Members of Hartford Healthcare’s leadership team recently met with Kent A. Sepkowitz, MD, the deputy physician-in-chief for quality 
and safety at Memorial Sloan Kettering, at the HHC Center for Education, Simulation and Innovation, From left; Steven ). Schichman, MD, 
CESI medical director and chairman of urology at Hartford Hospital; Thomas Nowicki, MD, cognitive simulation director at CESI; Andrew 
Salner, MD, medical director of the Helen & Harry Gray Cancer Center at Hartford Hospital; Kent A. Sepkowitz, MD, deputy physician-in
chief for quality and safety at Memorial Sloan Kettering; Jeffrey A. Halts, chief operating officer, Hartford Healthcare; Donna Handley, vice 
president of operations, Hartford Healthcare Cancer Institute; and Stephen Donahue, CESI program director.

IMPACT from page 1

Handley said Hartford Healthcare’s 
decision to seek membership in this 
pioneering Alliance proves wiser by the 
day, as the Institute’s patients benefit 
from increased access to state-of-the-art 
care. In particular, she and others closely 
involved in the partnership identified 
several areas in which patients have 
already seen tangible benefits to their 
care, including:

■ Sentinel node mapping. Oncology 
surgeons within the Institute are working 
with MSK on a protocol for identifying 
sentinel lymph nodes in uterine cancer 
patients, which can be a reliable indica
tor for the presence of cancer, according 
to Jonathan Cosin, MD, a surgeon at tire 
Hospital of Central Connecticut, a mem
ber of the HHC Cancer Institute (HHCCI). 
He said the Institute’s collaboration with 
MSK has allowed surgeons to make great 
strides in developing the technique and 
determining its reliability in treating 
patients.

■ Bi-directional learning and consul
tation. Physicians at both organizations 
have developed deeper relationships 
over the past several months as the 
relationship has evolved. As a result, it 
has become increasingly common for 
physicians to share insights and research 
findings within their common specialties, 
and each organization has found that 
the other offers particular strengths that 
enhances their ability to care for pa
tients. Kent A. Sepkowitz, MD, the deputy 
physician-in-chief for quality and safety 
at MSK, recently paid a visit to Hartford 
Healthcare’s Center for Education, 
Simulation and Innovation in order to tap 
into the center's resources for streamlin
ing care through advanced technology 
and efficiencies. "We are very excited
for the opportunity to take advantage of 
this cutting-edge approach to improving 
quality and safety for our patients,” Dr. 
Sepkowitz said.

■ Access to MSK. Every day, MSK

receives more than 1,000 inquiries from 
patients and providers around the world 
seeking access to MSK physicians and 
programs, including the Center’s clinical 
trials. HHCCI clinicians and their patients 
have a direct link to MSK through the al
liance. Any HHC Cancer Institute patient 
can be referred to an MSK specialist, and 
most newly diagnosed patients can be 
scheduled for an appointment within a 
week. MSK has a listing of HHHCI clini
cians and several patients from HHCCI 
have sought and received timely appoint
ments with MSK specialists.

Handley said the nature of the partner
ship between the two organizations, with 
its insistence on excellence from top-to- 
bottom, will benefit patients in tangible, 
meaningful ways.

“This is a true partnership based on 
a commitment to bringing the absolute 
best care to more patients,” she said. “You 
can see it happening already in so many 
vital ways.”
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Hartford Healthcare 
Cancer Institute

In this issue
■ Future of clinical trials

■ Patient thanks ‘army’ 
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■ HOCC earns 
gold standard 
accreditation
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President of
Operations,
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Seeking a leader for
As the Hartford Healthcare Cancer Institute 

continues to evolve into a world-class center of 
excellence in the delivery of cancer care, it is be
coming increasingly vital to have a clinical leader 
in place who will help our organization realize its 
full potential.

For months, we have been engaged in a national 
search for a new physician-in-chief who will play a 
pivotal role in overseeing the Institute's objectives 
and helping it achieve its goals.

I am pleased to say that the search has yielded 
a number of outstanding candidates, all widely 
recognized as experts in their particular fields of 
cancer care and who hail from some of the most 
prestigious and accomplished cancer treatment 
and research centers in the world.

The greatest challenge now is choosing one 
person from a small pool of extremely impressive 
and talented finalists. I am confident that decision 
will be made by the end of the summer. This will 
be an opportune time for a new clinical leader to 
emerge as we complete the certification process 
with Memorial Sloan Kettering (MSK) and officially 
launch the MSK Cancer Alliance.

One of the most important roles of the new 
physician-in-chief will be to help ensure that this 
critically important new relationship fulfills its

our Institute
promise for transforming the delivery of cancer 
care for our patients within the Institute. To ensure 
that the interests of both organizations are served 
throughout this process, the new physician-in
chief will report not only to the leadership at the 
HHC Cancer Institute, but will also have an aca
demic appointment and be part of the administra
tive structure at MSK.

It will also be crucial for the new physician-in- 
chief to work closely with the medical staff across 
the Cancer Institute to keep track of progress in 
meeting our goals. We are all in this together, and 
that will be a core message for the physician-in
chief to impart.

In the meantime, I want to express my deep
est thanks to Dr. Andrew Salner, who, as medical 
director of the Helen & Harry Gray Cancer Center 
at Hartford Hospital, has been instmmental in 
formulating and guiding the clinical direction of 
the Institute as it has just begun to get its legs. His 
leadership, vision and spirit of teamwork have set 
the mold for the role of the physician-in-chief.
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Living our values in the
Community
Excellence Integrity Safety Caring

ri
Hartford
Hospital
A Hartford Healthcare Partner



WHAT IS COMMUNITY BENEFIT?
Community benefit is comprised of 
programs or activities that provide 
treatment or promote health and healing 
as a response to identified community 
needs in such a way as to improve resi
dents' access to health care services, 
enhance the health of the community, 
advance medical or health knowledge, or 
relieve/reduce the burden on government 
or other community efforts. Hartford 
Hospital’s community benefit includes 
education, charity care, subsidized health 
services, community health improvement 
activities and more. The community 
benefit figures for FY 2012 are being 
reported in accordance with the IRS Form 
990 Schedule H requirement.

Living Our Values in the Community:

It’s Who We Are
In our daily lives, each of us reveals who we are by what we do. Our actions, even more 
than our words, show those around us what we believe in, what we value and who we are 
at our very core. The same is true of organizations, and it’s certainly true of Hartford 
Hospital. Everything we do, whether it’s in a patient’s hospital room or in the barbershops, 
community centers and church halls of Hartford, reflects this hospital’s core values: 
Integrity, Safety, Caring and Excellence.

In this report you’ll read about some of the ways we live out our values in the 
community of which we have been an integral part— for more than 150 years. With those 
values in mind, we reach out to do what is right; to protect people from illness, injury or 
detrimental environments; to provide the care even the most vulnerable among us deserve; 
and to offer the very best of ourselves in everything we do.

Just as our values are woven into our work in the community, our involvement in the 
community is woven into our identity as a hospital. Contributing to the health and well
being of our neighbors isn’t just something we do; it’s who we are. Hartford Hospital and its 
efforts to benefit the community are as inextricably linked today as they have been since 
the community created this hospital in 1854.

This year, Hartford Hospital invested $90,622,250 in community benefit activities. We are 
proud of that figure, of course, but more than that, we are gratified to have had the oppor
tunity again to make tangible, positive differences in the lives of thousands of our 
neighbors.

Jeffrey Flaks
President and Chief Executive Officer

Yvette Melendez
Vice President of Government 
and Community Alliances



Community benefit operations $320,947

ri
Hartford 6'■ 
Hospital

Cash and in-kind contributions 
to community group $3,397,543

Community health improvement services $5,864,619

Health professions education $34,759,867

Subsidized health services $3,929,134

Community Building 
Activities $813,856

Unreimbursed Medicaid $20,323,190

Charity care at cost $8,368,383

Research
$12,844,711



ABOUT OUR COMMUNITY FAMILY
Hartford is an historic city that played an important role in the 
political, economic and cultural development of America. The 
city has numerous historic sites, museums and cultural assets, 
entertainment venues, top-rated restaurants with a host of 
ethnic menus, public parks and gardens and a beautiful river
front. There is vibrancy in the diversity found throughout the 
community. The city’s population of approximately 127,000 
is 42 percent Latino, 38 percent Black and 31 percent White.

Like many cities, however, Hartford is grappling with 
numerous socioeconomic challenges. Many residents are 
economically disadvantaged. The median income per 
household in the city is $29,600, compared to almost $70,000 
for Connecticut as a whole. The poverty rate is 32 percent in the 
city, versus a state average of 9 percent. The unemployment 
rate is 16 percent. Nearly a third of Hartford’s adults do not 
have a high school diploma and approximately 35 percent of 
Hartford residents speak a language other than English.

Significant health issues are associated with poverty. 
Roughly 6.9 percent of children under 18 years and 25.2 
percent of adults aged 18-64 years do not have health 
insurance. We are the second-largest provider of Medicaid 
services in the state, with 9.7 percent of all Medicaid 
discharges. Diabetes, obesity, asthma, cardiovascular disease 
and mental health issues are widespread. The prevalence rate 
for diabetes in Hartford is 7.6 percent; 33.9 percent are 
obese/extremely obese; 41 percent of Hartford’s children have 
asthma; over 12 percent have poor mental health; and the 
leading cause of death, 24.2 percent, is related to heart disease.

Sources: Connecticut Economic Resource Center, Inc.;
A Community Health Needs Assessment,
Hartford Department of Health and Human Services;
Connecticut State Health Assessment; CDC

RESPONDING TO IDENTIFIED 
COMMUNITY HEALTH NEEDS
Health needs in our community 

have been identified through 
Hartford Hospital’s needs 
assessment. We are addressing 
those identified needs in a variety 
of ways and have focused on a set 
of identified priorities that address 
access to care, diabetes, and obesity. Through a community health 
outreach program, in collaboration with partners in the community, 
we are operating health fairs with screenings and information, and 
providing education on health risks.

CHARITY CARE AND FINANCIAL ASSISTANCE
Hartford Hospital has three major initiatives to assist our uninsured 
and under-insured patients: financial counseling, which includes an 
assessment of financial needs, an explanation of the payment plan 
options available and the billing process; Medicaid eligibility 
assessment to evaluate financial need and assistance in the appli
cation process; and financial assistance.

Financial assistance brochures are available on-site and online in 
both English and Spanish. Our Patient Access and Financial Assis
tance team has bilingual staff members who assist patients who 
speak Spanish, Portuguese, French, Italian and Russian. Hartford 
Hospital’s interpreter line provides assistance with other languages 
so that we can continue to meet the needs of our diverse population. 
Financial assistance coordinators are available in the hospital, in our 
Emergency Department and at our outpatient locations.

Our staff is dedicated to finding solutions while preserving the 
dignity of each individual.



DOING GOOD IN OUR COMMUNITY
Our values are visible every day as we support the community to improve the health and 
quality of life of our neighbors. We regularly participate in health education and screenings, 
lectures and special events. We provide financial and in-kind contributions to nonprofit 
organizations that serve the community. This support occurs both within and outside of our 
hospital walls.
In the Hospital—
Support Groups: Individuals and families can obtain support and education from more than 
30 support groups.
Outpatient Clinics: We operate several low- or no-cost outpatient clinics to provide even 
the poorest among us with high-quality health care. In 2012, those clinics had 63,552 patient 
visits.
Health Professional Education: Hartford Hospital spent $34,759,867 contributing to the long
term health of our community by educating hundreds of physicians, nurses and other health 
care professionals. One of our goals is to help ensure that there will be enough qualified 
health professionals with the skill sets needed to meet the community’s growing needs. 
Cancer Outreach: Hartford Hospital is a national leader in providing expert, state-of-the-art 
cancer care. We continue to bring that expertise to the community through community-based 
screenings for breast, prostate and colorectal cancer.
Emergency Services: From minor injuries to large-scale catastrophes, Hartford Hospital is the 
region’s leading resource in an emergency. Our Emergency Department had 100,711 visits in 
2012 and is a primary source of care for the uninsured in Greater Hartford. In addition to being 
the state-designated Center of Excellence for Bioterrorism and Emergency Preparedness, we 
are the area’s only Level I Trauma Center and operate the state’s only critical care helicopter 
transport system, LIFE STAR, which transports approximately 1,200 patients annually.

RESEARCH '
Research is essential to Hartford Hospital being able to: expand the medical community’s 
knowledge; inhovate to improve patient outcomes; give patients access to leading-edge 
treatment; and respond to the ever-changing health care environment.

In 2012, we'supported 252 community benefit research projects, expending a total of 
$12,844,711.

In the Community
Hartford Hospital and its staff supported 
the educational and/or fundraising 

activities of several community-based 
organizations to assist them in providing 
services to their clients. Some of our 2012 
community partners included:

The Academy for Parents 
American Cancer Society 
American Diabetes Association 
American Heart Association 
American Lung Association 
Arthritis Foundation 
Assistance Dogs Unlimited 
Asylum Hill Family Center 
Be the Match (bone marrow drive)
Brain Injury Alliance of CT 
Central Area Health Education Center 
Charter Oak Health Center 
Chrysalis Center
City of Hartford, Department of Health 

& Human Services 
Community Renewal Team 
Epilepsy Foundation of CT 
Donate Life New England 
Family Life Education 
The Gloria House
Greater Hartford Male Youth Leadership 

Program
Hartford Fire Department 
Hartford Public High School (HPHS),

Academy of Nursing and Health Sciences 
Hispanic Health Council 
iQuilt Hartford Winterfest 
Komen Race for the Cure 
LifeChoice Donor Services 
March of Dimes 
Multiple Sclerosis Society 
Muscular Dystrophy Association 
National Spinal Cord Injury Association,

CT Chapter 
Omega Foundation 
Red Cross
Southside Institutions Neighborhood Alliance 
Spanish American Merchants Association (SAMA) 
United Way
YMCA of Greater Hartford



Stepping in 
to Help Our 
Neighbors
Hartford Hospital collaborated with a community health 
center to ensure uninterrupted care for local residents.

More than 26,000 of Hartford’s uninsured and underinsured 
adults and children depend on Charter Oak Health Center 
(COHC) as their primary source of health care. So in early 2012, 
when regulatory compliance problems at the center brought it to 
the brink of closure by the state Department of Public Health 
(DPH), Hartford Hospital immediately stepped in to help. Hospital 
President and CEO Jeffrey Flaks, in collaboration with consulting 
firm Southwind, identified an experienced health care executive, 
Peter Velez, MPH, to serve as interim chief executive of Charter 
Oak. Mr. Velez, who had led other Federally Qualified Health 
Centers for more than a decade, took the helm of Charter Oak in 
March 2012.

“The first challenge was trying to put together a solid admin
istrative team,” Mr. Velez said. “Charter Oak needed a chief 
executive officer, a chief medical officer and a chief nursing 
officer.”



Hartford Hospital leadership tapped Peruvamba Venkatesh, MD, associate director of 
its Department of Medicine, as Charter Oak’s interim chief medical officer and Pamela 
Clark, RN, nurse manager of the hospital’s Women’s Ambulatory Health Services, as 
interim chief nursing officer. The new, three-person team and existing staff members 
immediately went to work to resolve the scores of DPH citations within the four short 
weeks the state had allotted. The team drew extensively from hospital areas including 
Infection Control, Pharmacy, Human Resources, Infectious Diseases, Occupational 
Health and Behavioral Health. ~

“I was given a blank check to use whatever Hartford Hospital resources, expertise and 
personnel were necessary to get the job done,” said Dr. Venkatesh. “From Hartford 
Hospital’s perspective, failure was not an option.”

By the end of April, when the health center had its first DPH review, nearly every one 
of the citations had been resolved, and the center was allowed to continue to operate 
under DPH oversight. By the end of the year, a permanent chief medical officer and a 
chief nursing afficer were appointed, upgraded policies and processes were in place, and 
staffing was stable. Best of all, patient care was never interrupted, and the center is now 
well-positioned for the future. “I feel good that we were able to get the program into 
regulatory compliance and lay the groundwork so that the health center is now 
sustainable,” Pamela Clark said. “COHC is moving in the right direction.”

Charter Oak is a critical community health resource. Every day, the center sees 
approximately 400 patients, providing care in pediatrics, internal medicine, women’s 
health, behavioral health and oral health and offering urgent care. The center also has 
outreach workers and a mobile van to provide services in neighborhoods and among the 
city’s homeless. More than 67 percent of its patients are covered by Medicaid. Charter 
Oak, Mr. Velez said,: “is one of the few places residents can come and get the care they 
need. Their only other option would be the emergency room.”

Suddenly absorbing more than 26,000 emergency room patients would have been 
impossible for local hospitals. But Hartford Hospital stepped in to help for other reasons, 
too, said Dr. Venkatesh. “Hartford Hospital believes in delivering medical care to all, 
including the most vulnerable in our community. It’s in our DNA. It’s who we are. And if 
someone is in trouble, it’s our moral obligation to help and do what is right.”

A Patient’s Perspective
Nga Yen La and Khoidang Dieu have been 
patients at Charter Oak Health Center since 
2010.

“My son and I came to Charter Oak 
right after we arrived in America from 
Vietnam,” says Nga Yen La, a stylist in 
Ellington. “Even though we were new to 
the country, we felt welcome from the 
moment we walked in the door. The 
doctors are very nice and have good skills. 
I'm very happy when I come here and I’m 
always pleased with the care that we 
receive at Charter Oak. My son loves it 
here. The pediatricians are so kind, and 
the waiting room is so much fun, it’s hard 
to get him to leave.”

Photo: Nga Yen La and son pictured on page 6
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improve their health
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Empowering People 
for Better Health

Hartford Hospital’s “Take Charge of Yo 
model goes into city neighborhoods tc 
information they need to protect and

On any given day, you may walk into a 
or community center and find volunteers 
American men about their health. Chances 
part of the Black Men’s Health Project, a 
Hartford Hospital and the Omega Foundation of Hartford. The Black 
Men’s Health Project is one example of Hartford Hospital’s Take 
Charge of Your Health initiative. The initiative seeks to empower 
people in traditionally underserved groups to be proactive about 
their health.

Black men are exceptionally at risk. “We are the most challenged 
demographic out there,’’ said Gregory Jones, chairman of the Omega 
Foundation and a member of Hartford Hospital’s board of directors. 
“We suffer the most from diabetes, hypertension and cancer. We 
have shorter life spans.” The goal of the Black Men’s Health Project, 
Mr. Jones said, is “to address these issues by encouraging men to be 
informed, proactive and responsible.”

Early this year, Hartford Hospital and the Foundation teamed up 
to invite residents to a free Take Charge of Your Health Day at the 
hospital to learn about chronic diseases, nutrition and fitness. 
Dozens of physicians and staff from all areas of the hospital helped



plan it. The hospital underwrote the cost
and provided medical expertise, and the| |
Foundation canvassed neighborhoods to 
spread the wqtd. More than 100 attended.

Under the Take Charge of Your Health 
initiative, volunteers from Hartford 
Hospital and the Omega Foundation reach 
out to groups jof people who suffer dispro
portionately from chronic illnesses or who 
have limited access to health care. They 
visit churches and other community loca
tions to offer counseling and health 
screenings for high blood pressure, 
diabetes, cancer and cholesterol, as well as 
mammograms provided by the hospital’s 
new mobile mammography vehicle.

Cardiologist Jason Gluck, DO, is a

frequent volunteer. He said that outreach 
“is an opportunity to be a real doctor, and 
just do the right thing. I think it's great that 
the hospital does this. Institutions don’t 
have to take this on, and we choose to, 
which is a good thing.” Other frequent 
volunteers include Community Liaison 
Nurse Vicie Brooks, RN, BSN; dietician Char
lotte Meucci, RD; and Cancer Center 
Outreach Coordinator Devon Latney.

The position of community liaison nurse 
is a relatively new one that the Department 
of Nursing created to further enhance 
community outreach. Ms. Brooks, who has 
long been active in community activities, is 
the first to hold the position. Along with 
Kola Akindele, community relations

manager, Vicie organizes countless 
community events and can often be found 
in a barber shop or church hall, doing 

screenings and explaining things such as 
the meaning of blood pressure numbers.

The community has responded posi
tively to Take Charge of Your Health. Mr. 

Jones estimates that the program reached 
more than 1,000 people in its first few 
months. One of them was a man whose 
blood pressure was so high that the 
hospital admitted him immediately. “The 
hospital has said to us, ‘You deliver the 
message to people, and we’ll find a way to 
take care of them,”’ Mr. Jones said. “This 

isn’t about who has insurance or a primary 
care physician. It’s about Hartford Hospital 
wanting to do the right thing for people.”

9
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A WITNESS TO CARING
In August 2011, Larry Union came to 
Hartford Hospital’s Emergency Department 
with disturbing symptoms, including a 
loss of vision. Tests revealed that he had a 
brain tumor. Although Mr. Union did not 
have health insurance, all the resources of 
Hartford Hospital were brought to bear to 
give him the medical and surgical care he 
needed. Mr. Union spoke of his experience 
at the Annual First District Conference 
Gala for the Omega Psi Phi Fraternity in 
May 2013, where he helped present the 
Omega Foundation’s Uplift Partner of the 
Year Award to Hartford Hospital and its 
CEO, Jeffrey Flaks.

“I’m a living, breathing story of what’s 
going on at Hartford Hospital,” Mr. Union 
said. He recalled how Hartford Hospital 
immediately put together a medical team 
that, in addition to his primary care 
physician, included a neurosurgeon, 
endocrinologist, cardiologist and ophthal
mologist. “It put all those people together 
and took care of me, and I’m standing here 
as a witness to a hospital that cares about 
people, that knows how to make things 
happen for folks, regardless. They gave me 
the kind of health care that, if I were Bill 
Gates or anybody else, I would’ve gotten,” 
Mr. Union said, “and I just want to thank 
Hartford Hospital.”

V&M
Wmm

“Hartford Hospital is a large 
institution that understands 
the impact of taking care of the 
community, and they’ve 
supported us in that respect.” 
— Peter Velez

Interim President and CEO 
Charter Oak Health Care Inc.
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Charity Care and Means 
Tested Programs

For Year 10-1-2011 through 9-30-2012.
FY2012 figures are being reported in accordance with the IRS Form 990 Schedule H requirement.

Charity care at cost $8,368,383

Unreimbursed Medicaid $20,323,190

Total Carity Care and Means-Tested Programs $28,691,573

Other Benefits

Community' health improvement services $5,864,619

Communityr benefit operations $320,947

Health professions education $34,759,867

Subsidized health services $3,929,134

Research $12,844,711

Cash and iri-kind contributions to community groups $3,397,543

Community Building Activities $813,856

Total Other Benefits $61,930,677

Total Community Benefit $90,622,250

‘Net community beneit expense

IWI-tford1 
' HosprtuJ

Hart-ord
Hospital

Mobile mammography visits to local communities 
begin with a ribbon cutting send-off for the new 
van.



Community Benefit Summary

Windham Hospital Natchaug Hospital The Hospital of Central Connecticut System Total

$1,547,389 $201,464 $1,854,472 $13,026,374

$4,858,452 $2,882,331 $11,399,323 $53,985,584

1 ______ $231,310 $231,310

$6,405,841 $3,315,105 $13,253,795 $67,243,268

$340,666 $464,464 $1,590,634 $9,088,935

$477,476 $165,130 $8,174,326 $43,837,861

$166,261 $629,508 $945,602 $7,183,500

$- $- $334,513 $13,179,224

$227,221 $220,786 $61,120 $3,921,981

$9,469 $8,172 $6,162 $868,624

$1,221,093 $1,488,060 $11,112,357 $78,080,125

$7,626,934 $4,803,165 $24,366,152 $145,323,393
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Hartford HealthCare’s more than 18,000 employees are dedicated to our core values of  
integrity, caring, excellence and safety for the bene�t of our patients, their families, our  
community members and one another. 

Over the past few years, our system has built a culture of employee empowerment and  
continuous improvement through How Hartford HealthCare Works (H3W). Almost every  
employee participates in an H3W work group focused on process improvement, quality,  
patient safety and the patient experience. The H3W culture is one of sharing and transparency, 
which enables us to learn from one another, work together more effectively and continu-
ously improve our organization. 

Continuous improvement is critical in our new health care environment where value is  
paramount. Delivering high-quality care at a lower cost requires ef�ciency and effectiveness 
that can be achieved only when all parts of a health care system work together seamlessly.  
At Hartford HealthCare, we have implemented numerous initiatives to achieve our vision  

“to be nationally respected for excellence in patient care and most trusted for personalized 
coordinated care.” Our patients and communities should expect no less.

Every day, we take steps on our journey to achieving this vision of excellence. Our 25 clinical  
councils bring together clinicians from various disciplines to establish standards of care,  
reduce variation, set goals, improve care coordination and measure progress. In 2013, we  
established Integrated Care Partners (ICP), a clinical integration organization with the mission 
of becoming a high-performing network of integrated providers successfully delivering  
value-based population health. ICP, an expanding organization with more than 1,700 members, 
has put treatment standards and metrics into place to improve patient outcomes in the com-
munities we serve.

At Hartford HealthCare, quality, safety and risk management go together under the  
auspices of our chief medical of�cer. Accountability for quality begins with our board of 
directors and cascades through the organization to the Board Quality Committee,  
executive leadership team and system quality council. We provide risk-management  
education to our physicians, nurses and others involved directly in patient care and  
consistently work on risk reduction. 

Ultimately, the foundation of everything we do is our dedication to our patients.  
We are committed to strengthening our integrated system of high-quality care and to 
providing the right care, at the right time, in the right place and at the right cost.

This report outlines our progress toward achieving our vision – both in our hospitals 
and our community organizations. With continued focus and staff engagement,  
we are well on our way.

Message from our 
Chief Executive Of�cer

Elliot Joseph
President & CEO  
Hartford HealthCare

Sincerely,
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Rocco Orlando, MD
Senior Vice President & Chief Medical Of�cer  
Hartford HealthCare

Sincerely,

In everything we do, Hartford HealthCare always seeks to provide the highest-quality care in  
the safest, most compassionate way. Through numerous initiatives, we are improving quality  
and the patient experience, and this report illustrates the results of our efforts. We are resolved  
to go further, faster. Our vision to be “nationally respected for excellence in patient care  
and most trusted for personalized coordinated care” drives our actions to make our hospitals  
top performers in the nation.

Public reporting of health care quality data is becoming more commonplace. The public expects 
transparency as they increasingly scrutinize health care providers to decide where they will  
receive care. Reports from the Center for Medicare and Medicaid Services (CMS), Consumer  
Reports, Leapfrog and U.S. News and World Report receive signi�cant attention from the local 
and national media, and we expect that attention to increase. We have established the goal of  
being among the top performers in Consumer Reports ratings.

A major step we have taken is to partner with the Connecticut Hospital Association and  
Healthcare Performance Improvement to train staff members in the principles of high reliability.  
We believe health care can gain signi�cant knowledge from industries such as nuclear power  
and aviation, which have seen dramatic improvements in safety during the past 25 years. 

More than 80 percent of the staff, including physicians, at The Hospital of Central Connecticut 
and Backus Hospital already has undergone training. Leadership team members at Hartford 
Hospital, MidState Medical Center and Windham Hospital have been trained, and all staff  
is scheduled for training in 2014. The measure of success in our drive toward high reliability  
is to eliminate the occurrence of the serious safety event – an episode which results in harm to 
a patient as a result of deviating from a generally accepted performance standard. 

Our culture of empowerment has led to the creation of daily morning safety huddles that  
bring together leadership and staff members to share issues encountered over the past  
24 hours, anticipate possible problems, work on resolutions and continuously improve our  
safety performance. Our motivation is simple: It’s the right thing to do.

Hartford HealthCare has put into place a robust quality and safety program and  
is committed to becoming a top performer. We are very pleased to present  

Hartford HealthCare’s �rst Quality and Safety Report, which re�ects the  
results of our work and commitment to excellence. Both remain constant.

Message from our 
Chief Medical Of�cer

2



3

About Hartford HealthCare
Connecticut’s only truly integrated health care system
Hartford HealthCare is Connecticut’s only truly integrated health care system. With more than 
18,000 employees and $2.5 billion in net revenue, the system offers the full continuum of  
care with �ve-acute care hospitals, the state’s only air-ambulance service, behavioral health  
and rehabilitation services, a large physician group and clinical integration organization, skilled-
nursing and visiting-nurse services, a laboratory system that spans the state, and a number  
of services for seniors, including senior-living facilities.

Our vision
To be nationally recognized for excellence in patient care and most trusted for personalized 
coordinated care.

Our values
Integrity We do the right thing. Our actions tell the world what Hartford HealthCare is and what 
we stand for. We act ethically and responsibly in everything we do and hold ourselves accountable 
for our behavior. We bring respect, openness and honesty to our encounters with patients, 
families and coworkers and support the well-being of the communities we serve.

Caring We do the kind thing. Every Hartford HealthCare staff member touches the lives of the 
patients and families in our care. We treat those we serve and each other with kindness and 
compassion and strive to better understand and respond to the needs of a diverse community.

Excellence We do the best thing. In Hartford HealthCare, only the best will do. We work as  
a team to bring excellence, advanced technology and best practices to bear in providing  
the highest-quality care for our patients and families. We devote ourselves to continuous 
improvement, excellence, professionalism and innovation in our work.

Safety We do the safe thing. Patients and families have placed their lives and health in our 
hands. At Hartford HealthCare, our �rst priority – and the rule of medicine – is to protect them 
from harm. We believe that maintaining the highest safety standards is critical to delivering 
high-quality care and that a safe workplace protects us all.

•	 5 acute-care hospitals
Backus Hospital
Hartford Hospital
The Hospital of Central Connecticut
MidState Medical Center
Windham Hospital

•	 2 psychiatric hospitals
Institute of Living
Natchaug Hospital

•	 80	ambulatory	sites

•	 17	behavioral	health	locations

•	 Outpatient	physical	rehabilitation	locations

•	 Visiting	nurse	association

•	 7	skilled-nursing	and	assisted-living	facilities

•	 60	laboratory	patient	service	centers

•	 More	than	60	physician	office	locations

Hartford HealthCare Service Area
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Hartford HealthCare’s dedication to transparency is re�ected in a new set of Quality Key 
Performance Indicators (KPIs) endorsed by the Hartford HealthCare Board of Directors. The metrics 
we have chosen to report in our Quality KPIs include:

•	 Risk-Adjusted Mortality Hospital mortality is a critical measure of the quality of care. 
Hartford HealthCare’s overall mortality rate has steadily declined over the past three years.

•	 Readmission Rate The readmission rate represents the best indicator of our ability to 
coordinate care across the continuum. To encourage better care coordination, which reduces 
the cost of care, the Centers for Medicaid & Medicare Services (CMS) in 2013 began penalizing 
hospitals with high readmission rates for heart attack, heart failure, pneumonia, chronic lung 
disease and hip/knee replacement surgery. With numerous initiatives, including the 
implementation of a system-wide electronic health records system and the establishment of 
a clinical integration organization, we are heavily engaged in improving care transitions and 
reducing readmissions.

•	 Safety  The safety score is a composite of publicly reported adverse patient events that have 
a signi�cant impact on our patient outcomes and our publicly reported safety and quality 
ratings. Our goal is to reduce safety events to zero. Through extensive training and focus, 
patient falls resulting in injuries and hospital-acquired infections, among other issues, have 
dropped dramatically throughout our system.

•	 Patient Experience The patient experience is measured in all of our care settings and 
represents an important measure of our patients’ perceptions. Thanks to the commitment 
and focus of our outstanding staff, our patient satisfaction scores are continuing to increase.

•	 Harm Rate  As part of the high-reliability journey, we track all events during which a patient 
is harmed as a result of a deviation from the standard of care. Our goal always is to have zero 
events and the highest patient satisfaction.

Outcome Reporting
Key Performance Indicators (KPIs)

Clinical Focus Area  Overall Composite Last 
3 Months 

Top Decile/ 
Top Box 

Median Hospital  Jun 
2013 

Jul 
2013 

Aug 
2013 

Mortality  0.96 0.54 0.83 
Hartford 0.96 0.91 1.16 

Midstate 0.76 1.02 0.98 

Hospital mortality measures the number of patients who die while in the hospital. Risk-adjustment 
methodology is used to account for individual factors that impact mortality. Observed is displayed as 

hospital mortality minus patients on hospice benefit (Goal-Lower Score). 

THOCC 0.84 0.83 0.78 

Windham 0.75 0.86 0.77 

Backus  0.95 0.96 1.02 

Readmission 16.51 8.40 14.25 
Hartford  19.40 23.20 16.59 

Midstate 13.48 15.58 15.73 

Hospital readmission for select diagnosis within 30 days of discharge. This measure has the greatest 
opportunity for continuity of care across the continuum. Focus diagnosis: Acute Myocardial Infarction, 

Heart Failure, Pneumonia, Chronic Obstructive Pulmonary Disease (Goal–Lower Score). 

THOCC 15.79 16.94 14.19 

Windham 14.29 19.61 12.12 

Backus 11.61 18.89 7.46 

Safety 0.79 N/A 1.0 
Hartford 0.83 0.89 0.79 

Midstate 0.46 0.53 0.88 

The Patient Safety Metrics include Iatrogenic Pneumothorax, Central-line Infection, Post-operative 
Pulmonary Embolism/Deep-vein Thrombosis, Post-operative Wound Dehiscence, Accidental Perforations/

Lacerations, Post-operative Hip Fractures, Post-operative Sepsis, Pressure Ulcers (Goal–Lower Score). 

THOCC 1.72 0.70 1.68 

Windham 1.59 2.50 0.00 

Backus * 0.15 0.22 0.82 

Sep 
2013 

Oct 
2013 

Nov 
2013 

Patient Experience  68.81 70 N/A 
Hartford 65.7 66.4 67.9 

Midstate 72.7 75.0 75.8 

The patient satisfaction metric uses results from HCAHPS (Hospital Consumer Assessment of Healthcare 
Providers and Systems), a standardized survey of patients’ perceptions of their hospital experience. The 

overall rating includes percentage of patients with ratings of 9 or 10 (top two boxes) (Goal-Higher Score). 

THOCC 61.9 66.2 67.8 

Windham 60.7 66.7 71.4 

Backus 66 66 82 

Harm Rate 1.73 
N/A 

 
N/A 

 

Hartford 1.97 2.00 1.91 

Midstate 1.77 1.66 1.57 

Serious Safety Event (SSE) is an incident that reaches the patient and causes moderate to severe harm or 
death as a result of a deviation from a generally accepted performance standard of care. The Serious 

Safety Event Rate rolling 12-month average of inpatient Serious Safety Events 10,000 adjusted days is 

calculated monthly (Goal–Lower Number). 

THOCC 1.52 1.34 1.40 

Windham 3.09 2.97 3.24 

Backus 0.46 0.54 0.53 

Acute-Care Quality Performance Indicators 

*Backus Hospital Safety: Smoothed Rate 

Our focused attention 
on these metrics 
already has resulted  
in improved quality 
outcomes

Clinical Focus Area  Overall Composite Last Top Decile/ Median Hospital  Jun Jul 

Acute-Care Quality Performance Indicators
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Our focus on quality and safety begins with our hospital mortality rates. We use the ratio of  
observed-to-expected (O/E) mortality rates to assess our performance: The O/E mortality rates are 
indexed according to hospital size and case-mix complexity. The graphic below depicts a steady 
three-year decline in mortality rates of approximately 20 percent. During the latter part of FY 2013, 
our performance reached a plateau, in part because of decreasing numbers of hospital admissions 
associated with an increase in the use of the observation status. Observation patients are not  
included in the denominator when calculating mortality rates.

One opportunity for further improvement in mortality is an increased focus on early identi�cation 
and treatment of sepsis. In addition, greater use of the Medicare hospice bene�t when the need  
for palliation is most important also will result in an improvement in the mortality statistic.  
This change would improve care for our patients and families – in Connecticut, this bene�t is not 
used as much as in other parts of the nation.

Outcome Reporting 
Mortality Rates
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According to a 2009 study, nearly 20 percent of Medicare bene�ciaries are readmitted within  
30 days after discharge at an annual cost of $17 billion. At Hartford HealthCare, through patient 
and family education, managing care transitions effectively, enhanced use of care coordinators, 
establishment of a clinical-integration organization (Integrated Care Partners), implementation  
of an electronic health record system, and partnering with community health care providers,  
we have begun to reduce avoidable readmissions.

Outcome Reporting
 Reduction in Avoidable Readmissions
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The Hospital of Central Connecticut’s CHF Bridge Resource Center
Congestive heart failure (CHF) is a major health problem in the United States, affecting 5 million 
people, with 550,000 new patients diagnosed annually. More than one in three Medicare bene�-
ciaries die of heart failure within one year of hospitalization and nearly 50 percent die within �ve 
years. The national readmission rate for Medicare heart-failure patients is 24.7 percent.

The Hospital of Central Connecticut (HOCC) established a CHF Bridge Resource Center to improve 
patient outcomes and reduce CHF readmissions. The center provides resources to help heart-
failure patients and families become active participants in the patient’s care. Patients include,  
but are not limited to, those who have been discharged recently from the hospital. A nurse  
navigator identi�es inpatient, high-risk patients and schedules appointments for them at the  
center within 72 hours of discharge. During the visit, the care-giving team takes a comprehensive 
approach and performs a cardiovascular exam, provides extensive education to the patient about 
heart failure, and provides emotional and social support. The patient and family are encouraged 
to participate together for optimal outcomes.

About three to four months after implementing the program, HOCC saw a drop in readmissions  
of 10 percent. Currently, about 15 percent of heart-failure patients are readmitted. Only 5 percent  
of those who go to the center after discharge are readmitted.

Hartford Hospital VAD and Infusion Center
Hartford Hospital has created one of the state’s most comprehensive programs for managing  
congestive heart failure. The program offers a range of options from outpatient care in the  
hospital’s infusion center to the use of ventricular-assist device technology and heart transplan-
tation. What sets Hartford Hospital’s Heart Failure Rescue Program apart is its designation as a 
Ventricular-Assist Device (VAD) Destination Therapy Center. VADs have been used for many 
years to sustain patients who are candidates for heart transplant as they await a donor heart. 
With the development of lighter, more dependable VADs, it has become possible to consider the 
use of these devices not only as a “bridge to transplant,” but as a stand-alone therapy for those 
with hearts too weak to function properly.

Outcome Reporting
 Reducing Readmissions
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Protecting patients from harm is a cornerstone of our care. Through our high-reliability journey,  
we are driving to zero harm. A number of hospital-acquired conditions are tracked by Medicare  
and other organizations that publicly report hospital quality measures. The following measures are 
important markers of hospital safety: iatrogenic pneumothorax (accidental puncture of the lung 
during an invasive procedure), central-line blood-stream infections, post-operative blood clots, 
accidental perforations, post-operative hip fractures (resulting from falls) and pressure ulcers.

Central-Venous Catheterization
The incidence of pneumothorax has fallen dramatically at Hartford HealthCare (HHC) as a result 
of a 2012 Balanced Scorecard initiative to train all staff who perform central-venous catheterization 
in the use of ultrasound guidance to improve the safety of the procedure. Central-venous catheters 
are used to provide drugs and nutrition to patients and are used as a route to implant devices such 
as pacemakers. 

Using simulation and mannequins at our Center for Education, Simulation and Innovation,  
HHC trained more than 80 percent of physicians, nurse practitioners and physician assistants.  
As a result of this mandated training, several physicians decided that they no longer wished to 
perform the procedure and voluntarily relinquished the privilege. These doctors tended to be 
those who had low volume; high volume is associated with better outcomes. In addition, our 
medical staff executive committees made it mandatory that physicians with the right to place 
these catheters must undergo the ultrasound training. 

One year after the training, the incidence of this complication has been reduced by 50 percent at 
HHC hospitals. This demonstrates the complexity of an initiative to reduce the frequency of an 
infrequent event and the long gestation period for many successful patient-safety interventions.

Patient Safety
Central-Venous Catheterization 
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Another condition for which Hartford HealthCare has experienced a sustained improvement  
in quality are hospital patients falls resulting in injuries. A Falls Collaborative has shared  
best practices across the system as a result of rigorous assessment of each case, addressing all 
causal factors.  

Pulmonary embolism and deep-vein thrombosis represent other examples of adverse events 
where Hartford HealthCare has intense focus. Blood clots in the legs, which can travel to the 
lungs, can be reduced to a very low level with preventive measures. Dedicated teams have 
improved physician-ordering practices and documentation and used timely data analysis to 
drive down rates of this complication.

Patient Safety
Patient Falls | Pulmonary Embolism & Deep Vein Thrombosis 
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The Infection Prevention Council has provided leadership in a number of areas; most important, 
the Balanced Scorecard initiative to improve hand hygiene. Approximately 50 percent of all 
hospital-acquired infections can be prevented by hand washing. 

The team has used a best-practice method for monitoring compliance with hand washing:  
“Secret Shoppers,” whose identities are unknown to staff members, have made observations at  
the nursing-unit level and provided feedback to care givers. Executive leadership and management 
have been engaged in rounding. Adoption of best practices, including peer coaching, optimal  
placement of hand-cleansing supplies and education, have resulted in a dramatic and sustained  
improvement, although still just short of the goal of 90 percent compliance. However, given the 
organizational commitment to improve care for our patients, we are on track to achieve our goal.

Patient Safety
Hospital-Acquired Infections 
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The Hartford HealthCare Infection Prevention Council drives process and policy to eliminate all 
hospital-acquired infections across the system. A key focus has been to eliminate the occurrence 
of blood-stream infections, a serious potential cause of death and disability in hospitalized 
patients. Blood-stream infections are most prevalent in teaching hospitals where the case  
mix and severity of illness lead to a greater risk of these infections. As we pursue a goal of  
zero blood-stream infections, we have demonstrated a 22 percent reduction in the incidence  
of this complication.

Patient Safety
Blood-Stream Infections 
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Patients recover better when they can be mobile. The problem with ICU patients is the amount of 
critical equipment they need at all times, including oxygen tanks, IV poles and pumps, and ventila-
tors. So how can they get up and walk?

Hartford Hospital’s ICU staff and staff from the hospital’s Biomedical Engineering, Nursing  
Education and Physical Therapy departments decided to �gure it out. They did a lot of research, 
including contacting some of the top-ranked U.S. hospitals, to see if others might have a solution. 
They ended up developing and implementing a solution themselves – with the help of “Mr. Fixit” 
Earl Morrison, who works with the hospital’s Engineering Department.

Earl built a cart that carries all the equipment that a  
ventilated ICU patient needs, including a cardiac monitor, 
portable mechanical ventilator, oxygen tanks, IV pole, 
triple-channel IV pump and Foley catheter. The weight of 
the equipment is distributed so the patient isn’t uncom-
fortable and the staff can easily see the monitors. Earl put 
brakes on the cart for safety and made the cart adjustable 
to suit individual patients. Bars around the edges enable 
the patient to take a rest during the walk. 

The team named the cart EARL, but wanted the name to 
stand for something, so they held a contest. The winner: 
Early Ambulation Saves Lives.

For his ingenuity, Earl received a prestigious Health Care 
Hero Award from the Hartford Business Journal. But his  
biggest reward is helping to improve the quality of care 
and life for patients.

Patient Safety
ICU Patients Move Safely to Recovery

Earl Morrison standing with the cart that bears  
his name, EARL: Early Ambulation Saves Lives
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Over the past year, our most signi�cant quality initiative has been our investment in training to 
become a high-reliability organization. Health care has much to learn from other high-risk  
industries, such as nuclear power and aviation, which have seen dramatic improvements in  
safety over the past 25 years. 

Hartford HealthCare has partnered with the Connecticut Hospital Association and Healthcare 
Performance Improvement to train staff in the principles of high reliability. At The Hospital  
of Central Connecticut and Backus Hospital, more than 80 percent of the staff has been trained  
in these principles, including the medical staff holding active privileges. 

At Hartford Hospital, MidState Medical Center and Windham Hospital, the leadership has been 
trained and training for all staff rolled out in FY 2014. 

The measure of success in our drive toward high reliability is to eliminate the occurrence of  
the serious safety event – an episode which results in harm to a patient as a result of deviating 
from a generally accepted performance standard. 

Patient Safety
High-Reliability Training
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We are monitoring the serious safety event rate at all of our hospitals. In the initial year of  
the program, we expect the rate of events to increase as a result of heightened awareness and  
better reporting. After a year, as at The Hospital of Central Connecticut and Backus Hospital  
during the current year, we expect to see a reduction in these events. The focal point for these  
efforts is to change the culture of safety by implementing best-practice, error-prevention  
techniques coupled with vigorous root-cause analysis and application of standard principles.  
Most important is a change in the culture which empowers any staff member to speak freely 
about any safety concern – secure that these concerns are valued and appreciated.

Patient Safety
High Reliability

As an important part of the culture change associated with 
high reliability, all hospitals now conduct a morning safety 
huddle 365 days a year. David Whitehead, president of 
Hartford HealthCare’s East Region, leads a safety huddle  
at Backus Hospital.
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All Hartford HealthCare organizations conduct surveys to assess the patient’s perception of his  
or her experience. In the hospitals, this is measured with the Centers for Medicare & Medicaid 
Services-mandated HCAHPS survey, which is re�ected as one of the components for hospital  
payment in the value-based purchasing program. 

The Patient Experience Council serves to coordinate activities across the system under the leader-
ship of Catherine Stevens, vice president for Patient Care Services for Hartford HealthCare’s  
Central Region. For two years, achieving a top-quartile patient experience rating has been a  
Balanced Scorecard goal. Results of this journey for the hospitals are displayed on the graph  
below and demonstrate progress.

Most organizations within the system now use a single vendor, Press Ganey, to measure the patient 
experience. The Patient Experience Council has led in sharing best practices and disseminating 
those practices to both community and behavioral health organizations.

Hartford HealthCare was involved in two important patient-experience conferences in FY 2013. 
We held our �rst Patient Experience Conference in April 2013. The event included a keynote  
speaker, patient presentations and 46 poster presentations of research and process improvement 
by our own staff. In November 2013, Hartford Hospital hosted the Press Ganey Regional Patient 
Experience Conference. 

Hartford HealthCare HCAHPS Overall Question

HCAHPS: Hospital Consumer Assessment of Healthcare Providers & Systems – a standardized survey 
instrument and data-collection methodology for measuring patients’ perspectives on hospital care.
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Hospital Quality
The Patient Experience

Through a systematic process, 
VNA HealthCare Inc. monitors 
patient satisfaction.

One key question they monitor 
is “Likelihood to Recommend.” 
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Work to improve quality within the Hartford HealthCare Rehabilitation Network has been 
focused on the patient experience, which is measured by site. The Rehabilitation Network has 
demonstrated outstanding performance. 

Hospital Quality
The Patient Experience | Hartford HealthCare Rehabilitation Network
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Standards of Care
Evidence-Based Care
Evidence-based care refers to the extent to which hospitals adhere to de�ned standards of best 
practices. In many cases, adherence to these standards results in either penalties or incentive 
payments from Medicare and health insurance companies. 

Given the clinical and economic importance of these measures, there has been intense focus on 
gaps and opportunities. Backus Hospital was named “Top Performer on Key Quality Measures” 
by The Joint Commission and was one of eight hospitals in the state to be recognized as a  
Top Performer on Key Quality Measures and one of 1,099 hospitals in the country to earn this 
distinction for attaining and sustaining excellence in evidenced-based care standards. Backus 
was recognized for its achievements in the following measure sets: heart attack, heart failure, 
pneumonia and surgical care. All Hartford HealthCare hospitals are showing strong signs of  
improvement to top performance in these measures.
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Standards of Care
Quality Targets
An increasing number of our managed-care contracts include �nancial performance incentives 
for reaching quality targets. Our partnership with Anthem – our largest commercial payer –  
is one such example. Our performance is measured with a number of measures included in the 
Q-HIP (Quality Hospital Incentive Program) score. Our improvement trend for these measures  
is strongly positive.
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Quality & Safety Initiatives
 Integrated Care Partners
Integrated Care Partners (ICP) is Hartford HealthCare’s physician-led clinical integration  
organization that will play a critical role in improving how patient care is delivered. ICP’s mission 
is to “be a high-performing network of integrated providers, successfully delivering value-based 
population health.”

To reduce costs and improve the health of populations – to deliver value – our focus must 
change from treating illness to maintaining patient, and community, health. Coordination of 
care for patients with chronic illnesses is a key in this transformation, given that 50 percent  
of adults have at least one chronic illness. Modifying treatment, including increasing patient 
engagement, can reduce costs through the elimination of duplicate, unnecessary testing and 
the prevention of hospitalizations and complications caused by the patient’s not participating 
in the management of his or her disease.

ICP has collaborated extensively with Hartford HealthCare Quality Management to de�ne  
clinical performance metrics required of ICP physician participants. Each specialty has three to 
�ve quality metrics that are monitored by the ICP and Quality staffs, which provide feedback  
to physicians on their performance and assist if performance improvement is required.

Hartford HealthCare is engaged in several value-based programs. ICP physicians participate  
in the Center for Medicare & Medicaid Services’ Medicare Shared-Savings Program (MSSP) –  
a Medicare Accountable Care Organization (ACO), requiring measurement of quality outcomes 
for 22 metrics. Initial performance has been excellent. For 12,000 MSSP patients for 2013, we 
were above the 90th national percentile for diabetes management and controlling high-blood 
pressure. The benchmarks are set at greater than 90 percent.

“Clinical integration is a structured 
collaboration among physicians and 
hospitals to develop an active  
and ongoing program designed  
to improve the quality and ef�ciency  
of health care” 

(Source: Advocate Health Care)
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Quality & Safety Initiatives
 Integrated Care Partners

Quality & Safety Initiatives
Integrated Care Partners

Chronic Disease Outcomes Metrics
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Quality & Safety Initiatives
 Clinical Councils
Hartford HealthCare’s clinical councils are system-wide multidisciplinary groups that bring 
together clinicians to drive standardization, identify best practices and implement best practices 
across the system. The councils develop charters, set goals and monitor progress with data  
and dashboards. The initial work of the councils began with the hospitals, but now is expanding 
into behavioral health and our community organizations. We have more than 20 councils working 
to improve care and identify ef�ciencies that can result from standardization.

These groups have made important contributions to care at our hospitals.

For example, the Pharmacy and Therapeutics Council’s members include hospital pharmacy 
directors and physician chairs of the Medical Staff Therapeutics committees. The council has 
achieved the following:

• Dramatic cost savings of $4.6 million over three years through standardization of drugs 
and vendor relationships.

• Movement toward adopting a single system formulary, beginning with oncology (as a result 
of the Hartford HealthCare Cancer Institute’s membership in the Memorial Sloan Kettering 
Cancer Alliance).

• A move to adopt a single Pharmacy and Therapeutics Committee for the system.

• Hospitalist Medicine

• Emergency Medicine

• Pharmacy and Therapeutics

• Neurosurgery Anesthesiology

• Pathology Surgical 

• Wound Care

• Cancer 
GU 
Lung 
GYN Oncology 
GI 
Breast

• Radiology

• Patient Experience 

• Infection Prevention 

• Obstetrics and Gynecology

• Cancer Quality

•	 Behavioral Health Quality

•	 Cardiac Care

• Pediatrics/Neonatology

• Perioperative Services 
Anesthesia 
Surgery 
Robotic Surgery 
Orthopedics
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PSI-19:OB Trauma Vaginal Delivery without Instrument

Quality & Safety Initiatives
 Clinical Councils
The Hospital Medicine Council has conducted a system-wide risk assessment and identi�ed 
opportunities in medication management and follow-up of incidental �ndings noted during a 
hospitalization and has identi�ed the need for better communication with other physicians, 
especially primary care. As a result, a number of action steps are in place. One example:  
Discharge summaries are available to primary care physicians within 48 hours more than  
90 percent of the time with a goal to achieve greater than 95 percent within a year.

The Robotics Council has developed a rigorous approach to training and awarding privileges  
for performing robotic surgery. Uniform standards are in place at all hospitals. In addition,  
the council is reviewing surgical outcomes and identifying improvement opportunities.  
The surgical outcomes have indicated top-decile performance when our robotic outcomes are 
compared to the Premier data base.

The Obstetrics and Gynecology Council was established in July 2013. In a short time, the group 
has focused on reducing obstetrical harm and is monitoring Caesarian section rates. As a result  
of physician education, complications at the time of delivery have been reduced. In addition,  
a program is in place to use simulation to improve outcomes during childbirth.

The Radiology Council has standardized policies, procedures and consent forms and is planning 
to introduce a standard and best-practice approach to measuring and minimizing exposure to 
radiation during imaging studies.
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The risk-management program at Hartford HealthCare is an integral part of our approach to 
quality and safety. We believe that quality and risk management are two sides of the same coin. 
Hartford HealthCare Indemnity Services is our Bermuda-registered malpractice insurance 
captive. We review all claims and adverse events to identify trends that represent opportunities 
to improve care. The risk-management program is an extensive undertaking that involves risk 
(quality) education and practice assessment as an integral part of risk-reduction initiatives.

The risk-management education program touches more than 5,000 clinicians throughout  
Hartford HealthCare. The curriculum is based on claims and adverse-event analysis and  
includes a combination of web-based and in-person educational sessions tailored to the individual 
specialties of the providers. 

Examples of topics covered in the curriculum include: informed consent, documentation, 
standard of care, patient relations, the electronic health record, failure to diagnose and  
continuity of care.

Risk Management
Hartford HealthCare Indemnity Services

Risk-Management Education Curriculum

Risk-Management Themes Program Structure
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Risk Management
Hartford HealthCare Indemnity Services
Hartford HealthCare’s risk-management program has been in place for seven years in parts  
of Hartford HealthCare and has a proven track record of reducing malpractice claims, which is  
a clear indication of improving quality. 

Innovative areas of work include an obstetrical partnership with Physicians for Women’s Health to 
develop an extensive educational program for women prior to and during pregnancy. Tied to this 
initiative is a simulation-based program using the Center for Education, Simulation and Innovation 
to reduce harm associated with shoulder dystocia and postpartum hemorrhage.

Hartford HealthCare’s Risk-Management Education Process
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Summary & Wrap-up
Hartford HealthCare
During the last year, we have made great strides in improving quality and safety at Hartford 
HealthCare. We are aligned with our 2,400 physicians in our pursuit of this goal and have the 
strong support of all of our employees. 

The best example of our success is our ability to reach consensus about clinical excellence.  
Our clinical councils always have been able to reach a conclusion about standards of excellence 
and are moving to implement these best practices across the system. Our ability to improve 
performance is based on rigorous use of data and measurement of outcomes. 

We have ongoing opportunities to drive further improvements: We are focused on reducing  
the incidence of hospital-acquired infections even further and will target reducing the 
incidence of catheter-associated urinary tract infections during the coming year. We will 
continue our dedication to achieving high levels of hand-hygiene compliance and a superlative  
patient experience. 

Goals for the coming year include establishing Patient Advisory Councils across the system – 
advancing our mission to improve quality and safety through the voice of our patients. We will be 
relentless in our efforts to become a high-reliability organization with the stated goal of eliminating 
all medically induced harm. Our patients and our communities deserve nothing less.
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Mission
To improve the health and healing of the people  
and communities we serve.

Vision
To be nationally respected for excellence in patient care 
and most trusted for personalized coordinated care.
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Awards & Recognition
Hartford HealthCare
Hartford Hospital has been ranked by U.S. News & 
World Report as the No. 1 hospital in the Hartford 
region and among the best in Connecticut for 2013-14. 

Hartford Hospital gave a presentation at the Premier 
2013 conference titled “Fall Reduction through a 
Volunteer Mobility Program.”

In February 2013, Press Ganey recognized Windham 
Hospital’s Emergency Department for signi�cant 
improvement in its patient experience scores. 

Hartford Hospital received a grant from the U.S. 
Agency for Healthcare Research and Quality to study 
the use of personalized medicine to treat patients with 
severe depressive disorder.

MidState Medical Center was recognized by 
HealthGrades as a 2013 Outstanding Patient 
Experience recipient. 

The Hospital of Central Connecticut was awarded the 
American Heart Association/American Stroke 
Association’s Get With The Guidelines®-Stroke Gold 
Plus Quality Achievement Award and Target: Stroke 
Honor Roll recognition.

Hartford Hospital’s Bariatrics was noti�ed that seven 
of its quality submitted abstracts were accepted for the 
National Bariatric Meeting (Obesity Week) to be held in 
October 2014 in Atlanta. The abstracts accepted were 
one podium and six poster presentations. 

Hartford HealthCare’s Central Region, including The 
Hospital of Central Connecticut and MidState Medical 
Center, had three posters accepted to IHI 2013:

•	 Integrating	Triage	and	Fast	Track	to	Improve	 
Patient Experience in the Emergency Department

•	 Safe,	Effective	&	Well-Coordinated	Patient	 
Transition After Total Joint Replacement:  
A Discharge Appointment

•	 Mislabeled	Specimens:	One	Institution’s	Story

Backus Hospital received an Anthem Blue Distinction 
recognition for orthopedics.

Hartford Hospital’s Stroke Center earned The Joint 
Commission’s Gold Seal of Approval™ for certi�cation 
as a Primary Stroke Center.

The Hospital of Central Connecticut’s Comprehensive 
Breast Program was the �rst program in Connecticut 
to be recognized as a Certi�ed Quality Breast Center of 
Excellence in National Quality Measures for Breast 
Centers™ Program.

Backus Hospital received an “A” rating from Leapfrog. 

Hartford Hospital was once again named one of 
America’s Best 100 hospitals by HealthGrades.

MidState Medical Center’s Critical Care Unit was one 
of only two in Connecticut to be awarded the silver-
level Beacon Award for Excellence by the American 
Association of Critical Care Nurses. 

Hartford Hospital received certi�cation by the Joint 
Commission for its Ventricular Assist Device Program.

The U.S. Department of Health and Human  
Resources and Services Administration awarded 
Hartford Hospital a gold designation for the work  
the hospital has done to support organ-donation 
awareness. 

Backus Hospital was named a Top Performer on  
Key Quality Measures by the Joint Commission.

MidState Medical Center was recognized as Baby 
Friendly® birth facility for implementation of the 
Baby-Friendly Hospital Initiative and for offering 
optimal levels of infant care through breastfeeding. 
Baby Friendly® is sponsored by The World Health 
Organization and the United Nations Children’s  
Fund (UNICEF).
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A Hartford Healthcare Partner

James P. Cardon, MD, FACC
CEO, Integrated Care Partners

Mission Statement
To be a high-performing network of integrated
providers successfully delivering value-based
population health.

Hartford Healthcare vision
• To be nationally respected for excellence in 

patient care and most trusted for personal
ized coordinated care.

We seek to become
• The most effective population health man

ager in the market, delivering high-quality, 
cost-effective care in value-based contracts

• The health system of choice for patients, 
other employers and payers, providing the 
most coordinated and effective patient care

Resources
www.integratedcarepartners.org

Contact us
Integratedcarepartners@hhchealth.org or call
Shaleighne Murphy 860.972.9063

Integrated Care Partners
It’s the right thing to do.

• • • 
• • •

A physician-led ;::!y ■•i

interdependent, ch’diatted provider:,

HH-C-SSD Mui'M

http://www.integratedcarepartners.org
mailto:Integratedcarepartners@hhchealth.org


Clinical Integration 

What is clinical integration?
Clinical integration is a structured collaboration 
among physicians and hospitals on an active and 
ongoing program designed to improve the quality 
and efficiency of health care.
(Source: Advocate Health Care)

What are the organization’s goals?
Bring together all Hartford Healthcare physicians, 
both independent and employed.

Enhance already-established standards of patient- 
centered care and excellence.
Measure our success in meeting those standards 
and performing in the top decile.

Focus on improving the health of the population 
we serve.

Shift the contracting focus from fee for service 
to a value-driven compensation model, rewarding 
high-quality, efficient care rather than volume.

Provide analytics and tools for physicians to 
improve quality and to succeed under value- 
based contracts.
Deliver value to consumers and employers.

Operate transparently and share data.
Forge partnerships with health plans, employers 
and providers.

What is Integrated Care Partners?
Integrated Care Partners is a physician-led clinical 
integration organization that will play a critical role 
in improving how patient care is delivered. As a com
munity of physicians, Integrated Care Partners will 
define performance objectives, quality standards 
and evidence-based medicine protocols; forge part
nerships with health plans, employers and providers; 
and establish requirements for participation - all 
with the ultimate goal of providing high-quality, 
coordinated patient care and improving the overall 
health of populations.

What Integrated Care Partners is NOT.
• An employed practice model.
• A program run by hospitals.
• Physician employment.
• A practice-management service.

Integrated Care Partners includes
Private-practice physicians as well as physicians 
employed by or associated with Hartford Health- 
Care. There is no enrollment fee.

What are the benefits far member physicians?
• Rewards for high quality and initiatives.
• Care-management support.
• Capabilities to measure and monitor quality 

and performance.
• Access to contracts and patients as preferred 

providers.
• Idols to help drive better outcomes and succeed 

in the new world of payment for value rather 
than fee for service.

• Financial support for IT investments.

How will patients benefit?
Patients benefit from the use of established standards
of care in many ways, including;
• One point of focus (the patient).
• One source of patient information (integrated 

care record).
• One standard of quality (defined by collaborating 

clinicians).
• One population (everyone is focused on care 

improvement).
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The Institute's work with MSK is already making an impact on care

E
ight months after the Hartford Healthcare Cancer
Institute became the charter member of the Memorial 
Sloan Kettering (MSK) Cancer Alliance, collaboration 

has already led to improvements that benefit patients in 
many ways.

“We have come a long way in just a few short months, and 
that is translating into a lot of wonderful things for our pa
tients," said Donna Handley, vice president of operations for 
the Cancer Institute. "Every day, our relationship with our peers 
and colleagues at MSK deepens and expands, which adds to our 
ability to provide the most advanced care to patients.”

Handley said the partnership is now nearing the final stages

of an intensive assessment of the cancer services provided 
at the five cancer centers that make up the HHC Cancer 
Institute. Baseline data was established for six disease special
ties and 11 disciplines to help establish best practices and meet 
MSK requirements.

Once the assessment period is complete, the Institute will 
become the first formal member of the newly established MSK 
Cancer Alliance. Ultimately the Alliance, an initiative designed 
to elevate the quality of care and outcomes for patients in com
munity settings, will consist of a network of providers outside 
the New York metropolitan area, where MSK is based.

See IMPACT, page 7
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News from Memorial Sloan Kettering

MSK receives landmark $100 million 
gift for new precision oncology center

Memorial Sloan Kettering Cancer 
Center (MSK) announced last month 
that it has received a transforma
tive gift of $100 million to create a 
pioneering new center focused on 
breakthroughs in molecular oncology 
and genomic analysis.

The Marie-Josee and Henry R. Kravis 
Center for Molecular Oncology (CMO) 
is named in honor of Marie-Josee and 
Henry R. Kravis, whose generous gift 
will make it possible to realize the 
promise of precision oncology and 
support the development of new, 
individualized cancer therapies and 
diagnostic tools.

"Progress in our understanding of 
the biology of cancer has completely 
shifted the way we think about and 
treat cancer,” says Craig Thompson, 
MD, MSK President and CEO. “We’re 
moving away from the concept of 
treating cancer as many different 
types of the same disease and toward 
treating each person’s cancer as its 
own unique disease. Now, thanks to 
the inspiring generosity of the Marie- 
Jos6e and Henry R. Kravis Foundation, 
we will be able to expand and in
tensify this effort, ushering in what 
will truly be a new era of precision 
medicine.”

"Throughout the course of my 
involvement at Memorial Sloan 
Kettering, I have been deeply im
pressed by the dedication, experience 
and competence of the physicians 
and scientists who are working to un
ravel the complexities of cancer," says 
Marie-Josee Kravis, who has been a 
member of MSK's Boards of Overseers 
and Managers since October 2000 and 
is chair of the board of Sloan Kettering 
Institute. "Henry and I are delighted 
to support this exciting new initia
tive, which offers such hope to people 
around the world.”

"Memorial Sloan Kettering has 
already proven itself to be a leader in 
understanding cancer at the genetic 
level and in putting that knowledge 
to work for patients,” says Henry R. 
Kravis. "The new Center for Molecular 
Oncology will take these efforts to an

Memorial
Sloan
Kettering
associate
directors
Michael
Berger, left,
and Agnes
Vide, center,
with director
David Sollt,
of die MSK
molecular
oncology
program.

entirely new level, and 1 look forward 
with great anticipation to the discov
eries that lie ahead.”

Archived tumor specimens and 
tissues obtained in clinical trials will 
be comprehensively profiled by next- 
generation sequencing and other mo
lecular technologies. The molecular 
information of each tumor will then 
be correlated with clinical outcomes 
to better understand the significance 
of genetic alterations in tumors and 
the opportunities they offer for treat
ing cancers more precisely.

"The first application of the ge
nomic revolution of the past decade 
is now being applied to cancer,” says 
Jose Baselga, MD, physician-in-chief 
of Memorial Sloan Kettering. "We 
have learned that cancer is actually 
a disease of the genome, and moving 
forward, we will need to integrate the 
vast amounts of molecular discover
ies being made with clinical data to 
develop tumor-specific treatments. 
Our CMO will be the first program 
in the country to span the full range 
of activities required to bridge these 
molecular insights into clinical in
novations."

MSK — with its exceptionally 
powerful and seamless integration of 
clinical and scientific teams focused 
on cancer — is uniquely positioned

to launch an initiative of the ambi
tion and scope of the CMO. The aim is 
to analyze more than 10,000 patient 
tumors in the CMO’s first year alone, 
with an eye toward offering molecular 
analysis for every type of cancer and 
for all MSK patients.

"In terms of structure, the Marie- 
Josee and Henry R. Kravis Center for 
Molecular Oncology epitomizes the 
multidisciplinary approach to cancer 
research, which demands that we 
fully link programs and departments 
across MSK so that we can inform 
each other's work with our best and 
brightest ideas,” says Joan Massague, 
PhD, director of the Sloan Kettering 
Institute.

David Solit, MD, the inaugural 
director of the CMO, adds, “The vi
sion for the CMO is nothing less than 
to revolutionize the treatment of 
cancer. Our integrated clinical and 
scientific teams coupled with our 
ever-increasing genetic sequencing 
capabilities will allow us to build upon 
the molecular insights we've gleaned 
over the past decade to accelerate the 
development of more effective and 
less toxic cancer therapies."

The information/or this story comes 
directly from Memorial Sloan Kettering 
and is used with MSK’s permission.
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Every day, no matter who it was, I saw a lot of 
smiling faces around me making sure I was getting 
what I needed. That goes a long way in giving you 
strength to go through your treatment.

— Lee-Ann Forsdick, Glastonbury

Lee-Ann Foradick, seated, recently successfully completed cancer treatment 
with help from her nurse navigator, Susanne Brown, BN, left, and support 
from her daughter, Heather Forsdick.

W
hen I^e-Ann Forsdick was first diag
nosed with stage-4 ovarian cancer last 
year, she fell into a momentary bout of 
depression as she struggled to come to grips with 

a difficult diagnosis she never expected. But within 
a couple weeks, and with the help of her support 
team at Hartford Hospital’s cancer center, she 
suddenly found that her attitude had completely 
reversed.

"All of a sudden I had this great feeling of calm 
and optimism come over me," said Forsdick, 57, 
who lives in Glastonbury. "I don't know why, but 
1 just had this clarity that I had this fight I had to 
go through, and I was going to fight it all the way. I 
was like, ‘Let’s go!

Forsdick said one of the main reasons for her 
optimism was the support she received from her 
team at the cancer center, especially her doctor,
Aaron Shafer, MD, and the nurse navigator as
signed to her care, Susanne Brown, RN. She said 
the team that managed her care always made 
sure to keep her apprised of her condition and 
the treatment plan that was being formulated for her. Within 
weeks, she said, she felt as if she had a close circle of new 
friends looking out for her.

“These people obviously knew what they were doing — and, 
just as important to me, they obviously cared about me,” she 
said. “Every day, no matter who it was, I saw a lot of smiling 
faces around me making sure I was getting what I needed. 
That goes a long way in giving you strength to go through your 
treatment.’’

After beginning her treatment in April of last year, Forsdick 
underwent numerous rounds of chemotherapy and two 
surgeries before her doctors declared her cancer-free in 
September. She has been in remission ever since, and she said 
she owes much of her ongoing recovery to the survivorship 
programs offered to her through the cancer center.

“I always look forward to taking part in any program they

have because then I get to come back and see all these great 
people,’’ she said. "Throughout this process, I felt like I had all 
these armies of people who were marching into battle with 
me.

Brown, in turn, said patients like Forsdick are the reason she 
and her peers chose to pursue careers in cancer medicine.

“When you have a patient like Lee-Ann, showing so much 
determination and positive energy, it’s really inspiring,” she said. 
“She is doing everything in her power to keep her life on a posi
tive track, and you want to do everything you can to help her,"

Lee-Ann's 21-year-old daughter, Heather Forsdick, said she 
was also inspired by her mother's courage.

“I am really proud of her," said Heather. "Even when she was 
really sick and she lost her hair and all that, she still found 
strength and comfort in the company of other people. Even 
my friends would all come over to sit with her and just hang 
out with her. Everyone just kind of supported her.”
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S What the future holds for clinical trials
The following excerpt is taken from an 
April 27 interview on Hartford Healthcare’s 
"Health Matters" radio show on WTIC-AM 
hosted by Elliot Joseph, president and CEO of 
Hartford Healthcare, and Rebecca Stewart, 
director of media relations. The show, titled 
"The Changing Face of Cancer Care,"featured 
an interview with Dr. Sabbatini.

Rebecca Stewart: You are on the front 
lines of this exciting held. What do 
you say to people who ask, "What is a 
clinical trialP"

Dr. Sabbatini: I think clinical tri
als are really the only way forward in 
cancer care, or any medical specialty. If 
you look at the standard of care that we 
provide our patients today, everything 
that we use today was established 
through clinical trials. I think many 
people are concerned that clinical trials 
are “experimental,” but actually they 
will find that they are often the stan
dard of care plus something extra in 
cases where the standard of care might 
not be enough.

Elliot Joseph: So how do clinical 
trials work?

Dr. Sabbatini: In most cases, you will 
have a discussion with your doctor 
about what the standard of care is for 
your particular situation, and whether 
or not a clinical trial might be appropri
ate based on a set of eligibility criteria 
required for the trial. Your doctor will go 
over a series of steps that will include 
informed consent, which is a document 
for you to read that will explain what 
kind of treatment you will get, what 
testing you will get and an overview of 
the experimental treatment as de
scribed in the trial.

Rebecca Stewart: Do you get feedback 
from your patients as to why they want 
to pursue the clinical trials option? Do 
they see it as an opportunity to help 
future generations of patients as well?

Dr. Sabbatini: I think that's exactly 
right. Many patients come to us with

Paul Sabbatini, MD
Deputy physician-in-chieffor 

clinical research, Memorial Sloan 
Kettering Cancer Center

previous knowledge of the clinical trials 
they are interested in, not only as a way 
to help themselves but to help others.

Elliot Joseph: When patients agree to 
sign an informed consent document, 
what are they agreeing to? What are 
they giving up in terms of rights and re
sponsibilities, and what are they getting 
in return?

Dr. Sabbatini: Basically, you are agree
ing to follow the protocols as described. 
And we will inform you of anything 
that develops that might change your 
mind about taking part in a clinical trial. 
Patients should know they are free 
to stop taking part in a clinical trial at 
any time.

Elliot Joseph: Will patients always 
know up front what kind of drug or 
treatment they are receiving before tak
ing part in a clinical trial?

Dr. Sabbatini: Yes, the only exception 
would be trials involving placebos and 
even in those cases, patients are always 
told ahead of time that placebos will be 
part of the trial. A clinical trial involving 
a placebo may be helpful in understand
ing how a certain drug helps in a setting 
where the standard of care has already 
been completed. But in all cases, you 
will never get a placebo in a clinical trial 
unless it has been discussed with you up 
front.

Elliot Joseph: What are some excit

ing and new developments emerging in 
clinical trial research?

Dr. Sabbatini: What’s new and excit
ing at the moment is that as we start to 
match individual patients with available 
protocols, matching their individual 
genetics to a treatment, we are starting 
to see responses in earlier stages of the 
trials. Historically, most clinical trials 
were divided into three stages, the first 
one being a truly experimental phase 
in which we were not sure of the dos
age level or some potential side effects, 
followed by a second stage in which 
we may have defined the dose and can 
bring in about 35 patients to take part 
in testing.

The third phase is generally much 
further along in the process in which 
you may have a randomized trial for 
hundreds of patients, and you work to 
identify the responses. Because of this 
new emphasis on genetics and indi
vidualized treatment, we are seeing 
more responses in the earlier phases 
of the trials, meaning we don’t have to 
delay and go to later phases in all cases 
but can quickly expand treatment with 
these trials. It makes for a much more 
effective process.

Elliot Joseph: As someone who has 
survived cancer myself, I know first
hand the special type of physician who 
chooses this particular path in medi
cine. Why did you decide to switch from 
a career in internal medicine to a career 
in oncology?

Dr. Sabbatini: What is most meaning
ful for me is that when you are practic
ing oncology and you have a patient 
who is facing one of the worst moments 
in their lives when they are faced with a 
cancer diagnosis, it creates an opportu
nity to have a special relationship with 
the patient— a deeper relationship.
You become a part of their lives in ways 
that often go beyond just a doctor and a 
patient, and I find that greatly rewarding 
and meaningful.

On the cover
Jonathan Cooin, MD, a suigaon at 11m Hospital at Central 
Connecticut, is collaborating with Memorial Sloan 
Kettering on advanced protocols for identifying sentinel 
lymph nodes as a way to diagnose uterine cancer.

Inset An image of a lymph node that has been Injected 
with given dye to help vrith foe identification of cancer 
in die uterus.

How to reach us
■ By phone: Call the 

Cancer Connect line at 855-255-6181.
■ Online: Visit www.togetherahead.org
■ On Facebook: Like the Hartford 

Healthcare Cancer Institute Facebook 
page at www.facebook.com/HHCCancer 
Institute.

http://www.togetherahead.org
http://www.facebook.com/HHCCancer


Thelma Grant of Cheshire, a breast cancer patient at MidState Medical Center's Cancer Center, celebrates the completion of her chemo
therapy treatment with flowers provided by Rose Flowers & Gifts of Meriden. She is surrounded by physicians and staff who coordinated 
her care.

Florist’s kindness 
brings joy to 

chemotherapy 
patients

T
he florists at Rose Flowers & Gifts shop in Meriden have 
a special place in their hearts for oncology patients at 
MidState Medical Center, and the patients feel the same 
way about them.

Whenever a patient completes a final round of chemother
apy at the MidState Cancer Center, the florists provide them 
with a small vase of carnations tied with a bow. The gift is 
provided during a small ceremony in which the patient rings a

brass bell three times followed by a round of cheers and hugs 
from staff and physicians.

“Both my parents had cancer and as we get older, we're find
ing out friends have had it," said Fred Barillaro, who co-owns 
Rose Flowers & Gifts with Jo-Ann Mangiaracina. "We wanted 
to bring a smile to someone’s face because we know what they 
are going through," he added.

His gesture has brightened many lives since his business be
gan donating the flowers eight or nine years ago. He estimates 
that he makes the happy delivery to the medical oncology of
fice about three times a week.

“The flowers, ringing the bell, everything was so endearing.
It was such a happy day," said Jane Schmitt, of Wallingford, 
who completed her 12-session chemotherapy program in 
February, A kindergarten teacher, Schmitt was diagnosed with 
colon cancer last fall after undergoing a routine colonoscopy. 
She is now back in the classroom following surgery and subse
quent treatment.

“I can’t say enough about the people at MidState. They were 
there for me from day one and became very much a part of my 
life, it was so frightening at first, and it seemed like forever, but 
they got me through," Schmitt said. "The ceremony was so sym
bolic and meant so much. It was such a triumphant feeling."

SAVE THE DATE!
Tuesday, Sept 16 • Heublein Hall, Hartford Hospital

■ The Future of Cancer Care: Advances in Molecular Oncology 
featuring experts from Hartford Healthcare Cancer Institute 
and Memorial Sloan Kettering

A Symposium for all Hartford Healthcare Cancer Institute and 
Memorial Sloan Kettering providers

Hartford ^ 
Healthcare
Cancer Institute

More
information 

to come!
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S Sullivan Symposium celebrates 25th year
Experts from HHC and MSK provide 
insight and updates on breast cancer

T
he Mary Mulready Sullivan Oncology Symposium
is named for a dedicated nurse educator who died of 
cancer in 1989 and whose passing inspired her family 

to establish the symposium in her memory. Since then, it has 
become an increasingly popular opportunity for health care 
providers to broaden their understanding of cancer by learning 
about the latest developments in treatment and research.

To mark the symposium’s 25th year, a crowd of more 
than 200 physicians, nurses and other providers from the 
Hartford Healthcare Cancer Institute and other health care 
organizations across the state gathered May 14 to hear from 
an impressive range of experts in the field. The symposium 
featured presentations from leading physicians and special
ists from the Institute as well as Memorial Sloan Kettering, the 
world-renowned cancer care and research center in New York 
which has named the Institute a member of the pioneering 
MSK Cancer Alliance.

"I know (Mary) would have been very pleased with how the 
symposium has evolved," said Paul R.C. Sullivan, MD, a retired 
Hartford Hospital endocrinologist and Mary Sullivan’s husband.

The topic of this year’s event was “Advances in Breast Cancer: 
Treatment and Survivorship." The first presentation was provid
ed by Lisa Sclafani, MD, an attending surgeon in Breast Service 
at MSK and professor of surgery at Weill Cornell Medical 
College. Dr. Sclafani spoke about the evolution of surgical man
agement in breast cancer, providing an overview of advances 
that have been made in surgical procedures for patients under
going chemotherapy and other treatments.

Andrew Ricci Jr., MD, a pathologist at Hartford Hospital, 
spoke next about updates in the pathology of papillary carci
noma of breast diagnosis and staging, followed by a presenta
tion from Jennifer Logan, MD, a breast-imaging specialist at

Lisa Sclafani, MD, attending surgeon, Breast Service, Memorial 
Sloan Kettering, speaks at the 2Sth annual Sullivan Symposium 
on the topic of changes in breast surgery.

Hartford Hospital, who spoke about current controversies in 
breast imaging.

Chau Dang, MD, chief of Harrison Medical Oncology at 
MSK and associate professor of medicine at Weill Cornell 
Medical College, then provided a presentation called "Systemic 
Management - Neoadjuvant Therapy, Her2 Positive, Triple 
Negative.” Her presentation was followed by Beryl McCormick, 
MD, a radiation oncologist from MSK, who spoke about new 
radiation approaches.

An overview of basics in cancer genetics counseling was 
provided by Sara Carroll, MS, CGS, who oversees genetic coun
seling for the HHC Cancer Institute, followed by a presentation 
on evolving models of care in cancer survivorship, which was 
offered by Mary McCabe, RN, MN, of MSK. The final presenta
tion was provided by Larry Norton, MD, a pre-eminent medical 
oncologist and translational scientist from MSK, who spoke 
about the latest developments in mechanisms of breast tumor 
formation and metastasis. The symposium concluded with a 
series of panel discussions, which featured lively questions and 
discussion between some of the presenters and members of 
the audience.

HOGG cancer program earns gold-standard accreditation

T
he cancer program at 
The Hospital of Central 
Connecticut, which is 
part of the Hartford Healthcare 

Cancer Institute, has earned a 
three-year accreditation with 
commendations from the 
Commission on Cancer of the 
American College of Surgeons.

The commission recently 
spent several weeks carefully 
analyzing and reviewing all 
aspects of the hospital’s cancer 
program before concluding that 
it exceeded standards in several 
areas.

The commission awarded the HOCC 
cancer program a gold-level accreditation 
after issuing commendations to seven of 
the categories that were reviewed.
In particular, the commission praised 
the program’s outstanding work in the 
areas of:

■ Clinical trials accrual
■ Cancer registrar education
■ Public reporting of out

comes ("This is one of the best 
annual reports I have seen,” 
said one commission investi
gator in his findings.)

■ College of American 
Pathologists protocols

■ Nursing care
■ Two categories of data 

quality and accuracy
Peter Byeff, MD, who is med

ical director of the HOCC can
cer center, said the program 
strives to excel in establishing 

a consistently superior standard of care 
for patients.

“We are enormously pleased to be 
recognized in this way," Dr. Byeff said. 
"Our emphasis on a multidisciplinary 
team approach means that we have 
highly skilled and dedicated profession

als contributing to all facets of care, from 
research to treatment to post-treatment."

Donna Handley, vice president of 
operations for the HHC Cancer Institute, 
said the HOCC program deserves to be 
recognized for excellence.

“We are extremely proud of the out
standing work being done by the can
cer care team at HOCC," Handley said. 
"Their work reflects so positively on our 
Institute and our commitment to bring
ing the very best care to patients."

Tb earn its voluntary accreditation, the 
HOCC cancer program had to meet or ex
ceed 34 quality care standards while be
ing evaluated every three years through a 
survey process and maintaining levels of 
excellence in the delivery of comprehen
sive patient-centered care. Three-Year 
Accreditation with Commendation is 
only awarded to a facility that exceeds 
standard requirements at the time of its 
triennial survey.

Dr. Peter Byeff, 
medical direc
tor of the cancer 
center at The 
Hospital of Cen
tral Connecticut



Hartford 
He ,pit?1

' 'MtliC ’ Pilltm
,r jf

a
C/)

Member* of Hartford Healthcare’s leadership team recently met with Kent A. Sepkowitz, MD, the deputy phyaidan-in-chief for quality 
and safety at Memorial Sloan Kettering, at the HHC Center for Education, Simulation and Innovation. From left: Steven Schichman, MD, 
CESI medical director and chairman of urology at Hartford Hospital; Thomas Nowidd, MD, cognitive simulation director at CESI; Andrew 
Salner, MD, medical director of the Helen & Harry Gray Cancer Center at Hartford Hospital; Kent A. Sepkowitz, MD, deputy physidan-in- 
chief for quality and safety at Memorial Sloan Kettering; Jeffrey A. Flaks, chief operating officer, Hartford Healthcare; Donna Handley, vice 
president of operations, Hartford Healthcare Cancer Institute; and Stephen Donahue, CESI program director.

IMPACT from page 1

Handley said Hartford Healthcare’s 
decision to seek membership in this 
pioneering Alliance proves wiser by the 
day, as the Institute's patients benefit 
from increased access to state-of-the-art 
care. In particular, she and others closely 
involved in the partnership identified 
several areas in which patients have 
already seen tangible benefits to their 
care, including:

■ Sentinel node mapping. Oncology 
surgeons within the Institute are working 
with MSK on a protocol for identifying 
sentinel lymph nodes in uterine cancer 
patients, which can be a reliable indica
tor for the presence of cancer, according 
to Jonathan Cosin, MD, a surgeon at the 
Hospital of Central Connecticut, a mem
ber of the HHC Cancer Institute (HHCCl). 
He said the Institute's collaboration with 
MSK has allowed surgeons to make great 
strides in developing the technique and 
determining its reliability in treating 
patients.

■ Bi-directional learning and consul
tation. Physicians at both organizations 
have developed deeper relationships 
over the past several months as the 
relationship has evolved. As a result, it 
has become increasingly common for 
physicians to share insights and research 
findings within their common specialties, 
and each organization has found that 
the other offers particular strengths that 
enhances their ability to care for pa
tients. Kent A. Sepkowitz, MD, the deputy 
physician-in-chief for quality and safety 
at MSK, recently paid a visit to Hartford 
Healthcare’s Center for Education, 
Simulation and Innovation in order to tap 
into the center’s resources for streamlin
ing care through advanced technology 
and efficiencies. "We are very excited
for the opportunity to take advantage of 
this cutting-edge approach to improving 
quality and safety for our patients,” Dr. 
Sepkowitz said.

■ Access to MSK. Every day, MSK

receives more than 1,000 inquiries from 
patients and providers around the world 
seeking access to MSK physicians and 
programs, including the Center’s clinical 
trials. HHCCI clinicians and their patients 
have a direct link to MSK through the al
liance. Any HHC Cancer Institute patient 
can be referred to an MSK specialist, and 
most newly diagnosed patients can be 
scheduled for an appointment within a 
week. MSK has a listing of HHHCI clini
cians and several patients from HHCCI 
have sought and received timely appoint
ments with MSK specialists.

Handley said the nature of the partner
ship between the two organizations, with 
its insistence on excellence from top-to- 
bottom, will benefit patients in tangible, 
meaningful ways.

“This is a true partnership based on 
a commitment to bringing the absolute 
best care to more patients,” she said. “You 
can see it happening already in so many 
vital ways."
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Seeking a leader for our Institute
As the Hartford Healthcare Cancer Institute 

continues to evolve into a world-class center of 
excellence in the delivery of cancer care, it is be
coming increasingly vital to have a clinical leader 
in place who will help our organization realize its 
full potential.

For months, we have been engaged in a national 
search for a new physician-in-chief who will play a 
pivotal role in overseeing the Institute’s objectives 
and helping it achieve its goals.

I am pleased to say that the search has yielded 
a number of outstanding candidates, all widely 
recognized as experts in their particular fields of 
cancer care and who hail from some of the most 
prestigious and accomplished cancer treatment 
and research centers in the world.

The greatest challenge now is choosing one 
person from a small pool of extremely impressive 
and talented finalists. I am confident that decision 
will be made by the end of the summer. This will 
be an opportune time for a new clinical leader to 
emerge as we complete the certification process 
with Memorial Sloan Kettering (MSK) and officially 
launch the MSK Cancer Alliance.

One of the most important roles of the new 
physician-in-chief will be to help ensure that this 
critically important new relationship fulfills its

promise for transforming the delivery of cancer 
care for our patients within the Institute, lb ensure 
that the interests of both organizations are served 
throughout this process, the new physidan-in- 
chief will report not only to the leadership at the 
HHC Cancer Institute, but will also have an aca
demic appointment and be part of the administra
tive structure at MSK.

It will also be crucial for the new physician-in
chief to work closely with the medical staff across 
the Cancer Institute to keep track of progress in 
meeting our goals. We are all in this together, and 
that will be a core message for the physician-in
chief to impart.

In the meantime, I want to express my deep
est thanks to Dr. Andrew Salner, who, as medical 
director of the Helen & Harry Gray Cancer Center 
at Hartford Hospital, has been instrumental in 
formulating and guiding the clinical direction of 
the Institute as it has just begun to get its legs. His 
leadership, vision and spirit of teamwork have set 
the mold for the role of the physidan-in-chief.



2012 Hartford Hospital Community Benefit Report



Living our values in the

Community
Excellence Integrity Safety Caring

ri
Hartford i'“ 
Hospital
A Hartford Healthcare Partner



WHAT IS COMMUNITY BENEFIT?
Communitv benefit is <'oinpi ise<l of 
piQSVeims or auiviti#* that ptovitle 
ii- Htmont v! |>Y:'tnnte healtb ami healing 
,iS a icsj^nnse tn iilentified rommunitv 
needs in such a way as lo impi'ove iest- 
vients at > • ss tc health cate services, 
enhanr*' the health of the community, 
advance medical 01 health knowledge, or 
relieve reduce the burden on government 
oi itliei iniruinity pftmts Hsitfoid 
Hospital s community benefit includes 
educCit:: n hanty .aie, subsidized health 
serve -c c.jniimiiiiry health improvement 
activities and more !'he community 
benefit figures foi FV 2012 are being 
reported in art oi dance- with the IRS form 
990 Schedule H requirement

Living Our Values in the Community:

It’s Who We Are
In our daily lives, each of us reveals who we are by what we do. Our actions, even more 
than our words, show those around us what we believe in, what we value and who we are 
at our very core. The same is true of organizations, and it’s certainly true of Hartford 
Hospital. Everything we do, whether it’s in a patient’s hospital room or in the barbershops, 
community centers and church halls of Hartford, reflects this hospital’s core values: 
Integrity, Safety, Caring and ExceDence.

In this report you’ll read about some of the ways we live out our values in the 
community of which we have been an integral part— for more than 150 years. With those 
values in mind, we reach out to do what is right; to protect people from illness, injury or 
detrimental environments; to provide the care even the most vulnerable among us deserve; 
and to offer the very best of ourselves in everything we do.

Just as our values are woven into our work in the community, our involvement in the 
community is woven into our identity as a hospital. Contributing to the health and well
being of our neighbors isn’t just something we do; it’s who we are. Hartford Hospital and its 
efforts to benefit the community are as inextricably linked today as they have been since 
the community created this hospital in 1854.

This year, Hartford Hospital invested $90,622,250 in community benefit activities. We are 
proud of that figure, of course, but more than that, we are gratified to have had the oppor
tunity again to make tangible, positive differences in the lives of thousands of our 
neighbors.

Jeffrey Flaks
President and Chief Executive Officer

Yvette Melendez 
Vice President of Government 
and Community Alliances





ABOUT OUR COMMUNITY FAMILY
Hartford is an histone eity that played an important lole in the 

political, economic and cultural development of America The 

city has numeious historic sites, museums and cultuisl assets, 

entertainment venues, top-rated restaurants with a host of 

ethnic menus, public paiks and gaidens and a beautiful river

front. Theie is vibrancy in the diveisity found throughout the 

community The city's population of approximately 127,000 

is 4? percent [ anno, 38 percent Black and 31 percent White 

Like many cities, however, Haitfoid is grappling with 

numerous socioeconomic challenges. Many residents are 

economically disadvantaged lire median income per 

household in the city is S2TbO('.', compared to almost $70,000 

(or Connecticut as a whole. The poverty rale is 32 percent m the 

city, versus a state average of 9 percent. The unemployment 

tate is lb peicent. Nearly a thiid of Hartford's adults do not 

have a high school diploma and approximately 35 percent of 

Hartford residents speak a language other than Lnglish.

Significant health issues are associated with poverty.

Roughly 6 9 percent of children undei 18 years and 25 2 

peicent of adults aged 18-6 1 years do not have health 

insurance We ate the second-largest provider of Medicaid 

services in the state, with 9 7 percent of all Medicaid 

discharges. Diabetes, obesity, asthma, cardiovascular disease 

and mental health issues aie widespread The prevalence late 

for diabetes in Hartford is 7 b percent; 33 9 percent are 

obese/extremely obese, 41 percent of Hartford's children have 

asthma, over 12 percent have pool mental health; and the 

leading cause of death, 24 .2 peicent, is related to heart disease.

Sou ices Cor. nfr.ticiu Lccr.&m'c Cfntei', Inc,;
A Coni mi; niry Hi??. !th Needs Ass** sun r> nr,
Hartford of Health and Htm'iSn
Conntctn;ur Strife Health AiiSSSimeri!; COC

RESPONDING TO IDENTIFIED 
COMMUNITY HEALTH NEEDS
Health needs in our community 
have been identified through 
Hartford Hospital’s needs 
assessment. We are addressing 
those identified needs in a variety 
of ways and have focused on a set 
of identified priorities that address 
access to care, diabetes, and obesity. Through a community health 
outreach program, in collaboration with partners in the community, 
we are operating health fairs with screenings and information, and 
providing education on health risks.

CHARITY CARE AND FINANCIAL ASSISTANCE
Hartford Hospital has three major initiatives to assist our uninsured 
and under-insured patients; financial counseling, which includes an 
assessment of financial needs, an explanation of the payment plan 
options available and the billing process; Medicaid eligibility 
assessment to evaluate financial need and assistance in the appli
cation process; and financial assistance.

Financial assistance brochures are available on-site and online in 
both English and Spanish. Our Patient Access and Financial Assis
tance team has bilingual staff members who assist patients who 
speak Spanish, Portuguese, French, Italian and Russian. Hartford 
Hospital’s interpreter line provides assistance with other languages 
so that we can continue to meet the needs of our diverse population. 
Financial assistance coordinators are available in the hospital, in our 
Emergency Department and at our outpatient locations.

Our staff is dedicated to finding solutions while preserving the 
dignity of each individual.



DOING GOOD IN OUR COMMUNITY
Our values are visible every day as we support the community to improve the health and 
quality of life of our neighbors. We regularly participate in health education and screenings, 
lectures and special events. We provide financial and in-kind contributions to nonprofit 
organizations that serve the community. This support occurs both within and outside of our 
hospital walls.
In die Hospital—
Support Groups: Individuals and families can obtain support and education from more than 
30 support groups.
Outpatient Clinics: We operate several low- or no-cost outpatient clinics to provide even 
the poorest among us with high-quality health care. In 2012, those clinics had 63,552 patient 
visits.
Health Professional Education: Hartford Hospital spent $34,759,867 contributing to the long
term health of our community by educating hundreds of physicians, nurses and other health 
care professionals. One of our goals is to help ensure that there will be enough qualified 
health professionals with the skill sets needed to meet the community’s growing needs. 
Cancer Outreach: Hartford Hospital is a national leader in providing expert, state-of-the-art 
cancer care. We continue to bring that expertise to the community through community-based 
screening forjbreast, prostate and colorectal cancer.
Emergency Services: From minor injuries to large-scale catastrophes, Hartford Hospital is the 
region’s leading resource in an emergency. Our Emergency Department had 100,711 visits in 
2012 and is a primary source of care for the uninsured in Greater Hartford. In addition to being 
the state-designated Center of Excellence for Bioterrorism and Emergency Preparedness, we 
are the area’s only Level I Ttauma Center and operate the state’s only critical care helicopter 
transport system, LIFE STAR, which transports approximately 1,200 patients annually.

RESEARCH !
Research is essential to Hartford Hospital being able to: expand the medical community’s 
knowledge; ininovate to improve patient outcomes; give patients access to leading-edge 
treatment; and respond to the ever-changing health care environment.

In 2012, we supported 252 community benefit research projects, expending a total of 
$12,844,711.

In the Community
Hartford Hospital and its staff suppoited 
the educational and or fundraising 
activities of several community-based 
organizations to assist them in providing 
services to their clients. Some nl out 201? 
community partners included.
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Stepping in 
to Help Our 
Neighbors
Hartford Hospital collaborated with a community health 
center to ensure uninterrupted care for local residents.

More than 26,000 of Hartford’s uninsured and underinsured 
adults and children depend on Charter Oak Health Center 
(COHC) as their primary source of health care. So in early 2012, 
when regulatory compliance problems at the center brought it to 
the brink of closure by the state Department of Public Health 
(DPH), Hartford Hospital immediately stepped in to help. Hospital 
President and CEO Jeffrey Flaks, in collaboration with consulting 
firm Southwind, identified an experienced health care executive, 
Peter Velez, MPH, to serve as interim chief executive of Charter 
Oak. Mr. Velez, who had led other Federally Qualified Health 
Centers for more than a decade, took the helm of Charter Oak in 
March 2012.

“The first challenge was trying to put together a solid admin
istrative team,” Mr. Velez said. "Charter Oak needed a chief 
executive officer, a chief medical officer and a chief nursing 
officer.”



Hartford Hospital leadership tapped Peruvamba Venkatesh, MD, associate director of 
its Department of Medicine, as Charter Oak’s interim chief medical officer and Pamela 
Clark, RN, nurse manager of the hospital's Women’s Ambulatory Health Services, as 
interim chief nursing officer. The new, three-person team and existing staff members 
immediately went to work to resolve the scores of DPH citations within the four short 
weeks the state had allotted. The team drew extensively from hospital areas including 
Infection Control, Pharmacy, Human Resources, Infectious Diseases, Occupational 
Health and Behavioral Health. -

“I was given a blank check to use whatever Hartford Hospital resources, expertise and 
personnel were necessary to get the job done,” said Dr. Venkatesh. “From Hartford 
Hospital’s perspective, failure was not an option.”

By the end of April, when the health center had its first DPH review, nearly every one 
of the citations had been resolved, and the center was allowed to continue to operate 
under DPH oversight. By the end of the year, a permanent chief medical officer and a 
chief nursing officer were appointed, upgraded policies and processes were in place, and 
staffing was s able. Best of all, patient care was never interrupted, and the center is now 
well-positioned for |the future. “I feel good that we were able to get the program into 
regulatory compliance and lay the groundwork so that the health center is now 
sustainable,” Pamela Clark said. “COHC is moving in the right direction.”

Charter Oak is a critical community health resource. Every day, the center sees 
approximately 400 patients, providing care in pediatrics, internal medicine, women’s 
health, behavioral health and oral health and offering urgent care. The center also has 
outreach workers and a mobile van to provide services in neighborhoods and among the 
city’s homeless. More than 67 percent of its patients are covered by Medicaid. Charter 
Oak, Mr. Velez said, "is one of the few places residents can come and get the care they 
need. Their only other option would be the emergency room.”

Suddenly absorbing more than 26,000 emergency room patients would have been 
impossible for local hospitals. But Hartford Hospital stepped in to help for other reasons, 
too, said Dr. Venkatesh. “Hartford Hospital believes in delivering medical care to all, 
including the most vulnerable in our community. It’s in our DMA. It’s who we are. And if 
someone is in. trouble, it’s our moral obligation to help and do what is right.”

A Patient’s Perspective
NgaYen l a and Khoidang Dieu have been 
patients at Chatter Oalt Health Centei since 
2010

My son and ! came to Charter Oaf 
light aftei we arrived in America from 
Vietnam." says Yen La, a stylist in 
Ellington. "Even though we were new to 
the country, we felt welcome from the 
moment we walked in the door The 
doctors aie very nice and have good skills 
I m very happy when I come here and I'm 
always pleased with the care that wc* 
receive at Charter Oak Mv son loves it 
here The pediatricians are so kind, and 
the waiting room is so much fun, it's hard 
to get him to leave."
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Hartford Hospital’s “Take Charge of Your Health” 
model goes into city neighborhoods to bring 
information they need to protect and

On any given day, you may walk into a 
or community center and find volunteers 
American men about their health. Chances 
part of the Black Men’s Health Project, a coUajboiative fnbgjram of 
Hartford Hospital and the Omega Foundation of Hartford. The Black 
Men’s Health Project is one example of Hartford Hospital’s Take 
Charge of Your Health initiative. The initiative seeks to empower 
people in traditionally underserved groups to be proactive about 
their health.

Black men are exceptionally at risk. “We are the most challenged 
demographic out there,” said Gregory Jones, chairman of the Omega 
Foundation and a member of Hartford Hospital’s board of directors. 
“We suffer the most from diabetes, hypertension and cancer. We 
have shorter life spans.” The goal of the Black Men’s Health Project, 
Mr. Jones said, is “to address these issues by encouraging men to be 
informed, proactive and responsible.”

Early this year, Hartford Hospital and the Foundation teamed up 
to invite residents to a free Take Charge of Your Health Day at the 
hospital to leam about chronic diseases, nutrition and fitness. 
Dozens of physicians and staff from all areas of the hospital helped

Empowering People 
for Better Health



\ I
plan it. The hospital underwrote the costj i
and provided medical expertise, and the 
Foundation canvassed neighborhoods to 
spread the word. More than 100 attended.

Under the Take Charge ofYour Health 
initiative, volunteers from Hartford 
Hospital and the Omega Foundation reach 
out to groups of people who suffer dispro
portionately from chronic illnesses or who 
have limited access to health care. They 
visit churches and other community loca
tions to offer counseling and health 
screenings for high blood pressure, 
diabetes, cancer and cholesterol, as well as 
mammograms provided by the hospital’s 
new mobile mammography vehicle.

Cardiologist Jason Gluck, DO, is a

frequent volunteer. He said that outreach 
“is an opportunity to be a real doctor, and 
just do the right thing. 1 think it’s great that 
the hospital does this. Institutions don’t 
have to take this on, and we choose to, 
which is a good thing.” Other frequent 
volunteers include Community Liaison 
Nurse Vide Brooks, RN, BSN; dietician Char
lotte Meucci, RD; and Cancer Center 
Outreach Coordinator Devon Latney.

The position of community liaison nurse 
is a relatively new one that the Department 
of Nursing created to further enhance 
community outreach. Ms. Brooks, who has 
long been active in community activities, is 
the first to hold the position. Along with 
Kola Akindele, community relations

manager, Vide organizes countless 
community events and can often be found 
in a barber shop or church hall, doing 
screenings and explaining things such as 
the meaning of blood pressure numbers.

The community has responded posi
tively to Take Charge ofYour Health. Mr. 
Jones estimates that the program reached 
more than 1,000 people in its first few 
months. One of them was a man whose 
blood pressure was so high that the 
hospital admitted him immediately. “The 
hospital has said to us, 'You deliver the 
message to people, and we’ll find a way to 
take care of them,”’ Mr. Jones said. “This 
isn’t about who has insurance or a primary 
care physician. It’s about Hartford Hospital 
wanting to do the right thing for people.”

9



A WITNESS TO CARING
In August 2011, Larry Union canif* to 
Hartford Hospital's Emergency Department 
with disturbing symptoms, including a 
loss ol vision Tests revealed that he had a 
brain tumor. Although Mr. Union did not 
have health insurance, all the resources of 
Hartford Hospital were brought to bear to 
give him the medical and surgical care he 
needed. Mr Union spoke of his experience 
at the Annual First District Conference 
Gala foi the Omega Psi Phi Fraternity in 
May 2013, where he helped present the 
Omega Foundation's Uplift Partner of the 
Year Award to Hartford Hospital and its 
(.TO. Jeffrey Flaks.

"I'm a living, breathing story of what's 
going on at Hartford Hospital," Mr Union 
said He recalled how Hartford Hospital 
immediately put together a medical team 
that, in addition to his primary care 
physician, included a neurosurgeon, 
endocrinologist, cardiologist and ophthal
mologist, "It put all those people together 
and took care of me, and !'m standing here 
as a witness to a hospital that cares about 
people, that knows how to make things 
happen for folks, regardless They gave me 
the kind of health care that, if 1 were Bill 
Gates or anybody else, 1 would've gotten,” 
Mr. Union said, "and I just want to thank 
Hartford Hospital.”
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Charity Care and Means 
Tested Programs

For Year 10-1-2011 through 9-30-2012.
FY2012 figures are being reported in accordance with the IRS Form 990 Schedule H requirement

Charity care at cost $8,368,383
Unreimbursed Medicaid $20,323,190

Total Caiity Caie and Means-Tested Programs $28,691.,S73

Other Benefits

Community health improvement services $5,864,619
Community benefit operations $320,947
Health professions education $34,759,867
Subsidized health servicesi $3,929,134
Research ^ $12,844,711

Cash and ih-ldnd contributions to community groups $3,397,543
Community Building Activities $813,856

Total Other Benefits $61,930,677

Total Community Benefit $90,622,260

’Net community beneit expense



Community Benefit Summary

necficut' System Tc

$1,547,389 $201,464 $1,854,472 $13,026,374

$4,858,452 $2,882,331 $11,399,323 $53,985,584

$231,310 $231,310

Sf..irs.s-} i $3.315.105 $1 i,2S 3,795 $67,243,268

$340,666 $464,464 $1,590,634 $9,088,935

$477,476 $165,130 $8,174,326 $43,837,861

$166,261 $629,508 $945,602 $7,183,500

$- $• $334,513 $13,179,224

$227,221 $220,786 $61,120 $3,921,981

^9,469 $8,172 $6,162 $868,624

Sl.PJl.OSl Si.488,060 $11,112,357 $78,080,128

57,626.934 $4,803,165 $24,366,152 $145,323,393
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Living Our Values in the Community:

It’s Who We Are
In our daily lives, each of us reveals who we are by what we do. Our actions, even more 
than our words, show those around us what we believe in, what we value and who we are 
at our very core. The same is true of organizations, and it’s certainly true of Hartford 
Hospital. Everything we do, whether it’s in a patient’s hospital room or in the barbershops, 
community centers and church halls of Hartford, reflects this hospital’s core values: 
Integrity, Safety, Caring and ExceDence.

In this report you’ll read about some of the ways we live out our values in the 
community of which we have been an integral part— for more than 150 years. With those 
values in mind, we reach out to do what is right; to protect people from illness, injury or 
detrimental environments; to provide the care even the most vulnerable among us deserve; 
and to offer the very best of ourselves in everything we do.

Just as our values are woven into our work in the community, our involvement in the 
community is woven into our identity as a hospital. Contributing to the health and well
being of our neighbors isn’t just something we do; it’s who we are. Hartford Hospital and its 
efforts to benefit the community are as inextricably linked today as they have been since 
the community created this hospital in 1854.

This year, Hartford Hospital invested $90,622,250 in community benefit activities. We are 
proud of that figure, of course, but more than that, we are gratified to have had the oppor
tunity again to make tangible, positive differences in the lives of thousands of our 
neighbors.

Jeffrey Flaks
President and Chief Executive Officer

Yvette Melendez 
Vice President of Government 
and Community Alliances





ABOUT OUR COMMUNITY FAMILY
Hartford is an histone eity that played an important lole in the 

political, economic and cultural development of America The 

city has numeious historic sites, museums and cultuisl assets, 

entertainment venues, top-rated restaurants with a host of 

ethnic menus, public paiks and gaidens and a beautiful river

front. Theie is vibrancy in the diveisity found throughout the 

community The city's population of approximately 127,000 

is 4? percent [ anno, 38 percent Black and 31 percent White 

Like many cities, however, Haitfoid is grappling with 

numerous socioeconomic challenges. Many residents are 

economically disadvantaged lire median income per 

household in the city is S2TbO('.', compared to almost $70,000 

(or Connecticut as a whole. The poverty rale is 32 percent m the 

city, versus a state average of 9 percent. The unemployment 

tate is lb peicent. Nearly a thiid of Hartford's adults do not 

have a high school diploma and approximately 35 percent of 

Hartford residents speak a language other than Lnglish.

Significant health issues are associated with poverty.

Roughly 6 9 percent of children undei 18 years and 25 2 

peicent of adults aged 18-6 1 years do not have health 

insurance We ate the second-largest provider of Medicaid 

services in the state, with 9 7 percent of all Medicaid 

discharges. Diabetes, obesity, asthma, cardiovascular disease 

and mental health issues aie widespread The prevalence late 

for diabetes in Hartford is 7 b percent; 33 9 percent are 

obese/extremely obese, 41 percent of Hartford's children have 

asthma, over 12 percent have pool mental health; and the 

leading cause of death, 24 .2 peicent, is related to heart disease.
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RESPONDING TO IDENTIFIED 
COMMUNITY HEALTH NEEDS
Health needs in our community 
have been identified through 
Hartford Hospital’s needs 
assessment. We are addressing 
those identified needs in a variety 
of ways and have focused on a set 
of identified priorities that address 
access to care, diabetes, and obesity. Through a community health 
outreach program, in collaboration with partners in the community, 
we are operating health fairs with screenings and information, and 
providing education on health risks.

CHARITY CARE AND FINANCIAL ASSISTANCE
Hartford Hospital has three major initiatives to assist our uninsured 
and under-insured patients; financial counseling, which includes an 
assessment of financial needs, an explanation of the payment plan 
options available and the billing process; Medicaid eligibility 
assessment to evaluate financial need and assistance in the appli
cation process; and financial assistance.

Financial assistance brochures are available on-site and online in 
both English and Spanish. Our Patient Access and Financial Assis
tance team has bilingual staff members who assist patients who 
speak Spanish, Portuguese, French, Italian and Russian. Hartford 
Hospital’s interpreter line provides assistance with other languages 
so that we can continue to meet the needs of our diverse population. 
Financial assistance coordinators are available in the hospital, in our 
Emergency Department and at our outpatient locations.

Our staff is dedicated to finding solutions while preserving the 
dignity of each individual.



DOING GOOD IN OUR COMMUNITY
Our values are visible every day as we support the community to improve the health and 
quality of life of our neighbors. We regularly participate in health education and screenings, 
lectures and special events. We provide financial and in-kind contributions to nonprofit 
organizations that serve the community. This support occurs both within and outside of our 
hospital walls.
In die Hospital—
Support Groups: Individuals and families can obtain support and education from more than 
30 support groups.
Outpatient Clinics: We operate several low- or no-cost outpatient clinics to provide even 
the poorest among us with high-quality health care. In 2012, those clinics had 63,552 patient 
visits.
Health Professional Education: Hartford Hospital spent $34,759,867 contributing to the long
term health of our community by educating hundreds of physicians, nurses and other health 
care professionals. One of our goals is to help ensure that there will be enough qualified 
health professionals with the skill sets needed to meet the community’s growing needs. 
Cancer Outreach: Hartford Hospital is a national leader in providing expert, state-of-the-art 
cancer care. We continue to bring that expertise to the community through community-based 
screening forjbreast, prostate and colorectal cancer.
Emergency Services: From minor injuries to large-scale catastrophes, Hartford Hospital is the 
region’s leading resource in an emergency. Our Emergency Department had 100,711 visits in 
2012 and is a primary source of care for the uninsured in Greater Hartford. In addition to being 
the state-designated Center of Excellence for Bioterrorism and Emergency Preparedness, we 
are the area’s only Level I Ttauma Center and operate the state’s only critical care helicopter 
transport system, LIFE STAR, which transports approximately 1,200 patients annually.

RESEARCH !
Research is essential to Hartford Hospital being able to: expand the medical community’s 
knowledge; ininovate to improve patient outcomes; give patients access to leading-edge 
treatment; and respond to the ever-changing health care environment.

In 2012, we supported 252 community benefit research projects, expending a total of 
$12,844,711.

In the Community
Hartford Hospital and its staff suppoited 
the educational and or fundraising 
activities of several community-based 
organizations to assist them in providing 
services to their clients. Some nl out 201? 
community partners included.
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Stepping in 
to Help Our 
Neighbors
Hartford Hospital collaborated with a community health 
center to ensure uninterrupted care for local residents.

More than 26,000 of Hartford’s uninsured and underinsured 
adults and children depend on Charter Oak Health Center 
(COHC) as their primary source of health care. So in early 2012, 
when regulatory compliance problems at the center brought it to 
the brink of closure by the state Department of Public Health 
(DPH), Hartford Hospital immediately stepped in to help. Hospital 
President and CEO Jeffrey Flaks, in collaboration with consulting 
firm Southwind, identified an experienced health care executive, 
Peter Velez, MPH, to serve as interim chief executive of Charter 
Oak. Mr. Velez, who had led other Federally Qualified Health 
Centers for more than a decade, took the helm of Charter Oak in 
March 2012.

“The first challenge was trying to put together a solid admin
istrative team,” Mr. Velez said. "Charter Oak needed a chief 
executive officer, a chief medical officer and a chief nursing 
officer.”



Hartford Hospital leadership tapped Peruvamba Venkatesh, MD, associate director of 
its Department of Medicine, as Charter Oak’s interim chief medical officer and Pamela 
Clark, RN, nurse manager of the hospital's Women’s Ambulatory Health Services, as 
interim chief nursing officer. The new, three-person team and existing staff members 
immediately went to work to resolve the scores of DPH citations within the four short 
weeks the state had allotted. The team drew extensively from hospital areas including 
Infection Control, Pharmacy, Human Resources, Infectious Diseases, Occupational 
Health and Behavioral Health. -

“I was given a blank check to use whatever Hartford Hospital resources, expertise and 
personnel were necessary to get the job done,” said Dr. Venkatesh. “From Hartford 
Hospital’s perspective, failure was not an option.”

By the end of April, when the health center had its first DPH review, nearly every one 
of the citations had been resolved, and the center was allowed to continue to operate 
under DPH oversight. By the end of the year, a permanent chief medical officer and a 
chief nursing officer were appointed, upgraded policies and processes were in place, and 
staffing was s able. Best of all, patient care was never interrupted, and the center is now 
well-positioned for |the future. “I feel good that we were able to get the program into 
regulatory compliance and lay the groundwork so that the health center is now 
sustainable,” Pamela Clark said. “COHC is moving in the right direction.”

Charter Oak is a critical community health resource. Every day, the center sees 
approximately 400 patients, providing care in pediatrics, internal medicine, women’s 
health, behavioral health and oral health and offering urgent care. The center also has 
outreach workers and a mobile van to provide services in neighborhoods and among the 
city’s homeless. More than 67 percent of its patients are covered by Medicaid. Charter 
Oak, Mr. Velez said, "is one of the few places residents can come and get the care they 
need. Their only other option would be the emergency room.”

Suddenly absorbing more than 26,000 emergency room patients would have been 
impossible for local hospitals. But Hartford Hospital stepped in to help for other reasons, 
too, said Dr. Venkatesh. “Hartford Hospital believes in delivering medical care to all, 
including the most vulnerable in our community. It’s in our DMA. It’s who we are. And if 
someone is in. trouble, it’s our moral obligation to help and do what is right.”

A Patient’s Perspective
NgaYen l a and Khoidang Dieu have been 
patients at Chatter Oalt Health Centei since 
2010

My son and ! came to Charter Oaf 
light aftei we arrived in America from 
Vietnam." says Yen La, a stylist in 
Ellington. "Even though we were new to 
the country, we felt welcome from the 
moment we walked in the door The 
doctors aie very nice and have good skills 
I m very happy when I come here and I'm 
always pleased with the care that wc* 
receive at Charter Oak Mv son loves it 
here The pediatricians are so kind, and 
the waiting room is so much fun, it's hard 
to get him to leave."
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Hartford Hospital’s “Take Charge of Your Health” 
model goes into city neighborhoods to bring 
information they need to protect and

On any given day, you may walk into a 
or community center and find volunteers 
American men about their health. Chances 
part of the Black Men’s Health Project, a coUajboiative fnbgjram of 
Hartford Hospital and the Omega Foundation of Hartford. The Black 
Men’s Health Project is one example of Hartford Hospital’s Take 
Charge of Your Health initiative. The initiative seeks to empower 
people in traditionally underserved groups to be proactive about 
their health.

Black men are exceptionally at risk. “We are the most challenged 
demographic out there,” said Gregory Jones, chairman of the Omega 
Foundation and a member of Hartford Hospital’s board of directors. 
“We suffer the most from diabetes, hypertension and cancer. We 
have shorter life spans.” The goal of the Black Men’s Health Project, 
Mr. Jones said, is “to address these issues by encouraging men to be 
informed, proactive and responsible.”

Early this year, Hartford Hospital and the Foundation teamed up 
to invite residents to a free Take Charge of Your Health Day at the 
hospital to leam about chronic diseases, nutrition and fitness. 
Dozens of physicians and staff from all areas of the hospital helped

Empowering People 
for Better Health



\ I
plan it. The hospital underwrote the costj i
and provided medical expertise, and the 
Foundation canvassed neighborhoods to 
spread the word. More than 100 attended.

Under the Take Charge ofYour Health 
initiative, volunteers from Hartford 
Hospital and the Omega Foundation reach 
out to groups of people who suffer dispro
portionately from chronic illnesses or who 
have limited access to health care. They 
visit churches and other community loca
tions to offer counseling and health 
screenings for high blood pressure, 
diabetes, cancer and cholesterol, as well as 
mammograms provided by the hospital’s 
new mobile mammography vehicle.

Cardiologist Jason Gluck, DO, is a

frequent volunteer. He said that outreach 
“is an opportunity to be a real doctor, and 
just do the right thing. 1 think it’s great that 
the hospital does this. Institutions don’t 
have to take this on, and we choose to, 
which is a good thing.” Other frequent 
volunteers include Community Liaison 
Nurse Vide Brooks, RN, BSN; dietician Char
lotte Meucci, RD; and Cancer Center 
Outreach Coordinator Devon Latney.

The position of community liaison nurse 
is a relatively new one that the Department 
of Nursing created to further enhance 
community outreach. Ms. Brooks, who has 
long been active in community activities, is 
the first to hold the position. Along with 
Kola Akindele, community relations

manager, Vide organizes countless 
community events and can often be found 
in a barber shop or church hall, doing 
screenings and explaining things such as 
the meaning of blood pressure numbers.

The community has responded posi
tively to Take Charge ofYour Health. Mr. 
Jones estimates that the program reached 
more than 1,000 people in its first few 
months. One of them was a man whose 
blood pressure was so high that the 
hospital admitted him immediately. “The 
hospital has said to us, 'You deliver the 
message to people, and we’ll find a way to 
take care of them,”’ Mr. Jones said. “This 
isn’t about who has insurance or a primary 
care physician. It’s about Hartford Hospital 
wanting to do the right thing for people.”

9



A WITNESS TO CARING
In August 2011, Larry Union canif* to 
Hartford Hospital's Emergency Department 
with disturbing symptoms, including a 
loss ol vision Tests revealed that he had a 
brain tumor. Although Mr. Union did not 
have health insurance, all the resources of 
Hartford Hospital were brought to bear to 
give him the medical and surgical care he 
needed. Mr Union spoke of his experience 
at the Annual First District Conference 
Gala foi the Omega Psi Phi Fraternity in 
May 2013, where he helped present the 
Omega Foundation's Uplift Partner of the 
Year Award to Hartford Hospital and its 
(.TO. Jeffrey Flaks.

"I'm a living, breathing story of what's 
going on at Hartford Hospital," Mr Union 
said He recalled how Hartford Hospital 
immediately put together a medical team 
that, in addition to his primary care 
physician, included a neurosurgeon, 
endocrinologist, cardiologist and ophthal
mologist, "It put all those people together 
and took care of me, and !'m standing here 
as a witness to a hospital that cares about 
people, that knows how to make things 
happen for folks, regardless They gave me 
the kind of health care that, if 1 were Bill 
Gates or anybody else, 1 would've gotten,” 
Mr. Union said, "and I just want to thank 
Hartford Hospital.”
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Charity Care and Means 
Tested Programs

For Year 10-1-2011 through 9-30-2012.
FY2012 figures are being reported in accordance with the IRS Form 990 Schedule H requirement

Charity care at cost $8,368,383
Unreimbursed Medicaid $20,323,190

Total Caiity Caie and Means-Tested Programs $28,691.,S73

Other Benefits

Community health improvement services $5,864,619
Community benefit operations $320,947
Health professions education $34,759,867
Subsidized health servicesi $3,929,134
Research ^ $12,844,711

Cash and ih-ldnd contributions to community groups $3,397,543
Community Building Activities $813,856

Total Other Benefits $61,930,677

Total Community Benefit $90,622,260

’Net community beneit expense



Community Benefit Summary

necficut' System Tc

$1,547,389 $201,464 $1,854,472 $13,026,374

$4,858,452 $2,882,331 $11,399,323 $53,985,584

$231,310 $231,310

Sf..irs.s-} i $3.315.105 $1 i,2S 3,795 $67,243,268

$340,666 $464,464 $1,590,634 $9,088,935

$477,476 $165,130 $8,174,326 $43,837,861

$166,261 $629,508 $945,602 $7,183,500

$- $• $334,513 $13,179,224

$227,221 $220,786 $61,120 $3,921,981

^9,469 $8,172 $6,162 $868,624

Sl.PJl.OSl Si.488,060 $11,112,357 $78,080,128

57,626.934 $4,803,165 $24,366,152 $145,323,393

rltisbijal Hiss is its] Tiie Hcsp i i.a.l cl C
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Charlotte Hungerford Hospital & 
Hartford HealthCare:
Partnering to Build Healthier Communities

• Elliot Joseph, President and CEO

• Jeffrey A. Flaks, EVP and COO

• David Whitehead, SVP, Chief Strategy Transformation Officer
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Common Mission, Values . . . 

Charlotte Hungerford Hospital Hartford HealthCare 
Compassion Caring 
Integrity Integrity 
Service/Excellence Excellence 
Community Safety 
Dignity 

9/13/2016Charlotte Hungerford Hospital Corporators 2

Charlotte Hungerford Hospital Hartford HealthCare 
“To provide access to quality, 
compassionate, affordable healthcare 
for the people of Northwestern 
Connecticut.” 

“To improve the health and healing 
of the people and communities we 
serve.” 

Mission

Values



. . . And Vision
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Charlotte Hungerford Hospital Hartford HealthCare 

To have grown and developed as a vibrant, 
independent, community-based healthcare network 
serving as the provider of choice for the 100,000 
lives in our service area, delivering a comprehensive 
array of healthcare programs and services directly, 
or in partnership with others.

In reaching this status, we shall:

Achieve clinical excellence and provide the highest 
quality of care;
Assure our staff, patients and community have 
confidence in our care;
Develop our organization and network of providers 
into a more effective, coordinated, competent and 
accountable team;
Improve our infrastructure and patient environment; 
and,
Strengthen our organization’s financial health. 

To be nationally respected for excellence 
in patient care and most trusted for 
personalized coordinated care. 



Charlotte Hungerford Hospital: Anchoring the Northwest Region
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HHC: Building Ambulatory
& Physician Access

28 satellites (+10 pending)
7 ASCs/GI centers (+8 pending)
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August 7, 2015

Sent via email

Dear Dan,

Hartford Healthcare is pleased to respond to your Request for Proposal - part of 
your strategic process to ensure that Charlotte Hungerford Hospital continues to be 
the mainstay of community health and wellness in Northwestern Connecticut well 
into the future.

It has been our privilege to collaborate with Charlotte Hungerford in various ways 
over the years. We look forward to the possibility of a closer relationship in service 
to the patients and families of our state.

In the non-binding Indication of Interest that follows, you will find two alternate 
proposals that both point to a unique partnership positioning Charlotte Hungerford 
as a northwestern regional hub in our developing statewide network. Through this 
partnership, we would:

• Provide access to investment capital, system-level resources, expertise and 
technology;

• Work collaboratively to expand clinical programs, services and capabilities - 
including emergency and ambulatory care facilities;

• Implement models to improve population-health and care coordination;
• Share our extensive physician/provider-recruitment infrastructure and 

recruitment strategies; and
• Create a "beta" site on your campus for our unique Center for Education, 

Simulation and Innovation.

These are a few of the many possibilities for collaboration and cooperation between 
our two organizations, which already share common values and historical roots in 
Connecticut. I very much look forward to discussing our proposal with you and your 
leadership team in the weeks ahead.

Sincerely,

I—IIIWI. J L/ I I

President and CEO 
Hartford Healthcare



A Partnership Proposal

Charlotte Hungerford Hospital 
and

Hartford Healthcare

Charlotte
Hungerford
Hospital

r*

Hartford ! 
Healthcare
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Hartford Healthcare
CHH Proposal

Page 3

1. Introduction

Charlotte Hungerford Hospital (CHH) has provided high-quality care in 
Northwestern Connecticut for more than a century. It has demonstrated a deep 
commitment to patients and families through the broad scope of its services, the 
quality of its care and the strength of its corporate citizenship. As a result, the 
people of the region are dedicated to their hospital and its staff. In our view, this 
kind of relationship is essential to creating and supporting healthy communities.

The hospitals and other organizations that make up HHC have similar non-profit 
legacies and community commitments. We are cultivating and strengthening 
such bonds as we evolve into one of the nation's leading regional health 
systems. Today, Hartford Healthcare is an acknowledged leader in innovation 
and preparation for the new paradigms brought about by health reform.

Our evolution is based on the strong partnerships we have developed with other 
high-quality community-based healthcare organizations in Connecticut and 
throughout the Northeast - organizations with shared values, missions and 
cultures. Over the past three years, we have successfully completed affiliations 
with The Hospital of Central Connecticut, William W. Backus Hospital, Memorial 
Sloan Kettering Cancer Center and Hebrew Healthcare.

The innovative partnership we are proposing would provide CHH with a range of 
clinical and administrative resources. Together, we would develop a wide 
spectrum of initiatives, including those focused on primary care and senior care 
services. As an HHC partner, CHH would continue to be the cornerstone of care 
in the region and would serve as the hub of an HHC Northwest Region.
Together, CHH and HHC would work to broaden access to care within the region 
by strengthening the local, integrated care-delivery system.

Our leadership teams and staffs share a common culture, a shared vision of the 
future and a commitment to preserving and supporting the delivery of quality 
healthcare services to rural communities. We both recognize that we must 
transform healthcare - away from a disease-oriented and facility-focused 
approach to fully integrated and coordinated systems capable of supporting 
wellness through the full care continuum. More fundamentally, we share similar 
values and missions. Our values are nearly identical, as shown in the table 
below. 5

5
Hartford
Healthcare
Connect to healthier.



Hartford Healthcare
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Common Values

Common Missions

As nonprofit, community-based organizations, we share strong cultural 
compatibility, including a history of serving the needs of our communities. Not 
surprisingly, therefore, our mission statements are strikingly similar.

Charlotte Hungerford Hospital Hartford Healthcare

"To provide access to quality, 
compassionate, affordable healthcare 
for the people of Northwestern 
Connecticut."

"To improve the health and healing of 
the people and communities we 
serve."

I . ; - - }

! j
! ;

5Hartford5 6'*
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2. Vision

Common Visions

CHH and HHC share similar visions of what future success means.

Charlotte Hungerford Hospital Hartford Healthcare

f To have grown and developed as a 
vibrant, independent, community- 
based healthcare network serving as 
the provider of choice for the 100,000 
lives in our service area, delivering a 
comprehensive array of healthcare 
programs and services directly, or in 
partnership with others.

To be nationally respected for 
excellence in patient care and most 
trusted for personalized coordinated 
care.

In reaching this status, we shall:

• Achieve clinical excellence and provide 
the highest quality of care;

• Assure our staff, patients and
community have confidence in our care;

• Develop our organization and network 
of providers into a more effective, 
coordinated, competent and 
accountable team;

!c.vl

• Improve our infrastructure and patient 
environment; and.

• Strengthen our organization's financial 
health.

1

The focus of the HHC vision statement reflects the fact that we do not measure 
our success simply by meeting externally driven growth targets or surpassing 
preset financial goals, but also by transforming care so that it can be delivered 
in a coordinated and personalized manner. We have a national reputation for 
innovation and exceptional clinical care, and we are dedicated to leading the 
way in developing the next generation of integrated health systems. 5

5Hartfordfi'-
HealthCare
Connect to healthier.



Our commitment to our vision is demonstrated by the significant investments we 
have made and are continuing to make in installing the latest generation of 
information technologies, clinical informatics and data analytics. We have 
recruited world class clinical and executive talent, and we arc building new 
organizational structures to drive the care-transformation process.

Patient-Centered Geared Model

Early in the evolution of HHC, we created a visual representation of our system 
structure that we called our Value-Based Geared Model. It depicted a series of 
interlocking gears symbolizing our member organizations, our competencies and 
capabilities and the "drive" gear - representing excellence and care 
coordination. This was the value outcome. The purpose of the Geared Model was 
to illustrate an organizational framework built not on the traditional hub-and- 
spoke command-and-control model, but on mutual interdependence. Our 
philosophy is simple: the whole system is greater than the sum of its parts. We 
are committed to ensuring that every HHC member can contribute best practices 
and models of excellence in order to improve the entire organization for our 
patients.

Over time, we have revised and simplified our Geared Model to better 
demonstrate that, at the center of all of our efforts, is the patient - the 
customer. Now, our Patient-Centered Geared Model shows the core capacities, 
such as "Electronic Health Record" and "Data Analytics" that make it possible to 
provide a consistently excellent and well-integrated continuum - with which the 
patient interacts.

The Patient-Centered Geared Model depicts collaborative and cooperative 
relationships - including the relationship we are proposing with CHH. It fosters 
the systematic sharing of intellectual, human and financial capital, and enables 
the sharing and implementation of innovative business and clinical processes.

Hartford Healthcare
CHH Proposal

Page 6
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We remain committed to the idea that the whole is greater than the sum of its 
parts. Our goal is to create an innovative community-centered healthcare 
delivery network capable of providing well-coordinated, high-quality patient care 
close to home by strengthening the capabilities of local institutions. We have 
developed a culture and organizational structure in which clinical care, education 
and research are emphasized and supported so that patients and local 
communities benefit from the latest technology, clinical excellence, innovation 
and redesign.

Hartford Healthcare
CHH Proposal

Page 7
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3. Structure

We understand and appreciate that one model ot affiliation is not right for all 
circumstances, and we have implemented partnership relationships that run the 
gamut from advisory and consulting arrangements to full membership.

In crafting the affiliation relationship that we are now proposing, we have 
addressed and focused on the specific needs you have identified - while 
preserving the independence and local community control crucial to the success 
of CHH since its inception.

Consistent with this flexible approach, we recognize the unique circumstances 
and needs of CHH, and the type of affiliation we are proposing is built upon a 
true partnership that has as its foundation and core the following elements: 
Financial Participation, Clinical Collaboration and a Sharing of Operational 
Resources.

As outlined in greater detail in the sections below and consistent with applicable 
legal guidelines, our proposed affiliation includes the following key elements:

• Direct minority investment in CHH - This will provide immediate 
capital resources necessary to implement essential projects such as 
emergency service renovations and the expansion, deployment and 
implementation of a state-of-the-art electronic health record.

• Formation of collaborations and joint ventures - This is a proven 
approach to expanding programs and service lines, including the 
development of an advanced ambulatory network and the 
implementation of mechanisms to enable the recruitment of needed 
physician and clinical resources.

• Shared service capabilities - We would provide voluntary access to 
an extensive array of high-quality shared services on a favorable 
direct-cost basis (including a modest overhead allocation).

Hartford fi'J'
Healthcare
Connect to healthier.
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• Enhanced clinical access/population health resources - CMH
would take advantage of HHC-developed clinical resources and 
population health capabilities, advanced information technology and 
expanded telehealth technology to coordinate care and enable efficient 
operations. These capabilities and resources make it possible to 
clinically manage patients from wellness activities to post-acute care 
delivery in value-based reimbursement models.

• Prompt Implementation - We would jointly agree upon affiliation 
structures that allow for quick implementation to address pressing 
needs. We have developed expertise in this area and have a proven 
track record.

Our experience in Connecticut has shown that partnerships constructed with 
these elements will dramatically increase the opportunity to improve operational 
performance, expand access to clinical programs and services to better 
coordinate care, enable a sharing of advanced resources and expertise and 
provide unequaled opportunities to quickly deploy new care delivery capabilities 
and technologies at the local level.

With these objectives guiding us we have proposed a comprehensive partnership 
relationship between CHH and HHC that has multiple interrelated components as 
outlined below:

Proposal A

A. Financial Investments

Direct Minority Investment in CHH

For many years, CHH and Hartford Hospital have had a close relationship as 
neighboring institutions. Current circumstances and the needs of the 
community now provide an opportunity for us to redefine and broaden our 
relationship while retaining CHH's autonomy and independence.

We can accomplish this goal by establishing a formal affiliation relationship 
that involves Hartford Healthcare making a direct investment in CHH through 
the purchase of a minority economic interest position in CHH.

The proposed minority interest investment in CHH would not exceed 49 
percent and would be made utilizing a mutually agreed upon valuation 
methodology. Based on the preliminary information provided to date, we are

Hartford
Healthcare
Connect to healthier.



prepared to make an investment in the range of $20-25 million that would 
equate to a proportional minority interest in CHH. The actual investment 
amount would be based on a mutually agreed valuation methodology and 
upon the negotiation of mutually acceptable terms and conditions.

This investment will be structured as a long-term investment, include cash 
and consideration in kind (e.g. EHR connectivity) and will have terms and 
conditions that preserve CHH's independence and retain fiduciary operational 
responsibility with the CHH Board. As a minority "equity" holder through this 
investment model, Hartford Healthcare will both provide needed capital to 
CHH and will have an aligned economic interest in the long-term success of 
CHH.

The terms and conditions associated with this financial investment would 
include preferential rights granted to HHC relative to the development of 
specialized clinical programs as well as any future affiliations explored by 
CHH. The investment terms and conditions would incorporate mutually 
agreed-upon protective provisions to address unexpected serious financial 
and operating performance/challenges and delineate specified reserve and 
supermajority approvals regarding major and fundamental decisions.

These provisions along with the other collaborative activities described 
throughout this document are consistent with our approach, which views this 
relationship as more than a simple financial investment but a true 
partnership.

These minority interest payment terms would be structured to provide CHH 
with immediate access to sufficient proceeds to address pending projects and 
access to future proceeds to utilize for more long-term capital needs.

With respect to pending capital projects, we understand that CHH has a long- 
planned project to renovate and reconfigure the emergency department at 
CHH. This is an essential project in today's healthcare environment. A portion 
of the minority investment we propose to make in CHH could be earmarked 
for the immediate commencement and timely completion of this project. We 
have extensive experience in capital projects of this nature, and we could 
provide assistance to CHH personnel in implementing these plans in the most 
effective and efficient manner and with the inclusion of new facility 
approaches that will facilitate the delivery of coordinated care.

Similarly, we understand the need to preserve services for residents in the 
Winsted area and to assure that the scope of services provided in this setting 
meets the evolving needs of the community. A portion of the investment we 
propose to make in CHH could be utilized to repurposing the Winsted facility
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as a modern facility providing care in conjunction with CHH. We would 
participate in a comprehensive study of such needs to determine the most 
beneficial configuration of services. As part of this process, we would offer 
access to experts within the HHC System in the fields of behavioral health, 
senior services and ambulatory care to develop a multi-disciplinary solution.

Credit Access-Line of Credit

In conjunction with HHC assuming a minority position in CHH, HHC or one of 
its subsidiaries would extend to CHH, on preferential terms that are only 
available to affiliates of HHC, a Line of Credit to meet short term and 
unexpected operational needs.

Benefits of Minority Investment Structure

Consistent with applicable legal requirements, the investment and financial 
relationship we are proposing will provide both immediate and long-term 
economic and operational benefits to CHH, including:

o Access to a new source of capital from our minority investment 
not otherwise commercially available

o Preferred access to HHC's cost-efficient shared service 
capabilities

o Expansion and enhancement of clinical programs through the 
sharing of clinical expertise and/or economic joint ventures

Governance and Management

The relationship we are proposing does not impact the governance structure 
currently in place at CHH. To facilitate coordination and communication, we 
would request the expansion of your governing board to accommodate an 
agreed upon number of representatives from HHC.

The CHH governing board will retain ultimate authority and fiduciary 
responsibility for all corporate activities. The implementation of board policies 
will continue to be executed by local management. CHH and its board will retain 
sole responsibility and authority for structuring and authorizing all of its 
managed care relationships, including retaining existing relationships and 
entering into new contractual relationships.
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Hartford Healthcare has taken a leadership role in developing innovative 
products with managed-care companies that involve the assumption of risk as 
well as implementation of value-based quality payment arrangements on the 
institutional and physician level. To the fullest extent permissible, HHC will 
include CHH in regional risk-based network arrangements developed with 
managed-care organizations, including ACOs, value-based narrow/tailored 
networks and new insurance products.

The structure we are proposing does not involve any change in CHH's current 
management structure. To the extent desired and requested by CHH, we would 
be happy to collaboratively develop arrangements to support current CHH's 
management through specific arrangements that provide preferential access to 
the system's advanced management and operational resources and capabilities. 
This is simply a resource available to CHH's management and board and not a 
condition or requirement of our proposal.

Branding Opportunities

Along with our investment would come the opportunity to develop a 
collaborative branding strategy that includes CHH as an affiliate organization.
The exact branding approach will be developed early in our partnership, but it is 
important to appreciate that we believe branding is more than logos.

At Hartford Healthcare, we have launched a branding program that integrates 
marketing with our vision, our values and our unique organizational structure. 
The four-color "gear" or "pinwheel" that emerged on national television at the 
Big East Women's Basketball Championship at Hartford's XL Center has begun to 
appear throughout Connecticut - on signs, billboards and in digital and 
traditional media - as a symbol of excellent, reliable coordinated care.

The Hartford Healthcare brand is used system-wide, with significant marketing 
and advertising efforts focused on key service lines, including cancer, 
orthopedics, neurosciences, cardiac surgery and behavioral health. It is Hartford 
Healthcare's vision to be "nationally respected for excellence in patient care and 
most trusted for personalized coordinated care."

Our branding strategy recognizes that superb care must be available close to 
home and that the local stature of our affiliated organizations helps assure the 
families we serve that quality care is available in their communities. The role of 
the system brand is to help tie together all of this excellent care - around the 
state and across the continuum. Our newly evolved brand platform is embodied 
in the phrase, "Connect to healthier." It reminds families that, together, we have 
the experience, the shared values and the technology to provide seamless, 
coordinated care and to not only cure disease, but to support wellness.
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Over the past couple of years, we have extended our brand to all of our affiliates 
including Hebrew Healthcare, an organization that affiliated with Hartford 
Healthcare in 2014 and wished to retain their local governance control. The 
results from this affiliation and especially the branding relationship have 
propelled Hebrew Healthcare's recent improved performance and expanded its 
presence and reputation in the community.

We believe that the partnership structure outlined in this document is consistent 
with the preferred approach desired by CHH. If, however, CHH wishes to explore 
a more fully integrated relationship, HHC would be willing to implement such an 
affiliation utilizing a non-profit membership substitution structure, described 
below.

Proposal B

Alternative Structure — Membership Substitution

Consistent with prior affiliations in which we have implemented this structure, a 
fully integrated membership substitution would involve a change in governance, 
the inclusion of all assets and liabilities of CHH and would contain a negotiated 
capital commitment benefiting the hospital and its service area over a specified 
time period.

Generally, such a capital commitment extends over a 10-year period and is 
coordinated with HHC's system-wide capital plan. Subject to review of CHH's 
long-term capital needs, we would estimate the capital commitment associated 
with a membership substitution to be approximately $60 million over this 10- 
year period. In our experience, the need for earmarked capital commitments 
becomes less important as the relationship evolves and local capital needs for 
the expansion of services, for example, are agreed upon and met.

Governance in a fully integrated membership substitution would be consistent 
with the regional governance structure we have recently put into place. Similar 
to the approach we would take with the minority investment described above, 
we would establish CHH as the hub for all of our activities in Northwestern 
Connecticut. To maximize the benefits of full integration, all operational and 
strategic activities would be coordinated with system activities. In a full- 
membership model, local governance would be devoted to licensure and 
accreditations, quality and medical staff matters.

It has been our practice to integrate organizations becoming full members of 
Hartford Healthcare. With participation at the regional governance level, the 
need for delineated reserve powers is unnecessary and inconsistent with our 
geared approach to operating an integrated healthcare system. On a limited
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basis we have negotiated specific reserve powers for organizations joining the 
system relative to major decisions (sale of assets, changes in core services) for 
a transition period to enable an effective transition and familiarity with our fully 
integrated operating model. We would be willing to discuss the need for such 
reserve powers with you in the context of a membership substitution.
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a) The Strategic Partner should agree to support existing 
initiatives and provide additional quality and safety expertise 
and protocols, as necessary, to assure that CHH is exceeding 
quality and safety standards. Please describe your plans to 
ensure and enhance quality outcomes at CHH with respect to 
clinical quality, customer service/patient satisfaction and 
facilities.

HHC has a national reputation for providing high-quality patient care. HHC 
includes one of the leading academic/teaching medical centers in the Northeast, 
and affiliated organizations that have been the recipients of numerous 
prestigious and valued awards and recognitions. CHH can be assured that 
through the affiliation we are proposing its tradition of providing the highest 
levels of clinical care and patient safety will be preserved and enhanced.

Integral to our focus on quality are the Hartford Healthcare Quality Council 
and focused Clinical Councils, which are led collaboratively by physicians 
across our system. Consistent with the clinically integrated approach we are 
proposing, we would invite CHH to participate in these forums. We would also 
extend an invitation to CHH physicians to become members of Integrated Care 
Partners, our clinical integration organization that includes more than 2,000 
providers and has developed some of the most advanced care management and 
care coordination resources and analytics in the nation.

Quality improvement is coordinated at HHC using an approach that emphasizes 
common informatics tools, definitions and reporting systems.

Each Council:

• Allows for sharing of best practices and provides a forum for organizing 
approaches to coordinated care within clinical disciplines

• Is interdisciplinary and has driven performance improvement

• Must develop a quality dashboard with key metrics to assess gaps and 
opportunities, and share best practices to drive improvement

• Develops system protocols and order sets based on best practice
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Hartford Healthcare Quality and Ciinicai Councils Include:

• Infection Prevention Council - Charged with developing a systematic 
approach to hand hygiene, standard infection isolation practices and 
elimination of hospital-acquired infections.

• Pharmacy and Therapeutics Council - Charged with moving toward a common 
system formulary to improve care, reduce medication errors, reduce costs 
and educate physicians about pharmaceuticals.

• Patient Experience Council - Charged with developing standard service 
approaches for all staff; developing regional and system patient advisory 
councils.

• Surgery Council - Charged with implementing the National Surgical Quality 
Improvement Program (NSQIP), process improvement implementation, 
development of surgical standards and assessment of standard system 
surgical perioperative supplies.

• Hospital Medicine Council - Charged with developing hospitalist geographical 
rounding, patient-experience service standards, and assessment and process 
improvement related to length of stay.

• Radiology Council - Charged with developing standards for Radiation Safety 
and conducting a cost analysis.

• Emergency Medicine Council - Charged with developing standard approaches 
to triage care, standard handoffs, and improving efficiency of door to 
discharge.

• Anesthesiology Council - Charged with improving medication management 
and safety, developing a standard moderate sedation process, improving 
handoffs, and conducting a cost containment assessment.

• Cardiology Council - Charged with developing standards for ACS treatment 
and cardiology patients' transitions of care (including inter-facilities).

• Obstetrics Council - Charged with developing standards of care, including 
order sets and treatment for each stage of labor; developing standard 
prenatal education; developing a standard for post-partum hemorrhage.

• Peri-Operative Council - Charged with developing standards of care and order 
sets as related to the peri-operative process, and conducting a cost- 
containment analysis.

• Wound Care Council - Charged with developing system standards of care and 
driving best practice.

7Hartford fi'“
Healthcare
Connect to healthier.



Hartford Healthcare
CHH Proposal

Page 17

• Behavioral Health Council - Charged with developing standards and
processes around the reduction for restraint and seclusion to drive national 
best practices, and to develop one standard Behavioral Health patient- 
experience survey tool.

As part of this proposal, HHC would create a Northwest Region Cancer Council to 
help develop and integrate standards of cancer care in the Northwest Region with 
all of HHC.

b) Please provide evidence of your commitment to providing 
quality services and tracking outcomes at your existing hospitals 
and provide summary data on the key metrics that your 
healthcare system tracks.

Outcomes

Balanced Scorecard Initiatives

As evidence of HHC's focus on and commitment to quality, the 2015 Balanced 
Scorecard used throughout the organization includes quality initiatives and the 
implementation of clinical collaboratives. These groups draw together experts 
across our organizations to look at evidence-based best practices and work to 
define care pathways that will propel us to achieve top decile targets for quality. 
(HHC utilizes the Balanced Scorecard as a system-wide tool for disciplined goal
setting and achievement.)
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Among the quality initiatives are:

Reduction of Harm: Increase hand hygiene compliance in all unit-based 
clinical areas

Hand hygiene compliance has increased steadily through the system-wide 
implementation of accountability agents who round on patient care units 
to observe hand hygiene; and offer mentoring as appropriate. HHC has 
exceeded target for seven consecutive months. This effort has 
demonstrated to our staff the commitment of our leadership to hand 
hygiene and the safety of our patients.

Decrease Hospital-Acquired Infections: We have a system Infection 
Prevention Council led by a Physician Director of Infection to promote 
coordinated activities across Hartford Healthcare. We have achieved a 
sustained 27-percent reduction in the incidence of hospital-acquired 
infections during the past two years.

■ Sustained reduction in catheter-related blood stream infections - 
no blood stream infections in all HHC hospitals for four months.

■ Reduction in urinary tract infection is a system initiative — we have 
seen a 20 percent reduction.

■ Surgical site infections - colorectal and hysterectomy are trending 
downward with a 25 percent reduction.

■ HHC has met or exceeded the target for five months
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HHC CAUTI Rate Per 1,000 Patient Days BSC Metric

HHC Serious Safety Events
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Patient/Customer Experience: Hartford Healthcare is embarking on a 
unique collaboration with Press Ganey to create the patient/customer 
experience of the future both within and beyond the inpatient setting. We 
would include CHH in this groundbreaking initiative as part of our 
partnership.
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Major Awards

Please see Appendix E for additional awards and recognition.
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a) Please confirm the following:

I) The Strategic Partner shall agree to work in good faith with 
the CHH's Medical Staff members and preserve the existing 
staff membership and the current privileges of each physician, 
ii) The Strategic Partner shall agree not to take any actions 
that mandate the CHH medical staff to refer patients to 
hospitals owned by the Strategic Partner.

Medical Staff Relationships

The partnership relationship does not involve or require in any manner a 
change in CHH's historical organizational structure, including its Medical Staff 
structure. All Medical Staff members would retain the clinical privileges and 
staff status they currently enjoy.

Beyond preservation of this relationship, the partnership we propose would 
offer additional benefits to individual members of the CHH medical staff, 
including participation, on a voluntary basis, in ICP, our clinical integration 
organization, as well as access to the extensive medical education and 
training resources and infrastructure we have invested in over the past few 
years.

An integral component of this advanced medical education and training is our 
expanded Center for Education, Simulation and Innovation ("CESI") that has 
recently been the beneficiary of a $15-million dollar investment from the 
State of Connecticut and is recognized as one of the leading simulation, 
training and medical-technology evaluation centers in the Northeast.

CESI has recently developed a mobile simulation center - a new concept, 
designed to bring the benefits of modern simulation technology to 
community physicians and clinicians. We would propose making CHH a 
strategic partner in the development of the CESI mobile unit and establish 
CHH as a beta site for this new capability. We would work with your 
organization to develop protocols and resources that will serve as a model for 
the rest of the nation - and particularly focus on the needs of rural healthcare 
providers. We would include appropriate branding recognition on the mobile 
simulation center to reflect CHH's role in this innovative program.
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b) Physician Retention and Recruitment

i) CHH requires assistance with the challenges of recruiting and 
retaining physicians and other talent within the local 
community. Please describe your plans to assist in the 
recruitment of primary care and key specialists to CHH.

Physician Recruiting Success

As one of the region's leading medical training programs, we attract to the 
Greater Hartford region some of the top physicians in the nation who wish to 
have a choice in practicing in a private practice environment or as an 
employed physician (see Appendix D). The top recruits we attract complete 
their fellowship training at institutions known for excellence in training 
specific specialties; are experienced in new, innovative procedures and/or 
techniques, enabling them to provide the best available care; and are board- 
certified in subspecialty areas in high demand, such as endocrinology.

For example, we have recently added a new, young, board-certified vascular 
surgeon to MidState Medical Center and are recruiting another boarded 
vascular surgeon in the East Region. It can be challenging to recruit plastic 
surgeons committed to reconstructive surgery and inpatient hospital work.
We just recruited our sixth such surgeon, who is fully committed to our 
Central Region.

Through the affiliation partnership we are proposing, CHH would have access 
to the highly developed physician recruitment infrastructure we have in place 
and would have an opportunity to directly access individual physicians for 
needed primary care and specialty practice opportunities. An opportunity also 
exists to share employed physicians to maximize productivity and realize 
significant practice-related cost savings. Using your Community Needs 
Assessment and your professional staffing plans, we could jointly explore 
ways to improve services to your communities.

This powerful combined recruiting effort will offer potential applicants:

o Access to the extensive clinical research activities being conducted 
throughout the system;

o Use of the Center for Education, Simulation and Innovation (CESI). 
CESI is staffed and supported by one of the highest-volume surgery 
centers in the Northeast and a top 10-ranked robotic surgery program 
that is second to none in New England; and
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o Access to existing regional coverage arrangements, as well as
development of new coverage mechanisms and financial arrangements 
in hard-to-recruit specialties.

c) Clinical Integration

i) Describe what physician integration strategies your system is 
using or contemplating.

Physician Alignment and Clinical Integration

The physician-alignment approach utilized by HHC is pluralistic and includes the 
establishment of a separate physician led clinical integration organization- 
integrated Care Partners (ICP), facility and practice ownership, practice- 
management arrangements and supporting integrated information technology 
solutions that provide seamless access to the clinical and financial data 
necessary to deliver high-quality, cost-effective care.

In order to facilitate patient access to integrated and coordinated professional 
services, we believe an opportunity exists to expand existing provider networks 
to implement practice-management efficiencies that will enhance quality and 
lower the overall cost of a true regional network of affiliated physicians. We also 
see an opportunity to jointly expand the capabilities and improve the efficiency 
and performance of provider management service organizations to improve 
practice management capabilities, develop risk management resources and 
administer different aspects of a risk-based population health program.

As participants in this transformational enterprise, CHH and its physicians will 
reap the benefits of HHC's investments to date, avoid the time and expenses 
associated with separately developing this capability and have a role in 
implementing and refining this clinical enterprise going forward.

ICP is currently comprised of more than 2,000 providers and is led by a highly 
respected physician, Dr. James Cardon. CHH physicians will be offered an 
opportunity to join ICP and actively participate in its development. As part of this 
clinical integration organization, CHH physicians will have access through various 
models of participation (employed and non-employed models) to all data 
compiling and analytic resources, clinical pathways and protocols, care- 
coordination activities and new risk-base reimbursement/payment arrangements.
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ii) How would CHH and its medical staff fit within, or relate to, 
these organizations?

CHH and its physicians who choose to participate in the clinical integration 
organization will be the architects of the next-generation regional population 
health network being developed cooperatively by HHC and governmental and 
private payers.

This organization will allow physicians and affiliated hospitals to deliver value by 
providing health information technology to measure and improve care, and to 
both coordinate care and better manage care transitions, while reducing costs. 
ICP will be able to deliver analytics to support population health management 
designed to prevent readmissions, eliminate gaps in care and improve the 
overall health status of patients.

Hi) Please describe how these organizations would benefit CHH.

Physicians who are part of the ICP clinical-integration network will benefit from 
next-generation contractual relationships with health plans, which reward better 
performance and share savings. Dr. James Cardon, a leading physician 
executive in this field, leads this organization and is fully developing the 
capabilities necessary for success.

We look forward to sharing with you all of ICP's current and future achievements 
but have taken the opportunity below to describe the advancements we have 
already implemented in care management:

Community Care-Management Programs

Through ICP, HHC has developed a robust community-care management 
program that utilizes registered nurses, social workers and health coaches 
designed to support community-based physicians in the continuing care of 
their patients. This program, which has unique capabilities relative to the 
management of chronic diseases, will be made available to CHH and its 
physicians and will extend the reach of traditional care providers into the 
patient's home by utilizing the vast array of post-acute care resources 
available to HHC affiliates including a full complement of in-home capabilities

1) HHC's care-management team consists of 18 nurse care managers who are 
embedded in primary care practices and manage the high-risk populations,

e 5Hartford *'■ 
Healthcare
Connect to healthier.



six medical/behavioral health social workers, five health coaches, and a 
pharmacist provided through a partnership with the University of 
Connecticut School of Pharmacy. All of our care managers, social workers, 
and health coaches undergo a six-week training course to receive 
certification in chronic-disease management. We continue to build our care- 
management team, particularly with regard to medical and behavioral 
health social workers.

2) Our primary care transformation program consists of efforts to provide 
behavioral health resources integrated in primary care practices and a 
partnership with lora Health to develop and implement a team-based 
primary care pilot program. Behavioral health and primary care integration 
initially began with embedding behavioral health social workers in our care 
teams to support the needs of patients in our primary care practices. We 
are currently piloting integration of behavioral health providers directly into 
primary care practices. Our partnership with lora Health will allow us to 
accelerate and refine our approach to providing behavioral health as part of 
team-based primary care.
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b. Informatics/EHR; Informatics/reporting
HHC uses two platforms to facilitate its population health management 
program:
Epic is a platform for ambulatory and acute care. It is currently in the build- 
and-testing phase at HHC and successful deployment in the ambulatory 
setting has begun. When fully deployed, it will provide clinical quality 
management, data gathering, and reporting. To encourage its adoption in 
affiliated ICR practices, HHC has created an EMR donation program for 
participating practices to support physician adoption of the electronic medical 
record.
High Line Health is an all-claims database and analytical tool that facilitates 
management of medical costs and quality performance for commercial 
contract requirements. Its capabilities include reporting of gaps in care, 
performance reporting, high-risk patient identification, and predictive 
analytics. With this tool, we are able to pinpoint specific medical conditions 
and patients at risk for poor outcomes and high cost. This allows our care 
teams to target interventions to patients most in need of our attention.
In addition to the programs described above, HHC is building its in-house 
capabilities to manage reports and track trends for the organization as a 
whole. We are recruiting a medical economics analyst and have hired a vice 
president of analytics with extensive experience in managing complex 
information technology systems across the continuum of care. HHC is creating 
an enterprise-wide analytics platform that will support the needs of the entire 
system. With our current capabilities, our analytics teams can promptly turn 
clinical, contracting, and financial data into actionable information.
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c. Quality metrics
Quality metrics in the population health management program are 
determined and managed at multiple levels of the HHC system by our clinical 
leadership. The ICP quality initiative subcommittee sets the agenda for quality 
initiatives to be undertaken by ICP and includes both primary care physicians 
and specialists. Additionally, there are 32 system-wide clinical councils in key 
clinical disciplines that define quality objectives, seek to reduce unnecessary 
variation, and report on performance. These councils develop and implement 
standard care processes and protocols. Finally, the ICP quality performance 
subcommittee sets objectives and is responsible for overseeing performance 
and implementing corrective action plans if physicians are out of compliance.

d. Transitions in care (TIC)
ICP care managers collaborate with acute-care hospital care coordinators to 
ensure a smooth transition from inpatient to ambulatory and post-acute care. 
As mentioned previously, our enhanced care-coordination steering committee 
oversees system-wide initiatives to reduce hospital readmissions. We are also 
implementing multiple initiatives to facilitate transitions in care, which are 
described below.

1) We work with Hartford Healthcare at Home to provide an in-home visit for 
those patients transitioned from acute care without follow-up services. We 
facilitate a patient visit to the PCP or responsible specialist within three-to- 
seven days post-discharge for at-risk patients.

2) We operate a skilled-nursing facility in conjunction with our senior care 
preferred-provider network to increase our ability to coordinate care across 
multiple providers.

3) We are implementing RightCare, which is a care-transition management 
solution that stratifies patients by risk of adverse outcome on admission, 
provides guidance on post-acute transition needs, and communicates 
clinical information to the post-acute provider. RightCare provides robust 
data collection and reporting capability on outcomes with root cause 
analysis of all readmissions.

4) We have implemented bridge clinics for congestive heart failure ("CHF") in 
our Hartford, Central and East regions. These clinics provide a two-day 
post-discharge meeting with a nurse educator to review diet, medications 
and methods for managing CHF. A similar program for chronic obstructive 
pulmonary disease ("CORD") is currently under development. These clinics 
can be implemented in CHH's service area as well.

e. Patient engagement
The ICP care-management team is designed to facilitate patient engagement 
throughout the care process. The patient-engagement program currently 
consists of our nurse care managers, chronic disease self-management
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education sessions, an ambulatory palliative care integration program, and 
efforts through a pilot program to remove barriers to behavioral health 
access. In addition, we continue to develop the role of health coaches who 
work closely with patients on lifestyle and chronic-disease management 
strategies, all with the goal of empowering our patients to be effective 
advocates for the management of their own health.
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Physician Leadership Institute

In addition to facilitating various practice structures, we recognize that 
organizational success in the future will require the development of advanced 
physician leadership and management skills. Hartford Healthcare has 
established the Physician Leadership Development Institute that is available to 
all affiliated physicians.

The Institute has developed a comprehensive 10-month curriculum utilizing 
national experts in disciplines ranging from quality improvement to healthcare 
finance for those physicians who wish to explore physician leadership as a career 
path. The program is offered free of charge to physicians who wish to participate 
and would be available to CHH physicians.

. #:
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6. Service Complement / Growth Strategies

a) The Strategic Partner will commit to maintain all existing clinical 
services for a reasonable period of time.

i) What period of time does this commitment cover?
ii) What approval process would be required to discontinue a 
service?
Hi) Has your organization discontinued services at other 
acquired hospitals?
iv) Describe what specific growth strategies you would target 
for CHH.

The preferred partnership structure (Proposal A) we have proposed retains 
for the CHH Board all operational and strategic decision-making. All service 
line and program decisions would be made by CHH management and its 
Board. HHC would not in any manner determine or control the services or 
programs offered by CHH.

As part of any shared service arrangements, we would offer to CHH's 
management independent access to HHC's advanced decision-making 
analytics to quantitatively assist CHH management in making independent 
recommendations regarding programs and services to the CHH Board.

b) Please describe your vision and specific plans to enhance and 
grow the following key clinical service lines at CHH. Included in the 
VDR is CHH's Strategic Affiliation Diagnostic ("CHH Diagnostic") that 
discusses background on these service lines in detail and CHH's 
perspectives on each. As part of your strategic vision, please provide 
your reactions to the needs and goals articulated in the CHH 
Diagnostic. Although the CHH Diagnostic was not prepared with the 
intention of being a definitive plan, it was CHH's initial efforts at 
framing an important dialog that we wish to enter into with the 
Strategic Partner. Your insights as to further framing this dialog are 
invited in your response.

i) Cancer
ii) Cardiovascular
Hi) Musculoskeletal
iv) Gastrointestinal
v) Neurology
vi) General Surgery
vii) Pediatric and Adult Behavioral Health
viii) Women's Health
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ix) Primary Care
x) Gerontology
xi) Hospitalist Services
xii) Palliative and Hospice Care
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Hartford HealthCare's core approach is to collaborate with high-quality, 
community-based organizations to advance joint capabilities to achieve the 
characteristics and performance consistent with top-quartile healthcare 
systems nationwide. Our objective is to improve health through community- 
based services that give patients access to care close to home by 
enhancing local healthcare delivery capabilities with the assistance and 
support of the resources, expertise, commitment and innovation of all the 
entities that comprise Hartford Healthcare.

Our partnerships are structured to assure that seamless, coordinated, 
compassionate and cost-effective care is delivered at the right place at the 
right time. The partnership we have proposed will provide an opportunity to 
establish expanded and advanced clinical capabilities in the CHH service area 
and to share processes and organizational structures to thrive under new 
quality-focused and risk-based reimbursement paradigms.

Taking into consideration the priorities you have identified, we see 
opportunities in the following areas:

a. Primary/Ambulatory Care/Urgent Care

Together, upon commencement of the partnership relationship, we can 
immediately institute a collaborative process to assess all existing primary 
and ambulatory care facilities and jointly develop a strategy that 
corresponds to community needs, is responsive to market conditions and 
complies with regulatory requirements.

Elsewhere in Connecticut, we have deployed an innovative ambulatory 
strategy that is anchored by the establishment of Family Health Centers 
that house primary and specialty providers in attractive, well-designed 
facilities conveniently located and patient-oriented. These Family Health 
Centers have been well received by the communities in which they have 
been located and could be part of the mix in a joint ambulatory strategy.

In conjunction with these Family Health Centers, or on a stand-alone 
basis, we plan to collaborate with a national partner to establish modern 
urgent care centers throughout the state. We would work with CHH in the 
planning and development of these urgent care centers as part of the
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implementation of a comprehensive ambulatory strategy in CHH's service 
area.

We also have developed a primary care network comprised of 250 
primary care physicians aligned with our clinical integration organization, 
and we have plans to expand this capability significantly over the next 
five years to support value-based initiatives. We can collaboratively 
extend this primary care structure to accommodate new recruits or 
expand exiting practices in your communities to meet the needs that have 
been identified in your latest physician manpower study.

As not all practitioners desire an employment model we are able to also 
deploy alternate practice arrangements that we have utilized to support 
new physician alignment models. To support those practitioners who wish 
to remain independent we have made the infrastructure investments 
necessary to support these practices and through participation in ICP can 
provide them with a physician led vehicle that will enable them to access 
in new population health and value based arrangements.

Joint Venture Opportunities

On the specialty side, we see an opportunity to develop new joint 
ventures with physicians in the community to meet unmet needs and to 
solidify the alignment that is necessary in the future. We believe this 
collaboration can be accomplished with CHH's involvement either through 
specific contractual agreements or by the formation of joint venture 
entities that aggregates and leverages management resources and 
minimizes the inefficient use of capital.

Determining specific ambulatory investments can only be made after a 
detailed joint analysis which we would commit to undertake and complete 
with 12 months of the commencement of our partnership. To minimize 
the expenses associated with this type of analysis, HHC would advance 
development costs and structure the joint venture arrangements to 
minimize any significant capital outflow on the part of CHH.

Hartford Healthcare member organizations have also enjoyed beneficial 
and productive relationships with community-based clinics throughout the 
state. We can expand this cooperation with the community clinics in your 
service area to reduce repetitive visits to the Emergency Department for 
the treatment of chronic conditions, as well as assisting them with the 
technologies and linkages necessary to achieve designation as recognized 
medical homes. In particular, we could extend this program and expertise 
to the FQHC you currently work with in your community.
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Preventive Medicine Initiative

HHC as part of its primary care and population health strategy has developed 
a leading-edge concept: the creation of a Preventive Medicine Initiative. The 
objective is to ensure consistent access to coordinated care across the 
continuum within HHC's broad array of services and enhance access to care 
through a net increase in the number of primary and specialty care 
physicians providing services, especially in underserved markets.

As an HHC affiliate organization, CHH would become a partner in the 
expansion and implementation of this initiative in Northwestern Connecticut. 
In particular, we would look to CHH experts in rural health and wellness to 
work with colleagues in our East Region to create a special focus on rural 
preventive medicine.

Additional opportunities in the early phases of this project might include the 
use of health coaches for high-risk patients especially patients requiring 
geriatric services, creation of a program to target the highest-risk diabetes 
patients and development of signature programs to target issues such as 
childhood obesity and teen pregnancy.

Senior Care Services

Litchfield County has a large population of individual above 50 years of 
age who currently or in the near future will require access to a full 
complement of senior services. HHC is the leading provider in the state of 
senior care services and as a complement to the care provided by CHH to 
its significant Medicare population, we can expand access to a wide array 
of senior oriented numerous programs and services.

A full description of the institutional elements of our senior care services 
is included in Appendix B.

In additional to these institutional resources as part of the partnership we 
propose, we see a significant opportunity to expand the scope and reach 
of innovative geriatric services through resources we have already 
developed and successfully implemented in other parts of the state.

For instance, HHC operates Hartford Healthcare at Home, the largest not- 
for-profit home health and hospice agency in Connecticut. We currently 
serve more than 14,000 patients annually in over 90 towns throughout 
Connecticut. The need for in-home services is expanding not only with the 
aging of the population but with the development of new models of care 
that patients prefer and that reduce the cost of care.

■tip
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Palliative care and hospice care are among our specialties. Our Hospice 
Oncology Palliative Expertise (H.O.P.E) team supports the patient and the 
family through the treatment process - offering a bridge to hospice care if 
that becomes necessary. The palliative team includes RNs, LPNs, social 
workers, rehabilitation therapists, home health aides and specialized on- 
call staff. Our specialists can work with patients at home or in an assisted- 
living residence.

HHC at Home's clinicians understand the importance of education focused 
on the holistic and integrative care of terminally ill individuals and their 
loved ones. Of HHC at Home's clinicians and medical directors, most have 
obtained a Certification in End of Life Care, a highly specialized 
multidisciplinary training in caring for those who are experiencing a 
terminal illness. This national Certification in End of Life Care distinguishes 
our clinicians as knowledgeable, skilled and committed professionals in 
this important field of healthcare.

HHC at Home is proud to be accredited by the National Institute for 
Jewish Hospice, which provides staff with specialized training and insights 
and access to resources and education about Jewish traditions, beliefs and 
cultural values. HHC at Home is one of only 55 hospices nationwide to 
earn this certification.

We see an opportunity to quickly expand the availability of high-quality 
home care services in the CHH service area. HHC at Home would be 
introduced in coordination with CHH and its physicians and would offer 
additional home-based services that would be integrated and provide 
expanded chronic disease management capabilities, ongoing education 
and a continuum of care including a new care transition model designed 
to support high-risk patient population to remain healthy at home.

As part of an expanded home health program we offer telehealth 
resources that enable patients to remain in contact with their caregivers 
and with family members. Finally, as an integrated provider within the 
HHC system, an expansion of the home health program will facilitate 
appropriate and coordinated use of HHC's extensive rehabilitation 
services.

Hartford Healthcare has over 100 years of experience caring for patients 
at home. We are the first home care agency in the state to provide 
telehealth options to our patients and families. Across program and 
service lines, we deliver clinical excellence in aligning our patients with 
the best resources in Chronic Disease Management.
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Our transitional care coordinator model provides your care management 
team, patients and families with home care planning support and 
education with proven success in a seamless transition to home.

Our system partners at Hartford Healthcare Rehabilitation Network would 
be providing rehabilitation modalities in home and transitioning patients 
to Charlotte Hungerford's outpatient rehabilitation program creating 
opportunity for increased patient satisfaction and positive outcomes.

We are also the leading innovators in the state for creating new 
approaches to meet the needs of the growing senior population. Our 
Center for Healthy Aging is a shining example of this innovation and 
coordination.

Connecticut Center for Healthy Aging

The Connecticut Center for Healthy Aging (the Center) has been 
established at two HHC member organizations. The Center is an 
innovative concept and it has become a new tool for seniors and their 
families. Where implemented, the Center has become the starting point 
for people seeking information. The Center serves as a free resource and 
assessment center for seniors and their families.

Through implementation of a "One Stop Shopping" concept, we help 
families navigate the complexities of the healthcare system. In-home 
assessments provide the basis for referrals to preventive and restorative 
resources, help seniors reach and maintain optimal quality of life and 
provide information on social and medical needs of seniors.

Finally, The Center connects with Hartford Healthcare Senior Services, 
Hartford Healthcare at Home and other Hartford Healthcare providers to 
form a strong network of care coordination throughout the region.

Here are some of the most successful programs and services provided 
through Center for Healthy Aging:

My Healthy Advantage Senior Club Program

More than 5,000 seniors were reached through club programs, including: 
Dinner with the Doc, Lunch and Learns, health screenings and many other 
health-education programs.

Currently, over 10,000 members receive this quarterly newsletter filled with 
wellness articles and programs offered throughout Hartford Healthcare.
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Concierge Services

Among the services offered are connections to "senior-friendly" professionals 
to help maintain independence in the home, links to convenient "handyman" 
services and assistance with other home-maintenance tasks.

Geriatric Care Management

■ A high level of assistance for coordination of care for those who have 
family living in another area or for whatever reason can't be more 
involved

■ The ability to escort, communicate and coordinate care at physician 
appointments

■ Coordination of personal care plans with family and medical providers

We believe the establishment of A Connecticut Center for Healthy Aging in 
Litchfield County could be a valuable addition to your senior services, but 
with services customized to CHH's needs and demographics.

b. Cardiovascular Services

HHC physicians and staff have enjoyed a close clinical relationship with 
health professional at CHH, especially in the area of cardiovascular health. 
In consultation with your physicians we have numerous programs that 
can expand the scope of services provided at the local level and at the 
same time enhance coordinate tertiary services with CHH.

A number of the programs we have successfully implemented in other 
communities are described below:

Heart Failure Program

In collaboration with cardiac experts at CHH, we would extend Hartford 
Hospital's Heart Failure Program (designed to reduce heart failure 
readmissions to the hospital) to CHH. We could provide specialists on site 
to perform device implantations and create a seamless pathway for CHH 
patients to receive complicated open-heart surgery treatment and return 
them to the community for follow-up care within a jointly developed care 
pathway/protocol.
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Bridge Clinic

We also envision establishing a Heart Failure Bridge Clinic at 
CHH, which is a new clinical program already established at two 
other HHC facilities. These centers are focused on reducing 
hospital readmissions by helping patients manage their disease 
more effectively.

The centers serve as a bridge from hospital to home to ease the 
transition from inpatient to outpatient and home self-care. These 
clinics are particularly effective in assisting congestive heart 
failure patients as CHF is the top reason for hospital admissions 
and readmissions for people age 65 and older. Nationally, about 
25 percent of CHF patients are readmitted within 30 days of 
discharge. Under healthcare reform, Medicare penalizes hospitals 
for CHF readmissions. The direct and indirect costs of the 
disease are estimated to be nearly $38 million per year.
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c. Cancer Services

We understand that the current cancer program is staffed by physicians 
associated with another regional cancer program. We will need to 
evaluate the needs and desires of these existing practitioners to 
determine whether they would find the HHC cancer model of some value 
to their patients.

While we believe in the value of a fully integrated cancer program, we 
also are willing to work cooperatively with these practitioners or newly 
recruited practitioners to expand the range of service offered at CHH. For 
example, the provision of advanced diagnostic and therapeutic cancer 
services complemented by strong research capabilities and access to 
early-phase clinical trials is a major strength of HHC that was recently 
enhanced by the charter affiliation we developed with Memorial Sloan 
Kettering, one of the world's leading cancer programs and a designated 
NCI Comprehensive Cancer Center.

To supplement the cancer services currently provided at CHH, new 
practice sites could be established at CHH for cancer sub-specialists in the 
areas of gynecological oncology, breast surgery and urological cancer - 
working with CHH physicians and administrative leadership.
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d. Maternal Feta! Medicine

Hartford Healthcare's Maternal Fetal Medicine (MFM) practice is the 
largest MFM practice in central Connecticut and is well suited to help 
enhance services at CHH. For instance, we see an opportunity to provide 
additional perinatal coverage at CHH by gradually increasing resources 
and increasing the MFM physician complement. There are also resources 
to implement a collaborative quality-assurance program and Grand 
Rounds. HHC also is prepared to support the expansion of - and 
recruitment for - other women's health services to best support CHH and 
its community.

e. Bariatric Surgery

The Hartford Healthcare Medical Group Centers for Weight Loss Surgery 
program has the infrastructure - through its accredited programs and the 
Hartford Healthcare Medical Group - to extend this quality service in 
collaboration with CHH, through recruitment of expertise and 
development of access centers and best-practice approaches to achieving 
the highest-quality outcomes in a consistent manner. To better serve the 
population close to CHH facilities, HHC and CHH could work together to 
provide clinical care, nutrition support services and education sessions to 
bariatric surgery patients.

f. TeleHealth

HHC has a well-developed tele-neurology program that has been utilized 
successfully by CHH for a number of years.

In recent years both technology and regulatory changes have enabled 
telehealth to assume a more prominent role in providing healthcare 
services, especially to residents of rural communities. HHC has embraced 
this advancement and is dedicating significant resources both financial 
and human to expanding the telehealth services it provides to its affiliated 
organizations.

Below is an overview of the capabilities we will deploy in the near future: 

Patient to Provider

o Primary and urgent care
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o High-risk and chronic disease management (Congestive heart failure, 
CORD, diabetes, would care)

o Post-acute care continuum (virtual physical therapy, skilled and 
assisted-living nursing facility support, home health) 

o Behavioral health services 
o Specialty access and consultation:

■ Dermatology
■ Neuroscience (stroke, headache)
* Nutrition

o Personal biometric device integration into EHR (iWatch, Fitbit,
Withings, etc)

• Provider-to-Provider
o Real-time virtual consultation with scarce geographically dispersed 

subspecialists
o Web-based educational/training programs

HHC is developing a telehealth infrastructure with strong multidisciplinary and cross 
functional participation and governance to operationalize the technology to:

• Transform our patients' access and experience, by providing patient-centric 
and convenient access

• Promote creative solutions to manage our high risk and chronic disease 
patient population more effectively and to mitigate preventable readmissions 
and emergency visits

• Deliver care at a lower cost than traditional care

This strategic transformative healthcare delivery initiative will afford our 
family of healthcare providers access to the rich collective pool of clinical 
sub-specialization at HHC, without the need to transfer their patients.
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g. Neurosciences and Pain Management

HHC can enhance existing neuroscience capabilities and work with CHH to 
develop new programs or services that have an inpatient and outpatient 
component.

We can build upon the existing tele-stroke program to expand neurology 
and neurosciences by establishing practice clinics either independently or 
as part of multi-specialty ambulatory sites established in the service area.

HHC is a statewide leader in Pain Management. Our service is designated 
as an Anthem Blue Distinction Center and has satellites throughout the
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region. A cooperative additional satellite location can be quickly 
established in Torrington or another appropriate location as well.

h. Robotics/Minimally Invasive Surgery

Current minimally invasive surgical services and new robotic surgical 
capabilities can be enhanced through closer direct collaboration with 
Hartford Hospital, the leading robotic surgical center in New England, and 
home to one of the leading robotic training and simulation training centers 
in the country (designated as a national Intuitive Surgical Training 
Center).

Hartford Hospital is one of 11 facilities in the nation, and one of 14 in the 
world, designated as a Fundamentals of Robotic Surgery (FRS) training 
center, where all credentialing for robotic surgeons will be required to take 
place in the future. This resource would be available to CHH physicians.

i. Psychiatric Services / Behavioral Health

HHC is the most comprehensive provider of behavioral health and 
psychiatric services in Connecticut. Anchored by the Institute of Living, a 
nationally recognized psychiatric treatment and research facility, along 
with our Natchaug and Rushford facilities, HHC offers the full spectrum of 
inpatient and outpatient psychiatric and behavioral health services.

Given the demographics and needs of the communities CHH serves, the 
establishment of innovative geri/psych programs would provide an 
additional resource, including possible repurposing the underutilized 
facilities in Winsted. We would jointly conduct a feasibility study to 
determine what types of behavioral health services would provide added 
value to your communities.

HHC is also leading the way through a demonstration project integrating 
behavioral health programs that coordinate medical and behavioral health 
services, especially in primary care. This innovative model has been 
praised by both providers and patients. This capability is essential to 
effectively deploy population health management programs and CHH 
would have access to this new model of care.
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j. Hospital Medicine

HHC has extensive experience with Hospitalist services and supports 
several different structural models to prove these essential services. HHC 
would work with CHH administrators and physician leadership to devise 
and deploy the best model to meet CHH's needs.

k. Gastro-Intestinal Medicine

We would work with CHH to expand and enhance G.I. services that are 
based at CHH or provided through strategic partnerships. The services 
would be provided based on a thorough analysis of community needs and 
input from CHH's medical and non-medical leadership.

l. General Surgery

Working together with CHH leadership, HHC would support the expansion 
and development of General Surgery services. These could be based at 
CHH or in the community at a satellite facility or a joint-venture 
partnership. HHC will support the clinical options that are best suited to 
CHH and the needs of the surrounding community.

c) If Strategic Partner has facilities in the region, describe any 
existing CHH services that may be consolidated.

HHC does not have any facilities in the region and thus we would not 
consolidate any facilities. Rather than consolidating facilities, we value CHH's 
as the foundation upon which to expand services.

We see CHH as the nucleus of our expanded delivery system in Northwestern 
Connecticut. CHH and its management team would serve as our principal 
partners and the hub of all program and service expansion to be developed 
either in existing CHH facilities or in new facilities to be developed in the 
Region.
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7. Information Technology

a) Describe the key information technology systems in place for 
your organization and any contemplated changes in the near 
future.

Please see below.

b) CHH relies heavily on the Meditech Magic platform. How 
would your system integrate with CHH's platform and what 
changes would you envision over time?

The use of the Meditech Magic platform can be maintained. Where necessary, 
interfaces and supplemental systems can be made constructed and made 
available to CHH.

c) Would the Strategic Partner require a change in IT platform? 
If so, what would the likely timeframe for such change?

Please see response below.

d) How has your system handled IT in terms of community 
hospitals added to your system in the past?

In the past we have adopted different approaches to IT integration, including 
maintaining legacy systems. Thus we have experience with building and 
maintain functioning and effective interfaces.

With the adoption of the Epic solution, we are transitioning all HHC member 
facilities over time to utilization of Epic products.

e) What is your system's choice in terms of EHR and how would 
that be implemented or integrated at CHH?

Hartford Healthcare will spend more than $260 million over the next 10 
years to transform the way health information is gathered, shared and used 
in order to improve and better coordinate care across HHC. This project is 
called HHC Unity: CareConnect, and it includes the launch of the Epic 
electronic health record, which has become the EHR choice of leading health 
systems across the country. Our Epic implementation team includes about 
150 people with dedicated resources for training and go-live support.

The rollout of Epic began in the spring of 2015, when the MyChart patient 
portal is set to launch. Introduction of Epic in acute-care facilities will take 
place in the near future.
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HHC has assembled a core team of clinical, IT and training specialists. 
However, HHC leadership has been clear: CareConnect is NOT an "IT 
project." It is an organizational and cultural effort that leverages technology 
to transform the organization around quality, care coordination and patient 
experience.

There are two other vitally important elements of CareConnect: 
ImageConnect, a project to create a cloud-based imaging platform that will 
mesh with CareConnect, and Clinical Analytics, which will include additional 
software and expertise to provide HHC and its member organizations with 
the ability to understand the meaning of the data being collected and make 
critical decisions based on analysis. This is particularly important to support 
our growing role in population health management.

The partnership we are proposing does not require a replacement of your 
existing enterprise information technology system, Meditech. We are able to 
develop interfaces and utilize the capabilities of CareConnect to enable 
interconnectivity with components of the Systems IT infrastructure, 
especially in ambulatory settings.

If after an extensive evaluation, CHH determines that it would be beneficial 
to migrate to an Epic solution, HHC, due to its partnership relationship with 
CHH, would be able to extend to and secure for CHH the benefits of an Epic 
satellite relationship.

If CHH selects the minority investment proposal, we would allocate a portion 
of our total minority investment toward implementing Epic at CHH and/or 
towards building and developing functioning interfaces between existing CHH 
IT platforms and Epic, especially in the ambulatory care setting.

As an Epic partner, CHH also could participate in the implementation of 
ImageConnect, which will provide always-on, platform-agnostic access to 
medical imaging across (and beyond) the system.

ICD-10

Hartford Healthcare successfully completed the implementation of the HIPAA 
5010 well in advance of the deadline. Similarly, the system will be fully 
prepared for the implementation of ICD-10 at least six months ahead of the 
required date.

We will, if requested, include CHH in this compliance program and bring the 
expertise and knowledge of our team to ensure that all areas of your 
organization are fully prepared to begin utilizing the ICD-10 codes well before 
the required date.
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8. Shared Services

a) What shared services would your healthcare system provide 
to CHH?

Hartford Healthcare has a fully developed shared services capability that has 
demonstrated its ability to provide high-quality services and reduce costs. 
The entire complement of shared services would be made available on an as- 
needed basis to CHH.

To the extent desired, and under favorable terms and conditions , the 
following capabilities and resources can be made available to CHH on a 
multiyear basis:

• Patient safety and quality analytics and measurement tools 
(service/program specific):
■ Best practices
■ Protocols and policies
■ Benchmarking

• Revenue cycle
• Treasury/investment
• Business office
• HR management and benefits adminstartion
• Supply chain/materials management
• Insurance/risk management/compliance
• Marketing/communications
• Physician recruitment
• Professional and continuing education
• Management training and leadership development
• IT financial and clinical systems and support services (service/program 

specific)

b) Describe the operational efficiencies that your system would 
bring to CHH (back office, purchasing, etc.)

The investment partnership we have proposed will provide needed capital, 
enable collaborative clinical joint ventures and clinical integration activities, and

5
Hartford
Healthcare
Connect to healthier.



Hartford Healthcare
CHH Proposal

Page 43

provide direct access to extensive HHC shared services resulting in the 
realization of significant operational and administrative efficiencies.

From our recent experiences and the experiences of similar healthcare 
organizations, we are confident that, with proper utilization of shared service 
capabilities, efficiencies in the range of at least 3-5 percent of expenses can be 
achieved.

Our experienced affiliation team is able to provide proper planning, coordination 
and execution of this important objective. Meaningful cost reductions have been 
achieved by participating in joint purchasing arrangements, centralized business 
and revenue cycle processes and insurance, treasury and insurance and risk- 
management services.

Efficiencies also have been realized in ancillary and post-acute services. 
Additionally, achievements have been accomplished by jointly implementing 
managerial efficiencies in ancillary service areas such as laboratory, 
rehabilitation and post-acute care services.

Our approach to cost reduction is not limited to solely achieving economies of 
scale. Primarily through clinical integration activities, we are making the 
significant investments required to aggregate, analyze and assess clinical and 
financial information, redesign care processes and implement standardized 
measures of excellence - all resulting in lower costs and higher quality.

The ability to identify and address variability of utilization and costs is a core 
capability developed by HHC. A key component of this work has been the 
implementation of an enhanced, integrated decision-management tool. These 
functionality and advanced management resources will be made available to 
CHH.

In sum, our comprehensive approach to cost management and care redesign will 
be available to CHH, and our experience and understanding of the patients we 
serve and our physician community will help maximize synergies that exist 
between our organizations and fully support the proposition that significant 
savings and measurable quality improvements will be attainable.

Below are examples of the savings achieved in connection with HHC's recent 
affiliations with the Central Connecticut Health Alliance and Backus Hospital.
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Centra! Connecticut Health Alliance (including The Hospital of Central 
Connecticut [HOCC])
First-year savings: $9.9 million

Examples of yearly savings since system affiliation include:

Premier purchasing - $1.4 million 
Pharmacy purchasing/contracting - $1.3 million 
Food service - $840,000 
Laundry - $154,000
VNA Healthcare consolidation - $1 million

Backus Health System
First-year savings (FY13): identified and realized: $12.5 million 
Including:

o Administrative - $3.9 million 
o Human resources (including pension) - $4.4 million 
o Supply chain - $2.4 million 
o Finance - $1.4 million 
o Clinical and other - $0.4 million 

For more information on integration benefits, please see section 11.

c) How are these services charged to CHH?

To the extent utilized by CHH, shared services would be charged on a cost basis, 
commensurate with a mutually agreed upon cost determination methodology. 
Specific methodologies will be determined for each service upon request and 
consideration is given as to whether additional resources must be added/acquired 
to service the needs of CHH. If additional resources are acquired this cost would be 
calculated into the cost calculation.

d) For your other community hospitals, how is overhead 
allocated to these facilities? How would that be handled for 
CHH in this case?

There would be no general system cost allocation for CHH under the minority 
investment proposal we have outlined, although the charge will include a modest 
overhead allocation for any shared serviced utilized by CHH.
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9. Access to Capital / Strategic Plan

a) CHH has certain strategic and on-going capital needs that 
are outlined in the CHH Diagnostic provided in the VDR. Please 
indicate up to what levels of capital funding your organization 
will be willing to commit to investing. Indicate the amount 
allocable for meeting on-going maintenance needs andr 
separately, for strategic purposes.

The investment we have proposed would be available for CHH routine and 
strategic capital needs, including but not limited to refurbishing the CHH ED 
and renovating and repurposing the service provided at the Winsted location.

As partners we would assist in evaluating a capital spending plan, and we 
would extend the benefits of business relationships we have in place as well 
as the extensive technology assessment capabilities we deploy throughout 
the System to assure the efficient and most effective use of capital.
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10. Your position with respect to the following issues

a) General Acute Care Community Hospital

i) The Strategic Partner should provide assurance that it will 
continue to operate these facilities as a general acute care 
community hospital per CHH's land deed restrictions.

The relationship we are proposing will not impact the organizational or 
governance structure currently in place at CHH. CHH's legacy will be secured, 
and it will remain as a general acute care hospital.

b) Community Benefit / Charity Care

i) Commitment that community benefit programs and charity 
care policies with financial metrics at least as favorable as 
those currently used at CHH facilities will be maintained. 
Provide evidence of your community benefit programs and 
expenditures and charity care policies.

CHH will retain authority relative to its charity care policies and to 
determinations as to the expenditure of community benefit programs.

As a long-standing non-profit organization with a long history of providing 
needed and essential services to the underserved in our communities, we 
share CHH's commitment to continue to serve its residents. In FY 2014, 
Hartford Healthcare and its member organizations provided $206 million in 
community benefit services.

In a manner similar to CHH, the scope of community benefits provided by 
HHC encompasses health-improvement services, professional education, 
clinical research, financial and in-kind contributions, as well as improving 
access to the uninsured and underinsured.

We see realizable opportunities to extend these activities into the CHH 
service area through current programs such as community-based diabetes, 
obesity, mental health, Alzheimer's/dementia and chronic disease treatment 
and educational programs to meaningfully reduce mortality, morbidity and 
prevent unnecessary readmissions to acute care facilities.
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c) Provide Continuing Employment

i) The Strategic Partner should provide a commitment not to 
terminate, except for cause, any existing employees for a 
period one year following the closing of the Affiliation, unless 
otherwise stipulated in an existing employment contract.

CHH would continue to employ all of its personnel and make all employment 
decisions.

In a supportive role, Hartford Healthcare has invested heavily in developing 
initial and on-going training and development to employees. CHH would have 
access to these resources as part of the shared service resources we will 
make available under the partnership. Everything we do in this regard is 
grounded in our four core values - Integrity, Caring, Excellence and Safety.

While the opportunities for learning and development are many at Hartford 
Healthcare, the following are provided to illustrate this commitment:

• New Employee Orientation - both at the member- and system-level, 
designed to provide new employees with comprehensive information 
about the organization and their role, and how each can make a 
difference in the patient experience.
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• HHC Staff Courses and Leadership Development Institute - designed for 
staff and leaders in order to deliver additional skills training and other 
tools to be effective contributors and successful in their roles.

• Physician Leadership Development Institute - designed for cohorts of 
physicians who, over a 10-month program, attend operational and 
personal leadership courses, gain access to dedicated mentors, and 
participate in action-learning projects.

• Systems Leaders Orientation - This is an opportunity for all system
leaders - new and veteran - to meet and hear the HHC system executives 
discuss the overall framework, purpose and objectives of the Hartford 
Healthcare system. Key session points include: the HHC mission, vision 
and values; culture; business imperatives; and system-wide functions.

• Hartford Healthcare Leadership Journey - a year-long intensive program 
of cohort-based retreats, paired coaching sessions and real-time feedback 
based upon 360 surveys to reinforce leadership expectations and further 
drive our commitment to promoting a culture of excellence and 
continuous improvement.

* Hartford 6'-
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We focus on attracting and recruiting individuals who demonstrate our 
organization's core values - Integrity, Caring, Safety, and Excellence. It is 
not just about what we do, but how we do it - and, in our opinion, our 
recruitment processes represent the very first steps in ensuring we have the 
right people in the right job at the right time and doing the right thing.

d) Restricted Gifts

i) The Strategic Partner will agree to honor the terms of ail 
gifts of property previously made to CHH.

These gifts and all philanthropic activities will remain with CHH.
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11. Based on a prior strategic affiliation experience with a specific community

HOSPITAL, PROVIDE EVIDENCE THAT AS A STRATEGIC PARTNER, YOU HAVE FULFILLED YOUR 
COMMITMENTS TO YOUR NEWLY AFFILIATED COMMUNITY HOSPITAL PARTNER.

Hartford Healthcare
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Hartford Healthcare has a proven track record of success in integrating and 
aligning high-quality healthcare organizations that share common values and 
operating philosophies.

Our recent successful affiliations demonstrate that Hartford Healthcare has 
assumed a national leadership role in identifying and implementing the 
organizational and operational changes necessary to enhance local community- 
based care.

Our approach is to fundamentally reinvent, redefine and redesign the way 
community-based organizations deliver and deploy clinical care along the entire 
spectrum of care. In doing so, we deliver tangible benefits to affiliated 
organizations derived from being part of a larger healthcare delivery system.

Recent System Collaboration

Hartford Healthcare has a track record of establishing successful partnerships 
with high-quality, community-based organizations including MidState Medical 
Center in Meriden, Windham Hospital in Willimantic, The Hospital of Central 
Connecticut in New Britain and Southington and most recently Backus Hospital 
in Norwich.

Through leadership and board restructuring, we have created three regions that 
include our acute-care facilities, with Hartford Hospital in the Hartford Region, 
MidState Medical Center and The Hospital of Central Connecticut in our Central 
Region and Windham and Backus hospitals in the East Region.

Premier Inc. has been our group purchasing organization for several years. Our 
relationship with Premier has given us great success in reducing cost and 
maintaining quality products through group purchasing. In addition, Premier 
offers industry-leading safety and quality tools, including Quality Advisor 
(powerful safety and efficiency of care reporting), Safety Surveillor (infection- 
control reporting) and QMR (CMS core measure reporting). Hartford Healthcare 
has exclusive access to these products in Connecticut.

Hartford *'■
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a. Centra! Region

As a direct result of its association with Hartford Healthcare, both
MidState Medical Center and The Hospital of Central Connecticut
have reaped many benefits, including the following:

• Access to Capital - In June, we officially opened the Hartford
Healthcare Cancer Institute at The Hospital of Central Connecticut, a 
$40-million, state-of-the-art facility. A $15-million project is underway 
to renovate The Hospital of Central Connecticut's Bradley Memorial 
campus and build a three-level Family Health Center on Queen Street 
in Southington.

• Integration savings - Since joining HHC in February 2011, The 
Hospital of Central Connecticut has seen an estimated savings in 
salary and wages, fringe benefits, purchased services and supplies of 
nearly $20 million annually.

• Tertiary Care/Transfer Center - Hartford Healthcare tertiary care 
access is structured to ensure that patients return to local practitioners 
for coordinated follow-up care, diagnostic and outpatient services. In 
addition, MidState will become the base for one of Hartford 
Healthcare's two LIFE STAR air-ambulance helicopters.

• Teaching/Education - Employees and physicians of both Central 
Region hospitals participate in nationally recognized teaching, 
continuing education and organizational development programs. Staff 
members have access to the Center for Education, Simulation and 
Innovation.

• Group Purchasing - Both MidState and The Hospital of Central 
Connecticut benefit from HHC's relationship with Premier. On 
integrating with HHC, The Hospital of Central Connecticut is saving 
more than $5 million annually in purchased services.

b. East Region

William W. Backus and Windham hospitals are part of Hartford 
Healthcare's East Region.

• Access to Capital - The East Region opened Family Health Centers in 
Ledyard and in Waterford this year and has begun work on a specialty 
care center in Plainfield. Centers opened in Willimantic and Storrs in
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2013. New offices were created for Wiilimantic Pediatrics and 
Connecticut Gastroenterology Associates adjacent to Windham 
Hospital.

• Integration Savings - Backus Hospital joined HHC in 2013 and saw 
more than $15 million in savings in FY14. Total cumulative savings 
through FY16 are expected to be more than $55 million.

• Tertiary Care/Transfer Center - Hartford Healthcare tertiary care 
access is structured to ensure that patients return to local practitioners 
for coordinated follow-up care, diagnostic and outpatient services. 
Backus has been a base for one of Hartford Healthcare's LIFE STAR 
air-ambulance helicopters.

■ Teaching/Education - The East Region has completed a Medical 
Staff Development Plan. Staff members have access to the Center for 
Education, Simulation and Innovation

■ Group Purchasing - East Region hospitals benefit from HHC's
relationship with Premier. Backus Hospital projects include Supply 
Chain savings of more than $10 million through FY 16.

c. Hebrew Healthcare - Clinical partnership

■ Integration savings - Hebrew Healthcare and HHC established a 
clinical partnership in 2014. First-year savings exceed $1.3 million.
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12. The detailed financial structure of your proposed Affiliation, including:

Hartford Healthcare
CHH Proposal

Page 52

We are proposing as the preferred approach a minority interest investment in CHH 
as described in detail above. The remaining questions in this section are not 
applicable to this type of relationship.

a) Confirmation of the CHH Facilities subject to the Affiliation 
(Included Assets);

b) The proposed capital contribution to be made by the 
respective parties if a joint venture partnership, or financial 
terms if another structure is proposed;

c) Assumed liabilities and assets (a balance sheet allocation 
form is attached to this Letter);

d) Guarantee of pension obligations and other liabilities;

e) Excluded assets and liabilities; and

f) Other post-closing financial commitments

£J
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13. CHH has built a significant endowment over its history. Please describe how 
the unrestricted and restricted funds of CHH will be treated and how this 
endowment will be protected.

All of these funds will remain in the control of CHH and subject to the policies and 
practices established by the CHH Board.
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14. If the Affiliation involves a joint venture partnership, please include the 
following:
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a) Ownership percentages for each party as of closing;

b) Management arrangement and related fees;

c) Reserve powers for each party; and

d) How future cash distributions and capital expenditures will 
be calculated and handled.

With respect to specific program and joint venture entities that may be 
developed as part of the comprehensive affiliation, we are flexible as to the 
structure, and we would be willing to assume minority positions as well as 
serve in a managerial role if such a structure is determined advantageous.

With regard to specific management fees, the arrangements would vary 
depending upon the nature of the joint venture, but would be consistent with 
generally accepted industry practices. We are open to including management 
arrangements that include incentive provisions tied to performance 
benchmarks.
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15. A DESCRIPTION OF THE FINANCIAL AND OPERATIONAL STRENGTH OF THE STRATEGIC
Partner, including:
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a) A description of the expected sources of financing, the anticipated 
time required to obtain such financing and any contingencies thereto.

b) Ability to fund routine (maintenance and upgrades) as well as 
strategic (major expansions, addition of services, market share 
expansion) capital expenditure requirements. Please provide 
evidence of capita! expenditures in currently owned facilities.

c) Financial statements:

i) Audited financial statements for the past three years.
ii) Interim period (year-to-date) financial statements.

Today, HHC is a $2.5 billion organization comprised of 14 healthcare 
organizations located in more than 80 communities throughout Connecticut.

HHC is a financially strong, A-rated organization (with respect to its debt) with 
the necessary capital, expertise, and financial strength to access and deploy the 
funds needed to implement our strategic plan and transform our organization 
into one capable of providing industry-leading population health management. 
We have more than sufficient internal capital to implement the proposal we have 
outlined. We have also designated up to $150 million to aid our transition to a 
population health management model of care and to support primary care 
capacity through FY 2019.

The HHC system includes well-established organizations that provide the full 
spectrum of care from world-class clinical research and comprehensive 
outpatient and ambulatory services to high-quality, long-term care centers. HHC 
annually provides more than 74,000 inpatient admissions, 283,000 primary care 
visits, and more than 300,000 emergency visits. The chart below shows HHC's 
market-leading strength.
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Hartford Healthcare 2014

Revenue $2.5 billion

Primary care visits 361,331

Psychiatric admissions 8,706

Emergency Department Visits 379,877

Acute-Care Inpatient discharges 83,869

Acute-Care Inpatient Days 423,093

Home care admissions 16,201

Medical residents and fellows 776

Please see Appendix A for a detailed description of HHC member 
organizations.

Attached we have included FY 2014 Audited Financial Statements and recently 
issued Fitch rating agency report.

jp
Hartfordfi'*
Healthcare
Connect to healthier.



Hartford Healthcare
CHH Proposal

Page 57

16. Discuss CHH's fit with your organization's other hospitals and assets.

a) What is the average and median size hospital in your system 
in terms of total net revenue and number of beds? Discuss any 
impact a significant variance between this average and the 
relative size of CHH may have.

A full detailed description of each of our affiliated organizations is attached.

b) Provide details concerning your other Connecticut 
operations.

Please see Appendix A.

c) What synergies do you envision between CHH and your other 
holdings?

There are numerous programmatic and service level synergies that have 
been described above in the clinical service area and in administrative 
operations through access to our extensive shared service functions. Beyond 
financial benefits, the realization of clinical "synergies" in the form of 
providing needed specialty access and coverage will provide enormous 
benefits to all the patients in community.

d) What mechanisms do you envision putting in place to 
facilitate transfer of patients from CHH to your other hospitals 
and/or other locations?

Our organizations have in place already a very robust and effective transfer 
program that enables many residents of Litchfield County to access tertiary 
and quaternary services. This program will continue and there will be 
opportunities for expansion.

e) Describe any other strategic alignments that you have in 
place or proposed that you believe would be beneficial to CHH— 
or impact CHH in any other way—and/or important to its 
decision making process.

This is discussed above.
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17. Please describe what new healthcare delivery models you have in place or

ARE PURSUING THAT WOULD BE BENEFICIAL TO CHH, AND WAYS IN WHICH CHH COULD 
AVAIL ITSELF OF ANY RELATED INVESTMENT OPPORTUNITIES THIS COULD INCLUDE ACO'S, 
CLINICAL INTEGRATION STRATEGIES, RISK VENTURES, POPULATION HEALTH MODELS OR 
OTHER PERTINENT ALIGNMENTS.
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Consistent with HHC's vision of the future and the imperative to effect change, HHC 
has positioned itself strategically to lead the transition to new ways of delivering 
healthcare and to new approaches to the financing of this care. As reflected in 
numerous sections in this document, HHC has made the significant financial 
investments to assure success in this new world.

In addition to financial commitments, we have constructed an integrated healthcare 
system that has organizations along the full spectrum of care that is second to 
none. With the formation of our integrated care organization, ICP, and the 
development of our employed medical groups development we have an 
infrastructure in place to lead and participate in all new forms of care delivery. We 
have taken a leadership role with insurers in Connecticut and crafted new types of 
value-based arrangements including ACO and tailored network programs. HHC 
currently participates in several ACOs that have various forms of risk-sharing 
arrangements.

Similarly, HHC is an active participant in existing Medicare demonstration payment 
programs. Due to its advanced physician alignment capabilities, we are able to 
implement new programs such are bundled payments and chronic disease 
management programs.
By way of example, we currently participate in a percent of premium at risk in a 
Health New England Medicare Advantage contract and are considering a second MA 
risk product in 2016. HHC is also in upside shared-savings contracts with 4 
commercial and 2 MA plans and participates in the government's MSSP programs.
As an affiliate, consistent with legal requirements, CHH will have access to these 
types of value-based arrangements and can utilize the technology and resources we 
have developed to successfully participate in these new arrangements.
Over time, HHC plans to transition to risk-bearing contracts as HHC and its 
providers demonstrate the necessary capabilities to bear risk and we plan to 
increase our risk-bearing through MA and exchange contracts in the near future.
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18. CHH IS LOOKING TO OFFSET MARKET ENTRY FROM OUTSIDE COMPETITORS AND PROVIDE 
A WELL-ARTICULATED AND STRUCTURED CONTINUUM OF CARE. CHH DESIRES TO IMPROVE 
THE PATIENT EXPERIENCE IN CARE TRANSITIONS AND IN MANAGING HEALTH SERVICES FOR 
THOSE FACING CHRONIC CONDITIONS. PLEASE DESCRIBE YOUR ORGANIZATION'S 
CAPABILITIES AND PLANS TO HELP BUILD OUT STRONG AND COMPREHENSIVE COORDINATION 
OF CARE ACROSS THE ENTIRE HEALTHCARE CONTINUUM.

Hartford Healthcare has the most extensive array of continuum of care services in 
the state. This capability has enabled the development of innovative and unequaled 
community-based wellness and care coordination models. This full complement of 
services, that as an HHC affiliate CHH will have access to, will certainly meet 
demonstrated clinical needs and provide an unparalleled scope and level of service 
to the residents of CHH's service area. In this important aspect of providing care, 
we will together lead the way in providing high-quality and cost-effective services to 
all patients - from newborns to the growing geriatric population.
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19. A LIST OF ANY NECESSARY REGULATORY, CORPORATE OR OTHER APPROVALS REQUIRED 
TO CONSUMMATE A AFFILIATION, ALONG WITH A STATEMENT INDICATING YOUR ABILITY TO 
SECURE SUCH APPROVALS IN A TIMELY MANNER.
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a) Describe any federal or state limitations that might prohibit 
the Strategic Partner from entering into an arrangement with 
CHH.

The structure we have proposed for the affiliation with CHH will not, in our 
opinion, require extensive regulatory reviews or approvals. We do not believe 
the affiliation, the minority investment relationship or the formation of certain 
joint venture(s) will require a formal Certificate of Need.

To the extent any regulatory approvals are in fact required, Hartford Healthcare 
has recent experience in seeking and obtaining required transactional 
regulatory approvals. Hartford Healthcare has an experienced and 
knowledgeable professional team that is highly regarded by both federal and 
state regulatory agencies and adept at completing transactions of this type.

b) Describe any other transactions or affiliation that your 
system is pursuing that may affect timing in terms of an 
affiliation with CHH.

Other Affiliations: NONE that will affect an affiliation with CHH.

Timing: Hartford Healthcare is able to conduct due diligence, negotiate an 
affiliation agreement and consummate the proposed affiliation within 60-90 
days from the execution of a letter of intent, subject of course to Board 
approval and receipt of any required regulatory approval.

If desired, we are able to complete the transaction in even a shorter time 
period to meet CHH's needs. Hartford Healthcare will designate an experienced 
team and will devote all necessary resources to closely coordinate with CHH in 
order to secure all necessary approvals. We do not anticipate difficulties in 
obtaining the necessary regulatory approvals.
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20. Your acknowledgement that neither CHH or Ponder will be liable to you for

ANY DAMAGES OR EXPENSES OF ANY KIND OR TYPE, UNLESS YOU ARE THE SUCCESSFUL
Strategic Partner and then, only to the extent set forth in the definitive 
AGREEMENT BETWEEN CHH AND THE STRATEGIC PARTNER.

This statement reflects our understanding, and we would not expect CHH to incur 
any expenses unless we are selected as their Strategic Partner, and then we would 
discuss ways to minimize any third party expenses under the structure we have 
proposed.
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21. Your acknowledgement that the deed of the hospital and grounds clearly

STATES THAT THE GRANTEE OR CORPORATION OF THE LAND EXISTS FOR THE PURPOSE OF 
"...MAINTAINING AND CARRYING ON A GENERAL HOSPITAL." FURTHER, YOUR 

ACKNOWLEDGMENT THAT THE DEED STATES THAT IF SAID GRANTEE OR CORPORATION SHOULD 
ATTEMPT TO SELL AND CONVEY THE LAND UPON WHICH THE HOSPITAL IS BUILT, THE ASSET 
"...SHALL THEREUPON CEASE AND THEREUPON PASS TO AND VEST IN THE ...SAID TOWN OF

Torrington, never to be sold or leased by it, but to be used forever as a public 
park." Finally, your acknowledgement that this reversion clause must be

HONORED AND ACCOUNTED FOR, TO THE EXTENT NECESSARY, IN THE DEVELOPMENT AND 
EXECUTION OF A DEFINITIVE AGREEMENT BETWEEN CHH AND A STRATEGIC PARTNER.
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We understand the restrictions in this deed. The deed restrictions will be adhered to 
under the investment partnership we have proposed.
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Appendix A: HHC Fact Sheet - 1

Hartford Healthcare Hartford *'■
Facts&Figures HealthCare
Hartford HealthCare is Connecticut's only truly integrated health care system. With more than 18,000 
employees and $2.5 billion in net revenue, the system offers the full continuum of care with five acute-care 
hospitals, the state’s oldest air-ambulance service, behavioral health and rehabilitation services, a large 
physician group and clinical integration organization, skilled-nursing and visiting-nurse services, a laboratory 
system that spans the state, and a number of services for seniors, including senior-living facilities.

2014 Accomplishments

• Launched the Hartford HealthCare Cancer Institute, bringing 
together all live HHC hospital-based cancer centers. The Institute 
is the charter member of the Memorial Sloan Kettering (MSK)
Cancer Alliance, established to bring world-class care, clinical 
research and clinical trials to local communities.

• Created a virtual Women’s GI Health Center with a 
multidisciplinary all-female team from across HHC organizations.

• Opened the HHC Southington Ambulatory Surgery Center on the 
Bradley Memorial campus of The Hospital of Central Connecticut 
to increase access to full-service, comprehensive orthopedic care.

• Continued implementation of the EPIC electronic health record 
system to enhance delivery of seamless and safer patient care.

• Launched ImageConnect, a robust cloud-based imaging system to 
facilitate sharing of patient information among caregivers.

• Continued training of staff in high-reliability methodologies to ensure the highest level of safety 
for patients and staff.

• Formed strategic partnership with Hebrew HealthCare to improve access to resources, services 
and programs throughout both systems.

• Formed a clinical affiliation with CVS Caremark to enhance seamless patient care through the 
sharing of information on shared-patient medications and visits to CVS MinuteClinics.

• The System Support Office (SSO) was established, bringing together 1,200 employees from 
functional support services to leverage economies of scale, reduce duplication, create efficiencies, 
promote consistent adherence to best practices and foster collaboration. The SSO includes a 
unique payroll, benefits plan, performance-management system, service recognition programs, 
and common policies and practices.

Hartford HealthCare
One State Street, Suite 19 
Hartford, CT 06103 
860.263.4100

Employees: 18,277 
Acute-Care Inpatient Discharges:

83,869
Acute-Care Inpatient Days: 423,093 
Emergency Department Visits:

379,877
Towns in HHC Service Area: 101 
Operating revenue: $2.5 billion 
Community Benefit (FY13):

$206 million ill
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Appendix A: HHC Fact Sheet - 2

ACUTE CARE HOSPITALS

Backus Hospital^'*

326 Washington St.
Norwich, CT 06360
860.889.8331
Backushospital.org

Licensed bed capacity: 233 
Discharges: 10,690 
Patient Days: 48,840 
ED Visits: 78,481 
Births: 896
Inpatient Surgeries: 2,532 
Ambulatory Surgeries: 6,363 
Employees: 1,762 
Physicians on Staff: 337 
Volunteers: 471
Operating revenue: $301.1 million 
Community Benefit (FY13):

$26 million

The Backus Health System includes 
The William W Backus Hospital 
in Norwich; health centers in 
Montville, Colchester, Ledyard, 
Norwich and North Stonington; 
the Backus Outpatient Care Center 
in Norwich; the Plainfield Backus 
Emergency Care Center, which is a 
new stand-alone ED and outpatient 
center; Backus Home Health Care; 
and Backus Physician Sendees. 
Backus has the only trauma center 
in Windham and New London 
Counties and is home to one of 
Hartford Hospital’s LIFE STAR 
helicopters.

Hartford
Hospital
80 Seymour St.
Hartford, CT 06106
860.545.5000
hartfordhospital.org

Licensed bed capacity: 867 
Discharges: 42,751 
Patient Days: 233,172 
ED Visits: 103,389 
Births: 3,850
Inpatient Surgeries: 12,582 
Ambulatory Surgeries: 29,435 
Employees: 5,156 
Physicians on Staff: 1,395 
Volunteers: 1,178 
Residents/Fellows: 630 
Operating revenue: $1.1 billion 
Community Benefit (FY13):

$118.5 million

Hartford Hospital is home to the 
Center for Education, Simulation 
and Innovation (CESI), one of the 
most-advanced medical simulation 
training centers in the world. 
Medical providers from across the 
world have trained at CESI, the 
Northeast's largest robotic surgery 
center.

The Hospitals%m 
of Central Connecticut
New Britain General campus:
100 Grand St.
New Britain, CT 06050 
860.224.5011

Bradley Memorial campus:
81 Meriden Ave.
Southington, CT 06489
860.276.5000
thocc.org

Licensed bed capacity: 446 
Discharges: 15,642 
Patient Days: 69,265 
ED Visits: 105,304 
Births: 1,611
Inpatient Surgeries: 3,247 
Ambulatory Surgeries: 7,043 
Employees: 2,467 
Physicians on Staff: 359

Volunteers: 403 
Residents/Fellows: 146 
Operating revenue: $374 million 
Community Benefit (FY13):

$28.1 million

MidStatet%m 
Medical Center
435 Lewis Ave.
Meriden, CT 06451
203.694.8200
midstatemedical.org

Licensed bed capacity: 156 
Discharges: 9,284 
Patient Days: 39,492 
ED Visits: 58,613 
Births: 929
Inpatient Surgeries: 2,336 
Ambulatory Surgeries: 6,023 
Employees: 960 
Physicians on Staff: 275 
Volunteers: 245
Operating revenue: $235.2 million 
Community Benefit (FY13):

$15.7 million

Windham*'*
Hospital

112 Mansfield Ave. 
Willimantic, CT 06226 
860.456.9116 
v/indhamhospital.org

Licensed bed capacity: 144 
Discharges: 3,467 
Patient Days: 13,387 
ED Visits: 34,090 
Births: 393
Inpatient Surgeries: 939 
Ambulatory Surgeries: 2,635 
Employees: 544 
Physicians on Staff: 124 
Volunteers: 247
Operating revenue: $83 million 
Community Benefit (FY13):

$11.7 million
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Appendix A: HHC Fact Sheet - 3

BEHAVIORAL HEALTH

Institute '■ 
of Living
A Division of Hartford Hospital

200 Retreat Ave.
Hartford, CT 06106 
860.545.7000
harthosp.org/InstituteOfliving

Inpatient Discharges: 4,280 
PHP/IOP Days: 34,736 
Outpatient Visits: 14,819 
Employees: 800+

The Institute of Living was the first 
hospital of any kind in Connecticut. 
Now a division of Hartford 
Hospital, it provides a wide range of 
comprehensive behavioral health 
services.

Natchaug *'■
Hospital
189 Storrs Road 
Mansfield Center, CT 06250 
860.456.1311 or 1.800.426.7792 
natchaug.org

Inpatient Days: 18,937 
PHP/IOP Days: 59,049 
School Days: 34,882 
Employees: 470 
Volunteers: 10
Operating revenue: $48.8 million 
Community Benefit (FY13):

$5.7 million
Natchaug offers inpatient and 
outpatient behavioral health and 
chemical dependency services for 
children and adults.

Rushford
883 Paddock Ave. 
Meriden, CT 06450 
800.542.4791 
rushford.org

Residential Days: 34,945

Outpatient Visits: 70,312 
Employees: 322 
Volunteers: 15 
Residents/Fellows: 1 
Operating revenue: $29.5 million

Rushford offers treatment of 
addiction in adults and adolescents, 
as well as drug prevention and 
youth development.

Inpatient behavioral health and psychiatric 
services are also provided at The Hospital 
of Central Connecticut New Britain General 
campus.

PHYSICIAN ORGANIZATIONS

Hartford Healthcare *'■ 
Medical Group
1290 Silas Deane Highway 
Wethersfield, CT 06109 
860.545.7188
hartfordhealthcaremedicalgroup.org

Offices: 63
Physicians: 194
Mid-level providers: 63
New primary care patients: 35,665
Visits: 331,150
Operating revenue: $109.7 million

Provider of primary care, surgical 
care, urgent care and specialty 
medicine.

Integrated 
Care Partners
1290 Silas Deane Highway 
Wethersfield, CT 06109 
860.263.3540

Founded in 2013 with a mission of 
becoming a clinically integrated, 
physician-run organization 
delivering value-based population 
health, Integrated Care Partners 
(ICP) brings together community 
private-practice and Hartford 
Healthcare (HHC) employed 
physicians. ICP includes more 
than 2,000 provider members, 
with 240 primary care physicians
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and is a recognized leader in 
Connecticut in working to manage 
population health. This includes 
meeting quality metrics related 
to coordinating care and keeping 
patients healthy, to improve their 
quality of life and the overall well
being of our communities and to 
reduce the cost of care,

POST-ACUTE SERVICES

Clinical
Laboratory
Partners

129 Patricia M. Genova Drive 
Newington, CT 06111 
800.286.9800 
clpct.com

Patients Served: 1,593,149 
Employees: 773 
Patient Service Centers: 60 
Operating revenue: $104.6 million

Clinical Laboratory Partners 
provides lab services throughout 
Connecticut.

Hartford Healthcare 
at Home
1290 Silas Deane Highway 
Wethersfield, CT 06109 
860.249.4862 
hhc@home.org

hhcathome.org 
Total Admissions: 16,209 
Employees: 827 
Volunteers: 63 
Branch Offices: 7
Operating revenue: $73.6 million

Hartford Healthcare at Home is a 
not-for-profit home care agency, 
which includes the former VNA 
Healthcare, VNA East and Backus 
Home Healthcare, It specializes in 
home nursing and hospice services 
as well as non-medical services 
through Independence at Home.
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Appendix A: HHc Fact Sheet - 4

REHABILITATION

Hartford Healthcarefi'* 
Rehabilitation Network
181 Patrida M. Genova Drive 
Newington, CT 06111 
860.696.2500
hartfordhealthcara.oigAehabilitation

Patient Care Visits in Network:
753,498 

Employees: 464
Operating revenue: $18.6 million

The HHC Rehabilitation Network 
provides physical rehabilitation 
services, including physical therapy, 
occupational therapy, speech 
and language therapy, pathology 
and athletic training across the 
continuum and in community 
settings.

SENIOR SERVICES

nHartford Healthcare '* 
Senior Services
45 Meriden Ave.
Southington, CT 06489
860.378.1225
ct3eniorcaie.org

Skilled Nursing Beds: 280 
Apartments: 278 
Employees: 748 
Volunteers: 40
Operating revenue: $28.8 million

Indudes: Connecticut Center for 
Healthy Aging - Senior Resource/ 
Assessment Center; The Orchards 
at Southington - Independent 
and Assisted Living; Arbor Rose at 
Jerome Home - Independent and 
Assisted Living, Memory Care; 
Mulberry Gardens of Southington - 
Assisted Living, Memory Care, 
Adult Day Center; Marian Heights 
Adult Day Center - Medical 
Model Adult Day Program; Jerome 
Home - Skilled Nursing, Residential 
Care Home; Southington Care 
Center - Skilled Nursing.Nursing.

c*Cedar Mountain '■ 
Commons
3 John H, Stewart Drive 
Newington, CT 06111 
1.877.649.6285
cedarmountaincommons.org

Independent and Assisted-LMng 
Apartments: 78 

Employees: 58 
Volunteers: 3

Owned by Hartford Hospital and 
Jefferson House, Cedar Mountain 
Commons is one of the few 
hospital-supported senior-living 
communities in Connecticut.

£ 7
Jefferson House '*
1 John H. Stewart Drive 
Newington, CT 06111 
860.667.4453 
j effersonhouse.org

Skilled Nursing Beds: 104 
Employees: 178 
Volunteers: 40

A department of Hartford Hospital, 
Jefferson House is a skilled-nursing 
facility offering a full range of 
services.

5Hartford fi'"
Healthcare
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M Hebrew 
w Healthcare

A Hartford Healthcare Clinical Partner

1 Abrahms Boulevard 
West Hartford, CT 06117 
860-523-3800 
hebrev/heal thcare.org

Skilled Nursing Beds: 187 
Acute hospital beds: 45 
Apartment units: 108 
Employees: 705 
Volunteers: 300

Hebrew Healthcare provides a 
full range of geriatric services. It 
includes a skilled nursing facility' 
providing long-term, rehabilitation 
and dementia care; acute care 
hospital for geriatric medical 
and behavioral health care; 
home healthcare and companion 
services; hospice services; Hoffinan 
Summerwood assisted living 
community; dementia care services; 
outpatient primary care and 
rehabilitation; adult day care, 
geriatric consultations.
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Appendix B: HHC Senior Care Services

Southington Care Center

45 Meriden Avenue, Southington CT 06489

Southington Care Center is a skilled nursing home specializing in short-term 
rehabilitation. This facility opened in 1990 and is located on The Hospital of 
Central Connecticut's Bradley campus. Southington Care Center is an owned 
Hartford Healthcare community under Hartford Healthcare Senior Services.

At a glance:

• Annual Revenue $17,903,134
• 320 Employees (207 FTEs)
• 130 Beds
• Rehab gym includes a therapeutic aqua therapy pool
• Inpatient Short-Term Rehabilitation
• Long Term Nursing Care
• Outpatient Rehabilitation
• End of Life Care
• Good Life Fitness and Wellness Programs

The Orchards at Southington 
34 Hobart Street, Southington CT 06489

The Orchards at Southington is a 90 apartment residential community for seniors 
offering independent and assisted living built in 1998. The Orchards is an owned 
Hartford Healthcare community under Hartford Healthcare Senior Services.

At a glance:

• Annual Revenue $4,885,509
• 58 Employees (40 FTEs)
• 90 Apartments
• Independent Living
• Assisted Living
• Studio, One Bedroom, and Two Bedroom Apartments
• Good Life Fitness and Wellness Programs

Hartford t'm
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Mulberry Gardens of Southington 
58 Mulberry Street, Plantsville CT 06479

Mulberry Gardens of Southington is an assisted-living community featuring 
Harmony Place, a secured environment dedicated to residents with Alzheimer's and 
other memory related disorders. Mulberry Gardens is an owned Hartford Healthcare 
community under Hartford Healthcare Senior Services.

At a glance:

• Annual Revenue $6,795,895
• 123 employees (80 FTE's)
• 94 apartments
• Assisted Living
• Two secured areas for Alzheimer's and Dementia residents
• Studio and One Bedroom Apartments
• All Staff trained and certified by the Alzheimer's Foundation of America
• Good Life Fitness and Wellness Programs

Mulberry Gardens 
Adult Day Care Centers

Mulberry Gardens, Plantsville, CT 
Marian Heights, New Britain, CT

At a glance:

• Mulberry Gardens hosts up to 30 clients per day 7 days 
a week

• Marian Heights hosts up to 40 clients a day and is open 7 days a week
• Extended days and hours of operation
• Transportation, exercise program, out-trips
• Medical model includes bathing and medication assistance
• Accepts CT Home Care Program for the elderly members
• All staff trained and certified by the Alzheimer's Foundation of America
• Alzheimer's Support group with free care during group

Jerome Home

975 Corbin Avenue, New Britain CT 06052

Jerome home is a not- for- profit nursing home on a 5.5-acre campus. Established 
in 1932, Jerome Home has earned the reputation as a premier provider of nursing 
care and services to seniors. Jerome Home is a Hartford Healthcare Senior Services 
managed community.

£s
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At a glance:

• Annual Revenue $12,073,781
• 208 employees (136 FTE's)
• 92 private rooms and 14 semi-private rooms
• 26 Residential Care Beds and 94 Skilled Beds
• Long Term Skilled Nursing Care
• Inpatient Short-term Rehabilitation
• Outpatient Rehabilitation
• End of Life Care
• Goodlife Fitness and Wellness Programs

Arbor Rose at Jerome Home

975 Corbin Avenue, New Britain CT 06052

Arbor Rose is located on the campus of Jerome Home and was built in 2008. Arbor 
Rose offers independent, assisted, and memory care apartment living. Arbor Rose 
is a Hartford Healthcare Senior Services managed community.

At a glance:

• Annual Revenue $3,809,737
• 57 employees (39.35 FTE's)
• 67 Apartments
• Independent Living
• Assisted Living
• Secured Memory Care
• Studio, One Bedroom, and Two Bedroom Apartments
• Good Life Fitness programs and Social Activities

Jefferson House

1 John H. Stewart Drive, Newington, CT 06111

Jefferson House has been providing excellent long-term care and rehabilitation 
services to seniors in the greater Hartford area for more than 100 years. Jefferson 
House is a Department of Hartford Hospital under Hartford Healthcare Senior 
Services.

At a glance:

• Annual Revenue $12,701,147
• 192 Employees (109 FTE's)

7Hartford*'*
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• 104 Skilled Nursing Beds
• 80 Private Rooms and 12 Semi-Private Rooms
• Long Term Skilled Nursing Care
• Inpatient Short-term Rehabilitation
• Outpatient Rehabilitation
• Dementia Care

Cedar Mountain Commons 
3 John H Stewart Dr., Newington, CT 06111

Built in 2001 Cedar Mountain Commons is a residential independent and assisted 
living community on the campus of Jefferson House. Cedar Mountain Commons is 
owned by Hartford Hospital and Jefferson House and is one of the few hospital- 
supported senior living communities in Connecticut.

At a glance:

• Annual Revenue $4,194,283
• 62 Employees (35.3 FTE's)
• 78 Apartments
• Assisted Living
• Studio, One Bedroom, and Two Bedroom Apartments
• Outdoor Walking Paths and Courtyard
• Good Life Fitness

The Connecticut Centers for Healthy Aging
The Hospital of Central Connecticut 
Bradley Memorial, Southington CT 
New Britain Campus, New Britain CT 
Midstate Campus, Meriden CT •

• In-home Resource Assessments
• Resources
• Case Management
• Community Educational and Wellness programs
• Assistance with referrals to programs and services
• Three locations - New Britain, Southington, Meriden

Hartford fi'J'
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Appendix C: Integration Savings

Hartford Healthcare
Summary: Financial Savings for HHC and Backus Affiliation

(Projected)

CUMMULATIVE Fiscal Year 14 Fiscal Year 15 Fiscal Year 16 Total
Administrative $4,088,498 $6,602,581 $6,602,581 $17,293,660

Clinical Integration $0 $351,000 $445,000 $796,000

Clinical $179,782 $309,621 $309,621 $799,024

Finance $8,009,000 $7,309,000 $7,309,000 $22,627,000

Human Resources $739,802 $986,402 $986,402 $2,712,606

Information Technology $0 $0> $0 $0

Supply Chain $2,532,088 $3,871,374 $3,871,374 $10,274,836

Other Operations $201,291 $251,450 $251,450 $704,191
Total Savings $15,750,460 $19,681,428 $19,775,428 $55,207,316
Target Savings $11,039,000 $15,036,000 $19,059,000 $45,134,000
Variance from Taraet $4,711,460 $4,645,428 $716,428 $10,073,316
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DOH Physician Specify
Hospital
AWallon FeflouvsNp Residency

Medkal
School

8/1/1<   \%*euler Surgery MMC/HH/
HoCC

Hartford Hosptal/Umversity 0/ Connecticul/
V« seder Surgery

Mamomdes Meical Center (NY) St. Gecrge's UniverMy Schod of
Medcne (Grenada/West Indes)

M/M  Critical Cere. Trauma 8
Acute Care Surgery

HH
Surgical CiUcal Care/Acule Care Surgery

SUW Downstale Cdlege of
Medcine

Mount anal Schod of Medone (NY)

  Plastic Surgery HoCC Emory Univetsity; Unlvarsity of
Connect cut School of tAedcine

SUMY Upstate Medcal University

9/1/14 Critical C*re. Trauma &
Acute Care Surgery

HH 2 Adams Coedcy Shock Trauma Center,
UrWvervtyof Maryland Me deal Center/
Trauma Surgery/Surgcal Critical Care

Temple Untversly Hospifal;
Montelae Me deal Center

Albert Eemstein Cofege of Medicine of
Ye*hna Lfonersrty

9/1/14  Neurosurgery HHMMC Hew England Baf4rst HospitaV
Spine Surgery/Neurosurgery

University ol PennsyMarva Hew Ycrk University

9/22/14 Medical DuectoryOermalology HH Henry Fcrd Hospdal (Detrort) University of Connecticut
School at Medcine

10/1/14  Cairtctogy/EaU Region Backus/
Windham

Saint Wncent Hosptal (Worcester, MAI
Cerdkvatcular Med cine

Saint Vncent Hospital
(Worcester, MA)

Cabo Unrver s4 y (Egypt)

1/11/15 Meurdogy/East Region
Perl Time 2 HrvWl HoCC

St MncenCsMEdcal Center
(BrWgeporl, CT)

Georgetown Hospital

Georgetown Medcal School

1/11/15 Neurology/East Regicn
Per Diem HoCC

University of Arizona Health Science
Center (Tucson. A2)

Dent Neurologic Insttule,
MWord Fillmore Hosp (Buffalo. NY)

CETEC Untvertfy
(Dominican Republic)

2/1/15 Thames Urdopy LtM Mayo Clinic (Rocheser, MN)
Med Untv of South Car ora

St Lous University School ot Medkine

2/1/15 Thame* Urdogy HM Tutene Urvvefsity School of Medkme St Barns hies Me deal Center
(LMngston. NJ)
Tutane Unlversrty School ot Medkme

Autonomous Umversayof Goadatajara 
iGuadaiatara. Mexico), j

2/1/15 Thame* Urdogy L»M Naval Hospital (Oakland. CA) The Unformed Services University of the
Health Science* (Belhesda, MO)

2/21/15  Cardldogy/East Reg on Backus/
vMndham

Themes Jefftr son Udv Hospdal/Carddogy
Waterbury Hospdal Hearth Center/Ca ufology

Thomas Jeflctscn Unlv Hospdal Jeffervcn Medical Cdlege

7/20/15 Carddogy/Ead Regton Backus/
Windham

University of Connecticut
School of Med ere

U never s4y of Cmnecbcut
School of Madcine

Maul ana Azad Medical Cdlege. University
of Delhi (New DdN. India)

8/1/15 Cardwasculer Surgery Hartford
St Mary's

1 Cedars Sin*. Modosi Cenlet
- Vascular Surgery

UiMversdy of Cormec&cul |Aga Khan Udveray Medical Ccfiega

8/10/15  Urdogic Surgery/Hartford Regicn Hartford University of Toronto/Mount Sinai Hospital
Male Reprodudhe Medicine

Geisinger Medical Center
(Danviile, PA)

University of Pennsylvania
School of Medicine

8/17/15  Urdogic Surgery/Central Region MMC New York Medical College
fWhalla, NY)

SUNY Upstate Medical University
(Syracuse, NY)

8/31/15 Neurdogy
Director of HHC Heedsche Program

HH
MUC/HoCC

Albert Einstein College ol Medicine
- Headache/Facial Pain Program;

Richard Lipton, Seymour Solomon,
Marceto Bigal Montefiore Headache Unll

Albert Einstein College of Medicine
- Neurology

Mamimonides Hospital
- Internal Medicine

SUNY Health Science Center
(Syracuse. NY)

8/31/15  Urdogic Surgery
Medical DirectorAJrcJsjy Research

HH University of Connecticut
School of Medicine, Urology

New Britain General Hospital, General Surgery

Autonomous University of Madrid
School of Medicine (Spain)

Brandels University

9/1/15 Breast Surgery/
Hartford Hosp & Middlesez Hosp

Hartford
Middlesex

Betti Israel Medical Center/St Luke's Roosevell
Breast Surgery

Stamford HospACdumbia Univ Ross University School of Medicine

10/1/15  Thoracic Surgery
Hartfcrd Hosp & Middlesex Hosp

Hartfofd
Mddesex

Yale SOM (Research Fellow)
Gecrga Washington Uiw (Cardiothoraao Fallow)
Cleveland Clinic FctndaSon (Gen Thoracic Felow)
University of Pittshurgh (Foragut Sugary Fellow)

St Mary's Hospital
(Waterbury, CT)

Medical Cdlege of VA(VCU)

£ J
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Appendix D: HHC Medical Group Physician Recruitment 
20014-15 - Primary Care

DOH Ptryildan Specially
HotpMal
Aft»j(lon OfUce Location FellovAMp Residency

Made at
School Under gradual* School

10/1/14 Endocrinology HH Enfteid Baydate Medcel Cent**/
Endocrinology

Ur»vtts*y of ComecScut
Schod of Medcine

American Unhersty of the
Caribbean (Coral Get4es. FI)

Untveesay of Herttord

1/1W1S O Intern el Medtane HoCC Bthlol Univeesity of Connecticut
Schod cf Medcine

Uni/ of New England Cdlege
of Ostekpntlec Med ere

Union CoHeg*
Hart! Schod of Music/

Urtverirty of Hertlced

1/1W1S Inlerrtl Medicne HoCC New Brtah University of Te*es
Medlcel Branch

University of Tetas
Medcel Branch

University of Texes
el Austin

1/19/15 inlemel MedKne HH Fomwglon a Mary’s Hone el Ross University
School of Medcine

Menhaden Cortege

5/4/15  Merrel Met&^ie HH .VtIhwtMd Hadkrd Hoiftlal
Cerddogy

SFasB HeyesArmyConvnuntty 
Hos(*tel (FI Od. CA) Fendy Predice

Medcel Cdege d Pennsytvenia 
(FMedetfble)

UrSvtrsay of Bit sburgh

7/1 VIS kdetrel Medicine
Sports Medcine

HH Ayon 44 Move Sculheeilon Utvv of
Ostecpethrc Medcme/SM

University of Ccnoeckcul
Schod of Medcine/HH

Move Soulheesicm Univof
OilectwtMc Medcre.’DO

Lefnyehe Cdlege

9/1/15 Inlemal Medidne HH BlocrrieW New England Deaconess Hospital Unlver say of Miami
School of Meddne

Unrvrfsay of Penns/vana

9/8/15 r etnly Medkioe HH l//elli«l*e« Henry Ford Hospital American Un/vees*y of Anbgua 
Ccfege of Medcine (Antgua. Vh

Central Conn* c* cut
State Umversay

9/14/15  (ntefnel Medtcne HH Sojlh MW//ed Hetlksd Mercy Calhohe Medcel Center 
(Philadelphia, PA)

Ziauddn Medcel Untws4y 
(Karachi. Pakistan) MB8S

10/1/15 Oi/AHS EeV Rcpon
inlemel Medtane

Dey Mmbell
Wnttiem

Ptenleid lieveraf Nivel Medcel Center Dartmouth Me deal Schod Hdy Crons Cdlege

10/5/15  Fetnly Medone HH y*lhe»i«eld Oconc Bay Medcel Center
iRrverheed NY|

MY College of Osecpethk; Medcine
(OtdWesttury.NY)

Geer gei own University

11/1/15 Memel MeiScne
Medkel Otfdcr/

Ccntrol Region

HoCC
MMC

Sodtiinjyon Mounl Sr el Me deal Center (N/C )Hen> 
Nephrdogy

1t| Uotvervty of Wsconstn
Medkcel School

Wiser Cdlege

7/15/16 Fentty Metlcine HH Wextior West Suburban Medcd Cenlet
(Oak Parte, IL)

Mnweslern UnherWIy
Che ago Cetege d OtWeodhi U*«<ne

Unhersay of MKhlgen
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Appendix E: Awards and Recognitions - 2015

Hartford Healthcare (HHC^ System

Together, HHC hospitals achieved 94 percent hand-hygiene compliance as of the 
end of June 2015, a national best-practice level.

HHC cited by the Centers for Disease Control and Prevention as an example of 
excellence in preparations and training for managing Ebola patients.

The Hartford Healthcare Cancer Institute at Hartford Hospital and The Hospital of 
Central Connecticut were recognized with Outstanding Achievement Awards by the 
American College of Surgeons Commission on Cancer.

East Region

vViiiiam W. Backus Hospital

First hospital in Eastern Connecticut to offer MAKOplasty®, a new surgical, 
minimally invasive technology specific to orthopedics, to improve patient outcomes 
in knee and hip surgeries.

Named a 2014/2015 Consumer Choice Award winner by the National Research 
Corporation, an award recognizing hospitals across the country that consumers 
choose as having the highest quality and image.

Named a Top Performer on Key Quality Measures by the Joint Commission, which 
recognized the hospital's "commitment to assuring that evidence-based 
interventions are delivered in the right way and at the right time." Backus 
recognized for achieving key quality measures for heart attack, heart failure, 
pneumonia, and surgical care.

Breast Center earned full three-year reaccreditation from the National Accreditation 
Program for Breast Centers with the surveyor also selecting the program as a "Best 
Practice Repository," establishing Backus as a national leader in breast care.

Health centers in Colchester, Montville, North Stonington, Norwichtown and 
Waterford received top scores from the National Committee for Quality Assurance. 
The centers received Level 3 Patient-Centered Medical Home recognition, the 
highest recognition given for primary care practices.

One of only three hospitals in the New York Metro area to be honored with the 
Northeast Business Group on Health Leapfrog Hospital Award for "dedication and 
commitment to improving patient safety and quality" and received an "A" hospital 
safety score.

5Hartford S'-
Healthcare
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For the fifth straight year, Backus recognized as one of the most technologically 
advanced hospitals in the nation with a "Most Wired" award by Hospitals and Health 
Networks, a publication of the American Hospital Association.

Windham Hospital
Cancer Program received full accreditation from the American College of Surgeons 
Commission on Cancer.

Central Region

Diabetes Self-Management Education Programs at MidState and The Hospital of 
Central Connecticut were recertified by the American Diabetes Association.

MidState Medical Center
Hartford Healthcare Cancer Institute at MidState Medical Center was reaccredited 
by American College of Surgeons Commission on Cancer.

Advanced Wound Care & Hyperbaric Medicine team received the 2014 Excellence in 
the Workplace Award from the Connecticut Nurses Association for creating a work 
environment promoting professional autonomy and quality nursing practices.

Advanced Wound Care & Hyperbaric Medicine earned the Center of Distinction 
Award from Healogics Inc., the nation's largest provider of advanced wound care 
services. Eligible centers must achieve a minimum wound healing rate of at least 91 
percent for 12 consecutive months and maintain a patient satisfaction score of 
higher than 92 percent. MidState surpassed the criteria, maintaining a 93.2 patient 
satisfaction score and 92.6 percent healing rate.

Radiology Services was designated a Lung Screening Cancer Center by the 
American College of Radiology.

Acknowledged by LifeChoice Donor Services for achieving bronze-level recognition 
with the U.S. Health Resources and Services Administration for organ, eye and 
tissue donation and registration efforts.

Earned the Joint Commission's Gold Seal of Approval for the Knee and Hip 
Replacement Program, meeting national standards for healthcare quality and safety 
in disease-specific care.

The Hospital of Central Connecticut

The Hartford Healthcare Cancer Institute at HOCC was recognized with a 2014 
Outstanding Achievement Award from the Commission on Cancer, an accrediting 
arm of the American College of Surgeons. Only 75 programs nationwide receive the 
annual reward.

HOCC received the Mission: Lifeline® Silver Receiving Quality Achievement Award 
for implementing specific quality improvement measures outlined by the American 
Heart Association for treating patients suffering severe heart attacks.
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Received the Mission: Lifeline's Silver-Plus Award for achieving a score of 75 
percent or greater for treating STEMI transfer patients within 120 minutes.

The All Heart Cardiac Rehabilitation Program at the Bradley Memorial campus in 
Southington earned three-year recertification from the American Association of 
Cardiovascular and Pulmonary Rehabilitation.

HOCC recognized as one of the most technologically advanced hospitals in the 
nation with a "Most Wired" award by Hospitals and Health Networks, a publication 
of the American Hospital Association.

Hartford Region

Hartford Hospital

First in Greater Hartford to offer patients MAKOplasty® for partial knee resurfacing 
and total hip replacement. The minimally invasive procedure enables precise 
alignment and placement of implants through robotic-assisted surgery, allowing for 
a much shorter patient recovery period.

Performed hospital's first successful epicardial ablation procedure for ventricular 
tachycardia, a further advance in the capabilities of the interventional 
electrophysiology service, enabling treatment of the most complex arrhythmias.

Performed first prostate embolization for benign prostatic hypertrophy (BPH) - 
enlarged prostate - using technology not available at nearby hospitals. Procedure 
eliminates need for lifelong medication.

First in state to implant newly FDA-approved Medtronic Attain Performa quadripolar 
left-ventricular pacing lead and the Viva Quad XT cardiac resynchronization therapy 
implantable cardioverter defibrillator (CRT-ICD).

Achieved 95 percent hand-hygiene compliance as of the end of June, exceeding 
national best practices.

Center for Education, Simulation and Innovation (CESI) was recognized by the U.S. 
Centers for Disease Control and Prevention for setting a national standard in 
training staff in use of personal protective equipment (PPE) in treating Ebola 
patients. CESI staff members worked around the clock one weekend in mid-October 
2014 to train more than 170 volunteers in the safe use of PPE. As a result, CESI 
was asked to lead a 90-minute national web conference on Ebola preparedness.

Hartford Hospital retained the top spot in the region and the No. 2 spot in the state 
as one of US News & World Report's best hospitals and achieved badges of 
excellence in psychiatry, nephrology, urology and orthopedics.

The Hartford Healthcare Cancer Institute at Hartford Hospital was recognized with a 
2014 Outstanding Achievement Award from the Commission on Cancer, an

7Hartfordfi'*
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accrediting arm of the American College of Surgeons. Only 75 programs nationwide 
receive the annual reward.

Received Women's Choice Awards® as one of America's best hospitals for 
orthopedics, heart care and stroke (only 250 hospitals nationwide have this seal).

Named by Becker's Hospital Review as one of the top 100 hospitals "with great 
women's health programs."

Heart, kidney and liver transplant programs were accepted as Anthem Centers of 
Excellence; heart and kidney programs named Aetna Centers of Excellence; kidney 
and heart transplant teams accepted into OPTUM's Center of Excellence.

Heart Transplant Program's one-year 96 percent survival rate named as one of best 
in the Northeast, according to the Scientific Registry of Transplant Recipients, for 
the one-year period from July 1, 2013 to June 30, 2014.

Hartford Hospital once again verified as a Level One Trauma Center (through Sept. 
8, 2017) by the Verification Review Committee of the Committee on Trauma of the 
American College of Surgeons.

The left ventricular assist device (LVAD) program at the Center for Advanced Heart 
Failure and Transplant received The Vanguard Award from the Interagency Registry 
for Mechanically Assisted Circulatory Support, recognizing 100 percent regulatory 
compliance, 95 percent data compliance, participation in the INTERMACS registry 
for more than a year and enrollment of at least 20 patients per year. Hartford 
Hospital has 44 patients on durable mechanical circulatory support.

Received Get With the Guidelines® Stroke Gold Plus and Target Stroke Elite Honor 
Roll Awards from the American Heart Association and American Stroke Association, 
which recognize 85 percent compliance in all seven Get With The Guidelines Stroke 
Achievement Measures.

Awarded Anthem Bariatric Surgery Blue Distinction Designation as BDC+ for quality 
as a stapling and non-stapling procedure center. BDC+ is the highest designation 
by Anthem. This is the second consecutive year Hartford Hospital has received this 
designation.

Hartford Healthcare Medical Group Center for Surgical Weight Loss at Hartford 
Hospital received Center of Excellence designation from the Metabolic and Bariatric 
Surgery Accreditation and Quality Improvement Program, a joint program of the 
American College of Surgeons and the American Society of Metabolic and Bariatric 
Surgery.

Respiratory Care team recognized by the Food and Drug Administration with a 
"Certificate for Outstanding Contribution in Promoting Patient Safety with Medical
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Devices" for reporting a problem with the Ventlab Resuscitator Bag. Their report 
contributed to a recall of the product.

Senior Primary Care at Duncaster in Bloomfield received National Committee for 
Quality Assurance Patient-Centered Medical Home recognition for using evidence- 
based, patient-centered processes focusing on highly coordinated care and long
term, participative relationships.
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Behavioral Health Network (BHN)
(Includes the Institute of Living at Hartford Hospital; Natchaug Hospital; Rushford; 
and behavioral health units at The Hospital of Central Connecticut, MidState and 
Backus)

The Institute of Living was selected as one of three hubs in Connecticut as part of 
the ACCESS-Mental Health Connecticut Program, a statewide initiative to connect 
pediatricians and primary care providers with psychiatry services.

Rushford became the first behavioral health provider within the system to offer a 
comprehensive program for the administration of Narcan for opiate overdoses.

Rushford was named a clinical training site for psychiatry by the Frank H. Netter 
School of Medicine at Quinnipiac University.

BHN marketing and communications team was recognized as the Best in New 
England by the New England Society of Health Care Communicators (NESHCo) for 
the National Dialogue on Mental Health (NDMH) community relations campaign. 
Between January 2014 and January 2015, the BHN held free public forums across 
its service area, focusing on mental health and substance-abuse issues. The NDMH 
is a response to the tragedy at Sandy Hook Elementary School in December 2012. 
nursing, home care or rehabilitation services. RightCare is in place at HHC hospitals

Post-Acute Care Division (Hartford Healthcare Community Network)

Hartford Healthcare at Home

Team members earned hospice certification, a newly developed certification by the 
American Academy of Hospice and Palliative Medicine.

Hospice program received "We Honor Veterans" level two certification.

Hartford Healthcare Rehabilitation Network

"Mobility is Medicine" project with Hartford Hospital won the National Association of 
Rehab Agency and Providers Innovation Award.
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Hartford Healthcare Senior Services
Arbor Rose/Jerome Home and Mulberry Gardens of Southington and at Marian 
Heights were recognized as Hartford Courant and FoxCT Top Workplaces, based on 
the results of an employee survey conducted by WorkplaceDynamics.
Jerome Home, Jefferson House (a department of Hartford Hospital) and 
Southington Care Center received Five-Star Quality Ratings from the Centers for 
Medicare & Medicaid Services - the highest possible rating for a nursing facility.
Cedar Mountain Commons received the Best Practice Award - Managed Residential 
Services from the Connecticut Assisted Living Association for its art program, 
"Masterpieces and Mimosas." Cedar Mountain also received zero deficiencies in its 
re-licensure survey from the Connecticut Department of Public Health.
Mulberry Gardens of Southington - Harmony Place achieved the Alzheimer's 
Foundation of America Excellence in Care Dementia Program of Distinction.
The Orchards at Southington received two prestigious awards. On the national 
level, SeniorAdvisor.com recognized The Orchards with a Best of 2015 Award for 
senior living and home-care providers that consistently receive ratings and positive 
reviews from residents, families and visitors. On the state level, The Orchards 
received the Green Circle Award from the Connecticut Department of Environmental 
Protection, recognizing activities or projects that promote conservation and/or 
environmental awareness.
Southington Care Center celebrated its 25th anniversary with recognition of its 
success, serving as a model for the additional five senior care communities under 
Hartford Healthcare Senior Services.
The Orchards received the GreenCircle Award from the Connecticut Department of 
Environmental Protection, recognizing activities or projects promote conservation 
and/or environmental awareness.

Hartford Healthcare Medical Group
Hartford Healthcare Medical Group Centers for Surgical Weight Loss at Hartford 
Hospital received Center of Excellence designation from the Metabolic and Bariatric 
Surgery Accreditation and Quality Improvement Program, a joint program of the 
American College of Surgeons and the American Society of Metabolic and Bariatric 
Surgery.

Hartford4'*
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October 14, 2015

Mr. Dan McIntyre 
President and Executive Director 
Charlotte Hungerford Hospital 
540 Litchfield St.
Torrington, CT 06790

Sent via email:

Dear Dan,

Thank you for providing us with a chance to expand on and amplify our initial 
proposal. We remain very excited about the opportunity to collaborate with 
Charlotte Hungerford Hospital.

As you will see from our non-binding responses, we are flexible as to structure. We 
believe that there are numerous opportunities for our organizations to work 
collaboratively on behalf of our communities under any of the partnership 
structures we have proposed. Working together, we can create the innovative 
programs described in this proposal and strengthen CHH's tradition of high-quality 
care for the people of Northwestern Connecticut.

I very much look forward to discussing our proposal with you and your leadership 
team in the weeks ahead.

Sincerely,

Elliot Joseph 
President and CEO 
Hartford Healthcare
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HHC/CHH Response to Second-Phase Questions - 1

1. Please provide further clarity to the following matters in regards to your 
proposed direct minority investment (Option A) as outlined in your response to 
Instruction Letter -1.

a) Approach to valuation - pre- vs. post-money enterprise value and 
ownership percentage implications;

The approach to valuation we have used is consistent with recognized fair 
market value approaches commonly utilized in transactions involving nonprofit 
organizations. After considering the value of the net assets held by Charlotte 
Hungerford Hospital (CHH) and its historical operating performance, we have 
valued CHH's value in the range of $75 million (M) to $90M. Our proposed 
funding of $25M would constitute the addition of value to CHH in the range of 
27% to 33%. Of course, our valuation at this stage is preliminary, subject to 
due diligence as well as to verification by an independent third-party valuation 
expert.

b) Composition of governing board;

The current composition of the CHH Board would be modified to provide for 
HHC appointees. The number of such appointees would be proportionally 
commensurate with the funding by HHC described above. Additionally, HHC 
would be granted membership (one seat each) on the CHH Board Finance and 
Quality committees as well as a seat on the CHH Board Executive Committee, if 
one is utilized.

c) Comprehensive listing of reserve powers of both parties;

CHH's Board would retain its fiduciary powers and responsibilities consistent 
with applicable law. In particular, the Board would retain all powers required by 
law including but not limited to hospital licensure and Medicare Conditions of 
Participation/Joint Commission requirements. Subject to the foregoing, under 
the terms of a mutually agreed-upon Affiliation Agreement designating HHC as 
CHH's Primary Clinical Partner, certain actions will require mutual agreement by 
CHH and HHC:

(Unless otherwise specified in this document use of the the term Hospital will 
include any subsidiary entity of CHH or any joint venture in which CHH holds a
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controlling interest.)

• Approval of any change of control, liquidation or the initiation of any 
insolvency proceedings;

• Approval of any additional institutional affiliation for the Hospital or any 
service-specific affiliations, management arrangements or partnerships

• Approval of any hospital management agreements or significant service- 
specific management agreements;

• Approval regarding the issuance of any debt in excess of $5M and approval of 
significant expenditures for a non-emergent, unbudgeted capita! item at 
levels to be mutually agreed upon;

• Right to participate on any CEO search committee and to withdraw from the 
Affiliation Agreement if HHC does not agree with the CHH's CEO selection 
such approval not to be unreasonably withheld;

• Approval of budgets to ensure adherence to industry standards; and
• Withdrawal rights as mutually agreed.

Further, subject to legal analysis of the final structure of the overall 
arrangement, to protect the objectives of the parties in the collaborations 
contemplated hereby, CHH would grant HCC the following:

• Right of First Refusal regarding any sale of the hospital or sale/transfer of 
significant real estate;

• Right of First Opportunity regarding the establishment of any new service or 
product lines; and

• Right of First Refusal regarding the sale of any assets in excess of $5M.

d) Capital commitment (amount and term);

We would propose that the capital being committed as described above be 
structured and paid in phased segments. Initially, a cash payment of $5M will be 
made to CHH upon execution a definitive Affiliation Agreement. On the first 
anniversary of the affiliation, a second cash payment of $5M would be submitted 
to CHH. This combined cash amount is sufficient, we believe, based on the
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information provided to us of this date, to substantially fund and complete the 
approved and pending ER renovation project.

The balance of HHC's funding would be represented by an interest-bearing 
note that could be drawn by CHH up to a maximum of $5M annually to meet 
future capita! project needs, as such projects are approved by the CHH Board.

In addition to the cash payments described above, a portion of the funding 
will be credited towards and allocated for the direct and actual costs (subject to 
verification) incurred by HHC in installing and implementing the ambulatory Epic 
electronic health record system for CHH as an affiliate of HHC. This assumes 
that CHH remains committed to the Epic installation, which it will affirm to us 
following the assessment mentioned above.

During the due-diligence period, we will work with CHH to develop a feasible 
timeframe for the installation and to establish acceptable deadlines for the 
completion of the project. Once CHH is ready, we will commit to installing Epic 
as soon as is practical, but no later than Dec. 31, 2017.

In recognition of the close relationship that would be created by these 
financial and other commitments HHC, will not ask for any repayments as long 
as the Affiliation Agreement in in place. Any and all future earnings will be 
reinvested by CHH in the CHH service area in order to support our joint mission 
to serve the people of Northwestern Connecticut.

e) Describe your management services agreement and fee, if applicable;

We are not proposing any mandatory facility or service-specific management 
agreements.

If CHH would like to discuss specific management relationships for certain 
services, we are open to considering this type of relationship.

The management services we contemplate under the Affiliation Agreement 
would consist of access to HHC's extensive corporate shared-service capabilities. 
Use of these services would be at the complete discretion of CHH and, to the 
extent utilized, the cost of these services would be charged to CHH on a direct- 
cost basis plus 5%.

f) Pathway to fuller integration and at which party's option, if applicable; and

HHC is willing to considering pathways to fuller integration. However, rather 
than specify compulsory rights and options relative to the establishment of this
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type of relationship, we would propose including in the Affiliation Agreement 
mechanisms to formally and mutually evaluate fuller integration opportunities at 
specified time intervals or upon the occurrence of agreed-upon events (e.g. 
significant changes in management or operational challenges).

g) Describe exit rights for each party and protocols if unwinding is initiated.

It is our intent that the affiliation with CHH will be permanent. We realize 
that, over the course of time, events may arise that will affect the relationship 
we initially conceived. In addition to that referenced in the reserve powers 
section, we would propose including mechanisms in the Affiliation Agreement to 
discuss these issues at the management and governance levels first, including 
potentially providing additional assistance to CHH in the form of expertise and 
resources to address any challenges that may occur over time.

2. Specific to Option A, please describe your approach to service line 
development which may pose a competitive situation to, or conflict with, CHH.

Development and or expansion of existing and new service lines will remain 
at the sole discretion of CHH's Board and its management. HHC, as a central 
component of the overall affiliation relationship, will be designated the 
Primary Clinical Partner of CHH and, consistent with this designation and 
role, HHC will be given a right of first opportunity to participate in any service 
line expansions or program development considered by CHH or any of its 
affiliates.

Pursuant to any identified collaborative joint-venture opportunity, HHC will 
provide expertise, resources and capita! to such collaborative joint-venture 
opportunities. While by no means exhaustive or comprehensive at this stage, 
we envision an early opportunity to collaborate in the development of certain 
ambulatory site projects. The opportunity to create joint ventures for some 
of these projects will minimize the financial investment, risk and exposure 
that projects of this nature normally have if undertaken alone and will 
increase the opportunities for success.
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For your proposed alternative structure, please confirm if any additional terms in 
your response to Instruction Letter - 1 would be different with respect to the 
alternative structure, to the extent not addressed by your response to item #1 
above. In addition, unless otherwise specified, for the following questions, 
please respond with respect to both the primary proposed structure and the 
alternative structure, and describe, in particular, instances where the answer 
would differ for each structure.

We have developed our proposal in response to and as a way of facilitating and 
supporting the desire of CHH to retain substantial local control and autonomy. 
This partnership model, while securing for CHH numerous clinical and 
operational benefits, will strengthen CHH financially and strengthen the long
term relationship that has existed between our organizations for decades.

This model will afford CHH and its patients access to many of the benefits and 
resources developed by HHC as one of the leading innovative healthcare 
organizations in the country. Due to legal and regulatory limitations, the model 
does not provide the broadest access to HHC's unique capabilities, which is 
available only through full system membership.

We have described in our prior submission our "Patient-Centered Geared Model," 
which provides great value to our full-system members who operate and 
function on a fully integrated basis, relying on mutual interdependence. For 
instance, full-system members participate in the system's robust strategic- and 
capital-planning and budgeting activities, as well as group purchasing 
arrangements, credit enhancement structures, coordinated managed-care 
contracting, full-spectrum branding opportunities and operational and 
management initiatives that coordinate and align clinical advances and support 
programs and activities.

Over the past few years, we also have entered into several very successful full- 
integration affiliations with other healthcare organizations using the 
membership-substitution model. This affiliation model involves full legal, 
financial and operational integration and results in affiliated organizations being 
treated for certain legal purposes as one legal entity. The full-integration 
structure will alter your current governance and modify your organization's 
current operations. Despite these changes, we believe - and have 
demonstrated - that there are significant benefits that can be obtained from full- 
system membership and, if that is the desire of the CHH Board, we are open to
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further discussing this option with you.

To facilitate your review of this option, below in response to each question we 
have also described some of the characteristics associated along with full system 
membership.

3. Please provide a description of the role of CHH Board members post-closing. 
What specific responsibilities and powers would the CHH Board hold? How is this 
different that a typical advisory board, if at all?

Partnership Model

CHH Board would retain its current fiduciary authority and continue its historical 
governance role.

Membership Substitution

HHC has a governance structure that consists of a system Parent (HHC) and 
Regional Boards that govern entities in each of the designated regions. HHC, as 
the parent, manages and directs the property, funds, business and affairs of the 
system.

The principal role of the Regional Boards is to ensure that the healthcare 
services delivered in each region are high-quality, safe, effective and efficient. 
Regional Boards are charged with overseeing the entire continuum of care in 
their regions. The important and specific roles performed by the Regional Boards 
include quality and safety, credentialing, community health assessments and 
community benefit monitoring, advocacy and fundraising.

This structure aligns governance across the organizational spectrum to 
coordinate care and effectively mange population health consistent with our 
mission and vision. We can provide additional details regarding the activities of 
these Regional Boards if a full membership substitution is pursued.

Under the membership substitution option, we would establish a new region in 
the northwestern part of the state with CHH. The new HHC Northwest Region 
would have a regional governance structure that would be consistent with the 
regional governance in place at the other HHC regions. We would, as part of the 
Affiliation Agreement, specify the initial regional directors, the majority of which, 
for an initial three-year period, will be legacy CHH Board members, community 
members and physicians practicing in the community.



HHC/CHH Response to Second-Phase Questions - 7

4. Confirm the minimum period that you would commit to provide all clinical 
services currently provided at CHH. Describe the process and approvals needed 
to terminate any service.

Partnership Model

Decisions regarding all clinical services will remain with and be made by the CHH 
Board.

Membership Substitution

In implementing affiliations that utilize the membership-substitution structure, 
HHC has previously used, and is willing to consider, a defined-transition period 
that ensures the continuation of specified core services during that period. No 
core services would be eliminated or materially reduced during this transition 
period (usually not longer than 3 years) without some form of local concurrence.

5. Please confirm the dollar amount that you are willing to commit to investing 
as a minimum capital expenditure amount over a five-year period post-closing. 
This total minimum commitment should include both maintenance and strategic 
capital commitments. Describe the process and the time needed to finalize the 
commitment.

Partnership Model

Our capital commitment to CHH is described above. As part of the broader 
partnership relationship arising from this commitment, we would also anticipate 
developing other collaborative projects to meet the needs of the community and 
to help CHH grow in the scope and depth of services it offers. These partnership 
projects can be structured as joint ventures to efficiently utilize investment 
dollars, access expertise and expand management capabilities. Upon 
commencement of the affiliation we would jointly undertake a comprehensive 
program-and-needs assessment to prioritize our efforts. This assessment would 
be completed within 180 business days

Membership Substitution

4s part of an affiliation utilizing a membership-substitution structure, we would 
be willing to consider including provisions in the Affiliation Agreement that would 
ensure the commitment of at least $60M in financial investments benefitting 
CHH over a ten-year period. These investments would be earmarked and utilized
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for maintenance and strategic capital projects, service and program 
development, physician recruiting, IT enhancements, additional pension funding 
to assure continuing compliance with legal requirements and other agreed-upon 
expenditure categories that would provide a direct benefit to the patients in the 
CHH service areas.

As described above, to efficiently utilize these investment dollars, we would 
initiate with CHH management, physicians and community members a 
comprehensive planning-and-assessment process to determine priorities. 
Depending on the outcome of this process, a portion of the total investment 
commitment can be earmarked for spending during the initial three years of the 
affiliation relationship. Given shifting economic conditions as well as significant 
changes that have and will continue to occur in the levels of government 
funding, we believe any financial commitment should have the flexibility to 
respond to conditions that might result in financial exigency. These conditions 
would be mutually determined, objectively set and would extend the period for 
the agreed-upon financial investments to assure operational stability.

6. Succinctly describe the main strategies you would target implementing to 
enhance CHH's revenue, profitability and long-term success.

Partnership Model

We believe there are numerous ways to assist CHH in securing its long-term 
success that involve cost reductions, revenue growth and the adoption of 
innovations in the way care is delivered and hospitals are operated.

Obtaining maximum benefit in each of these areas (as well as others) will 
require a collaborative, in-depth discussion and understanding of CHH's needs 
and challenges. HHC would undertake this joint assessment immediately upon 
the commencement of the affiliation relationship and complete the initial 
assessment phase within a six-month period.

Below is a summary of some of the areas we believe may provide fertile 
opportunities, based on our experience and knowledge of CHH's operations:

Expense Reduction

Healthcare reform and recent reductions in government programs require all 
healthcare providers to increase efficiency. Without the benefits of scale and the 
associated technical and operational expertise, many smaller organizations such
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as CHH do not have the ability to implement these efficiencies.

Shared-Service Access

HHC has developed an expansive and sophisticated shared-service capability 
which it can extend to CHH on an a-ia-carte, as-needed basis. For example, 
participation in HHC materials management, insurance and risk management, IT 
management, technology assessment, care redesign and chronic-disease 
management programs offer opportunities to realize significant savings. Based 
on our experience we have seen expense savings in the range of 3% to 5% 
achieved through the appropriate utilization of corporate shared services.

Program Enhancement-

There are several existing clinical programs and services that HHC offers that 
could be extended to CHH or enhance existing programs by adding new 
capabilities. /As part of any affiliation relationship, we will jointly conduct an 
evaluation and assessment of the areas where we both believe opportunities 
exist to improve access or the level of services. /As part of this assessment, we 
will review existing physician manpower studies (and conduct new studies where 
needed) to ascertain specific areas where HHC-affiliated physicians might 
provide assistance. In addition, we will identify new recruitment priorities that 
HHC could help fill through the extensive and ongoing recruitment capabilities 
we have previously described to you.

Preliminarily, based on our current knowledge of the service area we believe 
opportunities exist in the following areas:

Expanded senior services - This would include access to innovative senior- 
oriented programs, geriatric specialists and advanced rehabilitation capabilities. 
We would evaluate establishing in Torrington, or in the surrounding region, 
another location for our very successful Connecticut Center for Health Aging, 
an innovative concept that serves as a comprehensive resource and assessment 
center for seniors.

Outpatient services - We would look to establish new-style urgent-care 
sites and joint ventures with existing surgeons and orthopods to develop a 
modern, state-of-the-art ambulatory surgical center.

Mobile Simulation Center - CESI is one of the nation's leading simulation 
centers and is widely recognized as having one of the best technology-based 
education and training programs. HHC has invested in expanding this capability
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using a mobile platform that we believe would help address the education and 
training needs of rural communities. We would propose designating CHH as the 
beta test site for the new mobile-simulation program to include jointly 
developing protocols that could be utilized across the country in rural 
communities.

Cardiac Services - This would entail offering enhanced cardiac diagnostic 
and specialized treatment capabilities, including electrophysiology.

Woman's Health - Together, we would expand specialized woman's health 
services. CHH would participate in HHC's new statewide incontinence program. 
This program would be conducted with existing urologists in the community to 
provide as much care as possible locally and enable access to advanced 
protocols and research trials. The program is designed on an integrated basis 
and will provide access to a staffed call center and to other clinical experts, 
including GI specialists who have expertise in providing woman's healthcare 
services. Finally, we would recruit additional specialist in the field of 
gynecological oncology who would be resident in the community.

Multispecialty Health Center - We see an opportunity to develop a 
specialized and co-branded first-class, consumer-oriented practice space to 
provide a central and convenient location for complex care in the community.
We would accomplish this through developing dedicated space in existing 
facilities or finding new locations.

Neurosciences - We would look to expand neuroscience and pain 
management programs.

Behavioral Health - There is a statewide need for additional facilities and 
resources to care for pediatric behavioral-health patients. As the leading 
provider of behavioral health in the state and a nationally recognized leader in 
this field, we would conduct an assessment to determine how this need can be 
addresses in Northwestern Connecticut, including possibly leasing space in 
existing CHH facilities to expand these services with HHC resources.

Clinical Integration - HHC, with the support and participation of thousands 
of physicians, has developed a leading clinical integration organization, 
Integrated Care Partners (ICP). ICP, a physician-led organization, works with 
community-based physicians and providers to develop population health 
management capabilities and infrastructure. This includes technology-enabled 
advanced care coordination and chronic-disease programs. The goal is to 
increase quality, reduce costs and increase patient satisfaction.
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Risk-Based Arrangements - CHH would be able to participate in ACOs and 
other risk-based networks for commercial and Medicare patients.

Membership Substitution

/As a full member of HHC, CHH would enjoy all of the benefits and opportunities 
described above. Additionally, as a fully integrated affiliate, CHH would 
participate in the system's comprehensive strategic-planning process and 
integrated operational and performance-improvement initiatives, including 
initiatives to better coordinate services and eliminate redundancies. Full 
members of HHC also enjoy the benefits of participation in HHC's unified debt 
and credit structure, as well as the ability to participate in all HHC managed-care 
contracting arrangements.

7. Please describe how CHH's facilities and services would fit with the Strategic 
Partner's other facilities. Would any services be moved from CHH and provided 
at other Strategic Partner's locations?

HHC currently does not operate any facilities in the CHH service area, thus there 
is no need or opportunity to relocate services to other facilities we operate. HHC 
does own undeveloped land in the CHH service area and as part of our 
partnership we would extend to CHH an opportunity to jointly develop this land 
and establish a joint venture for new programs and services

Lastly, to the extent we offer non-acute services in the region such as 
rehabilitation, home health and hospice services, we would coordinate our 
efforts to provided increased access and provide patients and physicians within 
the region with advanced levels of care along the continuum.

8. Describe any other strategic alignments that you have in place or proposed 
that you believe would be beneficial to CHH and/or important to its decision
making process.

HHC has developed numerous strategic partnerships with nationally renowned 
organizations to access unique clinical capabilities and deploy innovative care 
models that support and supplement the various organizations affiliated with 
HHC.
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Available under either the Partnership Model or the Membership 
Substitution Structure

Cancer Care

In the field of cancer care, HHC was the charter member of Memorial Sloan 
Kettering Cancer Alliance. This relationship provided practitioners in our 
communities with access to world-class clinical research and treatment 
protocols. It provides an opportunity to collaborate with world leaders in cancer 
care. If CHH decided to change its existing cancer program affiliation, we would 
make available to CHH, consistent with established standards and requirements, 
the opportunity to participate in the affiliation we enjoy with Memorial Sloan 
Kettering.

Urgent care

HHC is finalizing a partnership with a national provider of urgent care centers 
that offers state-of-the-art facilities and services that have been well received in 
other parts of the country as a viable alternative to unnecessary ER visits and 
limited primary-care access. We would collaborate with CHH in planning and 
implementing this innovative form of delivery capability in the CHH service area.

CVS

HHC has a partnership with CVS to expand the availability of retail medical 
services in CVS locations. This program is jointly marketed by CVS and HHC, 
and utilizes a HHC-affiliated practitioner-referral-panel arrangement. This new 
and innovative approach to care delivery could be expanded into the CHH 
service areas.

Telehealth

HHC has made a significant commitment to grow its existing telehealth program 
and to expand the capabilities and uses for telehealth services. Many of these 
evolving services are particularly applicable and beneficial to rural communities. 
CHH and its practitioners would have direct access to these services and CHH 
would be included in the the team being assembled to research and develop new 
techniques and methods to deploy this new technology.
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9. As it relates to endowment please address the following matters:

a) Please confirm that your capital commitment to CHH would be 
independent of any capital expenditures funded by the endowment;

The capital commitments made by HHC either under a partnership model or 
under a membership substitution arrangement would be additional to any capita! 
from dedicated endowment funds.

b) Please confirm the endowment funds will remain for the sole purpose and 
use of CHH;

Confirmed - and such restricted funds would never be diverted away from 
their mandated uses.

c) Please confirm and describe the ongoing governance and control of CHH's 
endowment;

Partnership Model

The governance and control of CHH's endowment would remain with CHH's 
Board.

Membership Substitution

The governance and control of the CHH endowment would be the 
responsibility of the Regional Governing Board and and funds dedicated for use 
in the CHH service area would be utilized consistent with any specific grant or 
donor restrictions. No funds would be diverted to HHC and in all instances any 
donations or grants would be used for their intended purposes.

d) Please describe ongoing fund development and management

Partnership Model

Fund development and management would remain the responsibility of CHH;
however, HHC is willing to share the expertise and resources of the HHC
system development staff to help in such philanthropic efforts.
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Membership Substitution

Fund development and philanthropy is still predominantly conducted at the 
local level in each of our regions. We have developed systemwide expertise 
and capabilities that can support and aggregate development activities and 
these resources would be available to the new Northwest Region.

To the extent any system-sponsored development activities are conducted to 
support specific HHC program capabilities (e.g. behavioral health) the needs 
of the Northwest Region would be considered and addressed.

10. Please specify and clarify your position regarding CHH's charity care policy. 
Would you plan to assume CHH's charity care policy (a copy of CHH's charity 
care policy is available in the VDR)? If not, please demonstrate how your 
organization's charity care policy compares to CHH's policy.

Partnership Model

CHH's current Charity care policy would remain in effect and the Board of CHH, 
consistent with regulatory requirements, would determine any changes.

Membership Substitution

HCC has a current charity care policy and practices that fulfills nonprofit mission. 
We are currently revising our charity care policy and practices and we will 
provide a copy to CHH once it is completed. /Is an affiliate of HHC, this policy 
would be applicable to CHH at the time of the affiliation.

11. Please clarify and confirm that CHH's obligations, including the pension, 
under a membership substitution structure, will ultimately be an obligation of 
your parent organization?

The assets and obligations of CHH would legally and technically remain the 
responsibility of CHH. However, HHC has adopted a credit structure that 
utilizes the obligated group model and the HHC Board, as part of its 
governance role, would determine whether and when is the most 
advantageous time to include CHH in the HHC Obligated Group.

With regard to pension liabilities, HHC would guarantee CHH's pension 
obligations, including assuring continuing compliance with ERISA-required 
funding obligations. This guarantee would be accomplished contractually.
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12. Does your health system currently have unions? What is your experience in 
integrating non-union organizations into your system? Please specify for each 
structure proposed.

Collective bargaining activities are conducted at the individual facility level. The 
majority of our facilities do not have collective bargaining agreements in place.

However, certain of our facilities do have collective bargaining agreements with 
various unions, these arrangements are facility-specific and governed by 
applicable labor laws. There is no HHC systemwide collective bargaining 
arrangement or agreement.

13. Please describe and/or further clarify your vision and specific plans to 
enhance and grow the following key clinical service lines at CHH:

a) Pediatrics;
b) Women's health;
c) Musculoskeletal; and
d) Adolescent psychology.

a. Pediatrics - HHC's ambulatory network includes Family Health Centers 
and soon will include Urgent Care centers to be operated together with a 
national partner. We would collaborate with CHH to thoughtfully expand 
our joint ambulatory footprint in Northwestern Connecticut, providing 
facilities that offer routine, everyday care to children and adolescents. For 
pediatric patients in need of complex care, we would work with 
Connecticut Children's Medical Center, with whom we have a strong and 
long-standing relationship.

b. Women's health - Hartford Healthcare's Maternal Fetal Medicine (MFM) 
practice is the largest MFM practice in central Connecticut and is well 
suited to help enhance services at CHH. In addition, Hartford Healthcare 
surgeons have a specialty in treatment of pelvic floor disorders. We would 
be willing to team up with CHH specialists to provide this and related uro- 
gynecological services to patients in the CHH service area. For additional 
opportunities in woman's health please see our response above.

c. Musculoskeletal - HHC has extensive experience creating high-quality and 
widely respected joint-venture ambulatory surgery centers. Together, we
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would assess the needs for orthopedic medicine in CHH's region and look 
for opportunities to create such a center. In addition, we could work 
together on other ways to meet the needs for orthopedic medicine, 
including possible assistance from HHC in providing specialists to enhance 
existing services, or jointly recruiting new orthopedists.

d. Adolescent psychology - Hartford Healthcare's Behavioral Health Network 
is Connecticut's most extensive and comprehensive behavioral health 
system, including: The Institute of Living at Hartford Hospital; Natchaug 
Hospital; Rush ford; and behavioral health units at The Hospital of Central 
Connecticut and Backus Hospital.

We would work closely with CHH to determine the region's behavioral 
health needs and create programs to meet them. Beginning in 2016, the 
HHC Behavioral Health Network will be led by Pat Rehmer, former 
commissioner of the state Department of Mental Health and Addiction 
Services. She has more than 30 years of experience in public and private 
behavioral health agencies and a track record of responding to community 
needs in this area.

14. As referenced on page 24 of your response to Instruction Letter - regarding 
HHC's community-care management program, please describe how HHC 
incorporates/integrates existing community linkages in a new territory to this 
model.

Integrated Care Partners (ICP) has developed a robust community-care 
management program that utilizes registered nurses, social workers and 
health coaches designed to support community-based physicians in the 
continuing care of their patients. ICP's philosophy is to work with like-minded 
providers and organizations to jointly establish well-defined care pathways.
The philosophy and core principles of the clinical-integration strategy we have 
adopted is to support and elevate the level of clinical care provided 
throughout the system by engaging and partnering with community-based 
physicians through primary care and specialty-focused clinical councils. Our 
approach enhances their patient-care relationships. This capability is 
voluntarily extended to physicians in the community and not mandated by 
any policies of HHC.
We have experienced significant interest by physicians in this capability, 
which includes access to new forms of quality improvement, cost reduction
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initiatives and contracting and government-reimbursement demonstration 
programs. Dr. James Cardon, a widely respected cardiologist, leads ICP and 
would welcome physicians in your community to participate in ICP 
committees and governance.

15. In order for CHH and its Board of Governors to evaluate your responses 
above to both your primary proposed structure and your alternative structure(s) 
relative to its strategic goals and needs, please provide a comparison of the pros 
and cons for each proposed structure. Your response should at a minimum 
address the following: governance, capital commitment, physician recruitment 
and alignment, continued employment and time period, managed care 
contracting, ability to strengthen and enhance service lines, improving financial 
and operational performance as well any other topics you wish to address. Also, 
if CHH were to forgo any capital assistance from your organization, please be 
clear how any non-capital commitments may be altered or enhanced.

As we have mentioned throughout this response either structure will provide 
enormous benefits to CHH and will enhance and expand CHH's financial stability, 
program and service offerings and transition into the new realm of population 
health management. Our proposals provide for an alignment of interest and 
vehicles for collaborative endeavors.

We believe significant benefits can be derived from the partnership model 
approach while still retaining the autonomy and independence desired by CHH 
leadership. This structure does not, however, provide CHH all of the benefits of 
full affiliate membership in HHC, particularly in the areas of coordinated 
strategic planning, access to capita! and technology, operational integration (to 
maximize efficiency and avoid duplication of effort and services), physician 
alignment and full managed-care-contracting participation.

The non-capital opportunities and commitments we have described throughout 
our proposal would not in any way be altered if CHH decides to forego capital 
assistance.
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H3W Leadership Behaviors - A Commitment to Conti » Improvement

1. Be In The Moment
2. Be Authentic & Humanistic
3. Volunteer Discretionary Effort Constantly
4. Model High Performance - Desired Behaviors that Drive Desired Results
5. Respect & Leverage Separate Realities
6. Be Curious vs. Judgmental
7. Look in the Mirror First - Be Accountable
8. Have Courageous Conversations
9. Provide Timely, Clear & Specific Performance Expectations & Feedback
10. Teach, Coach & Mentor - Spend at Least Half of Your Time Developing Others

INTEGRITY
We do the right thing

CARING
We do the kind thing

EXCELLENCE
We do the best thing

SAFETY
We do the safe thing
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Meeting Name: Charlotte Hungerford Hospital Community Benefit Date; Mq December 21, 2015 Time: 10:30-2:00 p.m.
Meeting

Location: Johnson Room, Windham Hospital Leader: David Whitehead

Attendees: Frank Buonocore, Stephanie Fowler, MD Brian Mattiello, Leslie Polito, Karen Barbone, Mary Barry, MD, Janette Edwards, Karen 
Butterworth-Erban, Karla Fox, Carolyn Trantalis, David Whitehead, Jim Watson, MD

Time Agenda Item Actions/Decisions/Next Steps Person Responsible

10:30-10:45
Living Our Values & Behaviors: 
Recognition/Celebrations,
Introductions

All

10:45-10:55 Sharing Our Stories 
(Patient Safety & Others) Paramedic Intercept Program K. Butterworth-Erban

10:55-12:15
Hartford Healthcare's Community 
Benefit Values, Planning, Priority 
Setting, and Activities

J. Edwards
K. Butterworth-Erban,
K. Barbone

12:15-12:30 Windham Hospital Tour All

12:30-1:15
Windham Hospital Collaborator 
Meetings Lunch with Kristie Scott, LCSW, CEO of Perception Programs CHH team

1:15-1:20 Wrap Up and Plus/Delta
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Hartford Healthcare's Values
Are the community benefit values

CARING: We Do the Kind Thing
Every Hartford Healthcare staff member touches the lives of the patients and families in our 
care. We treat those we serve and each other with kindness and compassion and strive to 
better understand and respond to the needs of a diverse community.

SAFETY: We Do the Safe Thing
Patients and families have placed their lives and health in our hands. At Hartford Healthcare 
our first priority, and the rule of medicine, is to protect them from harm. We believe that 
maintaining the highest safety standards is critical to delivering high-quality care and that a 
safe workplace protects us all.

EXCELLENCE: We Do the Best Thing
In Hartford Healthcare, only the best will do. We work as a team to bring experience, 
advanced technology and best practices to bear in providing the highest-quality care for our 
patients and families. We devote ourselves to continuous improvement, excellence, 
professionalism and innovation in our work.

INTEGRITY: We Do the Right Thing
Our actions tell the world what Hartford Healthcare is and what we stand for. We act ethically 
and responsibly in everything we do and hold ourselves accountable for our behavior. We 
bring respect, openness and honesty to our encounters with patients, families and coworkers 
and support the well-being of the communities we serve.

Hartford Healthcare Community Benefits -
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Hartford Healthcare's 2015 Community Health Needs 
Assessment
A multi-faceted process

06057

Hartford Hospital Region 
ZH Central Region

Hartford Hosp. & Central Regrons 
East Region

£!!££______________

• Surveys
• Interviews
• Secondary 

Data
• Community 

Input

Hartford
Healthcare
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Status of Community Benefit Planning and Activities
A one year timeline

Spring FY 2015 Fa"/'^rJt,er
rY ZUlb

Fall FY 2014 Summer
FY 2015

• Multiple steps

• 12 community health issues identified 

° Regional priorities include:
1. Mental Health
2. Substance Use
3. Nutrition, Physical Activity &. Weight
4. Diabetes

5. Heart Disease & Stroke
6. Access to Care
7. Respiratory Diseases

Hartford
Healthcare
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The Triple Aim Creates the Foundation for Population Health
The CHIP provides an infrastructure to achieve it



The Path to Population Health Improvement
Achieving the Triple Aim, high quality, affordable care with 
differentiating customer experience, is fundamental to success

r \

Sick Care
Hospital System

v________ y

Hartford Healthcare Community Benefits - i
Confidential & Proprietary 12/18/2015 | 6

f \
Population Health 
Healthcare System

• Premium dollars/plan
• Physician group
• Care management
• Hospitals
• Home Care

V________ J
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Community Health Priority Setting & Vision
The Community Health Improvement Plan: A Three Year Road Map

7
Hartford
Healthcare
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Value of Community Benefits at Windham Hospital

Community Benefit Activities Net Community Benefit Expense
2012 2013 2014

Charity Care at Cost $ 1,547,389 $ 1,224,611 $ 1,137,891

Medicaid at Cost $ 4,858,452 $ 8,502,817 $ 12,237,574

Community Health Improvement Services & Community Benefit 

Operations $ 340,330 $ 628,288 $ 304,554

Health Professionals Education $ 477,476 $ 735,156 $ 192,927

Subsidized Health Services $ 166,261 $ 399,632 $ 84,321

Cash & In Kind Contributions $ 227,221 $ 199,900 $ 33,865

Other Community Building Activities $ 8,318 $ 12,049 $ 2,440

Total $ 7,625,447 $ 11,702,453 $ 13,993,572

• 83% increase in total community benefits provided by Windham Hospital 
from 2012-2014.

n
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Is there a community approach to preventative care?
HHC's View of Preventive Medicine: A Catalyst for Change

• Preventive Medicine = Great Case Management
- Provide appropriate Care Management for everybody with 

coordination across the continuum
• Creates an opportunity for partnership with ICP and for the 

development of a pilot program

*7
Hartford'"
Healthcare
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Preventive Medicine Strategy Development
Coordination across the continuum and System

Research, Network Development, Best 
Practice Implementation & Monitoring, 
UnktoCommunity Resources

The Well Population 
Pilot Programs:
Diabetes Proven tion 
Teen Pregnancy Prevention'

Community tejowoes:
• '.VoightMonagoiiwiit Clinic
• SmokingCissation
• Prenatal Clinic
• Pharmaceutical Reconciliation£, 
Manage ment Programs

“1
The Rising Risk Population 
Pilot Programs: _ .1
Primary Care Case Managemen t 
Diabetes Management via ICP « QJ
partnership

ICPMD-TBD

v

The High Risk Population 
Pilot Programs:
Inpatient high risk case management

ICPMD-TBD

Hartford Healthcare Community Benefits - 
Confidential & Proprietary
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Preventable & Manageable Conditions Treated in the ED
2010 Windham Hospital Encounters
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In Fiscal Year 2010 (1 year after 
affiliation) the Windham Hospital 
ED treated:

5,592 patients
accounting for 10,608 ED visits

For the following chronic, 
preventable, or manageable 
diseases:

Preventable oral conditions 
Sexually Transmitted Infections 
Anemia
Sickle Cell Anemia
High Blood Pressure
Arthritis
Asthma
Diabetes

Source: CHIME MAPS Community Health Module, FY10; ED non admissions only
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2010 Disease Burden in Windham Hospital's Neighborhood
A Local Issue

52% of visits for 
these conditions 
originated in the 
geography most 
adjacent to the 
Hospital

• 2,325 patients accounted for 5,522 visits; Average of 2.37 visits/patient
• 256 patients with 5-40 visits in FY 10 accounted for 2,093 visits that year

- 38% of the visits shown above
- 20% of the total visits for these conditions; 4.5% of the total patients treated for these 

conditions
Source: CHIME MAPS Community Health Module, FY 10; ED non admissions only
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By Fiscal Year 2015...
For the same set of health conditions:

This represents a 15% reduction in the number of patients and a 
34.3% reduction in the number of visits to the Windham ED for this set 
of manageable or preventable diseases.
nnualized based on 3 quarters or data*Annualized based on 3 quarters 

Source: CHIME MAPS Community Health Module, FY15 current through Q3; ED non admissions only 
Hartford Healthcare Community Benefits - i ly/iR/ynm I m
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4,474 patients
accounting for 6,973 
visits* were treated in 
the Windham Hospital ED 
for:

Preventable oral conditions 
Sexually Transmitted 
Infections 
Anemia
Sickle Cell Anemia
High Blood Pressure
Arthritis
Asthma
Diabetes
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Is your community healthier since the Hospital's merger 
with HHC?
The Statistics Say "Yes!"

By FY 2015* the 
neighborhoods 
surrounding Windham 
accounted for 3,638 visits 
for one of these 
conditions, generated by 
2,063 patients
- Average of 1.27 

visits/patient
- This is a 11%

decline in the 
number of 
patients, and a 
34% decline in 
visits from this 
population

198 patients with 5-13 
visits generated 617 visits
- This represents a

22% decline in 
"frequent utilizers" 
and a 71% decline 
in their ED 
utilization

*Annualized based on 3 quarters of data
Source: CHIME MAPS Community Health Module, FY 15 current through Q3; ED non admissions only 
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Center for Healthy Aging
Improved access for Windham's vulnerable populations

Hospital plans 
to expand its 
senior services

By MICHELLE FIRESTONE
Chronicle Staff Writer

W1LL1MANT1C — Starting in January, Windham 
Community Memorial Hospital will offer expanded 
services for senior citizens through its Connecticut 
Center for Healthy Aging program.

The center will offer home visits for assessments 
and a resource coordinator who will help senior citi
zens get the health-care services they need, includ
ing primary care, nutrition, exercise and behavioral 
health.

Windham Hospital spokesman Shawm Mawhiney 
said in a press release the center will eventually in
clude on-site behavioral health services, nutritional 
counseling and a specially designed fitness room 
and programs.

"The behavioral health needs of seniors can 
sometimes be overlooked” Patricia Rohmer, senior 
vice president of Hartford HealthCarc's Behavioral 
Health Network, said in a press release. "Older 
adults mnv become isolated as thev ape. We know

• Center for Health Aging Connects 
Seniors with:

o Social and clinical resources

o Good Life Fitness Program

o Geriatric Behavioral Health and 
Partial Hospitalization Program

• Fosters partnership with System 
resources:

o Senior Services 
o Natchaug Hospital

Hartford Healthcare Community Benefits - 
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The Customer is Always at the Center
HHC's Geared Model is put to work at Windham

Care
Coordination/

Navigation

Access/
Scheduling

. . . Home
Physician Care
Services

Primary
Care

Care
Mgmt.

Hospitals

Preventive
Care/

Wellness

Value

Senior
Services Services

Electronic 
Health Records

Data Analytics
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The Windham Hospital Transformation

• An Open Dialogue
- Some changes may require job 

reductions and streamlining services.
- In other cases, changes will mean 

investments and added services.

• Doing nothing risks losing this
valuable community resource

®fie bulletin
HOME NEWS SPORTS ENTERTAINMENT UrE OPINION OBITUARIES CLASS

• MWWICHHAOtfWI KUUSE W WtlSTTN OW8RO!R£CTWY 10CU.WSMSS WWU* BOTOiS

NEWS NOW Ctfcto&ter Lions CliJb preMnu Uw ol the Yur award ^ Hygienic Art hvius submi^ons for upcomlr^

Windham Hospital a step closer 
to transforming critical care 
unit

R flicommnd cpi!. Sf Tw*«t 1

» RELATED CONTENT B*/ Frincesca Kefalas For The Bulletin

• Hartford HcalthCaic chief ajks for special session to postcd s 13 2015 7;l4} pM
restore miirions In aid... '

• Lcgislauirs to host forum Monday to discuss proposed 
changes to Windham Hospital..,

a Progressive Care Unit.

WINDHAM - The state has cleared the way for 

Windham Hospital's Critical Care Unit to become

The state Office of Health Care Access has determined Windham Hospital's proposal to transform its 

Critical Care Unit into a Progressive Care Unit does not require a certificate of need, clearing the 

way for the hospital to work with its medical staff and other stakeholders on the proposal.

"We spent a lot of time and effort analyzing the data and reviewing how we could best improve 

csre for patients while also improving efficiency," said David Whitehead, East Region president for 
Hartford Healthcare, which owns Windham Hospital "This is a step forward for our cornerstone 

services concept, which was designed to keep Windham Hospital's doors open for the community 

we are privileged to serve."

The proposal involves repurposing the current 12*bed area designated for critical care into a 

Progressive Care Unit. According to Hartford Healthcare, the unit "averages approximately two 

patients rcauirina critical care per ffirv."

Hartford Healthcare Community Benefits -
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Cornerstone Services Proposal

• We must transform the 
health care delivery 
system at Windham 
Hospital to focus on 
cornerstone services

• Developed based on 
utilization data and our 
community health needs 
assessment.
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Windham£lJ 
Hospital
Coimea to healtliier."

Quality Care
Through our membership in Hartford
Healthcare, our patients have easy access to 
the best care, close to home.
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Community Health Needs Assessment
The Patient Protection and Affordable Care Act (“PPACA"), 
sets forth requirements tria the Intema] Revenue Code 
Section 501(r) for hospital organizations to conduct a 
periodic assessment of health needs of those living in their 
service area. Windham Hospital has recently completed an 
updated Community Health Needs Assessment

This CcflUimly BfliJlh Needs Assesimeol is a yyslcxihc. daUtfivcn appccacn Ic delcmtimr 3 
it,a fieaftfi slat's, tenavlcis ar.c r.ews cl resiucnu in !he Cast Rcjcn cf Hanford HiaUhCi-c's 
sftfvM •fca.Ti'.c irfamaiion garnered Irom L>e assessrntni tray be used by V.indftam HcspiUI 
to inform (Jeowsand guide efforts la improve coamurt-y heaUh and wofcosa.

Goals

k Comir.unrty Heafln Reeds Asseumerrt previdea infonnaten so 3al eofWnLTTilws may idenWy 
issum of gicares: concern and cfodde b comm 1 rwocrces to those areas, Uioreby malone ir,e 
gicatet possble irpncl or community nssBistnlus. This Commimrfy HcaWi Needs 
Assessnwni wil serve asa loci taw^o Windnam HospHaU eifob In reaelwrg Inrec base goals:

• To improve rttiduils' healui «atos, iaawse flwr life want and ete'.'aw IbeitoveraiJ 
qualtyofte

• To ."eetjee the headft capariw among rejicenis. By getrtenng dM»grapfiic InfcBnaucn 
along v..lh rcain slabs one tc.^'/lcr data, ii #1 be posable w iCWLlypcpUalbn 
segnoms tfia: are rr-osl ai-nsk for vancus diseases and injuries.

• To increase acais£toy 10 prevenlive services for ad ccmmunity rw.'dem*, fytom 
acess^a jrever.trrt 'Stvcet Vria irovo bonofMl s? accom pishing ihc lesi goal 
(improving hearth status, rnaeasing tfa spans, end alevcting the cuaKy cf life), as we9 os 
lov.crrg :r.c costs associated wih caring for lac-«Ujc diseases resuliing ten a laoc of 
cfc.irtec care.
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Cornerstone Services Are

• 24-hour emergency care
• Inpatient care
• Cardiology
• Oncology
• A Progressive Care Unit
• Inpatient and outpatient 

surgical services
• Women's health services
• Diagnostic imaging
• Community benefit 

programs

Hartford Healthcare Community Benefits -
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Continued Investments

• Millions of dollars in investments 
in technology, infrastructure, and 
new services
- Recruitment of new psychiatrists
- Addition of a new cardiologists
- Comprehensive electronic medical records 

system
- Renovations to the Windham Hospital 

women's Health Center
- Renovations to hospital entrances
- Establishment of a Center for Healthy 

Aging
- Establishment of Family Health Centers in 

Windham and Storrs

Hartford Healthcare Community Benefits - 
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Questions?

12/18/2015 | 22
n

Hartford1'-
Healthcare

Hartford Healthcare Community Benefits -
Confidential & Proprietary



ri
Hartford"'*
Healthcare

Opening Doors to 
Healthier Communities

2013 Community Benefit Report



Opening Doors to Healthier Communities

Hartford Healthcare hospitals share a legacy of compassionate service that goes back more 
than a century. Together, they seek to support the health and healing of their communities as 
well as the civic, social and cultural lives of the towns and cities they serve.

This year, for the first time, we are reporting in a single publication the community benefit 
activities of all of our hospitals. Like the communities we serve, the people and organizations 
of Hartford Healthcare are stronger together. As a unified health system, we are best able to 
sustain and expand the community benefit programs conducted by our hospitals.

In fiscal year 2013, Hartford Healthcare hospitals provided $206,034,343 in community 
benefit to residents across the state. They provided the poorest and most vulnerable with 
quality health care; went into local neighborhoods to engage, educate and screen residents; 
contributed to community-building activities; partnered with community organizations; 
educated tomorrow’s caregivers and more.

You’ll read about just a few of these initiatives in this report. While such community benefit 
activities take many forms, all are specially designed to respond to the unique needs of each 
local community.

I commend all the Hartford Healthcare hospitals for their longstanding dedication to 
community service. It is a tradition we pledge to uphold.

Elliot Joseph
President and Chief Executive Officer 
Hartford Healthcare

2 | Hartford Healthcare
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What is Community Benefit?

Community benefit is comprised of programs or activities that provide treatment or 

promote health and healing as a response to identified community needs in such a 

way as to improve residents' access to healthcare services, enhance the health of the 

community, advance medical or health knowledge, or relieve/reduce the burden on 

government or other community efforts. Hartford Healthcare’s community benefit 

includes education, charity care, subsidized health services, community health 

improvement activities and more. The community benefit figures for FY 2013 are being 

reported in accordance with the IRS Form 990 Schedule H requirement.
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Keeping A Promise To The Community
Providing healthcare when 
and where it’s needed most 
— this is population health 
management at its core, and 
it's a promise on which The 
William W. Backus Hospital 
continues to deliver. From the 
new Backus CareVan and 
strategic outreach to MyHealth 
Direct and the Community 
Health Improvement Plan,
Backus is firmly committed to developing a 
healthcare system to improve the quality of life for 
those living in eastern Connecticut.

Out of the dozens of community health 
programs it presented this year, the Backus 
"Healthy Community’’ pilot program is particularly 
innovative. It integrates community benefits 
and services, hot-spotting, community health 
education, and sustainability efforts.

By identifying high-need geographical areas 
in its primary service area, Backus learned 
that residents in Baltic, a village in the town of 
Sprague, have a high percentage of repeat visits 
to the Emergency Department for issues that are 
not necessarily emergencies. With a long-term 
commitment to Sprague, this initiative is aimed 
at improving overall health in the community by 
offering an ongoing comprehensive schedule of 
health screenings, educational programs, primary 
care, support services, and more.

Without the efforts of one very special 
community servant, Backus and its community 
health partners would not be able to touch the 
residents of Sprague in such a tremendous way. At 
Backus Hospital’s Annual Meeting of Corporators 
on Nov. 20, Sprague Community Center outreach 
coordinator Brenda Keefe was honored as the 
recipient of the Backus 2013 President's Award.
Ms. Keefe received the award for her role in the 
"Healthy Community1’ program. In her honor,

a $10K donation is being made to the Sprague 
Community Center, which serves as the base for 
key community programs.

Since it was launched in May, the Baltic "Healthy 
Community’’ program has touched nearly 700 

individuals, provided 188 blood pressure screenings 
and made primary care referrals for individuals 
with high readings. The program has also offered 
a summer health education series with topics 
including asthma management, home safety, and 
healthy eating on a budget. Nearly 100 individuals 
have received nutritional counseling by a community 
health education registered dietician through the 
program, and three people have quit smoking 
through a grant-funded smoking cessation program 
and partnership with the Uncas Health District.

Pictured clockwise, jrom up
per le/t: Health screenings, 
social services, and nutrition 
education were provided on 

the Backus CareVan and the Mobile Health Resource Center at 
a health fair for the Haitian Community in Ta/tuil!e.

Thames Valley Council/or Community Action Community 
Dietitian Jennifer Fetterley presented a "Healthy Eating on a 
Budget" program at the Sprague Community Center.

Pat Orfitelli, RRT, talked to youngsters about the dangers of 
smoking at the annual National Night Out event, organized by 
the Norwich Police Department.
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Hartford Hospital

Southside Institutions 
Neighborhood Alliance: SINA
Hartford Hospital has been at the forefront of a 
national movement that began in the northeast 
in cities like Philadelphia and Boston and right 
here in Hartford. This movement has influenced 
the transformation of other major cities across 
the country including Cleveland, Minneapolis, 
and Cincinnati. It is based on a model where not- 
for-profit hospitals serve as anchor institutions in 
the transformation of distressed neighborhoods 
and serve as leading economic engines in their 
communities. The link between the well-being 
of the hospitals' surrounding neighborhoods and 
the institution’s financial strength has proven 
to be a powerful incentive in how we address 
community benefit.

Hartford Hospital has implemented this strategy 
through its relationship with the Southside 
Institutions Neighborhood Alliance (SINA), a 
partnership between Connecticut Children's

Medical Center, Hartford Hospital, and Trinity 
College. SINA’s mission is to work cooperatively 
with community stakeholders to restore economic 
vitality and improve the quality of life for the 
benefit of the people who live, work, visit, study, 
and play in the neighborhoods of South Central 
Hartford.

Created more than 35 years ago, SINA was a 
pioneering partnership between the institutions 
in the South End. As a founding member, Hartford 
Hospital's support has allowed SINA to invest in 
job creation, housing, health and other services, 
to support and strengthen schools and to promote 
economic development. Hartford Hospital, has 
invested more than $5 million in SINA over the 
last 20 years to support economic development in 
the South End. Our investment provides a much- 
needed injection of targeted dollars to lift up 
Hartford’s communities.



Our signature project,
The Learning Corridor, a 
16-acre campus that houses 
four magnet schools as well 
as a gallery, performance and 
community spaces on what 
had been one of the most 
blighted and environmentally 
contaminated properties in the city, was the result 
of a partnership between Hartford Hospital, the 
Children's Medical Center, Trinity College and city 
and state agencies. The $10 million that the SINA 
institutions invested in the Learning Corridor 
leveraged $100 million in private and public funding. 
This project has garnered national attention as an 
exemplar of multi-anchor institution collaboration 
to support neighborhood revitalization and 
education in a very low income neighborhood.

Housing development continues to be a 
significant benefit of institutional investment. Our 
early housing development efforts converted 12 
abandoned vacant buildings and an occupied but 
blighted property into 83 affordable apartment 
units in the Frog Hollow neighborhood. Hartford 
Hospital's current focus on housing is on 
promoting homeownership in the neighborhood 
through the Homeownership Incentive Program 
(HIP), which has provided employees of Hartford 
Hospital mortgage support for first time home 
buyers purchasing homes in the South End of 
Hartford. SINA works with our employees to help 
them through the mortgage process and provides 
them with much needed coaching and technical 
support. The results have been outstanding.

Because of the institutional investment in SINA, 
the City of Hartford now receives $265,000 in 
property tax revenues that it would not have 
received had these properties remained abandoned. 
A significant but less measurable effect of this 
development is the sense of vitality and possibility 
that it restores to the neighborhoods.

SINA has invested in economic development 
in the past through job training and early support 
for the Spanish American Merchants Association

From left, are: Oz Griebel, MetroHart/ord Alliance; Jeffrey A. 
Flaks, Hartford Healthcare; Kola Akindele, Hartford Hospi
tal; Ana Rivera, Nelia and Crisostomo Caluya, homeowners; 
Melvyn Colon, SINA; and Yuette Melendez, Hartford Hospital.

Opposite page: Nelia and Crisostomo Caluya, homeowners.

(SAMA). Through SINA, Hartford Hospital supports 
educational achievement of Hartford public school 
students, addressing another social determinant of 
health. Fifty-five graduates of Bulkeley High School 
have received four-year scholarships to attend 
college since 1997. A new program initiated in 2013 
awards four scholarships to students attending 
Capital Community College. The institutions 
are also important partners in planning and 
implementing the Hartford Public Schools annual 
STEM Expo. They provide funds for prizes and 
science-themed entertainment.

Hartford Hospital's long-term and current 
strategic investment in SINA as an "anchor” 
institution serves as an economic engine in our 
surrounding communities as well as throughout 
the city of Hartford. Our relationship has positioned 
Hartford Hospital to produce targeted community 
benefits and to leverage our resources. There is 
growing recognition that in order to effectively 
impact the health outcomes of underserved 
populations, we must recognize the interdependency 
of health and economic and social factors. This 
partnership allows us as a place-based institution 
to leverage our economic power to improve the 
long-term welfare of our community.
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MidState Medical Center

i Detecting Lung Cancers
With A Free CT Scan

For years lung cancer survival rates have fallen 
far below that of other cancers, typically because 
lung cancer is often found at a later stage when 
treatment is less effective. However, a study 
that was published by the New England Journal of 
Medicine offered new hope in the early detection of 
lung cancer, suggesting that individuals who are 
high-risk and undergo a low-dose screening CT 
scan, can increase their chances of survival by 20 
percent. In summer 2013, MidState Medical Center 
took a giant step forward in the efforts of early 
detection by launching its Lung Cancer Screening 
Program, which makes low-dose CT scans available 
at no charge to patients who qualify.

In order to qualify for a free screening, a patient 
must be a current or former smoker (having quit 
within the last 15 years), be between the ages of 55 
and 74 and healthy enough to undergo treatment, 
have a smoking history of at least 30 pack-years, 
and have no previous history of lung cancer. 
Younger patients between the ages of 50 and 
54 may also fit the criteria if they have had a 
second exposure to their lungs, such as radon or 
another occupational hazard or a family history 
of lung cancer.

To date, MidState has screened more than 300 
individuals, at no charge, in the communities it 
serves. Doctors estimate that for every 100 people 
screened, one lung cancer will be found. Many 
patients feel a sense of relief after going through 
the program.

"I was so happy to hear MidState had a program 
like this. As a smoker, I know full well that this is 
probably the stupidest thing I can do, but I also 
know that if they can find something now before 
there are symptoms, the outlook would be better 
for me. I found it fascinating that they can do a

test like this that gives you a much clearer look at 
what’s going on inside your lungs,” said Rosanne 
Gelo of Wallingford, who underwent her screening 
in September.

Another patient of the program, who also 
happens to be a local primary care physician, 
couldn't agree more: "I used to smoke, and this is 
something that has bothered me for a long time. 
Lung cancer is a scary thing — the odds of survival 
are always a toss-up. I feel very reassured to have 
had the screening. I did what I thought I should do 
for me and my family, and now I can better inform 
my patients of the program if I think it benefits 
them,” said Dr. Michael Kellogg, of Meriden Family 
Practice.

Those interested in learning more about the Lung 
Cancer Screening Program can call 203-694-8631.

Dr. James Carroll, a radiologist, was instrumental in spearheading 
MidState Medical Center’s Lung Cancer Screening Program.
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Natchaug Hospital

Autism Family Support Group
Natchaug Hospital pharmacy technician Irish 
Hayward remembers the day her then 11-year-old 
daughter was diagnosed with Asperger’s, a high- 
functioning autism spectrum disorder.

"Having your kid labeled 'autistic’ is kind of like 
a death sentence to a parent,’’ Hayward said. "You 
grieve the weddings, the graduations, the children. 
All the life events you 
anticipated suddenly 
seem like they’re not 
going to happen.”

Over the next five 
years, Hayward’s life 
changed. She became 
a regular attendee 
at conferences and 
seminars on autism.
Typical parenting issues 
escalated into advocacy 
battles with public 
schools. Dealing with 
her daughter’s public 
meltdowns became a wearying way of life.

"You become very isolated,” Hayward said. 
“Because of that I learned firsthand the power of 
support groups.”

In 2012, Hayward approached Behavioral Health 
Network regional vice president of Operations 
David Klein, Ph.D, and Natchaug’s director of 
Ambulatory Services Carrie Pichie, Ph.D., about 
the lack of community services for autism.

"Around one in every 68 children is diagnosed on 
the autism spectrum,” Dr. Pichie said. "Given that 
rate of diagnosis and the lack of services for these 
children and their families, it was clear that we had 
to respond to the community need.”

With the support of Drs. Klein and Pichie, 
Hayward and her colleagues at Natchaug started 
a support group for families of children with 
high-functioning autism at the main hospital 
in Mansfield.

The group meets every third Wednesday for five 
months at a time and is split into two co-occurring 
meetings — one for parents and another for 
children with autism and their siblings.

Parents have the opportunity to connect with 
others in similar situations, while discussing 
relevant topics, including special education

advocacy, parent rights, de- 
escalation strategies, bullying, 
and video game use. Guest 
speakers are sometimes brought 
in to focus on other topics 
such as speech and language 
concerns, medical care, and the 
construction of Individualized 
Education Plans (lEPs).

The sibling and children's 
group utilizes the "Model Me” 
curriculum to engage children 
in social skills intervention.
They also make time to discuss 
feelings, identify their personal 

strengths and vulnerabilities, and take part in 
sensory integration activities.

“A lot of these families have no outside support,” 
said Natchaug clinician Stan Hospod, who 
coordinates the support group. “Providing them 
with education and an outlet is our way of giving 
back to the community where we work and live.”

So far, more than 20 families have benefitted 
from the autism support group. Plans are in the 
works to create another such group at Natchaug’s 
Joshua Center Thames Valley facility in Norwich.

Hayward's daughter, who is now almost 16, has 
made great strides over the last five years and hopes 
to attend college and possibly study agriculture.

"Now that I know she’s okay, I want to help 
anybody else who’s in that position of grief,” 
Hayward said. “I just want them to know that there 
is hope. It does get better.”

TWsh Hayward’s daughter, who is diagnosed with 
Asperger's, makes "gak’’ with Joshua Center Mansfield 
mental health worker Mark Welintukonis during a 
Natchaug autism support group meeting.
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The Hospital of Central Connecticut

M.O.M.S. Program Nurtures Young Moms
Determined to be a good mom, Esmeralda Crespo, 
19 and pregnant, knew she needed some help.

Like hundreds of other young and expectant 
women before her, Crespo turned to The Hospital 
of Central Connecticut’s M.O.M.S. (Mothers Offering 
Mothers Support) Program, which since 1986 has 
been a source of support, providing mentors to help 
women 21 and younger 
become successful and 
confident mothers.

Central to the program 
is the belief that young 
mothers like Crespo can 
be successful and that 
they can learn, support 
one another and make 
informed decisions about 
their lives.

The program, which 
meets weekly for 16 to 18 
months, offers support 
as well as parenting and 
coping skills to young, 
pregnant women and 
parenting mothers in 
Greater New Britain. Many participants are single 
parents who often begin the program without jobs.

"We teach them how to be good role models for 
their children,” says Sara Mahaffy, coordinator of 
the M.O.M.S. Program, part of the hospital’s Family 
Enrichment Center.

The program’s curriculum includes information 
on parenting strategies, child development, stress 
management and health and nutrition through 
discussions, activities, guest speakers and field trips 
to libraries and museums.

M.O.M.S., partially funded through the 
Connecticut Department of Social Services’ 
Children’s Trust Fund, also encourages clients to 
go back to school for a high school diploma, GED 
or a college degree and helps participants prepare

resumes. Peer facilitators, women who were young 
mothers themselves, lead M.O.M.S. groups.

Crespo learned about M.O.M.S. through a 
relative and the Human Resources Agency of New 
Britain, Inc.'s Summer Youth Employment and 
Learning Program. She started with M.O.M.S. while 
pregnant with her firstborn, Arian, born in 2011.

She continued with the 
program when pregnant 
with her second son, 
Liam, born in 2012.

She says M.O.M.S. 
has helped her with 
“mothering skills and 
everyday life skills,” 
including self-esteem, 
child discipline and 
potty training. Crespo 
has also benefited from 
Family Enrichment 
Center home visits 
that help parents 
through their children’s 
developmental stages. 

With a strong 
emphasis on children's early learning through 
reading, M.O.M.S. also gives participants books; 
facilitators "told us to read every day to them so 
their vocabulary would grow,” Crespo says.

She notes her greatest takeaway from the 
M.O.M.S. Program was support and describes 
herself as a stronger and more confident mom who 
is moving forward with her goals. She is currently 
pursuing an associate’s degree and working two 
part-time jobs. Now 21, Crespo wants to be a nurse 
or math teacher.

"It’s very difficult but I need to do it in order to 
be a better mother, have a good career and be a 
good role model for my kids,” she says.

Crespo also hopes to return to the M.O.M.S. 
Program — this time to help others.

Esmeralda Crespo is pictured with her sons (from left) Liam 
and Arian.
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Windham Hospital

Diabetes Class Breaks Down Language 
Barriers To Better Health

(Above) Staff and members of the 
community received diabetes education 
during Windham Hospital's World 
Diabetes Day Event in November.
(At right) Dietitian Lynne McPhee 
and case manager Elba Sostre give 
culturally specific nutrition advice to 
Spanish-speaking patients during the 
hospital’s Conversation Map Diabetes 
Education Program.

Interactions, in collaboration 
with the American Diabetes 
Association, is a motivational 
and interactive educational 
program that works with 
patients to create an individualized 
action plan that helps them 
make healthy diet and lifestyle 
choices to control Type 2 Diabetes.

Speaking through the class 
interpreter, some patients have 
been able to reduce their insulin 
dose and set personal goals to 
stop taking insulin completely.

The 12 women, from Puerto 
Rico, Mexico, the Dominican 
Republic, and other Caribbean 
nations, have bonded through 
shared tradition and experience.
While instruction is similar to the English version 
of the class, instructors and class members focus 
on making healthy choices using traditional 
Caribbean dishes, utilizing portion control and 
healthy alternatives.

Instructor Lynne McPhee, RD, said that while 
there are healthy aspects to Caribbean cooking, 
large portions of rice and starchy vegetables like 
yucca, plantains, and malanga can be detrimental 
in controlling diabetes.

“Portion control is key,” said Ms. McPhee. "When 
you prepare rice and beans with more beans than 
rice, there’s more room for reasonable portions of 
your favorite starchy vegetable.”

Each session of the program includes four 
two-hour classes that encourage taste-testing, 
sharing healthy recipe ideas, exercise, discussion 
on medications, and support for making 
challenging life changes.

The program has been so successful that some 
of the women have taken it multiple times, hoping 
to reinforce their healthy habits and share their 
experiences with others. Instructor Karen Barbone, 
RN, says the women have been sharing their newly- 
found meal planning and cooking skills with their 
families. She says the group has become very close.

"They’ve found time outside of class to get 
together and exercise, reinforcing the healthy 
habits they’ve learned,” said Ms. Barbone.

Maria Garcia has lost 25 pounds since starting 
the program. She says she even considered gastric 
band surgery before enrolling in the Conversation 
Map® program. Ms. Garcia says the group has given 
her the support she needs to make important 
life changes.

"I was really shy before I started the program,” 
said Ms. Garcia. "I’ve come to realize that the 
women in the group have some of the same 
questions I do.”
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In The Community
Hartford Healthcare and its staff supported the educational and/or fundraising activities of several 
community-based organizations to assist them in providing services to their clients. Some of our 
2013 community partners included:

Hartford Hospital
American Cancer Society 
American Diabetes Association 
American Heart Association 
American Lung Association 
Arthritis Foundation 
Assistance Doge Unlimited 
Asylum Hill Family Center 
Be the Match (bone marrow drive)
Brain Injury Alliance of CT 
Capital Workforce Partners 
Central Area Health Education Center 
Charter Oak Health Center 
Chrysalis Center
City of Hartford, Department of Health 

& Human Services 
Community Renewal Team 
Donate Life New England 
Epilepsy Foundation of CT 
Family Life Education
Greater Hartford Male Youth Leadership Program
Hartford Fire Department
Hartford Food System
Hartford Public High School (HPHS),

Academy of Nursing and Health Sciences 
Hispanic Health Council 
iQuilt Hartford Winterfest 
Journey Home 
Kbmen Race for the Cure 
Legacy Foundation 
LifeChoice Donor Services 
Malta House of Care 
March of Dimes 
Mary's Place
Multiple Sclerosis Society
Muscular Dystrophy Association
National Spinal Cord Injury Association, CT Chapter

Red Cross 
South Park Inn
Southside Institutions Neighborhood Alliance
Spanish American Merchants Association (SAMA)
The Academy for Parents
The Gloria House
United Way
Urban Alliance
YMCA of Greater Hartford

MidState Medical Center 
American Cancer Society 
American Diabetes Association 
American Heart Association 
Arthritis Foundation 
Boys & Girls Club of Meriden 
Cheshire Senior Center 
Chrysalis, Inc.
City of Meriden, Department of Health &

Human Services 
Community Health Center 
Council of Neighborhoods 
Girls, Inc.
Komen Race for the Cure
Meriden Senior Center
Spanish Community of Wallingford
The CT Breast Health Initiative
Town of Wallingford, Health Department
United Way of Meriden & Wallingford
United Way of Southington
Wallingford Senior Center
Women & Families Center
YMCA of Meriden
YMCA of Southington & Cheshire
YMCA of Wallingford
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Natchaug Hospital
AA
Adult Children of Alcoholics 
Al-Anon
Chamber of Commerce of Eastern CT
Connecticut Administrators of Special Education (ConnCASE) 
Connecticut Assoc, of Private Special Education 

Facilities (CAPSEF)
Connecticut Mental Health System of Care
Connecticut State Dept, of Education
Department of Children St Families
Freedom From Fear, National Depression Screening Day
Migrant Farm Workers Clinics
NAMI
Nar-Anon
Parent Effectiveness Training
Pervasive Developmental Disorders family support group
Three Rivers Community College, Nursing program
UConn School of Nursing
UConn School of Pharmacy
University of Hartford, Psychology Department
Women Facing Sobriety

The Hospital of Central Connecticut
American Cancer Society
American Diabetes Association
American Heart Association
Arthritis Foundation
Bread for Life
Bristol Senior Center
City of New Britain Health Department
Community Health Center
Komen Race for the Cure
New Britain Senior Center
Plainville Senior Center
Southington Senior Center
The CT Breast Health Initiative
Town of Southington, Regional Health District
United Way of Northcentral CT
United Way of Southington
YWCA of New Britain
YMCA of Southington & Cheshire

William W. Backus Hospital
American Ambulance 
Bethsaida Community 
Catholic Charities 
Center for Hospice Care

2013 Community Benelit Report_V2,indd 17

Child & Family Agency of SECT 
City of Norwich
Community Health Center, New London 
Connecticut Community Care, Inc. (CCCI)
Department of Children & Family 
Department of Developmental Services 
Department of Social Services 
Gemma Moran Food Bank 
Generations Family Health Center 
Hartford Healthcare at Home (HHC at Home)
Ledge Light Health District 
Local and State Police Departments 
Local Fire Departments 
Madonna Place
Mohegan Tribal Health Department 
Norwich Human Services 
Northeast Health District 
Reliance House 
Senior Resources
Southeastern Council on Alcohol and Drug Dependence 

(SCADD)
Southeastern Mental Health Authority 
Southeastern Regional Action Council (SERAC)
Sprague Community Center
St. Vincent DePaul Place Soup Kitchen
Thames Valley Council for Community Action (TVCCA)
Uncas Health District
United Community & Family Services (UCFS)
United Way

Windham Hospital
American Cancer Society
American Heart Association
American Red Cross
Cancer Navigation Program
CT Breast & Cervical Cancer Screening Program
Diabetes Education
Home Day Care Providers
Meals to the Home
Nursing (student programs) UConn,

Three Rivers Community College 
Prenatal Clinic 
Pulmonary Rehab Program 
United Way
Windham School Based Health Clinics (High, Middle,

STEM Academy)
Wise Women Program

2013 Community Benefit Report | 17

12/5/14 1:19 PM



|p

Hartford
Healthcare
Community Benefit

Hartford
Hospital

MidState 
Medical Center

Windham
Hospital

*

Charity Care and Means-Tested Programs

Charity care at cost 8,960,183 2,771,875 1,224,611

Unreimbursed Medicaid 42,660,979 11,514,688 8,502,817

Unreimbursed costs
- other means-tested government programs 0 0 0

Total Charity Care and Means-Tested Programs 51,621,162 14,286,563 9,727,428

Other Benefits

Community health improvement services 
and community benefit operations 6,665,796 487,169 628,288

Health professions education 36,273,588 256,372 735,156

Subsidized health services 3,492,073 707,095 399,632

Research 12,726,896 0 0

Cash and in-kind contributions 
to community groups 7,794,220 6,499 199,900

Tbtal Other Benefits 66,952,573 1,457,135 1,962,976

Total 118,573,735 15,743,698 11,690,404
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For Year 10-1-2012 through 9-30-2013. 
FY2013 figures are being reported in accordance with the IRS Form 990 Schedule H requirement.

m

Natchaug The Hospital of William W. Backus System
Hospital Central Connecticut Hospital Totals

159,884 5,451,402 2,619,821 21,187,776

3,443,148 14,020,254 18,398,952 98,540,838

236,569 0 0 236,569

3,839,601 19,471,656 21,018,773 119,965,184

415,312 1,525,814 836,884 10,559,263

36,795 6,480,813 169,283 43,952,007

1,158,261 320,961 3,935,738 10,013,760

0 365,312 27,352 13,119,560

334,751 1,951 87,248 8,424,569

1,945,119 8,694,851 5,056,505 86,069,159

5,784,720 28,166,507 26,075,278 206,034,343
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Windham Hospital Community Needs Implementation Strategy, Executive Summary



 
 
 
Community Health Needs Assessment (CHNA) 
Implementation Strategy 
 
 
BACKGROUND 

 
Windham Hospital is a 130-bed, not-for-profit acute care community hospital 
providing state-of-the-art comprehensive medical services, personalized 
attention, and care. The hospital’s mission is “to enhance the lives and well-
being of people in the communities we serve by providing quality health 
care”.   Our hospital’s vision is to “be recognized as the outstanding 
community hospital in Connecticut. Across the generations, our patients and 
their families will experience healthcare that is consistently high in quality, 
seamless in transition, and accessible to all. We will be the leader in 
healthcare and a catalyst for improving the communities we serve”.  The 
hospital seeks to meet the total healthcare needs of people from throughout 
our 19-town service area in eastern Connecticut. Our service area includes: 
Andover, Ashford, Brooklyn, Canterbury, Chaplin, Colchester, Columbia, 
Coventry, Eastford, Franklin, Hampton, Hebron, Lebanon, Mansfield, 
Scotland, Sprague, Tolland, Willington, and Windham. 

For more than 75 years, Windham Hospital has treated patients with the 
latest high-tech equipment, operated by some of the most skilled and 
compassionate medical professionals available. Our staff members are proud 
to live and work in this area. We are committed to providing quality 
healthcare to all who enter our doors. We provide a vital core of inpatient, 
outpatient, rehabilitation, and emergency services in a caring and personal 
community setting in Northeastern Connecticut. The hospital’s medical staff 
includes 247 physicians and dentists. Through our membership in Hartford 
Healthcare, our patients have easy access to the best care ...here at 
Windham, at Hartford Hospital, and at other Hartford Healthcare member 
facilities. 

In 2012, 14,547 individuals benefited from Windham Hospital community 
benefit activities. The hospital invested $4,927,321 in community benefit 
programs; of which $3,706,321 was contributed to charity care. These funds 
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were expended for a variety of purposes: to help our community stay 
healthy, provide ready access to high quality medical care, partner with 
others to educate our neighbors and strengthen the community, advance 
medical knowledge, prepare professionals who will care for this and future 
generations of local residents, and much more.  

COMMUNITY HEALTH NEEDS ASSESSMENT PROCESS 

In 2011, a consortium of seven healthcare agencies in Windham County, 
Connecticut was formed to conduct a comprehensive study to provide 
current statistics and quantitative feedback on the key health issues facing 
Windham County residents. The organizations involved in the partnership 
included: Windham Hospital, Day Kimball Hospital, Natchaug Hospital, VNA 
East, Northeast District Department of Health, Community Health Resources 
(CHR), United Services, and Generations Family Health Centers.  

 
Consultants were interviewed and The Center for Research and Public Policy 
was hired to conduct the assessment. Outside funding was sought and each 
partner contributed toward the fee amount in proportion to the size of their 
budgets. A total of $60,000 was budgeted for the process; an outside grant 
from Jewett City Savings Bank in the amount of $1,000 was received. All 
partners paid at least $1,000 and Windham Hospital’s portion was $19,000. 

 
The primary goals of the Community Health Needs Assessment were to: 

 Provide baseline measure of key health indicators 
 Inform health policy and health strategies 
 Provide a platform for collaboration among community groups 
 Serve as a resource for individuals and agencies to identify 

community health needs 
 Establish benchmarks and monitor trends 
 Assist with community benefit requirements 

 
 
METHODOLGY AND RESULTS TO BE DESCRIBED 
 
The Health Assessment included seven focus groups, a comprehensive 
telephone survey, and the collection of secondary data. Focus group sessions 
were held among First Responders, Latinos, Community Leaders, School 
Based Health Providers, Boomers, Faith-Based and Youth groups.  

 
The areas for investigation during the focus groups included: 
 Perception of community healthcare status 
 Current health insurance status, having Primary Care and Oral 

Health Providers 
 Perceptions of current community standard of living 
 Awareness of area health care facilities and organizations 
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 Strengths and weaknesses of area health care service organizations 
 Area health care needs: under-met and unmet 
 Views on emerging needs 
 Needs specific to Faith Based, School Based, First Responders, and 

Community Leaders 
 Views on needs related to addictions, care givers, health/fitness, 

and mental health; and 
 Barriers to receiving needed health care in the community  

 
Following approximately 90 minutes of dialogue during each focus group 
session, participants were asked to review an extensive list of health care 
programs and services. The programs and services that 80.0% or more of 
the group suggested as areas of need were as follows: 
 
 Childcare – allowing travel for medical appointments 
 Fitness and obesity education and programs 
 Transportation to health care services 
 Health insurance support   
 Veterans health care 
 Care giver education and support  
 Behavioral risk prevention programs 
 Alzheimer’s and Dementia support groups 
 Nutritional education 
 Food and meals for those in need 
 School age bullying prevention services 
 Parenting support programs; and  
 Behavioral and Mental Health services 

 
In addition, 630 telephone interviews using a quantitative research design 
were conducted from September 9 to September 19, 2011 among residents 
of the fifteen municipalities served in Windham County. Residents were 
contacted between 5:00 p.m. and 9:00 p.m. weekdays and 10:00 a.m. and 
4:00 p.m. on the weekend. Survey input and approval was provided by the 
Consortium officials. The survey areas for investigation included: 
 
 Health care access 
 Physical activity 
 Dental care 
 Cardiovascular disease 
 Tobacco use 
 Immunizations 
 Falls 
 Women’s health 
 Prostate cancer screening 
 Colorectal cancer screening 
 Pre-diabetes and Diabetes 
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 Nutrition 
 Sleep 
 Alcohol consumption 
 Healthy days 
 Family planning 
 Visual health and access to eye care 
 Caregiver 
 Veteran’s health 
 BMI’s; and  
 Demographics 

 
The population-based survey was proportional to population contributions 
within the state, towns, and known census tract, group blocks and blocks. A 
super random digit sampling procedure was used which derived a working 
telephone sample of both listed and unlisted telephone numbers including 
cell and land lines. Respondents qualified for the survey if they confirmed 
they were at least 18 years of age and were current residents of one of the 
qualifying communities. The Center for Research and Public Policy 
maintained a 70% completion rate on all calls made. Statistically, a sample 
of 630 surveys represents a margin for error of +/- 4.0% at a 95% 
confidence level.  
 
In comparison to the Center for Disease Control’s Behavioral Risk Factor 
Surveillance Survey (BRFSS), Windham County was ahead in the following 
areas: 
 
 Access to pneumonia shots 
 Mammograms 40+ 
 Mammograms 50+ 
 Pap tests 
 Getting pneumonia shots; and 
 Colorectal screening 

 
Windham County was neutral in comparison to BRFSS with colonoscopies 
and fell behind in: 
 
 Health insurance 
 Physical activity 
 Dental visit  
 Heart attacks 
 Stroke 
 Smoking 
 Getting flu shots 
 Getting prostate cancer screening  
 Diabetes 
 Fruits 



Page | 5 
 

 Vegetables; and 
 BMI’s  

 
Secondary data was compiled by The Center for Research and Public Policy 
using CDC and state data bases.  
 
PRIORITIZED COMMUNITY HEALTH NEEDS 
 
In December of 2011, the results of the study were presented to the Senior 
Leadership Team.  
 
On January 23, 2012, the results of the survey were presented to the 
Governing Board of Windham Hospital.  
 
In March 2012, the results of the survey were reviewed with Windham 
Hospital’s Quality Care Committee (QCC), a subcommittee of the governing 
board. QCC’s membership is comprised of two Governing Board Members, 
two Community Representatives, and seven Medical Staff Members. In 
discussions and review with Senior Leadership and based their professional 
and community experiences, QCC recommended that Diabetes and Obesity 
take priority on CHNA Action Plan.  
 
STRATEGIES TO ADDRESS COMMUNITY HEALTH NEEDS  
 
OBESITY 
Recognizing the connection between Diabetes, Cardiovascular Disease, Fruit 
and Vegetable consumption, and other chronic conditions to Obesity, 
Windham Hospital will seek to improve these conditions by focusing 
education and awareness on promoting healthy weight through diet and 
exercise. Windham Hospital expects that reducing the prevalence of 
residents who are overweight or obese will impact the number of residents 
at risk or diagnosed with Diabetes, Cardiovascular Disease, and other 
chronic conditions.  
 
GOAL: Reduce the prevalence of obesity among Windham County residents 
through promotion of healthy eating and physical activity 
 
OBJECTIVES: 
 
 Reduce overweight and obesity rates 
 Improve diet and nutritional intake 
 Increase physical activity and regular exercise among Windham 

County residents 
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KEY INDICATORS: 
 
 #% of overweight and obese adults based on Body Mass Index (BMI) 
 Regular Physical Activity Rates 
 Fruit and Vegetable Intake Rates 

 
WINDHAM HOSPITAL STRATEGIES: 
Expand educational opportunities to individuals about the importance of 
eating healthy foods with an emphasis on fruits and vegetables. 
 
 Health Education, Lectures, and Workshops - Community 

lectures, presentations, workshops, and panel discussions on subjects 
concerning healthy living, prevention, and management of chronic 
diseases, and health education for the lay person. Community 
education efforts will expand with additional programs targeting 
Obesity, Healthy Eating, and Physical Activity as well as bilingual 
programming.  
 
Partners: Generations Family Health Center and Providers from 
Hartford Health Care Medical Group 
Scope: Windham Hospital service area 
 

Increase availability and access to affordable healthy foods with an emphasis 
on fresh fruits and vegetables. 
 
 Farm Stand at Windham Hospital – Farmer’s Market held at last 

year’s staff picnic will be expanded in frequency to offer convenient 
access to fresh produce to community out patients, visitors, and 
hospital staff.  
 
Partners: Local Farms 
Scope: The Willimantic Downtown area and Windham County 
 

 Windham Hospital Meals to the Home – Current program of meals 
delivered to the home will be expanded to include luncheons and 
events at local senior centers to offer consistent access to nutritious 
meals.  
 
Partners: VNA East and Local Senior Centers 
Scope: Windham County  

 
Expand educational opportunities to individuals about the importance of 
physical activity and increase availability and access to free and low cost 
physical activity. 
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 Wildcat Marathoners - The prevalence of overweight and obese 
children has increased dramatically. It is well known that 
obese/overweight children are at higher risk of remaining obese 
through adulthood, but childhood obesity is also the leading cause of 
pediatric hypertension, is associated with Type 2 Diabetes Mellitus, 
increases the risk of heart disease, increases the stress on joints, 
lowers self-esteem and affects relationships with classmates. Key 
components to a successful obesity treatment program:  physical 
activity, dietary management and behavior modification. A team 
consisting of hospital dietitians, school nurses, physical education 
teachers and health teachers will work with the students and parents 
to promote healthy eating, modify behaviors, and exercise habits to 
treat obesity.  
 
Partners: Windham Hospital Foundation, Windham Public School 
Based Health Centers, and Public Schools Systems 
Scope: City of Willimantic and Windham County  

 
EXISTING COMMUNITY ASSESTS AND RESOURCES 
 
 Windham Hospital Foundation  
 Local Farmer’s Markets  
 School Based Health Centers at Middle School and High School 
 Windham County Public School Systems 
 Covenant Soup Kitchen  
 VNA East 
 Windham County Senior Centers 
 Windham County Community Centers  
 Windham Hospital Cardiac and Respiratory Rehabilitation Classes 
 Windham Hospital Chair Yoga Classes 
 Windham Hospital Healthy Lifestyles Classes 
 Windham Hospital Nutritional Counseling Classes  

 
DIABETES 
 
Successful community interventions aimed at preventing and managing 
Diabetes includes both physical activity and diet components. Structured 
programs of continuous education are most effective in improving patient 
outcomes. Windham Hospital will seek to improve these conditions by 
focusing education and awareness on promoting healthy lifestyles, 
prevention, and management. Windham Hospital expects that reducing the 
prevalence of residents who have Diabetes will impact the number of 
residents at risk or diagnosed with Cardiovascular Disease and other chronic 
conditions.  
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GOAL: Reduce the prevalence of Pre-Diabetes and Diabetes among Windham 
County residents through proper management of diets and physical activity. 
 
OBJECTIVES: 
 

 Reduce Pre-Diabetes and Diabetes rates 
 Improve diet and nutritional intake 
 Increase physical activity and regular exercise among Windham 

County residents 
 
KEY INDICATORS: 
 

 #% of Pre-diabetic and Diabetic adults  
 #% of Cardiovascular events  
 Regular Physical Activity Rates 
 Fruit and Vegetable Intake Rates 

 
WINDHAM HOSPITAL STRATEGIES 
Expand educational opportunities to individuals about the importance of 
preventing and managing Diabetes with an emphasis on physical activity and 
eating healthy foods.  
 
 Health Education, Lectures, and Workshops - Community 

Lectures, presentations, workshops, and panel discussions on subjects 
concerning healthy living, prevention, and management of diabetes for 
the lay person. Community education efforts will expand with 
additional programs targeting Hypo/hyperglycemia, Treatments, Long 
Term Complications, Dietary Considerations, Carbohydrate Counting, 
Heart Healthy Eating, Insulin Pump Management, Dining Out 
Guidelines, Cooking Ideas, and Physical Activity as well as bilingual 
programming.  
 
Partners: Generations Family Health Center and Providers from 
Hartford Health Care Medical Group 
Scope: Windham Hospital Service Area 
 

Expand access to endocrinology services to individuals living in the City of 
Willimantic.   
 
 Endocrinology Provider Sessions – Endocrinology Provider 

appointments will be offered on a routine basis to pre-diabetic and 
diabetic patients who find barriers to traveling outside of the city.  
 
Partners: Generations Family Health Center and Hartford Health Care 
Medical Group 
Scope: City of Willimantic  
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EXISTING COMMUNITY ASSESTS AND RESOURCES: 
 
 Hartford Health Care Medical Group 
 Windham Hospital Diabetes Education Classes 
 Diabetes Update Support Group  
 Windham Hospital Insulin Pump support Group 
 Windham Hospital Pre-Diabetes Instruction 
 Generations Family Health Center 
 VNA East  
 Windham County Senior Centers 
 Windham County Community Centers  

 
DISCUSSION, RECOMMENDATIONS, AND OTHER IDENTIFIED NEEDS 
 
Windham Hospital, at the time of the survey, owned and operated a small 
prenatal clinic for uninsured and underinsured woman on its hospital 
campus.  The Clinic’s focus has been on keeping uninsured and underinsured 
pregnant women healthy during their pregnancies through primary and 
secondary prevention and psychological and educational support. 
Subsequent to the completion of the survey and assessment, the one local 
private Obstetrical and Gynecology practice gave notice to the hospital and 
local legislators that they could no longer sustain their current practice 
model with greater than 50% of their practice being Medicaid patients. This 
created a critical barrier for women to access obstetrical and gynecological 
care in our community. Reproductive health is a major concern for the 
community as it is 80% of the work in our School Based Health Center at the 
local high school.   
 
GOAL: Increase access to quality Women’s Healthcare for Windham County 
residents with a focus on obstetrics and gynecology.  
 
OBJECTIVES:  
 
 Mitigate and reduce the barriers to accessing free and low cost 

Women’s Health Services 
 Increase number of female residents who have access to obstetrical 

and gynecological care 
 Increase utilization of free and low cost health care services 
 Increase coordination of care with primary care provider 

 
KEY INDICATORS: 
 
 Number of female adults who have access to Women’s Health Services 
 Number of female adults who have health care coverage 
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 Emergency Department usage for non-emergency obstetrical and 
gynecology needs 
 

WINDHAM HOSPITAL STRATEGIES:  
 Women’s Health Center - In providing Women’s Health Services, the 

hospital has historically worked closely with Generations Family Health 
Center and Mansfield Ob/GYN Associates in the delivery and 
coordination of care for Prenatal Clinic patients.  Specifically, many of 
the clinic patients receive complementary primary care services from 
Generations Family Health Center.  Mansfield Ob/GYN currently 
provides the clinic’s physician and mid-level provider support in 
connection with the provision of the services. This type of collaboration 
in this small community better serves the health care needs of its 
population.   
 
The hospital now proposes to transfer the operational responsibility for 
the services to Generations Family Health Center.  The hospital and 
Generations Family Health Center will enter into an access and license 
agreement for use of the same space and facilities, a lease agreement 
for the professional clinic staff services, and a Community Support 
Agreement wherein the hospital will provide a three year funding grant 
to Generations Family Health Center to assist with funding the 
transition of Women’s Health Services and covering the deficiencies 
between certain operating expenses and revenues.   
 
Therefore, the clinic’s patients will see very little change other than the 
fact that the services will now be provided under Generations Family 
Health Center Clinic license rather than the hospital’s license.  
Uninsured and underinsured pregnant women will continue to receive 
the same services at the same clinic location and with the same 
providers, but with Generations Family Health Center being the 
provider of record rather than the hospital.  Although the Hospital will 
no longer be providing outpatient prenatal services, it will continue to 
provide prenatal high-risk, diagnostic, and labor and delivery services 
to all patients, including the clinic’s patients through a provider 
contract with Mansfield OB/GYN.     
 
Partners: Generations Family Health Center, Mansfield OB/GYN, and 
Windham Hospital Foundation (Gina’s Friends)  
Scope: Windham County and Eastern Connecticut  

 
EXISTING COMMUNITY ASSETS AND RESOURCES: 
 State of Connecticut CBCC, WISE WOMAN, and Colorectal Programs 
 Windham School Based Health Centers 
 Planned Parenthood 
 Hartford Hospital Department of Obstetrics and Gynecology 
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RATIONALE FOR COMMUNITY HEALTH NEEDS NOT ADDRESSED 
 
To be the most effective and make the greatest impact on our community, it 
is understood that not all needs can be addressed at once. The two key 
priorities areas identified, Diabetes and Access to Care, are expected to 
also have a significantly influential impact on BMI’s, diets containing fruits 
and vegetables, physical activity, cardiac disease, and strokes. In order to 
avoid duplication of efforts, Behavioral and Mental Health issues in our 
community will be led by the specialists at Natchaug Hospital and United 
Services. However, the hospital is currently working on a strategic initiative 
with Natchaug Hospital to develop and implement an inpatient program to 
identify behavioral and mental health issues as comorbidities to coordinate 
care and decrease length of stay for the patient.  

 
APPROVAL FROM THE GOVERNING BOARD 

 
The Windham Hospital Board of Directors met on January 28, 2013 to review 
the recommended Implementation Strategy. The Board voted to adopt the 
Implementation Strategy as outlined a provided the necessary resources and 
support to carry out the initiatives therein.  
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Windham Hospital 
 

2015 Community Health Needs Assessment 

and Implementation Plan 

In the Fall of 2014, Hartford Health Care embarked on a comprehensive Community Health Needs Assessment 

(CHNA) process to identify and address the key health issues for our community.  Windham Hospital is a 

partner in the Hartford HealthCare System, affiliating in June of 2008.   

It is Windham Hospital’s mission “to offer comprehensive services in an environment where innovation and teaching 

are integral to care; where we are proud to serve patients and one another; where meeting the challenge of complex 

medical needs is viewed as a defining competency; and where quality and safety of care are a constant.” 

Community health at Windham Hospital is founded on the principles of population health management.  Windham 

Hospital bases its Community Health Improvement Plan on four pillars, which, with a patient centered focus, support 

Hartford HealthCare’s five year strategies, mission, vision, and core values.  These four pillars are: 

1)   Data:  Listening to the voices of the community and understanding objective health outcomes 

2)   Partnership:  Engaging with community resources, both medical and social 

3)   Access:  Creating multiple connections to communicate with, and care for, our community, regardless of payor 

type or socioeconomic status  

4)   Coordination:  Providing management across the entire spectrum of health to optimize the distribution of health 

outcomes, regardless of payor source or socioeconomic status 

About Windham Hospital, a Hartford HealthCare Partner 

Windham Hospital is a not-for-profit, 130-bed hospital with approximately 544 employees, accredited by The Joint 

Commission, primarily serving 19 towns in Windham and Tolland Counties. 

Windham Hospital is located in Willimantic, Connecticut, and provides high quality inpatient and outpatient care, 

including comprehensive emergency care, Labor and Delivery services, two Physical Therapy and Rehabilitation Clinics, 

Cancer services, Cardiology services, and Behavioral Health services embedded in the ED.  Windham Hospital also has 

numerous on-campus support services, including family centered care, providing primary and urgent care, as well as 

diagnostic imaging and lab services. Windham Hospital offers a Cardiac Rehabilitation Center and Lipid Clinic, 

Pulmonary & Respiratory services, orthopedic services, Diabetes Center, Pain Management, Physical Therapy, Imaging 

& Radiology, lab services, and more. 

Windham Hospital recognizes that health outcomes are driven by much more than traditional medical care.  Working 

alongside other well-established community partners, the Windham Hospital provides resources to understand and 

improve the health outcomes of our population.  This strategy allows Windham to understand the needs of the high 

risk, rising risk and healthy sectors of its community and to provide each sector with appropriate access.   

Windham Hospital’s goal is to improve the community’s health status by partnering with its members to make healthy 

life choices, while providing smarter, better, and cost-effective care to Northeastern Connecticut. 
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Definition of the Community Served   [IRS Form 990, Schedule H, Part V, Section B, 1a, 2, 2013] 

The study area for the survey effort (referred to as the “Windham Hospital Service Area” in this report, or “WHSA”) is 

defined by 16 residential ZIP Codes in Connecticut. This area definition is illustrated in the following map. 

 

                 
  

Pillar 1:  Data  

Goal 

Listening to the voices of the community and understanding objective health outcomes 

 

Timeframe  FY 2016-2019  

Strategies & Scope  
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Demographics of the Community   [IRS Form 990, Schedule H, Part V, Section B, 1b 2013] 

The following chart outlines the characteristics of the Windham Hospital Service Area sample for key 

demographic variables, compared to actual population characteristics revealed in census data. [Note that the 

sample consisted solely of area residents age 18 and older; data on children were given by proxy by the person 

most responsible for that child’s healthcare needs, and these children are not represented demographically in 

this chart.]  

 

 

How CHNA Data Were Obtained  [IRS Form 990, Schedule H, Part V, Section B, 1d, 2013] 

CHNA Goals & Objectives [IRS Form 990, Schedule H, Part V, Section B, 4, 2013] 

This Community Health Needs Assessment, a follow-up to a similar study conducted in 2012, is a systematic, data-

driven approach to determining the health status, behaviors and needs of residents in the Primary Service Area of 

Windham Hospital.  Subsequently, this information may be used to inform decisions and guide efforts to improve 

community health and wellness.   

The Community Health Needs Assessment provides information so that communities may identify issues of greatest 

concern and decide to commit resources to those areas, thereby making the greatest possible impact on community 

health status.  The 2015 PRC Community Health Needs Assessment serves as a tool toward reaching three basic goals:   

 To improve residents’ health status, increase their lifespans, and elevate their overall quality of life.  A 

healthy community is not only one where its residents suffer little from physical and mental illness, but also one where 

its residents enjoy a high quality of life.  

 To reduce the health disparities among residents.  By gathering demographic information along with 

health status and behavior data, it will be possible to identify population segments that are most at-risk for various 

diseases and injuries.  Intervention plans aimed at targeting these individuals may then be developed to combat some 

of the socio-economic factors which have historically had a negative impact on residents’ health.   

 To increase accessibility to preventive services for all community residents.  More accessible preventive 

services will prove beneficial in accomplishing the first goal (improving health status, increasing life spans, and 

elevating the quality of life), as well as lowering the costs associated with caring for late-stage diseases resulting from 

a lack of preventive care. 
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This assessment was conducted by Professional Research Consultants, Inc. (PRC).   PRC is a nationally-recognized 

healthcare consulting firm with extensive experience conducting Community Health Needs Assessments such as this in 

hundreds of communities across the United States since 1994. 

CHNA Methodology 

This assessment incorporates data from both quantitative and qualitative sources.  Quantitative data input includes 

primary research (the PRC Community Health Survey) and secondary research (vital statistics and other existing 

health-related data); these quantitative components allow for comparison to benchmark data at the state and national 

levels.   

Community Health Survey 

The survey instrument used for this study is based largely on the Centers for Disease Control and Prevention (CDC) 

Behavioral Risk Factor Surveillance System (BRFSS), as well as various other public health surveys and customized 

questions addressing gaps in indicator data relative to health promotion and disease prevention objectives and other 

recognized health issues. The final survey instrument was developed by PRC, with input from Windham Hospital and 

the other community sponsors. 

 

A precise and carefully executed methodology is critical in asserting the validity of the results gathered in the PRC 

Community Health Survey. Thus, to ensure the best representation of the population surveyed, a telephone interview 

methodology — one that incorporates both landline and cell phone interviews — was employed. The primary 

advantages of telephone interviewing are timeliness, efficiency and random-selection capabilities.  

 

The sample design used for this effort consisted of a random sample of 579 individuals age 18 and older in the 

Windham Hospital Service Area. Because this study is part of a larger effort involving multiple regions and hospital 

service areas, the surveys were distributed among various strata. Once the interviews were completed, these were 

weighted in proportion to the actual population distribution so as to appropriately represent the Windham Hospital 

Service Area as a whole. All administration of the surveys, data collection and data analysis was conducted by PRC.  

 

For statistical purposes, the maximum rate of error associated with a sample size of 579 respondents is ±4.0% at the 

95 percent level of confidence.  
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Public Health, Vital Statistics & Other Data 

 

A variety of existing (secondary) data sources was consulted to complement the research quality of this Community 

Health Needs Assessment. Data for the Windham Hospital Service Area were obtained from the following sources 

(specific citations are included with the graphs throughout this report): 

  

 Center for Applied Research and Environmental Systems (CARES)  

 Centers for Disease Control & Prevention, Office of Infectious Disease, National Center for HIV/AIDS, Viral 

Hepatitis, STD, and TB Prevention  

 Centers for Disease Control & Prevention, Office of Public Health Science Services, Center for Surveillance, 

Epidemiology and Laboratory Services, Division of Health Informatics and Surveillance (DHIS) 

 Centers for Disease Control & Prevention, Office of Public Health Science Services, National Center for Health 

Statistics  

 Community Commons  

 Connecticut Department of Public Health  

 ESRI ArcGIS Map Gallery  

 National Cancer Institute, State Cancer Profiles  

 OpenStreetMap (OSM)  

 US Census Bureau, American Community Survey  

 US Census Bureau, County Business Patterns  

 US Census Bureau, Decennial Census  

 US Department of Agriculture, Economic Research Service  

 US Department of Health & Human Services  

 US Department of Health & Human Services, Health Resources and Services Administration (HRSA)  

 US Department of Justice, Federal Bureau of Investigation  

 US Department of Labor, Bureau of Labor Statistics  
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Assessment of Empirical Data  

The Community Health Needs Assessment (which can be found on the Windham website at 

http://www.windhamhospital.org/about-us/community-health-needs-assessment) provides the detailed results of the 

community health survey and secondary data review conducted in 2014/2015.   These data points, in conjunction with 

input from community partners, helped the Hospital to determine its key priority areas, and the most pressing health 

needs of the region.   

Community Stakeholder Input                     [IRS Form 990, Schedule H, Part V, Section B, 1h & 3, 2013] 

 

To solicit input from key informants, those individuals who have a broad interest in the health of the community, 

an Online Key Informant Survey was also implemented as part of this process. A list of recommended 

participants was provided by Hartford HealthCare; this list included names and contact information for 

physicians, public health representatives, other health professionals, social service providers, and a variety of 

other community leaders. Potential participants were chosen because of their ability to identify primary 

concerns of the populations with whom they work, as well as of the community overall.  

 

Key informants were contacted by email, introducing the purpose of the survey and providing a link to take the 

survey online; reminder emails were sent as needed to increase participation. In all, 25 community stakeholders 

took part in the Online Key Informant Survey. Their participation is outlined below: 

 

Online Key Informant Survey Participation 

 

Key Informant Type  Number Invited  Number Participating  

Community/Business Leader  23    4  

Health Provider  23    9  

Public Health Expert    4    2  

Social Services Representative  22  10 

 

In the online survey, key informants were asked to rate the degree to which various health issues are a problem 

in their own community. Follow-up questions asked them to describe why they identify problem areas as such, 

and how these might be better addressed. Results of their ratings, as well as their verbatim comments, are 

included throughout this report as they relate to the various other data presented.  

NOTE: These findings represent qualitative rather than quantitative data. The Online Key Informant Survey was 

designed to gather input from participants regarding their opinions and perceptions of the health of the residents 

in the area. Thus, these findings are based on perceptions, not facts. 

Vulnerable Populations                                     [IRS Form 990, Schedule H, Part V, Section B, 1f. 2013] 

Through this process, input was gathered from several individuals whose organizations work with low-income, 

minority populations, or other medically underserved populations.  

 

Minority populations represented:  

African-Americans, American Indians, Asians, Cape Verdeans, Chinese residents, disabled elderly, French Creole 

residents, Haitian residents, Hispanics, persons with HIV/AIDS, the homeless, lesbian/gay/bisexual/transgender 

individuals, low-income residents, middle easterners, migrant farm workers, mixed race individuals, northern 

Europeans, unemployed residents, victims of crime. 

 

 

 

 

http://www.windhamhospital.org/about-us/community-health-needs-assessment
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Medically underserved populations represented:  

 

Persons with behavioral health issues, children, diabetics, the disabled, the elderly, the homeless, 

lesbian/gays/bisexual/transgender individuals, low-income residents, Medicaid/Medicare recipients, those who 

are mentally ill, non-English speaking persons, persons with substance abuse issues, undocumented immigrants, 

uninsured/underinsured residents, veterans, women and children, young adults. 

Information Gaps                                              [IRS Form 990, Schedule H, Part V, Section B, 1i, 2013] 

While this Community Health Needs Assessment is quite comprehensive, Windham Hospital and PRC recognize 

that it cannot measure all possible aspects of health in the community, nor can it adequately represent all 

possible populations of interest. It must be recognized that these information gaps might in some ways limit the 

ability to assess all of the community’s health needs. 

In terms of content, this assessment was designed to provide a comprehensive and broad picture of the health 

of the overall community. However, there are certainly a great number of medical conditions that are not 

specifically addressed. 

Public Dissemination                                       [IRS Form 990, Schedule H, Part V, Section B, 5-5c, 2013] 

This Community Health Needs Assessment is available to the public on the Windham website at 

http://www.windhamhospital.org/about-us/community-health-needs-assessment  

Windham Hospital will provide any individual requesting a copy of the written report with the direct website 

address, or URL, where the document can be accessed.  Windham Hospital will also maintain at its facilities a 

hardcopy of the CHNA report that may be viewed by any who request it.  

Health Needs of the Community                        [IRS Form 990, Schedule H, Part V, Section B, 1e, 2013] 

SELECTION OF THE COMMUNITY HEALTH PRIORITIES 

On June 11, 2015, Windham Hospital held a Prioritization Session with hospital and community representatives 

to review the research findings and prioritize the key issues for adoption and inclusion in the Windham Hospital 

Implementation Plan.  

  

The objectives of the half-day strategic planning session were to:  

 

 Provide an overview of recently compiled community health data and highlight key research findings 

 Initiate discussions around key health issues and prioritize based on select criteria 

 Brainstorm goals and objectives to guide Windham Hospital’s Implementation Plan 

 Examine Windham Hospital’s role in addressing community health priorities 

 A total of 25 individuals were invited to attend the strategic planning session, including experts in public 

health, representatives of underserved populations, health and social services agencies, and other 

community stakeholders.   

PRC facilitated an open group discussion for attendees to share what they perceived to be the needs and areas 

of opportunity in the region. This included a discussion of overlapping issues, root causes of health, and the 

ability for regional health and human services providers to effectively address the various needs. After some 

consolidation and a considerable amount of dialogue, the following list was developed by the attendees. The 

following list was considered the “Master List” of needs to be evaluated as potential priority areas for 

community health improvement activities. The list is presented in alphabetical order. 

 Access to care (physician ratio/insurance, cultural competency, other barriers, hospitalizations) 

 Cancer  

 Dementia, Including Alzheimer’s Disease 

 Diabetes 

http://www.windhamhospital.org/about-us/community-health-needs-assessment
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 Heart Disease and Stroke 

 Mental Health 

 Nutrition, Physical Activity & Weight 

 Oral Health 

 Potentially Disabling Conditions 

 Respiratory Diseases 

 Substance Abuse 

 Tobacco Use 

 

Prioritization of Community Issues 

 

To further identify the most urgent priority areas, participants were asked to rank the master list. The 

participants were provided with information regarding the prioritization process, criteria to consider when 

evaluating key areas of focus, and other aspects of health improvement planning, such as goal setting and 

developing strategies and measures. Participants were asked to rate each need based on two criteria:  

seriousness of the issue and the ability to impact the issue. Respondents were asked to rate each issue on a 1 

(not at all serious; no ability to impact) through 10(very serious; great ability to impact) scale.  The ratings were 

gathered instantly and anonymously through a wireless audience response system. Each attendee received a 

keypad to register their vote. The following tables reveal the results of the voting exercise.  

 

Scope & Severity Ranking Ability to Impact Ranking 

9.22   Mental Health  7.89   Diabetes  

8.60   Heart Disease & Stroke  7.71   Access to Healthcare Services 

8.42   Nutrition, Physical Activity & Weight 7.42   Mental Health 

8.34   Substance Abuse 7.36   Heart Disease & Stroke 

8.07   Cancer 6.79   Nutrition, Physical Activity & Weight 

7.97   Diabetes 6.31   Respiratory Disease 

7.72   Respiratory Diseases 6.23   Cancer 

7.20   Tobacco Use 6.18   Substance Abuse 

6.71   Access to Healthcare Services 5.86   Tobacco Use 

6.28   Dementias, Including Alzheimer's Disease 5.17   Potentially Disabling Conditions 

6.14   Potentially Disabling Conditions 4.72   Oral Health 

5.97   Oral Health 4.69   Dementias, Including Alzheimer's Disease 

 

Community-Wide  

Community Benefit Planning                      [IRS Form 990, Schedule H, Part V, Section B, 6c-6d, 2013] 

It has been Windham Hospital’s hope and intention that this Community Health Implementation Plan (CHIP) 

development process fosters a movement to embark on a community-wide effort to improve the health of the 

community.  One of the Hartford HealthCare affiliated hospitals developed a questionnaire intended to elicit 

support, in writing, from community organizations in addressing specific health needs, as appropriate for each 

individual organization.  During the June 11 Prioritization meeting, Windham Hospital asked the assembled 

community leaders to fill out the questionnaire.  The responses were extremely helpful in detailing specific 

programs or resources that could be offered in the process of planning a collaborative community benefit plan.   

 

 

Resources Available to  

Address the Significant Health Needs               [IRS Form 990, Schedule H, Part V, Section B, 1c, 2013] 

The following represent potential measures and resources (such as programs, organizations, and facilities in the 

community) available to address the significant health needs identified in this report.  This list is not exhaustive, 

but rather outlines those resources identified in the course of conducting this CHNA.   
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Organizations include:  
 

 Access Agency  Prenatal Clinic 

 American Cancer Society  Pulmonary Rehab program 

 Backus Hospital  State Representative 

 American Red Cross  State Senator  

 Cancer Navigation Program  Three Rivers Community College Nursing Program 

 CT Breast & Cervical Cancer Screening Program  

 Dept of Children & Families (DCF) 

 Town of Windham 

 Thames Valley Council for Community Action(TVCCA) 

 Diabetes Education Dept.  UCONN School of Nursing 

 Generations Family Health Center, Inc.  United Way 

 Hartford HealthCare at Home  Windham Region No Freeze Project 

 Holy Family Home and Shelter  

 Meals to the Home Program 

 Northeastern CT Health District 

 Windham Regional Community Council 

 Windham School Based Health Clinics 

 Wise Women Program 
  

Windham Hospital 

 

FY2015-FY2017 Implementation Strategy 

For more than 80 years, Windham Hospital has demonstrated its commitment to meeting the health 

needs of the Eastern Connecticut region.  

This summary outlines Windham Hospital’s plan (Implementation Strategy) to address its community’s health 

needs by 1) sustaining efforts operating within a targeted health priority area; 2) developing new programs and 

initiatives to address identified health needs; and 3) promoting an understanding of these health needs among 

other community organizations and within the public itself. 

Hospital-Level Community Benefit Planning 

Priority Health Issues To Be Addressed    

In consideration of the top health priorities identified through the CHNA process — and taking into account 

hospital resources and overall alignment with the hospital’s mission, goals and strategic priorities — it was 

determined that Windham Hospital would focus on developing and/or supporting strategies and initiatives to 

improve: 

1. Mental Health (including Dementia & Alzheimer’s Disease) 

2. Substance Use (including tobacco use) 

3. Nutrition, Physical Activity & Weight (Obesity) 

4. Heart Disease & Stroke 

5. Diabetes 

6. Access to Health Care Services (including oral health) 

7. Cancer 

8. Respiratory Diseases 

Priorities were set by the community through the prioritization process; cancer was added to the list due to the 

significant cancer incidence in Eastern Connecticut, and the strong focus Hartford HealthCare has on improving 

cancer care in Connecticut through its affiliation with Memorial Sloan Kettering (MSK). 

Respiratory diseases were also included due to the high rate of smoking that is prevalent in Eastern Connecticut. 
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Improvement of these health outcomes will be achieved through partnership, access, and coordination 

strategies, with consistent assessment through secondary data sources (i.e. the Robert Wood Johnson 

Foundation), internally collected statistics, and primary research. 

Integration With Operational Planning            [IRS Form 990, Schedule H, Part V, Section B, 6e, 2013]  

Windham Hospital includes a Community Benefit section within its operational planning process.   

 

Priority Health Issues That  

Will Not Be Addressed & Why                            [IRS Form 990, Schedule H, Part V, Section B, 7, 2013]  

In acknowledging the wide range of priority health issues that emerged from the CHNA process, Windham 

Hospital determined that it could address all of the issues identified in the CHNA using a community-wide 

collaborative approach.   

Health Priorities 

Not Chosen for Action 
Reason 

Potentially Disabling 

Conditions 

Windham Hospital will work with its System partners to develop a 

strategy to address Potentially Disabling Conditions. 

Implementation Strategies & Action Plans  [IRS Form 990, Schedule H, Part V, Section B, 6f-6h, 2013] 

The following displays outline Windham Hospital’s plans to address those priority health issues chosen for 

action in the FY2016-FY2018 period.  
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Pillar 2: Partnership  

Community Partners/ Planned Collaboration 

Access Agency, United Community & Family Services (UCFS), Generations Family Health Center, soup 

kitchens, Thames Valley Council for Community Action (TVCCA), Memorial Sloan Kettering (MSK), 

Northeastern CT Health District, Windham School Based Health Clinics, Hartford HealthCare at Home, 

Hartford HealthCare Medical Group, Hartford HealthCare Senior Resources, University of Connecticut School 

of Nursing, Three Rivers Community College Nursing Program, local health departments, municipalities, 

Catholic Charities, other social service agencies, community-based providers 

 

Goal  

Engage with community resources, both medical and social, to improve the health of our community 

Timeframe FY2016 - FY2018 

Community Health Needs 

Impacted 

 

 Nutrition, Physical 

Activity & Weight 

(Obesity),  

 Cancer,  

 Diabetes,  

 Heart disease & Stroke,  

 Respiratory Diseases 

 Access to Care 

 Oral health, 

 Dementias, Alzheimer’s 

Disease, 

 Mental Health 

 Substance Use 

 Tobacco Use 

Strategies & Scope 

Initiative #1: Engage community partners in an ongoing community health discussion, including 

prioritization of needs 

 

 Tactic 1a: Community Health Needs Assessment prioritization session 

o See pages 7-10 

 

Initiative #2: Development of a robust, data driven, primary prevention model to keep the 

community healthy and reduce future disease burden 

 

 Tactic 2a:  CANCER 

o Provide cancer screenings and community outreach 

 Collaborate and partner with the Hartford HealthCare Cancer Institute, and affiliation with 

Memorial Sloan Kettering, to meet community health requirements 

 Annual head and neck cancer screening 

 

 Tactic 2b: ACCESS TO CARE 

o Expand community outreach for health education and health screenings 

 CareVan – provide more screenings in more communities 

 

 Tactic 2c: OBESITY, PHYSICAL ACTIVITY, AND NUTRITION AND RELATED COMORBIDITIES (I. E. HEART 

DISEASE/STROKE, DIABETES) 

o Embed and support nutrition education by dedicated community dietitian in schools, community 

centers, senior centers, senior housing. 

o Establish and expand the “Just Ask” initiative in restaurants and Shop Rite grocery stores 

o Continue the partnership with TVCCA for elderly nutrition in Willimantic housing centers. 

o Hispanic Diabetes Weight Loss Class @ Windham Hospital 

o Expansion of Rx for Health program for low-income youth at risk for obesity 
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o Continue to provide diabetes self-management program and education classes 

o Provide glucose and cholesterol screenings in community settings  

o Flu clinics in soup kitchens 

 

 Tactic 2d: SUBSTANCE USE, INCLUDING TOBACCO 

o Expand “Freedom from Smoking” cessation classes 

o Better Breathers Club 

o Participate in Statewide Asthma Coalition through the Connecticut Hospital Association (CHA) 

 

 Tactic 2e: MENTAL HEALTH AND SUBSTANCE USE 

o Windham Hospital supports and collaborates with Natchaug Hospital, and the entire Behavioral 

Health Network, to ensure adequate access to mental health services is available to residents of 

the Windham Hospital region. 

o Coordinate training and education of professionals and the community on substance use 

disorder, especially heroin addiction 

 Naloxone (Narcan) training for all EMS providers  

 Southeastern Naloxone Taskforce 

 Behavioral Health Network Mental Community Health Forums 

 “Current Drug Trends” educational program by Northeast Communities Against 

Substance Abuse (NECASA) 

 Mental Health First Aid training 

 

 Tactic 2f: Continue to provide community education opportunities about health and wellness 

o Provide Community Education series including: 

 “Let’s Talk About Your Health”  

o Annual Diabetes Health Fair 

o Annual Hispanic Diabetes Health Fair  

o Publish health columns in The Willimantic Chronicle, Norwich Bulletin 

 

Anticipated Impact 

 Increase in the number of programs offered that meet identified community needs 

 Increase in the number of collaborative strategies and programs offered to the community 

 Increase in the number of “persons served” through community health improvement activities 

 Ongoing and sustained conversations with community partners around identified priority needs 

 

Plan to Evaluate Impact 

 Programs offered  

 Lives touched 

 Set priorities based on community impact and empirical health outcomes data 

 Community benefit dollars invested 

Results 
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Pillar 3: Access to Care & Services   

Community Partners/ Planned Collaboration 

Access Agency; Integrated Care Partners (ICP); Hartford HealthCare Medical Group; Hartford 

HealthCare at Home; Hartford HealthCare Senior Resources; Northeastern CT Health District; 

Generations Family Health Center; United Community & Family Services; community-based providers 

& social service agencies; Hartford HealthCare Behavioral Health Network;  Windham School Based 

Health Clinics; Southeastern Mental Health Authority (SMHA); Dept of Mental Health and Addiction 

Services (DMHAS); Northeast Communities Against Substance Abuse (NECASA) 

Goal  

Create multiple connections to communicate with, and care for, our community, for all payor types 

and regardless of socioeconomic status 

Timeframe FY2016 - FY2018 

Community Health 

Needs Impacted 

 Cancer,  

 Diabetes,  

 Heart disease & Stroke,  

 Respiratory Diseases, 

 Tobacco Use 

 Oral Health 

 Access to Care 

 Dementias, Alzheimer’s 

Disease,  

 Mental Health 

 Substance Use 

Strategies & Scope   

Initiative #1:  Ambulatory Expansion and Growth 

 

 Tactic 1a:  Establish new Family Health Centers to create additional primary care and urgent care 

access points for Eastern Connecticut residents 

o Access points will meet identified community needs and fill documented physician 

shortages, including primary care and specialists 

 

 Tactic 1b:  Support and expand partnerships with preferred Federally Qualified Health Center 

(FQHC) providers 

o Support preferred FQHC expansion opportunities throughout Eastern Connecticut 

 

 Tactic 1c:  Support the independent primary care physician network in Eastern Connecticut 

o Recruit and retain primary care providers to fill identified shortages and to supplement new 

shortages arising due to pending retirements 

o Link to the Medical Staff Development Plan to ensure community needs are met  

 

 Tactic 1d:   Increase access to care in community settings 

o Primary Care provided by preferred FQHC clinicians on Mobile Health Resource Van at 

local Soup Kitchens 

o Primary Care provided  at the Willimantic No-Freeze Shelter 
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Initiative #2: Establishment of clinical programs and services identified in the East Region 

strategic plan which meet identified community health needs, and satisfy community benefit 

requirements 

 

 Tactic 2a:  Cardiovascular services 

o Expand Heart Disease management and infusion program 

o Expansion of the “Just Ask” campaign to Willimantic region 

 

 Tactic 2b: Surgical Services 

o Establishment of the Peri-Operative Surgical Home model in multiple locations throughout 

the Region 

 

 Tactic 2c: Orthopedic Services 

o Establishment of a regional geriatric fracture program, focused on osteoporosis prevention, 

early identification, and management protocols 

 

 Tactic 2d: Cancer Services 

o Support the Memorial Sloan Kettering alliance through its “Community Health” pillar. 

Please see the Cancer Institute Community Health Improvement Plan for action items. 

 

Initiative #3: Access to Mental Health Services 

 

 Tactic 3a: Increase access to coordinated mental health services in the community 

o Expand and refine the Primary Care Behavioral Health Project in the Colchester and 

Norwichtown  Family Health Centers for immediate mental health care coordination and 

referral to the Willimantic region 

o Support the Hartford HealthCare/DCF partnership spearheaded by Regional Director of 

Emergency Care Services 

o Establish an Emergency Services-Community Public Safety Collaborative  

o Create a Center for Healthy Aging for the Geriatric populations in Eastern Connecticut 

o Participate in the Hartford HealthCare “Stop the Stigma” campaign 

o Education programs in schools focusing on stress, anxiety, depression, suicide prevention 

o Sustain Community Care Teams embedded in the Windham Emergency Department 

 

Anticipated Impact 

 Reduction in the number of uninsured individuals 

 Increase in primary care panel sizes 

 Increase in primary and urgent care visits 

 Reduction in ED visits 

 

Plan to Evaluate Impact 

 Number of uninsured  

 Primary care panel growth 

 Primary and Urgent Care visits volume 

Results 
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Pillar 4:  Coordination  

Community Partners/ Planned Collaboration 

 Integrated Care Partners (ICP), Windham Diabetes Management Center, Center for Hospice Care, 

United Community & Family Services (UCFS), Thames Valley Council for Community Action (TVCCA), 

Generations Family Health Centers, Hartford HealthCare Behavioral Health Network;  Hartford 

HealthCare Medical Group, Hartford HealthCare at Home, regional skilled nursing facilities, regional 

social service agencies and independent community-based healthcare providers 

 

  

Goal 

Provide management across the entire spectrum of health  to optimize the distribution of health 

outcomes, regardless of payor source or socioeconomic status 

 

Timeframe  FY 2016-2019, with defined key milestones throughout the three year timeline  

Community Health Needs 

Impacted 

 Cancer,  

 Diabetes,  

 Heart disease & 

Stroke,  

 Respiratory Diseases, 

 Potentially Disabling 

Conditions 

 Dementias, Alzheimer’s 

Disease, 

 Mental Health 

 Substance Use 

 Access to Care 

 

Strategies & Scope  

Initiative #1:  Development of an interdisciplinary rising-risk care coordination model focused 

on the community and outpatient settings, regardless of patient’s payor source or 

socioeconomic status 

 

 Tactic 2a: Build the capacity of local health care clinics to provide population health 

management services 

o Develop and sustain strong partnership with Integrated Care Partners (ICP) 

o Further the development of embedded health coaches as a member of the care team in 

Family Health Centers  in collaboration with ICP 

o Expand health coach model to private providers who are ICP members 

 

 Tactic 2b: MENTAL HEALTH 

o Increase access to coordinated mental health services in the community 

 Expand and refine the Primary Care Behavioral Health Project in the 

Colchester and Norwichtown  Family Health Centers for immediate mental 

health care coordination and referral to the Willimantic region 

 Support the HHC/DCF partnership spearheaded by the Regional Director of 

Emergency Care Services 

 Establish an Emergency Services-Community Public Safety Collaborative 

 Create a Center for Healthy Aging for the Geriatric populations in Eastern 

Connecticut 

 Sustain Community Care Teams embedded in the Windham Emergency 

Department 

      

 Tactic 2c: ACCESS TO CARE 

o Establish new programs and opportunities to improve care coordination to support 

patients and community-based providers 

 Establishment of a peri-operative surgical home in multiple access points 

throughout the Region 

 Establishment of the Geriatric Fracture Program 

 Participate in the LLHD Falls Prevention Coalition 
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o Improve accessibility and provide assistance for health insurance options and referrals 

 Utilize My Health Direct and ZocDoc to facilitate referrals to primary care and 

community programs 

 Partner with the Northeastern CT Health District and UCFS, two 

AccessHealthCT agencies for referral 

 Maintain and improve upon the partnership with Access Agency 

 

Anticipated Impact 

 Reduction in avoidable admissions, avoidable ED visits, and Readmissions 

 Increase in the  in-network rate 

 Improvement in appropriate quality and safety scores 

 

Plan to Evaluate Impact   

 Rate of avoidable admissions 

 Number of ED visits 

 Readmission rate 

 In-Network Rate to determine care coordination opportunities 

 Quality & Safety Scores as appropriate 

 

Results    
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Windham is committed to investing in the health of the community through a continuous process of 

assessment, partnership, access and coordination to achieve its goal of providing high value care for all. 

Implementation Strategy     [IRS Form 990, Schedule H, Part V, Section B, 6a-6b, 2013] 

On _________________, the Board of Hartford HealthCare met to discuss this plan for addressing the community health 

priorities identified through our Community Health Needs Assessment.  Upon review, the Board approved this 

Implementation Strategy and the related budget items to undertake these measures to meet the health needs of the 

community.  

 

Hartford HealthCare Board Approval & Adoption: 

 

 

 

By Name & Title 

 

 

 

Date  
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About This Assessment 

This Community Health Needs Assessment is a systematic, data-driven approach to determining the health 

status, behaviors and needs of residents in the Hartford Hospital Service Area in Connecticut.  Subsequently, 

this information may be used to inform decisions and guide efforts to improve community health and wellness.   

A Community Health Needs Assessment provides information so that communities may identify issues of 

greatest concern and decide to commit resources to those areas, thereby making the greatest possible impact 

on community health status. 

This assessment was conducted on behalf of Hartford HealthCare by Professional Research Consultants, Inc. 

(PRC).  PRC is a nationally-recognized healthcare consulting firm with extensive experience conducting 

Community Health Needs Assessments such as this in hundreds of communities across the United States 

since 1994. 

Methodology 

This assessment incorporates data from both quantitative and qualitative sources.  Quantitative data input 

includes primary research (the PRC Community Health Survey) and secondary research (vital statistics and 

other existing health-related data); these quantitative components allow for comparison to benchmark data at 

the state and national levels. Qualitative data input includes primary research gathered through an Online Key 

Informant Survey of various community stakeholders. 

PRC Community Health Survey  
Survey Instrument 
The survey instrument used for this study is based largely on the Centers for Disease Control and Prevention 

(CDC) Behavioral Risk Factor Surveillance System (BRFSS), as well as various other public health surveys 

and customized questions addressing gaps in indicator data relative to health promotion and disease 

prevention objectives and other recognized health issues.  The final survey instrument was developed by 

Hartford HealthCare and PRC.  

Community Defined for This Assessment 
The study area for the survey effort (referred to as the “Hartford Hospital Service Area” in this report, or 

“HHSA”) is defined by 62 residential ZIP Codes in central Connecticut.  This area definition is illustrated in the 

following map.  
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Sample Approach & Design 
A precise and carefully executed methodology is critical in asserting the validity of the results gathered in the 

PRC Community Health Survey.  Thus, to ensure the best representation of the population surveyed, a 

telephone interview methodology — one that incorporates both landline and cell phone interviews — was 

employed.  The primary advantages of telephone interviewing are timeliness, efficiency and random-selection 

capabilities. 

The sample design used for this effort consisted of a random sample of 1,446 individuals age 18 and older in 

the Hartford Hospital Service Area.  Because this study is part of a larger effort involving multiple regions and 

hospital service areas, the surveys were distributed among various strata.  Once the interviews were 

completed, these were weighted in proportion to the actual population distribution so as to appropriately 

represent the Hartford Hospital Service Area as a whole.  All administration of the surveys, data collection and 

data analysis was conducted by Professional Research Consultants, Inc. (PRC).  

For statistical purposes, the maximum rate of error associated with a sample size of 1,446 respondents is 

±2.6% at the 95 percent level of confidence. 

Sample Characteristics 
To accurately represent the population studied, PRC strives to minimize bias through application of a proven 

telephone methodology and random-selection techniques.  And, while this random sampling of the population 

produces a highly representative sample, it is a common and preferred practice to “weight” the raw data to 

improve this representativeness even further.  This is accomplished by adjusting the results of a random 
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sample to match the geographic distribution and demographic characteristics of the population surveyed 

(poststratification), so as to eliminate any naturally occurring bias.   

The following chart outlines the characteristics of the Hartford Hospital Service Area sample for key 

demographic variables, compared to actual population characteristics revealed in census data.  [Note that the 

sample consisted solely of area residents age 18 and older; data on children were given by proxy by the person 

most responsible for that child’s healthcare needs, and these children are not represented demographically in 

this chart.] 

 

Population & Survey Sample Characteristics
(Hartford Hospital Service Area, 2015)

Sources:  Census 2010, Summary File 3 (SF 3).  US Census Bureau.

 2015 PRC Community Health Survey, Professional Research Consultants, Inc.
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Further note that the poverty descriptions and segmentation used in this report are based on administrative 

poverty thresholds determined by the US Department of Health & Human Services.  These guidelines define 

poverty status by household income level and number of persons in the household (e.g., the 2014 guidelines 

place the poverty threshold for a family of four at $23,850 annual household income or lower).  In sample 

segmentation: “low income” refers to community members living in a household with defined poverty status or 

living just above the poverty level, earning up to twice the poverty threshold; “mid/high income” refers to those 
households living on incomes which are twice or more the federal poverty level. 

The sample design and the quality control procedures used in the data collection ensure that the sample is 

representative.  Thus, the findings may be generalized to the total population of community members in the 

defined area with a high degree of confidence. 

Online Key Informant Survey 
To solicit input from key informants, those individuals who have a broad interest in the health of the community, 

an Online Key Informant Survey was also implemented as part of this process. A list of recommended 

participants was provided by Hartford HealthCare; this list included names and contact information for 

physicians, public health representatives, other health professionals, social service providers, and a variety of 

other community leaders. Potential participants were chosen because of their ability to identify primary 
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concerns of the populations with whom they work, as well as of the community overall.   

Key informants were contacted by email, introducing the purpose of the survey and providing a link to take the 

survey online; reminder emails were sent as needed to increase participation.  In all, 47 community 

stakeholders in the Hartford Hospital Service Area took part in the Online Key Informant Survey, as outlined 

below: 

 

Online Key Informant Survey Participation 
Key Informant Type Number Invited Number Participating 

Community/Business Leader 41 11 

Other Health (Non-Physician) 19 16 

Physician 10 3 

Public Health Expert 9 5 

Social Services Representative 27 12 

 

Final participation included representatives of the organizations outlined below. 

 Capital Community College 

 Central Connecticut Health District 

 Charter Oak Health Center 

 Chrysalis Center, Inc. 

 Community Health Services, Inc. 

 Connecticut Association of Directors of Health 

 Connecticut Children's Medical Center 

 Connecticut Department of Public Health 

 Connecticut State Colleges and Universities 

 Connecticut State Medical Society 

 FaithCare, Inc. 

 Farmington Valley Health District 

 Hartford Behavioral Health 

 Hartford Food System, Inc. 

 Hartford Foundation for Public Giving 

 Hartford Gay and Lesbian Health Collective 

 Hartford Hospital 

 Hartford Public Schools 

 Hispanic Health Council 

 Intercommunity, Inc. 

 LCS 

 Legal Assistance Resource Center 

 Malta House of Care Foundation 
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 Manchester Community College 

 Manchester Health Department 

 Manchester Public Schools 

 Mental Health Association of Connecticut, Inc. 

 Northern Connecticut Black Nurses Association 

 South Windsor Human Services 

 United Way 

 Urban Alliance, Inc. 

 West Hartford-Bloomfield Health District 

 YWCA  
 

Through this process, input was gathered from several individuals whose organizations work with low-income, 

minority populations (including African-Americans, American Indians, Asians, Bosnians, Eastern Europeans, 

ex-offenders, Hispanics, lesbian/gay/bisexual/transgender individuals, low-income residents, Middle Eastern 

peoples, mixed race individuals, multiple religion families, non-English speaking persons, refugee immigrants, 

undocumented immigrants, uninsured/underinsured persons, West Indian residents, women), or other 

medically underserved populations (including those with access and functional needs, African-Americans, 

Asians, children, deaf/hard of hearing persons, disabled individuals, the elderly, Hispanics, homeless persons, 

immigrants, lesbian/gays/bisexual/transgender individuals, low-income residents, Medicaid/Medicare recipients, 

mentally ill persons, Native Americans, non-English speaking persons, people in rural areas, racial/ethnic 

minorities, single parents, those with substance abuse issues, undocumented immigrants, uninsured/ 

underinsured residents, veterans, young adults). 

In the online survey, key informants were asked to rate the degree to which various health issues are a 

problem in their own community. Follow-up questions asked them to describe why they identify problem areas 

as such, and how these might be better addressed. Results of their ratings, as well as their verbatim 

comments, are included throughout this report as they relate to the various other data presented. 

NOTE: These findings represent qualitative rather than quantitative data. The Online Key Informant Survey was 

designed to gather input from participants regarding their opinions and perceptions of the health of the 

residents in the area. Thus, these findings are based on perceptions, not facts. 

Public Health, Vital Statistics & Other Data 
A variety of existing (secondary) data sources was consulted to complement the research quality of this 

Community Health Needs Assessment.  Data for the Hartford Hospital Service Area were obtained from the 

following sources (specific citations are included with the graphs throughout this report):   

 Center for Applied Research and Environmental Systems (CARES) 

 Centers for Disease Control & Prevention, Office of Infectious Disease, National Center for HIV/AIDS, 

Viral Hepatitis, STD, and TB Prevention 

 Centers for Disease Control & Prevention, Office of Public Health Science Services, Center for 

Surveillance, Epidemiology and Laboratory Services, Division of Health Informatics and Surveillance 

(DHIS) 
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 Centers for Disease Control & Prevention, Office of Public Health Science Services, National Center 

for Health Statistics 

 Community Commons 

 Connecticut Department of Public Health  

 ESRI ArcGIS Map Gallery 

 National Cancer Institute, State Cancer Profiles 

 OpenStreetMap (OSM) 

 US Census Bureau, American Community Survey 

 US Census Bureau, County Business Patterns 

 US Census Bureau, Decennial Census 

 US Department of Agriculture, Economic Research Service 

 US Department of Health & Human Services 

 US Department of Health & Human Services, Health Resources and Services Administration (HRSA) 

 US Department of Justice, Federal Bureau of Investigation 

 US Department of Labor, Bureau of Labor Statistics 
 

Note that town-specific secondary data were sought and included where available; the remainder of secondary 

data indicators reflect county-level data for Hartford County. 

Benchmark Data 
State Risk Factor Data 
Statewide risk factor data are provided where available as an additional benchmark against which to compare 

local survey findings; these data are reported in the most recent BRFSS (Behavioral Risk Factor Surveillance 

System) Prevalence and Trend Data published by the Centers for Disease Control and Prevention and the US 

Department of Health & Human Services.  State-level vital statistics are also provided for comparison of 

secondary data indicators. 

Nationwide Risk Factor Data 
Nationwide risk factor data, which are also provided in comparison charts, are taken from the 2013 PRC 

National Health Survey; the methodological approach for the national study is identical to that employed in this 

assessment, and these data may be generalized to the US population with a high degree of confidence. 

National-level vital statistics are also provided for comparison of secondary data indicators. 

Healthy People 2020 
Healthy People provides science-based, 10-year national objectives for improving the health of all Americans.  

The Healthy People initiative is grounded in the principle that setting national objectives and monitoring 

progress can motivate action.  For three decades, Healthy People has established benchmarks and monitored 

progress over time in order to:  

 Encourage collaborations across sectors. 

 Guide individuals toward making informed health decisions. 

 Measure the impact of prevention activities. 
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Healthy People 2020 is the product of an extensive stakeholder feedback process that is unparalleled in 

government and health.  It integrates input from public health and prevention experts, a wide range of federal, 

state and local government officials, a consortium of more than 2,000 organizations, and perhaps most 

importantly, the public.  More than 8,000 comments were considered in drafting a comprehensive set of 

Healthy People 2020 objectives. 

Determining Significance 
Differences noted in this report represent those determined to be significant.  For survey-derived indicators 

(which are subject to sampling error), statistical significance is determined based on confidence intervals (at the 

95 percent confidence level) using question-specific samples and response rates.  For secondary data 

indicators (which do not carry sampling error, but might be subject to reporting error), “significance,” for the 

purpose of this report, is determined by a 5% variation from the comparative measure.    

Information Gaps 
While this assessment is quite comprehensive, it cannot measure all possible aspects of health in the 

community, nor can it adequately represent all possible populations of interest.    It must be recognized that 

these information gaps might in some ways limit the ability to assess all of the community’s health needs.  

For example, certain population groups — such as the homeless, institutionalized persons, or those who only 

speak a language other than English or Spanish — are not represented in the survey data.  Other population 

groups — for example, pregnant women, lesbian/gay/bisexual/transgender residents, undocumented residents, 

and members of certain racial/ethnic or immigrant groups —  might not be identifiable or might not be 

represented in numbers sufficient for independent analyses.   

In terms of content, this assessment was designed to provide a comprehensive and broad picture of the health 

of the overall community.  However, there are certainly a great number of medical conditions that are not 

specifically addressed.   
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IRS Form 990, Schedule H Compliance 

For non-profit hospitals, a Community Health Needs Assessment (CHNA) also serves to satisfy certain 

requirements of tax reporting, pursuant to provisions of the Patient Protection & Affordable Care Act of 2010.  

To understand which elements of this report relate to those requested as part of hospitals’ reporting on IRS 

Form 990 Schedule H, the following table cross-references related sections. 

 

IRS Form 990, Schedule H 
See Report 

Page(s) 

Part V Section B Line 1a 

A definition of the community served by the hospital facility 
5 

Part V Section B Line 1b 
Demographics of the community  

32 

Part V Section B Line 1c 
Existing health care facilities and resources within the community that are available to 

respond to the health needs of the community 

162 

Part V Section B Line 1d 
How data was obtained 

5 

Part V Section B Line 1f 
Primary and chronic disease needs and other health issues of uninsured persons, low-

income persons, and minority groups 

Addressed 

Throughout 

Part V Section B Line 1g 
The process for identifying and prioritizing community health  

needs and services to meet the community health needs 

15 

Part V Section B Line 1h 
The process for consulting with persons  

representing the community's interests 
7 

Part V Section B Line 1i 
Information gaps that limit the hospital facility's  

ability to assess the community's health needs 

11 

 



  

 

Summary of Findings 



  COMMUNITY HEALTH NEEDS ASSESSMENT 
 

14 

Significant Health Needs of the Community  

The following “areas of opportunity” represent the significant health needs of the community, based on the 

information gathered through this Community Health Needs Assessment and the guidelines set forth in Healthy 

People 2020.  From these data, opportunities for health improvement exist in the area with regard to the 

following health issues (see also the summary tables presented in the following section).  

 

Areas of Opportunity Identified Through This Assessment 

Cancer 

 Cancer Deaths 
o Including Prostate Cancer, Colorectal Cancer Deaths 
o Cancer is the #2 leading cause of death 

 Cancer Incidence 
o Including Prostate Cancer, Female Breast Cancer 

Chronic Kidney Disease  Kidney Disease Deaths 

Dementia, Including 
Alzheimer's Disease  Alzheimer’s Disease Deaths 

Diabetes 
 Diabetes Prevalence 

 Prevalence of Borderline/Pre-Diabetes 

 Diabetes ranked #3 as a “major problem” in the Online Key Informant 
Survey 

Heart Disease & Stroke 
 Heart disease is the #1 leading cause of death;  

stroke is the #3 leading cause 

 High Blood Pressure Prevalence 

HIV/AIDS  HIV/AIDS Deaths 

 HIV Prevalence 

Infant Health &  
Family Planning 

 Prenatal Care 

 Low-Weight Births 

 Infant Mortality 

 Teen Births 

Injury & Violence 

 Unintentional Injury Deaths 
o Including Motor Vehicle Crash Deaths 

 Violent Crime Rate 

 Injury & Violence ranked #5 as a “major problem” in the Online Key 
Informant Survey 

Mental Health 
 Suicide Deaths 

 Mental Health ranked #1 as a “major problem” in the Online Key 
Informant Survey 

 
— continued next page —  
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Areas of Opportunity (continued) 

Nutrition, Physical Activity  
& Weight 

 Overweight & Obesity [Adults] 

 Low Food Access 

 Leisure-Time Physical Activity 

 Meeting Physical Activity Guidelines 
o Moderate Physical Activity 
o Vigorous Physical Activity 

 Access to Recreation/Fitness Facilities  

 Nutrition & Weight ranked #2 as a “major problem” in the Online Key 
Informant Survey 

Respiratory Diseases  Chronic Obstructive Pulmonary Disease (COPD) Prevalence 

 Pneumonia/Influenza Deaths 

Sexually Transmitted 
Diseases 

 Gonorrhea Incidence 

 Chlamydia Incidence 

Substance Abuse 
 Cirrhosis/Liver Disease Deaths 

 Alcohol Use 

 Substance Abuse ranked #4  as a “major problem” in the Online Key 
Informant Survey 

 
 

Prioritization of Health Needs 
On June 10, 2015, Hartford Hospital hosted a meeting of both internal stakeholders and representatives of 

community organizations to evaluate, discuss and prioritize health issues for the community, based on findings 

of the 2015 PRC Community Health Needs Assessment (CHNA). Professional Research Consultants, Inc. 

(PRC) began the meeting with a presentation of key findings from the CHNA, highlighting the significant health 

issues identified from the research. 

Following the data review, PRC answered any questions and facilitated a group dialogue, allowing participants 

to advocate for any of the health issues discussed. Subsequently, participants were provided an overview of 

the prioritization exercise that followed. 

In order to assign priority to the identified health needs, a wireless audience response system was used in 

which each participant was able to register his/her ratings using a small remote keypad. The participants were 

asked to evaluate each health issue along two criteria: 

 Scope & Severity — The first rating was to gauge the magnitude of the problem in consideration of 

the following: 

 How many people are affected? 

 How does the local community data compare to state or national levels, or Healthy People 2020 
targets? 

 To what degree does each health issue lead to death or disability, impair quality of life, or impact 
other health issues? 

Ratings were entered on a scale of 1 (not very prevalent at all, with only minimal health consequences) 

to 10 (extremely prevalent, with very serious health consequences). 

 

 Ability to Impact — A second rating was designed to measure the perceived likelihood of the hospital 
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having a positive impact on each health issue, given available resources, competencies, spheres of 

influence, etc. Ratings were entered on a scale of 1 (no ability to impact) to 10 (great ability to impact). 
 

Individuals’ ratings for each criteria were averaged for each tested health issue, and then these composite 

criteria scores were averaged to produce an overall score. This process yielded the following prioritized list of 

community health needs: 

1. Nutrition, Physical Activity & Weight 

2. Diabetes 

3. Mental Health 

4. Heart Disease & Stroke 

5. Substance Abuse 

6. Infant Health & Family Planning 

7. Cancer 

8. HIV/AIDS 

9. Sexually Transmitted Diseases 

10. Injury & Violence 

11. Respiratory Diseases 

12. Chronic Kidney Disease 

13. Dementias, Including Alzheimer's Disease 

While the hospital will likely not implement strategies for all of these health issues, the results of this 

prioritization exercise will be used to inform the development of the hospital’s Implementation Strategy to 

establish community partnerships and address the top health needs of the community in the coming years. 
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Summary Tables: 

Comparisons With Benchmark Data 

The following tables provide an overview of indicators in the Hartford Hospital Service Area.  These data are 

grouped to correspond with the Focus Areas presented in Healthy People 2020. 

Reading the Data Summary Tables 
 In the following charts, Hartford Hospital Service Area results are shown in the larger, blue column. 

 The columns to the right of the Hartford Hospital Service Area column provide comparisons between local 

data and any available state and national findings, and Healthy People 2020 targets.  Symbols indicate whether 

the Hartford Hospital Service Area compares favorably (B), unfavorably (h), or comparably (d) to these 

external data. 

Note that blank table cells signify that data are not available or are not reliable for that area and/or for that 

indicator. 

 

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Overall Health vs. CT vs. US 
vs. 

HP2020 

% "Fair/Poor" Physical Health 14.6 d d   
    13.3 15.3   

% Activity Limitations 19.1 d d   
    17.5 21.5   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Access to Health Services vs. CT vs. US 
vs. 

HP2020 

% [Age 18-64] Lack Health Insurance 6.3 B B h 
    12.3 15.1 0.0 

% [Insured] Went Without Coverage in Past Year 6.6   d   
      8.1   

% Difficulty Accessing Healthcare in Past Year (Composite) 36.8   d   
      39.9   

% Inconvenient Hrs Prevented Dr Visit in Past Year 14.2   d   
      15.4   

% Cost Prevented Getting Prescription in Past Year 12.6   B   
      15.8   
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Access to Health Services (continued) vs. CT vs. US 
vs. 

HP2020 

% Cost Prevented Physician Visit in Past Year 11.2   B   
      18.2   

% Difficulty Getting Appointment in Past Year 13.7   B   
      17.0   

% Difficulty Finding Physician in Past Year 10.6   d   
      11.0   

% Transportation Hindered Dr Visit in Past Year 7.3   B   
      9.4   

% Skipped Prescription Doses to Save Costs 12.3   B   
      15.3   

% Difficulty Getting Child's Healthcare in Past Year 3.1   B   
      6.0   

Primary Care Doctors per 100,000 91.4 B B   
    84.0 74.5   

% [Age 18+] Have a Specific Source of Ongoing Care 77.4   d h 
      76.3 95.0 

% [Age 18-64] Have a Specific Source of Ongoing Care 77.3   d h 
      75.6 89.4 

% [Age 65+] Have a Specific Source of Ongoing Care 77.7   d h 
      80.0 100.0 

% Have Had Routine Checkup in Past Year 76.0 B B   
    71.8 65.0   

% Child Has Had Checkup in Past Year 93.7   B   
      84.1   

% Two or More ER Visits in Past Year 8.1   d   
      8.9   

% Rate Local Healthcare "Fair/Poor" 9.6   B   
      16.5   

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Arthritis, Osteoporosis & Chronic Back Conditions vs. CT vs. US 
vs. 

HP2020 

% [50+] Arthritis/Rheumatism 35.4   d   
      37.3   

% [50+] Osteoporosis 9.6   B h 
      13.5 5.3 

% Sciatica/Chronic Back Pain 21.3   d   
      18.4   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Cancer vs. CT vs. US 
vs. 

HP2020 

Cancer (Age-Adjusted Death Rate) 155.0 d B d 
    153.0 166.2 161.4 

Lung Cancer (Age-Adjusted Death Rate) 38.3 d B B 
    38.7 44.7 45.5 

Prostate Cancer (Age-Adjusted Death Rate) 20.7 h d B 
    18.2 19.8 21.8 

Female Breast Cancer (Age-Adjusted Death Rate) 19.4 d B B 
    19.2 21.3 20.7 

Colorectal Cancer (Age-Adjusted Death Rate) 12.9 h B B 
    12.1 14.9 14.5 

Prostate Cancer Incidence per 100,000 157.0 d h   
    152.4 142.3   

Female Breast Cancer Incidence per 100,000 133.0 d h   
    136.6 122.7   

Lung Cancer Incidence per 100,000 64.9 d d   
    64.8 64.9   

Colorectal Cancer Incidence per 100,000 43.2 d d   
    42.7 43.3   

Cervical Cancer Incidence per 100,000 5.4 B B   
    6.2 7.8   

          



  COMMUNITY HEALTH NEEDS ASSESSMENT 
 

20 

 

Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Cancer (continued) vs. CT vs. US 
vs. 

HP2020 

% Skin Cancer 5.0 d d   
    5.8 6.7   

% Cancer (Other Than Skin) 6.2 d d   
    7.5 6.1   

% [Women 50-74] Mammogram in Past 2 Years 85.8 B d B 
    81.5 83.6 81.1 

% [Women 21-65] Pap Smear in Past 3 Years 89.2 B B h 
    80.1 83.9 93.0 

% [Age 50-75] Colorectal Cancer Screening 82.0   B B 
      75.1 70.5 

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Chronic Kidney Disease vs. CT vs. US 
vs. 

HP2020 

Kidney Disease (Age-Adjusted Death Rate) 14.7 h h   
    12.5 13.2   

% Kidney Disease 2.5 d d   
    2.1 3.0   

 

  B d h 

 
  better similar worse 

          

 

Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Diabetes vs. CT vs. US 
vs. 

HP2020 

Diabetes Mellitus (Age-Adjusted Death Rate) 13.9 B B B 
    14.8 21.3 20.5 

% Diabetes/High Blood Sugar 11.4 h d   
    8.3 11.7   

% Borderline/Pre-Diabetes 9.7   h   
      5.1   
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Diabetes (continued) vs. CT vs. US 
vs. 

HP2020 

% [Non-Diabetes] Blood Sugar Tested in Past 3 Years 56.6   B   
      49.2   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Dementias, Including Alzheimer's Disease vs. CT vs. US 
vs. 

HP2020 

Alzheimer's Disease (Age-Adjusted Death Rate) 17.4 h B   
    16.5 24.0   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Family Planning vs. CT vs. US 
vs. 

HP2020 

Births to Teens (Percent) 5.9 h B   
    5.1 7.8   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Hearing & Other Sensory or Communication Disorders vs. CT vs. US 
vs. 

HP2020 

% Deafness/Trouble Hearing 9.3   d   
      10.3   

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Heart Disease & Stroke  vs. CT vs. US 
vs. 

HP2020 

Diseases of the Heart (Age-Adjusted Death Rate) 156.6 d B d 
    153.4 171.3 156.9 

Stroke (Age-Adjusted Death Rate) 27.0 d B B 
    27.9 37.0 34.8 

% Heart Disease (Heart Attack, Angina, Coronary Disease) 5.8   d   
      6.1   

% Stroke 1.4 B B   
    2.3 3.9   

% Blood Pressure Checked in Past 2 Years 96.0   B B 
      91.0 92.6 

% Told Have High Blood Pressure (Ever) 36.6 h d h 
    31.3 34.1 26.9 

% [HBP] Taking Action to Control High Blood Pressure 89.8   d   
      89.2   

% Cholesterol Checked in Past 5 Years 94.4 B B B 
    83.1 86.6 82.1 

% Told Have High Cholesterol (Ever) 31.6 B d h 
    37.8 29.9 13.5 

% [HBC] Taking Action to Control High Blood Cholesterol 92.2   B   
      81.4   

% 1+ Cardiovascular Risk Factor 83.6   d   
      82.3   

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

HIV vs. CT vs. US 
vs. 

HP2020 

HIV/AIDS (Age-Adjusted Death Rate) 2.9 h h B 
    2.0 2.2 3.3 

HIV Prevalence per 100,000 434.5 h h   
    359.7 340.4   

% [Age 18-44] HIV Test in the Past Year 23.5   d   
      19.3   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Immunization & Infectious Diseases vs. CT vs. US 
vs. 

HP2020 

% [Age 65+] Flu Vaccine in Past Year 65.2 d d d 
    63.6 57.5 70.0 

% [High-Risk 18-64] Flu Vaccine in Past Year 52.4   d h 
      45.9 70.0 

% [Age 65+] Pneumonia Vaccine Ever 70.2 d d h 
    67.8 68.4 90.0 

% [High-Risk 18-64] Pneumonia Vaccine Ever 35.9   d h 
      41.9 60.0 

% Have Completed Hepatitis B Vaccination Series 48.4   d   
      44.7   

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Injury & Violence Prevention vs. CT vs. US 
vs. 

HP2020 

Unintentional Injury (Age-Adjusted Death Rate) 37.8 h d d 
    35.8 39.2 36.4 

Motor Vehicle Crashes (Age-Adjusted Death Rate) 8.4 h B B 
    7.1 10.7 12.4 

% "Always" Wear Seat Belt 89.9   B h 
      84.8 92.0 

% Child [Age 0-17] "Always" Uses Seat Belt/Car Seat 95.8   B   
      92.2   

% Child [Age 5-17] "Always" Wears Bicycle Helmet 57.8   B   
      48.7   

Firearm-Related Deaths (Age-Adjusted Death Rate) 5.8 h B B 
    5.5 10.4 9.3 

% Firearm in Home 14.0   B   
      34.7   

% [Homes With Children] Firearm in Home 12.8   B   
      37.4   

% [Homes With Firearms] Weapon(s) Unlocked & Loaded 9.9   B   
      16.8   

Homicide (Age-Adjusted Death Rate) 4.1 h B B 
    3.8 5.3 5.5 

Violent Crime per 100,000 323.2 h B   
    280.6 395.5   

% Victim of Violent Crime in Past 5 Years 2.9   d   
      2.8   

% Victim of Domestic Violence (Ever) 13.3   d   
      15.0   

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Maternal, Infant & Child Health vs. CT vs. US 
vs. 

HP2020 

No Prenatal Care in First Trimester (Percent) 14.3 h   B 
    13.0   22.1 

Low Birthweight Births (Percent) 8.4 h d h 
    7.8 8.0 7.8 

Infant Death Rate 5.7 h B B 
    4.9 6.0 6.0 

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Mental Health & Mental Disorders vs. CT vs. US 
vs. 

HP2020 

% "Fair/Poor" Mental Health 12.3   d   
      11.9   

% Diagnosed Depression 17.8   d   
      20.4   

% Symptoms of Chronic Depression (2+ Years) 27.7   d   
      30.4   

Suicide (Age-Adjusted Death Rate) 9.3 d B B 
    9.5 12.5 10.2 

% Have Ever Sought Help for Mental Health 30.0   B   
      23.7   

% [Those With Diagnosed Depression] Seeking Help 84.9   B   
      76.6   

% Member of HH Sought Help for Mental Health/Past Year 20.9       
          

% Typical Day Is "Extremely/Very" Stressful 12.1   d   
      11.9   

% [Children <18] Child Has "Fair/Poor" Mental Health  9.3       
          

% [Children <18] Couldn’t Get Mental Help for Child in Past Year 2.5       
          

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Nutrition & Weight Status vs. CT vs. US 
vs. 

HP2020 

% Eat 5+ Servings of Fruit or Vegetables per Day 37.3   d   
      39.5   

% "Very/Somewhat" Difficult to Buy Fresh Produce 18.9   B   
      24.4   

Population With Low Food Access (Percent) 30.6 d h   
    29.8 23.6   

% Medical Advice on Nutrition in Past Year 49.6   B   
      39.2   

% Healthy Weight (BMI 18.5-24.9) 31.5 h d h 
    35.6 34.4 33.9 

% Overweight (BMI 25+) 67.7 h h   
    62.6 63.1   

% Obese (BMI 30+) 33.3 h h h 
    25.0 29.0 30.5 

% Medical Advice on Weight in Past Year 32.0   B   
      23.7   

% [Overweights] Trying to Lose Weight Both Diet/Exercise 37.4   d   
      39.5   

% Child [Age 5-17] Healthy Weight 54.2   d   
      56.7   

% Children [Age 5-17] Overweight (85th Percentile) 32.3   d   
      31.5   

% Children [Age 5-17] Obese (95th Percentile) 19.9   d h 
      14.8 14.5 

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Oral Health vs. CT vs. US 
vs. 

HP2020 

% [Age 18+] Dental Visit in Past Year 78.9 B B B 
    76.1 65.9 49.0 

% Child [Age 2-17] Dental Visit in Past Year 87.6   B B 
      81.5 49.0 

% Have Dental Insurance 79.2   B   
      65.6   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Physical Activity vs. CT vs. US 
vs. 

HP2020 

% No Leisure-Time Physical Activity 24.6 d h B 
    24.9 20.7 32.6 

% Meeting Physical Activity Guidelines 45.0   h   
      50.3   

% Moderate Physical Activity 25.3   h   
      30.6   

% Vigorous Physical Activity 33.1   h   
      38.0   

Recreation/Fitness Facilities per 100,000 12.2 h B   
    13.2 9.4   

% Medical Advice on Physical Activity in Past Year 53.9   B   
      44.0   

% Child [Age 2-17] Physically Active 1+ Hours per Day 44.7   d   
      48.6   

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Respiratory Diseases vs. CT vs. US 
vs. 

HP2020 

CLRD (Age-Adjusted Death Rate) 30.1 d B   
    30.9 42.0   

Pneumonia/Influenza (Age-Adjusted Death Rate) 14.2 h B   
    12.9 15.3   

% COPD (Lung Disease) 8.2 h d   
    5.9 8.6   

% [Adult] Currently Has Asthma 10.4 d d   
    9.8 9.4   

% [Child 0-17] Currently Has Asthma 10.6   d   
      7.1   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Sexually Transmitted Diseases vs. CT vs. US 
vs. 

HP2020 

Gonorrhea Incidence per 100,000 75.9 h B   
    57.4 107.5   

Chlamydia Incidence per 100,000 447.2 h d   
    364.9 456.7   

% [Unmarried 18-64] 3+ Sexual Partners in Past Year 7.8   d   
      11.7   

% [Unmarried 18-64] Using Condoms 35.7   d   
      33.6   

 

  B d h 

 
  better similar worse 
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Substance Abuse vs. CT vs. US 
vs. 

HP2020 

Cirrhosis/Liver Disease (Age-Adjusted Death Rate) 8.5 h B d 
    7.6 9.9 8.2 

% Current Drinker 63.6 d h   
    62.6 56.5   

% Excessive Drinker (Heavy or Binge Drinking)  23.6   d d 
      23.2 25.4 

% Drinking & Driving in Past Month 3.3   B   
      5.0   

Drug-Induced Deaths (Age-Adjusted Death Rate) 13.6 d d h 
    13.5 14.1 11.3 

% Illicit Drug Use in Past Month 3.8   d B 
      4.0 7.1 

% Ever Sought Help for Alcohol or Drug Problem 4.3   d   
      4.9   

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Tobacco Use vs. CT vs. US 
vs. 

HP2020 

% Current Smoker 13.3 B d d 
    15.5 14.9 12.0 

% Someone Smokes at Home 10.9   d   
      12.7   

% [Non-Smokers] Someone Smokes in the Home 4.8   d   
      6.3   

% [Household With Children] Someone Smokes in the Home 9.0   d   
      9.7   

% [Smokers] Received Advice to Quit Smoking 84.2   B   
      67.8   
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Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Tobacco Use (continued) vs. CT vs. US 
vs. 

HP2020 

% [Smokers] Have Quit Smoking 1+ Days in Past Year 58.8   d h 
      55.9 80.0 

% Smoke Cigars 3.9   d h 
      4.1 0.2 

% Use Smokeless Tobacco 1.5   B h 
      4.0 0.3 

 

  B d h 

 
  better similar worse 

          

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Vision vs. CT vs. US 
vs. 

HP2020 

% Blindness/Trouble Seeing 8.2   d   
      8.5   

% Eye Exam in Past 2 Years 67.2   B   
      56.8   

 

  B d h 

 
  better similar worse 

 



 
 

 
 

Data Charts & 

Key Informant Input 
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Community Characteristics 

Population Characteristics 
Data from the US Census Bureau reveal the following statistics for our community relative to size, population, 

density, age, race/ethnicity and language.  Keep in mind: 

 A significant positive or negative shift in total population over time impacts healthcare providers and 

the utilization of community resources. 

 Urban areas are identified using population density, count, and size thresholds. Urban areas also 

include territory with a high degree of impervious surface (development). Rural areas are all areas that 

are not urban. 

 It is important to understand the age distribution of the population as different age groups have unique 

health needs which should be considered separately from others along the age spectrum. 
 

Sources:  Community Commons.  Retrieved April 2015 from http://www.chna.org.

Notes:  Data are derived from the US Census Bureau American Community Survey 5-year estimates (2008-2012).

Hartford County Connecticut United States

Total Population 893,504 3,572,213 309,138,709

Total Land Area (sq. miles) 734.90 4,841.1 3,530,997.60

Population Density 1,215.81 737.89 87.55

2000-2010 Population Change 4.3% 5.0% 9.7%

Urban Population 94.6% 88.0% 80.9%

Age 0-17 22.7% 22.7% 23.9%

Age 18-64 62.6% 63.0% 62.9%

Age 65+ 14.6% 14.3% 13.2%

Median Age 39.9 40.0 37.2

White Alone 73.3% 78.4% 74.2%

Black Alone 13.1% 10.0% 12.6%

Some Other Race 10.9% 9.1% 10.6%

Multiple Races 2.7% 2.5% 2.7%

Hispanic or Latino 15.4% 13.4% 16.4%

2000-2010 Hispanic Population Change 38.2% 49.6% 42.7%

Linguistically Isolated Population 5.2% 4.7% 4.9%

Population Characteristics
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Social Determinants of Health 
 

About Social Determinants 

Health starts in our homes, schools, workplaces, neighborhoods, and communities. We know that taking care of ourselves by 

eating well and staying active, not smoking, getting the recommended immunizations and screening tests, and seeing a doctor 

when we are sick all influence our health. Our health is also determined in part by access to social and economic opportunities; 

the resources and supports available in our homes, neighborhoods, and communities; the quality of our schooling; the safety of 

our workplaces; the cleanliness of our water, food, and air; and the nature of our social interactions and relationships. The 

conditions in which we live explain in part why some Americans are healthier than others and why Americans more generally 

are not as healthy as they could be. 

 Healthy People 2020 (www.healthypeople.gov) 

 

 
Hartford 
Hospital 

Service Area 

Service Area vs. Benchmarks 

Social Determinants vs. CT vs. US 
vs. 

HP2020 

Linguistically Isolated Population (Percent) 5.2 h h   
    4.7 4.9   

Population in Poverty (Percent) 11.5 h B   
    10.0 14.9   

Population Below 200% FPL (Percent)  24.5 h B   
    22.4 33.6   

Children Below 200% FPL (Percent) 15.8 h B   
    13.2 20.8   

No High School Diploma (Age 25+, Percent)  12.3 h B   
    11.0 14.3   

Unemployment Rate (Age 16+, Percent)  8.1 d h   
    7.8 7.4   

 

  B d h 

 
  better similar worse 
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The following chart outlines the proportion of our population below the federal poverty threshold, as well as 

below 200% of the federal poverty level, in comparison to state and national proportions.   

 

Population in Poverty
(Populations Living Below 100% and Below 200% of the Poverty Level; 2008-2012)

Sources:  US Census Bureau American Community Survey 5-year estimates (2008-2012).

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  Poverty is considered a key driver of health status.  This indicator is relevant because poverty creates barriers to access including health services, healthy food, 

and other necessities that contribute to poor health status.
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Education levels are reflected in the proportion of our population without a high school diploma: 

 

Population With No High School Diploma
(Population Age 25+ Without a High School Diploma or Equivalent, 2008-2012)

Sources:  US Census Bureau American Community Survey 5-year estimates (2008-2012).

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  This indicator is relevant because educational attainment is linked to positive health outcomes.
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General Health Status 

Overall Health Status 
Self-Reported Health Status 
The initial inquiry of the PRC Community Health Survey asked respondents the following:   

“Would you say that in general your health is: excellent, very good, good, fair or poor?” 

 

Self-Reported Health Status
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.   [Item 5]

Notes:  Asked of all respondents.

Excellent  21.3%

Very Good  38.1%

Good  26.0%
Fair  9.9%

Poor  4.7%

 

 

The following charts further detail “fair/poor” overall health responses in the Hartford Hospital Service Area in 

comparison to benchmark data, as well as by basic demographic characteristics (namely by gender, age 

groupings, income [based on poverty status], and race/ethnicity). 

 

Experience “Fair” or “Poor” Overall Health

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 5]

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Experience “Fair” or “Poor” Overall Health
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 5]

Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Activity Limitations 
 

About Disability & Health  

An individual can get a disabling impairment or chronic condition at any point in life. Compared with people without disabilities, 

people with disabilities are more likely to: 

 Experience difficulties or delays in getting the health care they need. 

 Not have had an annual dental visit. 

 Not have had a mammogram in past 2 years. 

 Not have had a Pap test within the past 3 years. 

 Not engage in fitness activities. 

 Use tobacco. 

 Be overweight or obese. 

 Have high blood pressure. 

 Experience symptoms of psychological distress. 

 Receive less social-emotional support. 

 Have lower employment rates. 

There are many social and physical factors that influence the health of people with disabilities. The following three areas for 

public health action have been identified, using the International Classification of Functioning, Disability, and Health (ICF) and 

the three World Health Organization (WHO) principles of action for addressing health determinants.  

 Improve the conditions of daily life by:  encouraging communities to be accessible so all can live in, move through, 
and interact with their environment; encouraging community living; and removing barriers in the environment using both 
physical universal design concepts and operational policy shifts. 

 Address the inequitable distribution of resources among people with disabilities and those without disabilities 
by increasing: appropriate health care for people with disabilities; education and work opportunities; social participation; 
and access to needed technologies and assistive supports. 

 Expand the knowledge base and raise awareness about determinants of health for people with disabilities by 
increasing: the inclusion of people with disabilities in public health data collection efforts across the lifespan; the 
inclusion of people with disabilities in health promotion activities; and the expansion of disability and health training 
opportunities for public health and health care professionals. 

 Healthy People 2020 (www.healthypeople.gov) 
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“Are you limited in any way in any activities because of physical, mental or emotional problems?” 

 

Limited in Activities in Some Way
Due to a Physical, Mental or Emotional Problem

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 105]

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Limited in Activities in Some Way 
Due to a Physical, Mental or Emotional Problem

(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 105]

Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Mental Health 
 

About Mental Health & Mental Disorders  

Mental health is a state of successful performance of mental function, resulting in productive activities, fulfilling relationships 

with other people, and the ability to adapt to change and to cope with challenges. Mental health is essential to personal well-

being, family and interpersonal relationships, and the ability to contribute to community or society.  Mental disorders are health 

conditions that are characterized by alterations in thinking, mood, and/or behavior that are associated with distress and/or 

impaired functioning. Mental disorders contribute to a host of problems that may include disability, pain, or death. Mental illness 

is the term that refers collectively to all diagnosable mental disorders.  Mental disorders are among the most common causes 

of disability. The resulting disease burden of mental illness is among the highest of all diseases.  

Mental health and physical health are closely connected. Mental health plays a major role in people’s ability to maintain good 

physical health. Mental illnesses, such as depression and anxiety, affect people’s ability to participate in health-promoting 

behaviors. In turn, problems with physical health, such as chronic diseases, can have a serious impact on mental health and 

decrease a person’s ability to participate in treatment and recovery.  

The existing model for understanding mental health and mental disorders emphasizes the interaction of social, environmental, 

and genetic factors throughout the lifespan. In behavioral health, researchers identify: risk factors, which predispose 

individuals to mental illness; and protective factors, which protect them from developing mental disorders.  Researchers now 

know that the prevention of mental, emotional, and behavioral (MEB) disorders is inherently interdisciplinary and draws on a 

variety of different strategies.  Over the past 20 years, research on the prevention of mental disorders has progressed. The 

major areas of progress include evidence that: 

 MEB disorders are common and begin early in life. 

 The greatest opportunity for prevention is among young people. 

 There are multiyear effects of multiple preventive interventions on reducing substance abuse, conduct disorder, 
antisocial behavior, aggression, and child maltreatment. 

 The incidence of depression among pregnant women and adolescents can be reduced. 

 School-based violence prevention can reduce the base rate of aggressive problems in an average school by 25 to 
33%. 

 There are potential indicated preventive interventions for schizophrenia. 

 Improving family functioning and positive parenting can have positive outcomes on mental health and can reduce 
poverty-related risk. 

 School-based preventive interventions aimed at improving social and emotional outcomes can also improve academic 
outcomes. 

 Interventions targeting families dealing with adversities, such as parental depression or divorce, can be effective in 
reducing risk for depression in children and increasing effective parenting. 

 Some preventive interventions have benefits that exceed costs, with the available evidence strongest for early 
childhood interventions. 

 Implementation is complex, it is important that interventions be relevant to the target audiences.  

 In addition to advancements in the prevention of mental disorders, there continues to be steady progress in treating 
mental disorders as new drugs and stronger evidence-based outcomes become available. 

 Healthy People 2020 (www.healthypeople.gov) 

 

Self-Reported Mental Health Status 
“Now thinking about your mental health, which includes stress, depression and problems with 

emotions, would you say that, in general, your mental health is:  excellent, very good, good, fair or 

poor?” 
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Self-Reported Mental Health Status
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.   [Item 100]

Notes:  Asked of all respondents.

Excellent  27.2%

Very Good  35.4%

Good  24.9% Fair  8.8%

Poor  3.5%

 

 

Experience “Fair” or “Poor” Mental Health
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 100]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Depression 
Diagnosed Depression: “Has a doctor or other healthcare provider ever told you that you have a 

depressive disorder, including depression, major depression, dysthymia, or minor depression?” 

Symptoms of Chronic Depression: “Have you had two years or more in your life when you felt 

depressed or sad most days, even if you felt okay sometimes?” 
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Depression

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 101, 103]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.

 Depressive disorders include depression, major depression, dysthymia, or minor depression.

 Chronic depression includes periods of two or more years during which the respondent felt depressed or sad on most days, even if (s)he felt okay sometimes.
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Have Experienced Symptoms of Chronic Depression
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 101]
Notes:  Asked of all respondents.

 Chronic depression includes periods of two or more years during which the respondent felt depressed or sad on most days, even if (s)he felt okay sometimes.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. level. 
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Stress 
“Thinking about the amount of stress in your life, would you say that most days are: Extremely 

Stressful, Very Stressful, Moderately Stressful, Not Very Stressful or Not At All Stressful?” 

 



COMMUNITY HEALTH NEEDS ASSESSMENT 

41 

Perceived Level of Stress On a Typical Day
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.   [Item 102]

Notes:  Asked of all respondents.

Extremely Stressful
2.0%

Very Stressful 10.1%

Moderately Stressful
47.1%

Not Very Stressful
27.1%

Not At All Stressful
13.8%

 

 

Suicide 
The following chart outlines the most current age-adjusted mortality rates attributed to suicide in our population.  

(Refer to “Leading Causes of Death” for an explanation of the use of age-adjusting for these rates.) 

 

Suicide: Age-Adjusted Mortality Trends
(Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 10.2 or Lower

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance 

and Informatics. Data extracted February 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective MHMD-1]

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).

 Rates are per 100,000 population, age-adjusted to the 2000 U.S. Standard Population.

 Local, state and national data are simple three-year averages.
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Mental Health Treatment 
Treatment for Self 

“Have you ever sought help from a professional for a mental or emotional problem?”  

Note that the first chart shows responses among those with a “diagnosed depressive disorder,” which includes 

respondents reporting a past diagnosis of a depressive disorder by a physician (such as depression, major 

depression, dysthymia, or minor depression). 

 

Adults With Diagnosed Depression Who Have Ever 
Sought Professional Help for a Mental or Emotional Problem

(Among Adults With Diagnosed Depressive Disorder)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 123]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Reflects those respondents with a depressive disorder diagnosed by a physician (such as depression, major depression, dysthymia, or minor depression).
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Adults Seeking Professional Help for Mental Health Issues
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 104, 310]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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COMMUNITY HEALTH NEEDS ASSESSMENT 

43 

Treatment for a Household Member 

“During the past 12 months, has anyone in your household sought mental health services??”  

 

Member of Household Sought
Professional Help for Mental Health in the Past Year

(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 311]

Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Children’s Mental Health 
“Now thinking about this child's mental health, which includes stress, depression, and problems with 

emotions, would you say that this child's mental health is: excellent, very good, good, fair or poor?”  
 

Child’s Reported Mental Health Status
(Hartford Hospital Service Area Children <18, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.   [Item 315]

Notes:  Asked of all respondents with children under 18 at home.

Excellent  47.5%

Very Good  27.5%

Good  15.8%
Fair  7.0%

Poor  2.3%
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Child Experiences “Fair” or “Poor” Mental Health
(Hartford Hospital Service Area Children <18, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 315]

Notes:  Asked of all respondents with children under 18 at home.

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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 “Was there a time in the past 12 months when you needed mental health care for this child, but could 

not get it?”  

 

Could Not Get Necessary
Mental Health Services for Child in the Past Year

(Hartford Hospital Service Area Children <18, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 316]

Notes:  Asked of all respondents with children under 18 at home.

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Key Informant Input: Mental Health 
The following chart outlines key informants’ perceptions of the severity of Mental Health as a problem in the 

community: 

 

Perceptions of Mental Health 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Challenges 

Among those rating this issue as a “major problem,” the following represent what key informants see as the 

main challenges for persons with mental illness: 

Access to Care 

Access to care.  Continued long term follow up and transitions of care with chronic disease and 
mental illness.  Limited providers equipped to meet the needs of those with mental illness.  Varied 
approaches to screening for mental illness, including depression, anxiety and their co-existence in 
chronic disease. – Health Provider (Non-Physician)  

Accessing affordable services.  Accessing mental health providers who understand the needs of 
lesbian, gay, bisexual and transgender individuals. – Social Services Representative  

Access. When it comes to treatment of mental health, we look at the problem as if it was a short-
term one. Insurance plans may cover four outpatient visits, use of medications as a quick fix, not 
allowing for mid or long term follow-up.  Children and Youth have limited access to inpatient 
services, residential services, etc.  Problems encountered in schools are not often dealt with 
properly due to limited resources. – Health Provider (Non-Physician)  

Identification and access. – Community/Business Leader 

Access to timely quality care and substance abuse treatment resources. – Social Services 
Representative  

People with commercial or private insurance often have difficulty accessing participating providers 
or those who participate have limited capacity.  Also, despite parity, benefits are often limited - 
Health Provider (Non-Physician)  

Lack of Services 

There is limited community resources. – Health Provider (Non-Physician)  

Mental Health Services is a much needed service in my community. The waiting list is long in 
some areas and people are having a multitude if mental health issues that are not being 
addressed on time. – Social Services Representative  

Inadequate resources, housing is often a challenge.  Family education and support. – 
Community/Business Leader 
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Lack of access to care, especially pediatric services and what is then covered tied to this care.  
Day programs are almost always uncovered and almost always the most needed for children. – 
Physician 

In addition to the stigma that is still associated with mental health and addiction issues, there are 
insufficient services and funding for services to meet the need, especially for children and 
adolescents. – Community/Business Leader 

Stigma 

Stigma, lack of resources. – Health Provider (Non-Physician)  

Stigma.  Lack of access to therapy and medical treatment.  Cultural barriers to seeking mental 
help.  Criminalizing the mentally ill. – Public Health Expert 

Residential Homes 

Approximately 60 State of CT managed Group Home, like residential homes are located in 
Manchester.  Some serve individuals released from Prison for transition through a probation 
period.  Other homes are identified for troubled youth, substance abuse, and a wide variety of 
behavioral health issues.  Access to mental health care is provided to a large extent through 
services located in Manchester.  However, there is a tipping point with the number of individuals 
being moved to reside in Manchester and the capacity to serve them in the medical community. – 
Public Health Expert 

Access to residential and primary care specialists. – Community/Business Leader 

Co-Occurrence With Other Issues 

Suicide, depression, alcohol and other substance abuse. – Physician 

Many patients have social issues as well as BH issues along with their treating medical chronic 
condition. Many have substance abuse contributing to their need for BH services. Many are 
uninsured. – Health Provider (Non-Physician)  

At-Risk Populations 

Stress and depression are major and disproportionate mental health problems among Latinos, 
among others. Lack of bilingual mental health professionals is major deficit in the service system. 
– Social Services Representative  

We are seeing increasing numbers of students with mental health and behavioral issues. – 
Community/Business Leader 

Studies/Assessment Findings 

Studies/assessments have determined that to be the case. – Community/Business Leader 

Case Management and Employment 

Access to case management and employment. – Social Services Representative  

Significantly Under Detected 

If people are not well mentally they will develop other issues and will potentially hurt others if not 
treated. – Health Provider (Non-Physician)  
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Death, Disease & Chronic Conditions 

Leading Causes of Hospital Visits 
Outlined in the following chart are the top five conditions with the greatest numbers of hospital inpatient visits, 

as well as emergency visits not resulting in hospital admission. 

 

Sources: Connecticut Hospital Association.  FY 2013 ChimeData.

Top 5 Conditions for 
Inpatient Hospitalizations

Top 5 Conditions for 
ED Non-Admissions

High Blood Pressure - 42,999

Diabetes - Type II - 24,572 

Depression - 18,292 

Heart Failure - 16,236

Alcohol/Substance Abuse - 14,078

Hartford Hospital Service Area

High Blood Pressure - 46,299

Falls - 31,794 

Asthma - 30,449 

Diabetes - Type II - 25,602

Alcohol/Substance Abuse - 20,117

Hartford Hospital Service Area

This is taken from the Hospital Profile pptx in the 2e folders at Y:\2014238302\Report\Secondary Data\By Region & Hospital

 

 

Leading Causes of Death 
Distribution of Deaths by Cause 
Cancers and cardiovascular disease (heart disease and stroke) are leading causes of death in the 
community. 

 

Leading Causes of Death
(Hartford County, 2011-2013)

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance

and Informatics. Data extracted February 2015.

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 CLRD is chronic lower respiratory disease.

Heart Disease 23.8%

Cancer 21.8% Stroke 4.3%

Unintentional Injuries
5.4%

CLRD 4.0%

Other 40.7%
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Age-Adjusted Death Rates for Selected Causes 
In order to compare mortality in the region with other localities (in this case, the state and the United States), it 

is necessary to look at rates of death —  these are figures which represent the number of deaths in relation to 

the population size (such as deaths per 100,000 population, as is used here).  

Furthermore, in order to compare localities without undue bias toward younger or older populations, the 

common convention is to adjust the data to some common baseline age distribution. Use of these “age-

adjusted” rates provides the most valuable means of gauging mortality against benchmark data, as well as 

Healthy People 2020 targets. 

The following chart outlines annual average age-adjusted death rates per 100,000 population for selected 

causes of death in the area.  (For infant mortality data, see Birth Outcomes & Risks in the Births section of this 

report.) 

 

Age-Adjusted Death Rates for Selected Causes
(2011-2013 Deaths per 100,000 Population)

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and Informatics. 

Data extracted February 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov.

Note:  Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population and coded using ICD-10 codes.

 *The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart; the Diabetes target is adjusted to reflect only diabetes mellitus-coded deaths.

 Local, state and national data are simple three-year averages.  

Hartford County Connecticut US HP2020

Diseases of the Heart 156.5 153.4 171.3 156.9*  

Malignant Neoplasms (Cancers) 155.0 153.0 166.2 161.4

Unintentional Injuries 37.8 35.8 39.2 36.4

Chronic Lower Respiratory Disease (CLRD) 30.1 30.9 42.0 n/a 

Cerebrovascular Disease (Stroke) 27.0 27.9 37.0 34.8

Alzheimer's Disease 17.4 16.5 24.0 n/a 

Kidney Diseases 14.7 12.5 13.2 n/a

Pneumonia/Influenza 14.2 12.9 15.3 n/a 

Diabetes Mellitus 13.9 14.8 21.3 20.5*

Drug-Induced 13.6 13.5 14.1 11.3

Intentional Self-Harm (Suicide) 9.3 9.5 12.5 10.2

Cirrhosis/Liver Disease 8.5 7.6 9.9 8.2

Motor Vehicle Deaths 8.4 7.1 10.7 12.4

Firearm-Related 5.8 5.5 10.4 9.3

Homicide/Legal Intervention 4.1 3.8 5.3 5.5

HIV/AIDS 2.9 2.0 2.2 3.3
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Cardiovascular Disease 

About Heart Disease & Stroke 

Heart disease is the leading cause of death in the United States, with stroke following as the third leading cause. Together, 

heart disease and stroke are among the most widespread and costly health problems facing the nation today, accounting for 

more than $500 billion in healthcare expenditures and related expenses in 2010 alone. Fortunately, they are also among the 

most preventable.  

The leading modifiable (controllable) risk factors for heart disease and stroke are: 

 High blood pressure 

 High cholesterol 

 Cigarette smoking 

 Diabetes 

 Poor diet and physical inactivity 

 Overweight and obesity 

The risk of Americans developing and dying from cardiovascular disease would be substantially reduced if major improvements 

were made across the US population in diet and physical activity, control of high blood pressure and cholesterol, smoking 

cessation, and appropriate aspirin use.  

The burden of cardiovascular disease is disproportionately distributed across the population. There are significant disparities in 

the following based on gender, age, race/ethnicity, geographic area, and socioeconomic status: 

 Prevalence of risk factors 

 Access to treatment 

 Appropriate and timely treatment 

 Treatment outcomes 

 Mortality 

Disease does not occur in isolation, and cardiovascular disease is no exception. Cardiovascular health is significantly 

influenced by the physical, social, and political environment, including: maternal and child health; access to educational 

opportunities; availability of healthy foods, physical education, and extracurricular activities in schools; opportunities for 

physical activity, including access to safe and walkable communities; access to healthy foods; quality of working conditions and 

worksite health; availability of community support and resources; and access to affordable, quality healthcare. 

 Healthy People 2020 (www.healthypeople.gov) 

 

Age-Adjusted Heart Disease & Stroke Deaths 
The greatest share of cardiovascular deaths is attributed to heart disease. 
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Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted April 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives HDS-2 and HDS-3]

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart.

Heart Disease: 
Age-Adjusted Mortality

(2011-2013 Deaths per 100,000 Population)
Healthy People 2020 Target = 158.9 or Lower (Adjusted)

Stroke: 
Age-Adjusted Mortality

(2011-2013 Deaths per 100,000 Population)
Healthy People 2020 Target = 33.8 or Lower
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The following charts show available local death rates (age-adjusted) for select towns in the Hartford Hospital 

Service Area. 

 

Heart Disease: Age-
Adjusted Mortality
(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Stroke: Age-Adjusted 
Mortality

(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Prevalence of Heart Disease & Stroke 
“Has a doctor, nurse or other health professional ever told you that you had:  A Heart Attack, Also 

Called a Myocardial Infarction; or Angina or Coronary Heart Disease?”  (Heart disease prevalence below 

is a calculated prevalence that includes those responding affirmatively to either.) 

“Has a doctor, nurse or other health professional ever told you that you had a stroke?” 

 

Prevalence of Heart Disease & Stroke

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 36, 124]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.

 Heart disease includes diagnoses of heart attack, angina or coronary heart disease.  
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Cardiovascular Risk Factors 
 

About Cardiovascular Risk 

Controlling risk factors for heart disease and stroke remains a challenge. High blood pressure and cholesterol are still major 

contributors to the national epidemic of cardiovascular disease. High blood pressure affects approximately 1 in 3 adults in the 

United States, and more than half of Americans with high blood pressure do not have it under control. High sodium intake is a 

known risk factor for high blood pressure and heart disease, yet about 90% of American adults exceed their recommendation 

for sodium intake. 

 Healthy People 2020 (www.healthypeople.gov) 

 

High Blood Pressure & Cholesterol Testing 

“About how long has it been since you last had your blood pressure taken by a doctor, nurse or other 

health professional?”  (Chart below reflects responses indicating testing within the past 2 years.) 

“About how long has it been since you last had your blood cholesterol checked?”  (Chart below reflects 

responses indicating testing within the past 5 years.) 

 

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 45, 48]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease 

Control and Prevention (CDC): 2013 Connecticut data.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives HDS-4, HDS-6]

Blood Pressure 
Checked in the Past 2 Years

Healthy People 2020 Target = 92.6% or Lower

Blood Cholesterol
Checked in the Past 5 Years

Healthy People 2020 Target = 82.1% or Lower
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High Blood Pressure & Cholesterol Prevalence 

“Have you ever been told by a doctor, nurse or other health care professional that you had high blood 

pressure? 

 “Are you currently taking any action to help control your high blood pressure, such as taking 

medication, changing your diet, or exercising?”  
 

“Blood cholesterol is a fatty substance found in the blood. Have you ever been told by a doctor, nurse, 

or other health care professional that your blood cholesterol is high?” 

 “Are you currently taking any action to help control your high cholesterol, such as taking medication, 
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changing your diet, or exercising?” 
 

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 43, 47, 125, 126]

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease 

Control and Prevention (CDC): 2013 Connecticut data.

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives HDS-5.1 and HDS-7]

Notes:  Asked of all respondents.

Prevalence of 
High Blood Pressure

Healthy People 2020 Target = 26.9% or Lower

Prevalence of 
High Blood Cholesterol

Healthy People 2020 Target = 13.5% or Lower
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Prevalence of High Blood Pressure
(Hartford Hospital Service Area, 2015)

Healthy People 2020 Target = 26.9% or Lower

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 125]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-5.1]

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Prevalence of High Blood Cholesterol
(Hartford Hospital Service Area, 2015)

Healthy People 2020 Target = 13.5% or Lower

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 126]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-7]

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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About Cardiovascular Risk 

Individual level risk factors which put people at increased risk for cardiovascular diseases include: 

 High Blood Pressure 

 High Blood Cholesterol 

 Tobacco Use 

 Physical Inactivity 

 Poor Nutrition 

 Overweight/Obesity 

 Diabetes 

 National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention 

Three health-related behaviors contribute markedly to cardiovascular disease: 

Poor nutrition. People who are overweight have a higher risk for cardiovascular disease. Almost 60% of adults are overweight 

or obese. To maintain a proper body weight, experts recommend a well-balanced diet which is low in fat and high in fiber, 

accompanied by regular exercise. 

Lack of physical activity. People who are not physically active have twice the risk for heart disease of those who are active. 

More than half of adults do not achieve recommended levels of physical activity. 

Tobacco use. Smokers have twice the risk for heart attack of nonsmokers. Nearly one-fifth of all deaths from cardiovascular 

disease, or about 190,000 deaths a year nationally, are smoking-related. Every day, more than 3,000 young people become 

daily smokers in the US 

Modifying these behaviors is critical both for preventing and for controlling cardiovascular disease. Other steps that adults who 

have cardiovascular disease should take to reduce their risk of death and disability include adhering to treatment for high blood 

pressure and cholesterol, using aspirin as appropriate, and learning the symptoms of heart attack and stroke. 

 National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention 
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Total Cardiovascular Risk 

The following chart reflects the percentage of adults in the Total Service area who report one or more of the 

following:  being overweight; smoking cigarettes; being physically inactive; or having high blood pressure or 

cholesterol.  See also Nutrition, Physical Activity & Weight and Tobacco Use in the Modifiable Health Risk 

section of this report. 

 

Present One or More Cardiovascular Risks or Behaviors
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 127]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Cardiovascular risk is defined as exhibiting one or more of the following:  1) no leisure-time physical activity; 2) regular/occasional cigarette smoking; 3) hypertension; 

4) high blood cholesterol; and/or 5) being overweight/obese.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes households with 

incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; “Mid/High Income” includes 
households with incomes at 200% or more of the federal poverty level. 
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Key Informant Input: Heart Disease & Stroke 
The following chart outlines key informants’ perceptions of the severity of Heart Disease & Stroke as a problem 

in the community: 

 

Perceptions of Heart Disease and Stroke 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Leading Cause of Death, Prevalence 

Continues to be in the top five houses of death in our city. – Public Health Expert 

Data show. – Physician 

Can lead to death and other life-threatening and expensive to treat illnesses. – Health Provider 
(Non-Physician)  

Heart disease is the leading cause of death among minorities in the United States, according to 
the U.S. Department of Health and Human Services Office of Minority Health. Blacks and 
Hispanics are more likely to suffer from obesity and hypertension, two of the major risk factors for 
heart disease. – Health Provider (Non-Physician)  

Lead cause of death. – Public Health Expert 

Studies/assessments have determined that to be the case. – Community/Business Leader 

Nutrition, Physical Activity & Weight 

Bad habits of today, that offer immediate gratification, leads to these health risks down the road. 
Stress, poor diets, lack of exercise (no time) are all becoming more a part of our lives. Primary 
Care can address some challenges when people have coverage and can make their co-payments, 
but our society has become more "give me what I want now, I'll deal with the consequences later."  
While school meals seem to be improving for our children, the pressure to improve testing scores 
has led to the elimination of recess and cut down on physical education/activity in many school 
systems, another example of what we deem to be our priority. – Health Provider (Non-Physician)  

Poor diet and exercise.  Lack of education. Poor parks and recreation options. Poor urban 
planning, community infrastructure, barrier to physical activity. Food, desserts. – Public Health 
Expert 

There is a high prevalence of obesity in Hartford which is linked to heart disease. Further there are 
a number of barriers to accessing nutritious food which make it difficult for families to eat regular 
balanced nutritious meals. – Community/Business Leader 

High-stress lifestyles, lack of exercise, lack of access to and affordability of healthy foods, heavy 
smoking and consuming alcoholic beverages in excess. – Social Services Representative  

Poverty, inadequate diets, not taking the problem serious. – Social Services Representative  

At-Risk Populations 

African Americans and Hispanics which make up a large percentage of the Hartford population are 
often affected by heart disease and stroke. Reasons being due to genetics, but largely because of 
a poor unbalanced diet which contains a vast amount carbohydrates, fats and sodium and not 
enough grains, fruits and vegetables. – Health Provider (Non-Physician)  

With the high rates of diabetes in the city, the risk for heart disease and stroke is also elevated. – 
Community/Business Leader 

Heart disease and stroke in the community are usual as result of another chronic disease not 
being managed. – Social Services Representative 

Individuals who cannot afford care often go untreated with progression of disease states. Limited 
ability to refer patients to cardiology related to uninsured status. – Health Provider (Non-Physician)  
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Cancer 
 

About Cancer 

Continued advances in cancer research, detection, and treatment have resulted in a decline in both incidence and death rates 

for all cancers. Among people who develop cancer, more than half will be alive in five years.  Yet, cancer remains a leading 

cause of death in the United States, second only to heart disease.  

Many cancers are preventable by reducing risk factors such as: use of tobacco products; physical inactivity and poor nutrition; 

obesity; and ultraviolet light exposure.  Other cancers can be prevented by getting vaccinated against human papillomavirus 

and hepatitis B virus.  In the past decade, overweight and obesity have emerged as new risk factors for developing certain 

cancers, including colorectal, breast, uterine corpus (endometrial), and kidney cancers. The impact of the current weight trends 

on cancer incidence will not be fully known for several decades. Continued focus on preventing weight gain will lead to lower 

rates of cancer and many chronic diseases. 

Screening is effective in identifying some types of cancers (see US Preventive Services Task Force [USPSTF] 

recommendations), including: 

 Breast cancer (using mammography) 

 Cervical cancer (using Pap tests) 

 Colorectal cancer (using fecal occult blood testing, sigmoidoscopy, or colonoscopy) 

 Healthy People 2020 (www.healthypeople.gov) 

 

Age-Adjusted Cancer Deaths 
The following chart illustrates age-adjusted mortality in select towns in the Hartford Hospital Service Area.   

 

Cancer: Age-Adjusted 
Mortality

(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Lung cancer is by far the leading cause of cancer deaths in the area.  Other leading sites include 
prostate cancer among men, breast cancer among women, and colorectal cancer (both genders).   

 

Age-Adjusted Cancer Death Rates by Site
(2011-2013 Annual Average Deaths per 100,000 Population)

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public

Health Surveillance and Informatics.  Data extracted February 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  

Hartford County Connecticut US HP2020

Lung Cancer 38.3 38.7 44.7 45.5

Prostate Cancer 20.7 18.2 19.8 21.8

Female Breast Cancer 19.4 19.2 21.3 20.7

Colorectal Cancer 12.9 12.1 14.9 14.5

 

 

Cancer Incidence  
Incidence rates (or case rates) reflect the number of newly diagnosed cases in a given population in a given 

year, regardless of outcome. They are usually expressed as cases per 100, 000 population per year. Here, 

these rates are also age-adjusted.   

 

Cancer Incidence Rates by Site
(Annual Average Age-Adjusted Incidence per 100,000 Population, 2007-2011)

Sources:  State Cancer Profiles: 2007-11.

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  This indicator reports the age adjusted incidence rate (cases per 100,000 population per year) of cancers, adjusted to 2000 US standard population age groups 

(under age 1, 1-4, 5-9, ..., 80-84, 85 and older). This indicator is relevant because cancer is a leading cause of death and it is important to identify cancers

separately to better target interventions.
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Prevalence of Cancer 
Skin Cancer 

“Would you please tell me if you have ever suffered from or been diagnosed with cancer, not counting 

skin cancer?” 

“Would you please tell me if you have ever suffered from or been diagnosed with skin cancer?” 

 

Prevalence of Cancers

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 30, 31]

 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease 

Control and Prevention (CDC): 2013 Connecticut data.

Notes:  Asked of all respondents.
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Cancer Risk 

About Cancer Risk 

Reducing the nation’s cancer burden requires reducing the prevalence of behavioral and environmental factors that increase 

cancer risk.  

 All cancers caused by cigarette smoking could be prevented. At least one-third of cancer deaths that occur in the 
United States are due to cigarette smoking.  

 According to the American Cancer Society, about one-third of cancer deaths that occur in the United States each year 
are due to nutrition and physical activity factors, including obesity. 

 National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention 

 

Cancer Screenings 
The American Cancer Society recommends that both men and women get a cancer-related checkup during a 

regular doctor's checkup. It should include examination for cancers of the thyroid, testicles, ovaries, lymph 

nodes, oral cavity, and skin, as well as health counseling about tobacco, sun exposure, diet and nutrition, risk 

factors, sexual practices, and environmental and occupational exposures. 

Screening levels in the community were measured in the PRC Community Health Survey relative to: female 

breast cancer (mammography); cervical cancer (Pap smear testing); and colorectal cancer (sigmoidoscopy and 

fecal occult blood testing). 
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Female Breast Cancer Screening 

About Screening for Breast Cancer 

The US Preventive Services Task Force (USPSTF) recommends screening mammography, with or without clinical breast 

examination (CBE), every 1-2 years for women age 40 and older.  

Rationale: The USPSTF found fair evidence that mammography screening every 12-33 months significantly reduces mortality 

from breast cancer. Evidence is strongest for women age 50-69, the age group generally included in screening trials. For 

women age 40-49, the evidence that screening mammography reduces mortality from breast cancer is weaker, and the 

absolute benefit of mammography is smaller, than it is for older women. Most, but not all, studies indicate a mortality benefit for 

women undergoing mammography at ages 40-49, but the delay in observed benefit in women younger than 50 makes it 

difficult to determine the incremental benefit of beginning screening at age 40 rather than at age 50. 

The absolute benefit is smaller because the incidence of breast cancer is lower among women in their 40s than it is among 

older women. The USPSTF concluded that the evidence is also generalizable to women age 70 and older (who face a higher 

absolute risk for breast cancer) if their life expectancy is not compromised by comorbid disease. The absolute probability of 

benefits of regular mammography increase along a continuum with age, whereas the likelihood of harms from screening (false-

positive results and unnecessary anxiety, biopsies, and cost) diminish from ages 40-70. The balance of benefits and potential 

harms, therefore, grows more favorable as women age. The precise age at which the potential benefits of mammography 

justify the possible harms is a subjective choice. The USPSTF did not find sufficient evidence to specify the optimal screening 

interval for women age 40-49. 

 US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services 
 
Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians, National Cancer Institute) may 
have slightly different screening guidelines. 

Cervical Cancer Screenings 

About Screening for Cervical Cancer 

The US Preventive Services Task Force (USPSTF) strongly recommends screening for cervical cancer in women who have 

been sexually active and have a cervix.  

Rationale: The USPSTF found good evidence from multiple observational studies that screening with cervical cytology (Pap 

smears) reduces incidence of and mortality from cervical cancer. Direct evidence to determine the optimal starting and 

stopping age and interval for screening is limited. Indirect evidence suggests most of the benefit can be obtained by beginning 

screening within 3 years of onset of sexual activity or age 21 (whichever comes first) and screening at least every 3 years. The 

USPSTF concludes that the benefits of screening substantially outweigh potential harms. 

The USPSTF recommends against routinely screening women older than age 65 for cervical cancer if they have had adequate 

recent screening with normal Pap smears and are not otherwise at high risk for cervical cancer.  

Rationale: The USPSTF found limited evidence to determine the benefits of continued screening in women older than 65. The 

yield of screening is low in previously screened women older than 65 due to the declining incidence of high-grade cervical 

lesions after middle age. There is fair evidence that screening women older than 65 is associated with an increased risk for 

potential harms, including false-positive results and invasive procedures. The USPSTF concludes that the potential harms of 

screening are likely to exceed benefits among older women who have had normal results previously and who are not otherwise 

at high risk for cervical cancer. 

The USPSTF recommends against routine Pap smear screening in women who have had a total hysterectomy for benign 

disease.  

Rationale: The USPSTF found fair evidence that the yield of cytologic screening is very low in women after hysterectomy and 

poor evidence that screening to detect vaginal cancer improves health outcomes. The USPSTF concludes that potential harms 

of continued screening after hysterectomy are likely to exceed benefits. 

 US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services 
 
Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians, National Cancer Institute) may 
have slightly different screening guidelines. 
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Colorectal Cancer Screenings 

About Screening for Colorectal Cancer 

The USPSTF recommends screening for colorectal cancer using fecal occult blood testing, sigmoidoscopy, or colonoscopy in 

adults, beginning at age 50 years and continuing until age 75 years. 

The evidence is convincing that screening for colorectal cancer with fecal occult blood testing, sigmoidoscopy, or colonoscopy 

detects early-stage cancer and adenomatous polyps.  There is convincing evidence that screening with any of the three 

recommended tests (FOBT, sigmoidoscopy, colonoscopy) reduces colorectal cancer mortality in adults age 50 to 75 years.  

Follow-up of positive screening test results requires colonoscopy regardless of the screening test used. 

 US Preventive Services Task Force, Agency for Healthcare Research and Quality, US Department of Health & Human Services 
 
Note that other organizations (e.g., American Cancer Society, American Academy of Family Physicians, American College of Physicians, National Cancer Institute) may 
have slightly different screening guidelines. 

 

Breast Cancer Screening:  “A mammogram is an x-ray of each breast to look for cancer. How long has 

it been since you had your last mammogram?” (Calculated in the following chart among women age 50 to 

74 indicating screening within the past 2 years.) 

Cervical Cancer Screening:  “A Pap test is a test for cancer of the cervix. How long has it been since 

you had your last Pap test?”  (Calculated in the following chart among women age 21 to 65 indicating 

screening within the past 3 years.) 

Colorectal Cancer Screening:  “Sigmoidoscopy and colonoscopy are exams in which a tube is inserted 

in the rectum to view the colon for signs of cancer or other health problems. How long has it been 

since your last sigmoidoscopy or colonoscopy?”  and “A blood stool test is a test that may use a 

special kit at home to determine whether the stool contains blood. How long has it been since you had 

your last blood stool test?” (Calculated in the following chart among both genders age 50 to 75 indicating 

fecal occult blood testing within the past year and/or sigmoidoscopy/colonoscopy [lower endoscopy] within the 

past 10 years.) 
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Cancer Screenings
Healthy People 2020 Target = 81.1% or Higher (Mammograms)
Healthy People 2020 Target = 93.0% or Higher (Pap Smears)
Healthy People 2020 Target = 70.5% or Higher (Colorectal)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 128-130]
 2013 PRC National Health Survey, Professional Research Consultants, Inc. 
 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease 

Control and Prevention (CDC): 2013 Connecticut data.
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives C-15, C-16, and C-17]

Notes:  *Note that the mammogram state data reflects all women 50 and older (vs. women 50-74 in local, US and Healthy People data);
the Pap smear state data reflects all women age 18 and older.
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Key Informant Input: Cancer 
The following chart outlines key informants’ perceptions of the severity of Cancer as a problem in the 

community: 

 

Perceptions of Cancer 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

25.6% 48.8% 18.6% 7.0%

Major Problem Moderate Problem Minor Problem No Problem At All

 

 

Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Prevention & Early Detection 

Not enough cancer prevention programs in the community. – Public Health Expert 

Due to lack of screening for early detection purposes. Not because of lack of availability but rather 
because of lack of education to access the services. – Community/Business Leader 

Very low income.  People don't get to the doctor for preventative or early detection services so 
don't seek treatment until they have advanced illness. – Social Services Representative  
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Poor access to screening.  Poor adherence to screening guidelines.  Late detection, unnecessarily 
high mortality rates. – Public Health Expert 

At-Risk Populations 

It's a major problem in communities of color.  There are more and more people who are 
diagnosed. – Social Services Representative  

People of color are desperately impacted in most forms of cancer. – Health Provider (Non-
Physician)  

While Latinos have lower incidence rates for some cancers, they have higher rates for some 
others. They also have later detection rates and social determinants of health that impede 
adequate wellness support during and after treatment. – Social Services Representative  

High Cancer Rates 

This case of cancer in the community are growing. There are lack of knowledge of education, 
prevent and screening regarding the issue of cancer. – Social Services Representative 

Data show it to be. – Physician 

Cost of Cancer Medications 

There is very good hospital based care and treatment but the drug costs are soaring and with high 
deductible plans patients are more and more responsible for the expense and it has caused 
access issues, as has the reduced Medicare and commercial insurer reimbursement for the drugs 
and the associated administration of the drugs.  Most of these drugs require administration by 
trained medical professionals. – Physician 

Access to Specialists 

There is little access locally to specialists. – Community/Business Leader 
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Respiratory Disease 
 

About Asthma & COPD 

Asthma and chronic obstructive pulmonary disease (COPD) are significant public health burdens. Specific methods of 

detection, intervention, and treatment exist that may reduce this burden and promote health.  

Asthma is a chronic inflammatory disorder of the airways characterized by episodes of reversible breathing problems due to 

airway narrowing and obstruction. These episodes can range in severity from mild to life threatening. Symptoms of asthma 

include wheezing, coughing, chest tightness, and shortness of breath. Daily preventive treatment can prevent symptoms and 

attacks and enable individuals who have asthma to lead active lives.  

COPD is a preventable and treatable disease characterized by airflow limitation that is not fully reversible. The airflow limitation 

is usually progressive and associated with an abnormal inflammatory response of the lung to noxious particles or gases 

(typically from exposure to cigarette smoke). Treatment can lessen symptoms and improve quality of life for those with COPD.  

The burden of respiratory diseases affects individuals and their families, schools, workplaces, neighborhoods, cities, and 

states. Because of the cost to the healthcare system, the burden of respiratory diseases also falls on society; it is paid for with 

higher health insurance rates, lost productivity, and tax dollars. Annual healthcare expenditures for asthma alone are estimated 

at $20.7 billion.  

Asthma.  The prevalence of asthma has increased since 1980. However, deaths from asthma have decreased since the mid-

1990s. The causes of asthma are an active area of research and involve both genetic and environmental factors. 

Risk factors for asthma currently being investigated include: 

 Having a parent with asthma 

 Sensitization to irritants and allergens 

 Respiratory infections in childhood 

 Overweight 

Asthma affects people of every race, sex, and age. However, significant disparities in asthma morbidity and mortality exist, in 

particular for low-income and minority populations. Populations with higher rates of asthma include:  children; women (among 

adults) and boys (among children); African Americans; Puerto Ricans; people living in the Northeast United States; people 

living below the Federal poverty level; and employees with certain exposures in the workplace. 

While there is not a cure for asthma yet, there are diagnoses and treatment guidelines that are aimed at ensuring that all 

people with asthma live full and active lives. 

 Healthy People 2020 (www.healthypeople.gov) 
 
[NOTE:  COPD was changed to chronic lower respiratory disease (CLRD) with the introduction of ICD-10 codes. CLRD is used in vital statistics reporting, but COPD is 
still widely used and commonly found in surveillance reports.] 

 

Age-Adjusted Respiratory Disease Deaths 
Chronic lower respiratory diseases (CLRD) are diseases affecting the lungs; the most deadly of these is 

chronic obstructive pulmonary disease (COPD), which includes emphysema and chronic bronchitis.   

Pneumonia and influenza mortality is also illustrated in the following chart.  For prevalence of vaccinations 

against pneumonia and influenza, see also Immunization & Infectious Disease. 
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Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted April 2015.

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 Local, state and national data are simple three-year averages.

 CLRD is chronic lower respiratory disease.

Chronic Lower Respiratory 
Disease: Age-Adjusted Mortality

(2011-2013 Annual Average Deaths per 100,000 Population)

Pneumonia/Influenza: 
Age-Adjusted Mortality

(2011-2013 Annual Average Deaths per 100,000 Population)
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Town-level mortality rates are shown below. 

  

CLRD: Age-Adjusted 
Mortality

(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Influenza/Pneumonia: 
Age-Adjusted 

Mortality
(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Prevalence of Respiratory Diseases 
COPD 

“Would you please tell me if you have ever suffered from or been diagnosed with COPD or chronic 

obstructive pulmonary disease, including bronchitis or emphysema?” 

 

Prevalence of 
Chronic Obstructive Pulmonary Disease (COPD)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 25]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.

Notes:  Asked of all respondents.

 Includes those having ever suffered from or been diagnosed with COPD or chronic obstructive pulmonary disease, including bronchitis or emphysema.
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Asthma  

Adults:  “Have you ever been told by a doctor, nurse, or other health professional that you had 

asthma?” and “Do you still have asthma?” (Calculated below as a prevalence of all adults who have ever 

been diagnosed with asthma and who still have asthma [“current asthma”]).   

Children:  “Has a doctor or other health professional ever told you that this child had asthma?” and 

“Does this child still have asthma?” (Calculated below as a prevalence of all children who have ever been 

diagnosed with asthma and who still have asthma [“current asthma”]).   

 

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 134, 135]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease 

Control and Prevention (CDC): 2013 Connecticut data.

Notes:  Includes those who have ever been diagnosed with asthma, and who report that they still have asthma.  
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Adults: Currently Have Asthma
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 134]

Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Key Informant Input: Respiratory Disease 
The following chart outlines key informants’ perceptions of the severity of Respiratory Disease as a problem in 

the community: 

 

Perceptions of Respiratory Diseases 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Asthma 

Asthma. – Physician 

Very high rates of asthma.  40% or more for students in our schools. – Community/Business 
Leader 

Can be life threatening. – Health Provider (Non-Physician)  

Tobacco use.  Poor indoor air quality.  Lack of affordable housing.  High asthma rates. – Public 
Health Expert 

Pollution 

This is primarily due to the excessive amount of pollution in the community. – Health Provider 
(Non-Physician)  

Disease Management 

Patients not following the doctor's orders and follow up care. – Health Provider (Non-Physician)  

At-Risk Populations 

Latinos in CT suffer disproportionate rates of asthma and of inadequate asthma management. – 
Social Services Representative  

 
 



COMMUNITY HEALTH NEEDS ASSESSMENT 

69 

Injury & Violence 
 

About Injury & Violence 

Injuries and violence are widespread in society. Both unintentional injuries and those caused by acts of violence are among the 

top 15 killers for Americans of all ages. Many people accept them as “accidents,” “acts of fate,” or as “part of life.” However, 

most events resulting in injury, disability, or death are predictable and preventable.  

Injuries are the leading cause of death for Americans ages 1 to 44, and a leading cause of disability for all ages, regardless of 

sex, race/ethnicity, or socioeconomic status. More than 180,000 people die from injuries each year, and approximately 1 in 10 

sustains a nonfatal injury serious enough to be treated in a hospital emergency department.  

Beyond their immediate health consequences, injuries and violence have a significant impact on the well-being of Americans 

by contributing to: 

 Premature death 

 Disability 

 Poor mental health 

 High medical costs 

 Lost productivity 

The effects of injuries and violence extend beyond the injured person or victim of violence to family members, friends, 

coworkers, employers, and communities.  

Numerous factors can affect the risk of unintentional injury and violence, including individual behaviors, physical environment, 

access to health services (ranging from pre-hospital and acute care to rehabilitation), and social environment (from parental 

monitoring and supervision of youth to peer group associations, neighborhoods, and communities). 

Interventions addressing these social and physical factors have the potential to prevent unintentional injuries and violence. 

Efforts to prevent unintentional injury may focus on: 

 Modifications of the environment 

 Improvements in product safety 

 Legislation and enforcement 

 Education and behavior change 

 Technology and engineering 

Efforts to prevent violence may focus on: 

 Changing social norms about the acceptability of violence 

 Improving problem-solving skills (for example, parenting, conflict resolution, coping) 

 Changing policies to address the social and economic conditions that often give rise to violence 

 Healthy People 2020 (www.healthypeople.gov) 
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Leading Causes of Accidental Death 
Leading causes of accidental death in the area include the following: 

 

Leading Causes of Accidental Death
(Hartford County, 2011-2013)

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted February 2015.

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  
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Unintentional Injury 
Age-Adjusted Unintentional Injury Deaths 

The following chart outlines age-adjusted mortality rates for unintentional injury in the area, including age-

adjusted mortality rates attributed specifically to motor vehicle crashes.   

 Note the Healthy People 2020 targets. 
 

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted April 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives IVP-11 and IVP-13.1]

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 Local, state and national data are simple three-year averages.
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Town-level mortality for unintentional injury is shown below. 

 

Unintentional Injury: 
Age-Adjusted 

Mortality
(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Seat Belt/Car Seat Usage 

Adults: “How often do you use seat belts when you drive or ride in a car? Would you say: always, 

nearly always, sometimes, seldom, or never?” 

Children: “How often does this child wear a child restraint or seat belt when riding in a car? Would you 

say: always, nearly always, sometimes, seldom, or never?” 
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Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 49 and 122]

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease 

Control and Prevention (CDC): 2013 Connecticut data.

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective IPV-15]

Notes:  Asked of all respondents.

“Always” Wear a Seat Belt

When Driving or Riding in a Vehicle
Healthy People 2020 Target = 92.0% or Higher
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“Always” Wear a Seat Belt

When Driving or Riding in a Vehicle
(Hartford Hospital Service Area, 2015) 

Healthy People 2020 Target = 92.0% or Higher

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 49]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective IVP-15]

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Bicycle Safety 

Children Age 5-17: “In the past year, how often has this child worn a bicycle helmet when riding a 

bicycle? Would you say: always, nearly always, sometimes, seldom, or never?” 
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Child “Always” Wears a Helmet When Riding a Bicycle
(Among Parents of Children Age 5-17)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 121]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents with children age 5 to 17 at home.
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Firearms 

Age-Adjusted Firearm-Related Deaths 

The following chart outlines the age-adjusted mortality rate in the area attributed to firearms (including both 

accidental and intentional discharge), compared to state and national rates.   

 

Firearms-Related Deaths: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 9.3 or Lower

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted February 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective IVP-30]

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 Local, state and national data are simple three-year averages.
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Presence of Firearms in Homes 

“Are there any firearms now kept in or around your home, including those kept in a garage, outdoor 

storage area, truck, or car?  For the purposes of this inquiry, ‘firearms’ include pistols, shotguns, rifles, 

and other types of guns, but do NOT include starter pistols, BB guns, or guns that cannot fire.” 

“An unlocked firearm is one that does NOT need a key or combination to get to the gun or fire it. The 

safety is NOT counted as a lock. Are any of these firearms unlocked?” and “Are any of these unlocked 

firearms now loaded?” (Calculated below as the percentage of respondents who have firearms at home and 

who keep at least one firearm unlocked and loaded.) 

 

Have a Firearm Kept in or Around the House
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 52]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 In this case, firearms include pistols, shotguns, rifles, and other types of guns; this does not include starter pistols, BB guns, or guns that cannot fire.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes households with incomes 

less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; “Mid/High Income” includes households with 
incomes at 200% or more of the federal poverty level. 
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Intentional Injury (Violence) 
Violent Crime 

Violent crime is composed of four offenses (FBI Index offenses):  murder and non-negligent manslaughter; 

forcible rape; robbery; and aggravated assault.  Note that the quality of crime data can vary widely from 

location to location, depending on the consistency and completeness of reporting among various jurisdictions. 
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Violent Crime
(Rate per 100,000 Population, 2010-2012)

Sources:  Federal Bureau of Investigation, FBI Uniform Crime Reports: 2012.

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  This indicator reports the rate of violent crime offenses reported by the sheriff's office or county police department per 100,000 residents. Violent crime includes 

homicide, rape, robbery, and aggravated assault. This indicator is relevant because it assesses community safety.

 Participation by law enforcement agencies in the UCR program is voluntary. Sub-state data do not necessarily represent an exhaustive list of crimes due to gaps in reporting. 

Also, some institutions of higher education have their own police departments, which handle offenses occurring within campus grounds; these offenses are not included in the 

violent crime statistics, but can be obtained from the Uniform Crime Reports Universities and Colleges data tables.
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Violent Crime Experience:  “Have you been the victim of a violent crime in your area in the past 5 

years?” 

Intimate Partner Violence:  “The next questions are about different types of violence in relationships 

with an intimate partner. By an intimate partner, I mean any current or former spouse, boyfriend, or 

girlfriend. Someone you were dating, or romantically or sexually intimate with, would also be 

considered an intimate partner.  Has an intimate partner ever hit, slapped, pushed, kicked, or hurt you 

in any way?” 

 

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 50, 51]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Key Informant Input: Injury & Violence 
The following chart outlines key informants’ perceptions of the severity of Injury & Violence as a problem in the 

community: 

 

Perceptions of Injury and Violence 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Gang Activity & Youth Violence 

Every day there are people in my community either getting killed or injured due to guns, gang 
related matters, drug problems, etc. – Social Services Representative  

We have a lot of gang activity. – Health Provider (Non-Physician)  

There is a high prevalence of community violence and gang involvement in Hartford. Many young 
people are negatively influenced by peers and end up in unsafe situations. Many residents do not 
feel safe because of the violence and research has demonstrated the impact of high levels of 
community violence on child development and the stress that it creates which is can impact 
social/emotional development and wellbeing. – Community/Business Leader 

Our students are affected by high rates of violence in our community. – Community/Business 
Leader 

Environment & Economic Stressors 

Hartford is an urban center with a significantly economically stressed population.  Injury and 
violence statistics vary by neighborhood, but are above state averages. – Community/Business 
Leader 

Poverty, people have many daily issues and they used substances, have little hope and are 
frustrated with their life and then resort to utilizing poor skills. – Health Provider (Non-Physician)  

I believe that there is more harm done to children through intentional or unintentional injury than 
any childhood illness. The long term effects of being exposed to violence at an early age is not 
something we measure, but impacts our health system, educational system and judicial system.  
Access to weapons is a problem when mixed with stress, poverty, etc.  Many unintentional injuries 
are easily preventable, but a hurried lifestyle along with "it won't happen to me" attitude are bad 
combinations. – Health Provider (Non-Physician)  

Unsafe housing conditions.  Lack of safe play spaces.  Young parents with lack of parenting skills, 
abuse and neglect. – Public Health Expert 
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Domestic Violence 

Domestic violence is an ongoing issue and more needs to be done tied to helping physicians and 
other clinicians identify and then help direct patients who have been a victim of domestic violence.  
There is also a need for interpreter services tied to communicating with those often who have 
been abused. – Physician 

Domestic violence and youth violence. – Community/Business Leader 

Many of these are preventable, so you would expect to see this decreasing as knowledge is 
disseminated. Instead we see family violence and unintentional injuries repeated generation after 
generation. – Social Services Representative  

Prevalence of Violence 

Homicide and other intentional injury.  Alcohol-related injury. – Physician 

Studies/assessments have determined that to be the case. – Community/Business Leader 

Homelessness 

The community I am referring to is those experiencing or at risk of homelessness. For women and 
families, domestic violence is often related to episodes of homelessness. Also, for those 
experiencing homelessness, the threat of injury and violence is a significant issue. – 
Community/Business Leader 
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Diabetes 
 

About Diabetes 

Diabetes mellitus occurs when the body cannot produce or respond appropriately to insulin. Insulin is a hormone that the body 

needs to absorb and use glucose (sugar) as fuel for the body’s cells. Without a properly functioning insulin signaling system, 

blood glucose levels become elevated and other metabolic abnormalities occur, leading to the development of serious, 

disabling complications.  Many forms of diabetes exist; the three common types are Type 1, Type 2, and gestational diabetes.  

Effective therapy can prevent or delay diabetic complications.  

Diabetes mellitus: 

 Lowers life expectancy by up to 15 years. 

 Increases the risk of heart disease by 2 to 4 times. 

 Is the leading cause of kidney failure, lower limb amputations, and adult-onset blindness. 

The rate of diabetes mellitus continues to increase both in the United States and throughout the world. Due to the steady rise in 

the number of persons with diabetes mellitus, and possibly earlier onset of type 2 diabetes mellitus, there is growing concern 

about the possibility that the increase in the number of persons with diabetes mellitus and the complexity of their care might 

overwhelm existing healthcare systems. 

People from minority populations are more frequently affected by type 2 diabetes. Minority groups constitute 25% of all adult 

patients with diabetes in the US and represent the majority of children and adolescents with type 2 diabetes.   

Lifestyle change has been proven effective in preventing or delaying the onset of type 2 diabetes in high-risk individuals. 

 Healthy People 2020 (www.healthypeople.gov) 

 

Age-Adjusted Diabetes Deaths 
Age-adjusted diabetes mortality for the area is shown in the following chart. 

 Note the Healthy People 2020 target (as adjusted to account for diabetes mellitus-coded deaths). 
 

Diabetes: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 20.5 or Lower (Adjusted)

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and Informatics. 

Data extracted February 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective D-3]

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 Local, state and national data are simple three-year averages.

 The Healthy People 2020 target for Diabetes is adjusted to account for only diabetes mellitus coded deaths.
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Local diabetes mortality for select towns in the Hartford Hospital Service Area: 

 

Diabetes: Age-
Adjusted Mortality
(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Prevalence of Diabetes 
“Have you ever been told by a doctor that you have diabetes? (If female, add: Not counting diabetes 

only occurring during pregnancy?)” 

“(If female, add: Other than during pregnancy,) Have you ever been told by a doctor or other health 

professional that you have pre-diabetes or borderline diabetes?” 

 

Prevalence of Diabetes

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 136]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.

Notes:  Asked of all respondents.

 Local and national data exclude gestation diabetes (occurring only during pregnancy).

11.4%
8.3%

11.7%

0%

20%

40%

60%

80%

100%

Hartford Hospital Service Area CT US

Another 9.7% of adults 

report that they have been 

diagnosed with “pre-

diabetes” or “borderline” 

diabetes

(vs. 5.1% nationwide)  

 

Prevalence of Diabetes
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 136]
Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 

 Excludes gestation diabetes (occurring only during pregnancy).
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Diabetes Testing 

“Have you had a test for high blood sugar or diabetes within the past three years?” 

 

Have Had Blood Sugar Tested in the Past Three Years
(Among Non-Diabetics)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 40]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of respondents who have not been diagnosed with diabetes.

56.6%

49.2%

0%

20%

40%

60%

80%

100%

Hartford Hospital Service Area United States

 

 

Key Informant Input: Diabetes  
The following chart outlines key informants’ perceptions of the severity of Diabetes as a problem in the 

community: 

 

Perceptions of Diabetes 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Challenges 

Among those rating this issue as a “major problem,” the biggest challenges for people with diabetes are seen 

as: 

Disease Management 

Management. – Public Health Expert 

Disease management. – Public Health Expert 

Staying on top of their medication management and practicing good nutrition. – Health Provider 
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(Non-Physician)  

The biggest challenge is being able to afford diabetic medication, having access to healthier food 
alternatives and the biggest challenge is changing eating habits. – Health Provider (Non-
Physician)  

Being diagnosed in the first place, then once diagnosed finding a primary care physician to help 
with ongoing care, then being able to afford medications then changing lifestyle to become 
healthier. – Health Provider (Non-Physician)  

Prevention and access to treatment. – Physician 

At-Risk Populations 

Diabetes is an issue that is affecting the Latino community at an alarming rate. It is not just about 
education my community on what to eat and so on, but it is also about educating the community 
on how certain foods will affect diabetes and what are the best approaches.  Adherence to meds is 
another factor, if a patient truly understands what these meds are for, side effects, etc. They will 
make better informed decisions. – Social Services Representative  

Latinos have higher diabetes incidence and more complications and mortality due to diabetes. A 
randomized controlled trial conducted by Hartford Hosp., Yale Univ. and HHC provided in-home 
peer counseling to Latinos patients of HH with diabetes. Findings included: a) this intensive 
service model, 17 home visits in one year decreased the HbA1 (b) down one full point compared 
to .4 in the control group, and the difference  was sustained six months post-intervention and c) 
gaps in care, care coordination and cultural competence identified by the hospital's clinical team 
that partnered in the study - including the need for in-hospital care coordination and cultural 
competence training. The peer counseling service ended when the study ended. HHC is pursuing 
ways to sustain funding for community health workers through the affordable care act, including 
specialized, intensive models like this one, that ultimately improve health and save health care 
dollars. – Social Services Representative  

High risk population with socio-economic barriers to wellness and nutrition strategies to prevent or 
mitigate diabetes. – Community/Business Leader 

A serious problem in communities of color, and may grow in the general population with high 
obesity rate. – Community/Business Leader 

Diabetes Education & Prevention 

Awareness to prevent onset of diabetes. – Public Health Expert 

Diabetic patients with care GPAs for recommended services such as Optometry, Podiatry and 
Nutrition.  Lacking appropriate education. – Health Provider (Non-Physician)  

There are several challenge of people with diabetes including diabetes prevention, education and 
management. – Social Services Representative 

Besides access to endocrinologists, patient education and information appears to be rather 
lacking, especially information in Spanish and other languages other than English. – Physician 

Diet, Exercise & Weight 

I think two of the biggest challenges are obtaining quality nutritious food and maintaining proper 
physical activity levels. – Health Provider (Non-Physician)  

Limited access to fresh fruit and vegetables. – Social Services Representative  

Healthy eating. It is expensive to eat healthy. – Social Services Representative  

Weight control. – Community/Business Leader 
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Prevalence of Diabetes 

There is a high prevalence of diabetes in Hartford. Further we know obesity is a struggle and a 
high percentage of the population is overweight. Hartford is a food desert and there are a number 
of barriers to accessing healthy food and exercising. – Community/Business Leader 

Studies/assessments have determined that to be the case. – Community/Business Leader 
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Alzheimer’s Disease 
 

About Dementia 

Dementia is the loss of cognitive functioning—thinking, remembering, and reasoning—to such an extent that it interferes with a 

person’s daily life. Dementia is not a disease itself, but rather a set of symptoms. Memory loss is a common symptom of 

dementia, although memory loss by itself does not mean a person has dementia. Alzheimer’s disease is the most common 

cause of dementia, accounting for the majority of all diagnosed cases.  

Alzheimer’s disease is the 6th leading cause of death among adults age 18 years and older. Estimates vary, but experts 

suggest that up to 5.1 million Americans age 65 years and older have Alzheimer’s disease. These numbers are predicted to 

more than double by 2050 unless more effective ways to treat and prevent Alzheimer’s disease are found.  

 Healthy People 2020 (www.healthypeople.gov) 

 

Age-Adjusted Alzheimer’s Disease Deaths 
Age-adjusted Alzheimer’s disease mortality rates for Hartford County and select towns are outlined below. 

 

Alzheimer's Disease: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted February 2015.

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 Local, state and national data are simple three-year averages.
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Alzheimer's Disease: 
Age-Adjusted 

Mortality
(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Key Informant Input: Dementias, Including Alzheimer’s Disease 
The following chart outlines key informants’ perceptions of the severity of Dementias, Including Alzheimer’s 

Disease as a problem in the community: 

 

Perceptions of Dementia/Alzheimer's Disease 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Support for Patients & Caregivers 

Lack of support for caregivers.  Financial and emotional burden on families with little to no 
available support. – Public Health Expert 

Insufficient community support for persons with dementia, Alzheimer's. – Public Health Expert 

Limited support, evaluation process and treatment regimens varied and not standardized. – Health 
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Provider (Non-Physician)  

Unsure of the prevalence, but the stress on families, especially when onset is rapid, can be 
debilitating. This is not solely about the individual. – Health Provider (Non-Physician)  

Low-Income Seniors 

Many low-income seniors do not have adequate support or advocacy to deal with these 
challenges. – Community/Business Leader 

There is only an option for expensive care nothing exits for those who cannot afford it. – Health 
Provider (Non-Physician)  

Lack of Geriatricians 

Connecticut has a shortage or rather limited number of geriatricians and much of the care is 
limited to home care and nursing home facilities.  There are simply not that many independently 
practicing geriatricians because the reimbursement is simply not sufficient. – Physician 
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Kidney Disease 
 

About Chronic Kidney Disease 

Chronic kidney disease and end-stage renal disease are significant public health problems in the United States and a major 

source of suffering and poor quality of life for those afflicted. They are responsible for premature death and exact a high 

economic price from both the private and public sectors.  Nearly 25% of the Medicare budget is used to treat people with 

chronic kidney disease and end-stage renal disease. 

Genetic determinants have a large influence on the development and progression of chronic kidney disease. It is not possible 

to alter a person’s biology and genetic determinants; however, environmental influences and individual behaviors also have a 

significant influence on the development and progression of chronic kidney disease. As a result, some populations are 

disproportionately affected. Successful behavior modification is expected to have a positive influence on the disease.   

Diabetes is the most common cause of kidney failure. The results of the Diabetes Prevention Program (DPP) funded by the 

national Institute of Diabetes and Digestive and Kidney Diseases (NIDDK) show that moderate exercise, a healthier diet, and 

weight reduction can prevent development of type 2 diabetes in persons at risk. 

 Healthy People 2020 (www.healthypeople.gov) 

 

Age-Adjusted Kidney Disease Deaths 
Age-adjusted kidney disease mortality is described in the following charts. 

 

Kidney Disease: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted February 2015.

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 Local, state and national data are simple three-year averages.
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Kidney Disease: Age-
Adjusted Mortality
(By Select Towns in the 

Hartford Hospital Service 

Area, 2006-2010)

Source:  Connecticut Department of Public Health
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Prevalence of Kidney Disease 
“Would you please tell me if you have ever suffered from or been diagnosed with kidney disease?” 

  

Prevalence of Kidney Disease

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 33]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.

Notes:  Asked of all respondents.

2.5% 2.1% 3.0%

0%

20%

40%

60%

80%

100%

Hartford Hospital Service Area CT US

 

 



COMMUNITY HEALTH NEEDS ASSESSMENT 

89 

Key Informant Input: Chronic Kidney Disease 
The following chart outlines key informants’ perceptions of the severity of Chronic Kidney Disease as a problem 

in the community: 

 

Perceptions of Chronic Kidney Disease 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

23.7% 42.1% 23.7% 10.5%
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Related to Other Serious Health Issues 

Results from a number of other prevalent conditions. – Physician 

It leads to other serious ailments that can be life threatening. – Health Provider (Non-Physician)  

There are many different factors that leads to chronic Kidney disease such as diabetes or 
hypertension. – Social Services Representative 

African American Community 

Chronic kidney disease is often suffered by members of the African American descent, which is 
the population group that makes up the majority of the Hartford area. This is due to the lack of 
proper diet, medical management of hypertension and diabetes, all of which are greatly suffered 
by members of this community as well. – Health Provider (Non-Physician)  

African Americans are three times more likely to experience kidney failure than whites. – Health 
Provider (Non-Physician)  

Prevalence of Kidney Disease 

Studies/assessments have determined that to be the case. – Community/Business Leader 

Lack of Nephrologists 

There are very few actively clinically practicing nephrologists in Connecticut that are not tied to 
academic medical centers, it makes access to ESRD care very trying for patients in the outlying 
areas. – Physician 
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Potentially Disabling Conditions 
 

About Arthritis, Osteoporosis & Chronic Back Conditions 

There are more than 100 types of arthritis. Arthritis commonly occurs with other chronic conditions, such as diabetes, heart 

disease, and obesity. Interventions to treat the pain and reduce the functional limitations from arthritis are important, and may 

also enable people with these other chronic conditions to be more physically active.   Arthritis affects 1 in 5 adults and 

continues to be the most common cause of disability.  It costs more than $128 billion per year. All of the human and economic 

costs are projected to increase over time as the population ages. There are interventions that can reduce arthritis pain and 

functional limitations, but they remain underused.  These include:  increased physical activity; self-management education; and 

weight loss among overweight/obese adults. 

Osteoporosis is a disease marked by reduced bone strength leading to an increased risk of fractures (broken bones). In the 

United States, an estimated 5.3 million people age 50 years and older have osteoporosis. Most of these people are women, 

but about 0.8 million are men. Just over 34 million more people, including 12 million men, have low bone mass, which puts 

them at increased risk for developing osteoporosis. Half of all women and as many as 1 in 4 men age 50 years and older will 

have an osteoporosis-related fracture in their lifetime.  

Chronic back pain is common, costly, and potentially disabling.  About 80% of Americans experience low back pain in their 

lifetime. It is estimated that each year: 

 15%-20% of the population develop protracted back pain. 

 2-8% have chronic back pain (pain that lasts more than 3 months). 

 3-4% of the population is temporarily disabled due to back pain. 

 1% of the working-age population is disabled completely and permanently as a result of low back pain. 

Americans spend at least $50 billion each year on low back pain. Low back pain is the: 

 2nd leading cause of lost work time (after the common cold). 

 3rd most common reason to undergo a surgical procedure. 

 5th most frequent cause of hospitalization. 

Arthritis, osteoporosis, and chronic back conditions all have major effects on quality of life, the ability to work, and basic 

activities of daily living.    

 Healthy People 2020 (www.healthypeople.gov) 

 

Arthritis, Osteoporosis, & Chronic Back Conditions 
“Would you please tell me if you have ever suffered from or been diagnosed with arthritis or 

rheumatism?” (Reported in the following chart among only those age 50+.) 

“Would you please tell me if you have ever suffered from or been diagnosed with osteoporosis?” 

(Reported in the following chart among only those age 50+.) 

“Would you please tell me if you have ever suffered from or been diagnosed with sciatica or chronic 

back pain?” (Reported in the following chart among all adults age 18+.) 

See also Activity Limitations in the General Health Status section of this report. 
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Prevalence of Arthritis, 
Osteoporosis & Chronic Back Conditions

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 29, 139, 140]

 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Key Informant Input: Arthritis, Osteoporosis & Chronic Back Conditions 
The following chart outlines key informants’ perceptions of the severity of Arthritis, Osteoporosis & Chronic 

Back Conditions as a problem in the community: 

 

Perceptions of Arthritis/Osteoporosis/Back Conditions
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

10.8% 56.8% 24.3% 8.1%

Major Problem Moderate Problem Minor Problem No Problem At All

 

 

Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Prevalence  

Is a common identified medical problem among our patients. – Health Provider (Non-Physician)  

Common chronic condition leading to pain and disability. – Physician 

Lack of Rheumatologists 

There are fewer and fewer available Rheumatologists who are focusing full time on rheumatoid 
related conditions.  Also, there are fewer clinically practicing orthopedists who are not hospital 
employed and who have available office hours. – Physician 
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Vision & Hearing Impairment 
Vision Trouble 

 

About Vision 

Vision is an essential part of everyday life, influencing how Americans of all ages learn, communicate, work, play, and interact 

with the world. Yet millions of Americans live with visual impairment, and many more remain at risk for eye disease and 

preventable eye injury. 

The eyes are an important, but often overlooked, part of overall health. Despite the preventable nature of some vision 

impairments, many people do not receive recommended screenings and exams. A visit to an eye care professional for a 

comprehensive dilated eye exam can help to detect common vision problems and eye diseases, including diabetic retinopathy, 

glaucoma, cataract, and age-related macular degeneration. 

These common vision problems often have no early warning signs. If a problem is detected, an eye care professional can 

prescribe corrective eyewear, medicine, or surgery to minimize vision loss and help a person see his or her best. 

Healthy vision can help to ensure a healthy and active lifestyle well into a person’s later years. Educating and engaging 

families, communities, and the nation is critical to ensuring that people have the information, resources, and tools needed for 

good eye health.  

 Healthy People 2020 (www.healthypeople.gov) 

 

Hearing Trouble 
 

About Hearing & Other Sensory or Communication Disorders 

An impaired ability to communicate with others or maintain good balance can lead many people to feel socially isolated, have 

unmet health needs, have limited success in school or on the job. Communication and other sensory processes contribute to 

our overall health and well-being. Protecting these processes is critical, particularly for people whose age, race, ethnicity, 

gender, occupation, genetic background, or health status places them at increased risk.  

Many factors influence the numbers of Americans who are diagnosed and treated for hearing and other sensory or 

communication disorders, such a social determinants (social and economic standings, age of diagnosis, cost and stigma of 

wearing a hearing aid, and unhealthy lifestyle choices).  In addition, biological causes of hearing loss and other sensory or 

communication disorders include: genetics; viral or bacterial infections; sensitivity to certain drugs or medications; injury; and 

aging. 

As the nation’s population ages and survival rates for medically fragile infants and for people with severe injuries and acquired 

diseases improve, the prevalence of sensory and communication disorders is expected to rise. 

 Healthy People 2020 (www.healthypeople.gov) 

 

 “Would you please tell me if you have ever suffered from or been diagnosed with blindness or trouble 

seeing, even when wearing glasses?” 

“Would you please tell me if you have ever suffered from or been diagnosed with deafness or trouble 

hearing?” 

 Note the higher prevalence among older adults (age 65+). 
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Prevalence of Vision & Hearing Difficulty

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 26-27]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Key Informant Input: Vision & Hearing 
The following chart outlines key informants’ perceptions of the severity of Vision & Hearing as a problem in the 

community: 

 

Perceptions of Hearing and Vision 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

15.0% 42.5% 30.0% 12.5%

Major Problem Moderate Problem Minor Problem No Problem At All

 

 

Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Cost of Services 

Cost of hearing aids and the cost of glasses but also the availability of specialized ophthalmologic 
are limited, especially for Pediatrics. – Physician 

The number of providers accepting Medicare/Medicaid is limited, especially in the rural areas my 
agency serves. – Health Provider (Non-Physician)  

Growing Aging Population 

There is growing aging population that these issues are starting to become a concern. – Social 
Services Representative 
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Prevalence  

High incidence of diabetes, cardiovascular disease with microvascular complications, including 
retinopathy.  Macular degeneration is prevalent and impacts one's quality of life and at times 
safety with regard to discharge disposition. – Health Provider (Non-Physician)  
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Infectious Disease 

About Immunization & Infectious Diseases 

The increase in life expectancy during the 20th century is largely due to improvements in child survival; this increase is 

associated with reductions in infectious disease mortality, due largely to immunization. However, infectious diseases remain a 

major cause of illness, disability, and death. Immunization recommendations in the United States currently target 17 vaccine-

preventable diseases across the lifespan.  

People in the US continue to get diseases that are vaccine-preventable. Viral hepatitis, influenza, and tuberculosis (TB) remain 

among the leading causes of illness and death across the nation and account for substantial spending on the related 

consequences of infection.  

The infectious disease public health infrastructure, which carries out disease surveillance at the national, state, and local 

levels, is an essential tool in the fight against newly emerging and re-emerging infectious diseases. Other important defenses 

against infectious diseases include: 

 Proper use of vaccines 

 Antibiotics 

 Screening and testing guidelines 

 Scientific improvements in the diagnosis of infectious disease-related health concerns 

Vaccines are among the most cost-effective clinical preventive services and are a core component of any preventive services 

package. Childhood immunization programs provide a very high return on investment. For example, for each birth cohort 

vaccinated with the routine immunization schedule, society:  

 Saves 33,000 lives. 

 Prevents 14 million cases of disease. 

 Reduces direct healthcare costs by $9.9 billion. 

 Saves $33.4 billion in indirect costs. 

 Healthy People 2020 (www.healthypeople.gov) 

 

Influenza & Pneumonia Vaccination 

About Influenza & Pneumonia 

Acute respiratory infections, including pneumonia and influenza, are the 8th leading cause of death in the nation, accounting 

for 56,000 deaths annually. Pneumonia mortality in children fell by 97% in the last century, but respiratory infectious diseases 

continue to be leading causes of pediatric hospitalization and outpatient visits in the US. On average, influenza leads to more 

than 200,000 hospitalizations and 36,000 deaths each year. The 2009 H1N1 influenza pandemic caused an estimated 270,000 

hospitalizations and 12,270 deaths (1,270 of which were of people younger than age 18) between April 2009 and March 2010.  

 Healthy People 2020 (www.healthypeople.gov) 

 

Flu Vaccinations 
“There are two ways to get the seasonal flu vaccine, one is a shot in the arm and the other is a spray, 

mist, or drop in the nose called FluMist®. During the past 12 months, have you had either a seasonal 

flu shot or a seasonal flu vaccine that was sprayed in your nose?”  

 “A pneumonia shot or pneumococcal vaccine is usually given only once or twice in a person's lifetime 

and is different from the seasonal flu shot. Have you ever had a pneumonia shot?” 

Columns in the next chart show these findings among those age 65+.  Percentages for “high-risk” adults age 

18-64 in the Hartford Hospital Service Area are also shown; here, “high-risk” includes adults who report having 

been diagnosed with heart disease, diabetes or respiratory disease.) 
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 Note also the Healthy People 2020 targets. 
 

Influenza & Pneumonia Vaccination
Healthy People 2020 Targets*

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 141-144]

 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control and Prevention 

(CDC): 2013 Connecticut data.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives IID-12.6, 12.7, 13.1, 13.2]

Notes:  Asked of all respondents.

 *The Healthy People 2020 target for influenza vaccination is 70% for all populations; the targets for pneumonia vaccination are 90% for 65+ and 60% for other high-risk adults.
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HIV 
 

About HIV 

The HIV epidemic in the United States continues to be a major public health crisis. An estimated 1.1 million Americans are 

living with HIV, and 1 in 5 people with HIV do not know they have it. HIV continues to spread, leading to about 56,000 new HIV 

infections each year.  

HIV is a preventable disease, and effective HIV prevention interventions have been proven to reduce HIV transmission. People 

who get tested for HIV and learn that they are infected can make significant behavior changes to improve their health and 

reduce the risk of transmitting HIV to their sex or drug-using partners. More than 50% of new HIV infections occur as a result of 

the 21% of people who have HIV but do not know it. 

In the era of increasingly effective treatments for HIV, people with HIV are living longer, healthier, and more productive lives. 

Deaths from HIV infection have greatly declined in the United States since the 1990s. As the number of people living with HIV 

grows, it will be more important than ever to increase national HIV prevention and healthcare programs. 

There are gender, race, and ethnicity disparities in new HIV infections:  

 Nearly 75% of new HIV infections occur in men. 

 More than half occur in gay and bisexual men, regardless of race or ethnicity. 

 45% of new HIV infections occur in African Americans, 35% in whites, and 17% in Hispanics. 

Improving access to quality healthcare for populations disproportionately affected by HIV, such as persons of color and gay 

and bisexual men, is a fundamental public health strategy for HIV prevention. People getting care for HIV can receive:  

 Antiretroviral therapy 

 Screening and treatment for other diseases (such as sexually transmitted infections) 

 HIV prevention interventions 

 Mental health services 

 Other health services  

As the number of people living with HIV increases and more people become aware of their HIV status, prevention strategies 

that are targeted specifically for HIV-infected people are becoming more important. Prevention work with people living with HIV 

focuses on:  

 Linking to and staying in treatment. 

 Increasing the availability of ongoing HIV prevention interventions. 

 Providing prevention services for their partners. 

Public perception in the US about the seriousness of the HIV epidemic has declined in recent years. There is evidence that 

risky behaviors may be increasing among uninfected people, especially gay and bisexual men. Ongoing media and social 

campaigns for the general public and HIV prevention interventions for uninfected persons who engage in risky behaviors are 

critical. 

 Healthy People 2020 (www.healthypeople.gov) 

 



COMMUNITY HEALTH NEEDS ASSESSMENT 

98 

HIV/AIDS Deaths  
The following chart outlines age-adjusted mortality rates for the area in comparison with state and national 

rates. 

 

HIV/AIDS: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 3.3 or Lower

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted February 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HIV-12]

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.
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HIV Prevalence  
The following chart outlines prevalence (current cases, regardless of when they were diagnosed) of HIV per 

100,000 population in the area. 

 

HIV Prevalence Rate by Race/Ethnicity
(Prevalence Rate of HIV per 100,000 Population, 2010)

Sources:  Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention: 2010.

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  This indicator is relevant because HIV is a life-threatening communicable disease that disproportionately affects minority populations and may also indicate the 

prevalence of unsafe sex practices.
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Persons Living With HIV 

The following chart shows the number of persons living with HIV in select towns in the Hartford Hospital 

Service Area. 

 

Persons Living 
With HIV (PLWH)
(By Select Towns in the 

Hartford Hospital Service 

Area, 2007-2011)

Source:  Connecticut Department of Public Health
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HIV Testing 
“Not counting tests you may have had when donating or giving blood, when was the last time you were 

tested for HIV?”  (Reported in the following chart only among adults age 18 to 44.) 
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Tested for HIV in the Past Year
(Among Adults Age 18-44)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 145]

 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Reflects respondents age 18 to 44.

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Low Income” includes households 

with incomes up to 200% of the federal poverty level; “Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Key Informant Input: HIV 
The following chart outlines key informants’ perceptions of the severity of HIV as a problem in the community: 

 

Perceptions of HIV/AIDS 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

At-Risk Populations 

Men who have sex with men (MSM) is the population with significantly increasing rate of HIV.  
There is not enough prevention education. – Social Services Representative  

There are growing case of HIV/AIDS in women of color and the senior population.  This is due a 
number of reasons but mostly lack of education and reinforce knowledge of sexual.  HIV/AIDS is 
result of not practicing safe sex. – Social Services Representative 

As an HIV/AIDS organization, we are still engaging and diagnosing new cases. People are still 
thinking that it is not a major problem, but our young Latino and African American community is 
coming back infected. – Social Services Representative  
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While HIV/AIDS incidence overall has declined, it affects Latino communities disproportionately, 
especially in the northeast/Connecticut.  Latinos are more likely to be tested after the infection has 
progressed beyond the early stages of the disease. – Social Services Representative  

Studies/assessments have determined that to be the case, particularly among the black 
community. – Community/Business Leader 

Substance Abuse 

HIV/AIDS ties directly in with substance abuse which is also a major problem in the Hartford area.  
Promiscuous activity and unprotected sex. – Health Provider (Non-Physician)  

High drug use. – Health Provider (Non-Physician)  

Lack of education. High substance abuse rates, risky behaviors. – Public Health Expert 

Prevalence of HIV/AIDS 

There is a high prevalence of HIV/AIDS in Hartford compared to other CT communities. There is 
stigma associated with this illness and beliefs that residents hold that creates fear and keeps them 
from getting testing and treatment. – Community/Business Leader 

Data show. – Physician 
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Sexually Transmitted Diseases 
 

About Sexually Transmitted Diseases 

STDs refer to more than 25 infectious organisms that are transmitted primarily through sexual activity. Despite their burdens, 

costs, and complications, and the fact that they are largely preventable, STDs remain a significant public health problem in the 

United States. This problem is largely unrecognized by the public, policymakers, and health care professionals. STDs cause 

many harmful, often irreversible, and costly clinical complications, such as: reproductive health problems; fetal and perinatal 

health problems; cancer; and facilitation of the sexual transmission of HIV infection. 

Because many cases of STDs go undiagnosed—and some common viral infections, such as human papillomavirus (HPV) and 

genital herpes, are not reported to CDC at all—the reported cases of chlamydia, gonorrhea, and syphilis represent only a 

fraction of the true burden of STDs in the US. Untreated STDs can lead to serious long-term health consequences, especially 

for adolescent girls and young women.  Several factors contribute to the spread of STDs.  

Biological Factors.  STDs are acquired during unprotected sex with an infected partner. Biological factors that affect the 

spread of STDs include:  

 Asymptomatic nature of STDs. The majority of STDs either do not produce any symptoms or signs, or they produce 
symptoms so mild that they are unnoticed; consequently, many infected persons do not know that they need medical 
care. 

 Gender disparities. Women suffer more frequent and more serious STD complications than men do. Among the most 
serious STD complications are pelvic inflammatory disease, ectopic pregnancy (pregnancy outside of the uterus), 
infertility, and chronic pelvic pain.  

 Age disparities. Compared to older adults, sexually active adolescents ages 15 to 19 and young adults ages 20 to 24 
are at higher risk for getting STDs.  

 Lag time between infection and complications. Often, a long interval, sometimes years, occurs between acquiring 
an STD and recognizing a clinically significant health problem. 

Social, Economic and Behavioral Factors.  The spread of STDs is directly affected by social, economic, and behavioral 

factors. Such factors may cause serious obstacles to STD prevention due to their influence on social and sexual networks, 

access to and provision of care, willingness to seek care, and social norms regarding sex and sexuality. Among certain 

vulnerable populations, historical experience with segregation and discrimination exacerbates these factors. Social, economic, 

and behavioral factors that affect the spread of STDs include: racial and ethnic disparities; poverty and marginalization; access 

to healthcare; substance abuse; sexuality and secrecy (stigma and discomfort discussing sex); and sexual networks (persons 

“linked” by sequential or concurrent sexual partners).   

 Healthy People 2020 (www.healthypeople.gov) 

 

Chlamydia & Gonorrhea 
Chlamydia.  Chlamydia is the most commonly reported STD in the United States; most people who have 

chlamydia don’t know it since the disease often has no symptoms.   

Gonorrhea.  Anyone who is sexually active can get gonorrhea.  Gonorrhea can be cured with the right 

medication; left untreated, however, gonorrhea can cause serious health problems in both women and men. 

The following charts outline local incidence for these STDs.   
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Chlamydia & Gonorrhea Incidence
(Incidence Rate per 100,000 Population, 2012)

Sources:  Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention: 2012.

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  This indicator is relevant because it is a measure of poor health status and indicates the prevalence of unsafe sex practices.
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Chlamydia Incidence 
Rate per 100,000
(By Select Towns in the 

Hartford Hospital Service 

Area, 2013)

Source:  Connecticut Department of Public Health
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Gonorrhea Incidence 
Rate per 100,000
(By Select Towns in the 

Hartford Hospital Service 

Area, 2013)

Source:  Connecticut Department of Public Health
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Primary & Secondary 
Syphilis Incidence 
Rate per 100,000
(By Select Towns in the 

Hartford Hospital Service 

Area, 2013)

Source:  Connecticut Department of Public Health
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Hepatitis B Vaccination 
“To be vaccinated against hepatitis B, a series of three shots must be administered, usually at least 

one month between shots. Have you completed a hepatitis B vaccination series?” 

 

Have Completed the Hepatitis B Vaccination Series
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 70]
 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Numbers of cases of hepatitis B for select towns in the Hartford Hospital Service area are shown below. 

 

Cases of Chronic 
Hepatitis B

(By Select Towns in the 

Hartford Hospital Service 

Area, 2007-2011)

Source:  Connecticut Department of Public Health
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Safe Sexual Practices 
Sexual Partners 

“During the past 12 months, with how many people have you had sexual intercourse?” 

“Was a condom used the last time you had sexual intercourse?” 

Each of these is reported below only among adults who are unmarried and between the ages of 18 and 64. 

 

Safe Sexual Practices
(Among Unmarried Adults Age 18-64; Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 86-87]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all unmarried respondents under the age of 65.
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Key Informant Input: Sexually Transmitted Diseases 
The following chart outlines key informants’ perceptions of the severity of Sexually Transmitted Diseases as a 

problem in the community: 

 

Perceptions of Sexually Transmitted Diseases 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

40.0% 35.0% 17.5% 7.5%

Major Problem Moderate Problem Minor Problem No Problem At All
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

At-Risk Populations 

CT has a high incidence of STI's, Gonorrhea, Chlamydia and Syphilis are in high numbers in my 
community, especially within the young MSM community and other youth. – Social Services 
Representative  

Gonorrhea, chlamydia and syphilis have higher incidence rates in Hartford than elsewhere in the 
state and rates are disproportionately high among Latinos and Blacks. There has been a major 
increase in prevalence of syphilis. – Social Services Representative  

Men who have sex with men account for the vast majority of syphilis cases in CT.  Some are co-
infected with HIV.  They also test positive for other STD's. – Social Services Representative  

Contributing factors include low income young pregnant teens. Unable to afford the cost of 
protection. – Health Provider (Non-Physician)  

Prevalence of STDs 

Hartford has high rates/100K of STDs, including Chlamydia, Gonorrhea Hepatitis C, etc. compared 
to most other communities in CT.  Others of the larger cities have similar rates to Hartford. – 
Community/Business Leader 

We have seen a slow but steady increase in Chlamydia over the last few years. – 
Community/Business Leader 

Education 

People need more educational services on practicing safe sex. – Health Provider (Non-Physician)  

Risky Behaviors 

Misinformation.  Substance abuse leading to risky sexual behaviors.  Mental illness leading to 
risky sexual behaviors.  Lack of education. – Public Health Expert 

 

Immunization & Infectious Diseases 
Key Informant Input: Immunization & Infectious Diseases 
The following chart outlines key informants’ perceptions of the severity of Immunization & Infectious Diseases 

as a problem in the community: 

 

Perceptions of Immunization and Infectious Diseases 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

19.5% 34.1% 39.0% 7.3%

Major Problem Moderate Problem Minor Problem No Problem At All
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Education & Access 

Lack of education.  Poor life management skills.  Lack of access to primary care. – Public Health 
Expert 

Preventable diseases. – Physician 

Can affect all sorts of physical ramifications if not treated. – Health Provider (Non-Physician)  

Lack of Resources 

We don't have any resources that I know of. I have heard of people needing to travel to UConn 
Health Center for treatment. – Community/Business Leader 

 



COMMUNITY HEALTH NEEDS ASSESSMENT 

109 

Births 

Prenatal Care 
 

About Infant & Child Health 

Improving the well-being of mothers, infants, and children is an important public health goal for the US. Their well-being 

determines the health of the next generation and can help predict future public health challenges for families, communities, and 

the healthcare system. The risk of maternal and infant mortality and pregnancy-related complications can be reduced by 

increasing access to quality preconception (before pregnancy) and inter-conception (between pregnancies) care. Moreover, 

healthy birth outcomes and early identification and treatment of health conditions among infants can prevent death or disability 

and enable children to reach their full potential. Many factors can affect pregnancy and childbirth, including pre-conception 

health status, age, access to appropriate healthcare, and poverty. 

Infant and child health are similarly influenced by socio-demographic factors, such as family income, but are also linked to the 

physical and mental health of parents and caregivers.  There are racial and ethnic disparities in mortality and morbidity for 

mothers and children, particularly for African Americans. These differences are likely the result of many factors, including social 

determinants (such as racial and ethnic disparities in infant mortality; family income; educational attainment among household 

members; and health insurance coverage) and physical determinants (i.e., the health, nutrition, and behaviors of the mother 

during pregnancy and early childhood). 

 Healthy People 2020 (www.healthypeople.gov) 

 

Early and continuous prenatal care is the best assurance of infant health.  Receipt of timely prenatal care (care 

initiated during the first trimester of pregnancy) is outlined in the following charts. 

 Note the Healthy People 2020 target. 
 

Lack of Prenatal Care in the First Trimester
(By Race; Percentage of Live Births, 2011)
Healthy People 2020 Target = 22.1% or Lower

Sources:  Connecticut Department of Public Health.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective MICH-10.1]

Note:  This indicator reports the percentage of women who do not obtain prenatal care during their first trimester of pregnancy. This indicator is relevant because engaging

in prenatal care decreases the likelihood of maternal and infant health risks. This indicator can also highlight a lack of access to preventive care, a lack of health, 

knowledge insufficient provider outreach, and/or social barriers preventing utilization of services.
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Percent of Births With 
Late or No Prenatal Care

(By Select Towns in the 

Hartford Hospital Service 

Area, 2011)

Source:  Connecticut Department of Public Health
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Birth Outcomes & Risks 
Low-Weight Births 
Low birthweight babies, those who weigh less than 2,500 grams (5 pounds, 8 ounces) at birth, are much more 

prone to illness and neonatal death than are babies of normal birthweight.  Largely a result of receiving poor or 

inadequate prenatal care, many low-weight births and the consequent health problems are preventable.  Births 

of low-weight infants are described in the following chart.   

 Note the Healthy People 2020 target. 
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Low-Weight Births
(Percent of Live Births, 2011-2013)

Healthy People 2020 Target = 7.8% or Lower

Sources:  Centers for Disease Control and Prevention, National Vital Statistics System: 2011-13.  Accessed using CDC WONDER.

 Retrieved February 2015 from Community Commons at http://www.chna.org. 

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective MICH-8.1]

Note:  This indicator reports the percentage of total births that are low birth weight (Under 2500g). This indicator is relevant because low birth weight infants are at high

risk for health problems. This indicator can also highlight the existence of health disparities.
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Source:  Connecticut Department of Public Health
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Infant Mortality 
Infant mortality rates reflect deaths of children less than one year old per 1,000 live births.  These rates are 

outlined in the following charts.  

 Note the Healthy People 2020 target. 
 

Infant Mortality Trends
(Annual Average Infant Deaths per 1,000 Live Births)

Healthy People 2020 Target = 6.0 or Lower

Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics.  Data extracted February 2015.

 Centers for Disease Control and Prevention, National Center for Health Statistics. 

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective MICH-1.3]

Notes:  Rates are three-year averages of deaths of children under 1 year old per 1,000 live births.
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1,000 Live Births
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Area, 2011)

Source:  Connecticut Department of Public Health
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Key Informant Input: Infant & Child Health 
The following chart outlines key informants’ perceptions of the severity of Infant & Child Health as a problem in 

the community: 

 

Perceptions of Infant and Child Health 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

40.5% 35.7% 16.7% 7.1%

Major Problem Moderate Problem Minor Problem No Problem At All

 

 

Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Barriers to Access to Care 

While there have been major improvements in immunization rates, there continue to be barriers to 
adequate access to primary care.  In addition, infant mortality rates are disproportionately high 
compared to state and national rates. Childhood overweight and obesity is a major problem, as is 
asthma. Breastfeeding incidence, duration and exclusivity rates have continued to improve, but 
have a long way to go citywide. – Social Services Representative  

Families do not have the funds to adequately take care of children. – Health Provider (Non-
Physician)  

This is really only tied to Medicaid where there are some problems with the number of pediatric 
specialists in Husky/Medicaid. – Physician 

Timely access and transportation are challenging for many families.  Also, some parents and other 
caregivers are not informed about proper infant and child health. – Community/Business Leader 

Infants of uninsured moms often skip recommended required vaccines.  Records of 
undocumented difficult to obtain. Lack of nutritional education for obese children. – Health 
Provider (Non-Physician)  

Prevalence of Child Health Concerns 

There are a number of issues that seem to be on the rise, obesity, asthma, autism and behavioral 
challenges. – Health Provider (Non-Physician)  

High asthma rates continue to be a major health issue for our students/families. – 
Community/Business Leader 

Studies/assessments have determined that to be the case. – Community/Business Leader 

Learning, nutrition, infant mortality. – Physician 

Statistically the town of Manchester has seen a higher than state average in pregnancy and infant 
loss. – Public Health Expert 

Neglected children. Poor access to childcare.  Lack of access to primary care. Immigrant 
population.  Food insecurity. – Public Health Expert 
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Family Planning 
Births to Teen Mothers 

 

About Teen Births 

The negative outcomes associated with unintended pregnancies are compounded for adolescents. Teen mothers:  

 Are less likely to graduate from high school or attain a GED by the time they reach age 30. 

 Earn an average of approximately $3,500 less per year, when compared with those who delay childbearing. 

 Receive nearly twice as much Federal aid for nearly twice as long.  

Similarly, early fatherhood is associated with lower educational attainment and lower income. Children of teen parents are 

more likely to have lower cognitive attainment and exhibit more behavior problems. Sons of teen mothers are more likely to be 

incarcerated, and daughters are more likely to become adolescent mothers.  

 Healthy People 2020 (www.healthypeople.gov) 

 

The following charts describe local teen births.   

 

Births to Teens
(Percent of Live Births to Women Under Age 20, 2011-2013)

Sources:  Centers for Disease Control and Prevention, National Vital Statistics System: 2006-2012. Accessed using CDC WONDER.

 Retrieved February 2015 from Community Commons at http://www.chna.org.
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Birth to Teens
(Percent of Live Births to Women Under Age 20, 2011-2013)

Sources:  Centers for Disease Control and Prevention, National Vital Statistics System: 2006-2012. Accessed using CDC WONDER.

 Retrieved February 2015 from Community Commons at http://www.chna.org.
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Key Informant Input: Family Planning 
The following chart outlines key informants’ perceptions of the severity of Family Planning as a problem in the 

community: 

 

Perceptions of Family Planning 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

22.5% 40.0% 27.5% 10.0%

Major Problem Moderate Problem Minor Problem No Problem At All

 

 

Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Teen Births 

High teen birth rate and low birth weight. – Physician 

Teen pregnancy continue to be an issue in our community. – Public Health Expert 

Teen pregnancy remains an issue in our school community. – Community/Business Leader 

I think many young woman have unplanned pregnancy and are not emotionally or practically 
prepared for parenthood. While many choose to have the baby, it is a struggle and greatly impacts 
their life choices (i.e. education, work, job training). In additional many young mothers have 
emotional struggles from their childhood and need support in working through them (i.e. 
counseling, parenting education, support groups). – Community/Business Leader 

Access to Care 

Lack of easy access to long term birth control. – Social Services Representative  

It's not so much about family planning as about women having consistent access to pre-
conception and pre-natal care regardless of income. – Community/Business Leader 

Education 

Lack of education.  Competing priorities. Lack of life skills. – Public Health Expert 

Lack of Primary Care Physicians 

Our demographic is changing dramatically and wellness is critical. We have a shortage of primary 
care doctors. – Community/Business Leader 
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Modifiable Health Risks 

Actual Causes Of Death 
 

About Contributors to Mortality 

A 1999 study (an update to a landmark 1993 study), estimated that as many as 40% of premature deaths in the United States 

are attributed to behavioral factors.  This study found that behavior patterns represent the single-most prominent domain of 

influence over health prospects in the United States. The daily choices we make with respect to diet, physical activity, and sex; 

the substance abuse and addictions to which we fall prey; our approach to safety; and our coping strategies in confronting 

stress are all important determinants of health.  

The most prominent contributors to mortality in the United States in 2000 were tobacco (an estimated 435,000 deaths), diet 
and activity patterns (400,000), alcohol (85,000), microbial agents (75,000), toxic agents (55,000), motor vehicles 

(43,000), firearms (29,000), sexual behavior (20,000), and illicit use of drugs (17,000). Socioeconomic status and access to 

medical care are also important contributors, but difficult to quantify independent of the other factors cited. Because the studies 

reviewed used different approaches to derive estimates, the stated numbers should be viewed as first approximations.   

These analyses show that smoking remains the leading cause of mortality.  However, poor diet and physical inactivity may 

soon overtake tobacco as the leading cause of death.  These findings, along with escalating healthcare costs and aging 

population, argue persuasively that the need to establish a more preventive orientation in the US healthcare and public health 

systems has become more urgent.  

 Ali H. Mokdad, PhD; James S. Marks, MD, MPH; Donna F. Stroup, Phd, MSc; Julie L. Gerberding, MD, MPH. “Actual Causes of Death in the United States.” JAMA, 
291(2004):1238-1245. 

 

While causes of death are typically described as the diseases or injuries immediately precipitating the end of 

life, a few important studies have shown that the actual causes of premature death (reflecting underlying risk 

factors) are often preventable. 

 

Factors Contributing to Premature Deaths in the United States

Sources:  "The Case For More Active Policy Attention to Health Promotion"; (McGinnis, Williams-Russo, Knickman) Health Affairs. Vol. 32. No. 2. March/April 2002.

"Actual Causes of Death in the United States": (Ali H. Mokdad, PhD; James S. Marks, MD, MPH; Donna F. Stroup, PhD, MSc; Julie L. Gerberding, MD, MPH.) 

JAMA. 291 (2000) 1238-1245.
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Leading Causes of Death Underlying Risk Factors  (Actual Causes of Death) 

Cardiovascular Disease 
Tobacco use 

Elevated serum cholesterol 

High blood pressure 

Obesity 

Diabetes 

Sedentary lifestyle 

Cancer Tobacco use 

Improper diet 

Alcohol 

Occupational/environmental exposures 

Cerebrovascular Disease High blood pressure 

Tobacco use 

Elevated serum cholesterol 

 

Accidental Injuries 
Safety belt noncompliance 

Alcohol/substance abuse 

Reckless driving 

Occupational hazards 

Stress/fatigue 

 

Chronic Lung Disease Tobacco use Occupational/environmental exposures 

Source: National Center for Health Statistics/US Department of Health & Human Services, Health United States: 1987. DHHS Pub. No. (PHS) 88–1232. 
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Nutrition, Physical Activity & Weight 
Nutrition 

 

About Healthful Diet & Healthy Weight  

Strong science exists supporting the health benefits of eating a healthful diet and maintaining a healthy body weight. Efforts to 

change diet and weight should address individual behaviors, as well as the policies and environments that support these 

behaviors in settings such as schools, worksites, healthcare organizations, and communities. 

The goal of promoting healthful diets and healthy weight encompasses increasing household food security and eliminating 

hunger. 

Americans with a healthful diet: 

 Consume a variety of nutrient-dense foods within and across the food groups, especially whole grains, fruits, 
vegetables, low-fat or fat-free milk or milk products, and lean meats and other protein sources. 

 Limit the intake of saturated and trans fats, cholesterol, added sugars, sodium (salt), and alcohol. 

 Limit caloric intake to meet caloric needs.  

Diet and body weight are related to health status. Good nutrition is important to the growth and development of children. A 

healthful diet also helps Americans reduce their risks for many health conditions, including: overweight and obesity; 

malnutrition; iron-deficiency anemia; heart disease; high blood pressure; dyslipidemia (poor lipid profiles); type 2 diabetes; 

osteoporosis; oral disease; constipation; diverticular disease; and some cancers. 

Diet reflects the variety of foods and beverages consumed over time and in settings such as worksites, schools, restaurants, 

and the home. Interventions to support a healthier diet can help ensure that: 

 Individuals have the knowledge and skills to make healthier choices. 

 Healthier options are available and affordable. 

Social Determinants of Diet.  Demographic characteristics of those with a more healthful diet vary with the nutrient or food 

studied. However, most Americans need to improve some aspect of their diet.  

Social factors thought to influence diet include:  

 Knowledge and attitudes 

 Skills 

 Social support 

 Societal and cultural norms 

 Food and agricultural policies 

 Food assistance programs 

 Economic price systems 

Physical Determinants of Diet.  Access to and availability of healthier foods can help people follow healthful diets. For 

example, better access to retail venues that sell healthier options may have a positive impact on a person’s diet; these venues 

may be less available in low-income or rural neighborhoods.  

The places where people eat appear to influence their diet. For example, foods eaten away from home often have more 

calories and are of lower nutritional quality than foods prepared at home.  

Marketing also influences people’s—particularly children’s—food choices.  

 Healthy People 2020 (www.healthypeople.gov) 
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Daily Recommendation of Fruits/Vegetables 

To measure fruit and vegetable consumption, survey respondents were asked multiple questions, specifically 

about the foods and drinks they consumed on the day prior to the interview. 

“Now I would like you to think about the foods you ate or drank yesterday. Include all the foods you 

ate, both at home and away from home.  How many servings of fruit or fruit juices did you have 

yesterday?” 

“How many servings of vegetables did you have yesterday?” 

The questions above are used to calculate daily fruit/vegetable consumption for adults at the respondent level.  

The proportion reporting having 5 or more servings per day is shown below.   

 

Consume Five or More Servings of Fruits/Vegetables Per Day
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 146]
 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes households with 

incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; “Mid/High Income” includes 
households with incomes at 200% or more of the federal poverty level. 

 For this issue, respondents were asked to recall their food intake on the previous day.
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Access to Fresh Produce 

“How difficult is it for you to buy fresh produce like fruits and vegetables at a price you can afford — 

would you say: very difficult, somewhat difficult, not too difficult, or not at all difficult?” 
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Find It “Very” or “Somewhat” 

Difficult to Buy Affordable Fresh Produce
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 91]
 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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A food desert is defined as a low-income area where a significant number or share of residents is far from a 

supermarket, where "far" is more than 1 mile in urban areas and more than 10 miles in rural areas.  The chart 

for this indicator below is based on US Department of Agriculture data. 

 

Population With Low Food Access
(Percent of Population That Is Far From a Supermarket or Large Grocery Store, 2010)

Sources:  US Department of Agriculture, Economic Research Service, USDA - Food Access Research Atlas (FARA): 2010.

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  This indicator reports the percentage of the population living in census tracts designated as food deserts. A food desert is defined as low-income areas where a

significant number or share of residents is far from a supermarket, where "far" is more than 1 mile in urban areas and more than 10 miles in rural areas.  This 

indicator is relevant because it highlights populations and geographies facing food insecurity. 
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Physical Activity 
 

About Physical Activity  

Regular physical activity can improve the health and quality of life of Americans of all ages, regardless of the presence of a 

chronic disease or disability. Among adults and older adults, physical activity can lower the risk of: early death; coronary heart 

disease; stroke; high blood pressure; type 2 diabetes; breast and colon cancer; falls; and depression.  Among children and 

adolescents, physical activity can: improve bone health; improve cardiorespiratory and muscular fitness; decrease levels of 

body fat; and reduce symptoms of depression.  For people who are inactive, even small increases in physical activity are 

associated with health benefits. 

Personal, social, economic, and environmental factors all play a role in physical activity levels among youth, adults, and older 

adults. Understanding the barriers to and facilitators of physical activity is important to ensure the effectiveness of interventions 

and other actions to improve levels of physical activity. 

Factors positively associated with adult physical activity include: postsecondary education; higher income; enjoyment of 

exercise; expectation of benefits; belief in ability to exercise (self-efficacy); history of activity in adulthood; social support from 

peers, family, or spouse; access to and satisfaction with facilities; enjoyable scenery; and safe neighborhoods. 

Factors negatively associated with adult physical activity include: advancing age; low income; lack of time; low motivation; 

rural residency; perception of great effort needed for exercise; overweight or obesity; perception of poor health; and being 

disabled.  Older adults may have additional factors that keep them from being physically active, including lack of social support, 

lack of transportation to facilities, fear of injury, and cost of programs.  

Among children ages 4 to 12, the following factors have a positive association with physical activity: gender (boys); belief in 

ability to be active (self-efficacy); and parental support. 

Among adolescents ages 13 to 18, the following factors have a positive association with physical activity: parental education; 

gender (boys); personal goals; physical education/school sports; belief in ability to be active (self-efficacy); and support of 

friends and family. 

Environmental influences positively associated with physical activity among children and adolescents include: 

 Presence of sidewalks 

 Having a destination/walking to a particular place 

 Access to public transportation 

 Low traffic density  

 Access to neighborhood or school play area and/or recreational equipment  

People with disabilities may be less likely to participate in physical activity due to physical, emotional, and psychological 

barriers. Barriers may include the inaccessibility of facilities and the lack of staff trained in working with people with disabilities.  

 Healthy People 2020 (www.healthypeople.gov) 
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Recommended Levels of Physical Activity  

Adults (age 18–64) should do 2 hours and 30 minutes a week of moderate-intensity, or 1 hour and 15 minutes (75 minutes) a 

week of vigorous-intensity aerobic physical activity, or an equivalent combination of moderate- and vigorous-intensity aerobic 

physical activity. Aerobic activity should be performed in episodes of at least 10 minutes, preferably spread throughout the 

week. 

Additional health benefits are provided by increasing to 5 hours (300 minutes) a week of moderate-intensity aerobic physical 

activity, or 2 hours and 30 minutes a week of vigorous-intensity physical activity, or an equivalent combination of both. 

Older adults (age 65 and older) should follow the adult guidelines. If this is not possible due to limiting chronic conditions, older 

adults should be as physically active as their abilities allow. They should avoid inactivity. Older adults should do exercises that 

maintain or improve balance if they are at risk of falling. 

For all individuals, some activity is better than none. Physical activity is safe for almost everyone, and the health benefits of 

physical activity far outweigh the risks. 

 2008 Physical Activity Guidelines for Americans, U.S. Department of Health and Human Services.  www.health.gov/PAGuidelines 

 

Physical Activity Levels 

Leisure-Time Physical Activity.  Leisure-time physical activity includes any physical activities or exercises 

(such as running, calisthenics, golf, gardening, walking, etc.) which take place outside of one’s line of work. 

“During the past month, other than your regular job, did you participate in any physical activities or 

exercises, such as running, calisthenics, golf, gardening, or walking for exercise?” 

 Note the corresponding Healthy People 2020 target in the following chart. 
 

Meeting Physical Activity Recommendations.  Meeting physical activity requirements means satisfying a 

minimum threshold of minutes per week with a combination of vigorous- and/or moderate-intensity physical 

activity (as determined from the questions below).  These thresholds are described in the orange box above.   

 “Vigorous activities cause large increases in breathing or heart rate, while moderate activities cause 

small increases in breathing or heart rate.  Now, thinking about when you are not working, how many 

days per week or per month do you do vigorous activities for at least 20 minutes at a time, such as 

running, aerobics, heavy yard work, or anything else that causes large increases in breathing and heart 

rate?” 

“And on how many days per week or per month do you do moderate activities for at least 30 minutes at 

a time, such as brisk walking, bicycling, vacuuming, gardening, or anything else that causes some 

increase in breathing or heart rate?” 
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Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 92, 147]
 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control and Prevention 

(CDC): 2013 Connecticut data.
 2013 PRC National Health Survey, Professional Research Consultants, Inc.
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective PA-1]

Notes:  Asked of all respondents.
 In this case the term “meets physical activity recommendations” refers to participation in moderate physical activity (exercise that produces only light sweating

or a slight to moderate increase in breathing or heart rate ) at least 5 times a week for 30 minutes at a time, and/or vigorous physical activity (activities that
cause heavy sweating or large increases in breathing or heart rate) at least 3 times a week for 20 minutes at a time.
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No Leisure-Time Physical Activity in the Past Month
(Hartford Hospital Service Area, 2015)

Healthy People 2020 Target = 32.6% or Lower

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 92]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective PA-1]

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Meets Physical Activity Recommendations
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 147]
Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level.

 In this case the term “meets physical activity recommendations” refers to participation in moderate physical activity (exercise that produces only light sweating
or a slight to moderate increase in breathing or heart rate ) at least 5 times a week for 30 minutes at a time, and/or vigorous physical activity (activities that
cause heavy sweating or large increases in breathing or heart rate) at least 3 times a week for 20 minutes at a time.
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Access to Physical Activity 

Recreation & Fitness Facility Access.  Here, recreation/fitness facilities include establishments engaged in 

operating facilities which offer “exercise and other active physical fitness conditioning or recreational sports 

activities.”  Examples include athletic clubs, gymnasiums, dance centers, tennis clubs, and swimming pools. 

 

Population With Recreation & Fitness Facility Access
(Number of Recreation & Fitness Facilities per 100,000 Population, 2012)

Sources:  US Census Bureau, County Business Patterns: 2012.  Additional data analysis by CARES.

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  Recreation and fitness facilities are defined by North American Industry Classification System (NAICS) Code 713940, which include Establishments engaged in

operating facilities which offer “exercise and other active physical fitness conditioning or recreational sports activities”. Examples include athletic clubs, 

gymnasiums, dance centers, tennis clubs, and swimming pools.  This indicator is relevant because access to recreation and fitness facilities encourages physical 

activity and other healthy behaviors.
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Children’s Physical Activity 

“During the past 7 days, on how many days was this child physically active for a total of at least 60 

minutes per day?” 

 

Child Is Physically Active for One or More Hours per Day
(Among Children Age 2-17)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 117]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents with children age 2-17 at home.

 Includes children reported to have one or more hours of physical activity on each of the seven days preceding the survey.
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Weight Status  
 

About Overweight & Obesity 

Because weight is influenced by energy (calories) consumed and expended, interventions to improve weight can support 

changes in diet or physical activity. They can help change individuals’ knowledge and skills, reduce exposure to foods low in 

nutritional value and high in calories, or increase opportunities for physical activity. Interventions can help prevent unhealthy 

weight gain or facilitate weight loss among obese people. They can be delivered in multiple settings, including healthcare 

settings, worksites, or schools.  

The social and physical factors affecting diet and physical activity (see Physical Activity topic area) may also have an impact on 

weight. Obesity is a problem throughout the population. However, among adults, the prevalence is highest for middle-aged 

people and for non-Hispanic black and Mexican American women. Among children and adolescents, the prevalence of obesity 

is highest among older and Mexican American children and non-Hispanic black girls. The association of income with obesity 

varies by age, gender, and race/ethnicity.  

 Healthy People 2020 (www.healthypeople.gov)  

Body Mass Index (BMI), which describes relative weight for height, is significantly correlated with total body fat content. The 

BMI should be used to assess overweight and obesity and to monitor changes in body weight. In addition, measurements of 

body weight alone can be used to determine efficacy of weight loss therapy. BMI is calculated as weight (kg)/height squared 

(m2). To estimate BMI using pounds and inches, use: [weight (pounds)/height squared (inches2)] x 703.  

In this report, overweight is defined as a BMI of 25.0 to 29.9 kg/m2 and obesity as a BMI ≥30 kg/m2. The rationale behind these 

definitions is based on epidemiological data that show increases in mortality with BMIs above 25 kg/m2. The increase in 

mortality, however, tends to be modest until a BMI of 30 kg/m2 is reached. For persons with a BMI ≥30 kg/m2, mortality rates 

from all causes, and especially from cardiovascular disease, are generally increased by 50 to 100 percent above that of 

persons with BMIs in the range of 20 to 25 kg/m2.  

 Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults: The Evidence Report. National Institutes of Health. National 
Heart, Lung, and Blood Institute in Cooperation With The National Institute of Diabetes and Digestive and Kidney Diseases. September 1998. 

 

Classification of Overweight and Obesity by BMI BMI (kg/m2) 

Underweight <18.5 

Healthy Weight 18.5 – 24.9 

Overweight, not Obese 25.0 – 29.9 

Obese ≥30.0 

Source:  Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults: The Evidence Report. National Institutes of Health. National 
Heart, Lung, and Blood Institute in Cooperation With The National Institute of Diabetes and Digestive and Kidney Diseases. September 1998. 

 

Adult Weight Status 

“About how much do you weigh without shoes?” 

“About how tall are you without shoes?” 

The survey questions above were used to calculate a Body Mass Index or BMI value (described above) for 

each respondent.  This calculation allows us to examine the proportion of the population who is at a healthy 

weight, or who is overweight or obese (see table above).   

 Note the Healthy People 2020 target for obesity. 
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Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 151]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease 

Control and Prevention (CDC): 2013 Connecticut data.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective NWS-9]

Notes:  Based on reported heights and weights, asked of all respondents.
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Prevalence of Obesity
(Percent of Adults With a BMI of 30.0 or Higher; Hartford Hospital Service Area, 2015)

Healthy People 2020 Target = 30.5% or Lower

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 151]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective NWS-9]

Notes:  Based on reported heights and weights, asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes households with 

incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; “Mid/High Income” includes 
households with incomes at 200% or more of the federal poverty level. 

 The definition of obesity is having a body mass index (BMI), a ratio of weight to height (kilograms divided by meters squared), greater than or equal to 30.0,
regardless of gender.
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Weight Control 

About Maintaining a Healthy Weight 

Individuals who are at a healthy weight are less likely to: 

 Develop chronic disease risk factors, such as high blood pressure and dyslipidemia. 

 Develop chronic diseases, such as type 2 diabetes, heart disease, osteoarthritis, and some cancers. 

 Experience complications during pregnancy. 

 Die at an earlier age.  

All Americans should avoid unhealthy weight gain, and those whose weight is too high may also need to lose weight.  

 Healthy People 2020 (www.healthypeople.gov) 

 

Weight Management.  The following three questions were used to calculate the proportion of adults who are 

overweight or obese and who are using a combination of both diet and exercise in order to try to lose weight.   

“Are you now trying to lose weight?” 

“Are you eating either fewer calories or less fat to lose weight?”  

“Are you using physical activity or exercise to lose weight?” 

 

Trying to Lose Weight by Both
Modifying Diet and Increasing Physical Activity

(Among Overweight or Obese Respondents)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 152]

 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Reflects respondents who are overweight or obese based on reported heights and weights.
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Childhood Overweight & Obesity 
 

About Weight Status in Children & Teens 

In children and teens, body mass index (BMI) is used to assess weight status – underweight, healthy weight, overweight, or 

obese.  After BMI is calculated for children and teens, the BMI number is plotted on the CDC BMI-for-age growth charts (for 

either girls or boys) to obtain a percentile ranking. Percentiles are the most commonly used indicator to assess the size and 

growth patterns of individual children in the United States. The percentile indicates the relative position of the child's BMI 

number among children of the same sex and age.  

BMI-for-age weight status categories and the corresponding percentiles are shown below:  

 Underweight <5th percentile 

 Healthy Weight ≥5th and <85th percentile 

 Overweight  ≥85th and <95th percentile 

 Obese   ≥95th percentile 

 Centers for Disease Control and Prevention 

 

The following questions were used to calculate a BMI value (and weight classification as noted above) for each 

child represented in the survey: 

“How much does this child weigh without shoes?” 

“About how tall is this child?” 

 

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 155]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective NWS-10.4]

Notes:  Asked of all respondents with children age 5-17 at home.

 Overweight among children is determined by children’s Body Mass Index status at or above the 85th percentile of US growth charts by gender and age.

 Obesity among children is determined by children’s Body Mass Index status equal to or above the 95th percentile of US growth charts by gender and age.

Child Is Overweight
(Among Children Age 5-17; BMI 85th Percentile)

Child Is Obese
(Among Children Age 5-17; BMI 95th Percentile) 

Healthy People 2020 Target = 14.5% or Lower

32.3% 31.5%

0%

20%

40%

60%

80%

100%

TSA US

19.9%
14.8%

0%

20%

40%

60%

80%

100%

TSA US

 

 



COMMUNITY HEALTH NEEDS ASSESSMENT 

131 

Health Advice About Physical Activity & Exercise 
“During the past 12 months, has a doctor asked you about or given you advice regarding diet and 

nutrition?” 

“During the past 12 months, has a doctor asked you about or given you advice regarding physical 

activity or exercise?” 

“In the past 12 months, has a doctor, nurse or other health professional given you advice about your 

weight?” 

The chart below details responses to these questions among the total sample of respondents, as well as 

responses segmented by weight classification based on calculated BMI.   

 

Have Received Advice About _______ From a 
Physician, Nurse, or Other Health Professional in the Past Year

(By Weight Classification) 

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 18, 19, 98]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Key Informant Input: Nutrition, Physical Activity & Weight 
The following chart outlines key informants’ perceptions of the severity of Nutrition, Physical Activity & Weight 

as a problem in the community: 
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Perceptions of Nutrition, Physical Activity, and Weight 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Prevalence of Obesity 

Obesity is widespread in many communities, particularly troubling for children.  Local markets 
often do not have fruits, vegetables and healthy meat options.  Obesity is often intergenerational 
and therefore behavior and habits are difficult to change. – Community/Business Leader 

Our lifestyles.  Take a trip to a mall and observe how many fall into the overweight/obese 
category. Go to a park and compare the number of people being active to the numbers you see in 
a mall. Look at what we've taken away from school children, recess, modified PE programs.  After-
school programs focus on academics, and many communities have "pay to play" sports programs. 
Marketing dollars spent by soda companies overwhelm any prevention education budgets. – 
Health Provider (Non-Physician)  

The rates of overweight and obesity in our community are high. – Social Services Representative  

Current studies of BMI in elementary school children places approximately 30% of children as 
obese. – Public Health Expert 

High obesity and diabetes rates. – Physician 

Access to Healthful Foods 

The poor and low class citizens of the community do not have access to and cannot afford the 
market prices of fresh fruits and vegetables. – Health Provider (Non-Physician)  

Nutrition is sorely overlooked when attending to patient's chronic needs. Lack of resources 
available for obese children. Many patients are financially unable to provide balanced meals. – 
Health Provider (Non-Physician)  

Access to quality food and a basic knowledge about preparing nutritious food. – Health Provider 
(Non-Physician)  

Lack of access to high quality, affordable food due to lack of financial resources and lack of quality 
food retail.  Lack of safe physical activity opportunities for community members.  Low 
health/nutrition education.  Lack of long-term exclusive breastfeeding. – Social Services 
Representative  

Poverty.  Access to healthy affordable foods.  Safe places. Low cost physical activity. Time and 
childcare.  Stress. – Social Services Representative  

Education 

Health education regarding proper nutrition and exercise is needed. – Community/Business 
Leader 
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Lack of any consistent and connected education. There are programs here and there, but 
education and information for patients on this is very limited. – Physician 

Education on the issues, understanding why people don't put their health care first, usually 
because of family, work, children issues and time constraints. – Health Provider (Non-Physician)  

Early interventions and healthy behaviors should be integrated throughout all aspects of care.  Our 
focus and interventions often exist when disease and complications already exist.  Need intense 
counseling.  For those insured, there is limited coverage for these interventions. – Health Provider 
(Non-Physician)  

Nutritional information and access to care and services, particularly for young people. – 
Community/Business Leader 

Practicing consistently on living a healthier life style. – Health Provider (Non-Physician)  

It all starts there. – Health Provider (Non-Physician)  

Access to Physical Activity 

Food insecurity.  Lack of access to free or low cost recreation.  Lack of open spaces.  Lack of 
education.  Cultural barriers to diet modification and lack of access to primary care. – Public 
Health Expert 

Our communities are not built to support integration of physical activity into daily life like walking to 
school, grocery store.  Too much reliance on prepared foods.  Overweight and obesity are leading 
risk factors for many of our chronic diseases. – Health Provider (Non-Physician)  

Socioeconomic Challenges 

Socio-economic challenges and stressed neighborhoods often make it difficult for residents to 
engage in healthful physical activity or purchase healthful/fresh foods.  Information about healthy 
eating/healthy cooking is not consistently available. – Community/Business Leader 
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Substance Abuse 
 

About Substance Abuse 

Substance abuse has a major impact on individuals, families, and communities. The effects of substance abuse are 

cumulative, significantly contributing to costly social, physical, mental, and public health problems. These problems include: 

 Teenage pregnancy 

 Human immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS) 

 Other sexually transmitted diseases (STDs) 

 Domestic violence 

 Child abuse 

 Motor vehicle crashes 

 Physical fights 

 Crime 

 Homicide 

 Suicide 

Substance abuse refers to a set of related conditions associated with the consumption of mind- and behavior-altering 

substances that have negative behavioral and health outcomes. Social attitudes and political and legal responses to the 

consumption of alcohol and illicit drugs make substance abuse one of the most complex public health issues. In addition to the 

considerable health implications, substance abuse has been a flash-point in the criminal justice system and a major focal point 

in discussions about social values: people argue over whether substance abuse is a disease with genetic and biological 

foundations or a matter of personal choice.  

Advances in research have led to the development of evidence-based strategies to effectively address substance abuse. 

Improvements in brain-imaging technologies and the development of medications that assist in treatment have gradually 

shifted the research community’s perspective on substance abuse. There is now a deeper understanding of substance abuse 

as a disorder that develops in adolescence and, for some individuals, will develop into a chronic illness that will require lifelong 

monitoring and care. 

Improved evaluation of community-level prevention has enhanced researchers’ understanding of environmental and social 

factors that contribute to the initiation and abuse of alcohol and illicit drugs, leading to a more sophisticated understanding of 

how to implement evidence-based strategies in specific social and cultural settings. 

A stronger emphasis on evaluation has expanded evidence-based practices for drug and alcohol treatment. Improvements 

have focused on the development of better clinical interventions through research and increasing the skills and qualifications of 

treatment providers.  

 Healthy People 2020 (www.healthypeople.gov)  

 

Related Age-Adjusted Mortality 
Cirrhosis/Liver Disease.  Heavy alcohol use contributes to a significant share of liver disease, including 

cirrhosis.  The following chart outlines age-adjusted mortality for cirrhosis/liver disease in the area. 

Drug-Induced Deaths.  Drug-induced deaths include all deaths for which drugs are the underlying cause, 

including those attributable to acute poisoning by drugs (drug overdoses) and deaths from medical conditions 

resulting from chronic drug use (e.g., drug-induced Cushing's syndrome). A “drug” includes illicit or street drugs 

(e.g., heroin and cocaine), as well as legal prescription and over-the-counter drugs; alcohol is not included.  

These deaths may also be either intentional (e.g., suicide) or unintentional (accidental).  The following chart 

outlines local age-adjusted mortality for drug-induced deaths. 

 Note the corresponding Healthy People 2020 targets. 
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Sources:  CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted April 2015.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives SA-11 and SA-12]

Notes:  Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

 Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

 Local, state and national data are simple three-year averages.

Cirrhosis/Liver Disease:  
Age-Adjusted Mortality

(2011-2013 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 8.2 or Lower

Drug-Induced Deaths: 
Age-Adjusted Mortality

(2011-2013 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 11.3 or Lower
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Alcohol Use 
Current Drinkers.  “Current drinkers” include survey respondents who had at least one drink of alcohol in the 
month preceding the interview.  For the purposes of this study, a “drink” is considered one can or bottle of beer, 

one glass of wine, one can or bottle of wine cooler, one cocktail, or one shot of liquor.   

“During the past 30 days, on how many days did you have at least one drink of any alcoholic beverage 

such as beer, wine, a malt beverage, or liquor?” 

Excessive Drinkers.  Excessive drinking reflects the number of persons aged 18 years and over who drank 

more than two drinks per day on average (for men) or more than one drink per day on average (for women) or 

who drank 5 or more drinks during a single occasion (for men) or 4 or more drinks during a single occasion (for 

women) during the past 30 days. 

“On the day(s) when you drank, about how many drinks did you have on the average?” 

“Considering all types of alcoholic beverages, how many times during the past 30 days did you have 5 

(if male)/4 (if female) or more drinks on an occasion?” 
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Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 160, 164]
 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.
 2013 PRC National Health Survey, Professional Research Consultants, Inc.
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective SA-15]

Notes:  Current drinkers had at least one alcoholic drink in the past month.
 Excessive drinking reflects the number of persons aged 18 years and over who drank more than two drinks per day on average (for men) or more than one drink per 

day on average (for women) OR who drank 5 or more drinks during a single occasion (for men) or 4 or more drinks during a single occasion (for women) during the 
past 30 days.

Current Drinkers
Excessive Drinkers

Healthy People 2020 Target = 25.4% or Lower
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Excessive Drinkers
(Total Area, 2015)

Healthy People 2020 Target = 25.4% or Lower

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 164]

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective SA-15]

Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., "NH White" reflects non-Hispanic White respondents).

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 

 Excessive drinking reflects the number of persons aged 18 years and over who drank more than two drinks per day on average (for men) or more than one drink 

per day on average (for women) OR who drank 5 or more drinks during a single occasion (for men) or 4 or more drinks during a single occasion (for women) during

the past 30 days.

33.1%

15.0%

34.4%

18.7% 16.5%
19.8% 20.1%

26.6% 24.5%

17.4%

27.5%

16.5%

23.6%

0%

20%

40%

60%

80%

100%

Men Women 18 to 39 40 to 64 65+ Very Low
Income

Low
Income

Mid/High
Income

White Black Hispanic Other HHSA

 

 

Drinking & Driving.  As a self-reported measure – and because this indicator reflects potentially illegal 

behavior – it is reasonable to expect that it might be underreported, and that the actual incidence of drinking 

and driving in the community is likely higher. 

“During the past 30 days, how many times have you driven when you've had perhaps too much to 

drink?” 
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Have Driven in the Past Month
After Perhaps Having Too Much to Drink

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 65]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Illicit Drug Use 
“During the past 30 days, have you used an illegal drug or taken a prescription drug that was not 

prescribed to you?” 

 

Illicit Drug Use in the Past Month
Healthy People 2020 Target = 7.1% or Lower

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 66]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective SA-13.3]

Notes:  Asked of all respondents.
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Alcohol & Drug Treatment 
“Have you ever sought professional help for an alcohol or drug-related problem?” 

 

Have Ever Sought Professional Help
for an Alcohol/Drug-Related Problem

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 67]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Key Informant Input: Substance Abuse 
The following chart outlines key informants’ perceptions of the severity of Substance Abuse as a problem in the 

community: 

 

Perceptions of Substance Abuse 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.

54.3% 39.1% 6.5%

Major Problem Moderate Problem Minor Problem No Problem At All

 

 

Barriers to Treatment 

Among those rating this issue as a “major problem,” the greatest barriers to accessing substance abuse 

treatment are viewed as: 

Access to Resources 

Inability to access mental health resources. Contact with the criminal justice system before having 
the opportunity to receive help for mental illness.  Stigma. – Public Health Expert 

Access to detox and in patient care. – Social Services Representative  
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Health insurance, not knowing where to go, not enough in-patient resources. – 
Community/Business Leader 

There is a high prevalence of substance use in the Hartford community. Many struggle to find 
holistic treatment that address the underlying struggles often faced by those with addiction. – 
Community/Business Leader 

There are limited resources available. – Health Provider (Non-Physician)  

Lack of resources and follow up support. – Community/Business Leader 

Not enough providers. – Physician 

Not enough treatment beds. – Social Services Representative  

Waiting lists, not ready for treatment, etc. – Social Services Representative  

Perception of problem with alcohol.  Lack of integrated medical and SA services. – Health Provider 
(Non-Physician)  

Stigma 

There is both a stigmatism and also a limited availability.  Open slots for this care and treatment, 
especially inpatient and extended patient care. – Physician 

Stigma, time, limited social supports, inconsistent messages from provider teams. – Health 
Provider (Non-Physician)  

Denial, stigma. – Health Provider (Non-Physician)  

Prevalence of Substance Abuse 

High instance of substance abuse. – Health Provider (Non-Physician)  

Silent epidemic in the young and old. – Public Health Expert 

Increased inappropriate use of prescription drugs.  Seems to be an increase in both self-reported 
and hospital admissions for drug misuse, abuse.  More teenagers are experimenting with these 
relatively easy to acquire drugs and perceive they are safe because they were prescribed to 
someone as opposed to illegal drugs. – Health Provider (Non-Physician)  

Access to Culturally-Appropriate Programs 

Lack of culturally relevant and language-appropriate services, social determinants of health/stress. 
– Social Services Representative  

Lack of specific programs for lesbian, gay, bisexual, transgender individuals. – Social Services 
Representative  

Motivation & Support to Get Help 

Lack of readiness to give up the habit, the lack of emotional and social support from family and or 
friends and for some people, the substance abuse environment is all they are accustomed to. – 
Health Provider (Non-Physician)  

 
 

Most Problematic Substances 

Key informants (who rated this as a “major problem”) were further asked to identify what they view as the most 

problematic substances abused in the community. 
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Most 
Problematic

Second-Most 
Problematic

Third-Most 
Problematic

Total 
Mentions

Alcohol 71.4% 0.0% 21.1% 19

Heroin or Other Opioids 14.3% 30.0% 42.1% 17

Cocaine or Crack 0.0% 30.0% 10.5% 8

Prescription Medications 0.0% 20.0% 10.5% 6

Marijuana 4.8% 5.0% 5.3% 3

Over-The-Counter Medications 4.8% 5.0% 5.3% 3

Club Drugs (e.g. MDMA, GHB, Ecstasy, Molly) 0.0% 10.0% 0.0% 2

Inhalants 0.0% 0.0% 5.3% 1

Hallucinogens or Dissociative Drugs (e.g. 
Ketamine, PCP, LSD, DXM)

4.8% 0.0% 0.0% 1
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Tobacco Use 
 

About Tobacco Use 

Tobacco use is the single most preventable cause of death and disease in the United States. Scientific knowledge about the 

health effects of tobacco use has increased greatly since the first Surgeon General’s report on tobacco was released in 1964.  

Tobacco use causes:  

 Cancer 

 Heart disease 

 Lung diseases (including emphysema, bronchitis, and chronic airway obstruction)  

 Premature birth, low birth weight, stillbirth, and infant death 

There is no risk-free level of exposure to secondhand smoke. Secondhand smoke causes heart disease and lung cancer in 

adults and a number of health problems in infants and children, including: severe asthma attacks; respiratory infections; ear 

infections; and sudden infant death syndrome (SIDS).  

Smokeless tobacco causes a number of serious oral health problems, including cancer of the mouth and gums, periodontitis, 

and tooth loss. Cigar use causes cancer of the larynx, mouth, esophagus, and lung.  

 Healthy People 2020 (www.healthypeople.gov)  

 

Cigarette Smoking 
“Do you now smoke cigarettes every day, some days, or not at all?” 

 Note the Healthy People 2020 target.  
 

Current Smokers
Healthy People 2020 Target = 12.0% or Lower

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 156]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.
 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective TU-1.1]

Notes:  Asked of all respondents.
 Includes regular and occasional smokers (those who smoke cigarettes everyday or on  some days).
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Current Smokers
(Hartford Hospital Service Area, 2015)

Healthy People 2020 Target = 12.0% or Lower

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 156]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective TU-1.1]

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes households with 

incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; Mid/High Income” includes 
households with incomes at 200% or more of the federal poverty level. 

 Includes regular and occasion smokers (everyday and some days).
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Smoking Cessation 
 

About Reducing Tobacco Use 

Preventing tobacco use and helping tobacco users quit can improve the health and quality of life for Americans of all ages. 

People who stop smoking greatly reduce their risk of disease and premature death. Benefits are greater for people who stop at 

earlier ages, but quitting tobacco use is beneficial at any age.  

Many factors influence tobacco use, disease, and mortality. Risk factors include race/ethnicity, age, education, and 

socioeconomic status. Significant disparities in tobacco use exist geographically; such disparities typically result from 

differences among states in smoke-free protections, tobacco prices, and program funding for tobacco prevention. 

 Healthy People 2020 (www.healthypeople.gov)  

 

“In the past 12 months, has a doctor, nurse or other health professional advised you to quit smoking?” 

(Asked of respondents who smoke every day or on some days.) 

“During the past 12 months, have you stopped smoking for one day or longer because you were trying 

to quit smoking?” (Asked of respondents who smoke every day.) 
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Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 57, 58]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective TU-4.1]

Advised to Quit Smoking by a 
Healthcare Professional in Past Year

(Among Current Smokers)

Stopped Smoking for 1+ Days in 
Past Year in an Attempt to Quit

(Among Everyday Smokers)
Healthy People 2020 Target = 80% or Higher
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Secondhand Smoke 
“In the past 30 days, has anyone, including yourself, smoked cigarettes, cigars or pipes anywhere in 

your home on an average of four or more days per week?” 

The following chart details these responses among the total sample of respondents, as well as among only 

non-smokers and only households with children age 0-17. 

 

Member of Household Smokes At Home
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 59, 158]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes households with 

incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; “Mid/High Income” includes 
households with incomes at 200% or more of the federal poverty level. 

 “Smokes at home” refers to someone smoking cigarettes, cigars, or a pipe in the home an average of four or more times per week in the past month.
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Other Tobacco Use 
“Do you currently use chewing tobacco, snuff, or snus every day, some days, or not at all?” 

“Do you now smoke cigars every day, some days, or not at all?” 

 

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 60, 61]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives TU-1.2 and TU-1.3]

Notes:  Asked of all respondents.
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Key Informant Input: Tobacco Use 
The following chart outlines key informants’ perceptions of the severity of Tobacco Use as a problem in the 

community: 

 

Perceptions of Tobacco Use 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

At-Risk Populations 

Tobacco use among Latinos and Blacks in CT is higher than among whites and higher than the 
state's average. Tobacco use is a major factor in development of chronic diseases. – Social 
Services Representative  
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Tobacco use has been a part of the lesbian, gay, bisexual culture for decades.  Step outside a gay 
bar to find many smokers. – Social Services Representative  

Cigarettes are the poor man's treatment for mental illness.  Lack of education.  Food insecurity, 
cigarettes help hunger pangs. – Public Health Expert 

Tobacco use is widespread in some communities particularly amongst individuals with current or 
prior substance abuse challenges.  Tobacco has become very expensive, yet many with limited 
income still smoke. – Community/Business Leader 

Young smokers. – Health Provider (Non-Physician)  

Smoking continues to pose a significant health risk to our students. – Community/Business Leader 

High smoking in lower-income adults. – Physician 

Addiction 

Addiction. – Health Provider (Non-Physician)  

Tobacco addiction and its impact on lung health. – Health Provider (Non-Physician) 

Prevalence of Smoking 

Perceived high use rate. – Health Provider (Non-Physician)  

Lack of Smoking Cessation Programs 

There are very few smoking cessation programs that are paid for by Husky or commercial insurers 
and group programs are almost never covered under insurance but often the most effective. – 
Physician 
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Access to Health Services 

Lack of Health Insurance Coverage (Age 18 to 64) 
Survey respondents were asked a series of questions to determine their healthcare insurance coverage, if any, 

from either private or government-sponsored sources.  Here, lack of health insurance coverage reflects 

respondents age 18 to 64 (thus excluding the Medicare population) who have no type of insurance coverage 

for healthcare services – neither private insurance nor government-sponsored plans (e.g., Medicaid).   

“Do you have any government-assisted healthcare coverage, such as Medicare, Medicaid (or another 

state-sponsored program), or VA/military benefits?” 

“Do you currently have: health insurance you get through your own or someone else's employer or 

union; health insurance you purchase yourself; or, you do not have health insurance and pay for health 

care entirely on your own?” 

 

Lack of Healthcare Insurance Coverage
(Among Adults Age 18-64)

Healthy People 2020 Target = 0.0% (Universal Coverage)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 165]

 Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Georgia.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Connecticut data.

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective AHS-1]

Notes:  Asked of all respondents under the age of 65.
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Lack of Healthcare Insurance Coverage
(Among Adults Age 18-64; Hartford Hospital Service Area, 2015)

Healthy People 2020 Target = 0.0% (Universal Coverage)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 165]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective AHS-1]

Notes:  Asked of all respondents under the age of 65.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Among insured respondents only:  “During the past 12 months, did you have health insurance coverage 

ALL of the time, or was there a time in the year when you did NOT have any health coverage?” 

 

Went Without Healthcare Insurance
Coverage At Some Point in the Past Year

(Among Insured Adults; Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 79]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all insured respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Difficulties Accessing Healthcare 
 

About Access to Healthcare 

Access to comprehensive, quality health care services is important for the achievement of health equity and for increasing the 

quality of a healthy life for everyone.  It impacts: overall physical, social, and mental health status; prevention of disease and 

disability; detection and treatment of health conditions; quality of life; preventable death; and life expectancy. 

Access to health services means the timely use of personal health services to achieve the best health outcomes.  It requires 

three distinct steps:  1) Gaining entry into the health care system; 2) Accessing a health care location where needed services 

are provided; and 3) Finding a health care provider with whom the patient can communicate and trust. 

 Healthy People 2020 (www.healthypeople.gov)  

 

Barriers to Healthcare Access 
To better understand healthcare access barriers, survey participants were asked whether any of the following 

barriers to access prevented them from seeing a physician or obtaining a needed prescription in the past year.   

“Was there a time in the past 12 months when… 

 … you needed medical care, but had difficulty finding a doctor?” 

 … you had difficulty getting an appointment to see a doctor?” 

 … you needed to see a doctor, but could not because of the cost?” 

 … a lack of transportation made it difficult or prevented you from seeing a doctor or making a 

medical appointment?” 

 … you were not able to see a doctor because the office hours were not convenient?” 

 … you needed a prescription medicine, but did not get it because you could not afford it?” 

The percentages shown in the following chart reflect the total population, regardless of whether medical care 

was needed or sought. 

 

Barriers to Access Have 
Prevented Medical Care in the Past Year

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 7-12]

 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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The following chart reflects the composite percentage of the total population experiencing problems accessing 

healthcare in the past year (indicating one or more of the aforementioned barriers or any other problem not 

specifically asked), again regardless of whether they needed or sought care. 

 

Experienced Difficulties or Delays of Some Kind
in Receiving Needed Healthcare in the Past Year

(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 169]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Represents the percentage of respondents experiencing one or more barriers to accessing healthcare in the past 12 months.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Prescriptions 
“Was there a time in the past 12 months when you skipped doses or took smaller doses in order to 

make your prescriptions last longer and save costs?” 
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Skipped or Reduced Prescription Doses in
Order to Stretch Prescriptions and Save Money

(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 13]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Accessing Healthcare for Children 
Surveyed parents were also asked if, within the past year, they experienced any trouble receiving medical care 

for a randomly-selected child in their household. 

“Was there a time in the past 12 months when you needed medical care for this child, but could not get 

it?” 

 

Had Trouble Obtaining Medical Care for Child in the Past Year
(Among Parents of Children 0-17)

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Items 111-112]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents with children 0 to 17 in the household.
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Parents with trouble obtaining medical care for their child mainly reported barriers due to cost or lack of insurance coverage. Long 

waits for an appointment were also mentioned, as were inconvenient office hours and the medical office not returning phone calls.
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Key Informant Input: Access to Healthcare Services 
The following chart outlines key informants’ perceptions of the severity of Access to Healthcare Services as a 

problem in the community: 

 

Perceptions of Access to Healthcare Services 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Shortage of Physicians 

Because of consolidation and because of the high expense associated with medical practice in 
Connecticut, there are simply some services that are limited due to the limited number of 
physicians in clinical practice. Further, while the focus has been on increasing health insurance 
coverage, the state of Connecticut has done very little to focus on the access issue or further 
supporting the care delivery infrastructure necessary as more and more consumers have 
coverage, causing coverage to be confused with access. – Physician 

Cost and the shortage of primary care physicians. – Health Provider (Non-Physician)  

Insurance and not enough doctors available. – Social Services Representative  

Inadequate access to subspecialty care. – Physician 

Accessing primary health care, behavioral health and patient navigation within the same facility. – 
Health Provider (Non-Physician)  

Insurance & Cost of Services 

There are several challenges related to accessing health care service including affordability.  
Sometime the basic health care package doesn’t cover all the services.  Need education.  
Sometimes the community are not aware of services that are being provided.  Accessibility.  
Service provided in the community are not at the standard care and to get that quality of service 
may take a person to travel beyond the community to get that care. – Social Services 
Representative 

The affordability of health insurance. – Social Services Representative  

There are a number of individuals that do not have health insurance. Also many residents don't 
attend regular preventive care appointments and many large community health centers are not 
accepting new patients for routine care. Transportation is a barrier as well as changing the way 
people think of about health. – Community/Business Leader 

Medication costs and access. – Health Provider (Non-Physician)  
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Transportation 

For some, the ability to have adequate transportation is one major factor. In addition, since I work 
with primarily mono lingual clients, it is difficult when there are no adequate personnel trained to 
serve as medical interpreters for these clients at medical office, FQHC's, etc. In the Hartford area, 
to my knowledge there is only one FQHC on the North end of Hartford, to some clients living in 
other areas, it is difficult to get there and moreover, whether they will have someone to provide 
understandable translation services. – Social Services Representative  

Transportation and compliance. – Social Services Representative  

Stigma 

Stigma, lack of resources, lack of education. – Health Provider (Non-Physician)  

Stigma around and discrimination towards lesbian, gay, bisexual and transgender individuals and 
people living with HIV/AIDS.  Lack of understanding and education on the part of health care 
providers.  In some cases, barriers related to health insurance coverage, particularly for 
transgender individuals. – Social Services Representative  

Knowledge About Services 

Lack of knowledge about services.  Lack of coordination of care or rather, inability to access 
coordinated care. – Public Health Expert 

Ongoing Disease Management 

Adherence to medications and clear medication regimes to minimize Polypharmacy.  
Inconsistencies with patient partnerships to establish clear goals of care with providers, patients 
and families. – Health Provider (Non-Physician)  

 

Type of Care Most Difficult to Access 

Key informants (who rated this as a “major problem”) were further asked to identify they type of care they 

perceive as the most difficult to access in the community. 

 

Most 
Difficult to 

Access

Second-Most 
Difficult to 

Access

Third-Most 
Difficult to 

Access

Total 
Mentions

Mental Health Care 21.4% 42.9% 14.3% 11

Dental Care 14.3% 7.1% 28.6% 7

Specialty Care 7.1% 14.3% 28.6% 7

Primary Care 35.7% 7.1% 0.0% 6

Substance Abuse Treatment 7.1% 14.3% 14.3% 5

Chronic Disease Care 14.3% 0.0% 7.1% 3

All Services 0.0% 0.0% 7.1% 1

Elder Care 0.0% 7.1% 0.0% 1

Pain Management 0.0% 7.1% 0.0% 1
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Primary Care Services 
 

About Primary Care  

Improving health care services depends in part on ensuring that people have a usual and ongoing source of care. People with 

a usual source of care have better health outcomes and fewer disparities and costs. Having a primary care provider (PCP) as 

the usual source of care is especially important. PCPs can develop meaningful and sustained relationships with patients and 

provide integrated services while practicing in the context of family and community. Having a usual PCP is associated with: 

 Greater patient trust in the provider 

 Good patient-provider communication 

 Increased likelihood that patients will receive appropriate care 

Improving health care services includes increasing access to and use of evidence-based preventive services. Clinical 

preventive services are services that: prevent illness by detecting early warning signs or symptoms before they develop into a 

disease (primary prevention); or detect a disease at an earlier, and often more treatable, stage (secondary prevention). 

 Healthy People 2020 (www.healthypeople.gov)  

 

Access to Primary Care 
This indicator is relevant because a shortage of health professionals contributes to access and health status 

issues. 

 

Access to Primary Care
(Number of Primary Care Physicians per 100,000 Population, 2012)

Sources:  US Department of Health & Human Services, Health Resources and Services Administration, Area Health Resource File: 2012.

 Retrieved February 2015 from Community Commons at http://www.chna.org.

Notes:  This indicator is relevant because a shortage of health professionals contributes to access and health status issues.
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Specific Source of Ongoing Care 
Having a specific source of ongoing care includes having a doctor’s office, clinic, urgent care center, walk-in 

clinic, health center facility, hospital outpatient clinic, HMO or prepaid group, military/VA clinic, or some other 

kind of place to go if one is sick or needs advice about his or her health.  This resource is crucial to the concept 

of “patient-centered medical homes” (PCMH).   

“Is there a particular place that you usually go to if you are sick or need advice about your health?” 

“What kind of place is it:  a medical clinic, an urgent care center/walk-in clinic, a doctor's office, a 

hospital emergency room, military or other VA healthcare, or some other place?” 

The following chart illustrates the proportion of the Hartford Hospital Service Area population with a specific 

source of ongoing medical care.  Note that a hospital emergency room is not considered a specific source of 

ongoing care in this instance. 

 Note the Healthy People 2020 objectives. 
 

Have a Specific Source of Ongoing Medical Care
(Hartford Hospital Service Area, 2015)

Healthy People 2020 Target = 95.0% or Higher [All Ages]; ≥89.4% [18-64]; 100% [65+]

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 166-168]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objectives AHS-5.1, 5.3, 5.4]

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes households with 

incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; “Mid/High Income” includes 
households with incomes at 200% or more of the federal poverty level. 
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Utilization of Primary Care Services 
Adults:  “A routine checkup is a general physical exam, not an exam for a specific injury, illness or 

condition. About how long has it been since you last visited a doctor for a routine checkup?” 

Children:  “About how long has it been since this child visited a doctor for a routine checkup or general 

physical exam, not counting visits for a specific injury, illness, or condition?” 

 

Have Visited a Physician 
for a Routine Checkup in the Past Year

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 17, 113]

 2013 PRC National Health Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Adults: Have Visited a Physician for a Checkup in the Past Year
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 17]

Notes:  Asked of all respondents.

 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).

 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 

“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Emergency Room Utilization 
“In the past 12 months, how many times have you gone to a hospital emergency room about your own 

health? This includes ER visits that resulted in a hospital admission.”  (Responses below reflect the 

percentage with two or more visits in the past year.) 

“What is the main reason you used the emergency room instead of going to a doctor's office or clinic?” 

 

Have Used a Hospital Emergency Room
More Than Once in the Past Year

(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 23]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Oral Health 
 

About Oral Health 

Oral health is essential to overall health. Good oral health improves a person’s ability to speak, smile, smell, taste, touch, chew, 

swallow, and make facial expressions to show feelings and emotions. However, oral diseases, from cavities to oral cancer, 

cause pain and disability for many Americans. Good self-care, such as brushing with fluoride toothpaste, daily flossing, and 

professional treatment, is key to good oral health. Health behaviors that can lead to poor oral health include: tobacco use; 
excessive alcohol use; and poor dietary choices.  

The significant improvement in the oral health of Americans over the past 50 years is a public health success story. Most of the 

gains are a result of effective prevention and treatment efforts. One major success is community water fluoridation, which now 

benefits about 7 out of 10 Americans who get water through public water systems. However, some Americans do not have 

access to preventive programs. People who have the least access to preventive services and dental treatment have greater 

rates of oral diseases. A person’s ability to access oral healthcare is associated with factors such as education level, income, 

race, and ethnicity.  

Barriers that can limit a person’s use of preventive interventions and treatments include: limited access to and availability of 

dental services; lack of awareness of the need for care; cost; and fear of dental procedures.  

There are also social determinants that affect oral health. In general, people with lower levels of education and income, and 

people from specific racial/ethnic groups, have higher rates of disease. People with disabilities and other health conditions, like 

diabetes, are more likely to have poor oral health.  

Potential strategies to address these issues include: 

 Implementing and evaluating activities that have an impact on health behavior. 

 Promoting interventions to reduce tooth decay, such as dental sealants and fluoride use. 

 Evaluating and improving methods of monitoring oral diseases and conditions. 

 Increasing the capacity of State dental health programs to provide preventive oral health services. 

 Increasing the number of community health centers with an oral health component. 

 Healthy People 2020 (www.healthypeople.gov)  

 

Dental Care 
Adults:  “About how long has it been since you last visited a dentist or a dental clinic for any reason?” 

Children Age 2-17:  “About how long has it been since this child visited a dentist or dental clinic?” 

 Note the Healthy People 2020 target. 
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Have Visited a Dentist or
Dental Clinic Within the Past Year

Healthy People 2020 Target = 49% or Higher (Adults & Children)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Items 21, 116]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective OH-7]
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Have Visited a Dentist or
Dental Clinic Within the Past Year

(Hartford Hospital Service Area, 2015)
Healthy People 2020 Target = 49.0% or Higher

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 21]
 US Department of Health and Human Services. Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective OH-7]

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Dental Insurance 
“Do you currently have any health insurance coverage that pays for at least part of your dental care?” 

 

Have Insurance Coverage That Pays
All or Part of Dental Care Costs

Sources:  2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 22]

 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
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Key Informant Input: Oral Health 
The following chart outlines key informants’ perceptions of the severity of Oral Health as a problem in the 

community: 

 

Perceptions of Oral Health 
as a Problem in the Community

(Key Informants, 2015)

Sources:  PRC Online Key Informant Survey, Professional Research Consultants, Inc. 

Notes:  Asked of all respondents.
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Top Concerns 

Among those rating this issue as a “major problem,” reasons frequently related to the following: 

Prevalence 

High [dental] caries and unmet care needs. – Physician 

Evidence by the large number of people who access periodic free dental clinics. – 
Community/Business Leader 
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Cost & Access to Care  

Financial constraints and the cost of providing Dental services. – Health Provider (Non-Physician)  

Although Husky enrolled patients have access to dental care, booking appointments can be 
challenging, especially for emergency dental needs.  Patients are going to the Emergency Room 
rather than receiving preventive Oral Health care.  An FQHC is located in town, and they are 
expanding their dental operatory.  However, we have received complaints of long wait times to get 
an appointment to receive emergency dental care. – Public Health Expert 

Not covered by some insurances. – Health Provider (Non-Physician)  

Consistent access to high quality dental care is not always achievable for low-income Hartford 
families.  Dental issues are a significant cause of school absences. – Community/Business Leader 

While access to services has improved after the Medicaid rate increase, rural areas continue to 
lag behind. – Health Provider (Non-Physician)  

Not having access to dental will cause other medical problems. – Health Provider (Non-Physician)  

Limited education and access to education for many people.  Access to care another contributing 
factor. – Health Provider (Non-Physician)  

Discrimination for People With HIV/AIDS 

For people living with HIV/AIDS in particular, there is still discrimination and misunderstanding on 
the part of oral health professionals. – Social Services Representative  
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Vision Care 
“When was the last time you had an eye exam in which the pupils were dilated? This would have made 

you temporarily sensitive to bright light.” (Responses in the following chart represent those with an eye 

exam within the past 2 years.) 

See also Vision & Hearing in the Death, Disease & Chronic Conditions section of this report. 

 

Had an Eye Exam in the Past Two
Years During Which the Pupils Were Dilated

(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 20]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 
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Local Resources 

Perceptions of Local Healthcare Services 
“How would you rate the overall health care services available to you? Would you say: excellent, very 

good, good, fair or poor?”  (Combined “fair/poor” responses are outlined in the following chart.) 

 

Perceive Local Healthcare Services as “Fair/Poor”
(Hartford Hospital Service Area, 2015)

Sources:  2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 6]
 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes:  Asked of all respondents.
 Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., “White” reflects non-Hispanic White respondents).
 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. “Very Low Income” includes 

households with incomes less than 100% of the federal poverty level; “Low Income” includes households with incomes from 100–199% of the federal poverty level; 
“Mid/High Income” includes households with incomes at 200% or more of the federal poverty level. 

8.2% 10.9% 8.9% 10.8%
7.5%

17.9%
13.1%

6.7% 8.5% 10.6%
13.7% 14.3%

8.7%

30.5%

9.6%
16.5%

0%

20%

40%

60%

80%

100%

Men Women 18 to 39 40 to 64 65+ Very Low
Income

Low
Income

Mid/High
Income

White Black Hispanic Other Insured Unin-
sured

HHSA US

 

 



COMMUNITY HEALTH NEEDS ASSESSMENT 

163 

Resources Available to Address the Significant Health Needs 
The following represent potential measures and resources (such as programs, organizations, and facilities in 

the community) available to address the significant health needs identified in this report.  This list is not 

exhaustive but rather outlines those resources identified in the course of conducting this Community Health 

Needs Assessment.  

 

Access to Healthcare Services  

Access Health CT 

Access to Quality, Affordable Health 
Food 

AIDS CT 

Asylum Hill Family Services 

Brownstone Clinic 

Charter Oak 

Chronic Disease Management Programs 

Chrysalis Center 

Community Health Center 

Community Health Foundation 

Community Health Services 

Connecticut State Medical Society 

CT Transadvocacy Coalition 

Culturally Competent Nutritionists 

Curtis D. Robinson Center for Health 
Equity 

Diabetes Prevention Program 

FaithCare 

Federally Funded Clinics 

Federally Qualified Health Centers 

Hartford Gay and Lesbian Health 
Collective 

Hartford Health Care 

Health Department 

Hispanic Health 

Hospital Clinics 

Hospitals 

Intercommunity, Inc. 

Latino Community Services 

Malta 

Malta House of Care Mobile Clinic 

Planned Parenthood 

Private Providers 

Project STEP 

Revitalize 

Ryan White Medical Transportation 
Program 

Social Services 

Urban League of Greater Hartford 

Visiting Nurse Association 

Weight Loss Management Program 

  

Arthritis, Osteoporosis & Chronic Back 
Conditions 

Charter Oak Health Center 

Community Health Services 

Connecticut Orthopaedic Society 

Connecticut State Medical Society 

Health Centers 

HHC Brown Stone Building 

Hospital Clinics 

  

Cancer 

American Cancer Society 

Clinics 

Community Health Centers 

Community Health Services 

Community Health Workers/Health 
Educators 

Community/Senior Centers 

Curtis D. Robinson Center For Health 
Equity 

ECHN 

Hartford Hospital 

Helen and Harry Gray Cancer Center 
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Hispanic Health Council 

Jefferson Radiology 

Local Health Department 

Local Support Groups 

Medicaid Breast and Cervical Cancer 
Program 

Planned Parenthood 

Primary Care Providers 

Public Health 

Quitline 

School Health Programs 

St. Francis Hospital 

Yale - Smilow Center 

YMCA Live Strong Program 

  

Chronic Kidney Disease 

Connecticut State Medical Society 

Hospital Clinics 

KEEP Health Screening 

Local Hospitals 

National Kidney Foundation 

Private Providers 

Sub-Specialists 

  

Dementias, Including Alzheimer’s Disease 

Adult Day Programs 

Alzheimer’s Association 

Community Caregiver Support Groups 

Connecticut State Medical Society 

Elder Services 

Family Support Groups 

Private Assisted Living Facilities 

Rehab Facilities/Skilled Nursing Care 

Senior Center 

Visiting Nurses Association 

  

Diabetes 

American Diabetes Association 

CHS 

COHC 

Community Health Centers 

Community Health Workers/Health 
Educators 

Community Support Groups 

Connecticut State Medical Society 

Curtis D. Robinson Center for Health 
Equity 

FaithCare 

Federally Funded Clinics 

Foot Clinics 

FQHC 

Freshplace 

Hartford Hospital 

Health Department 

HHC 

HHC Brownstone 

Hospitals 

Local Church Programs 

Local Hospitals and Community Centers 

Malta House of Care Mobile Clinic 

Nutritional Educators 

Primary Care Providers 

Public Health 

Revitalize Hartford 

St. Francis Hospital 

YMCA 

  

Family Planning 

Community Health Centers 

Community Health Workers/Health 
Educators 

Family Centers 

Healthy Start 

Hispanic Health Council Comadrona 
Program 

MIOP 

Nurturing Families 

Planned Parenthood 
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School-Based Health Centers at HPHS, 
BHS and JMA 

Teen Pregnancy Prevention 

Women's Ambulatory Health Center 

  

Hearing & Vision 

Audiology 

Connecticut State Medical Society 

CT Eye and ENT Society 

Ophthalmology Consults 

  

Heart Disease & Stroke  

After School Programs 

American Heart Association 

Church Programs 

Community Health Centers 

Community Support Groups 

Emergency Room 

Employee Health and Wellness 
Programs 

FaithCare, Inc. 

Farmer's Market 

FQHC 

Hartford Hospital 

Hartford Hospital Heart Center 

Health Educators 

Local Hospitals and Community Centers 

Malta House of Care Mobile Clinic 

Primary Care Physicians 

Public Health 

St. Francis Care Women's Heart 
Program 

St. Francis Hospital 

  

HIV/AIDS 

AIDS CT 

Charter Oak 

CHS 

Church 

Community Health Centers 

CTARC 

DPH 

Government Sponsored HIV Programs 

Hartford Gay and Lesbian Health 
Collective 

Health Educators 

Hispanic Health Council 

HIV CT 

HIV/AIDS Support Groups 

Infectious Disease Clinics 

Latino Community Services 

National Institute of Health 

Needle Exchange 

Planned Parenthood 

Ryan White 

  

Immunization & Infectious Diseases 

Community Health Centers 

Department of Public Health 

Federally Funded Clinics 

Federally Qualified Health Centers 

Local Health Department 

Malta House of Care Mobile Clinic 

  

Infant & Child Health 

Building Bridges 

Clinical Programs Specializing in Autism 

Comadrona and MIOP 

Community Health Center 

Connecticut Children's Medical Center 

CT DSS 

Easy Breathing Programs 

First Choice 

FQHC 

Healthy Start 

Help Me Grow 

Home Visiting 
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Local Health Department 

Local Parks and Recreation Department 

Manchester Memorial Hospital 

School-Based Health Centers 

WIC 

  

Injury & Violence 

2-1-1 Hotline 

Boys and Girls Club 

CCDAV 

Churches and Youth Groups 

Community Mental Health Providers 

Conflict Resolution Programs 

Connecticut Behavioral Health 
Partnership 

Domestic Violence Shelters 

DPH Injury Prevention 

Hartford Health Care 

Health Educators 

Injury Prevention Center 

Intercommunity, Inc. 

Local Health Department 

Neighborhood Violence Prevention 
Programs 

OPP 

Prevention Programs for Car Seats 

Public Health 

Safe Kids Connecticut 

School Social Workers 

School-Based Health Centers 

Strengthening Families Framework 

Suicide Prevention Advisory Board 

Teen Driver Laws 

Village for Families and Children 

Wheeler Clinic 

YMCA 

  

Mental Health 

2-1-1 Crisis Intervention 

ADRC 

Behavioral Health Partnership 

Capital Region Mental Health 

Catholic Charities 

Child Guidance Clinic 

Chrysalis 

City of Hartford Comm on Addiction and 
Public Health 

Community Health Resources 

Community Mental Health Providers 

Connecticut Behavioral Health 
Partnership 

Connecticut Psychiatric Society 

Connecticut State Medical Society 

DMHAS 

ECHN 

Employee Assistance Programs 

EMPS 

FQHC 

Genesis 

Hartford Behavioral Health 

Hartford HealthCare 

Independent Non-Profits 

Institute for Living 

Intercommunity, Inc. 

IOL 

LCS/Hartford Behavioral Health 

Local Health Department 

MACC Charities 

Manchester Senior, Adult and Family 
Services 

Manchester Youth Services Bureau 

MCSC 

Private Providers 

Rushford Center 

School-Based Health Centers 
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Social Workers 

The Village 

Village for Families and Children 

Wheeler Clinic 

  

Nutrition, Physical Activity & Weight 

Bariatric Program and Comprehensive 
Evaluations 

Black Nurses Association 

CHCs and Clinics 

CHS 

Church and Town Pantries 

COHC 

Cooking Matters 

Early Childhood Programs 

Employers Supporting Breastfeeding 

FaithCare, Inc. 

Farmer's Market 

Fast Food Restaurants 

Food Pantry 

Food Share 

FQHC 

Fresh Fruits and Vegetables Distribution 
Vans 

Hartford Behavioral Health 

Hartford Childhood Wellness Alliance 

Hartford Food System 

Hartford HealthCare 

HHC Brownstone 

HHC's Breastfeeding 

Hispanic Nurses Association 

Intercommunity, Inc. 

Manchester Health Department 

Manchester Recreation Department 

Manchester Youth Services Bureau 

Mayor's Taskforce on Childhood Obesity 

Parks and Recreation Department 

Planning and Zoning Departments 

Public Health 

School-Based Health Centers 

Schools 

SNAP 

Summer Food 

Weight Management and Lifestyle 
Programs 

Wellness Committee at Sanchez School 

WIC 

YMCA 

Yoga 

YWCA 

  

Oral Health 

Charter Oak Health Center 

Community Health Center 

Community Health Services 

CT Children's Medical Center 

First Choice 

FQHC 

Free Dental Cleaning Fairs 

Hartford Gay and Lesbian Health 
Collective 

HHC Brownstone 

Mission of Mercy 

Mobile Dental Clinics 

Private Dentists 

Saint Francis Health Care 

  

Respiratory Diseases 

American Lung Association 

Building Bridges 

CHS 

Classes at Local Hospitals 

COHC 

Community Health Centers 

Easy Breathing Program 

HHC 
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HUD 

Keep the City Clean Projects 

Local Health Department 

Malta House of Care Mobile Clinic 

Public Health 

School-Based Health Centers 

State Department of Public Health 
Smoking Cessation 

Support Groups 

Visiting Nurses Association 

  

Sexually Transmitted Diseases 

Charter Oak and CHS 

CHS 

City of Hartford Health and Human 
Services STD Clinic 

COHC 

FQHC 

Hartford Gay and Lesbian Health 
Collective 

Hartford Health Department 

Hartford Hospital Brownstone Clinic 

HHC 

Latino Community Services/STI Testing 
Clinic 

Local Health Department 

Planned Parenthood 

Ryan White 

School-Based Health Centers 

Schools 

St. Francis, CHS, Charter Oak and 
CCMC 

The Health Collective 

Various Clinic and Hospital Services 

Walk in Clinics 

  

Substance Abuse 

Alcohol and Drug Rehabilitation 

Alcoholics Anonymous 

Catholic Charities 

Community Health Services 

Community Renewal Team 

Community-Based MH/SA Providers 

Department of Mental Health and 
Addiction Services 

FQHC 

Halfway Houses 

Hartford Behavioral Health 

Hartford Fishfry 

Hartford HealthCare 

Institute for Hispanic Families 

Institute of Living 

Intercommunity, Inc. 

IOL 

LCS/Project STEP 

Linkage to Care 

Medicaid 

Narcotics Anonymous 

Rushford Center 

Social Workers 

Village for Families and Children 

Wheeler Clinic 

Youth Challenge 

  

Tobacco Use 

Community Health Center 

Community Health Providers 

FQHC 

Hospital-Based Program 

Intercommunity, Inc. 

Local Health Department 

Local Pharmacy 

Medicaid 

Public Health 

Quit Line 

SA/MH Providers 

School-Based Health Center 

Smoking Cessation Program 
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Incorporated Into Care 

State Smoking Cessation Program 

Village for Families and Children 
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Opening Doors to Healthier Communities

Hartford HealthCare hospitals share a legacy of compassionate service that goes back more 
than a century. Together, they seek to support the health and healing of their communities as 
well as the civic, social and cultural lives of the towns and cities they serve. 
 
This year, for the first time, we are reporting in a single publication the community benefit 
activities of all of our hospitals. Like the communities we serve, the people and organizations 
of Hartford HealthCare are stronger together. As a unified health system, we are best able to 
sustain and expand the community benefit programs conducted by our hospitals. 
 
In fiscal year 2013, Hartford HealthCare hospitals provided $206,034,343 in community 
benefit to residents across the state. They provided the poorest and most vulnerable with 
quality health care; went into local neighborhoods to engage, educate and screen residents; 
contributed to community-building activities; partnered with community organizations; 
educated tomorrow’s caregivers and more.
 
You’ll read about just a few of these initiatives in this report. While such community benefit 
activities take many forms, all are specially designed to respond to the unique needs of each 
local community. 
 
I commend all the Hartford HealthCare hospitals for their longstanding dedication to 
community service. It is a tradition we pledge to uphold.
 

Elliot Joseph
President and Chief Executive Officer
Hartford HealthCare
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What is Community Benefit?

Community benefit is comprised of programs or activities that provide treatment or 

promote health and healing as a response to identified community needs in such a 

way as to improve residents’ access to healthcare services, enhance the health of the 

community, advance medical or health knowledge, or relieve/reduce the burden on 

government or other community efforts. Hartford HealthCare’s community benefit 

includes education, charity care, subsidized health services, community health 

improvement activities and more. The community benefit figures for FY 2013 are being 

reported in accordance with the IRS Form 990 Schedule H requirement.

2013 Community Benefit Report  |  3
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Providing healthcare when 
and where it’s needed most 
— this is population health 
management at its core, and 
it’s a promise on which The 
William W. Backus Hospital 
continues to deliver. From the 
new Backus CareVan and 
strategic outreach to MyHealth 
Direct and the Community 
Health Improvement Plan, 
Backus is firmly committed to developing a 
healthcare system to improve the quality of life for 
those living in eastern Connecticut.

Out of the dozens of community health 
programs it presented this year, the Backus 
“Healthy Community” pilot program is particularly 
innovative. It integrates community benefits 
and services, hot-spotting, community health 
education, and sustainability efforts.

By identifying high-need geographical areas 
in its primary service area, Backus learned 
that residents in Baltic, a village in the town of 
Sprague, have a high percentage of repeat visits 
to the Emergency Department for issues that are 
not necessarily emergencies. With a long-term 
commitment to Sprague, this initiative is aimed 
at improving overall health in the community by 
offering an ongoing comprehensive schedule of 
health screenings, educational programs, primary 
care, support services, and more.

Without the efforts of one very special 
community servant, Backus and its community 
health partners would not be able to touch the 
residents of Sprague in such a tremendous way. 
Recently, Sprague Community Center outreach 
coordinator Brenda Keefe was honored as the 
recipient of the Backus 2013 President’s Award. 
Ms. Keefe received the award for her role in the 
“Healthy Community” program. In her honor, 
a $10K donation is being made to the Sprague 

Community Center, which serves as the base for 
key community programs.

Since it was launched in May, the Baltic “Healthy 
 Community” program has touched nearly 700 
individuals, provided 188 blood pressure screenings 
and made primary care referrals for individuals 
with high readings. The program has also offered 
a summer health education series with topics 
including asthma management, home safety, and 
healthy eating on a budget. Nearly 100 individuals 
have received nutritional counseling by a community 
health education registered dietician through the 
program, and three people have quit smoking 
through a grant-funded smoking cessation program 
and partnership with the Uncas Health District.

Keeping A Promise To The Community

The William W. Backus Hospital

Pictured clockwise, from up-
per left: Health screenings, 
social services, and nutrition 
education were provided on 

the Backus CareVan and the Mobile Health Resource Center at 
a health fair for the Haitian Community in Taftville.
 
Thames Valley Council for Community Action Community 
Dietitian Jennifer Fetterley presented a “Healthy Eating on a 
Budget” program at the Sprague Community Center.
 
Pat Orfitelli, RRT, talked to youngsters about the dangers of 
smoking at the annual National Night Out event, organized by 
the Norwich Police Department.



Hartford Hospital has been at the forefront of a 
national movement that began in the northeast 
in cities like Philadelphia and Boston and right 
here in Hartford. This movement has influenced 
the transformation of other major cities across 
the country including Cleveland, Minneapolis, 
and Cincinnati. It is based on a model where not-
for-profit hospitals serve as anchor institutions in 
the transformation of distressed neighborhoods 
and serve as leading economic engines in their 
communities. The link between the well-being  
of the hospitals’ surrounding neighborhoods and 
the institution’s financial strength has proven 
to be a powerful incentive in how we address 
community benefit. 

Hartford Hospital has implemented this strategy 
through its relationship with the Southside 
Institutions Neighborhood Alliance (SINA), a 
partnership between Connecticut Children’s 

Medical Center, Hartford Hospital, and Trinity 
College. SINA’s mission is to work cooperatively 
with community stakeholders to restore economic 
vitality and improve the quality of life for the 
benefit of the people who live, work, visit, study, 
and play in the neighborhoods of South Central 
Hartford.

Created more than 35 years ago, SINA was a 
pioneering partnership between the institutions 
in the South End. As a founding member, Hartford 
Hospital’s support has allowed SINA to invest in 
job creation, housing, health and other services, 
to support and strengthen schools and to promote 
economic development. Hartford Hospital, has 
invested more than $5 million in SINA over the 
last 20 years to support economic development in 
the South End. Our investment provides a much-
needed injection of targeted dollars to lift up 
Hartford’s communities. 

Southside Institutions 
Neighborhood Alliance: SINA

Hartford Hospital



Our signature project,  
The Learning Corridor, a  
16-acre campus that houses 
four magnet schools as well 
as a gallery, performance and 
community spaces on what 
had been one of the most 
blighted and environmentally 
contaminated properties in the city, was the result 
of a partnership between Hartford Hospital, the 
Children’s Medical Center, Trinity College and city 
and state agencies. The $10 million that the SINA 
institutions invested in the Learning Corridor 
leveraged $100 million in private and public funding. 
This project has garnered national attention as an 
exemplar of multi-anchor institution collaboration 
to support neighborhood revitalization and 
education in a very low income neighborhood. 

Housing development continues to be a 
significant benefit of institutional investment. Our 
early housing development efforts converted 12 
abandoned vacant buildings and an occupied but 
blighted property into 83 affordable apartment 
units in the Frog Hollow neighborhood. Hartford 
Hospital’s current focus on housing is on 
promoting homeownership in the neighborhood 
through the Homeownership Incentive Program 
(HIP), which has provided employees of Hartford 
Hospital mortgage support for first time home 
buyers purchasing homes in the South End of 
Hartford. SINA works with our employees to help 
them through the mortgage process and provides 
them with much needed coaching and technical 
support. The results have been outstanding. 

Because of the institutional investment in SINA, 
the City of Hartford now receives $265,000 in 
property tax revenues that it would not have 
received had these properties remained abandoned. 
A significant but less measurable effect of this 
development is the sense of vitality and possibility 
that it restores to the neighborhoods. 

SINA has invested in economic development 
in the past through job training and early support 
for the Spanish American Merchants Association 

(SAMA). Through SINA, Hartford Hospital supports 
educational achievement of Hartford public school 
students, addressing another social determinant of 
health. Fifty-five graduates of Bulkeley High School 
have received four-year scholarships to attend 
college since 1997. A new program initiated in 2013 
awards four scholarships to students attending 
Capital Community College. The institutions 
are also important partners in planning and 
implementing the Hartford Public Schools annual 
STEM Expo. They provide funds for prizes and 
science-themed entertainment. 

Hartford Hospital’s long-term and current 
strategic investment in SINA as an “anchor” 
institution serves as an economic engine in our 
surrounding communities as well as throughout 
the city of Hartford. Our relationship has positioned 
Hartford Hospital to produce targeted community 
benefits and to leverage our resources. There is 
growing recognition that in order to effectively 
impact the health outcomes of underserved 
populations, we must recognize the interdependency 
of health and economic and social factors. This 
partnership allows us as a place-based institution 
to leverage our economic power to improve the 
long-term welfare of our community. 
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From left, are: Oz Griebel, MetroHartford Alliance; Jeffrey A. 
Flaks, Hartford HealthCare; Kola Akindele, Hartford Hospi-
tal; Ana Rivera, Nelia and Crisostomo Caluya, homeowners; 
Melvyn Colón, SINA; and Yvette Melendez, Hartford Hospital. 

Opposite page: Nelia and Crisostomo Caluya, homeowners.



8  |  Hartford HealthCare



2013 Community Benefit Report  |  9

For years lung cancer survival rates have fallen 
far below that of other cancers, typically because 
lung cancer is often found at a later stage when 
treatment is less effective. However, a study 
that was published by the New England Journal of 
Medicine offered new hope in the early detection of 
lung cancer, suggesting that individuals who are 
high-risk and undergo a low-dose screening CT 
scan, can increase their chances of survival by 20 
percent. In summer 2013, MidState Medical Center 
took a giant step forward in the efforts of early 
detection by launching its Lung Cancer Screening 
Program, which makes low-dose CT scans available 
at no charge to patients who qualify. 

In order to qualify for a free screening, a patient 
must be a current or former smoker (having quit 
within the last 15 years), be between the ages of 55 
and 74 and healthy enough to undergo treatment, 
have a smoking history of at least 30 pack-years, 
and have no previous history of lung cancer. 
Younger patients between the ages of 50 and  
54 may also fit the criteria if they have had a 
second exposure to their lungs, such as radon or 
another occupational hazard or a family history  
of lung cancer. 

To date, MidState has screened more than 300 
individuals, at no charge, in the communities it 
serves. Doctors estimate that for every 100 people 
screened, one lung cancer will be found. Many 
patients feel a sense of relief after going through 
the program.

“I was so happy to hear MidState had a program 
like this. As a smoker, I know full well that this is 
probably the stupidest thing I can do, but I also 
know that if they can find something now before 
there are symptoms, the outlook would be better 
for me. I found it fascinating that they can do a 

test like this that gives you a much clearer look at 
what’s going on inside your lungs,” said Rosanne 
Gelo of Wallingford, who underwent her screening 
in September. 

Another patient of the program, who also 
happens to be a local primary care physician, 
couldn’t agree more: “I used to smoke, and this is 
something that has bothered me for a long time. 
Lung cancer is a scary thing — the odds of survival 
are always a toss-up. I feel very reassured to have 
had the screening. I did what I thought I should do 
for me and my family, and now I can better inform 
my patients of the program if I think it benefits 
them,” said Dr. Michael Kellogg, of Meriden Family 
Practice.

Those interested in learning more about the Lung 
Cancer Screening Program can call 203-694-8631. 

MidState Medical Center

Detecting Lung Cancers 
With A Free CT Scan

Dr. James Carroll, a radiologist, was instrumental in spearheading 
MidState Medical Center’s Lung Cancer Screening Program.
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Natchaug Hospital pharmacy technician Trish 
Hayward remembers the day her then 11-year-old 
daughter was diagnosed with Asperger’s, a high-
functioning autism spectrum disorder.

“Having your kid labeled ‘autistic’ is kind of like 
a death sentence to a parent,” Hayward said. “You 
grieve the weddings, the graduations, the children. 
All the life events you 
anticipated suddenly 
seem like they’re not 
going to happen.”

Over the next five 
years, Hayward’s life 
changed. She became 
a regular attendee 
at conferences and 
seminars on autism. 
Typical parenting issues 
escalated into advocacy 
battles with public 
schools. Dealing with 
her daughter’s public 
meltdowns became a wearying way of life.  

“You become very isolated,” Hayward said. 
“Because of that I learned firsthand the power of 
support groups.”

In 2012, Hayward approached Behavioral Health 
Network regional vice president of Operations 
David Klein, Ph.D., and Natchaug’s director of 
Ambulatory Services Carrie Pichie, Ph.D., about  
the lack of community services for autism.

“Around one in every 68 children is diagnosed on 
the autism spectrum,” Dr. Pichie said. “Given that 
rate of diagnosis and the lack of services for these 
children and their families, it was clear that we had 
to respond to the community need.”

With the support of Drs. Klein and Pichie, 
Hayward and her colleagues at Natchaug started  
a support group for families of children with  
high-functioning autism at the main hospital  
in Mansfield. 

The group meets every third Wednesday for five 
months at a time and is split into two co-occurring 
meetings — one for parents and another for 
children with autism and their siblings.

Parents have the opportunity to connect with 
others in similar situations, while discussing 
relevant topics, including special education 

advocacy, parent rights, de-
escalation strategies, bullying, 
and video game use. Guest 
speakers are sometimes brought 
in to focus on other topics 
such as speech and language 
concerns, medical care, and the 
construction of Individualized 
Education Plans (IEPs). 

The sibling and children’s 
group utilizes the “Model Me” 
curriculum to engage children 
in social skills intervention. 
They also make time to discuss 
feelings, identify their personal 

strengths and vulnerabilities, and take part in 
sensory integration activities.

“A lot of these families have no outside support,” 
said Natchaug clinician Stan Hospod, who 
coordinates the support group. “Providing them 
with education and an outlet is our way of giving 
back to the community where we work and live.” 

So far, more than 20 families have benefitted 
from the autism support group. Plans are in the 
works to create another such group at Natchaug’s 
Joshua Center Thames Valley facility in Norwich.

Hayward’s daughter, who is now almost 16, has 
made great strides over the last five years and hopes 
to attend college and possibly study agriculture.

“Now that I know she’s okay, I want to help 
anybody else who’s in that position of grief,” 
Hayward said. “I just want them to know that there 
is hope. It does get better.”

Autism Family Support Group

Natchaug Hospital

Trish Hayward’s daughter, who is diagnosed with 
Asperger’s, makes “gak” with Joshua Center Mansfield 
mental health worker Mark Welintukonis during a 
Natchaug autism support group meeting.
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Determined to be a good mom, Esmeralda Crespo, 
19 and pregnant, knew she needed some help.

Like hundreds of other young and expectant 
women before her, Crespo turned to The Hospital 
of Central Connecticut’s M.O.M.S. (Mothers Offering 
Mothers Support) Program, which since 1986 has 
been a source of support, providing mentors to help 
women 21 and younger 
become successful and 
confident mothers.

Central to the program 
is the belief that young 
mothers like Crespo can 
be successful and that 
they can learn, support 
one another and make 
informed decisions about 
their lives.

The program, which 
meets weekly for 16 to 18 
months, offers support 
as well as parenting and 
coping skills to young, 
pregnant women and 
parenting mothers in 
Greater New Britain. Many participants are single 
parents who often begin the program without jobs.

“We teach them how to be good role models for 
their children,” says Sara Mahaffy, coordinator of 
the M.O.M.S. Program, part of the hospital’s Family 
Enrichment Center.

The program’s curriculum includes information 
on parenting strategies, child development, stress 
management and health and nutrition through 
discussions, activities, guest speakers and field trips 
to libraries and museums.

M.O.M.S., partially funded through the 
Connecticut Department of Social Services’ 
Children’s Trust Fund, also encourages clients to 
go back to school for a high school diploma, GED 
or a college degree and helps participants prepare 

resumes. Peer facilitators, women who were young 
mothers themselves, lead M.O.M.S. groups.

Crespo learned about M.O.M.S. through a 
relative and the Human Resources Agency of New 
Britain, Inc.’s Summer Youth Employment and 
Learning Program. She started with M.O.M.S. while 
pregnant with her firstborn, Arian, born in 2011. 

She continued with the 
program when pregnant 
with her second son, 
Liam, born in 2012.

She says M.O.M.S. 
has helped her with 
“mothering skills and 
everyday life skills,” 
including self-esteem, 
child discipline and 
potty training. Crespo 
has also benefited from 
Family Enrichment 
Center home visits 
that help parents 
through their children’s 
developmental stages. 

With a strong 
emphasis on children’s early learning through 
reading, M.O.M.S. also gives participants books; 
facilitators “told us to read every day to them so 
their vocabulary would grow,” Crespo says.

She notes her greatest takeaway from the 
M.O.M.S. Program was support and describes 
herself as a stronger and more confident mom who 
is moving forward with her goals. She is currently 
pursuing an associate’s degree and working two 
part-time jobs. Now 21, Crespo wants to be a nurse 
or math teacher.

“It’s very difficult but I need to do it in order to 
be a better mother, have a good career and be a 
good role model for my kids,” she says.

Crespo also hopes to return to the M.O.M.S. 
Program — this time to help others.

M.O.M.S. Program Nurtures Young Moms

The Hospital of Central Connecticut

Esmeralda Crespo is pictured with her sons (from left) Liam 
and Arian.
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Interactions, in collaboration 
with the American Diabetes 
Association, is a motivational 
and interactive educational 
program that works with  
patients to create an individualized 
action plan that helps them 
make healthy diet and lifestyle 
choices to control Type 2 Diabetes. 

Speaking through the class 
interpreter, some patients have 
been able to reduce their insulin 
dose and set personal goals to 
stop taking insulin completely.

The 12 women, from Puerto 
Rico, Mexico, the Dominican 
Republic, and other Caribbean 
nations, have bonded through 
shared tradition and experience. 
While instruction is similar to the English version 
of the class, instructors and class members focus 
on making healthy choices using traditional 
Caribbean dishes, utilizing portion control and 
healthy alternatives.

Instructor Lynne McPhee, RD, said that while 
there are healthy aspects to Caribbean cooking, 
large portions of rice and starchy vegetables like 
yucca, plantains, and malanga can be detrimental 
in controlling diabetes.

“Portion control is key,” said Ms. McPhee. “When 
you prepare rice and beans with more beans than 
rice, there’s more room for reasonable portions of 
your favorite starchy vegetable.”

Each session of the program includes four  
two-hour classes that encourage taste-testing, 
sharing healthy recipe ideas, exercise, discussion  
on medications, and support for making 
challenging life changes.

The program has been so successful that some 
of the women have taken it multiple times, hoping 
to reinforce their healthy habits and share their 
experiences with others. Instructor Karen Barbone, 
RN, says the women have been sharing their newly-
found meal planning and cooking skills with their 
families. She says the group has become very close.

“They’ve found time outside of class to get 
together and exercise, reinforcing the healthy 
habits they’ve learned,” said Ms. Barbone.

Maria Garcia has lost 25 pounds since starting 
the program. She says she even considered gastric 
band surgery before enrolling in the Conversation 
Map® program. Ms. Garcia says the group has given 
her the support she needs to make important  
life changes.

“I was really shy before I started the program,” 
said Ms. Garcia. “I’ve come to realize that the 
women in the group have some of the same 
questions I do.”

Diabetes Class Breaks Down Language 
Barriers To Better Health

Windham Hospital

(Above) Staff and members of the 
community received diabetes education 
during Windham Hospital’s World 
Diabetes Day Event in November. 
(At right) Dietitian Lynne McPhee 
and case manager Elba Sostre give 
culturally specific nutrition advice to 
Spanish-speaking patients during the 
hospital’s Conversation Map Diabetes 
Education Program.
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In The Community
Hartford HealthCare and its staff supported the educational and/or fundraising activities of several 
community-based organizations to assist them in providing services to their clients. Some of our 
2013 community partners included:

Hartford Hospital     
American Cancer Society     
American Diabetes Association    
American Heart Association     
American Lung Association     
Anti-Defamation League
Arthritis Foundation      
Assistance Dogs Unlimited     
Asylum Hill Family Center     
Be the Match (bone marrow drive)    
Brain Injury Alliance of CT    
Capital Workforce Partners    
Central Area Health Education Center  
Charter Oak Health Center    
Chrysalis Center     
City of Hartford, Department of Health 
 & Human Services   
Community Renewal Team    
Donate Life New England    
Epilepsy Foundation of CT    
Family Life Education     
Greater Hartford Male Youth Leadership Program   
Hartford Fire Department    
Hartford Food System     
Hartford Public High School (HPHS), 
 Academy of Nursing and Health Sciences
Hispanic Health Council    
iQuilt Hartford Winterfest    
Journey Home      
Komen Race for the Cure     
Legacy Foundation      
LifeChoice Donor Services 
Malta House of Care      
March of Dimes     
Mary’s Place      
Multiple Sclerosis Society    
Muscular Dystrophy Association 

National Spinal Cord Injury Association, CT Chapter 
Red Cross      
South Park Inn     
Southside Institutions Neighborhood Alliance
Spanish American Merchants Association (SAMA)
The Academy for Parents     
The Gloria House     
United Way      
Urban Alliance     
YMCA of Greater Hartford
YWCA of Greater Hartford 
   
MidState Medical Center     
American Cancer Society     
American Diabetes Association    
American Heart Association     
Arthritis Foundation      
Boys & Girls Club of Meriden     
Cheshire Senior Center    
Chrysalis, Inc.      
City of Meriden, Department of Health & 
 Human Services   
Community Health Center    
Council of Neighborhoods    
Girls, Inc.      
Komen Race for the Cure     
Meriden Senior Center    
Spanish Community of Wallingford   
The CT Breast Health Initiative     
Town of Wallingford, Health Department    
United Way of Meriden & Wallingford    
United Way of Southington     
Wallingford Senior Center     
Women & Families Center     
YMCA of Meriden      
YMCA of Southington & Cheshire    
YMCA of Wallingford     
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Natchaug Hospital     
AA       
Adult Children of Alcoholics     
Al-Anon       
Chamber of Commerce of Eastern CT   
Connecticut Administrators of Special Education (ConnCASE)
Connecticut Assoc. of Private Special Education    
 Facilities (CAPSEF) 
Connecticut Mental Health System of Care   
Connecticut State Dept. of Education    
Department of Children & Families    
Freedom From Fear, National Depression Screening Day  
Migrant Farm Workers Clinics    
NAMI       
Nar-Anon      
Parent Effectiveness Training    
Pervasive Developmental Disorders family support group
Three Rivers Community College, Nursing program  
UConn School of Nursing     
UConn School of Pharmacy     
University of Hartford, Psychology Department
Women Facing Sobriety 
    
The Hospital of Central Connecticut   
American Cancer Society     
American Diabetes Association     
American Heart Association     
Arthritis Foundation      
Bread for Life      
Bristol Senior Center      
City of New Britain Health Department    
Community Health Center     
Komen Race for the Cure     
New Britain Senior Center     
Plainville Senior Center     
Southington Senior Center     
The CT Breast Health Initiative     
Town of Southington, Regional Health District   
United Way of Northcentral CT     
United Way of Southington     
YWCA of New Britain      
YMCA of Southington & Cheshire 

William W. Backus Hospital     
American Ambulance      
Bethsaida Community      
Catholic Charities      
Center for Hospice Care     

Child & Family Agency of SECT     
City of Norwich      
Community Health Center, New London    
Connecticut Community Care, Inc. (CCCI)    
Department of Children & Family     
Department of Developmental Services    
Department of Social Services     
Gemma Moran Food Bank     
Generations Family Health Center    
Hartford HealthCare at Home (HHC at Home)    
Ledge Light Health District     
Local and State Police Departments     
Local Fire Departments     
Madonna Place      
Mohegan Tribal Health Department    
Norwich Human Services     
Northeast Health District     
Reliance House      
Senior Resources      
Southeastern Council on Alcohol and Drug Dependence   
 (SCADD)  
Southeastern Mental Health Authority    
Southeastern Regional Action Council (SERAC)   
Sprague Community Center     
St. Vincent DePaul Place Soup Kitchen    
Thames Valley Council for Community Action (TVCCA)   
Uncas Health District      
United Community & Family Services (UCFS)    
United Way  
    
Windham Hospital     
American Cancer Society     
American Heart Association     
American Red Cross      
Cancer Navigation Program     
CT Breast & Cervical Cancer Screening Program   
Diabetes Education      
Home Day Care Providers     
Meals to the Home      
Nursing (student programs) UConn, 
 Three Rivers Community College  
Prenatal Clinic      
Pulmonary Rehab Program     
United Way      
Windham School Based Health Clinics (High, Middle, 
 STEM Academy)  
Wise Women Program     



  Charity Care and Means-Tested Programs                     
                    
 Charity care at cost  8,960,183  2,771,875  1,224,611  159,884  5,451,402  2,619,821  21,187,776  
                      
 Unreimbursed Medicaid  42,660,979  11,514,688  8,502,817  3,443,148  14,020,254  18,398,952  98,540,838  
                     
 Unreimbursed costs 
 - other means-tested government programs  0  0  0  236,569  0  0   236,569  
                    
 Total Charity Care and Means-Tested Programs  51,621,162  14,286,563  9,727,428  3,839,601  19,471,656  21,018,773  119,965,184  

                     
 Other Benefits                     
   
 Community health improvement services 
 and community benefit operations  6,665,796  487,169  628,288  415,312  1,525,814  836,884  10,559,263  
                    
 Health professions education  36,273,588  256,372  735,156  36,795  6,480,813  169,283  43,952,007  
                   
 Subsidized health services  3,492,073  707,095  399,632  1,158,261  320,961  3,935,738  10,013,760  
                      
 Research  12,726,896  0  0  0  365,312  27,352  13,119,560  
                    
 Cash and in-kind contributions 
 to community groups  7,794,220  6,499  199,900  334,751  1,951  87,248  8,424,569  
                    
 Total Other Benefits  66,952,573  1,457,135  1,962,976  1,945,119  8,694,851  5,056,505  86,069,159 
                  
      
 Total     118,573,735  15,743,698  11,690,404  5,784,720  28,166,507  26,075,278  206,034,343  
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For Year 10-1-2012 through 9-30-2013. 
FY2013 figures are being reported in accordance with the IRS Form 990 Schedule H requirement.

  Charity Care and Means-Tested Programs                     
                    
 Charity care at cost  8,960,183  2,771,875  1,224,611  159,884  5,451,402  2,619,821  21,187,776  
                      
 Unreimbursed Medicaid  42,660,979  11,514,688  8,502,817  3,443,148  14,020,254  18,398,952  98,540,838  
                     
 Unreimbursed costs 
 - other means-tested government programs  0  0  0  236,569  0  0   236,569  
                    
 Total Charity Care and Means-Tested Programs  51,621,162  14,286,563  9,727,428  3,839,601  19,471,656  21,018,773  119,965,184  

                     
 Other Benefits                     
   
 Community health improvement services 
 and community benefit operations  6,665,796  487,169  628,288  415,312  1,525,814  836,884  10,559,263  
                    
 Health professions education  36,273,588  256,372  735,156  36,795  6,480,813  169,283  43,952,007  
                   
 Subsidized health services  3,492,073  707,095  399,632  1,158,261  320,961  3,935,738  10,013,760  
                      
 Research  12,726,896  0  0  0  365,312  27,352  13,119,560  
                    
 Cash and in-kind contributions 
 to community groups  7,794,220  6,499  199,900  334,751  1,951  87,248  8,424,569  
                    
 Total Other Benefits  66,952,573  1,457,135  1,962,976  1,945,119  8,694,851  5,056,505  86,069,159 
                  
      
 Total     118,573,735  15,743,698  11,690,404  5,784,720  28,166,507  26,075,278  206,034,343  
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Chronicle Article: Center for Healthy Aging Program



Hospital plans to expand its senior services

By MICHELLE FIRESTONE 

Chronicle Staff Writer 

WILLIMANTIC  —  Starting  in  January,  Windham  Community  Memorial  Hospital  will  offer  expanded  services  for
senior citizens through its Connecticut Center for Healthy Aging program.

The center will offer home visits  for assessments and a resource coordinator who will help senior citizens get the
healthcare services they need, including primary care, nutrition, exercise and behavioral health.

Windham Hospital spokesman Shawn Mawhiney said  in a press  release  the center will eventually  include onsite
behavioral health services, nutritional counseling and a specially designed fitness room and programs.

“ The behavioral health needs of seniors can sometimes be overlooked,” Patricia Rehmer, senior vice president of
Hartford HealthCare’s Behavioral Health Network, said  in a press  release.  “Older adults may become  isolated as
they age. We know isolation can lead to substance abuse, anxiety and depression in some cases.

“These are all treatable conditions and should not be considered a part of ‘normal’ aging. Working (Hospital, Page
4) 

Article Continued Below

See HOSPITAL on Page 04

Hospital plans to expand its senior services 

(Continued from Page 1) 

together, we can close some of these gaps and improve the health of our community in the process.” 

Senior citizens and their families can access the center by calling tollfree at (877) 4244641 or visiting the hospital
from 8 a.m. to 5 p.m., Monday through Friday, to speak to a resource coordinator. 

Mawhiney said there will be no charge for this service. 

Hospital officials said the center is being established in response to the hospital’s community health assessment,
which identified senior care, mental health and nutrition as healthcare priorities in the Windham region. 

“This is an outstanding example of how we work to improve the health of the communities we serve,” David
Whitehead, president of Hartford HealthCare’s East region, which includes Windham Hospital, and CEO of
Windham Hospital, said in a press release. “ Working together, we identify community needs, create a plan to
address those needs and then make real improvements based on the plan.” 

AFT Connecticut, a union representing Windham Hospital employees, weighed in on the establishment of the center
in an emailed statement this morning. 

“We’ll be taking a close look at Hartford HealthCare’s proposed plan,” AFT Connecticut spokesman Matt O’Connor
wrote in a statement. “Hopefully it signals a reversal of recent vital healthcare service shutdowns — like the
hospital’s critical care unit — and the beginning of the expanded and improved care for the region they promised the
community when the network took over six years ago.” 
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There are three other aging centers in the Hartford HealthCare network — at MidState Medical Center in Meriden
and two centers at The Hospital of Central Connecticut, one on the New Britain campus and one on the Bradley
campus. 

Mawhiney said in the press release that the Connecticut Center for Healthy Aging program currently serves more
than 5,000 patients per year. 

Eventually, the aging center at Windham Hospital will offer a geriatric behavioral health program, provided by
Natchaug Hospital in Mansfield. 

Through that program, a partial hospitalization program will be offered that provides treatment for four hours per day,
three to five days per week. 

An intensive outpatient program will also be available that provides treatment for three hours per day, three to five
days per week. 

Licensed therapists and psychiatrists will care for senior citizens, focusing on recovery from mental health and/ or
substance abuse issues. 

In the near future, the center will also offer fitness classes to senior citizens through a “ GoodLife Fitness” program. 

GoodLife Fitness is an individualized fitness and wellness program through which senior citizens will have scheduled
time with exercise physiologists. 

Mawhiney noted in the press release exercise is an “important part of healthy aging and mental well being.” 

The announcement about the center for aging comes as hospital officials address financial challenges at Windham
Hospital. 

Prior to Medicaid cuts made by Gov. Dannel P. Malloy in September, Windham Hospital was facing a deficit of $25
million over the past five years, including a projected deficit of approximately $ 8 million for the last fiscal year, which
ended Sept. 30. 

In September, Malloy announced $ 103 million in cuts throughout state government, including $63.4 million in
Medicaid cuts. 

Windham Hospital officials have said those cuts entailed $1.7 million in Medicaid cuts for the hospital. 

Of those cuts, about 50 percent, or $833,655, was restored during the legislature’s special session last Tuesday. 

The hospital is now losing approximately $866,000 in Medicaid funding. 

Several proposed service changes are still being evaluated, Mawhiney said this morning. 

In addition to the proposed service changes, Hartford HealthCare announced in June plans to cut 418 full and part
time positions throughout the network, including 119 at Windham Hospital. 

Mawhiney has said that number is now lower due to retirements, attrition and position reassignments. He did not
have a firm figure this morning. 
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Windham Hospital Cornerstone Services Plan
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The Path to Population Health Improvement

Achieving the Triple Aim, high quality, affordable care with 
differentiating customer experience, is fundamental to success

Sick Care
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Specific Windham Hospital Issues

• Fiscal pressures are magnified at 
small hospitals like Windham.

• Financial losses are mounting every 
year - $25M over past five years.

• Declining inpatient volume - 34
inpatients per day now, down 
from 53 a decade ago.

• Increased reliance on government 
payments (Medicare and Medicaid).
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The Situation Just Got Worse

• Repeated Cuts
- $63 million Sept. 18, 

triggers a loss of another 
$128 million in federal 
matching funds

• additional $1.7M at Windham
- Strained resources, will likely 

lead to further reductions
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Market jitters prompt Malloy to make $103M in emergency cuts
By; Kurril A'.. P1IANEUFAND A1AEKPA2MJ0KAS i September

Email 3 prlnt

Respond mg to a weak slock ciarkct, Gov. Canncl 1*. Malloy ordered SI 03 miflioa 
in cmcrgmicy cuts Friday, including a m;:jor liil in Medicaid payments that 
ultimately will cost hospilnls about S190 million in slate and federal funds.

Benjamin Barnes, the governor's budget chief, said lowcr-than-cxpccied income tax 
receipt, and the drop in the Standard & Poor's 500 stock index for the firal nine 
months of2015 prompted li:c reductions just three months into the slate's fiscal 
year.

The udouniillation also announced that Connecticut must go forward with at least 
S!5 million of u previously approved S20 million reduction in this year's non-
education aid :o dries and towns.

rax*on>/OM
Beikjamla Datnfs

Those cuL% Humes said, would come fiom a program Lhai reimburses comrmmitics for a portion of the funds they lose 
because slate properties, colleges and hospitals are exempt from local taxation. But the budget chief also said those 
reductions were modified somewhat lu lessen cuts to poorer communities.

The impact would range from a loss of S14 in liny Sherman on the New York 
border to SaS2,694 in Greenwich. The cuts were calculated based on a pcr-capila 
formula that rcQected a variety of factors, including wealth.

Ollier losses arc S474.4] I in Bridgeport and $399,405 m Han ford, two cilics 
whose mayors lost Democratic may oral primaries on Wednesday. As is ihc practice 
of the Office ofPolicy and Management, Barnes said, the announcement was limed 
in part to avoid influencing local elections.
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The Windham Hospital Transformation

• An Open Dialogue
- Some changes may require job 

reductions and streamlining services.
- In other cases, changes will mean 

investments and added services.
• Doing nothing risks losing this valuable 

community resource
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Windham Hospital a step closer 
to transforming critical care 
unit
SDBQfBBffiB Esi itii'i-mir'i !ii ‘

» RELATED CONTENT
• rtoniva HcAitnCon cMcr nor wcooi kmiimt i«

• legiiJ<Kor3 w host forum MontJay w Uiscuia proposed 
lAaivfUi ta WlmtlUlh liat^UU.

a Progrcsstvo Care Unit.

Ely Fraaceica Kcfala: For Ttsc BttllcLln

Pc&tM Sep. tD. £0X5 a; 7:1-1 PM

WINDHAM — The state lias cloo red the way for 
Windham Hospital's Critical Care Unit ta become

The state Office of Health Care Access has detormined Windham Hospital's proposal to transform its 
Critical Core Unit into a Progressive Care Unit docs not require a certificate of need, clearing the 
way for the hospital to worn with its modical staff and other stakeholders on the proposal.

"V.'c spent a lot of time and effort analyzing the data and reviewing how wc could best improve 
care for paticnU while also improving efficiency," sale David Whitehead, East Region president for 
Hartford H calm Care, which owns Windham Hospital. "This is a step forward for our cornerstone 
services concept, which was designed to keep Windham Hospital's doors open for the community 
we are privileged to servo.-'

The proposal involves repurposing the current 12-bed area designated for critical caie into a 
Progressive Care Unit. According to Hartford Healthcare, the unit "averages approximately two 
oadents roauirir.e critical care oar dav.'’
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Cornerstone Services Proposal

• We must transform the health 
care delivery system at 
Windham Hospital to focus on 
cornerstone services

• Developed based on utilization 
data and our community 
health needs assessment.
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Community Health. Needs Assessment
The Patient Protection and Affordable Care Act (“PPACA"), 
sets forth requirements via the Internal Revenue Code 
Section 501(r) for hospital organizations to conduct a 
periodic assessment of health needs of those living in their 
service area. Windham Hospital has recently completed an 
updated Community Health Needs Assessment
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Cornerstone Services Are:

24-hour emergency care 
Inpatient care 
Cardiology 
Oncology
A Progressive Care Unit
Inpatient and outpatient surgical 
services
Women's health services 
Diagnostic imaging 
Community benefit programs
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Continued Investments

Millions of dollars in investments in 
technology, infrastructure, and new 
services
- Recruitment of new psychiatrists
- Addition of a new cardiologist
- Comprehensive electronic medical records 

system
- Renovations to the Windham Hospital 

Birthing Center
- Renovations to hospital entrances
- Establishment of a Center for Healthy 

Aging
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The Truth About Critical Care

• The state Office of Health Care Access reviewed our proposal to 
transform our critical care area into a Progressive Care Unit 
(PCU).

• This is a way to realign services to better serve patients, create 
greater financial stability and continued access.

• The current 12-bed critical care area only averages only 2 
patients per day requiring critical-level care. The PCU proposal 
would allow for more efficient use of staff and space.

• No change to services - critical care remains
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OHCA Rules No Change in Services for PCU

• In a Sept. 9 letter, GHCA saicTthe 
proposed PCU will offer the same 
clinical services that are currently 
offered..."

• OHCA determined that 
transforming the critical care area 
into a PCU does not require a 
Certificate of Need.

• You can review our proposal and 
OHCA's ruling on the OHCA website.

STATE OF CONNECTICUT
DEPAltTMESTOU PUBLIC HEALTH 

(Jtjiiv of Ihtiith C*»r<f Accca

September 9,2015 

JjRciLe EJwniJs
Diraiior 1‘iiiiiiiiu^ & Business IX'scIujuiktii 
WinJIium CoinsianiSy .Mciuonai Ikispiul

Windham. CT 0C2(i

BE: Cciii tic.ile oi'NecJ Dcicmiliianmi Kc^nl Number I nO202(.'-U PR 
Aliciiiuoiil ofCliuieal Services at Windham Hospital

Dear Ms lidwerds:

On Supieniberd. 2015, the Office oi'llcalili Care Access t“OHCA“) received your Cortilicale oP 
Need ("CON") WfllanaiiUUion wittcs( on bdaiH'ofWir.dluin: Conununity Memorial Hospital 
(“L’clitioiief") \villi mpeel to the atigumeirt ofclir.icn! ser-iees at Wiixllum; 1 lospilat,

Windliaiu Hospital is a tiieiibed nonpioiit hospjul am; pan oiTlar.ford Healthcare Cor|X)niiion. 
Wiuuiinm I lospital cutnauly provides iupaiicni care on tltree (3) inpauejit units, jncluJLtj; a 3(1- 
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Where We Are Now

• We are committed to keeping 
Windham Hospital open and 
accessible to all who rely on us 
for their care

• We can — and we must — 
remain a cornerstone of care 
for this community.
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Call to Action:

• We need to face the economic realities that are prevalent 
throughout healthcare.

• We need to be innovative, work together, put our focus 
where it is needed, and oppose the continued cuts to 
hospitals.

• Urge your legislators to focus on the real issue.
• Ask them to get back to Hartford, and call a special 

session now to reverse the devastating reductions 
announced last week.

Confidential and Proprietary Information December 18, 2015 13 Windham
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Questions?
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Cornerstone of Care
A continuing community conversation about creating a 
sustainable future for Windham Hospital
There’s a lot to admire about healthcare in 
America. For the most part, our healthcare 
facilities are up-to-date and well-equipped. | 
Our physicians are highly trained. Technol
ogy is widely available. Access to outpatient 
care is growing rapidly. Safeguards help en
sure quality. We take pride in our hospitals 
and the people who choose healthcare as 
their profession. Medical miracles happen 
nearly every day.

All of that is true throughout our great 
country - and it’s all true here, in Eastern 
Connecticut, as well.

There’s a lot wrong with American health
care, too. Mainly, it costs too much. Health 
spending totals $2.8 trillion a year nation
wide. Think about this: if U.S. healthcare 
were its own economy, it would be the fifth 
largest in the world. That’s just staggering.

The list of woes goes on: Our whole health 
system is geared to fix folks up rather than 
keep them well. Access to routine care, though 
getting better, is still a problem. We need to 
focus more on helping people stay healthier 
and rely less on costly emergency and acute 
care services. We still make it way too 
complicated for most people (including 
those of us who work in healthcare) to un
derstand how the parts of the health system 
can actually work together to keep us well.u Think about this: 

if U.S. healthcare were its 
own economy, it would be the 

fifth largest in the world.
That’s just staggering. 99

;
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All of that is true in Eastern Connecticut, too.

Addressing these problems - creating access 
to high-quality, safe and more affordable 
care - will require change. It will be hard, and 
sometimes it will feel uncomfortable.

Periodically over the next several months, j 
I want to provide updates on what’s chang- j 
ing, and why, as we work on creating a more 
sustainable model of care for our region - ] 
for the people who rely on our hospitals and j 
health centers.

It’s about transformation - and that’s 
especially needed for Windham Hospital. ;

We need to focus on keeping the doors 
of Windham Hospital open. It has been 
struggling for too many years, on too many 
fronts, and there’s too much at stake to risk 
losing this cornerstone of community care.

So we’ll explore how our “cornerstone services” 
model can better serve our community, and 
create a more sustainable foundation for 
Windham Hospital. That’s why this series of 
columns will be called "Cornerstone of Care."
We’ll take a look at how we need to turn 
the tide of negative numbers: not just the 
declining number of people who are hospi
talized, but also the challenges in attracting 
and retaining providers.

We'll review how we intend to invest in, and 
continue to support, a broad array of health
care services - in the hospital, at our health 
centers, in the community and throughout 
our system - for Windham.

No one denies that change is needed 
everywhere in American healthcare. But 
we all know that change is more challeng
ing when it hits close to home. That’s why I 
feel obligated to explain, and explore, what’s 
happening and why - and how my colleagues 
and I are listening.

Together, we can create a sustainable system 
of care to fix what’s ailing Windham Hospital 
- so it’s sound tomorrow and its service to 
the community can be secure for years to 
come. In so doing, we can also help address 
some of the problems facing healthcare 
in general.

Dave Whitehead
President,
Windham Community 
Memorial Hospital

Windham *** 

Hospital
Connect to healthier.™



Cornerstone of Care
A continuing community conversation about creating a 
sustainable future for Windham Hospital

As part of our continued efforts to keep you 
informed on our Windham Hospital corner
stone plan, I am pleased to report that the 
state Office of Health Care Access (OHCA) 
has determined that Windham Hospital’s 
proposal to transform its critical care area 
into a Progressive Care Unit does not require 
a Certificate of Need.
Windham Hospital asked OHCA to review 
our Progressive Care Unit (PCU) proposal. 
This PCU would be a way to realign services 
to better serve patients, and create greater 
financial stability for Windham Hospital and 
continued access for the patients we serve.
In its letter, OHCA stated that “the proposed 
PCU will offer the same clinical care servic
es that are currently offered” in the existing 
critical care area. This allows us to continue 
working with our medical staff and other 
stakeholders on our transformation plan.
The PCU proposal involves repurposing the 
current 12-bed area designated for critical 
care (which averages approximately two 
patients requiring critical care per day) into 
a Progressive Care Unit. This would allow 
for more efficient use of staff and space in 
the hospital.
It’s important to note that there would be 
no change to services — the same level of 
clinical services that are being offered to
day would still be available to patients who 
require it.
As I’ve explained in the past, the proposed 
change is a key part of our efforts to over
come financial shortfalls of approximately 
$25 million over the past five years as well as 
declining inpatient volumes.
We have spent a lot of time and effort ana
lyzing the data and reviewing how we could 
best improve care for patients while also 
improving efficiency. As we said we would, 
we sought OHCA’s determination of our PCU 
concept. OHCA’s determination is a step for
ward for our cornerstone services proposal, 
which is being designed to keep Windham 
Hospital’s doors open for the community we 
are so privileged to serve.
There are so many people that rely on us for 
healthcare, and we need to create a sustain
able model that will ensure they will have 
access to the services that they need.

Again, here are the main facts about our 
cornerstone plan for Windham Hospital: 
to offer services such as 24-hour emergency 
care, inpatient, cardiology, oncology, 
inpatient and outpatient surgical services, 
women’s health services, diagnostic 
imaging and other integral services for 
the region based on community need.
We will also continue to make investments 
in technology, infrastructure and new 
services. Examples of investments include the 
recruitment of new psychiatrists, the addi-a It’s important to note that 

there would be no change to 
services — the same level of clinical 
services that are being offered today 
would still be available to patients

who require it. 99
tion of a new cardiologist, the development 
of a comprehensive electronic health records 
system for Windham Hospital, and plans 
to renovate Windham Hospital’s Birthing 
Center and entrances to be more welcoming 
to our patients and visitors.
On behalf of my colleagues at Windham 
Hospital, thank you for your continued 
support of Windham Hospital, and our 
efforts to ensure that we have a sustainable 
healthcare delivery system that our commu
nity can be proud of. I will continue to keep 
you updated on our progress.

Dave Whitehead 
President,
Windham Community 
Memorial Hospital

Windham
Hospital
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Cornerstone of Care
A continuing community conversation about creating a 
sustainable future for Windham Hospital
Let’s talk facts. Healthcare can be complicated, and change can be difficult. But when we stick with the 
facts, we have a better chance of reaching agreement through shared understanding.
Lately, there has been a lot of misinformation about what is happening with Windham Hospital. Whether 
it’s what services will be offered, or what changes are being proposed - no one is well served by 
information that is incomplete, misleading or simply wrong.
Because Windham Hospital has lost approximately $25 million over the past five years, we have sought 
ways to provide care more efficiently, and close to home for our patients whenever possible. We 
explained how we would continue to make investments in technology, infrastructure and new services.
Before the state’s most recent Medicaid cuts, which mean an additional loss of about $1.7 million from 
Windham Hospital, we proposed a list of Cornerstone Services that Windham Hospital will provide. 
It remains to be seen how this latest and unexpected state budget cut affects our plans, but here is a recap of 
what’s been said, compared with what we have planned.

WHAT’S BEEN SAID WHAT YOU SHOULD KNOW

“We cannot stand by and allow Hartford 
Healthcare to turn our hospital into a 
glorified emergency room.”

— State Sen. Mae Flexer

Our proposed Cornerstone services include:
• 24-hour emergency care
• Inpatient care
• Cardiology
• Oncology
• Inpatient and outpatient surgical services
• Women’s health services
• Diagnostic imaging
• Community programs such as diabetes 

education and school-based health centers
• And other integral services for the region 

based on community need.

"This is about as close to closure of a 
hospital as you can get and still keep the 
doors open."

— State Sen. Cathy Osten

Keeping the doors open to a wide variety of care - 
and avoiding closure - is the driver of our plans.
A hospital that loses millions every year needs to 
transform so it can stay open and viable for those 
it serves.

Legislators said “the Office of Health
Care Access has given preliminary ap
proval to the [Progressive Care Unit] plan 
but is still collecting information. That 
makes Monday’s forum critical for those 
who are concerned about the Hartford 
Healthcare proposal.”

— Norwich Bulletin, Sept. 19

Windham Hospital submitted its proposal for a 
Progressive Care Unit to OHCA, as we said we 
would. OHCA determined that the change does 
not require a Certificate of Need. OHCA is not 
seeking additional information. You can read the 
OHCA letter here: http://l.usa.gov/liMzLLu

“We Ye taking smart steps to ensure budget 
balance and plan for the long-term.”
— Devon Puglia, Gov. Malloy’s spokesman, 

on the recent Medicaid cuts
4

The cuts mean an additional $1.7-million loss for 
Windham Hospital. The state is using more and 
more of the hospital tax to balance its budget - this 
means more than a half-billion dollars a year is now 
collected from hospitals and not used for healthcare, 

t------------------------------
Community hospitals are special. They are part of the fabric of the region. Talk of transformation makes 
many uneasy, and that’s understandable. But inaccuracies only make matters worse - and may further drive 
patients away.
We deserve better than a struggling hospital. Our plan is to create a sustainable future, so Windham Hospital 
stays viable - open and ready to serve - well into the future.
You can read updates at any time at windhamhospital.org.

Dave Whitehead
President, Windham Community Memorial Hospital Connect to healthier.™

Windham
Hospital
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ndham Hospital’s Future

Ithcare is constantly changing, and in order to continue to serve the community, Windham Hospital 
it change along with it.
se of financial difficulties, decreasing inpatient volume and reimbursement challenges, Windham Hospital is proposing a “Cornerstone Services” model, which is 
on community need data, current utilization of services and national trends. The goal is to become more efficient, offer higher quality care and create a 
rable model that our community can be proud of.

rerstone of Care
inuing community conversation about creating a sustainable future for Wndham Hospital:

Issue #1: Cornerstone of Care 
Issue #2: Transforming Care
Issue #3: Let's Talk Facts - What's been said, and what you should know
Issue #4: The same highly qualified team of Wndham Hospital paramedics will continue to respond to emergencies in our 
community

rs & Press
Oct. 1, 2015: Talks between Wndham Hospital, union reach impasse. Cornerstone proposal moves forward.

[uently Asked Questions
• are changes needed?
salthcare environment has been extremely challenging, across the state and nation The fiscal pressures are magnified at small hospitals like Wndham. The 
quo is not sustainable:

Financial losses are mounting every year. For the past five years, financial losses at Wndham have totaled more than $17 million, with another nearly $8 million 
projected for this fiscal year.

Wndham Hospital is considered a "distressed hospital” by the State of Connecticut.

We have taken cuts to reimbursements. As recently as Friday, Sept. 18, Governor Malloy slashed Medicaid funding as part of emergency budget cuts. This will 
put an additional strain on hospitals like Wndham that rely on this funding.

There is an increased reliance on government payments (Medicare and Medicaid). It is well documented that these payments do not come close to covering the 
actual cost of providing care to these patients.

Wndham's payer mix (the number of people with commercial insurance) is among the least desirable in all of Connecticut.

Wndham Hospital is dealing with declining inpatient volume and increased competition.

http://www.windhamhospital.org/about-us/windham-hospitals-future 12/21/2015
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There is a state and national trend towards outpatient services.

We have been open and honest in stating that some changes may require job reductions and streamlining services. Yet, in other cases, the changes will mean 
investments to strategically add services.

The alternative to doing nothing is to risk losing this valuable community resource, or to see its ability to provide needed healthcare severely diminished.

t changes are planned?
In order to remain open and accessible for all who rely on us, we must transform the health care delivery system at Windham Hospital to focus on cornerstone 
services.

Our independent community health needs assessment and other data have told us that cornerstone services include, but are not limited to:
• 24-hour emergency care
• Inpatient care
• Cardiology
• Oncology
• A Progressive Care Unit
• Inpatient and outpatient surgical services
• Women’s health services
• Diagnostic imaging

We will continue to make millions of dollars in investments in technology, infrastructure and new services. Examples of investments include:
• The recruitment of new psychiatrists
• The addition of a new cardiologist
• The development of a comprehensive electronic medical records system for Windham Hospital
• Renovations to the Windham Hospital Birthing Center
• Renovations to hospital entrances
• The establishment of a Center for Healthy Aging, which would provide a wide array of services for our growing elderly population. Services would include 

medical care, nutrition, exercise and behavioral health.

.t is the Progressive Care Unit (PCU)
We asked the state Office of Health Care Access to review our proposal to transform our critical care area into a Progressive Care Unit (PCU).

This is a way to realign services to better serve patients, and create greater financial stability for Windham Hospital and continued access for the patients we 
serve.

The current 12-bed critical care area only averages only 2 patients per day requiring critical-level care. The PCU proposal would allow for more efficient use of 
staff and space for the hospital.

There would be not change to services — the same level of clinical services that are being offered today would still be available to patients

In a letter dated Sept. 9, OHCA stated that “the proposed PCU will offer the same clinical services that are currently offered” in the existing critical care area ”

OHCA determined that transforming the critical care area into a PCU does not require a Certificate of Need.

t's Next?
We are committed to keeping Windham Hospital open and accessible to all who rely on us for their care.

We pledge to continue to provide the cornerstone services that our community needs locally. We will continue to work collaboratively to enable access to the 
specialty care services that our affiliation with Hartford Healthcare makes possible.

We can — and we must — remain a cornerstone of care for this community.

Our transformation process is based on data, not “what we've always done" or emotions.

We cannot live in the world as we might wish it to be. We need to face the economic realities that are prevalent throughout healthcare in our system, the state 
and the nation.

We can’t sacrifice the future to sustain a past that is honorable, but is no longer our reality.

http://www.windhamhospital.org/about-us/windham-hospitals-future 12/21/2015
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Charlotte Hungerford Hospital & 
Hartford HealthCare:
Partnering to Build Healthier Communities

• Elliot Joseph, President and CEO

• Jeffrey A. Flaks, EVP and COO

• David Whitehead, SVP, Chief Strategy Transformation Officer

+



Common Mission, Values . . . 

Charlotte Hungerford Hospital Hartford HealthCare 
Compassion Caring 
Integrity Integrity 
Service/Excellence Excellence 
Community Safety 
Dignity 

9/13/2016Charlotte Hungerford Hospital Corporators 2

Charlotte Hungerford Hospital Hartford HealthCare 
“To provide access to quality, 
compassionate, affordable healthcare 
for the people of Northwestern 
Connecticut.” 

“To improve the health and healing 
of the people and communities we 
serve.” 

Mission

Values



. . . And Vision
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Charlotte Hungerford Hospital Hartford HealthCare 

To have grown and developed as a vibrant, 
independent, community-based healthcare network 
serving as the provider of choice for the 100,000 
lives in our service area, delivering a comprehensive 
array of healthcare programs and services directly, 
or in partnership with others.

In reaching this status, we shall:

Achieve clinical excellence and provide the highest 
quality of care;
Assure our staff, patients and community have 
confidence in our care;
Develop our organization and network of providers 
into a more effective, coordinated, competent and 
accountable team;
Improve our infrastructure and patient environment; 
and,
Strengthen our organization’s financial health. 

To be nationally respected for excellence 
in patient care and most trusted for 
personalized coordinated care. 



Charlotte Hungerford Hospital: Anchoring the Northwest Region

9/13/2016Charlotte Hungerford Hospital Corporators 4
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HHC: Building Ambulatory
& Physician Access

28 satellites (+10 pending)
7 ASCs/GI centers (+8 pending)
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Olejarz, Barbara

From: Carney, Brian
Sent: Tuesday, August 08, 2017 1:28 PM
To: Cowherd, Stephen M.; Durdy, Barbara (Barbara.Durdy@hhchealth.org); 

'bmattiello@hungerford.org'
Cc: Hansted, Kevin; Riggott, Kaila
Subject: Docket: 16-32135-CON
Attachments: 16-32135-closure of hearing.pdf

Dear Attorney Cowherd, Ms. Durdy and Mr. Mattiello: 
 
Please see the attached letter closing the Charlotte Hungerford Hospital/Hartford HealthCare hearing. 
 
Sincerely, 
Brian Carney 
 
Brian Carney, MBA 
Associate Research Analyst 
Connecticut Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS#13HCA 
Hartford, CT 06134‐0308 
Phone ‐ 860‐418‐7014 
brian.carney@ct.gov 
 

 
 



 
 

  

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

Office of Healthcare Access 
August 8, 2017 
 
Stephen M. Cowherd, Esq. 
Pullman & Comley LLC 
850 Main Street 
P.O. Box 7006 
Bridgeport, CT 06601-7006 
 
 
RE: Transfer of Ownership of The Charlotte Hungerford Hospital to Hartford HealthCare 

Corporation (Docket: 16-32135-CON) 
Closure of Public Hearing 

  
Dear Attorney Cowherd: 

 
Please be advised that the public hearing held on May 8, 2017, in the above referenced docket, is 
hereby closed as of August 8, 2017. The Office of Health Care Access will receive no additional 
public comments or filings. 
 
If you have any questions regarding this matter, please feel free to contact Kaila Riggott at (860) 
418-7037. 
 
Sincerely, 
 
 
 
Kevin T. Hansted 
Hearing Officer 
 
 
Cc:  Brian Mattiello 
 Barbara Durdy 
 

Digitally signed by Kevin T. 
Hansted 
Date: 2017.08.08 13:03:42 -04'00'
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User, OHCA

From: Riggott, Kaila
Sent: Thursday, November 09, 2017 8:43 AM
To: Durdy, Barbara (Barbara.Durdy@hhchealth.org)
Cc: User, OHCA; Martone, Kim
Subject: Agreed Settlement
Attachments: HHC Acquisition of Charlotte Agreed Settlement 11-9-2017.docx

Importance: High

Good Morning Barbara, 
 
Please see the attached Agreed Settlement for Docket No. 16‐32135‐CON (with, as discussed, OHCA’s changes to 
conditions 10 and 15 highlighted). Please confirm receipt of this email and then review, electronically sign the last page 
and return to me by Thursday, November 16th, 2017 for Deputy Commissioner Addo’s signature. Please feel free to call 
if you have any questions or concerns.  
 
Regards, 
 
Kaila 
 
Kaila Riggott, MPA 
Planning Specialist 
State of Connecticut 
Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS#13-HCA 
Hartford, CT 06134 
phone: 860.418.7037 
fax: 860.418.7053 
http://www/ct.gov/ohca 

 
 
 



Office of Health Care Access 

 

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

Agreed Settlement 
 
Applicants: The Charlotte Hungerford Hospital 

540 Litchfield Street 
Torrington, CT 06790 
 
Hartford HealthCare Corporation 
1 State Street 
Hartford, CT 06103 
 

Docket Number:  16-32135-CON 
 

Project Title: Transfer of ownership of The Charlotte Hungerford Hospital 
to Hartford HealthCare Corporation 
 

Project Description: The Charlotte Hungerford Hospital (“TCHH” or “Hospital”) and Hartford 
HealthCare Corporation (“HHC”), herein collectively referred to as the (“Applicants”), seek 
authorization to transfer ownership of TCHH and its subsidiaries to HHC. 
 
Procedural History: The Applicants published notice of their intent to file a Certificate of Need 
(“CON”) application in the Torrington Register Citizen (Torrington) on August 30, 31 and 
September 1, 2016. On November 28, 2016, the Office of Health Care Access (“OHCA”) 
received the CON application from the Applicants for the above-referenced project. The 
application was deemed complete on March 8, 2017. On April 7, 2017, Commissioner Raul Pino 
designated Attorney Kevin T. Hansted as the hearing officer in this matter and the Applicants 
were notified of the date, time, and place of the public hearing. On April 10, 2017, a notice to the 
public announcing the hearing was published in The Torrington Register Citizen. Thereafter, 
pursuant to Connecticut General Statutes (“Conn. Gen. Stat.”) § 19a-639a (f)(2), a public hearing 
regarding the CON application was held on May 8, 2017. The hearing was conducted in 
accordance with the provisions of the Uniform Administrative Procedure Act (Chapter 54 of the 
Conn. Gen. Stat.) and Conn. Gen. Stat. § 19a-639a (f)(2) and the Hearing Officer heard 
testimony from witnesses for the Applicants. The public hearing record was closed on August 8, 
2017.  
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Findings of Fact and Conclusions of Law 
 
1. TCHH is a 122-bed, acute care hospital, located in Torrington, Connecticut. Ex. A, p. 11 

 
2. TCHH is a Connecticut non-stock, tax-exempt corporation, holding interests in four 

subsidiaries that operate outpatient health care facilities and/or perform related community 
and ancillary services for the hospital (see legal chart of corporate structure, below). 

 

 
 

Ex. A, p. 168 
 
3. HHC is a Connecticut non-stock, tax-exempt corporation serving as the parent to a system of 

integrated health care entities, including: Hartford Hospital (“HH”), The Hospital of Central 
Connecticut, The William H. Backus Hospital, MidState Medical Center and Windham 
Hospital. Ex. A, pp. 12-13 

 
4. In February 2014, the TCHH Board of Governors began evaluating the need for a strategic 

affiliation with a larger health system to help sustain the Hospital’s operational, financial and 
clinical services. Ex. A, p. 13 
 

5. A TCHH Independence Strategy Evaluation Committee (“Committee”) was convened to 
review TCHH’s degree of independence and to establish guiding principles to use in 
evaluating any partnership/affiliation. Ex. A, p. 13 
 

  

MedConn Collection 
Agency, LLC

 

TCHH 33 1/3%

Advanced Medical 
Imaging of 

Northwest CT, LLC
 

TCHH 50%

Litchfield County
Healthcare 

Services, Corp.

The Charlotte Hungerford 
Hospital

The Cancer Care 
Fund of the 

Litchfield Hills, Inc.
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6. The Committee concluded that a number of factors should lead TCHH to adjust its degree of 
independence, including: 

 growing difficulty recruiting and retaining physicians in both primary and 
specialty care; 

 declining operating margins reduced to levels inadequate for current reinvestment 
in facilities and services; 

 high reliance (i.e., approximately 80%) and sensitivity to Medicare and Medicaid 
reimbursement due to an aging patient population; 

 reductions in inpatient discharges resulting from the loss of physicians in major 
inpatient service lines and a decreasing primary care presence in the community; 
and 

 difficulty expanding outpatient services and meeting TCHH’s population health 
management interests as an independent hospital. 

Ex. A, pp. 13, 15 
 

7. As a result of these combined factors, a Request for Proposal (“RFP”) was issued in July 
2015 seeking a strategic affiliation partner. From among the respondents, HHC was selected 
as the health care system that most closely shared TCHH’s vision for the region’s health care 
needs. Ex. A, pp. 9, 14 
 

8. Following HHC’s selection, the Boards of TCHH and HHC approved the Affiliation 
Agreement (“AA”) on July 28, 2016 and August 5, 2016, respectively. Ex. A, p. 24 
 

9. The Applicants, therefore, request authorization to transfer ownership of TCHH and its 
subsidiaries to HHC. Following the transaction, HHC will become the sole corporate member 
of TCHH, pursuant to the terms and conditions of the AA. Ex. A, p. 7 
 

10. On September 19, 2016, a Hart-Scott-Rodino (“HSR”) filing1 was submitted to the Federal 
Trade Commission (“FTC”). As of October 31, 2016, the 30-day waiting period outlined by 
the HSR Anti-trust Improvements Act expired without further investigation of the 
transaction. Ex. A, p. 24 
 

11. Following the transfer of ownership, TCHH will continue to operate as an independently 
licensed hospital with its own separate medical staff. Ex. A, pp. 6, 18 
 

12. As an independent care provider, TCHH can no longer produce the operating margins 
necessary to invest in health care in its facilities. HHC will provide TCHH with the financial 
resources, clinical support and organizational structure needed to meet the demands of health 
care reform and the changing health care environment. Testimony of Mr. John Janco, Chairman of 
the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, pp. 13-14 
 

                                                            
1 The Hart-Scott Rodino (“HSR”) Act requires that information about large mergers and acquisitions be submitted to 
the Federal Trade Commission and the Department of Justice prior to their occurrence. The parties may not close 
their deal prior to the waiting period outlined in the HSR Act without government approval. Source: 
https://www.ftc.gov/enforcement/premerger-notification-program 
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13. The post-transaction TCHH Board will consist of the 14 members currently serving on 
TCHH’s Board of Directors, along with four members appointed by HHC. The president of 
TCHH and the medical staff president will both be ex-officio members of the Board. Ex. A, p. 
18 
 

14. The post-transaction TCHH Board will be responsible for the oversight of all quality 
assessment, performance improvement and patient safety activities of the Hospital and its 
affiliates, including the authority to credential, grant and revoke medical staff memberships. 
Other responsibilities will include oversight of the community benefit and health needs 
assessment, advocacy for the Northwest Region’s health needs, fundraising and development 
activities to further the mission, vision and values of the health care system. Ex. A, p. 18 

 
15. During the first year of the three-year transition period, the TCHH Board will maintain a 

finance and strategic planning committee composed of the same members who served on the 
related Hospital committees prior to the transaction. Ex. A, p. 18 

 
16. Following approval of the initial plan by the HHC Board, managerial and administrative 

oversight for the Northwest Region strategic plan will reside with the regional president and 
other executive management and will be integrated with HHC’s strategic plan. Ex. A, p. 82 
 

17. The following chart depicts the organizational structure following the proposed transaction: 
 
 

 
 

Ex. A, p. 169 
 

  

MedConn Collection 
Agency, LLC

 
TCHH 33 1/3%

Advanced Medical 
Imaging of 

Northwest CT, LLC
 

TCHH 50%

Litchfield County
Healthcare 

Services, Corp.

Hartford Healthcare 
Corporation

The Charlotte Hungerford 
Hospital

The Cancer Care 
Fund of the 

Litchfield Hills, Inc.
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18. TCHH’s primary service area consists of three towns in Northwest Connecticut; more than 
half of all discharged inpatients reside in Torrington (see table below): 

 
TABLE 1 

TCHH PRIMARY SERVICE AREA* 

Town 

FY 2015 

Discharges %1 
Torrington 3,387 56.1% 
Winchester 697 11.5% 
Litchfield 485 8.0% 

PSA Total 4,569 75.7% 
All other 1,468 24.3% 

Total 6,037 100.0% 
1 May not add due to rounding 
*Primary service area based on top 75% of patient  

discharges by town 
 
Sources: Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care  
Hospital Discharge Database 

 
19. TCHH and HHC have a history of collaboration; HHC personnel have provided clinical 

education on trauma care to emergency medical providers at TCHH through HH’s LIFE 
STAR program and trauma department. Ex. A, p. 22 
 

20. HHC’s cardiology department staff, LIFE STAR and TCHH personnel have worked together 
to determine the optimum care for cardiac patients arriving at the Hospital’s ED, including 
facilitating air or ground transport and assembling an interventional team at HH. The two 
hospitals have also worked together to develop quality assurance and performance 
improvement programs over the past several years. These programs have helped improve 
door-to-balloon times for TCHH cardiac patients. Ex. A, p. 22 
 

21. The proposal is expected to provide TCHH and the community it serves the following 
benefits: 

 

 establishment of an extensive primary care and ambulatory care network, including, 
but not limited to: the use of patient-centered medical homes; the development and 
expansion of services and programs offered to the community, including the 
development of a new, modern multispecialty care center; and the development of an 
ambulatory surgery network in the Northwest Region; 

 ability to participate in population health initiatives undertaken by HHC; 
 establishment of a Geriatric Medicine Institute at TCHH and the development of a 

new site for the “Center for Healthy Aging,” a program designed to provide expanded 
community-based access to a full complement of programs and resources for the 
aged; 

 enhanced cardiovascular services, including an integrated congestive heart failure 
program and on-site electrophysiology; 

 implementation of a gastrointestinal and digestive diseases program for TCHH in 
coordination with statewide programs developed by HHC; 
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 expansion of the orthopedic program at TCHH in coordination with statewide 
programs developed by HHC; 

 enhanced behavioral health services, including treatment for substance use disorders 
and mental health--including the care and treatment of geri-psych and related 
diseases; 

 expanded women’s health services, including access to uro-gynecological specialists, 
perinatology, and nationally-recognized reconstructive and breast surgeons; and  

 expansion of neurology and neuroscience services by building upon the existing 
telestroke collaboration with HHC and the establishment of outpatient services in the 
community. 

Ex. C, p. 327 
 

22. Further, HHC has a strong commitment to quality, which is supported by numerous 
informatics tools (e.g., dashboards, Epic electronic health record platform “Epic”) used to 
measure performance. These tools are used to support more than 40 clinical councils in areas 
such as emergency medicine, OBGYN, endocrinology and a broad spectrum of medical care. 
These clinical councils work to identify the best practices of evidence-based medicine, to 
adopt these best practices and to measure if the desired outcome is being reached. The goal 
of these councils is to enhance the level of care and improve health care quality in the 
community. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, pp. 52-
54 
 

23. Disruptions from the loss of physicians in major inpatient service lines has negatively 
affected patient volumes. Over the past several years, TCHH has lost 21 physicians, 
primarily due to retirements, re-locations and career path changes. 

 
TABLE 2 

TCHH PHYSICIAN REDUCTIONS IN INPATIENT SERVICE LINES 
Service Line Type of MD Time Frame Number 

Neurology Neurologist May 2015 1 

Orthopedics 
Orthopedists 
Physiatrists 

2014-2016 
5 
2 

Primary Care Primary Care 2014-2016 7 

ENT ENT Dec 2016 1 
Surgery Surgeon Sept 2016 1 

Psychiatry Psychiatrists 2014-2016 4 

 
24. The TCHH Physician Manpower Plan (completed in March 2015) concluded that in terms of 

patient care full-time equivalents (“FTEs”), the Hospital community had a total physician 
shortage of 29.6 FTEs in the areas of primary care (13.1) specialists (11.2) and surgeons 
(5.3). Ex. O, Late File, Table 19, p. 4 
 

25. Both loss of physicians and difficulty recruiting new physicians have greatly impaired 
TCHH’s ability to improve access to care, enhance revenues and to develop new service lines 
in response to community need. Testimony of Mr. Dan McIntyre, President and Executive Director of the 
Charlotte Hungerford Hospital, Ex. N, pp. 24-25 
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26. HHC has had success in recruiting physicians due to its large physician practice, Hartford 

HealthCare Medical Group, with nearly 500 physicians. Having a large medical group 
provides an expanded peer group to support, advise and mentor recently trained physicians, 
and enhances initial recruitment and eventual placement of specialists in community 
hospitals. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, p. 54 
 

27. As a result of physician loss and recruiting difficulty, both discharges and patient days have 
declined at TCHH over the past several years (see tables below): 

 
TABLE 3 

TCHH HISTORICAL DISCHARGES 

Service 
Actual Volume 

FY 2013 FY 2014 FY 13-14
% chg FY 2015 FY 14-15

% chg FY 2016 FY 15-16 
% chg 

FY 13-16
% chg 

Medicine 3,782 3,538 -6.5% 3,581 1.2% 3,167 -11.6% -16.3% 

Newborn 450 445 -1.1% 448 0.7% 396 -11.6% -12.0% 

Obstetrics 472 457 -3.2% 463 1.3% 414 -10.6% -12.3% 

Psychiatric 683 685 0.3% 685 0.0% 747 9.1% 9.4% 

Surgery 1,142 977 -14.4% 858 -12.2% 789 -8.0% -30.9% 

Total 6,529 6,103 -6.5% 6,035 -1.1% 5,513 -8.6% -15.6% 
 

TABLE 4 
TCHH HISTORICAL PATIENT DAYS 

Service 
Actual Volume 

FY 2013 FY 2014 FY 13-14
% chg FY 2015 FY 14-15

% chg FY 2016 FY 15-16 
% chg 

FY 13-16
% chg 

Medicine 14,897 14,466 -6.5% 15,720 1.2% 12,825 -18.4% -13.9% 

Newborn 1,086 1,185 -1.1% 1,126 0.7% 970 -13.9% -10.7% 

Obstetrics 1,155 1,163 -3.2% 1,189 1.3% 1,030 -13.4% -10.8% 

Psychiatric 3,928 3,956 0.3% 3,586 0.0% 4,113 14.7% 4.7% 

Surgery 5,428 5,015 -14.4% 4,403 -12.2% 4,142 -5.9% -23.7% 

Total 26,494 25,785 -6.5% 26,024 -1.1% 23,080 -11.3% -12.9% 
Ex. C, p. 330 
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28. However, inpatient volumes are projected to increase as a result of the proposal’s planned 
expansion of primary care, specialty and subspecialty care2 and population models in 
TCHH’s primary service area. 

TABLE 5 
TCHH PROJECTED DISCHARGES BY SERVICE 

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18
% chg FY 2019 FY 18-19

% chg FY 2020 FY 19-20
% chg 

Medicine 3,303 3,680 11.4% 3,839 4.3% 3,915 2.0% 

Newborn 358 358 0.0% 358 0.0% 358 0.0% 

Obstetrics 375 375 0.0% 375 0.0% 375 0.0% 

Psychiatric 729 798 9.5% 845 5.9% 845 0.0% 

Surgery 748 979 30.9% 1,116 14.0% 1,134 1.6% 

Total 5,513 6,190 12.3% 6,533 5.5% 6,627 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 

TABLE 6 
TCHH PROJECTED PATIENT DAYS BY SERVICE 

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18
% chg FY 2019 FY 18-19

% chg FY 2020 FY 19-20
% chg 

Medicine 13,435 14,968 11.4% 15,615 4.3% 15,924 2.0% 

Newborn 947 947 0.0% 947 0.0% 947 0.0% 

Obstetrics 927 927 0.0% 927 0.0% 927 0.0% 

Psychiatric 4,109 4,498 9.5% 4,763 5.9% 4,763 0.0% 

Surgery 4,158 5,442 30.9% 6,204 14.0% 6,304 1.6% 

Total 23,576 26,782 13.6% 28,456 6.3% 28,865 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 
 

Ex. C, pp. 327-331 
 

29. In addition to stabilizing TCHH patient volumes, the proposal is intended to provide the 
following benefits: 

 physician recruitment of primary care, neurology and orthopedics will be 
significantly improved as an affiliate of a large integrated health system (HHC); 

 replacement of “end-of-life” and obsolete equipment with new technology; 
 repair or replacement of vital physical plant facilities (average age of plant is 20 

years old) and infrastructure, including the renovation of the TCHH emergency 
department; 

 installation of Epic; 
 access to HHC’s system-wide analytic tools to help monitor clinical indicators 

(e.g., mortality and readmission rates) and broader clinical staff collaboration, 
along with the ability to participate in disease-specific “institutes” and clinical 
councils; 

                                                            
2 Potential new/expanded programs include: geriatric medicine, cardiovascular, gastrointestinal and digestive 
disease, orthopedics, behavioral health, women’s health and neurology and neuroscience services. 
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 Improvement in quality measurement (i.e., access to dashboards which identify 
high-risk and high-frequency problem areas) along with the ability to participate 
in national registries to support benchmarking and gain access to tools (e.g., 
National Surgical Quality Improvement Program and National Database of 
Nursing Quality Indicators) to support best practice implementation; 

Ex. C, p. 342; Ex. S, OHCA Order 2 responses, pp. 7-10 
 
30. As a result of HHC’s acquisition, TCHH expects to receive similar benefits to those 

accomplished at Windham Hospital, noted below: 
 expanded key service lines (e.g., oncology, neuroscience, heart and vascular, 

behavioral health and orthopedics) as a direct result of investment allowing for the 
development of clinical institutes; 

 key clinical recruitments, in general/orthopedic surgery, cardiology and primary 
care; 

 financial support to purchase state-of-the-art imaging equipment to help in the 
early detection of cancer and other diseases; 

 additional resources to allow significant investment in information technology 
(e.g., Epic); 

 capital investments used to develop a 30,000 square foot medical office and a 
renovated hospital lobby and cafeteria; and 

 opportunity to participate in clinical quality councils, system-wide initiatives to 
reduce variation in clinical practice resulting in becoming a High Reliability 
Organization.3 

Ex. S, OHCA Order 2 responses, pp. 4-7 
 

  

                                                            
3 According to the US Department of Health and Human Services, Agency for Healthcare Research and Quality, 
“High reliability organizations (“HROs”) are organizations that operate in complex, high-hazard domains for 
extended periods without serious accidents or catastrophic failures. The concept of high reliability is attractive for 
health care, due to the complexity of operations and the risk of significant and even potentially catastrophic 
consequences when failures occur in health care.” Further, HROs have staff that “…consistently prioritize safety and 
have both the authority and the responsibility to make real-time operational adjustments to maintain safe operations 
as the top priority.” 
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31. Medicaid-covered patients account for 20% of discharges at TCHH. The Applicants do not 
anticipate any changes in payer mix for the first three years with the proposal. 

 
TABLE 7 

TCHH’S CURRENT & PROJECTED PAYER MIX 

Payer 

Current Projected** 

FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 

Discharges % Discharges % Discharges % Discharges % Discharges1 % 

Medicare* 3,087 56% 3,087 56% 3,466 56% 3,658 56% 3,711 56% 

Medicaid* 1,103 20% 1,103 20% 1,238 20% 1,307 20% 1,325 20% 

CHAMPUS & 
TriCare 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Government 4,190 76% 4,190 76% 4,704 76% 4,965 76% 5,036 76% 
Commercial 
Insurers* 1,213 22% 1,213 22% 1,362 22% 1,437 22% 1,458 22% 

Uninsured 110 2% 110 2% 124 2% 131 2% 133 2% 

Workers 
Compensation 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Non-
Government 1,323 24% 1,323 24% 1,486 24% 1,568 24% 1,591 24% 

Total Payer Mix 5,513 100% 5,513 100% 6,190 100% 6,533 100% 6,627 100% 
*Includes managed care activity 
**May not add due to rounding 
1Imputed from discharge total listed in Ex. M, Late File 4: Financial Worksheet (A) 

Ex. A, pp. 47; Ex. M, Late File 4: Financial Worksheet (A) 
 
32. The target patient population will not change as a result of the proposal. There are no 

closures, reductions, consolidations or relocations planned for any TCHH service currently 
offered. Further, the Applicants are planning to enhance and expand services to minimize the 
need for area residents to travel outside the service area for specialty care. Ex. A, pp. 30-31; Ex. 
C, p. 328 

 
33. The Applicants submitted a preliminary plan detailing how services will be provided by the 

Hospital for the first three years following the transfer of ownership. Ex. C, pp. 328-329 
 
34. If the proposal is approved, TCHH will adopt HHC’s charity care policy. TCHH patients will 

receive the following benefits as a result: 
 more options to apply for financial assistance, including in-person requests, by 

mail, phone or online application; 
 no exclusion for patients applying for financial assistance if: 

i. the patient was insured at the time of service; or 
ii. the patient had established a contract with ClearBalance4 and had not 

defaulted on the payment plan. 

                                                            
4 ClearBalance is a patient loan program provider for U.S. hospitals and health systems. 
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 more favorable collection policies in terms of time allowed to file an application 
and providing missing information; 

 more comprehensive guidelines to help provide financial assistance to 
underinsured patients; and 

 more inclusive approach to Free Bed Fund qualifying criteria. 
Ex. A, p. 26; Ex. C, pp. 333-334 

 
35. There are no plans to change TCHH’s price structure or to impose additional facility fees as a 

result of this proposal. The proposal is not expected to adversely affect patient healthcare 
costs. Ex. A, p. 36 
 

36. There are no planned changes to the Hospital’s existing payer contracts as a result of the 
proposal. The agreements will be renegotiated at the expiration of their terms. HHC expects 
that the responsibility for negotiating managed care contracts that expire after closing will be 
coordinated through a subsidiary of HHC, Integrated Care Partners, LLC. Ex. A, p. 62; Ex. S, 
Order 2, pp. 2-3 
 

37. HHC’s payer contracting process takes into account the individual cost structure of each 
hospital, its existing baseline rates and other considerations that are unique to the facility. 
Accordingly, new rates are negotiated based in part on existing baseline rates, the 
complement of services provided, the location of the services, and the existing cost structure. 
Overall HHC system needs are also considered. Ex. S, Order 2 Responses, pp. 2-3 
 

38. No financial gain will accrue to any officer, director, board member or senior manager of 
either TCHH or HHC as a result of this proposal. Ex. Q, Order 1 Responses, p. 1 
 

39. Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. Over seven years, $50M will be used to fund required maintenance and 
capital projects identified in the strategic plan. Ex. A, pp. 18-19 
 

40. At least $20M (of the $50M capital investment for infrastructure) will be invested within the 
first four years of the affiliation to fund emergency department renovations, outpatient 
facility upgrades, infrastructure development and physical plant improvements. Ex. A, pp. 18-
19 
 

41. With an aging physical plant, TCHH has found it difficult to make improvements at the 
Hospital and also invest in facilities within the community. HHC intends to renovate and 
expand the emergency department, expand a network of urgent care and other network 
facilities and to create a medical staff development plan to help recruit new physicians to the 
TCHH community. Testimony of Mr. Jeff Flaks, President and Chief Operating Officer of Hartford 
HealthCare, Ex. N, pp. 40-42 
 

42. HHC will provide an additional $3M to support medical staff development and recruitment 
efforts over the transitional period following the ownership change. Ex. A, p. 19 
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43. The table below provides a preliminary list of potential capital investments. At least $50M 
(68%) of the $73M total will be allocated to capital infrastructure projects at TCHH: 
 

TABLE 8 
PRELIMINARY CAPITAL INVESTMENTS FOR TCHH (in thousands) 

Description 
Seven-Year 

Total 

Major Service Line Opportunities/Discretionary Projects $20,000 

Infrastructure Improvements $50,000 

Medical Staff Development and Recruitment $3,000 

Total Estimated Capital Expenditures $73,000 
*Joint planning between TCHH and HHC will occur post-closing to determine 
additional areas requiring capital investment and may include: inpatient care 
and quality improvement, behavioral health, community engagement and 
benefit, shared services and IT systems. 

Ex. A, pp. 18-19; Ex. C, p. 341 
 

44. HHC financial support will help TCHH implement its Community Health Improvement Plan 
and to provide other community health benefits, which will be strengthened by the adoption 
of HHC’s system-wide charity care policies. Testimony of Mr. Brian Mattiello, Vice President of 
Organizational Development, Charlotte Hungerford Hospital, Ex. N, pp. 86-88 
 

45. HHC will make a repetitive grant of $100,000 for five years to Fit Together, a Litchfield 
County-based organization, to support TCHH’s community benefit activities. Ex. A, p. 19 
 

46. HHC will also fund a $2.5M distribution by TCHH to Northwest Connecticut Community 
Foundation, Inc., a tax-exempt charitable organization, for the express purpose of enhancing 
economic and community development in TCHH’s service area. Ex. A, p. 19 
 

47. TCHH’s 2018 Community Health Needs Assessment (“CHNA”) will incorporate the Center 
for Disease Control and Prevention’s (“CDC’s”) 6/18 initiatives as well as DPH’s Healthy 
Connecticut State Health Improvement Plan. Testimony of Mr. Dan McIntyre, President and Executive 
Director of the Charlotte Hungerford Hospital, Ex. N, p. 22 
 

48. TCHH conducts ongoing diversity training, has developed a diversity work plan and has 
maintained a committee to review and compare culturally linguistic appropriate standards 
(“CLAS”) with TCHH’s activities. TCHH has signed the American Hospital Association and 
Connecticut Hospital Association pledge to eliminate health care disparities. Ex. A, p. 35 
 

49. HHC will fund the proposal through HHC System earnings and free cash flows5 from 
depreciation expense. Ex., A, p. 37; Ex. C, p. 342 
 

  

                                                            
5 Earnings Before Interest Depreciation and Amortization (EBIDA) is used to measure “free cash flows” available 
for reinvestment at HHC. 
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50. The table below provides HHC’s available EBIDA for reinvestment with and without the 
proposal: 

TABLE 9 
EBIDA Amounts with/without CON for HHC, FYs 2015-2019 (in millions) 

Fiscal Year 
Without 

CON 
With 
CON 

FY 2015 $233.7 233.7 

FY 2016 299.0 299.0 

FY 2017 253.8 253.8 

FY 2018 270.3 276.0 

FY 2019 294.0 301.5 

FY 2020 305.6 313.6 

Total EBIDA 1,656.4 1,677.6 
Ex. C, pp. 342-343; Ex. M, p. 600 

 
51. HHC currently has approximately $1.3B in cash reserves available for use and will not need 

to finance the TCHH expenditures through external borrowing. From these reserves, HHC 
typically spends $175M in replacement capital per year across its system. Given that HHC’s 
system size would increase by only 5% following the acquisition of TCHH, HHC could 
reasonably allocate and commit approximately $10M per year over the next seven years to 
TCHH. Prefiled Testimony of Charles L. Johnson III, Executive Vice President and Chief Financial Officer of 
HHC, p. 507 
 

52. The most recent credit rating report for HHC is as follows: 
 Fitch: A/Stable Outlook 

Prefiled Testimony of Charles L. Johnson III, Executive Vice President and 
Chief Financial Officer of HHC, p. 507 

 
53. TCHH’s existing debt and retirement obligations will remain unchanged as a result of this 

proposal, except that HHC has agreed to guarantee the TCHH retirement plan obligations. Ex. 
A, pp. 62, 88 and Prefiled Testimony of Susan Schapp, Vice President of Finance and Treasurer, p. 489 
 

54. The Applicants project HHC decreasing incremental losses through FY 2020, as a result of 
the proposal. 

 
TABLE 10 

HHC PROJECTED INCREMENTAL REVENUES AND EXPENSES 
 FY 2018 FY 2019 FY 2020 

Revenue from Operations $122,593,248 $126,619,173 $127,327,474 

Total Operating Expenses $126,427,293 $129,505,270 $129,999,982 

Gain/(Loss) from Operations ($3,834,045) ($2,886,098) ($2,672,508) 

Ex. E, p. 522 
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55. Despite HHC’s incremental losses resulting from the proposal, HCC still projects overall 
operational gains through FY 2020. 

TABLE 11 
HHC PROJECTED REVENUES AND EXPENSES WITH CON 

 FY 2018 FY 2019 FY 2020 

Total Operating Revenue $2,777,132,248 $2,846,914,173 $2,910,858,474 

Total Operating Expenses $2,741,148,293 $2,795,394,270 $2,857,860,982 

Gain/(Loss) from Operations $35,983,955 $51,519,902 $52,997,492 
Ex. E, p. 522 

 
56. TCHH began having financial difficulty in 2013 and has since continued to experience 

operational challenges. In FY 2016, TCHH experienced the largest loss ($-6.8M) in the 
Hospital’s history. Further operational losses ($-8.3 M) are projected for TCHH in FY 2018. 
Pre-filed testimony of John Janco, Chairman, Board of Governors, Charlotte Hungerford Hospital, p.473; 
OHCA, FY 2016 Hospital Statement of Operations and Margin Data 
 

57. The Applicants attribute the Hospital’s operational losses ($1.4M in FY 2015 to $6.8 M in 
FY 2016) to the loss of physicians, drop in discharges, aging physical plant, reduced state 
reimbursement and shift in payer mix from commercial to government payers. Ex. A, pp. 15-17, 
Ex. I, pp. 481-483 
 

58. TCHH’s operating margin dropped from 0.57% in FY 2011 to -5.71% in FY 2016. Further, 
the Hospital projects an operating loss of over $5M in FY 2017. Ex. I, p. 488, Ex. J, Financial 
Worksheet (A); OHCA, FY 2016 Hospital Statement of Operations and Margin Data 
 

59. TCHH operating margins have not been sufficient to support the necessary reinvestments in 
personnel, equipment, technology and infrastructure. Testimony of Ms. Diane Libby, Vice-Chairman 
of the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, p. 16 
 

60. Although the Applicants project that TCHH will not achieve break-even results by 2020, the 
overall performance of the Hospital will improve each year following the acquisition. 

 
TABLE 12 

TCHH PROJECTED INCREMENTAL REVENUES AND EXPENSES (in thousands) 
 FY 2018 FY 2019 FY 2020 

Revenue from Operations $8,052 $12,453 $13,291 

Total Operating Expenses $3,588 $4,798 $5,274 

Gain/Loss from Operations $4,464 $7,655 $8,017 
 

TABLE 13 
TCHH PROJECTED REVENUES AND EXPENSES WITH CON (in thousands) 

 FY 2018 FY 2019 FY 2020 

Total Operating Revenue $122,593 $126,619 $127,327 

Total Operating Expenses $126,427 $129,505 $129,999 

Gain/Loss from Operations $(3,834) $(2,886) $(2,673) 

Ex. I, pp. 488-483, Ex. J, Financial Worksheet (A) 
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61. HHC assessed the financial opportunity associated with the proposed affiliation to broadly 
quantify potential efficiencies and savings at TCHH. As a result, starting in the second year 
$1.095M in annual cost savings were identified from the following HHC shared service 
areas: 

 information technology; 
 finance; 
 planning and marketing; 
 human resources management; 
 revenue cycle; 
 quality improvement and patient safety; 
 data analytics; 
 project management office; 
 legal services; 
 treasury services; 
 debt management; 
 insurance; 
 compliance services; 
 leadership development; and 
 governance. 

Ex. C, pp. 346-347 
 

62. OHCA is currently in the process of establishing its policies and standards as regulations. 
Therefore, OHCA has not made any findings as to this proposal’s relationship to any 
regulations not yet adopted by OHCA. (Conn. Gen. Stat. § 19a-639(a)(1)) 
 

63. This CON application is consistent with the Statewide Health Care Facilities and Service 
Plan. (Conn. Gen. Stat. § 19a-639(a)(2)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10) 
 

64. The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. 
Stat. § 19a-639(a)(3)) (Ex. A, pp. 13, 15; Ex. C, pp. 327, 342; Ex. I, pp. 488-483, Ex. J, Financial Worksheet 
(A); Ex. N, pp. 16,22; Ex. S, OHCA Order 2 responses, pp. 7-10) 
 

65. The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 
19a-639(a)(4)) (Ex. E, p. 522) 
 

66. The Applicants have satisfactorily demonstrated that the proposal will improve quality, 
accessibility and maintain cost effectiveness of health care delivery in the region. (Conn. Gen. 
Stat.§ 19a-639(a)(5)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10) 
 

67. The Applicants have shown that there would be no change in the provision of health care 
services to the relevant populations and payer mix, including access to services by Medicaid 
recipients and indigent persons. (Conn. Gen. Stat. § 19a-639(a)(6)) (Ex. A, pp. 47; Ex. M, Late File 4: 
Financial Worksheet (A)) 
 

68. The Applicants have satisfactorily identified the population to be affected by this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(7)) (Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care Hospital 
Discharge Database) 
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69. The Applicants’ historical provision of treatment in the service area supports this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(8)) (Ex. C, p. 330) 
 

70. The Applicants have satisfactorily demonstrated that this proposal would not result in an 
unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-639(a)(9)) (Ex. A, p. 
11) 
 

71. The Applicants have demonstrated that there will be no reduction in access to services by 
Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10)) (Ex. A, pp. 47; Ex. M, 
Late File 4: Financial Worksheet (A)) 
 

72. The Applicants have satisfactorily demonstrated that the proposal will not negatively impact 
the diversity of health care providers and patient choice in the region. (Conn. Gen. Stat. § 19a-
639(a)(11)) (Ex. C, p. 327) 
 

73. The Applicants have satisfactorily demonstrated that the proposal will not result in any 
consolidation that would affect health care costs or access to care. (Conn. Gen. Stat. § 19a-
639(a)(12)) (Ex. A, p. 36) 
 

74. The Applicants have demonstrated that they fairly considered other alternative proposals. 
(Conn. Gen. Stat. § 19a-639(d)(2)(A)) (Ex. A, pp. 9, 14) 
 

75. The Applicants submitted a preliminary plan that demonstrates how health care services will 
be provided at the Hospital for the first three years following the transfer of ownership. (Conn. 
Gen. Stat. § 19a- 639(d)(2)(B)) (Ex. C, pp. 328-329) 
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Discussion 
 
CON applications are decided on a case by case basis and do not lend themselves to general 
applicability due to the uniqueness of the facts in each case. In rendering its decision, OHCA 
considers the factors set forth in § 19a-639(a) of the Statutes. The Applicants bear the burden of 
proof in this matter by a preponderance of the evidence. Jones v. Connecticut Medical 
Examining Board, 309 Conn. 727 (2013). 

TCHH is a 122-bed acute care general hospital, located in Torrington, serving Northwest 
Connecticut residents. TCHH is a Connecticut non-stock, tax-exempt corporation, holding 
interests in four subsidiaries that operate outpatient health care facilities and/or perform related 
community and ancillary services for the hospital. FF1-FF2, FF18 
 
The Applicants fairly considered alternative proposals and submitted a preliminary plan 
demonstrating how health care services will be provided for the first three years in accordance 
with Conn. Gen Stat. sec. 19a-639(d)(2). 
 
In February 2014, the TCHH Board of Governors began evaluating the need for strategic 
affiliation with a larger health system to help sustain the Hospital’s operational, financial and 
clinical services. The Hospital identified a number of factors that would make remaining an 
independent hospital challenging, including: a growing difficulty recruiting and retaining 
physicians, reductions in inpatient discharges, a high reliance on Medicare and Medicaid 
reimbursement, declining operating margins, a decreasing primary care presence in the 
community and the challenges of expanding outpatient services to accommodate population 
health management. FF4-FF6 
 
As a result of these combined factors, a Request for Proposal was issued in July 2015 seeking an 
affiliation partner. From among the respondents, HHC was selected as the health care system that 
most closely shared TCHH’s vision for the region’s health care needs. Therefore, the Applicants 
request approval to transfer ownership of TCHH and its subsidiaries to HHC. Following the 
transaction, HHC will become the sole corporate member of the Hospital. TCHH will continue to 
operate as an independently licensed hospital with its own separate medical staff. FF7-FF11 
 
As discussed in further detail below, TCHH will not reduce or eliminate any services currently 
provided for the first three years of operations. Rather, the Hospital will expand many of its 
existing programs, including: behavioral health, cardiovascular, gastrointestinal, neurology, 
orthopedic, primary care and women’s health services. FF21, FF29 
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The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. Stat. 
§ 19a-639(a)(3)). 
 
According to testimony provided by John Janco, Chairman of the TCHH Board of Governors, 
TCHH began having financial difficulty in 2013 and has continued to experience ongoing and 
significant financial challenges. OHCA’s Hospital Reporting System indicates that TCHH’s 
operating margin dropped from +0.57% in FY 2011 to -5.71% in FY 2016, resulting in a $6.8M 
loss, the largest in TCHH’s history. Further operational losses at the Hospital are projected in FY 
2017 ($5M) and FY 2018 ($8M). TCHH operating margins have not been sufficient to support 
the necessary reinvestments in personnel, equipment, technology or infrastructure. FF56-FF59 
 
Disruptions from the loss of physicians in major inpatient service lines has negatively affected 
financial performance and patient volumes. Both discharges (-15.6%) and patient days (-12.9%) 
declined substantially between FY 2013 and 2016. Over the past several years, TCHH has lost 
21 physicians as a result of retirements, re-locations and career path changes. The TCHH 2015 
Physician Manpower Plan concluded that the Hospital’s community has a physician shortage and 
needs additional physicians in primary care (13.1 FTEs), specialists (11.2 FTEs) and surgeons 
(5.3 FTEs). Physician loss and recruitment difficulties have greatly impaired TCHH’s ability to 
improve access to care, enhance revenues and to develop service lines in response to community 
need. FF23-FF25, FF27 
 
As a result of this proposal, TCHH will receive a significant infusion of capital ($73M), which 
will enable the Hospital to acquire new equipment and technology, improve vital physical plant 
infrastructure, install Epic electronic health record technology and to renovate TCHH’s aging 
emergency department. FF39-FF41 
 
Further, inpatient volumes are projected to increase due to the planned expansion of primary and 
specialty care and the use of population models in the TCHH community. In addition to 
stabilizing TCHH patient volumes, physician recruitment in primary care, neurology and 
orthopedics will be significantly improved as an affiliate of a large integrated health system. 
HHC has pledged $3M to support medical staff development and recruitment efforts. Although 
TCHH is not expected to achieve operational gains in the next few years, revenue generation and 
overall financial performance should improve from year-to-year. FF21, FF28-FF29, FF41-FF42, 
FF60 
 
The proposal will offer improved access to and quality of acute care services within the system 
while maintaining the cost to consumers, including those with Medicaid coverage, satisfying 
Conn. Gen. Stat. sec. 19a-639(a)(5) 
 
HHC will help expand and improve access to a variety of health care services in the TCHH 
community. As part of the proposal HHC will help establish an extensive primary care and 
ambulatory care network, including the use of patient-centered medical homes.6 A geriatric 
medicine institute at TCHH will be created, including a new site for the “Center for Healthy 

                                                            
6 The Patient-Centered Medical Home is a care delivery model whereby patient treatment is coordinated through 
their primary care physician to ensure patients receive the necessary care when and where they need it, in a manner 
they can understand 
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Aging” to promote community-based services for the aged. Cardiovascular services will add a 
congestive heart failure program and on-site electrophysiology. Behavioral health services will 
now include the treatment of geri-psych and related diseases. Women’s health will be expanded 
to include access to uro-gynecological specialists, perinatology and reconstructive breast surgery. 
Further, TCHH will now have the ability to participate in all population health initiatives 
undertaken by HHC. As a result of these service enhancements, patients in the TCHH 
community will have a greater opportunity to receive more health care services locally. FF21, 
FF32 
 
TCHH will gain access to HHC analytic tools used to help monitor clinical indicators (e.g., 
mortality and readmission rates), system-wide clinical staff collaboration and disease-specific 
“institutes” and clinical councils. The proposal will enhance the Hospital’s ability to measure 
health care quality (i.e., access to dashboards which identify high-risk and high-frequency 
problem areas), implement best practices and allow TCHH to participate in national registries to 
help support benchmarking. Therefore, the Hospital’s affiliation with HHC will likely enhance 
the quality of care at TCHH due to these added broad based resources. Past collaboration with 
HHC’s cardiology department, LIFE STAR and TCHH personnel have led to quality assurance 
and program improvements, resulting in improved door-to-balloon times for TCHH patients. 
FF20, FF22, FF29 
 
There are no plans to change TCHH’s current price structure or impose additional facility fees as 
a result of this proposal. Following approval, TCHH plans to adopt HHC’s more favorable 
charity care policy. Further, there are no planned changes to the Hospital’s existing payer 
contracts. Medicaid-covered patients currently account for 20% of TCHH’s payer mix. The 
Applicants do not anticipate any significant changes in payer mix for the first three years 
following adoption of the proposal. FF31, FF34-FF36 
 
Therefore, the Applicants have satisfactorily demonstrated how the proposal will improve quality 
and accessibility and maintain cost effectiveness of health care delivery in the region. 
 
The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 19a-
639(a)(4)) 
 
Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. At least $50M will be allocated to capital infrastructure projects at TCHH. Of 
the $50M allocated for infrastructure, $20M will be invested within the first four years of the 
affiliation to fund emergency department renovations, outpatient facility upgrades and overall 
physical plant improvements. Although the Applicants project that TCHH will not achieve 
break-even results by FY 2020, the overall performance of the Hospital will improve each year 
following adoption of the proposal. FF39-FF43 
 
HHC will fund the proposal through system earnings and free cash flows from depreciation 
expense. HHC reported almost $300M in EBIDA in FY 2016. Further, according to Charles L. 
Johnson III, Executive Vice President and Chief Financial Officer of HHC, HHC has $1.3B in 
cash reserves currently available for use without external borrowing. HHC typically spends 
$175M in replacement capital per year across its system. Given that HHC’s system size would 
increase by only 5% following the acquisition, HHC could reasonably allocate and commit 
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$10M per year to TCHH over the next seven years. Despite incremental losses from the 
transaction, HHC still projects overall operating gains of $36.0M, $51.5M and $53.0M in FYs 
2018-2020, respectively, and has a favorable credit rating. Therefore, the Applicants have 
satisfactorily demonstrated that the proposal is financially feasible. FF50-FF52, FF54-FF55 
 
The proposal aligns with Conn. Gen. Stat. sec. 19a-639(a)(2) and the Statewide Health Care 
Facilities and Services Plan. 
 
Among the guiding principles of the Statewide Health Care Facilities and Services Plan are the 
promotion of the long term viability of the state’s health care delivery system; encouragement of 
health education and prevention initiatives; support of a sufficient health care workforce; and 
encouragement of collaboration to develop health care delivery networks.7 
 
Multiple aspects of the transfer of the Hospital to HHC address these goals. First, the proposal 
provides enhanced financial stability for the TCHH due to the support of a larger health network. 
This is expected to ensure the long term viability of the Hospital, which is of particular 
importance due to the volume of patients it serves and its geographic location. Second, the 
capital infusion that will be received by TCHH will help improve community benefit programs 
and likely enhance preventative care available to community residents. Third, a major 
component of HHC’s strategic plan is to enhance physician recruitment at TCHH, which will 
help stabilize declining patient volume and revenue. Fourth, the association with HHC will 
encourage the sharing of resources with other hospital and provider-members within the health 
care system. For the above reasons, the proposal aligns with the Statewide Health Care Facilities 
and Services Plan. 
 
As a result of these combined factors, the Applicants have satisfactorily demonstrated that there 
is a clear public need for the proposal and that access to and quality of care will improve through 
integration with a regional system providing a variety of clinical and financial benefits. The 
Applicants have provided adequate evidence that the transfer of ownership of TCHH to HHC 
will provide continued access to high quality and affordable health care. As such, the application 
is approved with conditions pursuant to Conn. Gen. Stat. sec. 19a-639(d)(5). 
 
  

                                                            
7 Department of Public Health, OHCA, Statewide Health Care Facilities and Services Plan p. 2 (Oct. 2012).  
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Order 
 
Based upon the foregoing Findings of Fact and Discussion, the Applicants’ request for the 
transfer of ownership of TCHH to HHC, is hereby Approved under Conn. Gen. Stat. § 19a-
639(a) subject to the enumerated conditions (the “Conditions”) set forth below. All references to 
days in these Conditions shall mean calendar days. 
 

1. For three (3) years following the Closing Date, TCHH and/or HHC shall allow for one 
(1) community representative to serve as a voting member of the Northwest Region 
Board of Directors (i.e., post-closing replacement of the Hospital’s Board) with rights 
and obligations consistent with other voting members under the Northwest Region 
Board’s Bylaws. TCHH and/or HHC shall select the community representative in a 
manner that ensures the appointment of an unbiased individual who will fairly represent 
the interests of the communities served by the Hospital. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16 
 

2. For three (3) years following the Closing Date, TCHH and/or HHC shall hold a meeting 
of the Northwest Region Board and HHC Board (“Joint Board Meetings”) at least twice 
annually. Such Joint Board Meetings shall be followed by a meeting to which the public 
is invited in advance and at which the public is informed of TCHH’s activities and 
afforded an opportunity to ask questions and make comments. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16 
 

3. TCHH and/or HHC intend and shall use its best efforts as described in the Application to 
enhance access to physician services in TCHH’s service area by recruiting and retaining 
at least 29.6 full time equivalent additional physicians (i.e., as identified in the Charlotte 
Hungerford Hospital: Physician Manpower Plan, 2015 – 2020) required to respond to 
local community needs by the end of FY 2020. Additionally, the Hospital shall recruit 
additional physicians and other health care providers for which there is a need, as 
identified in the CHNA described in Condition 8 herein. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF6, FF23-FF26, 
FF29, FF41-FF42 
 

4. TCHH and/or HHC shall work toward making culturally and linguistically appropriate 
services available and integrated throughout the Hospital’s operations. Specifically, the 
Hospital shall take reasonable steps to provide meaningful access to each individual with 
limited English proficiency eligible to be served or likely to be encountered in its health 
programs and activities, in accordance with the implementing regulations of Section 1557 
of the Patient Protection and Affordable Care Act. Additionally, TCHH shall provide 
appropriate insurance navigator services for patients and, where appropriate, English as a 
second language and cultural competency training for employees. In complying with this 
Condition, the Hospital shall be guided by the National Standards for Culturally and 
Linguistically Appropriate Services in Health and Health Care published by the U.S. 
Department of Health and Human Services’ Office of Minority Health. OHCA is 
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imposing these Conditions so as to ensure continued access to health care services for the 
patient population. Legal and Factual Basis; Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF48 
 

5. TCHH and/or HHC shall maintain community benefit programs and community building 
activities for TCHH for three (3) years after the Closing Date consistent with TCHH’s 
most recent Schedule H of IRS Form 990, or shall provide such other community benefit 
programs and community building activities that are at least as generous and benevolent 
to the community as TCHH’s current programs. TCHH shall apply no less than a 1% 
increase per year for the next three (3) years toward the Hospital’s community benefits 
and building activities in terms of dollars spent. In determining TCHH’s participation and 
investment in both community benefits and community building activities, TCHH and/or 
HHC shall address the health needs identified by the applicable CHNA in effect at the 
time and the population health management objectives, including social determinants of 
health, contained in the related Implementation Strategy. OHCA is imposing these 
Conditions to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF14, FF44-FF47 
 

6. TCHH and/or HHC shall ensure that the Hospital maintains and adheres to HHC’s 
current policies regarding charity care, indigent care and community volunteer services 
after the Closing Date, or adopt other policies that are at least as generous and benevolent 
to the community as HHC’s current policies, consistent with state and federal law. These 
policies shall be posted on the Hospital’s website and as additionally required by 
applicable law. OHCA is imposing these Conditions to ensure continued access to cost 
effective health care in the region, in particular for indigent persons. Legal and Factual Basis: 
Stat. §§ 19a-639(a)(5)&(12); FF34, FF44 
 

7. For three (3) years following the Closing Date, TCHH and/or HHC shall provide written 
notice to OHCA of any modification, amendment or revision to the charity care, indigent 
care and community volunteer services policies of the Hospital within one (1) month of 
such change. The notice of these changes shall be accompanied by copies of any revised 
policies and the notice and revised policies shall be posted on the Hospital’s website, 
simultaneously with their submission to OHCA. OHCA is imposing these Conditions to 
ensure continued access to cost effective health care in the region, in particular for 
indigent persons. Legal and Factual Basis: Stat. §§ 19a-639(a)(5)&(12); FF34, FF44 
 

8. HHC shall participate with TCHH, and key community stakeholders, health organizations 
and local health departments, in conducting the 2018 Community Health Needs 
Assessment (“CHNA”) and shall submit it, as well as the CHNA Implementation 
Strategy, to OHCA within thirty (30) days of completion. TCHH and/or HHC and the 
participants shall utilize Healthy Connecticut State Health Improvement Plan data and 
priorities as the starting point for the new CHNA, as well as any applicable community 
health improvement plan issued by any local health department in the Service Area.8 The 
Implementation Strategy shall also adopt the evidence-based interventions identified in 

                                                            
8 Other tools and resources which TCHH and/or HHC are encouraged to consider include County Health Rankings 
and CDC Community Health Improvement Navigator in order to assist with the Study process in terms of an 
understanding of social, behavioral, and environmental conditions that affect health, identifying priorities, and the 
use of evidence-based interventions. 
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the Centers for Disease Control and Prevention’s (“CDC’s”) 6/18 initiative to the extent 
the health priorities identified in the CHNA correlate to the health conditions identified 
by the CDC and provide information on how any patient outcomes related to the 
Implementation Strategy will be measured and reported to the community. The CHNA 
and the Implementation Strategy shall be published on the website of the Hospital. 
OHCA is imposing this Condition to ensure continued access to health care services for 
the patient population. Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3)&(7); FF47 
 

9. TCHH and/or HHC agree to file the following documents or information within one (1) 
month of the Closing Date: 

a. Schedules which set forth the Hospital’s inpatient bed allocation (using available 
beds as the measurement) and the location and hours of operation for all 
outpatient services, by department, as of the Decision Date. TCHH shall publish 
this same information on the Hospital’s website. 

b. Notice identifying the legal entity that shall directly own and operate the Hospital 
and hold the Hospital’s license post-closing and the Certificate of Incorporation 
for such entity. This entity shall be duly organized and validly existing under the 
laws of Connecticut. 

c. Notice to OHCA of the effective date of the transfer of ownership transaction. 
Such notice shall be accompanied by the Final Execution copies of all agreements 
related to same, including but not limited to: 

(i) the Affiliation Agreement, including any and all schedules and exhibits; 
and 

(ii) Bylaws or similar governance documents for TCHH. 
 

TCHH and/or HHC may redact from submission under (9)(C)(i), any information that is 
exempt from disclosure under Conn. Gen. Stat. § 1-210. If TCHH and/or HHC redact 
material in accordance with the previous sentence, TCHH and/or HHC shall provide a list 
to OHCA, which identifies in general terms the nature of the redacted material and why 
each redacted schedule or exhibit is specifically being claimed as exempt for public 
record purposes. OHCA is requiring this Condition to enable its assessment as to how 
health care services will be provided in the community and as a practical means of 
fulfilling its monitoring of the proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-
639(d)(2); FF17, FF33 

 
10. Within sixty (60) days after the Closing Date, TCHH and/or HHC shall contract with an 

Independent Monitor who has experience in hospital administration and regulation. The 
Independent Monitor shall be retained at the sole expense of TCHH and/or HHC. Prior to 
such contract, TCHH and/or HHC shall seek approval from OHCA regarding the 
selection of the Independent Monitor. The Independent Monitor shall be engaged for a 
minimum period of five (5) years following the Closing; provided, however, that such 
obligation to provide an Independent Monitor may be rescinded in the fourth and/or fifth 
years following the closing in OHCA’s sole discretion. The Independent Monitor shall be 
responsible for monitoring TCHH and/or HHC’s compliance with the Conditions set 
forth in this Order. TCHH and/or HHC shall provide the Independent Monitor with 
appropriate access to TCHH and its applicable records in order to enable the Independent 
Monitor to fulfill its functions hereunder. OHCA is imposing this Condition to ensure 
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continued access to health care services for the patient population and to verify and 
monitor compliance with the Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-
639(e); FF1, FF9 
 

11. The Independent Monitor shall report to OHCA. The Independent Monitor shall conduct 
on-site visits of TCHH on no less than a semi-annual basis to assess adherence to the 
CON Order. These on-site visits shall include meeting with both TCHH and HHC. The 
Independent Monitor shall furnish a written report of his or her assessment to OHCA 
within thirty (30) days of the completion of each semi-annual on-site review. Such report 
shall be comprehensive and shall include a discussion of TCHH’s ongoing compliance 
with the CON Order and the level of community benefits and uncompensated care 
provided by TCHH during the prior period. TCHH and/or HHC shall have the 
opportunity to review and provide written responses to the report which has been filed 
with OHCA. As OHCA deems necessary, the Independent Monitor shall meet with 
OHCA personnel to discuss the written report and shall perform additional periodic 
reviews. OHCA is imposing this Condition to ensure continued access to health care 
services for the patient population and to verify and monitor compliance with the 
Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-639(e); FF1, FF9 
 

12. In addition to the above, TCHH and/or HHC make the following commitment for a 
period of five (5) years post-Closing: 

a. The Independent Monitor shall, at a minimum, meet with representatives of the 
Hospital’s service community at six months after the Date of Closing and 
annually, thereafter. 

b. TCHH shall hold a public forum in Torrington, six months after the Date of 
Closing and not less than annually thereafter during the monitoring period to 
provide for public review and comment on the monitor's reports and findings as 
provided to OHCA. 

c. If the Independent Monitor determines that TCHH and/or HHC are substantially 
out of compliance with the Conditions to the CON, the monitor shall notify 
TCHH and/or HHC in writing regarding the deficiency. Within two weeks of such 
notice, the monitor shall convene a meeting with representatives from TCHH 
and/or HHC for the purpose of determining compliance and any appropriate 
corrective action plan. If TCHH and/or HHC fail to implement a plan of 
correction satisfactory to the monitor within thirty days of such meeting, the 
monitor shall report such substantial noncompliance to OHCA. OHCA shall 
determine whether such non-compliance has had a material negative impact and 
what remedy is reasonably necessary to bring TCHH and/or HHC into 
compliance and shall have the right to enforce these Conditions by all means and 
remedies available to it under law and equity, including but not limited to Conn. 
Gen. Stat. 19a-642 and the right to impose and collect a civil penalty under Conn. 
Gen. Stat. 19a-653. In addition, in the event OHCA determines TCHH and/or 
HHC are in material non-compliance, OHCA may order TCHH and/or HHC to 
provide additional community benefits as necessary to mitigate the impact of such 
non-compliance. OHCA is imposing this Condition to ensure continued access to 
health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
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§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1, FF9; FF9, 
FF66, FF73 

 
13. Within six months following the Closing Date, TCHH and/or HHC shall file with OHCA 

the total price per “unit of service” using the definitions below for each of the top 25 
most frequent MS-DRGs (inpatient) and top 25 most frequent CPT codes (outpatient) for 
the Hospital’s services. The first filing shall be for the period of October 1, 2016 through 
September 30, 2017. TCHH and/or HHC shall provide the same information for three (3) 
fiscal years thereafter (FY 2018, FY 2019 and FY 2020), within sixty (60) days following 
the end of a fiscal year. OHCA is requiring this Condition to ensure continued access to 
affordable, cost effective health care. Legal and Factual Basis: Stat. §§ 19a-639(a)(5), 19a-
639(d)(3); FF35, FF66, FF73 
 

14. For purposes of determining the price per unit of service: 
a. A “unit of service” for inpatient hospital services shall be a case categorized by an 

ICD-9-DM/ICD-10-DM diagnosis code or a Diagnosis-Related Group (DRG) 
code and identified by the Connecticut Department of Insurance pursuant to P.A. 
15-146 Section 2 as among the fifty most frequently occurring acute care hospital 
inpatient primary diagnoses, the fifty most frequently provided acute care hospital 
inpatient principal procedures, and the twenty-five most frequent inpatient 
surgical procedures. 

b. A “unit of service” for outpatient hospital services shall be a procedure or service 
categorized by a Current Procedural Terminology (CPT) or Healthcare Common 
Procedure Coding (HCPC) code and identified by the Connecticut Department of 
Insurance pursuant to P.A. 15-146 Section 2 as among the fifty most frequently 
provided outpatient procedures, the twenty-five most frequent outpatient surgical 
procedures and the twenty-five most frequent imaging procedures performed in 
the state. 

c. A “unit of service” for physician services shall be a work Relative Value Unit 
(wRVU). The baseline to be established as of the Date of Closing for TCHH’s 
total price per unit of service for physician services and inpatient and outpatient 
hospital services is inclusive of all administrative overhead, other ancillary fees 
including, but not limited to facility fees and the total price per unit shall reflect 
the total price of such service. 

d. All administrative costs for overhead, ancillary fees, facility fees or any other fees 
which are reflected in the total price per unit shall be determined by the 
independent consultant to be within any annual cap established. 

 
OHCA is imposing this Condition to ensure the transfer of ownership does not adversely 
affect health care costs. Legal and Factual Basis: Stat. §§ 19a-639(a)(12), 19a-639(d)(3); FF9, FF66, 
FF73 
 

15. TCHH and/or HHC shall maintain the current TCHH commercial health plan contracts in 
effect as of the Date of Closing, for a period following the Date of Closing to December 
31, 2018. Rates or scheduled increases in such previously negotiated rates that are in 
effect on the Date of Closing shall be maintained for a period ending December 31, 2018. 
Any TCHH commercial health plan contracts that expire prior to December 31, 2018 
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shall be extended to December 31, 2018 and any contracts without expiration dates shall 
be continued under their current previously negotiated terms for a period from the Date of 
Closing to December 31, 2018. No increase in negotiated rate schedules shall be 
negotiated during the periods set forth in this paragraph. 

a. Upon the expiration of any TCHH commercial health plan contracts after such 
period, TCHH and/or HHC shall negotiate new rates based on TCHH’s post-
Closing cost structure, specifically taking into account any cost or price 
reductions, i.e. efficiencies, achieved as a result of the affiliation. HHC shall not 
impose a single System-wide rate and shall, for TCHH, maintain a negotiated rate 
structure reflective of the market conditions applicable generally to hospitals 
serving Northwest Connecticut. 

b. For a period of five (5) years subsequent to the December 31, 2018 date 
referenced herein, any annual increase in the total price per unit of service (as 
defined in Condition 14) for TCHH shall be subject to a cap determined through 
the process set forth below. It is the intent of the parties that such cap shall serve 
as a cap for the purpose of assuring patient affordability for services delivered by 
TCHH. Legal and Factual Basis: Conn. Gen. §§ Stat, 19a-613(b), 19a-639(a)(4),(5), & (12); 
19a-639(e); FF1 FF9; FF35-FF37; FF66, FF73 
 

16. Within ninety (90) days of the Date of Closing, TCHH and/or HHC shall contract with an 
independent consultant for the purpose of developing a comprehensive Baseline Pricing 
Structure Report (BPSR) and subsequent annual Pricing Structure Reports (PSRs), the 
requirements of which are further described below. The BPSR is to evaluate, calculate 
and describe the total price per unit of service for TCHH prior to its affiliation with HHC 
(Pre-Affiliation Period) and to establish an initial and annual pricing caps. Such pricing 
structure will be based on TCHH’s commercial pricing structure, not government pricing 
structure. The price cap shall be in effect for five (5) years beginning with the baseline 
price cap. 

a. TCHH and/or HHC shall retain the independent consultant, subject to OHCA’s 
approval, and shall pay all costs associated with the independent consultant. 
OHCA shall review and approve the contract between the independent consultant 
and TCHH and/or HHC in advance of its execution. 

b. The independent consultant shall report to and take direction from the 
Commissioner of Public Health (“Commissioner”). The independent consultant 
shall submit a draft BPSR which shall include the establishment of a price cap 
using total price per unit of service. The independent consultant shall provide 
such draft BPSR to the Commissioner, for the Commissioner’s acceptance prior 
to a final copy being filed and being provided to TCHH and/or HHC. The 
Commissioner and/or designee will be able to question the contents and 
assumptions of the draft submission and seek information and/or clarification 
prior to finalization of the submission. This process will continue for all annual 
submissions. 

c. The independent consultant in developing the BPSR will provide, at a minimum, 
all information, calculations and assumptions necessary to fully explain the 
baseline pricing structure and price cap. This report will set forth a specifically 
calculated cap on annual increases in TCHH’s total price per unit of service 
(annual price cap). The establishment of this cap shall specifically take into 
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consideration any and all cost reductions reflective of the efficiencies resulting 
from the affiliation and the annual cost of living of the primary service area or in 
Northwest Connecticut. The baseline report and all subsequent reports filed with 
OHCA shall specifically discuss such cost reductions and show how they are 
considered within any calculations. 

d. The independent consultant shall provide the draft BPSR and the annual PSR 
update to OHCA within thirty (30) days of completion by the independent 
consultant. 

e. Prior to the end of each fiscal year subsequent to the initial filing of the BPSR, the 
independent consultant shall conduct the annual PSR update and use the results of 
such annual PSR update to calculate a cap on any increase in the price per unit of 
service for the succeeding four (4) fiscal years. Such annual PSR shall provide a 
full description and calculation of the final results of TCHH pricing structure 
during the past fiscal year. 

f. OHCA shall keep confidential all nonpublic information and documents obtained 
as part of the BPSR and the annual PSR update and shall not disclose the 
information or documents to any person without the consent of TCHH and/or 
HHC, unless required to do by law. The confidential information and documents 
shall not be public records and shall be exempt from disclosure under Connecticut 
General Statute Section 1-210. 

g. In the event that the BPSR as well as subsequent PSRs, find a likelihood of a 
material increase in such pricing, as determined by the Commissioner in his/her 
sole discretion, the Commissioner and TCHH and/or HHC shall meet and confer 
for the purposes of determining further Conditions as necessary to correct such 
Condition and to create a performance improvement plan to address the 
Conditions. The Commissioner shall determine whether TCHH and/or HHC is in 
compliance with such performance improvement plan. Such performance 
improvement plan will address, at a minimum, what actions and steps TCHH and 
HHC will take to maintain an affordable TCHH pricing structure for the residents 
of Northwest Connecticut. OHCA is imposing this Condition to ensure continued 
access to health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1 FF9; FF66, 
FF73 

 
17. TCHH and/or HHC shall file a complete copy of the Strategic Plan for acute and 

ambulatory care in the Northwest Region as referenced in the Affiliation Agreement, 
Section 5.1 dated August 16, 2016. Such Strategic Plan shall be filed within one month of 
its completion and shall include any and all exhibits, schedules and/or attachments. 
OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73 
 

18. TCHH and/or HHC agree to file the following documents and information on a semi-
annual basis. For purposes of this Order, semi-annual periods are October 1-March 31st 
and April 1-September 30th. The required information is due no later than two (2) months 
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after the end of each semi-annual period and due dates are May 31st and November 30th. 
The first semi-annual filing will be due May 31, 2018 (which will include less than six 
months of information). These semi-annual filings should be submitted to OHCA in 
Excel format. 

a. A report on the capital or investment commitments made in the Hospital and its 
affiliates. The Capital Investment Report shall include the following in a format to 
be agreed upon: 

i. A list of the capital expenditures or investments that have been made in the 
prior six (6) month period (except that the initial filing may include fewer 
months depending on the initial date of such expenditures or investments) 
with descriptions of each associated project; 

ii. An explanation of why each expenditure was made and a timeframe for the 
roll out of the associated capital project (including estimated beginning, 
ending and startup/operation dates); 

iii. The funding source of the capital expenditure or investment, indicating 
whether it was drawn from intercompany loans, operating revenue or capital 
contributions from another source. If funding was drawn from another 
source, indicate the source; and 

iv. The capital or investment commitment information in (18)(a)(i - iii) shall be 
submitted until the capital or investment commitment is satisfied. 
 

b. A report of cost savings attained and related financial impact as was described in 
the CON application. This report shall be required for three (3) years following the 
Closing Date for TCHH: 

 
i. The cost saving totals achieved in the following Operating Expense 

Categories for the Hospital: Salaries and Wages, Fringe Benefits, 
Contractual Labor Fees, Medical Supplies and Pharmaceutical Costs, 
Depreciation and Amortization, Interest Expense, Malpractice Expense, 
Utilities, Business Expenses and Other Operating Expenses. The 
categories shall be consistent with the major operating expense categories 
(Categories A, B, C, D, E, G, H, I, J, and K) which are in use at the time of 
reporting in the OHCA Hospital Reporting System ("HRS") Report 175 or 
successor report. 

 
The semi-annual submission shall also contain narratives describing: 

A. the major cost savings achieved for each expense category for 
the semi-annual period; 

B. the effect of these cost savings on the clinical quality of care; 
and 

C. a consolidated Balance Sheet, Statement of Operations, and 
Statement of Cash Flows for the Hospital and its immediate 
parent corporation. The format shall be consistent with that 
which is in use at the time of reporting in OHCA's HRS 
Reports 100/300 (balance sheets), 150/350 (statement of 
operations) or successor reports. 
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c. A report of financial measurements. This report shall be required for three (3) 

years following the Closing Date and shall be filed with OHCA for the Hospital 
and for HHC. This report shall show current month and year-to-date data and 
comparable prior year period data. The following financial 
measurements/indicators should be addressed in the report: 

 
Financial Measurement/Indicators 

A. Operating Performance 
1.  Operating Margin 
2.  Non-Operating Margin 
3.  Total Margin 
B.  Liquidity 
1.  Current Ratio 
2.  Days Cash on Hand 
3.  Days in Net Accounts Receivables 
4.  Average Payment Period 

C. Leverage and Capital  Structure 
1.  Long-term Debt to Equity 

2.  Long-term Debt to Capitalization 

3.  Unrestricted  Cash to  Debt 

4.  Times Interest Earned  Ratio 

5.  Debt Service Coverage Ratio 

6.  Equity Financing  Ratio 

D. Additional Statistics 
1.  Income from Operations 

2.  Revenue  Over/(Under) Expense 

3.  Cash from Operations 

4.  Cash and Cash  Equivalents 

5.  Net Working  Capital 

6.  Free Cash Flow (and the elements used in the 
calculation) 
7.  Unrestricted Net Assets/Retained Earnings 

8.  Bad Debt as % of Gross Revenue 

9. Credit Ratings (S&P, FITCH or Moody's) 
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OHCA is imposing these Conditions to ensure continued access to health care services for 
the patient population and to verify the continued financial feasibility of the project. Legal and 
Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3),(4)&(5); FF39-FF40, FF43, FF50, FF64 

 
19. TCHH and/or HHC agree to file the following documents and information on an annual 

basis. These filings are due within one (1) month following the anniversary of the 
Closing Date for a period of three (3) years and shall be posted on the Hospital’s website. 

a. A written report on its activities directed at meeting Condition 4 above, regarding 
efforts towards making culturally and linguistically appropriate services available 
and integrated throughout the Hospital’s operations. 

b. A written report identifying the amounts and uses related to community benefits 
and community building in accordance with Condition 5 above. The report shall 
include a full discussion of how such investments and support are being applied 
toward the health needs identified in the Community Health Needs Assessment 
and population health management objectives. 

c. A written report describing the achievement of the Strategic Plan components to 
retain and enhance healthcare services in the TCHH community, including with 
respect to physician recruitment and resource commitments for clinical service 
programming. 

d. An updated plan demonstrating how health care services are provided and will be 
provided by TCHH for the first three (3) years following the Affiliation 
Agreement, including any consolidation, reduction or elimination of existing 
services or introduction of new services (the “Services Plan”). The Services Plan 
shall be provided in a format consistent with that provided by TCHH and/or HHC 
to OHCA in its response to Question 11 in the Completeness letter, dated 
February 22, 2017. 

e. An affirmation document attesting to the following: 
i. Affirmation that TCHH is meeting the obligations of Conditions 1-3. 

ii. Affirmation that no TCHH physician office has been converted to 
hospital-based status. 

iii. Affirmation that TCHH commercial health plan contracts in place as of 
the Date of Closing are/were maintained through the remainder of their 
terms, and that any new contracts are consistent with the commitments of 
Condition 15, above. 

iv. Affirmation that the Hospital has continued to maintain emergency room 
services, inpatient general medicine services, cardiology services, 
inpatient obstetrics/gynecology services, inpatient behavioral health 
services, critical care unit services and oncology services, which such 
services shall assure patient affordability and adhere to standards of care, 
quality, and accessibility and reflect local community need. 

v. Affirmation that there has been no change in the service provision plan 
provided on February 22, 2017 or, if services have or are planned to 
change from the February 22, 2017 submission. TCHH and/or HHC shall 
specify all changes, any consolidation, reduction, or elimination of 
existing services or introduction of new services. 
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OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73 

 
20. OHCA and TCHH and/or HHC agree that this settlement represents a final agreement 

between OHCA and TCHH and/or HHC with respect to OHCA Docket No. 16-32135-
CON. The execution of this agreed settlement resolves all objections, claims and 
disputes, which may have been raised by TCHH and/or HHC with regard to OHCA 
Docket Number 16-32135-CON. 
 

21. OHCA may enforce this settlement under the provisions of Conn. Gen. Stat. §§ 19a-642; 
19a-653 and all other remedies available at law, with all fees and costs of such 
enforcement to be paid by the Applicant. 
 

22. This settlement shall be binding upon TCHH and/or HHC and its successors and assigns. 
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All of the foregoing constitutes the final order of the Office of Health Care Access in this matter. 
 
      By Order of the 
      Department of Public Health 
      Office of Health Care Access 
 
 
 
_________________________   _____________________________ 
Date       Yvonne T. Addo, MBA 

Deputy Commissioner 
 
 
 
_______________     _____________________________ 
Date       Duly Authorized Agent for 
       The Charlotte Hungerford Hospital 
 
 
 
Signed by ___________________________, _____________________________ 

(Print name)    (Title) 
 
 
 
 
_______________     _____________________________ 
Date       Duly Authorized Agent for 

   Hartford HealthCare Corporation 
 
 
 
Signed by ___________________________, _____________________________ 

(Print name)    (Title) 
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Thursday, November 09, 2017 9:42 AM
To: Riggott, Kaila
Cc: User, OHCA; Martone, Kim
Subject: RE: Agreed Settlement

Thank you Kailla. I will coordinate signatures and return to you. 
 

From: Riggott, Kaila [mailto:Kaila.Riggott@ct.gov]  
Sent: Thursday, November 09, 2017 8:43 AM 
To: Durdy, Barbara 
Cc: User, OHCA; Martone, Kim 
Subject: Agreed Settlement 
Importance: High 
 
This email is from outside HHC. BE CAREFUL when opening 
attachments or links from unknown senders. 

Good Morning Barbara, 
 
Please see the attached Agreed Settlement for Docket No. 16‐32135‐CON (with, as discussed, OHCA’s changes to 
conditions 10 and 15 highlighted). Please confirm receipt of this email and then review, electronically sign the last page 
and return to me by Thursday, November 16th, 2017 for Deputy Commissioner Addo’s signature. Please feel free to call 
if you have any questions or concerns.  
 
Regards, 
 
Kaila 
 
Kaila Riggott, MPA 
Planning Specialist 
State of Connecticut 
Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS#13-HCA 
Hartford, CT 06134 
phone: 860.418.7037 
fax: 860.418.7053 
http://www/ct.gov/ohca 
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Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Thursday, November 09, 2017 10:17 AM
To: Riggott, Kaila
Cc: User, OHCA; Martone, Kim
Subject: RE: Agreed Settlement

Kailla, 
We will not have signatures today as we need to make sure we follow our internal governance procedures …HHC Board 
communication etc.. 
We will get back to you with signatures as soon as possible. 
Barbara 
 
 

From: Riggott, Kaila [mailto:Kaila.Riggott@ct.gov]  
Sent: Thursday, November 09, 2017 8:43 AM 
To: Durdy, Barbara 
Cc: User, OHCA; Martone, Kim 
Subject: Agreed Settlement 
Importance: High 
 
This email is from outside HHC. BE CAREFUL when opening 
attachments or links from unknown senders. 

Good Morning Barbara, 
 
Please see the attached Agreed Settlement for Docket No. 16‐32135‐CON (with, as discussed, OHCA’s changes to 
conditions 10 and 15 highlighted). Please confirm receipt of this email and then review, electronically sign the last page 
and return to me by Thursday, November 16th, 2017 for Deputy Commissioner Addo’s signature. Please feel free to call 
if you have any questions or concerns.  
 
Regards, 
 
Kaila 
 
Kaila Riggott, MPA 
Planning Specialist 
State of Connecticut 
Department of Public Health 
Office of Health Care Access 
410 Capitol Avenue, MS#13-HCA 
Hartford, CT 06134 
phone: 860.418.7037 
fax: 860.418.7053 
http://www/ct.gov/ohca 
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Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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Olejarz, Barbara

From: Martone, Kim
Sent: Wednesday, November 15, 2017 1:49 PM
To: Barbara Durdy (barbara.durdy@hhchealth.org)
Cc: Olejarz, Barbara
Subject: Agreed Settlement
Attachments: 32135 TCHH-HHC Agreed Settlement.pdf

Barbara, please see attached additional condition for succession purposes #23.  If you are ok with this please respond 
accordingly back. 
 
Thanks. 
 
Kim 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

   
 



Office of Health Care Access 

 

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

Agreed Settlement 
 
Applicants: The Charlotte Hungerford Hospital 

540 Litchfield Street 
Torrington, CT 06790 
 
Hartford HealthCare Corporation 
1 State Street 
Hartford, CT 06103 
 

Docket Number:  16-32135-CON 
 

Project Title: Transfer of ownership of The Charlotte Hungerford Hospital 
to Hartford HealthCare Corporation 
 

Project Description: The Charlotte Hungerford Hospital (“TCHH” or “Hospital”) and Hartford 
HealthCare Corporation (“HHC”), herein collectively referred to as the (“Applicants”), seek 
authorization to transfer ownership of TCHH and its subsidiaries to HHC. 
 
Procedural History: The Applicants published notice of their intent to file a Certificate of Need 
(“CON”) application in the Torrington Register Citizen (Torrington) on August 30, 31 and 
September 1, 2016. On November 28, 2016, the Office of Health Care Access (“OHCA”) 

received the CON application from the Applicants for the above-referenced project. The 
application was deemed complete on March 8, 2017. On April 7, 2017, Commissioner Raul Pino 
designated Attorney Kevin T. Hansted as the hearing officer in this matter and the Applicants 
were notified of the date, time, and place of the public hearing. On April 10, 2017, a notice to the 
public announcing the hearing was published in The Torrington Register Citizen. Thereafter, 
pursuant to Connecticut General Statutes (“Conn. Gen. Stat.”) § 19a-639a (f)(2), a public hearing 
regarding the CON application was held on May 8, 2017. The hearing was conducted in 
accordance with the provisions of the Uniform Administrative Procedure Act (Chapter 54 of the 
Conn. Gen. Stat.) and Conn. Gen. Stat. § 19a-639a (f)(2) and the Hearing Officer heard 
testimony from witnesses for the Applicants. The public hearing record was closed on August 8, 
2017.  
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Findings of Fact and Conclusions of Law 
 
1. TCHH is a 122-bed, acute care hospital, located in Torrington, Connecticut. Ex. A, p. 11 

 
2. TCHH is a Connecticut non-stock, tax-exempt corporation, holding interests in four 

subsidiaries that operate outpatient health care facilities and/or perform related community 
and ancillary services for the hospital (see legal chart of corporate structure, below). 

 

 
 

Ex. A, p. 168 
 
3. HHC is a Connecticut non-stock, tax-exempt corporation serving as the parent to a system of 

integrated health care entities, including: Hartford Hospital (“HH”), The Hospital of Central 
Connecticut, The William H. Backus Hospital, MidState Medical Center and Windham 
Hospital. Ex. A, pp. 12-13 

 
4. In February 2014, the TCHH Board of Governors began evaluating the need for a strategic 

affiliation with a larger health system to help sustain the Hospital’s operational, financial and 

clinical services. Ex. A, p. 13 
 

5. A TCHH Independence Strategy Evaluation Committee (“Committee”) was convened to 

review TCHH’s degree of independence and to establish guiding principles to use in 

evaluating any partnership/affiliation. Ex. A, p. 13 
 

  

MedConn Collection 
Agency, LLC

 

TCHH 33 1/3%

Advanced Medical 
Imaging of 

Northwest CT, LLC
 

TCHH 50%

Litchfield County
Healthcare 

Services, Corp.

The Charlotte Hungerford 
Hospital

The Cancer Care 
Fund of the 

Litchfield Hills, Inc.
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6. The Committee concluded that a number of factors should lead TCHH to adjust its degree of 
independence, including: 

 growing difficulty recruiting and retaining physicians in both primary and 
specialty care; 

 declining operating margins reduced to levels inadequate for current reinvestment 
in facilities and services; 

 high reliance (i.e., approximately 80%) and sensitivity to Medicare and Medicaid 
reimbursement due to an aging patient population; 

 reductions in inpatient discharges resulting from the loss of physicians in major 
inpatient service lines and a decreasing primary care presence in the community; 
and 

 difficulty expanding outpatient services and meeting TCHH’s population health 
management interests as an independent hospital. 

Ex. A, pp. 13, 15 
 

7. As a result of these combined factors, a Request for Proposal (“RFP”) was issued in July 
2015 seeking a strategic affiliation partner. From among the respondents, HHC was selected 
as the health care system that most closely shared TCHH’s vision for the region’s health care 

needs. Ex. A, pp. 9, 14 
 

8. Following HHC’s selection, the Boards of TCHH and HHC approved the Affiliation 
Agreement (“AA”) on July 28, 2016 and August 5, 2016, respectively. Ex. A, p. 24 
 

9. The Applicants, therefore, request authorization to transfer ownership of TCHH and its 
subsidiaries to HHC. Following the transaction, HHC will become the sole corporate member 
of TCHH, pursuant to the terms and conditions of the AA. Ex. A, p. 7 
 

10. On September 19, 2016, a Hart-Scott-Rodino (“HSR”) filing1 was submitted to the Federal 
Trade Commission (“FTC”). As of October 31, 2016, the 30-day waiting period outlined by 
the HSR Anti-trust Improvements Act expired without further investigation of the 
transaction. Ex. A, p. 24 
 

11. Following the transfer of ownership, TCHH will continue to operate as an independently 
licensed hospital with its own separate medical staff. Ex. A, pp. 6, 18 
 

12. As an independent care provider, TCHH can no longer produce the operating margins 
necessary to invest in health care in its facilities. HHC will provide TCHH with the financial 
resources, clinical support and organizational structure needed to meet the demands of health 
care reform and the changing health care environment. Testimony of Mr. John Janco, Chairman of 
the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, pp. 13-14 
 

                                                           
1 The Hart-Scott Rodino (“HSR”) Act requires that information about large mergers and acquisitions be submitted to 
the Federal Trade Commission and the Department of Justice prior to their occurrence. The parties may not close 
their deal prior to the waiting period outlined in the HSR Act without government approval. Source: 
https://www.ftc.gov/enforcement/premerger-notification-program 
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13. The post-transaction HHC Regional Board will consist of the members of TCHH’s Board of 

Directors at the time of closing, along with four members appointed by HHC. The president 
of TCHH and the medical staff president will both be ex-officio members of the Board. Ex. A, 
p. 18 
 

14. The post-transaction TCHH Board will be responsible for the oversight of all quality 
assessment, performance improvement and patient safety activities of the Hospital and its 
affiliates, including the authority to credential, grant and revoke medical staff memberships. 
Other responsibilities will include oversight of the community benefit and health needs 
assessment, advocacy for the Northwest Region’s health needs, fundraising and development 
activities to further the mission, vision and values of the health care system. Ex. A, p. 18 

 
15. During the first year of the three-year transition period, the TCHH Board will maintain a 

finance and strategic planning committee composed of the same members who served on the 
related Hospital committees prior to the transaction. Ex. A, p. 18 

 
16. Following approval of the initial plan by the HHC Board, managerial and administrative 

oversight for the Northwest Region strategic plan will reside with the regional president and 
other executive management and will be integrated with HHC’s strategic plan. Ex. A, p. 82 
 

17. The following chart depicts the organizational structure following the proposed transaction: 
 
 

 
 

Ex. A, p. 169 
 

  

MedConn Collection 
Agency, LLC

 
TCHH 33 1/3%

Advanced Medical 
Imaging of 

Northwest CT, LLC
 

TCHH 50%

Litchfield County
Healthcare 

Services, Corp.

Hartford Healthcare 
Corporation

The Charlotte Hungerford 
Hospital

The Cancer Care 
Fund of the 

Litchfield Hills, Inc.
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18. TCHH’s primary service area consists of three towns in Northwest Connecticut; more than 
half of all discharged inpatients reside in Torrington (see table below): 

 
TABLE 1 

TCHH PRIMARY SERVICE AREA* 

Town 

FY 2015 

Discharges %1 
Torrington 3,387 56.1% 
Winchester 697 11.5% 
Litchfield 485 8.0% 

PSA Total 4,569 75.7% 
All other 1,468 24.3% 

Total 6,037 100.0% 
1 May not add due to rounding 
*Primary service area based on top 75% of patient  

discharges by town 
 
Sources: Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care  
Hospital Discharge Database 

 
19. TCHH and HHC have a history of collaboration; HHC personnel have provided clinical 

education on trauma care to emergency medical providers at TCHH through HH’s LIFE 

STAR program and trauma department. Ex. A, p. 22 
 

20. HHC’s cardiology department staff, LIFE STAR and TCHH personnel have worked together 
to determine the optimum care for cardiac patients arriving at the Hospital’s ED, including 
facilitating air or ground transport and assembling an interventional team at HH. The two 
hospitals have also worked together to develop quality assurance and performance 
improvement programs over the past several years. These programs have helped improve 
door-to-balloon times for TCHH cardiac patients. Ex. A, p. 22 
 

21. The proposal is expected to provide TCHH and the community it serves the following 
benefits: 

 

 establishment of an extensive primary care and ambulatory care network, including, 
but not limited to: the use of patient-centered medical homes; the development and 
expansion of services and programs offered to the community, including the 
development of a new, modern multispecialty care center; and the development of an 
ambulatory surgery network in the Northwest Region; 

 ability to participate in population health initiatives undertaken by HHC; 
 establishment of a Geriatric Medicine Institute at TCHH and the development of a 

new site for the “Center for Healthy Aging,” a program designed to provide expanded 

community-based access to a full complement of programs and resources for the 
aged; 

 enhanced cardiovascular services, including an integrated congestive heart failure 
program and on-site electrophysiology; 

 implementation of a gastrointestinal and digestive diseases program for TCHH in 
coordination with statewide programs developed by HHC; 
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 expansion of the orthopedic program at TCHH in coordination with statewide 
programs developed by HHC; 

 enhanced behavioral health services, including treatment for substance use disorders 
and mental health--including the care and treatment of geri-psych and related 
diseases; 

 expanded women’s health services, including access to uro-gynecological specialists, 
perinatology, and nationally-recognized reconstructive and breast surgeons; and  

 expansion of neurology and neuroscience services by building upon the existing 
telestroke collaboration with HHC and the establishment of outpatient services in the 
community. 

Ex. C, p. 327 
 

22. Further, HHC has a strong commitment to quality, which is supported by numerous 
informatics tools (e.g., dashboards, Epic electronic health record platform “Epic”) used to 
measure performance. These tools are used to support more than 40 clinical councils in areas 
such as emergency medicine, OBGYN, endocrinology and a broad spectrum of medical care. 
These clinical councils work to identify the best practices of evidence-based medicine, to 
adopt these best practices and to measure if the desired outcome is being reached. The goal 
of these councils is to enhance the level of care and improve health care quality in the 
community. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, pp. 52-
54 
 

23. Disruptions from the loss of physicians in major inpatient service lines has negatively 
affected patient volumes. Over the past several years, TCHH has lost 21 physicians, 
primarily due to retirements, re-locations and career path changes. 

 
TABLE 2 

TCHH PHYSICIAN REDUCTIONS IN INPATIENT SERVICE LINES 
Service Line Type of MD Time Frame Number 

Neurology Neurologist May 2015 1 

Orthopedics 
Orthopedists 
Physiatrists 

2014-2016 
5 
2 

Primary Care Primary Care 2014-2016 7 

ENT ENT Dec 2016 1 
Surgery Surgeon Sept 2016 1 

Psychiatry Psychiatrists 2014-2016 4 

 
24. The TCHH Physician Manpower Plan (completed in March 2015) concluded that in terms of 

patient care full-time equivalents (“FTEs”), the Hospital community had a total physician 
shortage of 29.6 FTEs in the areas of primary care (13.1) specialists (11.2) and surgeons 
(5.3). Ex. O, Late File, Table 19, p. 4 
 

25. Both loss of physicians and difficulty recruiting new physicians have greatly impaired 
TCHH’s ability to improve access to care, enhance revenues and to develop new service lines 
in response to community need. Testimony of Mr. Dan McIntyre, President and Executive Director of the 
Charlotte Hungerford Hospital, Ex. N, pp. 24-25 
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26. HHC has had success in recruiting physicians due to its large physician practice, Hartford 

HealthCare Medical Group, with nearly 500 physicians. Having a large medical group 
provides an expanded peer group to support, advise and mentor recently trained physicians, 
and enhances initial recruitment and eventual placement of specialists in community 
hospitals. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, p. 54 
 

27. As a result of physician loss and recruiting difficulty, both discharges and patient days have 
declined at TCHH over the past several years (see tables below): 

 
TABLE 3 

TCHH HISTORICAL DISCHARGES 

Service 
Actual Volume 

FY 2013 FY 2014 FY 13-14 
% chg FY 2015 FY 14-15 

% chg FY 2016 FY 15-16 
% chg 

FY 13-16 
% chg 

Medicine 3,782 3,538 -6.5% 3,581 1.2% 3,167 -11.6% -16.3% 

Newborn 450 445 -1.1% 448 0.7% 396 -11.6% -12.0% 

Obstetrics 472 457 -3.2% 463 1.3% 414 -10.6% -12.3% 

Psychiatric 683 685 0.3% 685 0.0% 747 9.1% 9.4% 

Surgery 1,142 977 -14.4% 858 -12.2% 789 -8.0% -30.9% 

Total 6,529 6,103 -6.5% 6,035 -1.1% 5,513 -8.6% -15.6% 
 

TABLE 4 
TCHH HISTORICAL PATIENT DAYS 

Service 
Actual Volume 

FY 2013 FY 2014 FY 13-14 
% chg FY 2015 FY 14-15 

% chg FY 2016 FY 15-16 
% chg 

FY 13-16 
% chg 

Medicine 14,897 14,466 -6.5% 15,720 1.2% 12,825 -18.4% -13.9% 

Newborn 1,086 1,185 -1.1% 1,126 0.7% 970 -13.9% -10.7% 

Obstetrics 1,155 1,163 -3.2% 1,189 1.3% 1,030 -13.4% -10.8% 

Psychiatric 3,928 3,956 0.3% 3,586 0.0% 4,113 14.7% 4.7% 

Surgery 5,428 5,015 -14.4% 4,403 -12.2% 4,142 -5.9% -23.7% 

Total 26,494 25,785 -6.5% 26,024 -1.1% 23,080 -11.3% -12.9% 
Ex. C, p. 330 
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28. However, inpatient volumes are projected to increase as a result of the proposal’s planned 
expansion of primary care, specialty and subspecialty care2 and population models in 
TCHH’s primary service area. 

TABLE 5 
TCHH PROJECTED DISCHARGES BY SERVICE 

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18 
% chg FY 2019 FY 18-19 

% chg FY 2020 FY 19-20 
% chg 

Medicine 3,303 3,680 11.4% 3,839 4.3% 3,915 2.0% 

Newborn 358 358 0.0% 358 0.0% 358 0.0% 

Obstetrics 375 375 0.0% 375 0.0% 375 0.0% 

Psychiatric 729 798 9.5% 845 5.9% 845 0.0% 

Surgery 748 979 30.9% 1,116 14.0% 1,134 1.6% 

Total 5,513 6,190 12.3% 6,533 5.5% 6,627 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 

TABLE 6 
TCHH PROJECTED PATIENT DAYS BY SERVICE 

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18 
% chg FY 2019 FY 18-19 

% chg FY 2020 FY 19-20 
% chg 

Medicine 13,435 14,968 11.4% 15,615 4.3% 15,924 2.0% 

Newborn 947 947 0.0% 947 0.0% 947 0.0% 

Obstetrics 927 927 0.0% 927 0.0% 927 0.0% 

Psychiatric 4,109 4,498 9.5% 4,763 5.9% 4,763 0.0% 

Surgery 4,158 5,442 30.9% 6,204 14.0% 6,304 1.6% 

Total 23,576 26,782 13.6% 28,456 6.3% 28,865 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 
 

Ex. C, pp. 327-331 
 

29. In addition to stabilizing TCHH patient volumes, the proposal is intended to provide the 
following benefits: 

 physician recruitment of primary care, neurology and orthopedics will be 
significantly improved as an affiliate of a large integrated health system (HHC); 

 replacement of “end-of-life” and obsolete equipment with new technology; 
 repair or replacement of vital physical plant facilities (average age of plant is 20 

years old) and infrastructure, including the renovation of the TCHH emergency 
department; 

 installation of Epic; 
 access to HHC’s system-wide analytic tools to help monitor clinical indicators 

(e.g., mortality and readmission rates) and broader clinical staff collaboration, 
along with the ability to participate in disease-specific “institutes” and clinical 
councils; 

                                                           
2 Potential new/expanded programs include: geriatric medicine, cardiovascular, gastrointestinal and digestive 
disease, orthopedics, behavioral health, women’s health and neurology and neuroscience services. 
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 Improvement in quality measurement (i.e., access to dashboards which identify 
high-risk and high-frequency problem areas) along with the ability to participate 
in national registries to support benchmarking and gain access to tools (e.g., 
National Surgical Quality Improvement Program and National Database of 
Nursing Quality Indicators) to support best practice implementation; 

Ex. C, p. 342; Ex. S, OHCA Order 2 responses, pp. 7-10 
 
30. As a result of HHC’s acquisition, TCHH expects to receive similar benefits to those 

accomplished at Windham Hospital, noted below: 
 expanded key service lines (e.g., oncology, neuroscience, heart and vascular, 

behavioral health and orthopedics) as a direct result of investment allowing for the 
development of clinical institutes; 

 key clinical recruitments, in general/orthopedic surgery, cardiology and primary 
care; 

 financial support to purchase state-of-the-art imaging equipment to help in the 
early detection of cancer and other diseases; 

 additional resources to allow significant investment in information technology 
(e.g., Epic); 

 capital investments used to develop a 30,000 square foot medical office and a 
renovated hospital lobby and cafeteria; and 

 opportunity to participate in clinical quality councils, system-wide initiatives to 
reduce variation in clinical practice resulting in becoming a High Reliability 
Organization.3 

Ex. S, OHCA Order 2 responses, pp. 4-7 
 

  

                                                           
3 According to the US Department of Health and Human Services, Agency for Healthcare Research and Quality, 
“High reliability organizations (“HROs”) are organizations that operate in complex, high-hazard domains for 
extended periods without serious accidents or catastrophic failures. The concept of high reliability is attractive for 
health care, due to the complexity of operations and the risk of significant and even potentially catastrophic 
consequences when failures occur in health care.” Further, HROs have staff that “…consistently prioritize safety and 
have both the authority and the responsibility to make real-time operational adjustments to maintain safe operations 
as the top priority.” 
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31. Medicaid-covered patients account for 20% of discharges at TCHH. The Applicants do not 
anticipate any changes in payer mix for the first three years with the proposal. 

 
TABLE 7 

TCHH’S CURRENT & PROJECTED PAYER MIX 

Payer 

Current Projected** 

FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 

Discharges % Discharges % Discharges % Discharges % Discharges1 % 

Medicare* 3,087 56% 3,087 56% 3,466 56% 3,658 56% 3,711 56% 

Medicaid* 1,103 20% 1,103 20% 1,238 20% 1,307 20% 1,325 20% 

CHAMPUS & 
TriCare 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Government 4,190 76% 4,190 76% 4,704 76% 4,965 76% 5,036 76% 

Commercial 
Insurers* 1,213 22% 1,213 22% 1,362 22% 1,437 22% 1,458 22% 

Uninsured 110 2% 110 2% 124 2% 131 2% 133 2% 

Workers 
Compensation 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Non-
Government 1,323 24% 1,323 24% 1,486 24% 1,568 24% 1,591 24% 

Total Payer Mix 5,513 100% 5,513 100% 6,190 100% 6,533 100% 6,627 100% 
*Includes managed care activity 
**May not add due to rounding 
1Imputed from discharge total listed in Ex. M, Late File 4: Financial Worksheet (A) 

Ex. A, pp. 47; Ex. M, Late File 4: Financial Worksheet (A) 
 
32. The target patient population will not change as a result of the proposal. There are no 

closures, reductions, consolidations or relocations planned for any TCHH service currently 
offered. Further, the Applicants are planning to enhance and expand services to minimize the 
need for area residents to travel outside the service area for specialty care. Ex. A, pp. 30-31; Ex. 
C, p. 328 

 
33. The Applicants submitted a preliminary plan detailing how services will be provided by the 

Hospital for the first three years following the transfer of ownership. Ex. C, pp. 328-329 
 
34. If the proposal is approved, TCHH will adopt HHC’s charity care policy. TCHH patients will 

receive the following benefits as a result: 
 more options to apply for financial assistance, including in-person requests, by 

mail, phone or online application; 
 no exclusion for patients applying for financial assistance if: 

i. the patient was insured at the time of service; or 
ii. the patient had established a contract with ClearBalance4 and had not 

defaulted on the payment plan. 

                                                           
4 ClearBalance is a patient loan program provider for U.S. hospitals and health systems. 
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 more favorable collection policies in terms of time allowed to file an application 
and providing missing information; 

 more comprehensive guidelines to help provide financial assistance to 
underinsured patients; and 

 more inclusive approach to Free Bed Fund qualifying criteria. 
Ex. A, p. 26; Ex. C, pp. 333-334 

 
35. There are no plans to change TCHH’s price structure or to impose additional facility fees as a 

result of this proposal. The proposal is not expected to adversely affect patient healthcare 
costs. Ex. A, p. 36 
 

36. There are no planned changes to the Hospital’s existing payer contracts as a result of the 

proposal. The agreements will be renegotiated at the expiration of their terms. HHC expects 
that the responsibility for negotiating managed care contracts that expire after closing will be 
coordinated through a subsidiary of HHC, Integrated Care Partners, LLC. Ex. A, p. 62; Ex. S, 
Order 2, pp. 2-3 
 

37. HHC’s payer contracting process takes into account the individual cost structure of each 
hospital, its existing baseline rates and other considerations that are unique to the facility. 
Accordingly, new rates are negotiated based in part on existing baseline rates, the 
complement of services provided, the location of the services, and the existing cost structure. 
Overall HHC system needs are also considered. Ex. S, Order 2 Responses, pp. 2-3 
 

38. No financial gain will accrue to any officer, director, board member or senior manager of 
either TCHH or HHC as a result of this proposal. Ex. Q, Order 1 Responses, p. 1 
 

39. Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. Over seven years, $50M will be used to fund required maintenance and 
capital projects identified in the strategic plan. Ex. A, pp. 18-19 
 

40. At least $20M (of the $50M capital investment for infrastructure) will be invested within the 
first four years of the affiliation to fund emergency department renovations, outpatient 
facility upgrades, infrastructure development and physical plant improvements. Ex. A, pp. 18-
19 
 

41. With an aging physical plant, TCHH has found it difficult to make improvements at the 
Hospital and also invest in facilities within the community. HHC intends to renovate and 
expand the emergency department, expand a network of urgent care and other network 
facilities and to create a medical staff development plan to help recruit new physicians to the 
TCHH community. Testimony of Mr. Jeff Flaks, President and Chief Operating Officer of Hartford 
HealthCare, Ex. N, pp. 40-42 
 

42. HHC will provide an additional $3M to support medical staff development and recruitment 
efforts over the transitional period following the ownership change. Ex. A, p. 19 
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43. The table below provides a preliminary list of potential capital investments. At least $50M 
(68%) of the $73M total will be allocated to capital infrastructure projects at TCHH: 
 

TABLE 8 
PRELIMINARY CAPITAL INVESTMENTS FOR TCHH (in thousands) 

Description 
Seven-Year 

Total 

Major Service Line Opportunities/Discretionary Projects $20,000 

Infrastructure Improvements $50,000 

Medical Staff Development and Recruitment $3,000 

Total Estimated Capital Expenditures $73,000 
*Joint planning between TCHH and HHC will occur post-closing to determine 
additional areas requiring capital investment and may include: inpatient care 
and quality improvement, behavioral health, community engagement and 
benefit, shared services and IT systems. 

Ex. A, pp. 18-19; Ex. C, p. 341 
 

44. HHC financial support will help TCHH implement its Community Health Improvement Plan 
and to provide other community health benefits, which will be strengthened by the adoption 
of HHC’s system-wide charity care policies. Testimony of Mr. Brian Mattiello, Vice President of 
Organizational Development, Charlotte Hungerford Hospital, Ex. N, pp. 86-88 
 

45. HHC will make a repetitive grant of $100,000 for five years to Fit Together, a Litchfield 
County-based organization, to support TCHH’s community benefit activities. Ex. A, p. 19 
 

46. HHC will also fund a $2.5M distribution by TCHH to Northwest Connecticut Community 
Foundation, Inc., a tax-exempt charitable organization, for the express purpose of enhancing 
economic and community development in TCHH’s service area. Ex. A, p. 19 
 

47. TCHH’s 2018 Community Health Needs Assessment (“CHNA”) will incorporate the Center 
for Disease Control and Prevention’s (“CDC’s”) 6/18 initiatives as well as DPH’s Healthy 

Connecticut State Health Improvement Plan. Testimony of Mr. Dan McIntyre, President and Executive 
Director of the Charlotte Hungerford Hospital, Ex. N, p. 22 
 

48. TCHH conducts ongoing diversity training, has developed a diversity work plan and has 
maintained a committee to review and compare culturally linguistic appropriate standards 
(“CLAS”) with TCHH’s activities. TCHH has signed the American Hospital Association and 
Connecticut Hospital Association pledge to eliminate health care disparities. Ex. A, p. 35 
 

49. HHC will fund the proposal through HHC System earnings and free cash flows5 from 
depreciation expense. Ex., A, p. 37; Ex. C, p. 342 
 

  

                                                           
5 Earnings Before Interest Depreciation and Amortization (EBIDA) is used to measure “free cash flows” available 

for reinvestment at HHC. 
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50. The table below provides HHC’s available EBIDA for reinvestment with and without the 
proposal: 

TABLE 9 
EBIDA Amounts with/without CON for HHC, FYs 2015-2019 (in millions) 

Fiscal Year 
Without 

CON 
With 
CON 

FY 2015 $233.7 233.7 

FY 2016 299.0 299.0 

FY 2017 253.8 253.8 

FY 2018 270.3 276.0 

FY 2019 294.0 301.5 

FY 2020 305.6 313.6 

Total EBIDA 1,656.4 1,677.6 
Ex. C, pp. 342-343; Ex. M, p. 600 

 
51. HHC currently has approximately $1.3B in cash reserves available for use and will not need 

to finance the TCHH expenditures through external borrowing. From these reserves, HHC 
typically spends $175M in replacement capital per year across its system. Given that HHC’s 
system size would increase by only 5% following the acquisition of TCHH, HHC could 
reasonably allocate and commit approximately $10M per year over the next seven years to 
TCHH. Prefiled Testimony of Charles L. Johnson III, Executive Vice President and Chief Financial Officer of 
HHC, p. 507 
 

52. The most recent credit rating report for HHC is as follows: 
 Fitch: A/Stable Outlook 

Prefiled Testimony of Charles L. Johnson III, Executive Vice President and 
Chief Financial Officer of HHC, p. 507 

 
53. TCHH’s existing debt and retirement obligations will remain unchanged as a result of this 

proposal, except that HHC has agreed to guarantee the TCHH retirement plan obligations. Ex. 
A, pp. 62, 88 and Prefiled Testimony of Susan Schapp, Vice President of Finance and Treasurer, p. 489 
 

54. The Applicants project HHC decreasing incremental losses through FY 2020, as a result of 
the proposal. 

 
TABLE 10 

HHC PROJECTED INCREMENTAL REVENUES AND EXPENSES 
 FY 2018 FY 2019 FY 2020 

Revenue from Operations $122,593,248 $126,619,173 $127,327,474 

Total Operating Expenses $126,427,293 $129,505,270 $129,999,982 

Gain/(Loss) from Operations ($3,834,045) ($2,886,098) ($2,672,508) 

Ex. E, p. 522 
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55. Despite HHC’s incremental losses resulting from the proposal, HCC still projects overall 
operational gains through FY 2020. 

TABLE 11 
HHC PROJECTED REVENUES AND EXPENSES WITH CON 

 FY 2018 FY 2019 FY 2020 

Total Operating Revenue $2,777,132,248 $2,846,914,173 $2,910,858,474 

Total Operating Expenses $2,741,148,293 $2,795,394,270 $2,857,860,982 

Gain/(Loss) from Operations $35,983,955 $51,519,902 $52,997,492 
Ex. E, p. 522 

 
56. TCHH began having financial difficulty in 2013 and has since continued to experience 

operational challenges. In FY 2016, TCHH experienced the largest loss ($-6.8M) in the 
Hospital’s history. Further operational losses ($-8.3 M) are projected for TCHH in FY 2018. 
Pre-filed testimony of John Janco, Chairman, Board of Governors, Charlotte Hungerford Hospital, p.473; 
OHCA, FY 2016 Hospital Statement of Operations and Margin Data 
 

57. The Applicants attribute the Hospital’s operational losses ($1.4M in FY 2015 to $6.8 M in 
FY 2016) to the loss of physicians, drop in discharges, aging physical plant, reduced state 
reimbursement and shift in payer mix from commercial to government payers. Ex. A, pp. 15-17, 
Ex. I, pp. 481-483 
 

58. TCHH’s operating margin dropped from 0.57% in FY 2011 to -5.71% in FY 2016. Further, 
the Hospital projects an operating loss of over $5M in FY 2017. Ex. I, p. 488, Ex. J, Financial 
Worksheet (A); OHCA, FY 2016 Hospital Statement of Operations and Margin Data 
 

59. TCHH operating margins have not been sufficient to support the necessary reinvestments in 
personnel, equipment, technology and infrastructure. Testimony of Ms. Diane Libby, Vice-Chairman 
of the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, p. 16 
 

60. Although the Applicants project that TCHH will not achieve break-even results by 2020, the 
overall performance of the Hospital will improve each year following the acquisition. 

 
TABLE 12 

TCHH PROJECTED INCREMENTAL REVENUES AND EXPENSES (in thousands) 
 FY 2018 FY 2019 FY 2020 

Revenue from Operations $8,052 $12,453 $13,291 

Total Operating Expenses $3,588 $4,798 $5,274 

Gain/Loss from Operations $4,464 $7,655 $8,017 
 

TABLE 13 
TCHH PROJECTED REVENUES AND EXPENSES WITH CON (in thousands) 

 FY 2018 FY 2019 FY 2020 

Total Operating Revenue $122,593 $126,619 $127,327 

Total Operating Expenses $126,427 $129,505 $129,999 

Gain/Loss from Operations $(3,834) $(2,886) $(2,673) 
Ex. I, pp. 488-483, Ex. J, Financial Worksheet (A) 
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61. HHC assessed the financial opportunity associated with the proposed affiliation to broadly 
quantify potential efficiencies and savings at TCHH. As a result, starting in the second year 
$1.095M in annual cost savings were identified from the following HHC shared service 
areas: 

 information technology; 
 finance; 
 planning and marketing; 
 human resources management; 
 revenue cycle; 
 quality improvement and patient safety; 
 data analytics; 
 project management office; 
 legal services; 
 treasury services; 
 debt management; 
 insurance; 
 compliance services; 
 leadership development; and 
 governance. 

Ex. C, pp. 346-347 
 

62. OHCA is currently in the process of establishing its policies and standards as regulations. 
Therefore, OHCA has not made any findings as to this proposal’s relationship to any 

regulations not yet adopted by OHCA. (Conn. Gen. Stat. § 19a-639(a)(1)) 
 

63. This CON application is consistent with the Statewide Health Care Facilities and Service 
Plan. (Conn. Gen. Stat. § 19a-639(a)(2)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10) 
 

64. The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. 
Stat. § 19a-639(a)(3)) (Ex. A, pp. 13, 15; Ex. C, pp. 327, 342; Ex. I, pp. 488-483, Ex. J, Financial Worksheet 
(A); Ex. N, pp. 16,22; Ex. S, OHCA Order 2 responses, pp. 7-10) 
 

65. The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 
19a-639(a)(4)) (Ex. E, p. 522) 
 

66. The Applicants have satisfactorily demonstrated that the proposal will improve quality, 
accessibility and maintain cost effectiveness of health care delivery in the region. (Conn. Gen. 
Stat.§ 19a-639(a)(5)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10) 
 

67. The Applicants have shown that there would be no change in the provision of health care 
services to the relevant populations and payer mix, including access to services by Medicaid 
recipients and indigent persons. (Conn. Gen. Stat. § 19a-639(a)(6)) (Ex. A, pp. 47; Ex. M, Late File 4: 
Financial Worksheet (A)) 
 

68. The Applicants have satisfactorily identified the population to be affected by this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(7)) (Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care Hospital 
Discharge Database) 
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69. The Applicants’ historical provision of treatment in the service area supports this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(8)) (Ex. C, p. 330) 
 

70. The Applicants have satisfactorily demonstrated that this proposal would not result in an 
unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-639(a)(9)) (Ex. A, p. 
11) 
 

71. The Applicants have demonstrated that there will be no reduction in access to services by 
Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10)) (Ex. A, pp. 47; Ex. M, 
Late File 4: Financial Worksheet (A)) 
 

72. The Applicants have satisfactorily demonstrated that the proposal will not negatively impact 
the diversity of health care providers and patient choice in the region. (Conn. Gen. Stat. § 19a-
639(a)(11)) (Ex. C, p. 327) 
 

73. The Applicants have satisfactorily demonstrated that the proposal will not result in any 
consolidation that would affect health care costs or access to care. (Conn. Gen. Stat. § 19a-
639(a)(12)) (Ex. A, p. 36) 
 

74. The Applicants have demonstrated that they fairly considered other alternative proposals. 
(Conn. Gen. Stat. § 19a-639(d)(2)(A)) (Ex. A, pp. 9, 14) 
 

75. The Applicants submitted a preliminary plan that demonstrates how health care services will 
be provided at the Hospital for the first three years following the transfer of ownership. (Conn. 
Gen. Stat. § 19a- 639(d)(2)(B)) (Ex. C, pp. 328-329) 
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Discussion 
 
CON applications are decided on a case by case basis and do not lend themselves to general 
applicability due to the uniqueness of the facts in each case. In rendering its decision, OHCA 
considers the factors set forth in § 19a-639(a) of the Statutes. The Applicants bear the burden of 
proof in this matter by a preponderance of the evidence. Jones v. Connecticut Medical 
Examining Board, 309 Conn. 727 (2013). 

TCHH is a 122-bed acute care general hospital, located in Torrington, serving Northwest 
Connecticut residents. TCHH is a Connecticut non-stock, tax-exempt corporation, holding 
interests in four subsidiaries that operate outpatient health care facilities and/or perform related 
community and ancillary services for the hospital. FF1-FF2, FF18 
 
The Applicants fairly considered alternative proposals and submitted a preliminary plan 
demonstrating how health care services will be provided for the first three years in accordance 
with Conn. Gen Stat. sec. 19a-639(d)(2). 
 
In February 2014, the TCHH Board of Governors began evaluating the need for strategic 
affiliation with a larger health system to help sustain the Hospital’s operational, financial and 

clinical services. The Hospital identified a number of factors that would make remaining an 
independent hospital challenging, including: a growing difficulty recruiting and retaining 
physicians, reductions in inpatient discharges, a high reliance on Medicare and Medicaid 
reimbursement, declining operating margins, a decreasing primary care presence in the 
community and the challenges of expanding outpatient services to accommodate population 
health management. FF4-FF6 
 
As a result of these combined factors, a Request for Proposal was issued in July 2015 seeking an 
affiliation partner. From among the respondents, HHC was selected as the health care system that 
most closely shared TCHH’s vision for the region’s health care needs. Therefore, the Applicants 
request approval to transfer ownership of TCHH and its subsidiaries to HHC. Following the 
transaction, HHC will become the sole corporate member of the Hospital. TCHH will continue to 
operate as an independently licensed hospital with its own separate medical staff. FF7-FF11 
 
As discussed in further detail below, TCHH will not reduce or eliminate any services currently 
provided for the first three years of operations. Rather, the Hospital will expand many of its 
existing programs, including: behavioral health, cardiovascular, gastrointestinal, neurology, 
orthopedic, primary care and women’s health services. FF21, FF29 
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The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. Stat. 
§ 19a-639(a)(3)). 
 
According to testimony provided by John Janco, Chairman of the TCHH Board of Governors, 
TCHH began having financial difficulty in 2013 and has continued to experience ongoing and 
significant financial challenges. OHCA’s Hospital Reporting System indicates that TCHH’s 

operating margin dropped from +0.57% in FY 2011 to -5.71% in FY 2016, resulting in a $6.8M 
loss, the largest in TCHH’s history. Further operational losses at the Hospital are projected in FY 
2017 ($5M) and FY 2018 ($8M). TCHH operating margins have not been sufficient to support 
the necessary reinvestments in personnel, equipment, technology or infrastructure. FF56-FF59 
 
Disruptions from the loss of physicians in major inpatient service lines has negatively affected 
financial performance and patient volumes. Both discharges (-15.6%) and patient days (-12.9%) 
declined substantially between FY 2013 and 2016. Over the past several years, TCHH has lost 
21 physicians as a result of retirements, re-locations and career path changes. The TCHH 2015 
Physician Manpower Plan concluded that the Hospital’s community has a physician shortage and 
needs additional physicians in primary care (13.1 FTEs), specialists (11.2 FTEs) and surgeons 
(5.3 FTEs). Physician loss and recruitment difficulties have greatly impaired TCHH’s ability to 

improve access to care, enhance revenues and to develop service lines in response to community 
need. FF23-FF25, FF27 
 
As a result of this proposal, TCHH will receive a significant infusion of capital ($73M), which 
will enable the Hospital to acquire new equipment and technology, improve vital physical plant 
infrastructure, install Epic electronic health record technology and to renovate TCHH’s aging 
emergency department. FF39-FF41 
 
Further, inpatient volumes are projected to increase due to the planned expansion of primary and 
specialty care and the use of population models in the TCHH community. In addition to 
stabilizing TCHH patient volumes, physician recruitment in primary care, neurology and 
orthopedics will be significantly improved as an affiliate of a large integrated health system. 
HHC has pledged $3M to support medical staff development and recruitment efforts. Although 
TCHH is not expected to achieve operational gains in the next few years, revenue generation and 
overall financial performance should improve from year-to-year. FF21, FF28-FF29, FF41-FF42, 
FF60 
 
The proposal will offer improved access to and quality of acute care services within the system 
while maintaining the cost to consumers, including those with Medicaid coverage, satisfying 
Conn. Gen. Stat. sec. 19a-639(a)(5) 
 
HHC will help expand and improve access to a variety of health care services in the TCHH 
community. As part of the proposal HHC will help establish an extensive primary care and 
ambulatory care network, including the use of patient-centered medical homes.6 A geriatric 
medicine institute at TCHH will be created, including a new site for the “Center for Healthy 

                                                           
6 The Patient-Centered Medical Home is a care delivery model whereby patient treatment is coordinated through 
their primary care physician to ensure patients receive the necessary care when and where they need it, in a manner 
they can understand 
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Aging” to promote community-based services for the aged. Cardiovascular services will add a 
congestive heart failure program and on-site electrophysiology. Behavioral health services will 
now include the treatment of geri-psych and related diseases. Women’s health will be expanded 
to include access to uro-gynecological specialists, perinatology and reconstructive breast surgery. 
Further, TCHH will now have the ability to participate in all population health initiatives 
undertaken by HHC. As a result of these service enhancements, patients in the TCHH 
community will have a greater opportunity to receive more health care services locally. FF21, 
FF32 
 
TCHH will gain access to HHC analytic tools used to help monitor clinical indicators (e.g., 
mortality and readmission rates), system-wide clinical staff collaboration and disease-specific 
“institutes” and clinical councils. The proposal will enhance the Hospital’s ability to measure 

health care quality (i.e., access to dashboards which identify high-risk and high-frequency 
problem areas), implement best practices and allow TCHH to participate in national registries to 
help support benchmarking. Therefore, the Hospital’s affiliation with HHC will likely enhance 

the quality of care at TCHH due to these added broad based resources. Past collaboration with 
HHC’s cardiology department, LIFE STAR and TCHH personnel have led to quality assurance 
and program improvements, resulting in improved door-to-balloon times for TCHH patients. 
FF20, FF22, FF29 
 
There are no plans to change TCHH’s current price structure or impose additional facility fees as 
a result of this proposal. Following approval, TCHH plans to adopt HHC’s more favorable 
charity care policy. Further, there are no planned changes to the Hospital’s existing payer 

contracts. Medicaid-covered patients currently account for 20% of TCHH’s payer mix. The 
Applicants do not anticipate any significant changes in payer mix for the first three years 
following adoption of the proposal. FF31, FF34-FF36 
 
Therefore, the Applicants have satisfactorily demonstrated how the proposal will improve quality 
and accessibility and maintain cost effectiveness of health care delivery in the region. 
 
The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 19a-
639(a)(4)) 
 
Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. At least $50M will be allocated to capital infrastructure projects at TCHH. Of 
the $50M allocated for infrastructure, $20M will be invested within the first four years of the 
affiliation to fund emergency department renovations, outpatient facility upgrades and overall 
physical plant improvements. Although the Applicants project that TCHH will not achieve 
break-even results by FY 2020, the overall performance of the Hospital will improve each year 
following adoption of the proposal. FF39-FF43 
 
HHC will fund the proposal through system earnings and free cash flows from depreciation 
expense. HHC reported almost $300M in EBIDA in FY 2016. Further, according to Charles L. 
Johnson III, Executive Vice President and Chief Financial Officer of HHC, HHC has $1.3B in 
cash reserves currently available for use without external borrowing. HHC typically spends 
$175M in replacement capital per year across its system. Given that HHC’s system size would 

increase by only 5% following the acquisition, HHC could reasonably allocate and commit 
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$10M per year to TCHH over the next seven years. Despite incremental losses from the 
transaction, HHC still projects overall operating gains of $36.0M, $51.5M and $53.0M in FYs 
2018-2020, respectively, and has a favorable credit rating. Therefore, the Applicants have 
satisfactorily demonstrated that the proposal is financially feasible. FF50-FF52, FF54-FF55 
 
The proposal aligns with Conn. Gen. Stat. sec. 19a-639(a)(2) and the Statewide Health Care 
Facilities and Services Plan. 
 
Among the guiding principles of the Statewide Health Care Facilities and Services Plan are the 
promotion of the long term viability of the state’s health care delivery system; encouragement of 
health education and prevention initiatives; support of a sufficient health care workforce; and 
encouragement of collaboration to develop health care delivery networks.7 
 
Multiple aspects of the transfer of the Hospital to HHC address these goals. First, the proposal 
provides enhanced financial stability for the TCHH due to the support of a larger health network. 
This is expected to ensure the long term viability of the Hospital, which is of particular 
importance due to the volume of patients it serves and its geographic location. Second, the 
capital infusion that will be received by TCHH will help improve community benefit programs 
and likely enhance preventative care available to community residents. Third, a major 
component of HHC’s strategic plan is to enhance physician recruitment at TCHH, which will 
help stabilize declining patient volume and revenue. Fourth, the association with HHC will 
encourage the sharing of resources with other hospital and provider-members within the health 
care system. For the above reasons, the proposal aligns with the Statewide Health Care Facilities 
and Services Plan. 
 
As a result of these combined factors, the Applicants have satisfactorily demonstrated that there 
is a clear public need for the proposal and that access to and quality of care will improve through 
integration with a regional system providing a variety of clinical and financial benefits. The 
Applicants have provided adequate evidence that the transfer of ownership of TCHH to HHC 
will provide continued access to high quality and affordable health care. As such, the application 
is approved with conditions pursuant to Conn. Gen. Stat. sec. 19a-639(d)(5). 
 
  

                                                           
7 Department of Public Health, OHCA, Statewide Health Care Facilities and Services Plan p. 2 (Oct. 2012).  
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Order 
 
Based upon the foregoing Findings of Fact and Discussion, the Applicants’ request for the 

transfer of ownership of TCHH to HHC, is hereby Approved under Conn. Gen. Stat. § 19a-
639(a) subject to the enumerated conditions (the “Conditions”) set forth below. All references to 
days in these Conditions shall mean calendar days. 
 

1. For three (3) years following the Closing Date, TCHH and/or HHC shall allow for one 
(1) community representative to serve as a voting member of the Northwest Region 
Board of Directors (i.e., post-closing replacement of the Hospital’s Board) with rights 

and obligations consistent with other voting members under the Northwest Region 
Board’s Bylaws. TCHH and/or HHC shall select the community representative in a 
manner that ensures the appointment of an unbiased individual who will fairly represent 
the interests of the communities served by the Hospital. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16 
 

2. For three (3) years following the Closing Date, TCHH and/or HHC shall hold a meeting 
of the Northwest Region Board and HHC Board (“Joint Board Meetings”) at least twice 

annually. Such Joint Board Meetings shall be followed by a meeting to which the public 
is invited in advance and at which the public is informed of TCHH’s activities and 

afforded an opportunity to ask questions and make comments. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16 
 

3. TCHH and/or HHC intend and shall use its best efforts as described in the Application to 
enhance access to physician services in TCHH’s service area by recruiting and retaining 
at least 29.6 full time equivalent additional physicians (i.e., as identified in the Charlotte 
Hungerford Hospital: Physician Manpower Plan, 2015 – 2020) required to respond to 
local community needs by the end of FY 2020. Additionally, the Hospital shall recruit 
additional physicians and other health care providers for which there is a need, as 
identified in the CHNA described in Condition 8 herein. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF6, FF23-FF26, 
FF29, FF41-FF42 
 

4. TCHH and/or HHC shall work toward making culturally and linguistically appropriate 
services available and integrated throughout the Hospital’s operations. Specifically, the 

Hospital shall take reasonable steps to provide meaningful access to each individual with 
limited English proficiency eligible to be served or likely to be encountered in its health 
programs and activities, in accordance with the implementing regulations of Section 1557 
of the Patient Protection and Affordable Care Act. Additionally, TCHH shall provide 
appropriate insurance navigator services for patients and, where appropriate, English as a 
second language and cultural competency training for employees. In complying with this 
Condition, the Hospital shall be guided by the National Standards for Culturally and 
Linguistically Appropriate Services in Health and Health Care published by the U.S. 
Department of Health and Human Services’ Office of Minority Health. OHCA is 
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imposing these Conditions so as to ensure continued access to health care services for the 
patient population. Legal and Factual Basis; Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF48 
 

5. TCHH and/or HHC shall maintain community benefit programs and community building 
activities for TCHH for three (3) years after the Closing Date consistent with TCHH’s 

most recent Schedule H of IRS Form 990, or shall provide such other community benefit 
programs and community building activities that are at least as generous and benevolent 
to the community as TCHH’s current programs. TCHH shall apply no less than a 1% 
increase per year for the next three (3) years toward the Hospital’s community benefits 

and building activities in terms of dollars spent. In determining TCHH’s participation and 

investment in both community benefits and community building activities, TCHH and/or 
HHC shall address the health needs identified by the applicable CHNA in effect at the 
time and the population health management objectives, including social determinants of 
health, contained in the related Implementation Strategy. OHCA is imposing these 
Conditions to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF14, FF44-FF47 
 

6. TCHH and/or HHC shall ensure that the Hospital maintains and adheres to HHC’s 

current policies regarding charity care, indigent care and community volunteer services 
after the Closing Date, or adopt other policies that are at least as generous and benevolent 
to the community as HHC’s current policies, consistent with state and federal law. These 
policies shall be posted on the Hospital’s website and as additionally required by 

applicable law. OHCA is imposing these Conditions to ensure continued access to cost 
effective health care in the region, in particular for indigent persons. Legal and Factual Basis: 
Stat. §§ 19a-639(a)(5)&(12); FF34, FF44 
 

7. For three (3) years following the Closing Date, TCHH and/or HHC shall provide written 
notice to OHCA of any modification, amendment or revision to the charity care, indigent 
care and community volunteer services policies of the Hospital within one (1) month of 
such change. The notice of these changes shall be accompanied by copies of any revised 
policies and the notice and revised policies shall be posted on the Hospital’s website, 

simultaneously with their submission to OHCA. OHCA is imposing these Conditions to 
ensure continued access to cost effective health care in the region, in particular for 
indigent persons. Legal and Factual Basis: Stat. §§ 19a-639(a)(5)&(12); FF34, FF44 
 

8. HHC shall participate with TCHH, and key community stakeholders, health organizations 
and local health departments, in conducting the 2018 Community Health Needs 
Assessment (“CHNA”) and shall submit it, as well as the CHNA Implementation 

Strategy, to OHCA within thirty (30) days of completion. TCHH and/or HHC and the 
participants shall utilize Healthy Connecticut State Health Improvement Plan data and 
priorities as the starting point for the new CHNA, as well as any applicable community 
health improvement plan issued by any local health department in the Service Area.8 The 
Implementation Strategy shall also adopt the evidence-based interventions identified in 

                                                           
8 Other tools and resources which TCHH and/or HHC are encouraged to consider include County Health Rankings 
and CDC Community Health Improvement Navigator in order to assist with the Study process in terms of an 
understanding of social, behavioral, and environmental conditions that affect health, identifying priorities, and the 
use of evidence-based interventions. 
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the Centers for Disease Control and Prevention’s (“CDC’s”) 6/18 initiative to the extent 
the health priorities identified in the CHNA correlate to the health conditions identified 
by the CDC and provide information on how any patient outcomes related to the 
Implementation Strategy will be measured and reported to the community. The CHNA 
and the Implementation Strategy shall be published on the website of the Hospital. 
OHCA is imposing this Condition to ensure continued access to health care services for 
the patient population. Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3)&(7); FF47 
 

9. TCHH and/or HHC agree to file the following documents or information within one (1) 
month of the Closing Date: 

a. Schedules which set forth the Hospital’s inpatient bed allocation (using available 

beds as the measurement) and the location and hours of operation for all 
outpatient services, by department, as of the Decision Date. TCHH shall publish 
this same information on the Hospital’s website. 

b. Notice identifying the legal entity that shall directly own and operate the Hospital 
and hold the Hospital’s license post-closing and the Certificate of Incorporation 
for such entity. This entity shall be duly organized and validly existing under the 
laws of Connecticut. 

c. Notice to OHCA of the effective date of the transfer of ownership transaction. 
Such notice shall be accompanied by the Final Execution copies of all agreements 
related to same, including but not limited to: 

(i) the Affiliation Agreement, including any and all schedules and exhibits; 
and 

(ii) Bylaws or similar governance documents for TCHH. 
 

TCHH and/or HHC may redact from submission under (9)(C)(i), any information that is 
exempt from disclosure under Conn. Gen. Stat. § 1-210. If TCHH and/or HHC redact 
material in accordance with the previous sentence, TCHH and/or HHC shall provide a list 
to OHCA, which identifies in general terms the nature of the redacted material and why 
each redacted schedule or exhibit is specifically being claimed as exempt for public 
record purposes. OHCA is requiring this Condition to enable its assessment as to how 
health care services will be provided in the community and as a practical means of 
fulfilling its monitoring of the proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-
639(d)(2); FF17, FF33 

 
10. Within sixty (60) days after the Closing Date, TCHH and/or HHC shall contract with an 

Independent Monitor who has experience in hospital administration and regulation. The 
Independent Monitor shall be retained at the sole expense of TCHH and/or HHC. Prior to 
such contract, TCHH and/or HHC shall seek approval from OHCA regarding the 
selection of the Independent Monitor. The Independent Monitor shall be engaged for a 
minimum period of five (5) years following the Closing; provided, however, that such 
obligation to provide an Independent Monitor may be rescinded in the fourth and/or fifth 
years following the closing in OHCA’s sole discretion. The Independent Monitor shall be 

responsible for monitoring TCHH and/or HHC’s compliance with the Conditions set 

forth in this Order. TCHH and/or HHC shall provide the Independent Monitor with 
appropriate access to TCHH and its applicable records in order to enable the Independent 
Monitor to fulfill its functions hereunder. OHCA is imposing this Condition to ensure 
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continued access to health care services for the patient population and to verify and 
monitor compliance with the Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-
639(e); FF1, FF9 
 

11. The Independent Monitor shall report to OHCA. The Independent Monitor shall conduct 
on-site visits of TCHH on no less than a semi-annual basis to assess adherence to the 
CON Order. These on-site visits shall include meeting with both TCHH and HHC. The 
Independent Monitor shall furnish a written report of his or her assessment to OHCA 
within thirty (30) days of the completion of each semi-annual on-site review. Such report 
shall be comprehensive and shall include a discussion of TCHH’s ongoing compliance 

with the CON Order and the level of community benefits and uncompensated care 
provided by TCHH during the prior period. TCHH and/or HHC shall have the 
opportunity to review and provide written responses to the report which has been filed 
with OHCA. As OHCA deems necessary, the Independent Monitor shall meet with 
OHCA personnel to discuss the written report and shall perform additional periodic 
reviews. OHCA is imposing this Condition to ensure continued access to health care 
services for the patient population and to verify and monitor compliance with the 
Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-639(e); FF1, FF9 
 

12. In addition to the above, TCHH and/or HHC make the following commitment for a 
period of five (5) years post-Closing: 

a. The Independent Monitor shall, at a minimum, meet with representatives of the 
Hospital’s service community at six months after the Date of Closing and 
annually, thereafter. 

b. TCHH shall hold a public forum in Torrington, six months after the Date of 
Closing and not less than annually thereafter during the monitoring period to 
provide for public review and comment on the monitor's reports and findings as 
provided to OHCA. 

c. If the Independent Monitor determines that TCHH and/or HHC are substantially 
out of compliance with the Conditions to the CON, the monitor shall notify 
TCHH and/or HHC in writing regarding the deficiency. Within two weeks of such 
notice, the monitor shall convene a meeting with representatives from TCHH 
and/or HHC for the purpose of determining compliance and any appropriate 
corrective action plan. If TCHH and/or HHC fail to implement a plan of 
correction satisfactory to the monitor within thirty days of such meeting, the 
monitor shall report such substantial noncompliance to OHCA. OHCA shall 
determine whether such non-compliance has had a material negative impact and 
what remedy is reasonably necessary to bring TCHH and/or HHC into 
compliance and shall have the right to enforce these Conditions by all means and 
remedies available to it under law and equity, including but not limited to Conn. 
Gen. Stat. 19a-642 and the right to impose and collect a civil penalty under Conn. 
Gen. Stat. 19a-653. In addition, in the event OHCA determines TCHH and/or 
HHC are in material non-compliance, OHCA may order TCHH and/or HHC to 
provide additional community benefits as necessary to mitigate the impact of such 
non-compliance. OHCA is imposing this Condition to ensure continued access to 
health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
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§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1, FF9; FF9, 
FF66, FF73 

 
13. Within six months following the Closing Date, TCHH and/or HHC shall file with OHCA 

the total price per “unit of service” using the definitions below for each of the top 25 

most frequent MS-DRGs (inpatient) and top 25 most frequent CPT codes (outpatient) for 
the Hospital’s services. The first filing shall be for the period of October 1, 2016 through 

September 30, 2017. TCHH and/or HHC shall provide the same information for three (3) 
fiscal years thereafter (FY 2018, FY 2019 and FY 2020), within sixty (60) days following 
the end of a fiscal year. OHCA is requiring this Condition to ensure continued access to 
affordable, cost effective health care. Legal and Factual Basis: Stat. §§ 19a-639(a)(5), 19a-
639(d)(3); FF35, FF66, FF73 
 

14. For purposes of determining the price per unit of service: 
a. A “unit of service” for inpatient hospital services shall be a case categorized by an 

ICD-9-DM/ICD-10-DM diagnosis code or a Diagnosis-Related Group (DRG) 
code and identified by the Connecticut Department of Insurance pursuant to P.A. 
15-146 Section 2 as among the fifty most frequently occurring acute care hospital 
inpatient primary diagnoses, the fifty most frequently provided acute care hospital 
inpatient principal procedures, and the twenty-five most frequent inpatient 
surgical procedures. 

b. A “unit of service” for outpatient hospital services shall be a procedure or service 

categorized by a Current Procedural Terminology (CPT) or Healthcare Common 
Procedure Coding (HCPC) code and identified by the Connecticut Department of 
Insurance pursuant to P.A. 15-146 Section 2 as among the fifty most frequently 
provided outpatient procedures, the twenty-five most frequent outpatient surgical 
procedures and the twenty-five most frequent imaging procedures performed in 
the state. 

c. A “unit of service” for physician services shall be a work Relative Value Unit 

(wRVU). The baseline to be established as of the Date of Closing for TCHH’s 

total price per unit of service for physician services and inpatient and outpatient 
hospital services is inclusive of all administrative overhead, other ancillary fees 
including, but not limited to facility fees and the total price per unit shall reflect 
the total price of such service. 

d. All administrative costs for overhead, ancillary fees, facility fees or any other fees 
which are reflected in the total price per unit shall be determined by the 
independent consultant to be within any annual cap established. 

 
OHCA is imposing this Condition to ensure the transfer of ownership does not adversely 
affect health care costs. Legal and Factual Basis: Stat. §§ 19a-639(a)(12), 19a-639(d)(3); FF9, FF66, 
FF73 
 

15. TCHH and/or HHC shall maintain the current TCHH commercial health plan contracts in 
effect as of the Date of Closing, for a period following the Date of Closing to December 
31, 2018. Rates or scheduled increases in such previously negotiated rates that are in 
effect on the Date of Closing shall be maintained for a period ending December 31, 2018. 
Any TCHH commercial health plan contracts that expire prior to December 31, 2018 
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shall be extended to December 31, 2018 and any contracts without expiration dates shall 
be continued under their current previously negotiated terms for a period from the Date of 
Closing to December 31, 2018. No increase in negotiated rate schedules shall be 
negotiated during the periods set forth in this paragraph. 

a. Upon the expiration of any TCHH commercial health plan contracts after such 
period, TCHH and/or HHC shall negotiate new rates based on TCHH’s post-
Closing cost structure, specifically taking into account any cost or price 
reductions, i.e. efficiencies, achieved as a result of the affiliation. HHC shall not 
impose a single System-wide rate and shall, for TCHH, maintain a negotiated rate 
structure reflective of the market conditions applicable generally to hospitals 
serving Northwest Connecticut. 

b. For a period of five (5) years subsequent to the December 31, 2018 date 
referenced herein, any annual increase in the total price per unit of service (as 
defined in Condition 14) for TCHH shall be subject to a cap determined through 
the process set forth below. It is the intent of the parties that such cap shall serve 
as a cap for the purpose of assuring patient affordability for services delivered by 
TCHH. Legal and Factual Basis: Conn. Gen. §§ Stat, 19a-613(b), 19a-639(a)(4),(5), & (12); 
19a-639(e); FF1 FF9; FF35-FF37; FF66, FF73 
 

16. Within ninety (90) days of the Date of Closing, TCHH and/or HHC shall contract with an 
independent consultant for the purpose of developing a comprehensive Baseline Pricing 
Structure Report (BPSR) and subsequent annual Pricing Structure Reports (PSRs), the 
requirements of which are further described below. The BPSR is to evaluate, calculate 
and describe the total price per unit of service for TCHH prior to its affiliation with HHC 
(Pre-Affiliation Period) and to establish an initial and annual pricing caps. Such pricing 
structure will be based on TCHH’s commercial pricing structure, not government pricing 

structure. The price cap shall be in effect for five (5) years beginning with the baseline 
price cap. 

a. TCHH and/or HHC shall retain the independent consultant, subject to OHCA’s 

approval, and shall pay all costs associated with the independent consultant. 
OHCA shall review and approve the contract between the independent consultant 
and TCHH and/or HHC in advance of its execution. 

b. The independent consultant shall report to and take direction from the 
Commissioner of Public Health (“Commissioner”). The independent consultant 
shall submit a draft BPSR which shall include the establishment of a price cap 
using total price per unit of service. The independent consultant shall provide 
such draft BPSR to the Commissioner, for the Commissioner’s acceptance prior 

to a final copy being filed and being provided to TCHH and/or HHC. The 
Commissioner and/or designee will be able to question the contents and 
assumptions of the draft submission and seek information and/or clarification 
prior to finalization of the submission. This process will continue for all annual 
submissions. 

c. The independent consultant in developing the BPSR will provide, at a minimum, 
all information, calculations and assumptions necessary to fully explain the 
baseline pricing structure and price cap. This report will set forth a specifically 
calculated cap on annual increases in TCHH’s total price per unit of service 

(annual price cap). The establishment of this cap shall specifically take into 
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consideration any and all cost reductions reflective of the efficiencies resulting 
from the affiliation and the annual cost of living of the primary service area or in 
Northwest Connecticut. The baseline report and all subsequent reports filed with 
OHCA shall specifically discuss such cost reductions and show how they are 
considered within any calculations. 

d. The independent consultant shall provide the draft BPSR and the annual PSR 
update to OHCA within thirty (30) days of completion by the independent 
consultant. 

e. Prior to the end of each fiscal year subsequent to the initial filing of the BPSR, the 
independent consultant shall conduct the annual PSR update and use the results of 
such annual PSR update to calculate a cap on any increase in the price per unit of 
service for the succeeding four (4) fiscal years. Such annual PSR shall provide a 
full description and calculation of the final results of TCHH pricing structure 
during the past fiscal year. 

f. OHCA shall keep confidential all nonpublic information and documents obtained 
as part of the BPSR and the annual PSR update and shall not disclose the 
information or documents to any person without the consent of TCHH and/or 
HHC, unless required to do by law. The confidential information and documents 
shall not be public records and shall be exempt from disclosure under Connecticut 
General Statute Section 1-210. 

g. In the event that the BPSR as well as subsequent PSRs, find a likelihood of a 
material increase in such pricing, as determined by the Commissioner in his/her 
sole discretion, the Commissioner and TCHH and/or HHC shall meet and confer 
for the purposes of determining further Conditions as necessary to correct such 
Condition and to create a performance improvement plan to address the 
Conditions. The Commissioner shall determine whether TCHH and/or HHC is in 
compliance with such performance improvement plan. Such performance 
improvement plan will address, at a minimum, what actions and steps TCHH and 
HHC will take to maintain an affordable TCHH pricing structure for the residents 
of Northwest Connecticut. OHCA is imposing this Condition to ensure continued 
access to health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1 FF9; FF66, 
FF73 

 
17. TCHH and/or HHC shall file a complete copy of the Strategic Plan for acute and 

ambulatory care in the Northwest Region as referenced in the Affiliation Agreement, 
Section 5.1 dated August 16, 2016. Such Strategic Plan shall be filed within one month of 
its completion and shall include any and all exhibits, schedules and/or attachments. 
OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73 
 

18. TCHH and/or HHC agree to file the following documents and information on a semi-
annual basis. For purposes of this Order, semi-annual periods are October 1-March 31st 
and April 1-September 30th. The required information is due no later than two (2) months 
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after the end of each semi-annual period and due dates are May 31st and November 30th. 
The first semi-annual filing will be due May 31, 2018 (which will include less than six 
months of information). These semi-annual filings should be submitted to OHCA in 
Excel format. 

a. A report on the capital or investment commitments made in the Hospital and its 
affiliates. The Capital Investment Report shall include the following in a format to 
be agreed upon: 

i. A list of the capital expenditures or investments that have been made in the 
prior six (6) month period (except that the initial filing may include fewer 
months depending on the initial date of such expenditures or investments) 
with descriptions of each associated project; 

ii. An explanation of why each expenditure was made and a timeframe for the 
roll out of the associated capital project (including estimated beginning, 
ending and startup/operation dates); 

iii. The funding source of the capital expenditure or investment, indicating 
whether it was drawn from intercompany loans, operating revenue or capital 
contributions from another source. If funding was drawn from another 
source, indicate the source; and 

iv. The capital or investment commitment information in (18)(a)(i - iii) shall be 
submitted until the capital or investment commitment is satisfied. 
 

b. A report of cost savings attained and related financial impact as was described in 
the CON application. This report shall be required for three (3) years following the 
Closing Date for TCHH: 

 
i. The cost saving totals achieved in the following Operating Expense 

Categories for the Hospital: Salaries and Wages, Fringe Benefits, 
Contractual Labor Fees, Medical Supplies and Pharmaceutical Costs, 
Depreciation and Amortization, Interest Expense, Malpractice Expense, 
Utilities, Business Expenses and Other Operating Expenses. The 
categories shall be consistent with the major operating expense categories 
(Categories A, B, C, D, E, G, H, I, J, and K) which are in use at the time of 
reporting in the OHCA Hospital Reporting System ("HRS") Report 175 or 
successor report. 

 
The semi-annual submission shall also contain narratives describing: 

A. the major cost savings achieved for each expense category for 
the semi-annual period; 

B. the effect of these cost savings on the clinical quality of care; 
and 

C. a consolidated Balance Sheet, Statement of Operations, and 
Statement of Cash Flows for the Hospital and its immediate 
parent corporation. The format shall be consistent with that 
which is in use at the time of reporting in OHCA's HRS 
Reports 100/300 (balance sheets), 150/350 (statement of 
operations) or successor reports. 
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c. A report of financial measurements. This report shall be required for three (3) 

years following the Closing Date and shall be filed with OHCA for the Hospital 
and for HHC. This report shall show current month and year-to-date data and 
comparable prior year period data. The following financial 
measurements/indicators should be addressed in the report: 

 
Financial Measurement/Indicators 

A. Operating Performance 
1.  Operating Margin 
2.  Non-Operating Margin 
3.  Total Margin 

B.  Liquidity 
1.  Current Ratio 
2.  Days Cash on Hand 
3.  Days in Net Accounts Receivables 
4.  Average Payment Period 

C. Leverage and Capital  Structure 
1.  Long-term Debt to Equity 
2.  Long-term Debt to Capitalization 

3.  Unrestricted  Cash to  Debt 
4.  Times Interest Earned  Ratio 

5.  Debt Service Coverage Ratio 
6.  Equity Financing  Ratio 

D. Additional Statistics 
1.  Income from Operations 
2.  Revenue  Over/(Under) Expense 

3.  Cash from Operations 
4.  Cash and Cash  Equivalents 

5.  Net Working  Capital 

6.  Free Cash Flow (and the elements used in the 
calculation) 
7.  Unrestricted Net Assets/Retained Earnings 
8.  Bad Debt as % of Gross Revenue 

9. Credit Ratings (S&P, FITCH or Moody's) 
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OHCA is imposing these Conditions to ensure continued access to health care services for 
the patient population and to verify the continued financial feasibility of the project. Legal and 
Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3),(4)&(5); FF39-FF40, FF43, FF50, FF64 

 
19. TCHH and/or HHC agree to file the following documents and information on an annual 

basis. These filings are due within one (1) month following the anniversary of the 
Closing Date for a period of three (3) years and shall be posted on the Hospital’s website. 

a. A written report on its activities directed at meeting Condition 4 above, regarding 
efforts towards making culturally and linguistically appropriate services available 
and integrated throughout the Hospital’s operations. 

b. A written report identifying the amounts and uses related to community benefits 
and community building in accordance with Condition 5 above. The report shall 
include a full discussion of how such investments and support are being applied 
toward the health needs identified in the Community Health Needs Assessment 
and population health management objectives. 

c. A written report describing the achievement of the Strategic Plan components to 
retain and enhance healthcare services in the TCHH community, including with 
respect to physician recruitment and resource commitments for clinical service 
programming. 

d. An updated plan demonstrating how health care services are provided and will be 
provided by TCHH for the first three (3) years following the Affiliation 
Agreement, including any consolidation, reduction or elimination of existing 
services or introduction of new services (the “Services Plan”). The Services Plan 

shall be provided in a format consistent with that provided by TCHH and/or HHC 
to OHCA in its response to Question 11 in the Completeness letter, dated 
February 22, 2017. 

e. An affirmation document attesting to the following: 
i. Affirmation that TCHH is meeting the obligations of Conditions 1-3. 

ii. Affirmation that no TCHH physician office has been converted to 
hospital-based status. 

iii. Affirmation that TCHH commercial health plan contracts in place as of 
the Date of Closing are/were maintained through the remainder of their 
terms, and that any new contracts are consistent with the commitments of 
Condition 15, above. 

iv. Affirmation that the Hospital has continued to maintain emergency room 
services, inpatient general medicine services, cardiology services, 
inpatient obstetrics/gynecology services, inpatient behavioral health 
services, critical care unit services and oncology services, which such 
services shall assure patient affordability and adhere to standards of care, 
quality, and accessibility and reflect local community need. 

v. Affirmation that there has been no change in the service provision plan 
provided on February 22, 2017 or, if services have or are planned to 
change from the February 22, 2017 submission. TCHH and/or HHC shall 
specify all changes, any consolidation, reduction, or elimination of 
existing services or introduction of new services. 
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OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73 

 
20. OHCA and TCHH and/or HHC agree that this settlement represents a final agreement 

between OHCA and TCHH and/or HHC with respect to OHCA Docket No. 16-32135-
CON. The execution of this agreed settlement resolves all objections, claims and 
disputes, which may have been raised by TCHH and/or HHC with regard to OHCA 
Docket Number 16-32135-CON. 
 

21. OHCA may enforce this settlement under the provisions of Conn. Gen. Stat. §§ 19a-642; 
19a-653 and all other remedies available at law, with all fees and costs of such 
enforcement to be paid by the Applicant. 
 

22. This settlement shall be binding upon TCHH and/or HHC and its successors and assigns. 
 

23. Any references in this settlement to the Commissioner of the Department of Public 
Health shall include the Commissioner or his successor. 
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Olejarz, Barbara

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Wednesday, November 15, 2017 3:11 PM
To: Martone, Kim
Cc: Olejarz, Barbara
Subject: RE: Agreed Settlement

Kim, 
We are ok with the new condition. Please let me know when it is signed by the Deputy Commissioner 
Thank you 
Barbara 
 

From: Martone, Kim [mailto:Kimberly.Martone@ct.gov]  
Sent: Wednesday, November 15, 2017 1:49 PM 
To: Durdy, Barbara 
Cc: Olejarz, Barbara 
Subject: Agreed Settlement 
 
This is an email from Outside HHC. USE CAUTION opening 
attachments or links from unknown senders. 

Barbara, please see attached additional condition for succession purposes #23.  If you are ok with this please respond 
accordingly back. 
 
Thanks. 
 
Kim 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

   
 

 
 
Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 



2

an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  



1

Olejarz, Barbara

From: Olejarz, Barbara
Sent: Wednesday, November 15, 2017 3:39 PM
To: Barbara Durdy; Brian Mattiello
Subject: Agreed Settlement
Attachments: 32135 TCHH-HHC Agreed Settlement.pdf
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Office of Health Care Access 

 

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer

Agreed Settlement 

Applicants: The Charlotte Hungerford Hospital 
540 Litchfield Street 
Torrington, CT 06790 

Hartford HealthCare Corporation 
1 State Street 
Hartford, CT 06103 

Docket Number:  16-32135-CON 

Project Title: Transfer of ownership of The Charlotte Hungerford Hospital 
to Hartford HealthCare Corporation 

Project Description: The Charlotte Hungerford Hospital (“TCHH” or “Hospital”) and Hartford 
HealthCare Corporation (“HHC”), herein collectively referred to as the (“Applicants”), seek 
authorization to transfer ownership of TCHH and its subsidiaries to HHC.

Procedural History: The Applicants published notice of their intent to file a Certificate of Need 
(“CON”) application in the Torrington Register Citizen (Torrington) on August 30, 31 and 
September 1, 2016. On November 28, 2016, the Office of Health Care Access (“OHCA”) 
received the CON application from the Applicants for the above-referenced project. The 
application was deemed complete on March 8, 2017. On April 7, 2017, Commissioner Raul Pino 
designated Attorney Kevin T. Hansted as the hearing officer in this matter and the Applicants 
were notified of the date, time, and place of the public hearing. On April 10, 2017, a notice to the 
public announcing the hearing was published in The Torrington Register Citizen. Thereafter, 
pursuant to Connecticut General Statutes (“Conn. Gen. Stat.”) § 19a-639a (f)(2), a public hearing 
regarding the CON application was held on May 8, 2017. The hearing was conducted in 
accordance with the provisions of the Uniform Administrative Procedure Act (Chapter 54 of the 
Conn. Gen. Stat.) and Conn. Gen. Stat. § 19a-639a (f)(2) and the Hearing Officer heard 
testimony from witnesses for the Applicants. The public hearing record was closed on August 8, 
2017.
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Findings of Fact and Conclusions of Law

1. TCHH is a 122-bed, acute care hospital, located in Torrington, Connecticut. Ex. A, p. 11

2. TCHH is a Connecticut non-stock, tax-exempt corporation, holding interests in four 
subsidiaries that operate outpatient health care facilities and/or perform related community 
and ancillary services for the hospital (see legal chart of corporate structure, below). 

Ex. A, p. 168

3. HHC is a Connecticut non-stock, tax-exempt corporation serving as the parent to a system of 
integrated health care entities, including: Hartford Hospital (“HH”), The Hospital of Central 
Connecticut, The William H. Backus Hospital, MidState Medical Center and Windham 
Hospital. Ex. A, pp. 12-13

4. In February 2014, the TCHH Board of Governors began evaluating the need for a strategic 
affiliation with a larger health system to help sustain the Hospital’s operational, financial and 
clinical services. Ex. A, p. 13 

5. A TCHH Independence Strategy Evaluation Committee (“Committee”) was convened to 
review TCHH’s degree of independence and to establish guiding principles to use in 
evaluating any partnership/affiliation. Ex. A, p. 13 

MedConn Collection 
Agency, LLC

TCHH 33 1/3%

Advanced Medical 
Imaging of 

Northwest CT, LLC

TCHH 50%

Litchfield County
Healthcare 

Services, Corp.

The Charlotte Hungerford 
Hospital

The Cancer Care 
Fund of the 

Litchfield Hills, Inc.
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6. The Committee concluded that a number of factors should lead TCHH to adjust its degree of 
independence, including: 

growing difficulty recruiting and retaining physicians in both primary and 
specialty care; 
declining operating margins reduced to levels inadequate for current reinvestment 
in facilities and services; 
high reliance (i.e., approximately 80%) and sensitivity to Medicare and Medicaid 
reimbursement due to an aging patient population; 
reductions in inpatient discharges resulting from the loss of physicians in major 
inpatient service lines and a decreasing primary care presence in the community; 
and
difficulty expanding outpatient services and meeting TCHH’s population health 
management interests as an independent hospital. 

Ex. A, pp. 13, 15

7. As a result of these combined factors, a Request for Proposal (“RFP”) was issued in July 
2015 seeking a strategic affiliation partner. From among the respondents, HHC was selected 
as the health care system that most closely shared TCHH’s vision for the region’s health care 
needs. Ex. A, pp. 9, 14

8. Following HHC’s selection, the Boards of TCHH and HHC approved the Affiliation 
Agreement (“AA”) on July 28, 2016 and August 5, 2016, respectively. Ex. A, p. 24

9. The Applicants, therefore, request authorization to transfer ownership of TCHH and its 
subsidiaries to HHC. Following the transaction, HHC will become the sole corporate member 
of TCHH, pursuant to the terms and conditions of the AA. Ex. A, p. 7

10. On September 19, 2016, a Hart-Scott-Rodino (“HSR”) filing1 was submitted to the Federal 
Trade Commission (“FTC”). As of October 31, 2016, the 30-day waiting period outlined by 
the HSR Anti-trust Improvements Act expired without further investigation of the 
transaction. Ex. A, p. 24

11. Following the transfer of ownership, TCHH will continue to operate as an independently 
licensed hospital with its own separate medical staff. Ex. A, pp. 6, 18

12. As an independent care provider, TCHH can no longer produce the operating margins 
necessary to invest in health care in its facilities. HHC will provide TCHH with the financial 
resources, clinical support and organizational structure needed to meet the demands of health 
care reform and the changing health care environment. Testimony of Mr. John Janco, Chairman of 
the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, pp. 13-14 

                                                           
1 The Hart-Scott Rodino (“HSR”) Act requires that information about large mergers and acquisitions be submitted to 
the Federal Trade Commission and the Department of Justice prior to their occurrence. The parties may not close 
their deal prior to the waiting period outlined in the HSR Act without government approval. Source: 
https://www.ftc.gov/enforcement/premerger-notification-program
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13. The post-transaction HHC Regional Board will consist of the members of TCHH’s Board of 
Directors at the time of closing, along with four members appointed by HHC. The president 
of TCHH and the medical staff president will both be ex-officio members of the Board. Ex. A, 
p. 18

14. The post-transaction TCHH Board will be responsible for the oversight of all quality 
assessment, performance improvement and patient safety activities of the Hospital and its 
affiliates, including the authority to credential, grant and revoke medical staff memberships. 
Other responsibilities will include oversight of the community benefit and health needs 
assessment, advocacy for the Northwest Region’s health needs, fundraising and development 
activities to further the mission, vision and values of the health care system. Ex. A, p. 18

15. During the first year of the three-year transition period, the TCHH Board will maintain a 
finance and strategic planning committee composed of the same members who served on the 
related Hospital committees prior to the transaction. Ex. A, p. 18

16. Following approval of the initial plan by the HHC Board, managerial and administrative 
oversight for the Northwest Region strategic plan will reside with the regional president and 
other executive management and will be integrated with HHC’s strategic plan. Ex. A, p. 82

17. The following chart depicts the organizational structure following the proposed transaction: 

Ex. A, p. 169 

MedConn Collection 
Agency, LLC

TCHH 33 1/3%

Advanced Medical 
Imaging of 

Northwest CT, LLC

TCHH 50%

Litchfield County
Healthcare 

Services, Corp.

Hartford Healthcare 
Corporation

The Charlotte Hungerford 
Hospital

The Cancer Care 
Fund of the 

Litchfield Hills, Inc.
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18. TCHH’s primary service area consists of three towns in Northwest Connecticut; more than 
half of all discharged inpatients reside in Torrington (see table below): 

TABLE 1 
TCHH PRIMARY SERVICE AREA*

Town 

FY 2015 

Discharges %1

Torrington 3,387 56.1% 
Winchester 697 11.5% 
Litchfield 485 8.0% 

PSA Total 4,569 75.7% 
All other 1,468 24.3% 

Total 6,037 100.0% 
1 May not add due to rounding 
*Primary service area based on top 75% of patient  

discharges by town 

Sources: Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care  
Hospital Discharge Database 

19. TCHH and HHC have a history of collaboration; HHC personnel have provided clinical 
education on trauma care to emergency medical providers at TCHH through HH’s LIFE 
STAR program and trauma department. Ex. A, p. 22

20. HHC’s cardiology department staff, LIFE STAR and TCHH personnel have worked together 
to determine the optimum care for cardiac patients arriving at the Hospital’s ED, including 
facilitating air or ground transport and assembling an interventional team at HH. The two 
hospitals have also worked together to develop quality assurance and performance 
improvement programs over the past several years. These programs have helped improve 
door-to-balloon times for TCHH cardiac patients. Ex. A, p. 22

21. The proposal is expected to provide TCHH and the community it serves the following 
benefits:

establishment of an extensive primary care and ambulatory care network, including, 
but not limited to: the use of patient-centered medical homes; the development and 
expansion of services and programs offered to the community, including the 
development of a new, modern multispecialty care center; and the development of an 
ambulatory surgery network in the Northwest Region; 
ability to participate in population health initiatives undertaken by HHC; 
establishment of a Geriatric Medicine Institute at TCHH and the development of a 
new site for the “Center for Healthy Aging,” a program designed to provide expanded 
community-based access to a full complement of programs and resources for the 
aged; 
enhanced cardiovascular services, including an integrated congestive heart failure 
program and on-site electrophysiology; 
implementation of a gastrointestinal and digestive diseases program for TCHH in 
coordination with statewide programs developed by HHC; 
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expansion of the orthopedic program at TCHH in coordination with statewide 
programs developed by HHC; 
enhanced behavioral health services, including treatment for substance use disorders 
and mental health--including the care and treatment of geri-psych and related 
diseases;
expanded women’s health services, including access to uro-gynecological specialists, 
perinatology, and nationally-recognized reconstructive and breast surgeons; and  
expansion of neurology and neuroscience services by building upon the existing 
telestroke collaboration with HHC and the establishment of outpatient services in the 
community. 

Ex. C, p. 327 

22. Further, HHC has a strong commitment to quality, which is supported by numerous 
informatics tools (e.g., dashboards, Epic electronic health record platform “Epic”) used to 
measure performance. These tools are used to support more than 40 clinical councils in areas 
such as emergency medicine, OBGYN, endocrinology and a broad spectrum of medical care. 
These clinical councils work to identify the best practices of evidence-based medicine, to 
adopt these best practices and to measure if the desired outcome is being reached. The goal 
of these councils is to enhance the level of care and improve health care quality in the 
community. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, pp. 52-
54

23. Disruptions from the loss of physicians in major inpatient service lines has negatively 
affected patient volumes. Over the past several years, TCHH has lost 21 physicians, 
primarily due to retirements, re-locations and career path changes. 

TABLE 2 
TCHH PHYSICIAN REDUCTIONS IN INPATIENT SERVICE LINES

Service Line Type of MD Time Frame Number 

Neurology Neurologist May 2015 1

Orthopedics
Orthopedists
Physiatrists 

2014-2016 
5
2

Primary Care Primary Care 2014-2016 7

ENT ENT Dec 2016 1
Surgery Surgeon Sept 2016 1

Psychiatry Psychiatrists 2014-2016 4

24. The TCHH Physician Manpower Plan (completed in March 2015) concluded that in terms of 
patient care full-time equivalents (“FTEs”), the Hospital community had a total physician 
shortage of 29.6 FTEs in the areas of primary care (13.1) specialists (11.2) and surgeons 
(5.3). Ex. O, Late File, Table 19, p. 4

25. Both loss of physicians and difficulty recruiting new physicians have greatly impaired 
TCHH’s ability to improve access to care, enhance revenues and to develop new service lines 
in response to community need. Testimony of Mr. Dan McIntyre, President and Executive Director of the 
Charlotte Hungerford Hospital, Ex. N, pp. 24-25
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26. HHC has had success in recruiting physicians due to its large physician practice, Hartford 
HealthCare Medical Group, with nearly 500 physicians. Having a large medical group 
provides an expanded peer group to support, advise and mentor recently trained physicians, 
and enhances initial recruitment and eventual placement of specialists in community 
hospitals. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, p. 54

27. As a result of physician loss and recruiting difficulty, both discharges and patient days have 
declined at TCHH over the past several years (see tables below): 

TABLE 3 
TCHH HISTORICAL DISCHARGES 

Service
Actual Volume 

FY 2013 FY 2014 FY 13-14 
% chg FY 2015 FY 14-15 

% chg FY 2016 FY 15-16 
% chg 

FY 13-16 
% chg 

Medicine 3,782 3,538 -6.5% 3,581 1.2% 3,167 -11.6% -16.3% 

Newborn 450 445 -1.1% 448 0.7% 396 -11.6% -12.0% 

Obstetrics 472 457 -3.2% 463 1.3% 414 -10.6% -12.3% 

Psychiatric 683 685 0.3% 685 0.0% 747 9.1% 9.4% 

Surgery 1,142 977 -14.4% 858 -12.2% 789 -8.0% -30.9% 

Total 6,529 6,103 -6.5% 6,035 -1.1% 5,513 -8.6% -15.6% 

TABLE 4 
TCHH HISTORICAL PATIENT DAYS

Service
Actual Volume 

FY 2013 FY 2014 FY 13-14 
% chg FY 2015 FY 14-15 

% chg FY 2016 FY 15-16 
% chg 

FY 13-16 
% chg 

Medicine 14,897 14,466 -6.5% 15,720 1.2% 12,825 -18.4% -13.9% 

Newborn 1,086 1,185 -1.1% 1,126 0.7% 970 -13.9% -10.7% 

Obstetrics 1,155 1,163 -3.2% 1,189 1.3% 1,030 -13.4% -10.8% 

Psychiatric 3,928 3,956 0.3% 3,586 0.0% 4,113 14.7% 4.7% 

Surgery 5,428 5,015 -14.4% 4,403 -12.2% 4,142 -5.9% -23.7% 

Total 26,494 25,785 -6.5% 26,024 -1.1% 23,080 -11.3% -12.9% 
Ex. C, p. 330 
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28. However, inpatient volumes are projected to increase as a result of the proposal’s planned 
expansion of primary care, specialty and subspecialty care2 and population models in 
TCHH’s primary service area.

TABLE 5 
TCHH PROJECTED DISCHARGES BY SERVICE

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18 
% chg FY 2019 FY 18-19 

% chg FY 2020 FY 19-20 
% chg 

Medicine 3,303 3,680 11.4% 3,839 4.3% 3,915 2.0% 

Newborn 358 358 0.0% 358 0.0% 358 0.0% 

Obstetrics 375 375 0.0% 375 0.0% 375 0.0% 

Psychiatric 729 798 9.5% 845 5.9% 845 0.0% 

Surgery 748 979 30.9% 1,116 14.0% 1,134 1.6% 

Total 5,513 6,190 12.3% 6,533 5.5% 6,627 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 

TABLE 6 
TCHH PROJECTED PATIENT DAYS BY SERVICE 

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18 
% chg FY 2019 FY 18-19 

% chg FY 2020 FY 19-20 
% chg 

Medicine 13,435 14,968 11.4% 15,615 4.3% 15,924 2.0% 

Newborn 947 947 0.0% 947 0.0% 947 0.0% 

Obstetrics 927 927 0.0% 927 0.0% 927 0.0% 

Psychiatric 4,109 4,498 9.5% 4,763 5.9% 4,763 0.0% 

Surgery 4,158 5,442 30.9% 6,204 14.0% 6,304 1.6% 

Total 23,576 26,782 13.6% 28,456 6.3% 28,865 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 

Ex. C, pp. 327-331 

29. In addition to stabilizing TCHH patient volumes, the proposal is intended to provide the 
following benefits:

physician recruitment of primary care, neurology and orthopedics will be 
significantly improved as an affiliate of a large integrated health system (HHC); 
replacement of “end-of-life” and obsolete equipment with new technology; 
repair or replacement of vital physical plant facilities (average age of plant is 20 
years old) and infrastructure, including the renovation of the TCHH emergency 
department; 
installation of Epic; 
access to HHC’s system-wide analytic tools to help monitor clinical indicators 
(e.g., mortality and readmission rates) and broader clinical staff collaboration, 
along with the ability to participate in disease-specific “institutes” and clinical 
councils;

                                                           
2 Potential new/expanded programs include: geriatric medicine, cardiovascular, gastrointestinal and digestive 
disease, orthopedics, behavioral health, women’s health and neurology and neuroscience services.
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Improvement in quality measurement (i.e., access to dashboards which identify 
high-risk and high-frequency problem areas) along with the ability to participate 
in national registries to support benchmarking and gain access to tools (e.g., 
National Surgical Quality Improvement Program and National Database of 
Nursing Quality Indicators) to support best practice implementation; 

Ex. C, p. 342; Ex. S, OHCA Order 2 responses, pp. 7-10

30. As a result of HHC’s acquisition, TCHH expects to receive similar benefits to those 
accomplished at Windham Hospital, noted below: 

expanded key service lines (e.g., oncology, neuroscience, heart and vascular, 
behavioral health and orthopedics) as a direct result of investment allowing for the 
development of clinical institutes; 
key clinical recruitments, in general/orthopedic surgery, cardiology and primary 
care; 
financial support to purchase state-of-the-art imaging equipment to help in the 
early detection of cancer and other diseases; 
additional resources to allow significant investment in information technology 
(e.g., Epic); 
capital investments used to develop a 30,000 square foot medical office and a 
renovated hospital lobby and cafeteria; and 
opportunity to participate in clinical quality councils, system-wide initiatives to 
reduce variation in clinical practice resulting in becoming a High Reliability 
Organization.3

Ex. S, OHCA Order 2 responses, pp. 4-7 

                                                           
3 According to the US Department of Health and Human Services, Agency for Healthcare Research and Quality, 
“High reliability organizations (“HROs”) are organizations that operate in complex, high-hazard domains for 
extended periods without serious accidents or catastrophic failures. The concept of high reliability is attractive for 
health care, due to the complexity of operations and the risk of significant and even potentially catastrophic 
consequences when failures occur in health care.” Further, HROs have staff that “…consistently prioritize safety and 
have both the authority and the responsibility to make real-time operational adjustments to maintain safe operations 
as the top priority.”
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31. Medicaid-covered patients account for 20% of discharges at TCHH. The Applicants do not 
anticipate any changes in payer mix for the first three years with the proposal. 

TABLE 7 
TCHH’S CURRENT & PROJECTED PAYER MIX 

Payer 

Current Projected** 

FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 

Discharges % Discharges % Discharges % Discharges % Discharges1 %

Medicare* 3,087 56% 3,087 56% 3,466 56% 3,658 56% 3,711 56% 

Medicaid* 1,103 20% 1,103 20% 1,238 20% 1,307 20% 1,325 20% 

CHAMPUS & 
TriCare 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Government 4,190 76% 4,190 76% 4,704 76% 4,965 76% 5,036 76% 

Commercial 
Insurers* 1,213 22% 1,213 22% 1,362 22% 1,437 22% 1,458 22% 

Uninsured 110 2% 110 2% 124 2% 131 2% 133 2% 

Workers 
Compensation 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Non-
Government 1,323 24% 1,323 24% 1,486 24% 1,568 24% 1,591 24% 

Total Payer Mix 5,513 100% 5,513 100% 6,190 100% 6,533 100% 6,627 100% 
*Includes managed care activity 
**May not add due to rounding 
1Imputed from discharge total listed in Ex. M, Late File 4: Financial Worksheet (A) 

Ex. A, pp. 47; Ex. M, Late File 4: Financial Worksheet (A)

32. The target patient population will not change as a result of the proposal. There are no 
closures, reductions, consolidations or relocations planned for any TCHH service currently 
offered. Further, the Applicants are planning to enhance and expand services to minimize the 
need for area residents to travel outside the service area for specialty care. Ex. A, pp. 30-31; Ex. 
C, p. 328 

33. The Applicants submitted a preliminary plan detailing how services will be provided by the 
Hospital for the first three years following the transfer of ownership. Ex. C, pp. 328-329

34. If the proposal is approved, TCHH will adopt HHC’s charity care policy. TCHH patients will 
receive the following benefits as a result: 

more options to apply for financial assistance, including in-person requests, by 
mail, phone or online application; 
no exclusion for patients applying for financial assistance if: 

i. the patient was insured at the time of service; or 
ii. the patient had established a contract with ClearBalance4 and had not 

defaulted on the payment plan. 

                                                           
4 ClearBalance is a patient loan program provider for U.S. hospitals and health systems. 
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more favorable collection policies in terms of time allowed to file an application 
and providing missing information; 
more comprehensive guidelines to help provide financial assistance to 
underinsured patients; and 
more inclusive approach to Free Bed Fund qualifying criteria. 

Ex. A, p. 26; Ex. C, pp. 333-334

35. There are no plans to change TCHH’s price structure or to impose additional facility fees as a 
result of this proposal. The proposal is not expected to adversely affect patient healthcare 
costs. Ex. A, p. 36

36. There are no planned changes to the Hospital’s existing payer contracts as a result of the 
proposal. The agreements will be renegotiated at the expiration of their terms. HHC expects 
that the responsibility for negotiating managed care contracts that expire after closing will be 
coordinated through a subsidiary of HHC, Integrated Care Partners, LLC. Ex. A, p. 62; Ex. S, 
Order 2, pp. 2-3

37. HHC’s payer contracting process takes into account the individual cost structure of each 
hospital, its existing baseline rates and other considerations that are unique to the facility. 
Accordingly, new rates are negotiated based in part on existing baseline rates, the 
complement of services provided, the location of the services, and the existing cost structure. 
Overall HHC system needs are also considered. Ex. S, Order 2 Responses, pp. 2-3

38. No financial gain will accrue to any officer, director, board member or senior manager of 
either TCHH or HHC as a result of this proposal. Ex. Q, Order 1 Responses, p. 1

39. Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. Over seven years, $50M will be used to fund required maintenance and 
capital projects identified in the strategic plan. Ex. A, pp. 18-19

40. At least $20M (of the $50M capital investment for infrastructure) will be invested within the 
first four years of the affiliation to fund emergency department renovations, outpatient 
facility upgrades, infrastructure development and physical plant improvements. Ex. A, pp. 18-
19

41. With an aging physical plant, TCHH has found it difficult to make improvements at the 
Hospital and also invest in facilities within the community. HHC intends to renovate and 
expand the emergency department, expand a network of urgent care and other network 
facilities and to create a medical staff development plan to help recruit new physicians to the 
TCHH community. Testimony of Mr. Jeff Flaks, President and Chief Operating Officer of Hartford 
HealthCare, Ex. N, pp. 40-42

42. HHC will provide an additional $3M to support medical staff development and recruitment 
efforts over the transitional period following the ownership change. Ex. A, p. 19
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43. The table below provides a preliminary list of potential capital investments. At least $50M 
(68%) of the $73M total will be allocated to capital infrastructure projects at TCHH: 

TABLE 8 
PRELIMINARY CAPITAL INVESTMENTS FOR TCHH (in thousands) 

Description
Seven-Year

Total 

Major Service Line Opportunities/Discretionary Projects $20,000 

Infrastructure Improvements $50,000 

Medical Staff Development and Recruitment $3,000 

Total Estimated Capital Expenditures $73,000 
*Joint planning between TCHH and HHC will occur post-closing to determine 
additional areas requiring capital investment and may include: inpatient care 
and quality improvement, behavioral health, community engagement and 
benefit, shared services and IT systems.

Ex. A, pp. 18-19; Ex. C, p. 341 

44. HHC financial support will help TCHH implement its Community Health Improvement Plan 
and to provide other community health benefits, which will be strengthened by the adoption 
of HHC’s system-wide charity care policies. Testimony of Mr. Brian Mattiello, Vice President of 
Organizational Development, Charlotte Hungerford Hospital, Ex. N, pp. 86-88

45. HHC will make a repetitive grant of $100,000 for five years to Fit Together, a Litchfield 
County-based organization, to support TCHH’s community benefit activities. Ex. A, p. 19

46. HHC will also fund a $2.5M distribution by TCHH to Northwest Connecticut Community 
Foundation, Inc., a tax-exempt charitable organization, for the express purpose of enhancing 
economic and community development in TCHH’s service area. Ex. A, p. 19

47. TCHH’s 2018 Community Health Needs Assessment (“CHNA”) will incorporate the Center 
for Disease Control and Prevention’s (“CDC’s”) 6/18 initiatives as well as DPH’s Healthy 
Connecticut State Health Improvement Plan. Testimony of Mr. Dan McIntyre, President and Executive 
Director of the Charlotte Hungerford Hospital, Ex. N, p. 22

48. TCHH conducts ongoing diversity training, has developed a diversity work plan and has 
maintained a committee to review and compare culturally linguistic appropriate standards 
(“CLAS”) with TCHH’s activities. TCHH has signed the American Hospital Association and 
Connecticut Hospital Association pledge to eliminate health care disparities. Ex. A, p. 35

49. HHC will fund the proposal through HHC System earnings and free cash flows5 from 
depreciation expense. Ex., A, p. 37; Ex. C, p. 342 

                                                           
5 Earnings Before Interest Depreciation and Amortization (EBIDA) is used to measure “free cash flows” available 
for reinvestment at HHC. 
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50. The table below provides HHC’s available EBIDA for reinvestment with and without the
proposal:

TABLE 9 
EBIDA Amounts with/without CON for HHC, FYs 2015-2019 (in millions) 

Fiscal Year 
Without 

CON 
With
CON 

FY 2015 $233.7 233.7 

FY 2016 299.0 299.0 

FY 2017 253.8 253.8 

FY 2018 270.3 276.0 

FY 2019 294.0 301.5 

FY 2020 305.6 313.6 

Total EBIDA 1,656.4 1,677.6 
Ex. C, pp. 342-343; Ex. M, p. 600 

51. HHC currently has approximately $1.3B in cash reserves available for use and will not need 
to finance the TCHH expenditures through external borrowing. From these reserves, HHC 
typically spends $175M in replacement capital per year across its system. Given that HHC’s
system size would increase by only 5% following the acquisition of TCHH, HHC could 
reasonably allocate and commit approximately $10M per year over the next seven years to 
TCHH. Prefiled Testimony of Charles L. Johnson III, Executive Vice President and Chief Financial Officer of 
HHC, p. 507 

52. The most recent credit rating report for HHC is as follows: 
Fitch: A/Stable Outlook 
Prefiled Testimony of Charles L. Johnson III, Executive Vice President and 
Chief Financial Officer of HHC, p. 507 

53. TCHH’s existing debt and retirement obligations will remain unchanged as a result of this 
proposal, except that HHC has agreed to guarantee the TCHH retirement plan obligations. Ex. 
A, pp. 62, 88 and Prefiled Testimony of Susan Schapp, Vice President of Finance and Treasurer, p. 489 

54. The Applicants project HHC decreasing incremental losses through FY 2020, as a result of 
the proposal. 

TABLE 10 
HHC PROJECTED INCREMENTAL REVENUES AND EXPENSES 

FY 2018 FY 2019 FY 2020 

Revenue from Operations $122,593,248 $126,619,173 $127,327,474 

Total Operating Expenses $126,427,293 $129,505,270 $129,999,982 

Gain/(Loss) from Operations ($3,834,045) ($2,886,098) ($2,672,508) 

Ex. E, p. 522 
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55. Despite HHC’s incremental losses resulting from the proposal, HCC still projects overall 
operational gains through FY 2020. 

TABLE 11 
HHC PROJECTED REVENUES AND EXPENSES WITH CON 

FY 2018 FY 2019 FY 2020 

Total Operating Revenue $2,777,132,248 $2,846,914,173 $2,910,858,474 

Total Operating Expenses $2,741,148,293 $2,795,394,270 $2,857,860,982 

Gain/(Loss) from Operations $35,983,955 $51,519,902 $52,997,492 
Ex. E, p. 522 

56. TCHH began having financial difficulty in 2013 and has since continued to experience 
operational challenges. In FY 2016, TCHH experienced the largest loss ($-6.8M) in the 
Hospital’s history. Further operational losses ($-8.3 M) are projected for TCHH in FY 2018. 
Pre-filed testimony of John Janco, Chairman, Board of Governors, Charlotte Hungerford Hospital, p.473; 
OHCA, FY 2016 Hospital Statement of Operations and Margin Data 

57. The Applicants attribute the Hospital’s operational losses ($1.4M in FY 2015 to $6.8 M in 
FY 2016) to the loss of physicians, drop in discharges, aging physical plant, reduced state 
reimbursement and shift in payer mix from commercial to government payers. Ex. A, pp. 15-17, 
Ex. I, pp. 481-483 

58. TCHH’s operating margin dropped from 0.57% in FY 2011 to -5.71% in FY 2016. Further, 
the Hospital projects an operating loss of over $5M in FY 2017. Ex. I, p. 488, Ex. J, Financial 
Worksheet (A); OHCA, FY 2016 Hospital Statement of Operations and Margin Data 

59. TCHH operating margins have not been sufficient to support the necessary reinvestments in 
personnel, equipment, technology and infrastructure. Testimony of Ms. Diane Libby, Vice-Chairman 
of the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, p. 16 

60. Although the Applicants project that TCHH will not achieve break-even results by 2020, the 
overall performance of the Hospital will improve each year following the acquisition. 

TABLE 12 
TCHH PROJECTED INCREMENTAL REVENUES AND EXPENSES (in thousands) 

FY 2018 FY 2019 FY 2020 

Revenue from Operations $8,052 $12,453 $13,291 

Total Operating Expenses $3,588 $4,798 $5,274 

Gain/Loss from Operations $4,464 $7,655 $8,017 

TABLE 13 
TCHH PROJECTED REVENUES AND EXPENSES WITH CON (in thousands) 

FY 2018 FY 2019 FY 2020 

Total Operating Revenue $122,593 $126,619 $127,327 

Total Operating Expenses $126,427 $129,505 $129,999 

Gain/Loss from Operations $(3,834) $(2,886) $(2,673) 
Ex. I, pp. 488-483, Ex. J, Financial Worksheet (A) 



Charlotte Hungerford Hospital and Hartford HealthCare     Page 15 of 32 
Docket Number: 16-32135-CON 

 

61. HHC assessed the financial opportunity associated with the proposed affiliation to broadly 
quantify potential efficiencies and savings at TCHH. As a result, starting in the second year 
$1.095M in annual cost savings were identified from the following HHC shared service 
areas: 

information technology; 
finance; 
planning and marketing; 
human resources management; 
revenue cycle; 
quality improvement and patient safety; 
data analytics; 
project management office; 
legal services; 
treasury services; 
debt management; 
insurance; 
compliance services; 
leadership development; and 
governance. 

Ex. C, pp. 346-347 

62. OHCA is currently in the process of establishing its policies and standards as regulations. 
Therefore, OHCA has not made any findings as to this proposal’s relationship to any 
regulations not yet adopted by OHCA. (Conn. Gen. Stat. § 19a-639(a)(1)) 

63. This CON application is consistent with the Statewide Health Care Facilities and Service 
Plan. (Conn. Gen. Stat. § 19a-639(a)(2)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10) 

64. The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. 
Stat. § 19a-639(a)(3)) (Ex. A, pp. 13, 15; Ex. C, pp. 327, 342; Ex. I, pp. 488-483, Ex. J, Financial Worksheet 
(A); Ex. N, pp. 16,22; Ex. S, OHCA Order 2 responses, pp. 7-10)

65. The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 
19a-639(a)(4)) (Ex. E, p. 522)

66. The Applicants have satisfactorily demonstrated that the proposal will improve quality, 
accessibility and maintain cost effectiveness of health care delivery in the region. (Conn. Gen. 
Stat.§ 19a-639(a)(5)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10)

67. The Applicants have shown that there would be no change in the provision of health care 
services to the relevant populations and payer mix, including access to services by Medicaid 
recipients and indigent persons. (Conn. Gen. Stat. § 19a-639(a)(6)) (Ex. A, pp. 47; Ex. M, Late File 4: 
Financial Worksheet (A))

68. The Applicants have satisfactorily identified the population to be affected by this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(7)) (Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care Hospital 
Discharge Database)
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69. The Applicants’ historical provision of treatment in the service area supports this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(8)) (Ex. C, p. 330)

70. The Applicants have satisfactorily demonstrated that this proposal would not result in an 
unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-639(a)(9)) (Ex. A, p. 
11)

71. The Applicants have demonstrated that there will be no reduction in access to services by 
Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10)) (Ex. A, pp. 47; Ex. M, 
Late File 4: Financial Worksheet (A))

72. The Applicants have satisfactorily demonstrated that the proposal will not negatively impact 
the diversity of health care providers and patient choice in the region. (Conn. Gen. Stat. § 19a-
639(a)(11)) (Ex. C, p. 327)

73. The Applicants have satisfactorily demonstrated that the proposal will not result in any 
consolidation that would affect health care costs or access to care. (Conn. Gen. Stat. § 19a-
639(a)(12)) (Ex. A, p. 36)

74. The Applicants have demonstrated that they fairly considered other alternative proposals. 
(Conn. Gen. Stat. § 19a-639(d)(2)(A)) (Ex. A, pp. 9, 14) 

75. The Applicants submitted a preliminary plan that demonstrates how health care services will 
be provided at the Hospital for the first three years following the transfer of ownership. (Conn. 
Gen. Stat. § 19a- 639(d)(2)(B)) (Ex. C, pp. 328-329) 
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Discussion 

CON applications are decided on a case by case basis and do not lend themselves to general 
applicability due to the uniqueness of the facts in each case. In rendering its decision, OHCA 
considers the factors set forth in § 19a-639(a) of the Statutes. The Applicants bear the burden of 
proof in this matter by a preponderance of the evidence. Jones v. Connecticut Medical 
Examining Board, 309 Conn. 727 (2013).

TCHH is a 122-bed acute care general hospital, located in Torrington, serving Northwest 
Connecticut residents. TCHH is a Connecticut non-stock, tax-exempt corporation, holding 
interests in four subsidiaries that operate outpatient health care facilities and/or perform related 
community and ancillary services for the hospital. FF1-FF2, FF18

The Applicants fairly considered alternative proposals and submitted a preliminary plan 
demonstrating how health care services will be provided for the first three years in accordance 
with Conn. Gen Stat. sec. 19a-639(d)(2). 

In February 2014, the TCHH Board of Governors began evaluating the need for strategic 
affiliation with a larger health system to help sustain the Hospital’s operational, financial and 
clinical services. The Hospital identified a number of factors that would make remaining an 
independent hospital challenging, including: a growing difficulty recruiting and retaining 
physicians, reductions in inpatient discharges, a high reliance on Medicare and Medicaid 
reimbursement, declining operating margins, a decreasing primary care presence in the 
community and the challenges of expanding outpatient services to accommodate population 
health management. FF4-FF6

As a result of these combined factors, a Request for Proposal was issued in July 2015 seeking an 
affiliation partner. From among the respondents, HHC was selected as the health care system that 
most closely shared TCHH’s vision for the region’s health care needs. Therefore, the Applicants 
request approval to transfer ownership of TCHH and its subsidiaries to HHC. Following the 
transaction, HHC will become the sole corporate member of the Hospital. TCHH will continue to 
operate as an independently licensed hospital with its own separate medical staff. FF7-FF11

As discussed in further detail below, TCHH will not reduce or eliminate any services currently 
provided for the first three years of operations. Rather, the Hospital will expand many of its 
existing programs, including: behavioral health, cardiovascular, gastrointestinal, neurology, 
orthopedic, primary care and women’s health services. FF21, FF29 
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The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. Stat. 
§ 19a-639(a)(3)).

According to testimony provided by John Janco, Chairman of the TCHH Board of Governors, 
TCHH began having financial difficulty in 2013 and has continued to experience ongoing and 
significant financial challenges. OHCA’s Hospital Reporting System indicates that TCHH’s
operating margin dropped from +0.57% in FY 2011 to -5.71% in FY 2016, resulting in a $6.8M 
loss, the largest in TCHH’s history. Further operational losses at the Hospital are projected in FY 
2017 ($5M) and FY 2018 ($8M). TCHH operating margins have not been sufficient to support 
the necessary reinvestments in personnel, equipment, technology or infrastructure. FF56-FF59

Disruptions from the loss of physicians in major inpatient service lines has negatively affected 
financial performance and patient volumes. Both discharges (-15.6%) and patient days (-12.9%)
declined substantially between FY 2013 and 2016. Over the past several years, TCHH has lost 
21 physicians as a result of retirements, re-locations and career path changes. The TCHH 2015 
Physician Manpower Plan concluded that the Hospital’s community has a physician shortage and 
needs additional physicians in primary care (13.1 FTEs), specialists (11.2 FTEs) and surgeons 
(5.3 FTEs). Physician loss and recruitment difficulties have greatly impaired TCHH’s ability to 
improve access to care, enhance revenues and to develop service lines in response to community 
need. FF23-FF25, FF27

As a result of this proposal, TCHH will receive a significant infusion of capital ($73M), which 
will enable the Hospital to acquire new equipment and technology, improve vital physical plant 
infrastructure, install Epic electronic health record technology and to renovate TCHH’s aging 
emergency department. FF39-FF41

Further, inpatient volumes are projected to increase due to the planned expansion of primary and 
specialty care and the use of population models in the TCHH community. In addition to 
stabilizing TCHH patient volumes, physician recruitment in primary care, neurology and 
orthopedics will be significantly improved as an affiliate of a large integrated health system. 
HHC has pledged $3M to support medical staff development and recruitment efforts. Although 
TCHH is not expected to achieve operational gains in the next few years, revenue generation and 
overall financial performance should improve from year-to-year. FF21, FF28-FF29, FF41-FF42, 
FF60

The proposal will offer improved access to and quality of acute care services within the system 
while maintaining the cost to consumers, including those with Medicaid coverage, satisfying 
Conn. Gen. Stat. sec. 19a-639(a)(5) 

HHC will help expand and improve access to a variety of health care services in the TCHH 
community. As part of the proposal HHC will help establish an extensive primary care and 
ambulatory care network, including the use of patient-centered medical homes.6 A geriatric 
medicine institute at TCHH will be created, including a new site for the “Center for Healthy

                                                           
6 The Patient-Centered Medical Home is a care delivery model whereby patient treatment is coordinated through 
their primary care physician to ensure patients receive the necessary care when and where they need it, in a manner 
they can understand 
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Aging” to promote community-based services for the aged. Cardiovascular services will add a 
congestive heart failure program and on-site electrophysiology. Behavioral health services will 
now include the treatment of geri-psych and related diseases. Women’s health will be expanded 
to include access to uro-gynecological specialists, perinatology and reconstructive breast surgery. 
Further, TCHH will now have the ability to participate in all population health initiatives 
undertaken by HHC. As a result of these service enhancements, patients in the TCHH 
community will have a greater opportunity to receive more health care services locally. FF21,
FF32

TCHH will gain access to HHC analytic tools used to help monitor clinical indicators (e.g., 
mortality and readmission rates), system-wide clinical staff collaboration and disease-specific 
“institutes” and clinical councils. The proposal will enhance the Hospital’s ability to measure 
health care quality (i.e., access to dashboards which identify high-risk and high-frequency 
problem areas), implement best practices and allow TCHH to participate in national registries to 
help support benchmarking. Therefore, the Hospital’s affiliation with HHC will likely enhance 
the quality of care at TCHH due to these added broad based resources. Past collaboration with 
HHC’s cardiology department, LIFE STAR and TCHH personnel have led to quality assurance 
and program improvements, resulting in improved door-to-balloon times for TCHH patients. 
FF20, FF22, FF29

There are no plans to change TCHH’s current price structure or impose additional facility fees as 
a result of this proposal. Following approval, TCHH plans to adopt HHC’s more favorable 
charity care policy. Further, there are no planned changes to the Hospital’s existing payer 
contracts. Medicaid-covered patients currently account for 20% of TCHH’s payer mix. The 
Applicants do not anticipate any significant changes in payer mix for the first three years 
following adoption of the proposal. FF31, FF34-FF36

Therefore, the Applicants have satisfactorily demonstrated how the proposal will improve quality 
and accessibility and maintain cost effectiveness of health care delivery in the region. 

The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 19a-
639(a)(4))

Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. At least $50M will be allocated to capital infrastructure projects at TCHH. Of 
the $50M allocated for infrastructure, $20M will be invested within the first four years of the 
affiliation to fund emergency department renovations, outpatient facility upgrades and overall 
physical plant improvements. Although the Applicants project that TCHH will not achieve 
break-even results by FY 2020, the overall performance of the Hospital will improve each year 
following adoption of the proposal. FF39-FF43

HHC will fund the proposal through system earnings and free cash flows from depreciation 
expense. HHC reported almost $300M in EBIDA in FY 2016. Further, according to Charles L. 
Johnson III, Executive Vice President and Chief Financial Officer of HHC, HHC has $1.3B in 
cash reserves currently available for use without external borrowing. HHC typically spends 
$175M in replacement capital per year across its system. Given that HHC’s system size would 
increase by only 5% following the acquisition, HHC could reasonably allocate and commit 
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$10M per year to TCHH over the next seven years. Despite incremental losses from the 
transaction, HHC still projects overall operating gains of $36.0M, $51.5M and $53.0M in FYs 
2018-2020, respectively, and has a favorable credit rating. Therefore, the Applicants have 
satisfactorily demonstrated that the proposal is financially feasible. FF50-FF52, FF54-FF55

The proposal aligns with Conn. Gen. Stat. sec. 19a-639(a)(2) and the Statewide Health Care 
Facilities and Services Plan. 

Among the guiding principles of the Statewide Health Care Facilities and Services Plan are the 
promotion of the long term viability of the state’s health care delivery system; encouragement of 
health education and prevention initiatives; support of a sufficient health care workforce; and 
encouragement of collaboration to develop health care delivery networks.7

Multiple aspects of the transfer of the Hospital to HHC address these goals. First, the proposal 
provides enhanced financial stability for the TCHH due to the support of a larger health network. 
This is expected to ensure the long term viability of the Hospital, which is of particular 
importance due to the volume of patients it serves and its geographic location. Second, the 
capital infusion that will be received by TCHH will help improve community benefit programs 
and likely enhance preventative care available to community residents. Third, a major 
component of HHC’s strategic plan is to enhance physician recruitment at TCHH, which will 
help stabilize declining patient volume and revenue. Fourth, the association with HHC will 
encourage the sharing of resources with other hospital and provider-members within the health 
care system. For the above reasons, the proposal aligns with the Statewide Health Care Facilities 
and Services Plan. 

As a result of these combined factors, the Applicants have satisfactorily demonstrated that there 
is a clear public need for the proposal and that access to and quality of care will improve through 
integration with a regional system providing a variety of clinical and financial benefits. The 
Applicants have provided adequate evidence that the transfer of ownership of TCHH to HHC 
will provide continued access to high quality and affordable health care. As such, the application 
is approved with conditions pursuant to Conn. Gen. Stat. sec. 19a-639(d)(5). 

                                                           
7 Department of Public Health, OHCA, Statewide Health Care Facilities and Services Plan p. 2 (Oct. 2012).  
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Order

Based upon the foregoing Findings of Fact and Discussion, the Applicants’ request for the 
transfer of ownership of TCHH to HHC, is hereby Approved under Conn. Gen. Stat. § 19a-
639(a) subject to the enumerated conditions (the “Conditions”) set forth below. All references to 
days in these Conditions shall mean calendar days. 

1. For three (3) years following the Closing Date, TCHH and/or HHC shall allow for one 
(1) community representative to serve as a voting member of the Northwest Region 
Board of Directors (i.e., post-closing replacement of the Hospital’s Board) with rights 
and obligations consistent with other voting members under the Northwest Region 
Board’s Bylaws. TCHH and/or HHC shall select the community representative in a 
manner that ensures the appointment of an unbiased individual who will fairly represent 
the interests of the communities served by the Hospital. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population.
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16

2. For three (3) years following the Closing Date, TCHH and/or HHC shall hold a meeting 
of the Northwest Region Board and HHC Board (“Joint Board Meetings”) at least twice 
annually. Such Joint Board Meetings shall be followed by a meeting to which the public 
is invited in advance and at which the public is informed of TCHH’s activities and 
afforded an opportunity to ask questions and make comments. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16

3. TCHH and/or HHC intend and shall use its best efforts as described in the Application to 
enhance access to physician services in TCHH’s service area by recruiting and retaining 
at least 29.6 full time equivalent additional physicians (i.e., as identified in the Charlotte 
Hungerford Hospital: Physician Manpower Plan, 2015 – 2020) required to respond to 
local community needs by the end of FY 2020. Additionally, the Hospital shall recruit 
additional physicians and other health care providers for which there is a need, as 
identified in the CHNA described in Condition 8 herein. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population.
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF6, FF23-FF26, 
FF29, FF41-FF42

4. TCHH and/or HHC shall work toward making culturally and linguistically appropriate 
services available and integrated throughout the Hospital’s operations. Specifically, the 
Hospital shall take reasonable steps to provide meaningful access to each individual with 
limited English proficiency eligible to be served or likely to be encountered in its health 
programs and activities, in accordance with the implementing regulations of Section 1557 
of the Patient Protection and Affordable Care Act. Additionally, TCHH shall provide 
appropriate insurance navigator services for patients and, where appropriate, English as a 
second language and cultural competency training for employees. In complying with this 
Condition, the Hospital shall be guided by the National Standards for Culturally and 
Linguistically Appropriate Services in Health and Health Care published by the U.S. 
Department of Health and Human Services’ Office of Minority Health. OHCA is 
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imposing these Conditions so as to ensure continued access to health care services for the 
patient population. Legal and Factual Basis; Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF48

5. TCHH and/or HHC shall maintain community benefit programs and community building 
activities for TCHH for three (3) years after the Closing Date consistent with TCHH’s 
most recent Schedule H of IRS Form 990, or shall provide such other community benefit 
programs and community building activities that are at least as generous and benevolent 
to the community as TCHH’s current programs. TCHH shall apply no less than a 1% 
increase per year for the next three (3) years toward the Hospital’s community benefits 
and building activities in terms of dollars spent. In determining TCHH’s participation and 
investment in both community benefits and community building activities, TCHH and/or 
HHC shall address the health needs identified by the applicable CHNA in effect at the 
time and the population health management objectives, including social determinants of 
health, contained in the related Implementation Strategy. OHCA is imposing these 
Conditions to ensure continued access to health care services for the patient population.
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF14, FF44-FF47

6. TCHH and/or HHC shall ensure that the Hospital maintains and adheres to HHC’s 
current policies regarding charity care, indigent care and community volunteer services 
after the Closing Date, or adopt other policies that are at least as generous and benevolent 
to the community as HHC’s current policies, consistent with state and federal law. These 
policies shall be posted on the Hospital’s website and as additionally required by 
applicable law. OHCA is imposing these Conditions to ensure continued access to cost 
effective health care in the region, in particular for indigent persons. Legal and Factual Basis: 
Stat. §§ 19a-639(a)(5)&(12); FF34, FF44 

7. For three (3) years following the Closing Date, TCHH and/or HHC shall provide written 
notice to OHCA of any modification, amendment or revision to the charity care, indigent 
care and community volunteer services policies of the Hospital within one (1) month of 
such change. The notice of these changes shall be accompanied by copies of any revised 
policies and the notice and revised policies shall be posted on the Hospital’s website, 
simultaneously with their submission to OHCA. OHCA is imposing these Conditions to 
ensure continued access to cost effective health care in the region, in particular for 
indigent persons. Legal and Factual Basis: Stat. §§ 19a-639(a)(5)&(12); FF34, FF44

8. HHC shall participate with TCHH, and key community stakeholders, health organizations 
and local health departments, in conducting the 2018 Community Health Needs 
Assessment (“CHNA”) and shall submit it, as well as the CHNA Implementation 
Strategy, to OHCA within thirty (30) days of completion. TCHH and/or HHC and the 
participants shall utilize Healthy Connecticut State Health Improvement Plan data and 
priorities as the starting point for the new CHNA, as well as any applicable community 
health improvement plan issued by any local health department in the Service Area.8 The 
Implementation Strategy shall also adopt the evidence-based interventions identified in 

                                                           
8 Other tools and resources which TCHH and/or HHC are encouraged to consider include County Health Rankings 
and CDC Community Health Improvement Navigator in order to assist with the Study process in terms of an 
understanding of social, behavioral, and environmental conditions that affect health, identifying priorities, and the 
use of evidence-based interventions. 
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the Centers for Disease Control and Prevention’s (“CDC’s”) 6/18 initiative to the extent 
the health priorities identified in the CHNA correlate to the health conditions identified 
by the CDC and provide information on how any patient outcomes related to the 
Implementation Strategy will be measured and reported to the community. The CHNA 
and the Implementation Strategy shall be published on the website of the Hospital. 
OHCA is imposing this Condition to ensure continued access to health care services for 
the patient population. Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3)&(7); FF47

9. TCHH and/or HHC agree to file the following documents or information within one (1) 
month of the Closing Date: 

a. Schedules which set forth the Hospital’s inpatient bed allocation (using available 
beds as the measurement) and the location and hours of operation for all 
outpatient services, by department, as of the Decision Date. TCHH shall publish 
this same information on the Hospital’s website.

b. Notice identifying the legal entity that shall directly own and operate the Hospital 
and hold the Hospital’s license post-closing and the Certificate of Incorporation 
for such entity. This entity shall be duly organized and validly existing under the 
laws of Connecticut. 

c. Notice to OHCA of the effective date of the transfer of ownership transaction. 
Such notice shall be accompanied by the Final Execution copies of all agreements 
related to same, including but not limited to: 

(i) the Affiliation Agreement, including any and all schedules and exhibits; 
and

(ii) Bylaws or similar governance documents for TCHH. 

TCHH and/or HHC may redact from submission under (9)(C)(i), any information that is 
exempt from disclosure under Conn. Gen. Stat. § 1-210. If TCHH and/or HHC redact 
material in accordance with the previous sentence, TCHH and/or HHC shall provide a list 
to OHCA, which identifies in general terms the nature of the redacted material and why 
each redacted schedule or exhibit is specifically being claimed as exempt for public 
record purposes. OHCA is requiring this Condition to enable its assessment as to how 
health care services will be provided in the community and as a practical means of 
fulfilling its monitoring of the proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-
639(d)(2); FF17, FF33 

10. Within sixty (60) days after the Closing Date, TCHH and/or HHC shall contract with an 
Independent Monitor who has experience in hospital administration and regulation. The 
Independent Monitor shall be retained at the sole expense of TCHH and/or HHC. Prior to 
such contract, TCHH and/or HHC shall seek approval from OHCA regarding the 
selection of the Independent Monitor. The Independent Monitor shall be engaged for a 
minimum period of five (5) years following the Closing; provided, however, that such 
obligation to provide an Independent Monitor may be rescinded in the fourth and/or fifth 
years following the closing in OHCA’s sole discretion. The Independent Monitor shall be 
responsible for monitoring TCHH and/or HHC’s compliance with the Conditions set 
forth in this Order. TCHH and/or HHC shall provide the Independent Monitor with 
appropriate access to TCHH and its applicable records in order to enable the Independent 
Monitor to fulfill its functions hereunder. OHCA is imposing this Condition to ensure 
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continued access to health care services for the patient population and to verify and 
monitor compliance with the Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-
639(e); FF1, FF9

11. The Independent Monitor shall report to OHCA. The Independent Monitor shall conduct 
on-site visits of TCHH on no less than a semi-annual basis to assess adherence to the 
CON Order. These on-site visits shall include meeting with both TCHH and HHC. The 
Independent Monitor shall furnish a written report of his or her assessment to OHCA 
within thirty (30) days of the completion of each semi-annual on-site review. Such report 
shall be comprehensive and shall include a discussion of TCHH’s ongoing compliance 
with the CON Order and the level of community benefits and uncompensated care 
provided by TCHH during the prior period. TCHH and/or HHC shall have the 
opportunity to review and provide written responses to the report which has been filed 
with OHCA. As OHCA deems necessary, the Independent Monitor shall meet with 
OHCA personnel to discuss the written report and shall perform additional periodic 
reviews. OHCA is imposing this Condition to ensure continued access to health care 
services for the patient population and to verify and monitor compliance with the 
Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-639(e); FF1, FF9

12. In addition to the above, TCHH and/or HHC make the following commitment for a 
period of five (5) years post-Closing: 

a. The Independent Monitor shall, at a minimum, meet with representatives of the 
Hospital’s service community at six months after the Date of Closing and 
annually, thereafter. 

b. TCHH shall hold a public forum in Torrington, six months after the Date of 
Closing and not less than annually thereafter during the monitoring period to 
provide for public review and comment on the monitor's reports and findings as 
provided to OHCA. 

c. If the Independent Monitor determines that TCHH and/or HHC are substantially 
out of compliance with the Conditions to the CON, the monitor shall notify 
TCHH and/or HHC in writing regarding the deficiency. Within two weeks of such 
notice, the monitor shall convene a meeting with representatives from TCHH 
and/or HHC for the purpose of determining compliance and any appropriate 
corrective action plan. If TCHH and/or HHC fail to implement a plan of 
correction satisfactory to the monitor within thirty days of such meeting, the 
monitor shall report such substantial noncompliance to OHCA. OHCA shall 
determine whether such non-compliance has had a material negative impact and 
what remedy is reasonably necessary to bring TCHH and/or HHC into 
compliance and shall have the right to enforce these Conditions by all means and 
remedies available to it under law and equity, including but not limited to Conn. 
Gen. Stat. 19a-642 and the right to impose and collect a civil penalty under Conn. 
Gen. Stat. 19a-653. In addition, in the event OHCA determines TCHH and/or 
HHC are in material non-compliance, OHCA may order TCHH and/or HHC to 
provide additional community benefits as necessary to mitigate the impact of such 
non-compliance. OHCA is imposing this Condition to ensure continued access to 
health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
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§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1, FF9; FF9, 
FF66, FF73

13. Within six months following the Closing Date, TCHH and/or HHC shall file with OHCA 
the total price per “unit of service” using the definitions below for each of the top 25 
most frequent MS-DRGs (inpatient) and top 25 most frequent CPT codes (outpatient) for 
the Hospital’s services. The first filing shall be for the period of October 1, 2016 through 
September 30, 2017. TCHH and/or HHC shall provide the same information for three (3) 
fiscal years thereafter (FY 2018, FY 2019 and FY 2020), within sixty (60) days following 
the end of a fiscal year. OHCA is requiring this Condition to ensure continued access to 
affordable, cost effective health care. Legal and Factual Basis: Stat. §§ 19a-639(a)(5), 19a-
639(d)(3); FF35, FF66, FF73

14. For purposes of determining the price per unit of service: 
a. A “unit of service” for inpatient hospital services shall be a case categorized by an 

ICD-9-DM/ICD-10-DM diagnosis code or a Diagnosis-Related Group (DRG) 
code and identified by the Connecticut Department of Insurance pursuant to P.A. 
15-146 Section 2 as among the fifty most frequently occurring acute care hospital 
inpatient primary diagnoses, the fifty most frequently provided acute care hospital 
inpatient principal procedures, and the twenty-five most frequent inpatient 
surgical procedures. 

b. A “unit of service” for outpatient hospital services shall be a procedure or service 
categorized by a Current Procedural Terminology (CPT) or Healthcare Common 
Procedure Coding (HCPC) code and identified by the Connecticut Department of 
Insurance pursuant to P.A. 15-146 Section 2 as among the fifty most frequently 
provided outpatient procedures, the twenty-five most frequent outpatient surgical 
procedures and the twenty-five most frequent imaging procedures performed in 
the state. 

c. A “unit of service” for physician services shall be a work Relative Value Unit 
(wRVU). The baseline to be established as of the Date of Closing for TCHH’s 
total price per unit of service for physician services and inpatient and outpatient 
hospital services is inclusive of all administrative overhead, other ancillary fees 
including, but not limited to facility fees and the total price per unit shall reflect 
the total price of such service. 

d. All administrative costs for overhead, ancillary fees, facility fees or any other fees 
which are reflected in the total price per unit shall be determined by the 
independent consultant to be within any annual cap established. 

OHCA is imposing this Condition to ensure the transfer of ownership does not adversely 
affect health care costs. Legal and Factual Basis: Stat. §§ 19a-639(a)(12), 19a-639(d)(3); FF9, FF66, 
FF73

15. TCHH and/or HHC shall maintain the current TCHH commercial health plan contracts in 
effect as of the Date of Closing, for a period following the Date of Closing to December 
31, 2018. Rates or scheduled increases in such previously negotiated rates that are in 
effect on the Date of Closing shall be maintained for a period ending December 31, 2018. 
Any TCHH commercial health plan contracts that expire prior to December 31, 2018 
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shall be extended to December 31, 2018 and any contracts without expiration dates shall 
be continued under their current previously negotiated terms for a period from the Date of 
Closing to December 31, 2018. No increase in negotiated rate schedules shall be 
negotiated during the periods set forth in this paragraph. 

a. Upon the expiration of any TCHH commercial health plan contracts after such 
period, TCHH and/or HHC shall negotiate new rates based on TCHH’s post-
Closing cost structure, specifically taking into account any cost or price 
reductions, i.e. efficiencies, achieved as a result of the affiliation. HHC shall not 
impose a single System-wide rate and shall, for TCHH, maintain a negotiated rate 
structure reflective of the market conditions applicable generally to hospitals 
serving Northwest Connecticut. 

b. For a period of five (5) years subsequent to the December 31, 2018 date 
referenced herein, any annual increase in the total price per unit of service (as 
defined in Condition 14) for TCHH shall be subject to a cap determined through 
the process set forth below. It is the intent of the parties that such cap shall serve 
as a cap for the purpose of assuring patient affordability for services delivered by 
TCHH. Legal and Factual Basis: Conn. Gen. §§ Stat, 19a-613(b), 19a-639(a)(4),(5), & (12); 
19a-639(e); FF1 FF9; FF35-FF37; FF66, FF73

16. Within ninety (90) days of the Date of Closing, TCHH and/or HHC shall contract with an 
independent consultant for the purpose of developing a comprehensive Baseline Pricing 
Structure Report (BPSR) and subsequent annual Pricing Structure Reports (PSRs), the 
requirements of which are further described below. The BPSR is to evaluate, calculate 
and describe the total price per unit of service for TCHH prior to its affiliation with HHC 
(Pre-Affiliation Period) and to establish an initial and annual pricing caps. Such pricing 
structure will be based on TCHH’s commercial pricing structure, not government pricing 
structure. The price cap shall be in effect for five (5) years beginning with the baseline 
price cap. 

a. TCHH and/or HHC shall retain the independent consultant, subject to OHCA’s 
approval, and shall pay all costs associated with the independent consultant. 
OHCA shall review and approve the contract between the independent consultant 
and TCHH and/or HHC in advance of its execution. 

b. The independent consultant shall report to and take direction from the 
Commissioner of Public Health (“Commissioner”). The independent consultant 
shall submit a draft BPSR which shall include the establishment of a price cap 
using total price per unit of service. The independent consultant shall provide 
such draft BPSR to the Commissioner, for the Commissioner’s acceptance prior 
to a final copy being filed and being provided to TCHH and/or HHC. The 
Commissioner and/or designee will be able to question the contents and 
assumptions of the draft submission and seek information and/or clarification 
prior to finalization of the submission. This process will continue for all annual 
submissions.

c. The independent consultant in developing the BPSR will provide, at a minimum, 
all information, calculations and assumptions necessary to fully explain the 
baseline pricing structure and price cap. This report will set forth a specifically 
calculated cap on annual increases in TCHH’s total price per unit of service 
(annual price cap). The establishment of this cap shall specifically take into 
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consideration any and all cost reductions reflective of the efficiencies resulting 
from the affiliation and the annual cost of living of the primary service area or in 
Northwest Connecticut. The baseline report and all subsequent reports filed with 
OHCA shall specifically discuss such cost reductions and show how they are 
considered within any calculations. 

d. The independent consultant shall provide the draft BPSR and the annual PSR 
update to OHCA within thirty (30) days of completion by the independent 
consultant.

e. Prior to the end of each fiscal year subsequent to the initial filing of the BPSR, the 
independent consultant shall conduct the annual PSR update and use the results of 
such annual PSR update to calculate a cap on any increase in the price per unit of 
service for the succeeding four (4) fiscal years. Such annual PSR shall provide a 
full description and calculation of the final results of TCHH pricing structure 
during the past fiscal year. 

f. OHCA shall keep confidential all nonpublic information and documents obtained 
as part of the BPSR and the annual PSR update and shall not disclose the 
information or documents to any person without the consent of TCHH and/or 
HHC, unless required to do by law. The confidential information and documents 
shall not be public records and shall be exempt from disclosure under Connecticut 
General Statute Section 1-210. 

g. In the event that the BPSR as well as subsequent PSRs, find a likelihood of a 
material increase in such pricing, as determined by the Commissioner in his/her 
sole discretion, the Commissioner and TCHH and/or HHC shall meet and confer 
for the purposes of determining further Conditions as necessary to correct such 
Condition and to create a performance improvement plan to address the 
Conditions. The Commissioner shall determine whether TCHH and/or HHC is in 
compliance with such performance improvement plan. Such performance 
improvement plan will address, at a minimum, what actions and steps TCHH and 
HHC will take to maintain an affordable TCHH pricing structure for the residents 
of Northwest Connecticut. OHCA is imposing this Condition to ensure continued 
access to health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1 FF9; FF66, 
FF73

17. TCHH and/or HHC shall file a complete copy of the Strategic Plan for acute and 
ambulatory care in the Northwest Region as referenced in the Affiliation Agreement, 
Section 5.1 dated August 16, 2016. Such Strategic Plan shall be filed within one month of 
its completion and shall include any and all exhibits, schedules and/or attachments. 
OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73

18. TCHH and/or HHC agree to file the following documents and information on a semi-
annual basis. For purposes of this Order, semi-annual periods are October 1-March 31st

and April 1-September 30th. The required information is due no later than two (2) months 
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after the end of each semi-annual period and due dates are May 31st and November 30th.
The first semi-annual filing will be due May 31, 2018 (which will include less than six 
months of information). These semi-annual filings should be submitted to OHCA in 
Excel format.

a. A report on the capital or investment commitments made in the Hospital and its 
affiliates. The Capital Investment Report shall include the following in a format to 
be agreed upon: 

i. A list of the capital expenditures or investments that have been made in the 
prior six (6) month period (except that the initial filing may include fewer 
months depending on the initial date of such expenditures or investments) 
with descriptions of each associated project; 

ii. An explanation of why each expenditure was made and a timeframe for the 
roll out of the associated capital project (including estimated beginning, 
ending and startup/operation dates); 

iii. The funding source of the capital expenditure or investment, indicating 
whether it was drawn from intercompany loans, operating revenue or capital 
contributions from another source. If funding was drawn from another 
source, indicate the source; and 

iv. The capital or investment commitment information in (18)(a)(i - iii) shall be 
submitted until the capital or investment commitment is satisfied. 

b. A report of cost savings attained and related financial impact as was described in 
the CON application. This report shall be required for three (3) years following the 
Closing Date for TCHH: 

i. The cost saving totals achieved in the following Operating Expense 
Categories for the Hospital: Salaries and Wages, Fringe Benefits, 
Contractual Labor Fees, Medical Supplies and Pharmaceutical Costs, 
Depreciation and Amortization, Interest Expense, Malpractice Expense, 
Utilities, Business Expenses and Other Operating Expenses. The 
categories shall be consistent with the major operating expense categories 
(Categories A, B, C, D, E, G, H, I, J, and K) which are in use at the time of 
reporting in the OHCA Hospital Reporting System ("HRS") Report 175 or 
successor report. 

The semi-annual submission shall also contain narratives describing: 
A. the major cost savings achieved for each expense category for 

the semi-annual period; 
B. the effect of these cost savings on the clinical quality of care; 

and
C. a consolidated Balance Sheet, Statement of Operations, and 

Statement of Cash Flows for the Hospital and its immediate 
parent corporation. The format shall be consistent with that 
which is in use at the time of reporting in OHCA's HRS 
Reports 100/300 (balance sheets), 150/350 (statement of 
operations) or successor reports. 
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c. A report of financial measurements. This report shall be required for three (3) 
years following the Closing Date and shall be filed with OHCA for the Hospital 
and for HHC. This report shall show current month and year-to-date data and 
comparable prior year period data. The following financial 
measurements/indicators should be addressed in the report: 

Financial Measurement/Indicators 
A. Operating Performance 
1.  Operating Margin

2.  Non-Operating Margin

3.  Total Margin

B.  Liquidity 
1.  Current Ratio
2.  Days Cash on Hand

3.  Days in Net Accounts Receivables
4.  Average Payment Period 

C. Leverage and Capital  Structure
1.  Long-term Debt to Equity 
2.  Long-term Debt to Capitalization 

3.  Unrestricted  Cash to  Debt 
4.  Times Interest Earned  Ratio 

5.  Debt Service Coverage Ratio 
6.  Equity Financing  Ratio 

D. Additional Statistics
1.  Income from Operations 
2.  Revenue  Over/(Under) Expense 

3.  Cash from Operations 
4.  Cash and Cash  Equivalents 

5.  Net Working  Capital 

6.  Free Cash Flow (and the elements used in the 
calculation) 
7.  Unrestricted Net Assets/Retained Earnings 
8.  Bad Debt as % of Gross Revenue 

9. Credit Ratings (S&P, FITCH or Moody's) 
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OHCA is imposing these Conditions to ensure continued access to health care services for 
the patient population and to verify the continued financial feasibility of the project. Legal and 
Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3),(4)&(5); FF39-FF40, FF43, FF50, FF64

19. TCHH and/or HHC agree to file the following documents and information on an annual 
basis. These filings are due within one (1) month following the anniversary of the 
Closing Date for a period of three (3) years and shall be posted on the Hospital’s website.

a. A written report on its activities directed at meeting Condition 4 above, regarding 
efforts towards making culturally and linguistically appropriate services available 
and integrated throughout the Hospital’s operations.

b. A written report identifying the amounts and uses related to community benefits 
and community building in accordance with Condition 5 above. The report shall 
include a full discussion of how such investments and support are being applied 
toward the health needs identified in the Community Health Needs Assessment 
and population health management objectives. 

c. A written report describing the achievement of the Strategic Plan components to 
retain and enhance healthcare services in the TCHH community, including with 
respect to physician recruitment and resource commitments for clinical service 
programming. 

d. An updated plan demonstrating how health care services are provided and will be 
provided by TCHH for the first three (3) years following the Affiliation 
Agreement, including any consolidation, reduction or elimination of existing 
services or introduction of new services (the “Services Plan”). The Services Plan 
shall be provided in a format consistent with that provided by TCHH and/or HHC 
to OHCA in its response to Question 11 in the Completeness letter, dated 
February 22, 2017. 

e. An affirmation document attesting to the following: 
i. Affirmation that TCHH is meeting the obligations of Conditions 1-3. 

ii. Affirmation that no TCHH physician office has been converted to 
hospital-based status. 

iii. Affirmation that TCHH commercial health plan contracts in place as of 
the Date of Closing are/were maintained through the remainder of their 
terms, and that any new contracts are consistent with the commitments of 
Condition 15, above. 

iv. Affirmation that the Hospital has continued to maintain emergency room 
services, inpatient general medicine services, cardiology services, 
inpatient obstetrics/gynecology services, inpatient behavioral health 
services, critical care unit services and oncology services, which such 
services shall assure patient affordability and adhere to standards of care, 
quality, and accessibility and reflect local community need. 

v. Affirmation that there has been no change in the service provision plan 
provided on February 22, 2017 or, if services have or are planned to 
change from the February 22, 2017 submission. TCHH and/or HHC shall 
specify all changes, any consolidation, reduction, or elimination of 
existing services or introduction of new services. 
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OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73

20. OHCA and TCHH and/or HHC agree that this settlement represents a final agreement 
between OHCA and TCHH and/or HHC with respect to OHCA Docket No. 16-32135-
CON. The execution of this agreed settlement resolves all objections, claims and 
disputes, which may have been raised by TCHH and/or HHC with regard to OHCA 
Docket Number 16-32135-CON. 

21. OHCA may enforce this settlement under the provisions of Conn. Gen. Stat. §§ 19a-642; 
19a-653 and all other remedies available at law, with all fees and costs of such 
enforcement to be paid by the Applicant. 

22. This settlement shall be binding upon TCHH and/or HHC and its successors and assigns. 

23. Any references in this settlement to the Commissioner of the Department of Public 
Health shall include the Commissioner or his successor. 
 



11/15/2017
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Barbara and Brian, 
 
Please see attached signed Agreed Settlement for DN: 16‐32135‐CON, Charlotte Hungerford and Hartford HealthCare. 
 
Thank you 
 
Barbara K. Olejarz 
Administrative Assistant to Kimberly Martone 
Office of Health Care Access 
Department of Public Health 
Phone: (860) 418‐7005 
Email: Barbara.Olejarz@ct.gov 
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Olejarz, Barbara

From: Microsoft Outlook
To: Barbara Durdy; Brian Mattiello
Sent: Wednesday, November 15, 2017 3:39 PM
Subject: Relayed: Agreed Settlement

Delivery to these recipients or groups is complete, but no delivery notification was sent by the 
destination server: 
 
Barbara Durdy (bdurdy@midstatemedical.org) 
 
Brian Mattiello (bmattiello@hungerford.org) 
 
Subject: Agreed Settlement 
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Olejarz, Barbara

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Wednesday, November 15, 2017 4:07 PM
To: Olejarz, Barbara
Subject: RE: Agreed Settlement

Thank you Barbara 
 

From: Olejarz, Barbara [mailto:Barbara.Olejarz@ct.gov]  
Sent: Wednesday, November 15, 2017 3:57 PM 
To: Durdy, Barbara 
Subject: FW: Agreed Settlement 
 
This is an email from Outside HHC. USE CAUTION opening 
attachments or links from unknown senders. 

 
 
 
 
Barbara K. Olejarz 
Administrative Assistant to Kimberly Martone 
Office of Health Care Access 
Department of Public Health 
Phone: (860) 418‐7005 
Email: Barbara.Olejarz@ct.gov 

 
 

From: Olejarz, Barbara  
Sent: Wednesday, November 15, 2017 3:39 PM 
To: Barbara Durdy <bdurdy@midstatemedical.org>; Brian Mattiello <bmattiello@hungerford.org> 
Subject: Agreed Settlement 
 
11/15/17 
 
Barbara and Brian, 
 
Please see attached signed Agreed Settlement for DN: 16‐32135‐CON, Charlotte Hungerford and Hartford HealthCare. 
 
Thank you 
 
Barbara K. Olejarz 
Administrative Assistant to Kimberly Martone 
Office of Health Care Access 
Department of Public Health 
Phone: (860) 418‐7005 
Email: Barbara.Olejarz@ct.gov 
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Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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Olejarz, Barbara

From: Martone, Kim
Sent: Thursday, December 28, 2017 12:26 PM
To: 'Durdy, Barbara'
Cc: Hansted, Kevin; Olejarz, Barbara; Roberts, Karen
Subject: RE: Independent monitor and independent consultant
Attachments: 16-32135-CON IM and IC letter.pdf

Barbara, please see attached response to your letter. 
 
Happy New Year! 
Kim 
 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

   
 

From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Friday, December 22, 2017 8:49 AM 
To: Martone, Kim 
Subject: Independent monitor and independent consultant 
 
Kim, 
Good morning.  
HHC and TCHH are seeking guidance from OHCA regarding the role and  engagement of the Independent monitor and 
the independent consultant. Please see communication attached. 
Thank you, 
Barbara 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  



 
Office of Health Care Access 

 

  

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 

 December 28, 2017

Daniel J. McIntyre 
President and Executive Director 
The Charlotte Hungerford Hospital 
540 Litchfield Street 
Torrington, CT 06790 
 
 

David Whitehead 
Chief Strategy and Transformation Officer 
Hartford HealthCare 
181 Patricia M. Genova Blvd. 
Newington, CT 06111 
 
 

 
RE: Docket Number: 16-32135-CON 

Hartford Health Care Corporation, Inc. and The Charlotte Hungerford Hospital 
 
Dear Mr. McIntyre and Mr. Whitehead: 
 
The Office of Health Care Access (“OHCA”) is in receipt of your letter dated December 21, 

2017 regarding the retention of an Independent Monitor and Independent Consultant in the 
above-referenced action.  
 
As you are aware, the Independent Consultant has very specific duties under the terms of the 
Agreed Settlement related to developing a Baseline Pricing Structure Report (“BPSR”).  In 

contrast, the Independent Monitor is responsible for ensuring that all requirements of the Agreed 
Settlement are satisfied, including the development of the BPSR.  
 
While the efficiency and cost-saving measures you are attempting to achieve are commendable, 
it is OHCA’s position that the hiring of one firm to act as the Independent Monitor and 

Independent Consultant presents a conflict of interest. Consequently, the firms chosen to act as 
Independent Monitor and Independent Consultant should be separate and distinct. 
 
Sincerely, 
 
 
 
Kimberly R. Martone 
Director of Operations 
 

Digitally signed by Kimberly 
Martone 
Date: 2017.12.28 12:24:28 
-05'00'
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User, OHCA

From: Roberts, Karen
Sent: Thursday, December 28, 2017 1:00 PM
To: User, OHCA
Subject: For Docket # 16-32135-CON
Attachments: CHH and HHC - Letter to OHCA re Selecting IC and IM.pdf

 

From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Friday, December 22, 2017 8:49 AM 
To: Martone, Kim 
Subject: Independent monitor and independent consultant 
 
Kim, 
Good morning.  
HHC and TCHH are seeking guidance from OHCA regarding the role and  engagement of the Independent monitor and 
the independent consultant. Please see communication attached. 
Thank you, 
Barbara 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Roberts, Karen
Sent: Thursday, February 22, 2018 8:28 AM
To: User, OHCA
Cc: Cotto, Carmen; Clarke, Ormand
Subject: FW: HHC Independent Monitor - Scope of Services and Engagement Letter
Attachments: HHC - CHH - Statement of Work - Consulting and Professional Services Agreement for 

Independent Monitor.docx; HHC - Marcum - Engagement Letter Final 4812-1748-1566 
v 6 Draft to OHCA.docx

 
 
From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Wednesday, February 21, 2018 4:30 PM 
To: Martone, Kim <Kimberly.Martone@ct.gov>; Roberts, Karen <Karen.Roberts@ct.gov> 
Subject: HHC Independent Monitor ‐ Scope of Services and Engagement Letter 
 
Kim and Karen, 
For your review and consideration, attached please find the Scope of Services Agreement and Engagement Letter 
between Hartford HealthCare and Marcum to provide Independent Monitor services.  
 
Please do not hesitate to reach out with questions or concerns. We look forward to your feedback. 
Thank you, 
Barbara 
 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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EXHIBIT A 

STATEMENT OF WORK No. 1 
 

This Statement of Work is entered into as of March 1, 2018 (“Statement of Work Effective Date”) by 
and between Customer and Consultant pursuant to that certain Consulting and Professional Services 
Agreement, dated ___________, 2018 (the "Agreement"), and is subject to the terms and conditions of 
the Agreement. Capitalized terms used in this SOW but not defined herein shall have the meanings 
assigned to them in the Agreement.  Notwithstanding anything to the contrary in the Agreement, the 
parties agree and acknowledge that there are no third party beneficiaries to this SOW. 

I.  Description of Services 

The Consultant will provide the following Independent Monitor Services: 
 

 The Consultant will perform the services described in Conditions 10, 11, 12.a. and 12.c. of the Final 
Agreed Settlement between the Office of Health Care Access (“OHCA”), The Charlotte 
Hungerford Hospital, and Hartford HealthCare Corporation (“HHC”) (“Settlement,” attached 
hereto as Exhibit D).   
 

 The Consultant will provide the Services for a period beginning on the Effective Date of the 
Agreement and ending on December 31, 2022, or such earlier or later date as may be established by 
the parties to the Settlement.   

 
 The Consultant shall be responsible for monitoring compliance with Conditions 1 through 9, 12.b., 

17, 18 and 19 of the Settlement.  
 

 The Consultant shall immediately notify Adam Tarr, Assistant General Counsel, or his designee, at 
HHC by email (Adam.Tarr@hhchealth.org) or phone (860.972.9287), if the Consultant: 
 

o has any concern that the parties to the Settlement may be deficient in their compliance with 
the Settlement; 

o learns of any concern that OHCA believes the parties to the Settlement may be deficient in 
their compliance with the Settlement; 

o receives any contact from OHCA, or intends to contact OHCA; 
o requests or receives any request to schedule a meeting with OHCA or State of Connecticut 

representatives. 
 

 Adam Tarr at HHC, or his designee, will coordinate all on-site visits and meetings involving the 
Consultant.  All such visits and meetings will be scheduled at least one (1) week in advance. 
 

 At least 15 days before providing any written report to OHCA, the Consultant shall provide a draft 
of such report to HHC for review and comment.  The Consultant shall take into account HHC’s 
comments before submitting the report to OHCA. 
 

 The Consultant shall complete and maintain, in a timely manner, adequate, legible and proper 
records with respect to all Services rendered under this Agreement. 
 

 Nothing in this Statement of Work shall limit the rights or obligations of either party to the 
Agreement.   
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II.  Fees  

 Customer shall pay to Consultant the following fees: 

Partners $460 - $510 average rate per hour 

Directors  $375 - $450 average rate per hour 

Senior Managers $300 - $370 average rate per hour 

Managers $235 - $315 average rate per hour 

Supervisors $190 - $250 average rate per hour 

Seniors & Staff $140 - $195 average rate per hour 

III. Not-to-Exceed Amount 

Under no circumstances shall the amounts payable under this Statement of Work (including fees, 
materials and expenses) exceed $90,000.00 (Ninety Thousand Dollars) per year (the "not-to-exceed 
amount").  For purposes of determining the not-to-exceed amount, each year shall begin on January 1 and 
end on December 31 of the same calendar year. If Consultant’s fees for this engagement reach a total of 
$75,000, then the parties shall meet to discuss the updated projected fees and mutually agree on a firm 
total amount of fees for the engagement, provided the fees shall not exceed $90,000. 

IV. Additional Terms and Conditions 

Consultant shall not submit an invoice to Customer for services rendered hereunder, and Customer shall 
not be obligated to pay Consultant, until Customer has certified in writing that all applicable Services 
listed above in Section I have been accepted by Customer. 

Consultant may not increase the fees quoted above in Section II during the duration of this Statement of 
Work. 

IN WITNESS WHEREOF, Customer and Consultant have caused duly authorized representatives 
of the respective parties to execute this Statement of Work as of the Statement of Work Effective Date. 

 

CUSTOMER: 
 
Hartford HealthCare Corporation 
 

CONSULTANT: 
 
Marcum LLP 

 

By: ________________________________ By:  _________________________________ 
 
Printed Name: _______________________ 
 
Its: ________________________________ 

 
Printed Name: _________________________ 
 
Its:  _________________________________ 

Date: ______________________________ Date: ________________________________ 
 



 

 

 
 
 
 
February 19, 2018 
 
 
 
 
Adam Tarr 
Assistant General Counsel 
Hartford HealthCare Corporation  
80 Seymour Street 
Hartford, Connecticut 06102 
 
Dear Mr. Tarr: 
 
This letter confirms our understanding of the terms and objectives of our engagement and the 
nature and limitations of the services that Marcum LLP (“Marcum” or the “Firm”) will provide.  
This letter is subject to the terms and conditions of the Consulting and Professional Services 
Agreement included within the Request for Proposal (the "Consulting Agreement").  
 
Services 
 
Our services (“Services”) are performed in accordance with the American Institute of Certified 
Public Accountants’ (“AICPA”) Statements on Standards for Consulting Services.  
 
Marcum will provide independent monitor services for Hartford HealthCare Corporation 
(“HHC”) and The Charlotte Hungerford Hospital (“TCHH”).  In connection with the provision 
of consulting services we may provide, update or create forms, tools, and other work product, 
that shall remain the property of Marcum. 
 
We will not perform management functions or make management decisions for you. However, 
we may provide advice, research materials and recommendations to assist your management in 
performing its functions and making decisions.  
 
You authorize Marcum to accept instructions from your representative for this engagement. As a 
condition to our performing the services described above, you agree to: 
 
 Make all management decisions and perform all management functions 
 Designate an individual who possesses suitable skill, knowledge, and/or experience, 

preferably within senior management, to oversee the services. 
 Evaluate the adequacy and results of the services performed. 
 Accept responsibility for the results of these services. 
 Establish and maintain internal controls and monitor ongoing activities. 
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Other Services 
 
We are always available to meet with you and/or other executives at various times throughout 
the year to discuss current business, accounting and auditing, or taxation matters affecting your 
Company.  We are prepared to provide services under separate engagements to assist you in any 
of these areas   
 
Timing 
 
Marcum will provide consulting services from the execution of this letter through the completion 
of the consulting project or December 31, 2022. 
 
You acknowledge that we must have sufficient time to conduct our engagement.  We will require 
your assistance to provide us with information on a timely basis in order to complete our 
engagement in an efficient and timely manner.  Should we not receive such information and 
assistance from you with sufficient time to complete our engagement procedures, then you 
acknowledge that we can give no assurances that our engagement will be completed prior to the 
date that it may be required. 
 
Unless specified herein as our responsibility to provide, you shall have obtained for us, on a 
timely basis, any internal and third-party permissions, licenses or approvals that are required for 
Marcum to perform the Services contemplated hereunder (including use of any necessary 
software or data).  You shall also provide us, on a timely basis, with such information, approvals 
and assistance as may be necessary to our work or as may reasonably be requested, and 
personnel assigned to any work hereunder shall not be assumed or deemed to have knowledge of 
information provided to others, whether external to or within Marcum. 
 
Delays in providing us information or assistance could increase the estimated cost of the 
engagement. 
 
Detection of Errors and Irregularities 
 
Our engagement cannot be relied upon to identify or disclose any misstatements, including those 
caused by error or fraud, or to identify or disclose any wrongdoing within the entity or 
noncompliance with laws and regulations.  We have no responsibility to identify and 
communicate deficiencies or material weaknesses in your internal control as part of this 
engagement. However we strongly urge you to obtain insurance protection against such risks. 
 
We understand that as part of our engagement you may disclose privileged information and work 
product to us.  Accordingly, we agree that during and after the period of our engagement, except 
as required by law or legal process, we will not disclose any privileged or confidential 
information, work product, opinions or other information disclosed to us in connection with our 
engagement to any person to whom disclosure has not been authorized by you. 
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Background Checks 
 
As a matter of our Firm policy, we perform background checks, which may require out-of-pocket 
expenses, on potential clients and/or on existing clients, on an as-determined basis.  The terms 
and conditions of this engagement are expressly contingent upon the satisfactory completion of 
our investigatory procedures and we reserve the right to withdraw from any relationship should 
information which we deem to be adverse come to our attention.  The results of all background 
checks and other investigatory procedures are submitted to, and reviewed by, our Firm’s Client 
Acceptance Committee. 
 
Independence and Non-Solicitation  
 
We have undertaken a reasonable review of our records to determine our professional 
relationships with the persons or entities you identified.  We are not aware of any conflicts of 
interest or relationships that would, in our sole discretion, preclude us from performing the above 
work for you or your client.  The value of our firm’s services to you and your client is founded, 
in part, on our reputation for professionalism and integrity.  Our Firm has been engaged by a 
significant number of other health care organizations, both locally and nationally.  You agree 
that, we are not restricted from working on other engagements involving similar organizations; 
however, all confidential information gained from your organization will be kept confidential. 
 
Professional standards require that a firm and its members maintain independence throughout the 
duration of the professional relationship with a client.  In order to preserve the integrity of our 
relationship, no offer of employment shall be discussed with any Marcum professionals assigned 
to the engagement, including within the one year period subsequent to the engagement.  Should 
such an offer of employment be made, or employment commences during the indicated time 
period, we will consider this an indication that our independence has been compromised.  As 
such, we may be required to recall our report due to our lack of independence.  In the event 
additional work is required to satisfy independence requirements, such work will be billed at our 
standard hourly rates.   
 
Third-Party Service Providers 
 
The Firm may, from time to time, and depending on the circumstances, use third-party service 
providers to assist us, provided no such third-party service provider shall perform any of the 
material obligations set forth in the Agreement without Company’s prior written approval.  We 
may share confidential information about you with the approved third-party service providers, 
but remain committed to maintaining the confidentiality of your information.  Accordingly, we 
maintain internal policies, procedures and safeguards to protect the confidentiality of your 
information.  Furthermore, the Firm will remain responsible for the work performed by such 
third-party service providers. 
 
You acknowledge that your confidential information may be transmitted to us through an 
information portal or delivery system established by us or on our behalf. You shall notify us in 
writing of your employees, representatives, or other agents to be provided access to such portal 
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or system; upon the termination of such status, you shall immediately notify us in writing. You 
acknowledge that you are responsible for the actions of your current and former employees, 
representatives, or other agents in connection with the transmission of your information. 
 
Dispute Resolution Procedure, Waiver of Jury Trial and Jurisdiction and Venue for Any 
and All Disputes Under This Engagement Letter and Governing Law 
 
AS A MATERIAL INDUCEMENT FOR US TO ACCEPT THIS ENGAGEMENT 
AND/OR RENDER THE SERVICES TO THE COMPANY IN ACCORDANCE WITH 
THE PROVISIONS OF THIS ENGAGEMENT LETTER: 
 

The Firm and the Company each hereby knowingly, voluntarily and intentionally 
waive any right either may have to a trial by jury with respect to any litigation based 
hereon, or arising out of, under or in connection with this engagement letter and/or the 
services provided hereunder, or any course of conduct, course of dealing, statements 
(whether verbal or written) or actions of either party.  

 
In any litigation brought by either the Firm or the Company, the prevailing party shall 
be entitled to an award of its reasonable attorneys’ fees and costs incurred, including 
through all appeals. 
 

We acknowledge your right to terminate our services at any time, and you acknowledge our right 
to resign at any time (including instances where in our judgment, our independence has been 
impaired or we can no longer rely on the integrity of management), subject in either case to our 
right to payment for all direct and indirect charges including out-of-pocket expenses incurred 
through the date of termination or resignation or thereafter as circumstances and this agreement 
may require, plus applicable interest, costs, fees and attorney’s fees. All out-of-pocket expenses 
incurred by Marcum shall comply with Company’s Vendor Travel Expense policy. 
 
The Company hereby indemnifies Marcum LLP and its partners, principals, and employees, and 
holds them harmless from all claims, liabilities, losses, and costs arising in circumstances where 
there has been a known misrepresentation by a member of the Company’s management.  This 
indemnification will survive termination of this letter of engagement. 
 
Fees and Payment Terms 
 
Our fee for these services will be based on the actual time spent at our standard hourly rates.  
Our standard hourly rates (listed below) vary according to the level of the personnel assigned to 
your account.  You will also be billed for travel and other out-of-pocket costs as incurred.  Our 
invoices for these fees will be rendered as the work progresses, and are due and payable upon 
presentation.  In the event that you dispute any of the fees or expenses on a specific invoice, you 
agree to timely notify us. Prior to the commencement of the services described above, any past 
due balances are required to be paid in full. In accordance with our Firm policies, should any 
invoice remain unpaid for more than sixty (60) days, we reserve the right to defer providing any 
additional services until all outstanding invoices are paid in full.  Amounts past due sixty (60) 
days from the invoice date will incur a finance charge of 1% per month.  Nothing herein shall be 
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construed as extending the due date of payments required under this agreement, and you agree 
that we are not responsible for the impact on the Company of any delay that results from such 
non-payment by you.    
 

Partners $460 - $510 average rate per hour 
Directors  $375 - $450 average rate per hour 
Senior Managers $300 - $370 average rate per hour 
Managers $235 - $315 average rate per hour 
Supervisors $190 - $250 average rate per hour 
Seniors & Staff $140 - $195 average rate per hour 

 
Based on our experience, the information received to date and our reasonable professional 
judgment, we anticipate that the fees will be $75,000 annually based upon our initial estimate of 
300 hours per year.   If Marcum’s fees for this engagement reach a total of $75,000, then the 
parties shall meet to discuss the updated projected fees and mutually agree on a firm total 
amount of fees for the engagement, provided the fees shall not exceed $90,000. 
 
Agreement 
 
This section will serve to document compliance by Marcum LLP with the technical provisions of 
42 USC 1395x(v)(1)(I) and 42 CFR 420.300 et seq. with respect to services, which have been or 
may be provided by us to the Organization during this or any consecutive 12-month period.  As 
such, this letter should be retained by the Organization to document that fact. 
 

AGREEMENT BY MARCUM LLP 
 

 By signature below Marcum LLP agrees that, until the expiration of four years after the furnishing of the services 
described in this letter, it will make available to the Secretary, U.S. Department of Health and Human Services and 
the U.S. Comptroller General, and their authorized representatives, this letter and all of the Firm’s books, 
documents, and records necessary to certify the nature and extent of the costs incurred by the Organizations for the 
services provided by the Firms.  It is understood that such access shall be sought only by individuals or agencies 
duly authorized by the Secretary or Comptroller General, that such access shall be sought only in accordance with 
the criteria delineated in 42 CFR 420.303, and that procedures for obtaining such access, as set forth in 42 CFR 
420.304, shall be followed. Agreement by the Firm is contingent upon such compliance. 

 
If the Firm carries out its duties through a subcontract worth $10,000.00 or more over a 12-month period with a 
related organization, the subcontract will also contain an access clause (or a Letter of Understanding will be 
transmitted) to permit access by the Secretary, Comptroller General, and their authorized representatives to the 
related Organization’s books and records subject to the same contingencies noted above. 

 
The Agreement, including its Attachments, and the Consulting Agreement, comprises the 
complete and exclusive statement of the agreement between the parties, superseding all 
proposals oral or written and all other communications between the parties.  The letter may be 
executed in two or more actual, scanned, emailed, or electronically copied counterparts, each and 
all of which together are one and the same instrument. The agreements of the parties contained in 
the engagement letter will survive the completion or termination of this engagement. If any 
provision of this Agreement is determined to be unenforceable, all other provisions shall remain 
in force. 
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If you agree with the terms of our engagement, as described in this Agreement, please sign this 
PDF version of the engagement letter and return it to us.  Once this engagement has been 
reviewed and accepted by Marcum’s client acceptance committee, we will return a fully 
executed copy to you.  If our client acceptance committee decides not to accept this engagement 
for any reason, then we will inform you immediately in writing. 
 

*** 
We appreciate the opportunity to serve you and believe this Agreement accurately summarizes 
the significant terms of our engagement.  If you should have any questions regarding this letter, 
please do not hesitate to contact me directly at (860) 760-0615. 
 
Very truly yours, 
 
Marcum LLP 
 
 
 
Frank J. Miceli, CPA 
 
XX/xx 
 
 
ACKNOWLEDGMENT 
 
WE HAVE READ, UNDERSTAND AND APPROVE THIS ENGAGEMENT LETTER.  WE 
AGREE TO ITS TERMS AND CONDITIONS AND ACKNOWLEDGE FULL FINANCIAL 
RESPONSIBILITY FOR THE FEES PAYABLE HEREUNDER. 
 
HARTFORD HEALTHCARE CORPORATION 
 
                                                                                                                     
Name Date 
 
                                                                 
Title  
 
Address:                               
 
 
   
Phone 
 



1

User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Friday, February 23, 2018 1:34 PM
To: User, OHCA
Cc: Roberts, Karen
Subject: Independent Monitor Qualifications- Marcum 
Attachments: Marcum Statement of Connecticut Healthcare Qualifications.pdf

Per you request, attached please find a summary of Marcum’s qualifications. Please let me know if you need additional 
information 
Barbara 
 
Barbara A. Durdy 
Director, Strategic Planning  

 

 

Hartford HealthCare  

181 Patricia M. Genova Blvd. 

Newington, CT 06111 

Office: 860.972.4231 

Cell: 203.859.8174  

barbara.durdy@hhchealth.org 

www.hartfordhealthcare.org 

Reminder: This e‐mail and any attachments are subject to the current HHC email retention policies. Please save or store 
appropriately in accordance with policy. 
 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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65+ year history with 
an outstanding reputation 
at the national and 
regional levels 

 

Founding member of the 
Leading Edge Alliance, the 
largest worldwide group 
of independent 
accounting practices 

 

Exclusive U.S. member 
firm of ECOVIS 
International, a global 
accounting and advisory 
network with members in 
60 countries on six 
continents 

Firm Profile 
Marcum LLP is one of the largest independent public accounting and 
advisory services firms in the nation, with offices in major business markets 
throughout the U.S., as well as Grand Cayman, China, and Ireland. 
Headquartered in New York City, Marcum provides a full spectrum of 
traditional tax, accounting, and assurance services; advisory, valuation, 
and litigation support; and an extensive range of specialty and niche 
industry practices. The Firm serves both privately held and publicly traded 
companies, as well as high net worth individuals, private equity funds, and 
hedge funds, with a focus on middle-market companies and closely held 
family businesses. Marcum is a member of the Marcum Group, an 
organization providing a comprehensive array of professional services. 

Established in 1951, Marcum is a leader with an outstanding reputation at 
the national and regional levels. Marcum is ranked as one of the largest firms 
in the New York metropolitan area (Crain’s New York Business, Long Island 
Business News), the New England region (Boston Business Journal, Hartford 
Business Journal), the Southeast region (South Florida Business Journal), and 
Philadelphia (Philadelphia Business Journal). 

Our experience in the healthcare industry includes working with acute care 
hospitals, assisted living communities, long-term care facilities, continuing 
care retirement communities, residential care homes, home healthcare 
providers, hospices, and physician practices. We deliver the industry 
expertise and in depth skills that you may find at other national accounting 
firms, but with a stronger commitment to the healthcare industry and client 
service and a more economical fee structure. We come equipped with 
decades of experience in providing assurance and consulting services to 
healthcare organizations, performing risk assessments, responding with 
appropriate strategies and sharing best practices. 
 
We have built our reputation on providing high quality value-added 
accounting services with superior technical capabilities. Our clients tell us we 
deliver “Big 4”-level capability and expertise with unmatched quality and 
partner-level attention. Our reputation for delivering exceptional quality and 
client service is a direct result of the hands-on involvement and level of 
attention from our partners. 
 
For more information, visit www.marcumllp.com. 
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EXPERIENCE WITH THE CONNECTICUT HEALTHCARE MARKETPLACE AND TRANSACTIONAL SERVICES 
Marcum currently provides audit, tax or consulting services to many of the hospitals in Connecticut. In 
addition to auditing hospitals, Marcum audits numerous physician practices, including two large 
Connecticut practices, each with net patient services revenues in excess of $100 million.  Marcum also 
provides audit, tax or consulting services to many providers throughout the continuum of care including 
skilled nursing facilities, homecare agencies, community health centers and others.  Our Connecticut 
Healthcare Industry Group has 16 partners, principals, and directors and more than 35 additional 
members with a wide array of knowledge and expertise. 

The financial statement audits and internal audit outsourcing services performed by Marcum for other 
hospitals have provided our audit team with significant insight into the many issues the Hospital is 
currently facing.  We are ready to apply this knowledge and bring a strong team of consultants with 
hospital specific experience.  We design and execute our audit and compliance work plans so that they 
are responsive to the Department of Health and Human Services and the Office of the Inspector General’s 
Annual Work Plan.  

We are experts in the area of healthcare reimbursement and employ third party reimbursement 
specialists.  Over the years, we have been identified as a subject matter expert in the healthcare industry 
and often times are called to represent a provider’s appeal and regulatory interests on Medicaid and 
Medicare rate issues, operations, cost reports, certificates of need filings, etc.  We have experience 
working with the regulatory requirements of the Department of Public Health, the Office of Health Care 
Access (OHCA) and the Centers for Medicare and Medicaid Services.  We monitor regulatory changes and 
developments and inform our clients of any changes that might be of significance to their operations.   

Through our participation in industry associations and activities, we continually learn about significant 
industry developments and the associated impact on our client’s management and operations. It is part 
of our duty to inform you about these developments. 

Healthcare organizations operate with a complexity best understood by a specialized team of accounting 
professionals. The proposed Marcum engagement team also includes professionals with vast experience 
offering financial, operational and compliance services. We offer the resources of auditors, general 
business consultants, accountants, tax advisors, computer systems and IT specialists/ consultants, 
employee benefits consultants, actuaries, risk management consultants, valuation specialists, and 
employment recruiting and personnel consultants. 

Marcum is familiar with the merger and acquisition activity of hospitals in the State of Connecticut and 
the related regulatory obligations that accompany these transactions. Marcum was the independent audit 
firm for three Connecticut Hospital Systems prior to their acquisition. Consequently, we have first-hand 
experience with the transfer of control of Connecticut hospitals and the regulatory stipulations and 
obligations that accompany such a transfer. 
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The senior members of our proposed service team have spent their entire careers servicing the 
Connecticut healthcare marketplace. Collectively, they have worked with nearly all of the hospitals in the 
State of Connecticut.  

Our experience with Connecticut hospitals has allowed us to develop a deep understanding of the 
Connecticut healthcare regulatory and industry environment. We understand the regulations OHCA and 
perform OHCA’s agreed upon procedures engagements on some hospitals in the State of Connecticut. In 
addition, we have first-hand knowledge of OHCA’s cost reporting system as members of our engagement 
teams have prepared this cost report for clients in the past.  

Marcum also has experience providing advisory services to the State of Connecticut through the 
Department of Public Health (DPH) and working closely with DPH to perform onsite visits of grantees to 
ensure compliance with terms and conditions of state funded programs. 

WHAT WE BRING TO THE CONNECTICUT MARKETPLACE 
Quality Control - Marcum’s commitment to assurance engagement quality and integrity is demonstrated 
by our memberships in many quality oversight organizations and stringent internal monitoring.  

Knowledge of the Healthcare Industry - Our client service team members have significant experience 
providing high quality assurance services, tax, pension and reimbursement services to a large number of 
healthcare providers. Senior members of the engagement team have decades of experience providing 
assurance and consulting services to the industry and have a thorough understanding of relevant 
reimbursement accounting issues. 

Healthcare Operational Experience - As a result of our leadership in this industry, we bring a best practice 
perspective to operations not often found in teams who perform only financial statement audits. Our 
reimbursement specialists have an in-depth knowledge of the federal and state regulation systems. 

Depth of Highly Qualified Staff - Our partners/principals, directors, managers and seniors are consistently 
on-site to address your issues quickly and effectively. Marcum has a large pool of talented healthcare 
resources to provide these services with a level of attention unmatched by other accounting firms. 

Partner/Principal and Senior Manager Attention - Our partners/principals and senior management lead 
their engagement and personally deliver services. They work closely with the engagement team and 
provide hands-on support. 

Cost-Effective Service - You will receive excellent service at a fair and competitive fee. As part of our 
investment in our future relationship with you, we will absorb the engagement startup costs associated 
with the transition time from your current accountants.  

Information Technology Specialists - Information technology professionals are an integral part of the 
work plan. Our IT practice focuses on the risks inherent in the technology systems used to support our 
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client’s business objectives. Our IT professionals have a number of different tools at their disposal 
including data analysis software and add great value to the consulting engagement.  

COMMITMENT TO QUALITY 
We are committed to engagement quality and integrity. To demonstrate this commitment, we have 
acquired memberships in various quality oversight organizations.  

Marcum is registered with the Public Company Accounting Oversight Board (PCAOB) and is subject to its 
quality control standards. The firm belongs to the Center for Public Company Audit Firms of the American 
Institute of Certified Public Accountants (AICPA) and the Private Companies Practice Section (PCPS) of the 
AICPA. Member firms must have their quality control systems periodically reviewed by independent peers 
to evaluate: 

 
 The quality control system for accounting and auditing compliance with specified requirements 

and standards. 
 Quality control policies and procedures that provide the firm with reasonable assurance for 

complying with professional standards. 
 Compliance with membership requirements. 

We are dedicated to establishing a high level of quality control and we continue to subject our practice to 
peer review as dictated by the current regulatory environment. We have also instituted our own internal 
monitoring procedures to further secure Marcum’s reputation as a quality-driven, results-oriented firm. 
As evidence of this commitment, a copy of the report on Marcum LLP’s most recent external quality 
control review is included with this proposal, showing an unqualified opinion with no letter of comments.  

Internal Monitoring - Each year, Marcum performs an internal inspection of the assurance practice as 
part of its monitoring as required by professional and firm standards. This includes a self-assessment, 
performed on the same basis as an actual independent peer review, by senior assurance executives 
qualified as peer reviewers. Testing of policies and procedures and reviewing actual engagements is the 
same for the inspection as it is for the peer review. This ensures that our work is always performed at the 
highest level.  

Professional Standards Group - One of our major responsibilities as your accounting firm is to keep you 
informed of changes or pending changes to accounting rules, interpretations and reporting requirements. 
Our internal Professional Standards Group is comprised of experienced partners responsible for timely 
distribution of this information to our engagement teams and clients.  

Technical Support - We use Accounting Research Manager (ARM), which has a complete on-line library of 
all FASB, AICPA, EITF, SEC and PCAOB auditing and accounting standards as well as related exposure drafts 
and EITF minutes. We receive weekly updates on the status of new pronouncements and interpretations, 
and provide summaries of key provisions to management to be sure they are properly implemented early 
in the year, as opposed to waiting until the end of an engagement.  
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Educational Services - We provide regular, internal educational programs to our staff to keep them 
abreast of changing accounting methodologies, audit and accounting issues, and industry specific 
regulatory matters. Many of our industry experts make presentations to our clients and various trade 
associations. Our healthcare team participates in a variety of educational programs through trade and 
professional organizations.  

Workpaper Confidentiality and Security - Marcum keeps all client and other information secured and 
confidential in accordance with applicable industry standards. Our workpapers are maintained 
electronically in a paperless environment through our auditing software package, which encrypts all of 
our client documents. All of our computers, laptops, and electronic devices are protected by password 
and encryption technology in accordance with industry best practices. We utilize a secure website for our 
clients to upload information. 

SERVICE TEAM 
Frank Miceli, CPA, MBA 
Partner 

Frank is the leader of our New England healthcare practice group. Frank 
has almost 20 years of experience providing accounting, assurance and 
advisory services within the healthcare industry. Frank’s familiarity with 
TCHH will provide facilitate an efficient and effective approach to the 
monitoring services. 
 

Christopher Jackson, 
CPA 
Partner 

Chris Jackson is a partner with nearly 30 years of experience in the 
healthcare industry. Prior to joining Marcum, Chris spent the first portion 
of his career at a Big-4 accounting firm servicing the Connecticut 
healthcare marketplace. 
 

Megan Budd, CPA 
Senior Manager 

Megan is a Senior Manager in the Firm’s Hartford office. Megan has 12 
years of experience in accounting, auditing and financial reporting for the 
healthcare and not-for-profit industries. Megan has spent her career 
servicing the Connecticut healthcare provider marketplace.  
 

Urszula Skarzynski, CPA 
Manager 

Urszula is a manager in the Firm’s Hartford, Connecticut office and has 
more than 10 years of experience servicing the audit needs of healthcare 
and not-for-profit organizations with regulatory requirements.   
 

Doug Farrington, CPA 
Partner 

Doug is a tax partner and member of the Firm’s national Healthcare, Not-
for-Profit, Alternative Investment and Construction industry groups, as 
well as the State and Local Tax Practice group. He has more than 30 years 
of experience providing insight and solving problems for a range of clients 
across various industries and has provided tax compliance services to the 
Connecticut hospital marketplace for his entire career.  
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Heather Bearfield, CISA, 
CISM, CRISC 
Principal 

Heather is the national partner in charge of our Technology Advisory 
Services Group and provides over 15 years of diversified internal control 
audit experience focusing on SOC reports and the predecessor SAS70 to 
public and private Service Organizations. Heather and her team will be 
available to assist our engagement team in any matters that involve 
information technology and cybersecurity. 

One way in which Marcum strives to exceed expectations is through its commitment to continuity of staff 
on a year-to-year basis. We recognize that the professional relationship that develops between our 
professionals and your management team over time is integral in the delivery of quality service. Since our 
professionals will be spending significant amounts of time and effort learning about your business, 
providing continuity of engagement staff makes good business sense for everyone involved. Historically, 
Marcum has had staff turnover that is significantly below the industry average.  

We are confident that we will be able to commit to a controlled long-term staffing model that, recognizing 
the impact of promotions and some degree of professional turnover, will provide the Organization with a 
consistent staffing environment, particularly regarding critical positions.   

COMMUNICATION WITH MANAGEMENT 
Clear and timely communications are critical to delivering high quality services. Throughout our 
engagement, we will consistently communicate our findings, recommendations and other observations 
to management. We will provide management with status reports during the course of this engagement. 
Such reports are an effective method to communicate initial findings and questions and to eliminate 
surprises at the end of the engagement.  

OUR CULTURE (GIVING BACK) 
Our commitment to our clients and the not-for-profit industry goes beyond superior client service.  At 
Marcum, we place a significant emphasis on giving back to our clients and the community.  Many of our 
partners and staff volunteer on various not-for-profit boards and committees. In addition, Marcum's New 
England Community Service group, which consists of employees from all levels of the Firm, coordinates 
various activities and opportunities for our employees to volunteer for area events.   

Marcum Foundation 
The Marcum Foundation is an expression of our commitment to support the communities in which we do 
business.  Our foundation was established to support not-for-profit organizations providing critical 
assistance to those in need, through programs and services delivered at the community level.  By linking 
the philanthropic activities of Marcum’s local offices under a unified umbrella, we are able to pool 
resources, share successes, exchange ideas and grow our impact.  One of our core values at Marcum LLP 
is giving back to the community and through the foundation’s planned giving program, Firm partners and 
employees may elect to withhold a voluntary contribution from their paychecks, to benefit one or more 
designated charities in their region.  Local charity beneficiaries are nominated by Firm employees and 
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partners in each region. Funds are raised through special events, collection drives, volunteer initiatives 
and the planned giving program. 

The Marcum Day of Service 
Each year, Marcum closes all of its offices the day before Thanksgiving for the Marcum Day of Service.  
During the Day of Service, all employees firm-wide work at charity events arranged in Marcum teams from 
every office.  This day is mandatory for all our employees and further demonstrates our commitment to 
providing a culture of giving back the communities in which we do business.   

Our involvement in the not-for-profit industry, beyond providing audit, tax and consulting services, allows 
us to develop relationships and a better understanding and appreciation for the industry and the people 
it serves. 

BENEFITS OF CHOOSING MARCUM 
 National firm with specialized healthcare experience and resources 
 Significant partner and director involvement resulting in personalized service and 

communication of value-added ideas throughout the year 
 Senior engagement team members have extensive healthcare experience 
 Consistent, timely delivery of services 
 Common sense service methodology 
 Dedicated client-focused engagement teams 
 Proven track record of successfully transitioning large clients 
 Unmatched quality, as evidenced by our most recent peer review report.   

 



 

 
 

 

 

APPENDIX A 
SELECTED TEAM RESUMES 



Frank J. Miceli is a Partner in the Firm’s Hartford, Connecticut office and
leader of the New England Healthcare Industry Group as well as a member
of the Not-for-Profit Industry Group. With nearly 20 years of experience, his
clients include hospitals, nursing homes, home health and hospice agencies,
residential group care programs, community health centers, residential drug
treatment programs, programs for the developmentally disabled, behavioral
healthcare and others within the healthcare and not-for-profit industries.

Mr. Miceli has devoted his entire career to servicing the healthcare and
not-for-profit industries.  In addition to providing audit and assurance services,
his breadth of experience affords him the ability to assist clients in a multitude
of operational matters including budgeting, financial reimbursement, internal
controls and compliance matters.

Mr. Miceli is a frequent speaker and has presented on various accounting
and regulatory issues including annual accounting and auditing technical 
updates and reimbursement matters.  Mr. Miceli volunteers a significant
amount of time on a variety of boards of directors and committees serving
the healthcare and not-for-profit industries.  In addition, he actively maintains
his status as a Fellow of the Healthcare Financial Management Association
(HFMA) – a recognized marker of leadership and professionalism.

Professional & Civic Affiliations
American College of Health Care Administrators
American Institute of Certified Public Accountants (AICPA)
Association for Long-Term Care Financial Managers, Board of Directors and Member
Connecticut Society of Certified Public Accountants (CTCPA)
Connecticut Association for Healthcare at Home
Healthcare Financial Management Association (HFMA), Connecticut Chapter,
Board of Directors, Fellow, Past President and Member
LeadingAge

Frank J. Miceli
ASSURANCE SERVICES

SUBJECT MATTER EXPERTISE
Assurance Services

Accounting
Employee Benefit Plan Audits

Financial Statements & Reporting
Healthcare Finance

Internal Controls
Audits of Not-for-Profit Organizations 
Single Audits and Grant Compliance

Third Party Reimbursement

PRACTICE FOCUS
Hospitals

Nursing Homes
Assisted Living

Home Health and Hospice
Community Health Centers

Behavioral Healthcare Organizations
Substance Abuse Programs

Programs for the 
Developmentally Disabled
Residential Care Programs

Other Not-for Profit Organizations
Employee Benefit Plans

EDUCATION
Master of Business Administration,

Central Connecticut State University

Bachelor of Science, Accounting, 
Central Connecticut State University

Frank J. Miceli, CPA*, MBA, FHFMA
Partner

*Licensed by the State of Connecticut

Phone 860.760.0615
frank.miceli@marcumllp.com
www.marcumllp.com



Christopher A. Jackson is a Partner in the Firm’s Hartford, Connecticut
office and a member of its National Healthcare and Insurance industry
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User, OHCA

From: Clarke, Ormand
Sent: Monday, February 26, 2018 2:49 PM
To: Durdy, Barbara
Cc: User, OHCA
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-

CON

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
 
Dear Ms. Durdy: 
 
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
 
This email correspondence is in response to documentation received at OHCA on February 1, 2018, related to 
Condition # 9 of Docket # 16-32135-CON. 
 
This condition stipulates in part: 
 
“TCHH and/or HHC agree to file the following documents or information within one (1) month of the closing 
date: 
 
c. Notice to OHCA of the effective date of the transfer of ownership transaction. Such notice shall be 
accompanied by the Final Execution copies of all agreements related to same, including but not limited to: the 
Affiliation Agreement, including any and all schedules and exhibits....” 
 
OHCA is in receipt of notification regarding the effective date of the transfer of ownership transaction. 
However, as it relates to item #4 of your letter, which states: “…the Affiliation Agreement has not changed after 
it was submitted to OHCA as part of the Certificate of need (CON) Application,” it was noted that the 
Execution Copy of the Affiliation Agreement submitted through the Application is not a completed copy. 
 
Please forward a completed Final Execution copy of all agreements related to same, as stipulated in Condition # 
9, for the record. 
 
It is requested that any response submitted to OHCA should continue to be delivered to the general inbox at 
OHCA@ct.gov, as in prior instances. 
 
Please do not hesitate to contact me if there are any questions. 
 
Sincerely, 
 
Ormand Clarke 
Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
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410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7047 / F: (860) 418‐7053 / E: ormand.clarke@ct.gov 
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User, OHCA

From: Clarke, Ormand
Sent: Monday, February 26, 2018 3:12 PM
To: Durdy, Barbara
Cc: User, OHCA
Subject: FW: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 

16-32135-CON

Thanks, in anticipation of your submission, Barbara.  
 

From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Monday, February 26, 2018 3:02 PM 
To: Clarke, Ormand <Ormand.Clarke@ct.gov> 
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16‐32135‐CON 
 
Ormand, 
We will submit the final executed copy as requested below. 
Barbara 
 

From: Clarke, Ormand [mailto:Ormand.Clarke@ct.gov]  
Sent: Monday, February 26, 2018 2:49 PM 
To: Durdy, Barbara 
Cc: User, OHCA 
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
 
This email is from outside HHC. BE CAREFUL when opening 
attachments or links from unknown senders. 

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
 
Dear Ms. Durdy: 
 
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
 
This email correspondence is in response to documentation received at OHCA on February 1, 2018, related to 
Condition # 9 of Docket # 16-32135-CON. 
 
This condition stipulates in part: 
 
“TCHH and/or HHC agree to file the following documents or information within one (1) month of the closing 
date: 
 
c. Notice to OHCA of the effective date of the transfer of ownership transaction. Such notice shall be 
accompanied by the Final Execution copies of all agreements related to same, including but not limited to: the 
Affiliation Agreement, including any and all schedules and exhibits....” 
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OHCA is in receipt of notification regarding the effective date of the transfer of ownership transaction. 
However, as it relates to item #4 of your letter, which states: “…the Affiliation Agreement has not changed after 
it was submitted to OHCA as part of the Certificate of need (CON) Application,” it was noted that the 
Execution Copy of the Affiliation Agreement submitted through the Application is not a completed copy. 
 
Please forward a completed Final Execution copy of all agreements related to same, as stipulated in Condition # 
9, for the record. 
 
It is requested that any response submitted to OHCA should continue to be delivered to the general inbox at 
OHCA@ct.gov, as in prior instances. 
 
Please do not hesitate to contact me if there are any questions. 
 
Sincerely, 
 
Ormand Clarke 
Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7047 / F: (860) 418‐7053 / E: ormand.clarke@ct.gov 
 

 
 
 

 
 
Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Tuesday, February 27, 2018 2:48 PM
To: User, OHCA
Cc: Clarke, Ormand
Subject: Final Executed Copy of Affiliation Agreement
Attachments: HHC - CHH - Executed Affiliation Agreement for OHCA 2-27-18.pdf

Ormand, 
As we discussed, attached is the Final Executed copy of the Affiliation Agreement. Please let me now if anything else is 
needed at this point. 
Thank you 
Barbara 
 
Barbara A. Durdy 
Director, Strategic Planning  

 

 

Hartford HealthCare  

181 Patricia M. Genova Blvd. 

Newington, CT 06111 

Office: 860.972.4231 

Cell: 203.859.8174  

barbara.durdy@hhchealth.org 

www.hartfordhealthcare.org 

Reminder: This e‐mail and any attachments are subject to the current HHC email retention policies. Please save or store 
appropriately in accordance with policy. 
 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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EXECUTION COPY

AFFILIATION AGREEMENT

This AFFILIATION AGREEMENT (the “Agreement”) is made and entered into as of 
August 16, 2016 (the “Execution Date”) by and between HARTFORD HEALTHCARE 
CORPORATION, a Connecticut non-stock, tax-exempt corporation, and THE CHARLOTTE 
HUNGERFORD HOSPITAL, a Connecticut non-stock, tax-exempt corporation. Hartford 
HealthCare Corporation and The Charlotte Hungerford Hospital each are referred to individually 
herein as a “Party” and, collectively, as the “Parties” to this Agreement. ARTICLE 17 contains 
a glossary of all capitalized defined terms used in this Agreement.

RECITALS

WHEREAS, the health care community nationally has been challenged to provide a 
comprehensive range of health care services at a lower cost more efficiently and to improve the 
quality of care in a collaborative and coordinated manner in an environment of changing health 
care regulations, changing reimbursement mechanisms, advancing technological developments, 
and an increasing need for capital; 

WHEREAS, Hartford HealthCare Corporation is the parent company of an integrated 
health care delivery system in the State of Connecticut (“HHC”) dedicated to improving the 
health care of the communities it serves through its related health care entities and other 
Affiliates (the “HHC Affiliates”);

WHEREAS, The Charlotte Hungerford Hospital is the owner and/or operator of a
licensed acute care community hospital in the State of Connecticut (“CHH”) and has ownership 
of, or more than a majority of the membership or equity interests in, related health care provider 
entities and other Affiliates (the “CHH Affiliates”);

WHEREAS, the Parties and their respective Affiliates, while sharing a common non-
profit health care mission to improve the quality and expand the scope and accessibility of 
affordable health care for their patients in a culture of compassion, respect, integrity, and 
excellence, acknowledge that appropriate sharing of services, resources, and technologies among 
them will achieve certain economies of scale that will benefit the communities they serve, 
including, but not limited to, additional opportunities for population health management, clinical 
research, implementation of quality initiatives (including sharing of best practices and clinical 
and process innovations), cost reduction through volume purchasing, consolidation of certain 
administrative services, opportunities for deployment of effective technologies, and access to 
capital markets at a lower cost; and

WHEREAS, CHH and the CHH Affiliates desire to become HHC Affiliates, as of the 
Closing Date upon the terms and conditions set forth in the this Agreement (the “Affiliation”), 
which will result in a single health system integrated operationally, financially, and clinically and 
operating under the name “Hartford HealthCare” (the “Hartford HealthCare System”) that 
supports the Parties’ common vision for value and quality in health care.

NOW, THEREFORE, for and in consideration of the premises, and the agreements, 
covenants, representations and warranties hereinafter set forth, and other good and valuable 
consideration, the Parties agree as follows:
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ARTICLE 1

AFFILIATION GOALS AND OBJECTIVES

1.1 Rationale and Vision.  The Parties share a mutual commitment to support an 
integrated health care delivery system with expanded geographic coverage, a full continuum of 
care, effective local primary, secondary and tertiary care services, the highest standards of 
clinical care, enhanced patient access, including for underserved populations, and the most 
advanced technologies and service lines.  The Parties recognize that the development of a truly 
integrated healthcare delivery system will further enhance their ability and the ability of their 
affiliated physicians and other health care providers to support their charitable missions and 
respective community benefit activities.  Central to the Parties’ vision of the Hartford HealthCare 
System are the following goals: 

1.1.1 Aligning, sharing, and adopting the use of best clinical and 
operational practices to enhance patient access and manage population health across the State of 
Connecticut; 

1.1.2 Attracting and retaining talent, and developing that talent to 
promote a highly engaged workforce and a culture of caring, quality and safety; 

1.1.3 Developing provider relationships, whether through the integration 
of additional providers into the Hartford HealthCare System, or relationships intended to support 
defined mutual interests for the benefit of the communities served;

1.1.4 Enhancing the patient and family experience, so that high-quality 
care is rendered in an exceptional environment supported by exceptional staff and physicians;  

1.1.5 Advancing the boundaries of medical science, medical education, 
and clinical practice through the discovery and translation into clinical care, and dissemination of 
knowledge; and 

1.1.6 Developing a Northwestern Connecticut region of the Hartford 
HealthCare System consisting of Litchfield County and the surrounding area as depicted on 
Exhibit 1.1 attached hereto (the “Northwest Region”) that utilizes CHH as its acute-care clinical 
nucleus.

1.2 Implementation. The Parties intend to implement the Contemplated 
Transactions in a manner that: (a) furthers the charitable missions of the Parties; (b) continues to 
improve access to comprehensive, convenient, high-quality, lower-cost inpatient and outpatient 
healthcare throughout the communities served by the Parties; (c) continues to improve and 
manage the health status of the population of the communities served by the Parties; (d)
promotes clinical research and educational efforts; (e) builds the medical community through 
developing strongly-aligned relationships with primary care and specialist physicians and allied 
health care providers; (f) enhances sound stewardship through the efficient delivery of all 
services, resulting in favorable financial performance; (g) enhances community benefit; and (h)
maintains all appropriate accreditation and all relevant and necessary federal, state, and local 
licenses and permits. Such opportunities will include initiatives for deployment of system-wide 



-3- 

support functions, with the goal of enhancing operational uniformity, efficiency, and 
performance.

ARTICLE 2

CHANGE OF CORPORATE STRUCTURE

2.1 Change of Membership.  Effective as of the Closing Date, subject to the terms 
and conditions set forth in this Agreement, CHH shall amend and restate its Governing 
Documents to provide that HHC shall be its sole corporate member, to effect the changes 
described in ARTICLE 3, and to otherwise fulfill the terms and conditions of this Agreement.  
CHH shall cause the CHH Affiliates to amend and restate their Governing Documents to effect 
the changes described in ARTICLE 3, as applicable.  The amended and restated Governing 
Documents of CHH and the CHH Affiliates, as applicable, shall be effective as of the Closing 
Date and are attached hereto as Exhibit 2.1. 

2.2 Ownership of Assets.  The Contemplated Transactions shall not, in and of 
themselves, effect any transfer, conveyance, or change in the ownership of the assets of the CHH
Entities or the HHC Entities at the Closing.

2.3 Retention of Liabilities. Except as otherwise set forth herein, the Contemplated 
Transactions shall not, in and of themselves, effect any assignment or assumption of any 
liabilities, indebtedness, commitments, or other financial or operational obligations of the CHH
Entities or the HHC Entities to or by any other Person, whether such liabilities, indebtedness, 
commitments or obligations are known or unknown, fixed or contingent, recorded or unrecorded, 
currently existing as of the Closing Date or thereafter arising (collectively, the “Existing 
Liabilities”), all of which shall remain the liabilities and obligations exclusively of the Person 
that was liable or obligated for such Existing Liabilities immediately before the Closing Date.

ARTICLE 3

GOVERNANCE

3.1 Sole Member.  As of the Closing, HHC shall be the sole corporate member of 
CHH and the indirect corporate system parent of the CHH Entities.

3.2 Powers of HHC With Respect to CHH Entities.

3.2.1 As of the Closing, HHC shall have the exclusive power and 
authority to govern, direct, and oversee the property, funds, business, and affairs of CHH, except 
for those powers that are specifically delegated to the Board of Directors of the Northwest
Region (collectively, the “Northwest Region Board”) in the Bylaws of CHH and other 
Northwest Region HHC Entities in effect from time to time (the “Northwest Region Board 
Bylaws”). 

3.2.2 As of the Closing, subject to the powers that are specifically 
delegated to the Northwest Region Board, HHC, in its capacity as sole corporate member of 
CHH, may act on CHH’s behalf in exercising CHH’s powers with respect to the organizations of 
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which CHH is a corporate member or shareholder, and in each such case, in the manner set forth 
in HHC’s Bylaws in effect from time to time.

3.3 Northwest Region Board of Directors.

3.3.1 Composition of Northwest Region Board.  As of the Closing, and 
during the three (3)-year period beginning on the Closing Date (the “Transitional Period”), the 
Northwest Region Board shall consist of the individuals set forth on the governance roster
delivered by the Parties at Closing (the “Governance Roster”), which Governance Roster shall 
include the individuals serving on the CHH Board immediately prior to Closing (the “Legacy 
CHH Directors”) and four (4) additional individuals selected by HHC. 

3.3.2 Post Closing-Date Northwest Region Board Structure. During the 
Transitional Period, vacancies on the Northwest Region Board will be filled by individuals
nominated and appointed in accordance with the HHC Bylaws and Northwest Region Board 
Bylaws in effect from time to time; provided, however, that, during the Transitional Period, HHC 
shall only exercise its power to remove a Legacy CHH Director from the Northwest Region
Board if such removal is for cause, and the Chair of the HHC Board of Directors (the “HHC
Board”) shall consult with the Chair of the Northwest Region Board prior to removing any 
Legacy CHH Director from the Northwest Region Board.  After the Transitional Period, 
membership by community leaders on the Northwest Region Board shall be determined on the 
basis of System-wide governance membership characteristics and qualifications established from 
time to time by HHC.

3.3.3 Northwest Region Board Committees. During the first year of the 
Transitional Period, the Northwest Region Board shall establish a finance and strategic planning 
committee composed of Legacy CHH Directors who served on the CHH Board finance and 
strategic planning committees immediately prior to the Closing and individuals selected by 
HHC.  Such committee shall assist in the development of the Strategic Plan consistent with the 
HHC strategic planning approval process. 

3.3.4 Northwest Region Board Recommendations. During the 
Transitional Period and as set forth in an HHC Board policy attached hereto as Exhibit 3.3.4, the 
Northwest Region Board may make recommendations to the HHC Board regarding the following 
items:

(a) Annual operating and capital budgets as developed by CHH
consistent with HHC’s strategic plan; 

(b) Amendments to the Certificate of Incorporation of CHH; 

(c) A transfer of substantially all of the assets of CHH; and

(d) The initiation of new lines of service, or termination of material 
existing services, in accordance with this Agreement.

3.4 HHC Board of Directors.  During the Transitional Period, the HHC Board shall 
include the two (2) individuals listed on the Governance Roster identified by the CHH Board
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prior to the Closing and approved by HHC as of the Closing consistent with the HHC Bylaws in 
effect from time to time (each, a “CHH Director”); provided, however, that if a CHH Director 
ceases to serve on the HHC Board prior to the end of the Transitional Period, then HHC shall fill 
the vacancy from among the slate of two (2) alternate directors mutually agreed upon by the 
Parties prior to the Closing and set forth on the Governance Roster. 

3.5 HHC Board Committees and Advisory Bodies. From and after the Closing 
Date, consistent with HHC’s Bylaws in effect from time to time, members of the Northwest 
Region Board appointed by HHC will serve on the HHC Board’s Committees for Quality and 
Safety, Strategic Planning and Community Benefit, and Finance.  During the Transitional Period,
such committee membership will come from Legacy CHH Directors. Additionally, members of 
the Northwest Region Board will participate on the HHC Quality Council and applicable focused 
clinical councils.

3.6 CHH Corporators. Consistent with that certain Indenture, dated May 28, 1917, 
by and between Uri Taylor Hungerford and CHH (the “CHH Deed”), CHH shall have 
corporators, comprised as of the Closing of the individuals serving as the corporators of CHH 
immediately prior to Closing (the “CHH Corporators”).  The Parties intend for the CHH
Corporators to support the Northwest Region Board following the Closing in a manner consistent 
with corporators of the hospitals in the Hartford HealthCare System, as set forth in Exhibit 3.6
attached hereto. Consistent with the foregoing, it is intended that the CHH Corporators will 
serve as a resource to the Northwest Region Board in making recommendations on a non-
exclusive basis regarding potential candidates to serve on the Northwest Region Board and 
community benefit service programming.

ARTICLE 4

POST-CLOSING FINANCIAL COVENANTS

4.1 Investments. During the seven (7)-year period following the Closing Date, HHC 
intends to make a total investment of Seventy Three Million Dollars ($73,000,000) in or for the 
benefit of CHH and the Northwest Region, of which Fifty Million is committed as set forth in 
Section 4.1.1, Twenty Million is for discretionary strategic projects as set forth in Section 4.1.3,
and Three Million is committed as set forth in Section 4.1.2.

4.1.1 Maintenance and Replacement Capital Projects.

(a) During the seven (7)-year period following the Closing Date, 
HHC will transfer Fifty Million Dollars ($50,000,000) onto the balance sheet of CHH to fund 
maintenance and replacement capital projects for CHH (“Maintenance and Replacement 
Capital Investment”) identified in the Northwest Region Strategic Plan and pursuant to the 
HHC capital budgeting and strategic planning approval process. 

(b) During the four (4)-year period following the Closing Date,
Twenty Million Dollars ($20,000,000) of such Maintenance and Replacement Capital Investment 
will be expended on the following capital projects: 
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(i) CHH Emergency Department renovation to the extent the 
cost of the renovation exceeds Ten Million Dollars ($10,000,000) (it being agreed to by HHC 
that the first Ten Million Dollars ($10,000,000) in expenses for such renovation project will be 
satisfied by debt incurred by CHH prior to the Closing);

(ii) infrastructure and physical plant improvements; and

(iii) ambulatory / outpatient facility upgrades.

(c) CHH and HHC will identify additional maintenance and 
replacement capital projects to be funded from the Maintenance and Replacement Capital 
Investment in the Strategic Plan and pursuant to the HHC capital budgeting and strategic 
planning approval process.  Notwithstanding the foregoing, CHH and HHC acknowledge and 
agree that the Maintenance and Replacement Capital Investment is a minimum commitment for 
maintenance and replacement capital projects and that approval of such projects will not be 
contingent on satisfaction of return on investment criteria. 

(d) CHH and HHC acknowledge and agree that no portion of the 
Maintenance and Replacement Capital Investment will be allocated for the initial installation of 
the EPIC CareConnect IT platform (“EPIC CareConnect”) at CHH, the cost of which shall be 
borne solely by HHC.

4.1.2 Medical Staff Development and Recruitment. During the 
Transitional Period, HHC or its HHC Affiliates will commit Three Million Dollars ($3,000,000) 
to support medical staff development and recruitment efforts for CHH and the Northwest Region
(the “Recruitment Fund”). Initial projects to be funded by the Recruitment Fund will be set 
forth in the Strategic Plan.

4.1.3 Discretionary Strategic Projects.   

(a) During the seven (7)-year period following the Closing Date, 
HHC will evaluate the investment of Twenty Million Dollars ($20,000,000) for discretionary 
strategic program and service opportunities for CHH and the Northwest Region (“Strategic 
Projects”).

(b) CHH and HHC will identify and evaluate Strategic Projects 
consistent with the Strategic Plan and pursuant to the HHC capital budgeting and strategic 
planning approval process for the purpose of enhancing and supporting the level of services 
provided at CHH and in the Northwest Region. 

(c) Demonstration of satisfaction of investment criteria including, 
but not limited to, return on investment will be considered as part of the HHC approval process 
for Strategic Projects; provided, however, that failure to demonstrate satisfaction of any such 
investment criteria will not automatically disqualify Strategic Projects.

4.2 Litchfield County Grant.  Following the Closing, HHC shall make a grant, in 
the name of CHH to Fit Together, an organization based in Litchfield County, for the benefit of 
Litchfield County, Connecticut in the amount of One Hundred Thousand Dollars ($100,000) per 
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year for five (5) years to support the County’s participation in the CDC-sponsored Community 
Transformational Grant Program, inclusive of the programs known as the National Prevention 
Strategy and the Million Hearts Campaign, to create healthier communities by making healthy 
living easier and more affordable.  Such grant shall be made as part of CHH’s community benefit 
activities and in addition to the other commitments described in this ARTICLE 4. 

4.3 Northwest Connecticut Community Foundation.  At Closing, CHH shall make 
a distribution of Two Million Five Hundred Thousand Dollars ($2,500,000) to Northwest 
Connecticut Community Foundation, Inc., an organization exempt from federal income taxation 
under § 501(a) of the Code as an organization described in § 501(c)(3) of the Code, for the 
express purpose of enhancing the economic and community well-being in CHH’s service area, 
and as mutually agreed upon by the Parties prior to the Closing.  Such distribution shall be in 
addition to the other commitments described in this ARTICLE 4. 

4.4 Obligated Group; Transfers of Cash.

4.4.1 HHC shall cause CHH to join HHC’s obligated group as soon as is 
economically feasible following the Closing (or on a later date selected by HHC if HHC 
determines in its sole discretion that it would be in the best interest of the Hartford HealthCare
System for CHH to join HHC’s obligated group on such later date), consistent with the HHC 
Master Trust Indenture and the covenants in CHH’s debt documents set forth on Exhibit 4.4.1. 

4.4.2 Until such time as CHH joins HHC’s obligated group or until the 
expiration of seven (7) years following the Closing Date, whichever occurs sooner, no transfer of 
cash will be made from CHH or any of the CHH Affiliates to HHC except for fair market value 
in the ordinary course of business.  

4.5 Capital Allocation Strategy. In addition to the commitments described in in this 
ARTICLE 4, HHC will treat CHH in the same manner as all other HHC Affiliates for purposes 
of capital allocation approvals, in accordance with the policies of HHC Corporate Treasury 
Department in effect from time to time, and any other applicable policies and procedures in 
effect from time to time; provided, however, that HHC shall authorize expenditures required to 
satisfy state or federal life safety requirements or to maintain licensure with respect to CHH
outside of the normal capital allocation process.  

4.6 Strategic Framework and Capital and Operating Budget.  Attached hereto as 
Exhibit 4.6 is a strategic framework with eight (8) general categories of projected estimated 
capital spending and development agreed to by the Parties, which provides a pathway for 
financial viability of the CHH Entities and fulfillment of community need in the Northwest 
Region (the “Strategic Framework”). 
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ARTICLE 5

POST-CLOSING OPERATIONS OF CHH

5.1 Strategic Plan.   

5.1.1  Development. Within one hundred and twenty (120) business 
days from the Closing Date, CHH, HHC, and other HHC Affiliates serving the Northwest 
Region shall develop, based on the Strategic Framework, a strategic plan for acute and 
ambulatory care in the Northwest Region (the “Strategic Plan”) consistent with the overall 
strategic plan for HHC.  The Parties shall develop the Strategic Plan collaboratively with the 
Northwest Region executive management team (including, but not limited to, CHH Senior 
Management), the Northwest Region Board, the HHC Board, the HHC executive management 
team, and HHC leadership in the Northwest Region.  The Strategic Plan shall be coordinated 
with HHC’s strategic plan. The Strategic Plan shall provide a greater level of detail regarding 
the projects and priorities identified in the Strategic Framework, along with estimates of any 
associated capital or operating budget requirements or impact. As part of the Strategic Plan, the 
Parties shall complete a revised capital and operating budget for the Northwest Region for the 
current fiscal year, and a pro forma capital and operating budget for the first full fiscal year of 
the Transitional Period. The HHC Board shall approve the Strategic Plan as part of the HHC 
capital budgeting and strategic plan approval process (consistent with the approval process 
required of other HHC Affiliates).  Once approved by the HHC Board, managerial and 
administrative oversight for the effective implementation of the Strategic Plan for the Northwest 
Region will reside with the Regional President and other executive management with guidance 
and input from HHC leadership and will be integrated with the strategic process and plan for 
HHC. The Parties intend for the Strategic Plan to be implemented in a transparent manner 
designed to make HHC and CHH accountable to the communities served by the Northwest 
Region. 

5.1.2 Elements.  The Strategic Plan shall include, but not be limited to, 
the following elements:

(a) a comprehensive assessment and formal implementation plan for 
the Northwest Region based on the Strategic Framework, which will include the development of 
an ambulatory network, deployment of EPIC CareConnect, renovation of the CHH emergency 
department, and refurbishment of existing facilities; 

(b) a specific earmarked marketing budget for the Northwest 
Region; and 

(c) a projected capital budget and an estimated timeline for capital 
expenditures to be made in furtherance of the Strategic Plan.

5.1.3 Reports. 

(a) Within ninety (90) days of the end of each year under the 
Strategic Plan, HHC shall provide a report to the Northwest Region Board regarding the status of 
the implementation of each component of the Strategic Plan objectives.
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(b) HHC shall also prepare an Annual Community Report to be 
distributed to the Northwest Region communities.   

(c) HHC shall provide any reports required by the Connecticut 
Office of Health Care Access (“OHCA”) as part of the Certificate of Need order to report cost 
savings, capital, and access to care to the Northwest Region Board and the CHH Corporators. 

5.2 Post-Closing Service Commitments.

5.2.1 Following the Closing, HHC will comply with the provisions of 
the CHH Deed.  Consistent with the foregoing, HHC will not modify or challenge the CHH Deed 
following the Closing. 

5.2.2 During the Transitional Period, any decision to reduce or terminate 
any material clinical service or program of CHH listed on Exhibit 5.2.2 attached hereto shall 
occur only after prior consultation with and the consent of the Northwest Region Board. 

5.2.3 For a period of ten (10) years following the Closing Date, HHC 
will maintain and operate CHH as a separately incorporated acute care hospital.  After such ten 
(10)-year period, HHC will consult with the Northwest Region Board prior to implementing any 
changes that would modify CHH’s status as a licensed acute care hospital.

5.3 Medical Staff.

5.3.1 Physician Alignment. Consistent with HHC’s governance 
processes in effect from time to time, HHC shall develop a physician alignment strategy to 
facilitate the ongoing alignment of physicians on the medical staff of CHH (the “CHH
Physicians”) throughout the Hartford HealthCare System. CHH Physicians may choose from 
among a broad continuum of alignment options, ranging from private practice to employment, as 
well as participation in Integrated Care Partners—a physician-led clinically-integrated provider 
network (“ICP”).  CHH Physicians who join ICP may participate in ICP’s clinical integration 
program and develop population health management capabilities and infrastructure, and risk-
based payment capabilities utilizing technology-enabled advanced care coordination and chronic 
disease programs to increase quality, reduce costs, and increase patient satisfaction. 

5.3.2 Effect of the Transaction.  As of the Closing Date: (a) the medical 
staff privileges held by members of the medical staff of CHH shall be the same as existed 
immediately prior to Closing Date; and (b) the medical staff bylaws, rules and regulations, and
credentialing procedures of CHH shall be the same as existed immediately prior to the Closing 
Date.  Following the Closing Date, consistent with HHC’s governance processes in effect from 
time to time, HHC will work to implement a cooperative Hartford HealthCare System-wide 
privileging process and, where feasible, pursue opportunities for medical staff/clinical integration 
where doing so offers opportunities for advancement in quality of care.  CHH and its employed 
physicians will not be required to terminate any existing clinical affiliations as of the Closing 
Date.

5.3.3 Access to Programs and Services.  Subject to Hartford HealthCare
System policies and procedures in effect from time to time and applicable regulatory 
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requirements, the CHH Physicians shall have access to clinical research activities being 
conducted throughout the Hartford HealthCare System, use of the Center for Education, 
Simulation and Innovation, and access to other programs and services generally available to the 
Medical Staffs of the HHC hospitals, including, but not limited to, the work of the clinical 
councils, infection prevention, single formulary, and adoption of HHC’s quality informatics 
platform to drive quality improvement in the HHC hospitals. As an HHC Affiliate, CHH will 
have access to the physician recruitment infrastructure and physician administrative and 
management resources of Hartford HealthCare System.

5.3.4 Risk Management.  Following the Closing Date, CHH and its 
employed physicians will have the ability to participate in HHC’s captive insurance program, 
and the independent CHH Physicians will be eligible to participate in HHC’s captive insurance 
program subject to customary underwriting requirements.

5.4 Post-Closing Services and Programs.  Following the Closing, HHC will
maintain and/or consider implementing the following services and programs along with any 
other items identified in the Strategic Plan, as well as services and programs identified from time 
to time as part of Hartford HealthCare System-wide planning activities (it being understood by 
the Parties that HHC might not implement or maintain all of the following services and 
programs): 

5.4.1 Establishment of an extensive primary care and ambulatory care 
network including, but not limited to: (a) the use of patient-centered medical homes; (b) the 
development and expansion of services and programs offered to the greater Winsted,
Connecticut community, including the development of a new, modern multispecialty care center; 
and (c) the development of an ambulatory surgery network in the Northwest Region. 

5.4.2 Participation in population health initiatives undertaken by HHC. 

5.4.3 Creation of a Geriatric Medicine Institute at CHH and the 
establishment in the Northwest Region of a new site for the “Center for Healthy Aging”—an 
innovative and nationally recognized senior-oriented program designed to provide expanded 
community-based access to a full complement of programs and resources for the aged. 

5.4.4 Local access to programs and services uniquely designed to allow 
aging at home and palliative care coordinated with HHC’s statewide leadership in senior care 
services and programs.

5.4.5 Establishment of a “Mobile Simulation Program” located at and 
co-branded with CHH that would be operated as part of HHC’s Center for Education, Simulation 
and Innovation and designed to provide advanced training and education to practitioners located 
throughout the Northwest Region, including focused capabilities in the provision of rural 
medicine.

5.4.6 Enhancement of the delivery of cardiac care at CHH and for the 
Northwest Region with local specialists, to include an integrated congestive heart failure 
program and on-site electrophysiology. 
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5.4.7 Implementation of a gastrointestinal and digestive diseases 
program for the Northwest Region in coordination with statewide programs developed by HHC.  

5.4.8 Implementation of an orthopedic program for the Northwest 
Region in coordination with statewide programs developed by HHC. 

5.4.9 Implementation of a behavioral health network for the Northwest
Region, including capabilities in the care and treatment of dementia and related diseases, in 
coordination with statewide programs developed by HHC.

5.4.10 Development of a woman’s health program, including access to 
uro-gynecological specialists and nationally-recognized reconstructive and breast surgeons.  

5.4.11 Inclusion in HHC’s state-wide telehealth network.  

5.4.12 Access to HHC’s personalized medicine program, including access 
to genetic diagnostic and treatment resources. 

5.4.13 Expanded participation in HHC’s Maternal and Fetal Medicine 
Program including local access to perinatologists. 

5.4.14 Expansion of neurology and neurosciences service lines by 
building upon the existing telestroke program and establishing practice clinics in the Northwest 
Region, including a pain management satellite location in Torrington, Connecticut or another 
appropriate location determined by the Northwest Region Board.  

5.4.15 Expansion of HHC’s ambulatory footprint in the Northwest 
Region, providing facilities that offer routine, everyday care to children and adolescents

5.4.16 Maintenance of clinical relationship with Connecticut Children’s
Medical Center for pediatric patients in need of complex care. 

5.4.17 Expansion of surgical services at CHH either based at CHH or in 
the community at a satellite facility or a joint-venture partnership. 

5.4.18 Extension of the Hartford HealthCare Medical Group Centers for 
Weight Loss Surgery program to the Northwest Region, to provide clinical care, nutrition 
support services, and education sessions to bariatric surgery patients in the Northwest Region.  

5.4.19 Maintenance of the radiation therapy provided by CHH as of the 
Execution Date, introduction of a cancer palliative care (hope) program as part of a broader 
cancer services program, and consideration of the broader cancer service dynamics and demands 
in the Northwest Region prospectively. 

5.5 Central Support Services. The Parties anticipate that HHC will provide certain 
management and administrative support services to the CHH Entities including, but not limited 
to, information technology support and services, strategic planning and marketing services, 
finance services, internal audit, human resources support, legal services, compliance services, 
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facilities development, board orientation and support, quality assessment and risk management 
support, and compliance and fund development support.  HHC shall allocate a portion of the cost 
of any such services to CHH based upon the allocation methodology determined by HHC that is 
consistent with the allocation methodology used for other HHC Affiliates; provided, however, 
that for each year during the Transitional Period, any such allocation of central support service 
charges shall not exceed the amount of cost savings achieved by CHH in such year (“Cost
Savings”).  For purposes of this Section 5.5, Cost Savings shall be calculated based on a 
methodology mutually agreed upon by the Parties prior to Closing. 

5.6 Information Technology.

5.6.1 Consistent with HHC’s governance processes in effect from time 
to time, HHC shall develop and implement an IT Development Plan to achieve a single 
electronic health record and financial platform, which plan shall identify the process and timing 
of the transition to an integrated single electronic health record and financial platform, and the 
means of interfacing the Parties’ IT systems prior to completion of such transition.   

5.6.2 HHC will assist CHH in electronic medical record development 
and cost accounting or financial planning systems to assist in data analysis. In accordance with 
Section 4.1.1(d), HHC will be solely responsible for the capital and installation costs incurred 
with the initial installation of EPIC CareConnect. 

5.6.3 For the first three (3) years following the Closing and consistent 
with Section 5.5, annual costs allocated to CHH for EPIC CareConnect shall be equal to the 
lesser of: (a) CHH’s projected annual capital and operational costs for its MEDITECH System 
under its master agreement with MEDITECH in effect on the Execution Date, as set forth on 
Exhibit 5.6 (the “Annual Meditech Expense”) or (b) the amount payable under the allocation 
methodology determined by HHC that is consistent with the allocation methodology used for 
other HHC Affiliates (the “HHC EPIC Allocation Methodology”).  After the first three (3) 
years following the Closing, annual costs allocated to CHH for EPIC CareConnect shall be equal 
to the amount payable under the HHC EPIC Allocation Methodology; provided, however, that if 
the HHC EPIC Allocation Methodology is not implemented at such time, the annual costs
allocated to CHH for EPIC CareConnect will not exceed three percent (3%) above the Annual 
Meditech Expense.

5.7 Branding.  From and after the Closing Date, the CHH Entities shall adhere to the 
HHC branding guidelines attached hereto as Exhibit 5.7, as amended from time to time.
Consistent with Hartford HealthCare System’s brand standardization strategy, such branding 
guidelines will respect the history, traditions, and legacy name of CHH while capturing the 
significant benefit of the Hartford HealthCare System brand.
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ARTICLE 6

EMPLOYEES

6.1 CHH Employees Generally.

6.1.1 Subject to Section 6.2, all individuals employed by CHH and the 
CHH Affiliates immediately prior to the Closing Date (the “CHH Employees”) shall continue to 
be employed as of the Closing Date by their current employer.

6.1.2 No CHH Employee shall be terminated from employment as a 
result of the execution of this Agreement or the consummation of the Closing; provided, 
however, that nothing herein is intended to restrict the right of a CHH Entity to terminate, 
discipline, or change the duties of any CHH Employee, or to engage in staff reductions or 
consolidations.  All CHH Employee policies, promises, commitments, and Benefit Plans in effect 
immediately prior to the Closing Date including, but not limited to, policies regarding at-will 
employment, shall remain in effect after the Closing Date until the same are amended, modified, 
replaced, or terminated in accordance with their terms and applicable law.  Following the 
Closing, CHH Employees shall retain credit for employment experience and service with the 
applicable CHH Entity prior to Closing for purposes of seniority recognition, benefits eligibility, 
and accruals and vesting of benefits, in accordance with the provisions of those policies and 
Benefit Plans in effect from time to time in accordance with applicable law.

6.2 CHH Senior Management.

6.2.1 Notwithstanding Section 6.1, the CHH senior management staff 
identified on Exhibit 6.2 attached hereto (the “CHH Senior Management”) shall be offered 
employment by HHC (or its designee) as of the Closing with the condition that the relevant 
member of CHH Senior Management terminate his or her Employment Agreement with CHH 
effective immediately prior to the Closing and waive any rights such member of CHH Senior 
Management has under the termination, severance, change of control, and similar provisions of
such Employment Agreement.  If such offer is accepted, such employees will continue to 
perform duties for the benefit of CHH and HHC.  To assure continuity and continued effective 
utilization of existing managerial resources and expertise, the CHH Senior Management who are
employed by HHC (or its designee) as of the Closing shall operate and manage CHH’s facilities, 
programs, and services on a day-to-day basis following the Closing in accordance with CHH’s 
current policies, or, if applicable, future HHC policies and Governing Documents in effect from 
time to time.  Notwithstanding any other provision of this Agreement to the contrary, the Parties 
agree that CHH shall terminate the employment of any member of the CHH Senior Management 
who does not accept an offer of employment from HHC (or its designee), effective immediately 
following the Closing, and such termination will be treated as a termination “without cause” for 
all purposes, including for purposes of the Employment Agreements between CHH and the 
relevant member of the CHH Senior Management.  

6.2.2 As of the Closing Date, the President and Executive Director of 
CHH shall become the Regional President for the Northwest Region (the “Regional President”) 
and an HHC Senior Vice President on terms and conditions including, without limitation, the 
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provision of benefits available to similarly-situated HHC or HHC Affiliate employees. The 
Regional President shall report to the Chief Operating Officer of HHC and the Northwest Region 
Board consistent with the duties and responsibilities delegated to similarly-situated regional 
boards of HHC or HHC Affiliates. 

6.3 CHH Pension Obligations.  Following the Closing, HHC will guarantee CHH’s 
obligations with respect to The Charlotte Hungerford Hospital Retirement Plan.

6.4 Northwest Region Ambulatory Center Positions.  Given the shared 
commitment of CHH and HHC to local jobs driving the local economy within the healthcare 
sector, individuals employed by CHH on or after the Closing with the skills and relevant 
experience to provide patient care and administrative services in an ambulatory services network 
will be given the first opportunity to apply for and be considered for position openings in 
ambulatory centers within the Northwest Region. 

6.5 No Third Party Beneficiaries. Without limiting the generality of Section 16.12,
the provisions of this ARTICLE 6 are solely for the benefit of the parties to this Agreement and 
no current or former employee, director or independent contractor or any other individual 
associated therewith shall be regarded for any purpose as a third party beneficiary of this 
Agreement, and nothing herein shall be construed as the establishment or amendment to any 
Benefit Plan or other employee benefit plan for any purpose.   

ARTICLE 7

COMMUNITY CONSIDERATIONS

7.1 Restricted Gifts.

7.1.1 Following the Closing, bequests, gifts, and donations of a CHH
Entity that are restricted as to use or manner of investment: (a) shall continue to be so restricted; 
(b) shall continue to be owned by the CHH Entity to which they were donated; and (c) HHC 
shall honor donative intent with respect thereto.  Following the Closing, any bequests, gifts, and 
donations of a CHH Entity that are unrestricted as to use or manner of investment, including 
income from such bequests, gifts, and donations, shall be invested or utilized in a manner that 
benefits CHH or, to the extent permitted, the CHH service area consistent with the purposes of 
CHH as set forth in its Certificate of Incorporation in effect immediately prior to the Closing 
Date.

7.1.2 Notwithstanding the foregoing, at least thirty (30) days before the 
Closing Date, CHH shall review all restricted funds held by the CHH Entities and shall provide 
to HHC a list of any temporary or permanent restricted funds for which it believes the applicable 
restrictions will, or may be reasonably expected to, prevent the Closing (the “Impacted Funds 
List”).  CHH shall use commercially reasonable efforts to amend the restrictions on the funds 
described in the Impacted Funds List as necessary to bring them out of conflict with the 
Contemplated Transactions before the Closing Date. 

7.2 Charity Care.  Following the Closing, the Hartford HealthCare System shall 
endeavor to make charity care available to all the communities that it serves consistent with the 
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Parties’ aligned charitable mission and in accordance with applicable law. CHH’s charity care 
policy in effect immediately prior to the Closing Date will remain in place following the Closing, 
subject to alignment with the charity care policy of the Hartford HealthCare System as amended 
from time to time, and subject to applicable law. 

ARTICLE 8

REPRESENTATIONS AND WARRANTIES OF CHH

As of the Execution Date, CHH hereby represents and warrants, on its behalf and on 
behalf the CHH Affiliates, except as disclosed in the schedules attached as Exhibit 8 (the “CHH
Disclosure Schedule”): 

8.1 Due Organization; Good Standing; Power.

8.1.1 Each of the CHH Entities designated as tax exempt on Schedules
8.13.1 and 8.13.2 is a Connecticut non-stock corporation, exempt from federal income taxation 
under § 501(a) of the Code, as an organization described in § 501(c)(3) of the Code and is not a 
“private foundation” within the meaning of § 509(a) of the Code.  Each of the other CHH
Affiliates is organized and has the tax status set forth on Schedules 8.13.1 and 8.13.2.

8.1.2 Each of the CHH Entities is duly formed, validly existing and in 
good standing under the laws of the State of Connecticut, and has the corporate power and 
authority to own, operate, or hold under lease its properties and assets and to carry on its 
business and operations as presently conducted.  Each of the CHH Entities has registered with 
the proper governmental authorities all assumed names under which it operates its business(es) 
and has continuously maintained all such filings in good standing.

8.2 Corporate Authority.

8.2.1 CHH has the full corporate power and authority to enter into and, 
as of the Closing, to perform its obligations under the Transaction Documents to which it is a 
party or to be delivered by it (the “CHH Transaction Documents”).

8.2.2 The execution, delivery, and performance of the CHH Transaction
Documents by CHH have been duly and properly authorized by all necessary corporate action in 
accordance with CHH’s Governing Documents. 

8.2.3 Assuming the valid authorization, execution and delivery of the 
same by the parties to the CHH Transaction Documents other than CHH, the CHH Transaction 
Documents constitute the valid and legally binding obligation of CHH, enforceable against it in 
accordance with their terms, except as enforceability may be limited by: (a) general principles of 
equity, regardless of whether enforcement is sought in a proceeding in equity or at law; 
(b) bankruptcy, insolvency, reorganization, moratorium or other similar laws of general 
application now or hereafter in effect relating to or affecting the enforcement of creditors’ rights 
generally; and (c) antitrust and other regulatory approvals. 
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8.3 No Violation; Approvals.

8.3.1 Upon receipt of the CHH Required Consents, the execution, 
delivery, and performance of the CHH Transaction Documents by CHH shall not result in the 
creation of any lien, charge, or encumbrance of any kind or the termination or acceleration of any 
indebtedness or other obligation of any of the CHH Entities, and, to the Knowledge of CHH, is 
not prohibited by, does not violate or conflict with any provision of, and does not constitute a 
default under or breach of any CHH Material Contract, indenture, mortgage, or material permit, 
license, approval, or other commitment to which any of the CHH Entities is a party or is subject 
or by which any of the CHH Entities is bound, or any applicable law, except to the extent any of 
the foregoing is not likely to result in a Material Adverse Event. 

8.3.2 Except as set forth on Schedule 8.3.2, no material approval, 
authorization, registration, consent, order, filing, exemption, notice, or other action that has not 
occurred or been obtained with or from any Person, including any court, administrative agency 
or other governmental authority, is required for the execution and delivery by CHH of the CHH
Transaction Documents or the consummation of the Contemplated Transactions.  The approvals 
and consents listed on Schedule 8.3.2 shall collectively be referred to as the “CHH Required 
Consents.”

8.4 Financial Statements.

8.4.1 CHH has made available to HHC copies of its audited 
consolidated financial statements for the years ended September 30, 2014 and 2015 (collectively, 
the “CHH Audited Financial Statements”).  CHH has made available to HHC copies of its 
unaudited financial statements for the interim period from October 1, 2015 through the most 
recent month end date for which financial statements were available before the Execution Date
(collectively, the “CHH Unaudited Financial Statements”).  The monthly unaudited financial 
statements of CHH shall be referred to herein as the “CHH Interim Financial Statements,” and 
together with CHH Audited Financial Statements and CHH Unaudited Financial Statements, the 
“CHH Financial Statements.” 

8.4.2 The CHH Financial Statements are: (a) complete and present fairly
in all material respects the financial position of CHH (and, to the extent consolidated, present 
fairly the financial position of the other CHH Entities) and the results of their respective 
operations at the dates and for the periods indicated; and (b) are in conformity with GAAP, 
applied consistently for the periods specified, including the consistent use of assumptions, 
practices, procedures and terminology, except that the CHH Unaudited Financial Statements and 
CHH Interim Financial Statements need not contain any of the footnotes or other year-end
adjustments required to comply with GAAP.  CHH has disclosed to HHC all material items that 
are one-time in nature or that are adjustments pertaining to earlier accounting periods. 

8.4.3 From and after the most recent month-end date of the CHH
Unaudited Financial Statements, CHH has not made any material changes to its accounting 
methods or practices (other than as required by GAAP), including methods or practices used to: 
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(a) Establish reserves on any patient and notes and accounts 
receivable;

(b) Establish estimates of any third party settlements; 

(c) Determine the value of any other accounts that require subjective 
determinations; and

(d) Establish malpractice, general liability or other self-insurance 
reserves, including claims incurred but not reported. 

8.4.4 To the Knowledge of CHH, the CHH Entities have no material 
liabilities or obligations of any kind, whether contingent or absolute, direct or indirect, matured 
or unmatured, or asserted or unasserted, that are not shown or provided for in the CHH Financial 
Statements, other than: (a) claims that, in the aggregate, do not exceed One Million Dollars 
($1,000,000); or (b) liabilities arising in the ordinary course of business that are reflected on the 
CHH Interim Financial Statements or in budgets approved by the CHH Board and disclosed to 
HHC.

8.4.5 The CHH Financial Statements accurately reflect in all material 
respects donor-restricted funds or assets of the CHH Entities.

8.5 Interim Changes.  As of the date hereof and since the most recent month-end 
date of the CHH Unaudited Financial Statements, the CHH Entities have conducted their 
businesses in the ordinary course and consistent with past practices.  Except as set forth on 
Schedule 8.5, and for matters expressly permitted by this Agreement or authorized by HHC, 
there has not been, after the date of the most recent CHH Audited Financial Statements: 

8.5.1 any Material Adverse Event with respect to the CHH Entities; 

8.5.2 any amendment of the Governing Documents of CHH or any CHH 
Affiliate; 

8.5.3 any issuance, sale, or other disposition of, or creation of any 
Encumbrance on, any interests in any CHH Entity, or grant of any options, warrants, or other 
rights to purchase or obtain (including upon conversion, exchange or exercise) any interests in 
any CHH Entity; 

8.5.4 any material change in any method of accounting or accounting 
practice of CHH and the CHH Affiliates, except as required by GAAP; 

8.5.5 any material and adverse change in the CHH insurance Coverage; 

8.5.6 any failure to report to any insurance carrier any incidents, acts, 
errors or omissions that are covered by insurance, involve liability beyond any applicable 
deductibles, and relate to any patient services, visitors, or employees of any CHH Entity; 
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8.5.7 any denial letters received by any CHH Entity from any insurance 
carrier with respect to any claim in excess of $500,000 individually or $1,000,000 in the 
aggregate; 

8.5.8 any incurrence, assumption, or guarantee of any indebtedness for
borrowed money in excess of $500,000 except unsecured current obligations and liabilities 
incurred in the ordinary course of business;  

8.5.9 any transfer, assignment, sale, or other disposition of any CHH
Asset or cancellation of any debts or entitlements other than in the ordinary course of business;  

8.5.10 any material damage, destruction, or loss (not covered by 
insurance) to any CHH Asset in an amount which exceeds $1,000,000; 

8.5.11 any capital expenditure, capital investment in, or any loan to, any 
other Person not disclosed or reserved for in the CHH Financial Statements by CHH or a CHH
Affiliate except in accordance with a capital budget approved by the CHH Board or in the 
ordinary course of business;  

8.5.12 any acceleration, termination, or cancellation of any CHH Material 
Contract by reason of default by CHH or such CHH Affiliate; 

8.5.13 any execution of any new Payment Program Contract, or 
termination, extension, or amendment of any existing Payment Program Contract other than 
extensions or amendments entered into in the ordinary course of business; provided, however, 
that extensions or amendments that have the effect of extending the term of the relevant Payment 
Program Contract beyond twenty-four (24) months from the effective date of such extension or 
amendment shall be deemed to not have been entered into in the ordinary course of business; 

8.5.14 except for Permitted Encumbrances, any imposition of any 
Encumbrance securing indebtedness in excess of $500,000 upon any of the CHH Assets; 

8.5.15 any (i) increase in the compensation or bonus paid or payable or in 
the benefits provided to any employees of CHH or a CHH Affiliate other than increases made in 
the ordinary course of business (including those under existing labor agreements) or required by 
applicable law, or (ii) grant to any employee of CHH or a CHH Affiliate of any increase in 
severance or termination pay or any right to receive any severance or termination pay, or the 
adoption, amendment, or termination of any Benefit Plans, except, in each case, in the ordinary 
course of business or to the extent required by applicable law;

8.5.16 any adoption of any plan of merger, consolidation, reorganization, 
liquidation or dissolution or filing of a petition in bankruptcy under any provisions of federal or 
state bankruptcy Law or consent to the filing of any bankruptcy petition against it under any 
similar Law by CHH or a CHH Affiliate; 

8.5.17 any purchase, lease, or other acquisition of the right to own, use, or lease 
any property or assets for an amount in excess of $100,000, individually (in the case of a lease, 
per annum) or $250,000 in the aggregate (in the case of a lease, for the entire term of the lease, 
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not including any option term) by CHH or a CHH Affiliate, except for purchases in accordance 
with a capital budget approved by the CHH Board or in the ordinary course of business, which, 
for the avoidance of doubt, shall include but not be limited to, routine replacement of medical 
equipment;

8.5.18 any acquisition by merger or consolidation with, or by purchase of 
a substantial portion of the assets, stock or other equity of, or by any other manner, any business 
or any Person by CHH or a CHH Affiliate; 

8.5.19 to the Knowledge of CHH, any default under any bond agreement
evidencing indebtedness of CHH or its Affiliates to a third party; or 

8.5.20 any execution of any Contract by CHH or a CHH Affiliate to do 
any of the foregoing, or action or omission that would result in any of the foregoing. 

8.6 Material Contracts.

8.6.1 Schedule 8.6.1 sets forth an accurate and complete list of all Material 
Contracts to which the CHH is a party or by which CHH is bound (the “CHH Material 
Contracts”). 

8.6.2 To the Knowledge of CHH, none of the CHH Entities is in breach or 
default under any term or provision of any CHH Material Contract that has had or would 
reasonably be expected to result in a Material Adverse Event to the CHH Entities.

8.6.3 All CHH Material Contracts are in full force and effect and are valid and 
enforceable obligations of the CHH Entities that are parties thereto. 

8.6.4 Except as set forth on Schedule 8.6.4, no Material Contract to which any 
of the CHH Entities is a party or by which it is bound requires the consent of, or notice to, a third 
party in order for CHH to consummate the Contemplated Transactions or in order to avoid a 
Material Adverse Event. 

8.7 Legal Proceedings.   

8.7.1 Schedule 8.7.1 sets forth an accurate and complete list of all 
outstanding actions, suits, proceedings, complaints, charges, hearings, or arbitrations in which 
any CHH Entity is a defendant. 

8.7.2 None of the CHH Entities is a defendant in, or, to the Knowledge 
of CHH, has, since January 1, 2013, been threatened in writing with any action, suit, proceeding, 
complaint, charge, hearing or arbitration that would reasonably be expected to, if resolved 
adversely to such Person, result in a Material Adverse Event to the CHH Entities or adversely 
affect the ability of the CHH Entities to perform their respective obligations under the CHH
Transaction Documents.  None of the CHH Entities has received written notice of any 
investigation or threatened investigation by any Federal, state or local governmental or 
regulatory agency, including those involving its business practices and policies.



-20- 

8.8 Licenses and Permits.

8.8.1 Schedule 8.8.1 sets forth an accurate and complete list of all
governmental licenses, permits, certificates, consents, and approvals, where the failure to hold 
such license by any CHH Entity or the noncompliance with which by any CHH Entity would 
constitute a Material Adverse Event (the “Licenses and Permits”).

8.8.2 Each of the CHH Entities, as applicable, holds and, to the 
Knowledge of CHH, is in compliance with all Licenses and Permits.  The Licenses and Permits 
held by the CHH Entities are current, unrestricted, and valid. 

8.8.3 No application for any Certificate of Need or declaratory ruling 
(an “Application”) has been made by any of the CHH Entities with OHCA that is currently 
pending or open.  Except as set forth on Schedule 8.8.3, the CHH Entities do not have any
approved Applications that relate to projects not yet completed.  To the Knowledge of CHH, the 
CHH Entities have properly filed all required Applications with respect to any and all material 
improvements, projects, changes in services, zoning requirements, construction and equipment 
purchases, and other changes for which approval is required under applicable law.  As used 
herein, “Certificate of Need” means a written statement issued by OHCA evidencing 
community need for a new, converted, expanded or otherwise significantly modified health care 
facility, health service or capital expenditure. 

8.9 Compliance with Law.

8.9.1 Except as could not reasonably be expected to result in a Material 
Adverse Event to CHH and to the Knowledge of CHH, each of the CHH Entities is in 
compliance with all applicable law, including, without limitation, all Health Care Laws. 

8.9.2 To the Knowledge of CHH, none of the CHH Entities has: 

(a) knowingly and willfully offered, paid, solicited or received any 
remuneration (including any kickback, bribe or rebate, but excluding any legally permissible 
copayment or other payment), directly or indirectly, overtly or covertly, in cash or in kind: (i) in 
return for referring an individual to a Person for the furnishing, or arranging for the furnishing, of 
any item or service for which payment may be made in whole or in part by Medicare, Medicaid, 
or a state healthcare program; or (ii) in return for purchasing, leasing, ordering or arranging for 
or recommending purchasing, leasing or ordering any good, facility, service or item for which 
payment may be made in whole or in part by Medicare, Medicaid or a state healthcare program;

(b) knowingly made a payment, directly or indirectly, to a physician 
as an inducement to reduce or limit necessary services to individuals who are under the direct 
care of the physician and who are entitled to benefits under Medicare, Medicaid or a state 
healthcare program, in a manner that would violate applicable law;

(c) knowingly and willfully made or caused to be made or induced 
or sought to induce the making of any false statement or representation (or omitted to state a 
material fact) required to be stated therein (or necessary to make the statement contained therein 
not misleading) of a material fact with respect to: (i) the conditions or operations of any of the 
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CHH Entities in order that such Person would qualify for Medicare, Medicaid, or a state 
healthcare program certification; or (ii) information required to be provided under § 1124A of 
the Social Security Act (42 U.S.C. § 1320a-3a); or

(d) knowingly and willfully: (i) charged for any Medicaid service 
money or other consideration at a rate in excess of the rates established by applicable law; or
(ii) charged, solicited, accepted or received, in addition to amounts paid by Medicaid, any gift 
money, donation or other consideration (other than a charitable, religious, or other philanthropic 
contribution from an organization or from a Person unrelated to the patient) (A) as a precondition 
of admitting the patient; or (B) as a requirement for the patient’s continued stay in a facility 
operated by the CHH Entities in a manner that violates applicable law.

8.10 Owned Real Property.

8.10.1 Schedule 8.10.1 sets forth an accurate and complete list of all real 
property owned by any CHH Entity (collectively, the “Owned Real Property”).

8.10.2 Except as set forth on Schedule 8.10.2, one or more of the CHH 
Entities has good and marketable fee simple title to the Owned Real Property, free and clear of 
all liens, mortgages, security interests, options, pledges, charges, covenants, conditions, 
restrictions and other encumbrances and claims of any kind or character whatsoever, other than 
Permitted Encumbrances.  There are no outstanding options, rights of first refusal or rights of 
first offer to purchase any of CHH’s Owned Real Property or any portion thereof or interest 
therein.  With respect to CHH’s Owned Real Property: 

(a) None of the CHH Entities has received during the past three 
years written notice of a violation of any applicable law with respect to CHH’s Owned Real 
Property, and none of the CHH Entities has received written notice of condemnation, lien, 
assessment or the like relating to any part of CHH’s Owned Real Property or the operation 
thereof (except for notices relating to Permitted Encumbrances);

(b) Except for the CHH Entities, there are no tenants or other 
Persons occupying any space in CHH’s Owned Real Property, or claiming any possession, 
adverse or not, to any portion of CHH’s Owned Real Property, other than pursuant to (i) valid 
tenant leases that are commercially reasonable; (ii) customary service or vendor Contracts that 
may be in effect from time to time, or (iii) Permitted Encumbrances; 

(c) Each parcel of CHH’s Owned Real Property while held by a 
CHH Entity is either: (i) exempt from real property or ad valorem taxation under applicable law; 
or (ii) separately assessed for real estate tax purposes and is not combined with any land or real 
estate that is not a part of CHH’s Owned Real Property for real estate tax assessment purposes;

(d) None of the CHH Entities have received written notice that the 
status of any of CHH’s Owned Real Property that is currently exempt from real property or ad 
valorem taxation under applicable law will change from exempt to taxable;

(e) To the Knowledge of CHH, (i) all material permanent certificates 
of occupancy and all other material licenses, permits, authorizations, consents, certificates and 
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approvals required by all governmental authorities having jurisdiction over the applicable Owned 
Real Property and (ii) any required certificates of the local board of fire underwriters (or other 
body exercising similar functions), which, in each of (i) and (ii), if not obtained, would be 
reasonably likely to result in a Material Adverse Event to any of the CHH Entities, have been 
issued for CHH’s Owned Real Property, have been paid for, are in full force and effect, and will 
not be invalidated, violated, or otherwise adversely affected by the Contemplated Transactions; 

(f) None of the CHH Entities has received any written notice of any 
existing, proposed or contemplated plans to modify or realign any street or highway or any 
existing, proposed or contemplated eminent domain proceeding that would be reasonably likely 
to result in the taking of all or any substantial part of CHH’s Owned Real Property or that would 
materially and adversely affect the current use of any part of CHH’s Owned Real Property;

(g) Upon consummation of the Contemplated Transactions, the 
applicable CHH Entity owner of each parcel of Owned Real Property will be entitled to use its 
Owned Real Property in the manner that it is currently being used in the conduct of its operations 
as currently conducted; and 

(h) To the Knowledge of CHH, CHH’s Owned Real Property is 
subject to no easements, conditions, restrictions, ordinances, or other limitations that would make 
such property unusable for its current use or the title to such property unmarketable or materially 
restrict or impair the current use or operation of the business in a manner consistent with the 
current use, or that would require the removal of any material improvements at such property, in 
each case except for Permitted Encumbrances.

8.10.3 (a) Except as set forth on Schedule 8.10.3, to the Knowledge of 
CHH, CHH’s Owned Real Property is in compliance in all material respects with Environmental 
Laws; (b) the CHH Entities have not received any written notice within the past three years 
alleging or asserting either a material violation of any Environmental Law or a legal obligation to 
investigate, assess, remove, or remediate any part or all of CHH’s Owned Real Property under or 
pursuant to any Environmental Law, in each case which claim remains unresolved; (c) to the 
Knowledge of CHH, the CHH Entities have not possessed, managed, processed, released, 
handled or disposed of or discharged Hazardous Substances at, on or from CHH’s Owned Real 
Property (including groundwater), except in compliance in all material respects with applicable 
Environmental Law; (d) CHH has no Knowledge that any prior owners, operators, or occupants 
of CHH’s Owned Real Property have caused or allowed any Hazardous Substances to be 
discharged, possessed, managed, processed, released, or otherwise handled on CHH’s Owned 
Real Property in violation of any Environmental Law; (e) the CHH Entities are, and for the past 
three years have been, in compliance in all material respects with applicable Environmental Law; 
(f) to the Knowledge of CHH, CHH’s Owned Real Property does not contain asbestos containing 
material in such form or condition for which abatement, repair or removal is required by 
applicable Environmental Law; and (g) there are no, nor to the Knowledge of CHH have there 
ever been any, dumps, pits, landfills, or surface impoundments located on CHH’s Owned Real 
Property for the disposal or containment of Hazardous Substances.  CHH promptly shall notify 
HHC if it obtains Knowledge, before the Closing Date, of any lien, written notice, litigation, or 
written threat of litigation relating to any alleged or actual unauthorized release of any Hazardous 
Substance with respect to any part of CHH’s Owned Real Property.  To the Knowledge of CHH, 
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none of the CHH Entities has sent, arranged for disposal or treatment, arranged with a transporter 
for transport for disposal or treatment, transported, or accepted for transport any Hazardous 
Substances, to a facility, site or location, that, pursuant to CERCLA or any similar state or local 
law: (i) has been placed or has been publicly proposed by authorities having jurisdiction to be 
placed, on the National Priorities List or its state equivalent; or (ii) is subject to a claim, 
administrative order or other demand to take removal or remedial action by any Person having 
jurisdiction and authority in the matter.  None of the CHH Entities has received any written 
requests for information, potentially responsible party letters or general or special notices, in 
each case that remain unresolved, alleging that any of the CHH Entities is or may be liable under 
CERCLA.  Without in any way limiting the generality of the foregoing, any existing above 
ground or underground storage tanks used by the CHH Entities to store Hazardous Substances 
are in compliance in all material respects with applicable Environmental Law. 

8.11 Leased Real Property.

8.11.1 Schedule 8.11.1 sets forth an accurate and complete list of all
leases of real property as to which any of the CHH Entities is the tenant (each a “Lease” and 
collectively, the “Leases”).

8.11.2 With respect to the Leases:

(a) Each Lease creates a valid leasehold estate and is enforceable
pursuant to its terms, subject to applicable bankruptcy, insolvency, moratorium or other similar 
laws relating to creditors’ rights and general principles of equity; 

(b) Each of CHH’s Leases has been duly authorized and executed by 
the CHH Entity that is the tenant under such Lease and, to the Knowledge of CHH, the other 
parties thereto;

(c) To the Knowledge of CHH, all rents and other amounts payable 
by the CHH Entity pursuant to CHH’s Leases are based upon the fair rental value of the leased 
premises;

(d) To the Knowledge of CHH, no party is in material default under 
any of CHH’s Leases, nor to the Knowledge of CHH has any event occurred which, with notice 
or the passage of time, or both, would give rise to such a material default by any party; 

(e) There are no pending renegotiations, or outstanding rights to 
negotiate any amount to be paid or payable to the landlord under any of CHH’s Leases that have 
resulted or that would reasonably be expected to result in a Material Adverse Event, and, to 
Knowledge of CHH, no landlord intends to not renew any of CHH’s Leases on substantially 
similar terms, to the extent such failure to renew is reasonably likely to result in a Material 
Adverse Event;

(f) The CHH Entities have not collaterally assigned, transferred, 
conveyed, mortgaged, deeded in trust, or encumbered any interest in any leasehold or 
subleasehold under any of CHH’s Leases; and 
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(g) The CHH Entities have used and operated the properties under 
CHH’s Leases in compliance in all material respects with all Environmental Laws. 

8.12 Title to Assets.  Apart from CHH’s Owned Real Property, each of the CHH
Entities has good and marketable title to all of its assets of every kind, character and description, 
whether personal, tangible or intangible, used in connection with the operation of the businesses 
of the respective CHH Entities (collectively, “CHH Assets”), free and clear of all liens, 
mortgages, security interests, options, pledges, charges, covenants, conditions, restrictions and 
other encumbrances and claims of any kind or character whatsoever, other than Permitted 
Encumbrances.

8.13 CHH Affiliates and CHH Joint Ventures.

8.13.1 Schedule 8.13.1 sets forth an accurate and complete list of all CHH
Entities.

8.13.2  Schedule 8.13.2 sets forth an accurate and complete list of all joint 
ventures in which a CHH Entity holds less than a majority of the outstanding membership or 
equity interests (each a “CHH Joint Venture,” and collectively, the “CHH Joint Ventures”),
together with the name of the CHH Joint Venture, the business or operations conducted by the 
CHH Joint Venture, the federal tax status of the CHH Joint Venture, the percentage membership 
or relative number of equity interest held by the CHH Entity in each CHH Joint Venture, the 
names of the other members or equity holders in each CHH Joint Venture, the percentage or 
relative number of membership or equity interest held by the other members or equity holders in 
each CHH Joint Venture, and if there is more than one class of membership or equity interests of 
the CHH Joint Venture, a description of each class and the relative rights and obligations 
associated therewith.

8.14 Tax-Exempt Status.  Since January 1, 2013, the IRS has not taken, or to the 
Knowledge of CHH, proposed to take, any action to revoke the federal tax-exemption of any tax-
exempt CHH Entity and has not determined in writing, or, to the Knowledge of CHH, proposed 
to announce, that any of the tax-exempt CHH Entities is a “private foundation” within the 
meaning of § 509(a) of the Code.  CHH has no Knowledge of any change in the organization or 
operation of any tax-exempt CHH Entity that would be reasonably likely to result in a loss of the 
tax-exempt CHH Entity’s status as an organization described in § 501(c)(3) of the Code or that 
could cause the tax-exempt CHH Entity to be treated as a “private foundation” within the 
meaning of § 509(a) of the Code. 

8.15 Insurance. The CHH Entities maintain the insurance policies and programs 
described on Schedule 8.15 (the “Coverage”).  CHH’s Coverage is in full force and effect and 
shall remain in full force and effect through the Closing Date.  The CHH Entities have not 
received written notice that any of CHH’s Coverage will be cancelled or not renewed.

8.16 Taxes. The CHH Entities have filed, or shall file with the appropriate taxing 
authority, all returns, declarations, and reports and all information returns and statements 
required by Law to be filed or sent with respect to all taxes for all periods preceding the Closing 
Date (collectively, the “Returns”).  As of the time of filing, CHH’s and the CHH Affiliates’
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Returns presented fairly in all material respects the income, business, assets, operations, 
activities and status of the CHH Entities and any other information required to be shown therein.
CHH’s and the CHH Affiliates’ Returns prepared or being prepared but not yet filed as of the 
Execution Date shall present fairly in all material respects the income, business, assets, 
operations, activities and status of the CHH Entities and any other information required to be 
shown therein.  CHH and each of the CHH Affiliates have paid all taxes due and payable and 
have made provision for payment of all taxes that shall be shown as due and payable on the CHH 
Entities’ Returns that are required to be filed or sent by them after the Execution Date and 
relating to any period before the Closing Date. 

8.17 Labor and Employment Matters.

8.17.1 Except as set forth on Schedule 8.17.1, the CHH Entities are in 
compliance in all material respects with all applicable law respecting employment and 
employment practices, terms and conditions of employment, nondiscrimination, equal 
opportunity, immigration, benefits, payment of employment, social security and similar taxes, 
occupational safety and health, plant closings, wages and hours. 

8.17.2 Except as set forth on Schedule 8.17.2, there has not been since 
January 1, 2013, and there is not presently pending or, to the Knowledge of CHH, threatened as 
of the date hereof, any strike, work slowdown, picketing, work stoppage, or any proceeding 
against or affecting the CHH Entities relating to an alleged violation of any applicable law
pertaining to labor relations, including any charge, complaint or unfair labor practices claim filed 
by an employee, union, or other Person with the National Labor Relations Board or any 
governmental authority, organizational activity, or other material labor dispute against or 
affecting the CHH Entities or their respective operations or assets.  With respect to the 
employees of the CHH Entities, as of the date hereof (i) no collective bargaining agreement 
exists or is currently being negotiated; (ii) to the Knowledge of CHH, no application for 
certification of a collective bargaining agent is pending; no demand has been made for 
recognition by a labor organization, no union representation question exists and (iii) no union 
organizing activities are taking place, and none of the employees of the CHH Entities are 
represented by any labor union or organization in connection with their employment by the CHH 
Entities.

8.17.3 There has been no “mass layoff” or “plant closing” within the 
meaning of the Worker Adjustment and Retraining Notification Act of 1988, as amended 
(“WARN Act”), and any similar state or local “mass layoff” or “plant closing” law with respect 
to the CHH Entities within the six (6) months before the date hereof. 

8.18 Employee Benefits.

8.18.1 Schedule 8.18.1 sets forth an accurate and complete list of all 
“employee welfare benefit plans” (as defined in § 3(1) of ERISA), “employee pension benefit 
plans” (as defined in § 3(2) of ERISA), and “multiemployer plans” (as defined in § 3(37) of 
ERISA), and all other employee benefit plan agreements and arrangements and employee benefit 
policies, whether funded or unfunded, qualified or nonqualified, subject to ERISA or not, 
maintained or contributed to (or required to be contributed to) by any of the CHH Entities for the 
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benefit of any of its officers, employees or beneficiaries or dependents of the foregoing (all the 
foregoing being herein referred to as “Benefit Plans”).

8.18.2 CHH has made available to HHC accurate, correct, and complete 
copies of: 

(a) Each Benefit Plan and all amendments thereto.

(b) The three most recent annual reports on Form 5500, if required, 
filed with the IRS or the Department of Labor with respect to any Benefit Plan, including all 
schedules and attachments.

(c) Each trust agreement, group annuity contract, insurance contract 
or other funding vehicle relating to any Benefit Plan and any amendments thereto.

(d) The three most recent certified financial statements relating to 
each Benefit Plan, as applicable, and the three most recent actuarial reports for any Benefit Plan 
which is a tax-qualified defined benefit pension plan. 

(e) The summary plan description and all summaries of material 
modifications for each Benefit Plan. 

(f) All collective bargaining agreements or other such contracts, 
including any riders or amendments thereto. 

(g) Each determination letter, ruling letter or any outstanding ruling 
request on the tax-exempt status of any qualified Benefit Plan or any voluntary employees’ 
beneficiary association implementing a Benefit Plan.

(h) Any material notices that were given by the IRS, the PBGC, or 
the Department of Labor to any CHH Entity or any Benefit Plan within the prior three (3) years 
(e.g., IRS audit requests, etc.). 

(i) Any material notices that were given by any CHH Entity or any 
Benefit Plan to the IRS, the PBGC, the Department of Labor or any participant or beneficiary, 
pursuant to statute, within the prior three (3) years, including notices that are expressly 
mentioned elsewhere in this Agreement.

(j) Any voluntary correction filings made with respect to any 
Benefit Plan to the IRS or Department of Labor regarding any qualification or operational failure 
under such Benefit Plan whether submitting in writing to the governmental entity or pursued 
through self-correction methodologies. 

8.18.3 Each Benefit Plan is legally valid and binding and in full force and 
effect.
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8.18.4 All contributions to, and payments from, Benefit Plans required to 
be made in accordance with the terms of the Benefit Plans and applicable law have been timely 
made or accrued in accordance with GAAP, in all material respects. 

8.18.5 All of the Benefit Plans (and all related trust agreements or annuity 
contracts or any funding instruments) have been administered in accordance with their terms and 
comply currently, both as to form and operation, with the provisions of applicable tax laws, the 
Code and applicable law (including the Affordable Care Act), in each case, in all material 
respects.  The Benefit Plans that are pension benefit plans have received determination letters or 
is the subject of an opinion letter from the IRS to the effect that such Benefit Plans are qualified 
and exempt from Federal income taxes under §§ 401(a) and 501(a), respectively, of the Code, 
and no such determination letter or private letter ruling has been revoked nor has revocation been 
threatened, nor, to the Knowledge of CHH, does any facts or circumstance exist since the date of 
its most recent determination letter or opinion letter therefor in any respect that reasonably would 
adversely affect its qualification.

8.18.6 All reports, returns, and similar documents with respect to the 
Benefit Plans required to be filed with any government agency or distributed to any Benefit Plan 
participants have been duly and timely filed or distributed.  There are no pending, or to the 
Knowledge of CHH, threatened, investigations by any governmental agency, termination 
proceedings or other claims (except claims for benefits payable in the normal operation of the 
Benefit Plans), suits or proceedings against or involving any Benefit Plans or asserting any rights 
or claims to benefits under any Benefit Plans that would reasonably be expected to give rise to 
any material liability to CHH, nor are there any facts that would reasonably be expected to give 
rise to any material liability to CHH in the event of any such investigation, claim, suit or 
proceeding.

8.18.7 Except as set forth on Schedule 8.18.7, no non-exempt “prohibited 
transaction” (as defined in § 4975 of the Code or § 406 of ERISA) has occurred with respect to 
any of the Benefit Plans that would reasonably result in material liability to CHH.  No action has 
been taken that would reasonably be expected to subject any of the CHH Entities, or any of their 
respective employees, or a director, administrator or other fiduciary of any trust created under 
any Benefit Plan, to a material tax or penalty on prohibited transactions imposed by § 4975 of the 
Code or the sanctions imposed under Title I of ERISA.  None of the Benefit Plans that has been 
terminated has, or may cause, liability to any of the CHH Entities.  

8.18.8 Each Benefit Plan provides CHH with the ability to terminate the 
Benefit Plan in the future, subject to applicable law. 

8.18.9 No CHH Entity has filed a notice of intent to terminate any Benefit 
Plan or has adopted any amendment to treat a Benefit Plan as terminated.  The PBGC has not 
instituted proceedings to treat any Benefit Plan as terminated.  No event has occurred or 
circumstance exists that may constitute grounds under ERISA § 4042 for the termination of, or 
the appointment of a trustee to administer, any Benefit Plan.

8.18.10 With respect to any Benefit Plan that is a defined benefit pension 
plan subject to the funding rules of ERISA Section 302 or Code Section 412, the CHH Entities 
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have paid, if applicable, all amounts due to the PBGC pursuant to ERISA § 4007.  Further, no 
amendment has been made, or is reasonably expected to be made, to any Benefit Plan that has 
required or could require the provision of security under Code § 401(a)(29).  Since the last 
valuation date for each pension plan pursuant to which any CHH Entity participate, no event has 
occurred or circumstances exists that would reasonably cause the excess of pension plan assets 
over benefit liabilities (as defined in ERISA Section 4001) to decrease, or the amount by which 
benefit liabilities exceed assets to increase, other than changes resulting from the passage of time 
or market fluctuations of the investments from time to time.  No reportable event (as defined in 
ERISA Section 4043 and in regulations issued thereunder) has occurred which would reasonably 
result in material liability to a CHH Entity. 

8.18.11 Except as set forth on Schedule 8.18.11, no CHH Entity has 
established, maintained, or contributed to, or had any obligation to establish, maintain or 
contribute to: (a) a multiple employer welfare arrangement within the meaning of ERISA 
§3(40)(A), or (b) a voluntary employees’ beneficiary association under Code § 501(c)(9).  No 
CHH Entity has any obligation to provide any medical, life or similar benefits to current or 
future retired or terminated employees, their spouses or dependents following termination of 
employment except as required in ERISA § 601. The CHH Entities have complied in all material 
respects with the provisions of ERISA Section 601 et seq. and Code Section 4980B. 

8.18.12 Except as set forth on Schedule 8.18.12, with respect to any 
executive compensation related matters, the consummation of the Contemplated Transactions 
alone will not:  (a) entitle any current or former employee, officer, director or independent 
contractor of any CHH Entity to severance pay, unemployment compensation, or any other 
payment; or (b) accelerate the time or payment or vesting, or increase the amount of payments or 
compensation due any such individual.  No payment that is owed or may become due to any 
director, officer, employee, or agent of any CHH Entity will be subject to tax under Code § 280G 
or § 4999; nor will any CHH Entity be required to “gross up” or otherwise compensate any such 
person because of the imposition of any excise tax on a payment to such person.  Each Benefit 
Plan that is a “nonqualified deferred compensation plan” (as defined in Code § 409A(d)(1)) has 
been operated since January 1, 2009 in good faith compliance in all material respects with Code 
§ 409A and the underlying IRS guidance and Department of Treasury regulations. 

8.19 Payment Programs. Schedule 8.19 sets forth an accurate and complete list of all 
private, commercial, and governmental payment and procurement programs with which one or 
more CHH Entities are participating providers (the “Payment Programs”).  With respect to the 
Payment Programs:

8.19.1 To the Knowledge of CHH, none of the CHH Entities is engaged 
in termination proceedings as to its respective participation in any of CHH’s Payment Programs,
nor has any of the CHH Entities received notice that its current participation in any of CHH’s
Payment Programs is subject to any contest, termination or suspension as a result of alleged 
violations or any noncompliance with participation requirements; 

8.19.2 To the Knowledge of CHH, none of the CHH Entities has taken or 
committed to any action, entered into any agreement, contract or undertaking, or taken or 
omitted to take any other action of any nature whatsoever that was or is in violation of any 
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applicable Payment Program condition of participation, contract, standard, policy, rule, 
regulation, procedure or other requirement, that individually or in the aggregate would be 
reasonably likely to result in a Material Adverse Event with respect to the CHH Entities; 

8.19.3 All billing and collection practices of each of the CHH Entities and 
of any billing and/or collection agent acting on behalf of any of the CHH Entities, for the last 
three years, have been in compliance with all Health Care Laws and the conditions for 
participation, contracts, standards, policies, rules, regulations, manuals, procedures and 
requirements of all of CHH’s Payment Programs, except for noncompliance that would not result 
in a Material Adverse Event;

8.19.4 Except as disclosed on the CHH Financial Statements, to the 
Knowledge of CHH, all cost reports and cost statements submitted by the CHH Entities to any of 
CHH’s Payment Programs are true, accurate and complete in all material respects and have been 
prepared and submitted in accordance with cost and accounting principles consistently applied 
that comply with all applicable Payment Program conditions for participation, contracts, 
standards, policies, rules, regulations, manuals, procedures and requirements (collectively, 
“Payment Program Regulations”), including, without limitation, Payment Program 
interpretations and guidance, except to the extent that such non-compliance with such Payment 
Program Regulations is not likely to result in a Material Adverse Event;

8.19.5 Except as disclosed on the CHH Financial Statements, to the 
Knowledge of CHH, none of the CHH Entities has taken any of the following actions, if any 
such action would be reasonably likely to result in a Material Adverse Event: submitted to any of 
CHH’s Payment Programs any false, fraudulent, abusive or improper claim for payment, billed 
any of CHH’s Payment Programs for any service not rendered or not rendered as claimed, or 
received and retained any payment or reimbursement from any of CHH’s Payment Programs in 
excess of the proper amount allowed by applicable law and applicable contracts or agreements 
with CHH’s Payment Programs;

8.19.6 There is no audit, investigation, adverse action, or civil, 
administrative, or criminal proceeding pending or, to the Knowledge of CHH, threatened relating 
to participation in any of CHH’s Payment Programs by any of the CHH Entities; and there is no 
basis for any such adverse action by CHH’s Payment Program against any of the CHH Entities; 

8.19.7 None of CHH’s Payment Programs has requested nor, to the 
Knowledge of CHH, has threatened in writing any recoupment, refund, or set off from any of the 
CHH Entities, or imposed any fine, penalty or other sanction on any of the CHH Entities, which, 
in any such case, is likely to result in a Material Adverse Event to the CHH Entities; and

8.19.8 To the Knowledge of CHH, the CHH Entities have complied, or 
will comply, in a timely manner with any notice, approval, application, submission, filing, or 
other requirements of CHH’s Payment Programs with respect to the Contemplated Transactions,
including, without limitation, any change of control requirements. 

8.20 Accreditation.  With respect to the CHH Entities’ current material accreditations 
by various accreditation organizations required to operate the CHH Entities as currently 
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conducted, including, without limitation, The Joint Commission (collectively, the 
“Accreditations”): (a) all of CHH’s Accreditations have been duly obtained, are held by the 
respective CHH Entities, are current and valid, and are in full force and effect; (b) to the 
Knowledge of CHH, no event has occurred or other fact exists with respect to CHH’s 
Accreditations that allows, or after notice or lapse of time or both would allow, revocation, 
suspension, restriction, limitation or termination of any of CHH’s Accreditations or would result
in any other impairment of the rights of the holder of any of CHH’s Accreditations that 
individually or in the aggregate is likely to result in a Material Adverse Event; and (c) no notice 
or threatened notice from any accreditation organization with respect to the revocation, 
suspension, restriction, limitation or termination of any of CHH’s Accreditations has been 
issued, received, or, to the Knowledge of CHH, proposed, or threatened since January 1, 2013. 

8.21 Compliance Program. Within the past five years, none of the CHH Entities:
(a) is or was a party to a Corporate Integrity Agreement with the Office of Inspector General of 
the United States Department of Health and Human Services; (b) has any reporting obligations 
pursuant to any settlement agreement entered into with any federal, state or local government 
entity; (c) has been the subject of any government payer program investigation conducted by any 
federal or state enforcement agency; (d) has been a defendant in any unsealed qui tam/False 
Claims Act litigation; (e) has been served with or received, or been subject to, any search 
warrant, subpoena, civil investigative demand, or contact letter by or from any federal or state 
enforcement agency (except in connection with medical services provided to third parties who 
may be defendants or the subject of investigation into conduct unrelated to the operation of the 
health care businesses conducted by the CHH Entities); and (f) has received any complaints from 
employees, independent contractors, vendors, physicians, or any other Person that resulted in a 
claim being filed with a federal, state or local government entity alleging that any of the CHH
Entities has violated any law or regulation. 

8.22 Exclusion from Health Care Programs. Neither CHH or any of the CHH 
Affiliates, or any of their respective employees, agents, or independent contractors is:
(a) excluded from participating in any Federal Health Care Program (as defined in 42 U.S.C. 
§ 1320a 7b(f)); (b) subject to sanction or been indicted or convicted of a crime, or pled nolo 
contendere or to sufficient facts, in connection with any allegation of violation of any Federal 
Health Care Program requirement or Health Care Law; (c) debarred or suspended from any 
federal or state procurement or nonprocurement program by any government agency; or 
(d) designated a Specially Designated National or Blocked Person by the Office of Foreign Asset 
Control of the U.S. Department of Treasury. 

8.23 Medical Staff Matters. CHH has provided to HHC true, correct, and complete 
copies of the bylaws and rules and regulations of the CHH medical staff. With respect thereto: 
(a) there are no pending adverse actions with respect to any members of the CHH medical staff
or any applicant thereto for which a medical staff member or applicant has requested an appellate 
review under the CHH medical staff bylaws that has not been scheduled or has been scheduled 
but has not been completed; (b) there are no pending or, to the Knowledge of CHH, threatened 
disputes of a material nature with applicants, staff members, or health professional affiliates, and 
CHH knows of no basis therefor; and (c) all appeal periods in respect of any medical staff 
member or applicant against whom an adverse action has been taken have expired.  
Notwithstanding the foregoing provisions of this Section 8.23, CHH shall not be required to 
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disclose any information pursuant to this Section 8.23 where such disclosure is prohibited by 
state law or where such disclosure would, in CHH’s reasonable discretion, potentially jeopardize 
any applicable privilege that would protect the disclosure of such information to third parties. 

8.24 Experimental Procedures.  The CHH Entities have not performed or knowingly 
permitted the performance of any experimental or research procedures or studies involving their 
patients not authorized and conducted in accordance with the procedures of the applicable 
Institutional Review Board.

8.25 Intellectual Property; Computer Software.

8.25.1 The CHH Entities’ use and ownership (or possession of licenses or other 
rights to the use) of all Intellectual Property and all computer software programs and similar 
systems used in the conduct of their businesses does not infringe any right of any other Person in 
such a manner that has had or would reasonably be expected to result in a Material Adverse 
Event to the CHH Entities, and no other Person is infringing any such rights of any of the CHH 
Entities that has had or would reasonably be expected to result in a Material Adverse Event to 
the CHH Entities. The information technology assets of CHH are adequate for the operation of 
its business as currently conducted.  The information technology assets of CHH are free from 
harmful viruses and malware, and have not malfunctioned or failed, in each case, except as 
would not reasonably be expected to result in a Material Adverse Event to the CHH Entities.
The information technology assets of CHH have not suffered a material security breach and the 
CHH Entities have implemented backup, security, and disaster recovery measures and 
technology consistent with reasonable industry practices and reasonably necessary to protect 
personal and health information against all other unlawful activities, in compliance with 
applicable information privacy and security laws described in the Health Care Laws.   

8.25.2 The collection, monitoring, maintenance, creation, transmission, use, 
disclosure, storage, disposal, and security of personal health information by the CHH Entities 
complies in all material respects with applicable Health Care Laws.  Except as set forth on 
Schedule 8.25.2, the CHH Entities have entered into a Business Associate Agreement in each 
case in which such CHH Entity, as applicable, provides protected health information (as defined 
in 45 C.F.R. § 160.103) to a third party acting as a business associate, as applicable, as required 
by, and in conformity with, applicable Health Care Laws.  Except as set forth on Schedule 
8.25.2, within the past five years, there has been no breach of protected health information for 
which notification by such CHH Entities to individuals, customers, and/or governmental entities 
is required under any applicable Health Care Laws.

8.26 Brokers. Except as set forth on Schedule 8.26, CHH has no liability to pay any 
fees or commissions to any banker, broker, finder, or similar agent with respect to the 
Contemplated Transactions. 

8.27 Disclosure; No Material Omissions. CHH has not knowingly omitted any 
material information relating to the businesses, operations, assets, or liabilities of the CHH
Entities in its responses to HHC’s written document requests.
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ARTICLE 9

REPRESENTATIONS AND WARRANTIES OF HHC

As of the Execution Date, HHC hereby represents and warrants, except as disclosed in 
the schedules attached as Exhibit 9 (the “HHC Disclosure Schedule”):

9.1 Due Organization; Good Standing; Power.   

9.1.1 HHC is a Connecticut non-stock corporation, exempt from federal 
income taxation under § 501(a) of the Code, as an organization described in § 501(c)(3) of the 
Code and is not a “private foundation” within the meaning of § 509(a) of the Code.   

9.1.2 HHC is duly formed, validly existing, and in good standing under 
the laws of the State of Connecticut, and has the corporate power and authority to own, operate, 
or hold under lease its properties and assets and to carry on its business and operations as 
presently conducted.  HHC has registered with the proper governmental authorities all assumed 
names under which it operates its business(es) and has continuously maintained all such filings 
in good standing. 

9.2 Corporate Authority.

9.2.1 HHC has the full corporate power and authority to enter into and, 
as of the Closing, to perform its obligations under the Transaction Documents to which it is a 
party or to be delivered by it (collectively, the “HHC Transaction Documents”).

9.2.2 The execution, delivery, and performance of the HHC Transaction 
Documents by HHC have been duly and properly authorized by all necessary corporate action in 
accordance with HHC’s Governing Documents. 

9.2.3 Assuming the valid authorization, execution, and delivery of the 
same by the parties to the HHC Transaction Documents other than HHC, the HHC Transaction 
Documents constitute the valid and legally binding obligation of HHC enforceable against it in 
accordance with their terms, except as enforceability may be limited by: (a) general principles of 
equity, regardless of whether enforcement is sought in a proceeding in equity or at law; 
(b) bankruptcy, insolvency, reorganization, moratorium, or other similar laws of general 
application now or hereafter in effect relating to or affecting the enforcement of creditors’ rights 
generally; and (c) antitrust and other regulatory approvals. 

9.3 No Violation; Approvals.

9.3.1 Upon receipt of the HHC Required Consents, the execution, 
delivery, and performance of the HHC Transaction Documents by HHC shall not result in the 
creation of any lien, charge, or encumbrance of any kind or the termination or acceleration of any 
indebtedness or other obligation of HHC, and, to HHC’s Knowledge, is not prohibited by, does 
not violate or conflict with any provision of, and does not constitute a default under or breach of 
any Material Contract, indenture, mortgage, or material permit, license, approval, or other 
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commitment to which HHC is a party or is subject or by which HHC is bound, or any applicable 
law, except to the extent any of the foregoing is not likely to result in a Material Adverse Event.

9.3.2 No material approval, authorization, registration, consent, order, 
filing, exemption, notice, or other action that has not occurred or been obtained with or from any 
Person, including any court, administrative agency, or other governmental authority, is required 
for the execution and delivery by HHC of the HHC Transaction Documents or the consummation 
of the Contemplated Transactions.  The approvals and consents listed on the HHC Disclosure 
Schedule corresponding to this Section shall collectively be referred to as the “HHC Required 
Consents.”

9.4 Compliance with Law.  Except as could not reasonably be expected to result in a 
Material Adverse Event to HHC and to HHC’s Knowledge, HHC is in compliance with all 
applicable law, including, without limitation, all Health Care Laws. 

9.5 Tax-Exempt Status.  Within the last three years, the IRS has not taken, or, to the 
Knowledge of HHC, proposed to take, any action to revoke the federal tax-exemption of HHC
and has not determined in writing, or, to the Knowledge of HHC, proposed to announce, that 
HHC is a “private foundation” within the meaning of § 509(a) of the Code.  HHC has no 
Knowledge of any change in its organization or operation that would be reasonably likely to
result in a loss of HHC’s status as an organization described in § 501(c)(3) of the Code or that 
could cause HHC to be treated as a “private foundation” within the meaning of § 509(a) of the 
Code.

9.6 Legal Proceedings.  HHC is not a defendant in, nor, to the Knowledge of HHC, , 
since January 1, 2013, has HHC been threatened in writing with any action, suit, proceeding, 
complaint, charge, hearing or arbitration that would reasonably be expected to, if resolved 
adversely to HHC, result in a Material Adverse Event to HHC or adversely affect the ability of 
HHC to perform its obligations under the HHC Transaction Documents.  HHC has not received 
written notice of any investigation or threatened investigation by any Federal, state or local 
governmental or regulatory agency, including those involving its business practices and policies. 

9.7 Financial Statements.

9.7.1 HHC has made available to CHH copies of its audited consolidated 
financial statements for the years ended September 30, 2014 and 2015 (collectively, the “HHC
Audited Financial Statements”).  HHC has made available to CHH copies of its unaudited 
financial statements for the interim period from October 1, 2015 through the most recent month 
end date for which financial statements were available before the Execution Date (collectively, 
the “HHC Unaudited Financial Statements” and together with the HHC Audited Financial 
Statements, the “HHC Financial Statements”).

9.7.2 The HHC Financial Statements are: (a) complete and present fairly in all 
material respects the financial position of HHC and the results of its operations at the dates and 
for the periods indicated; and (b) are in conformity with GAAP, applied consistently for the 
periods specified, including the consistent use of assumptions, practices, procedures and 
terminology, except that the HHC Unaudited Financial Statements need not contain any of the 
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footnotes or other year-end adjustments required to comply with GAAP.  HHC has disclosed to 
CHH all material items that are one-time in nature or that are adjustments pertaining to earlier 
accounting periods. 

9.8 Disclosure; No Material Omissions.  HHC has not knowingly omitted any 
material information relating to the businesses, operations, assets, or liabilities of HHC in its 
responses to CHH’s written document requests.

ARTICLE 10

PRE-CLOSING COVENANTS OF HHC

HHC hereby agrees to keep, perform, and fully discharge, or to cause to be kept, 
performed and fully discharged, as applicable, the following covenants and agreements, as 
applicable:

10.1 Preserve Accuracy of Representations and Warranties.  From the Execution 
Date to the Closing Date:

10.1.1 HHC will not take any action that would render any representation 
or warranty contained in ARTICLE 9 with respect to HHC to not be true and accurate in all 
material respects as of the Closing Date. 

10.1.2 HHC promptly will notify CHH of any lawsuits, claims, 
administrative actions, or other proceedings credibly asserted or actually commenced against it,
or any of its officers, directors, or members, that would reasonably be expected to result in a 
Material Adverse Event with respect to HHC. 

10.1.3 HHC promptly will notify CHH in writing of any facts or 
circumstances that come to its attention and cause, or through the passage of time would be 
reasonably likely to cause, any of the representations and warranties made by HHC and 
contained in ARTICLE 9 to not be true and accurate in all material respects at any time from the 
Execution Date to the Closing Date.

10.2 Access to Information.   

10.2.1 From the Execution Date to the Closing Date, HHC shall give to CHH and 
to its representatives commercially reasonable access, during normal business hours, to all 
properties, books, records and contracts and other materials pertaining to HHC’s compliance 
with its representations and warranties set forth in ARTICLE 9, as may be reasonably requested 
by CHH (and in accordance with guidelines approved by the Parties’ antitrust counsel), subject 
to reasonable advance notice and provided that CHH shall not exercise such rights of access in 
such manner as would unduly interfere with the operations of HHC or the work of HHC’s 
personnel or the activities of HHC’s patients or guests.

10.2.2 HHC shall cooperate in keeping CHH fully informed and shall promptly 
notify CHH of any Material Adverse Event in the normal course of business or prospects of any 
of the HHC Entities.
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10.3 Compliance with Laws.  From the Execution Date to the Closing Date, HHC 
will: 

10.3.1 Comply in all material respects with all applicable Laws affecting HHC,
where such compliance is necessary for HHC to perform its obligations under this Agreement;
and

10.3.2 Keep, hold, and maintain all Certificates of Need, Accreditations, licenses 
and other permits necessary for the conduct and operation of HHC and for HHC to perform its 
obligations under this Agreement. 

10.4 Third Party Authorizations and Cooperation. HHC shall use commercially 
reasonably efforts and cooperate fully with CHH to obtain all consents, approvals, exemptions, 
and authorizations of third parties, whether governmental or private, make all filings, and give all 
notices that may be necessary or desirable to effect the Contemplated Transactions. Consistent 
with the foregoing and subject to appropriate confidentiality protections, HHC shall furnish to 
CHH such necessary information and reasonable assistance as CHH may reasonably request in 
connection with the consents, approvals, and regulatory filings identified in Section 12.1, and 
shall keep CHH reasonably informed with respect to any material consent, authorization, order,
or approval of, or exemption by or sought from, any Government Authority in connection with 
this Agreement and the Contemplated Transactions.  Subject to appropriate confidentiality 
protections and in accordance with regulatory requirements,  HHC shall consult and cooperate 
with CHH in connection with the consents, approvals, and regulatory filings identified in Section 
12.1, and HHC shall provide to CHH, in advance, any analyses, appearances, presentations, 
memoranda, briefs, arguments, opinions, and proposals made or submitted by or on behalf of 
either Party in connection with any proceeding, inquiry, or investigation under or relating to any 
such consents, approvals, and regulatory filings.  Except as required by Law or by a Government 
Authority, HHC shall not permit, to the extent reasonably practicable, any of its officers or any 
other representatives of HHC to participate in any meeting with any Government Authority in 
respect of any consents, approvals, and regulatory filings identified in Section 12.1 unless it 
consults with CHH in advance and, to the extent permitted by such Government Authority, gives 
CHH the opportunity to attend and observe. 

10.5 Confidentiality. HHC hereby affirms that the Confidentiality Agreement 
between the Parties dated July 7, 2015 is in full force and effect, including, without limitation,
the Parties’ rights and obligations under the confidentiality, non-disclosure, and non-use 
provisions thereof. 

10.6 Performance of Undertakings.

10.6.1 HHC shall perform any and all covenants, undertakings, 
stipulations, and provisions applicable to it contained in the HHC Transaction Documents. 

10.6.2 HHC shall not take any other action inconsistent with its 
obligations hereunder or that could hinder or delay the consummation of the Contemplated 
Transactions.
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10.7 Publicity.  HHC shall cooperate with CHH in preparing and releasing mutually 
acceptable joint announcements concerning this Agreement and its execution to all appropriate 
communities, groups and ratings agencies.  In addition, HHC shall coordinate with CHH on the 
timing and messaging of communications concerning this Agreement to its employee and 
medical staff communities and leadership.

ARTICLE 11

PRE-CLOSING COVENANTS OF CHH

CHH hereby agrees to, and to cause the CHH Entities to, keep, perform and fully 
discharge, or to cause to be kept, performed and fully discharged, as applicable, the following 
covenants and agreements, as applicable:

11.1 Preserve Accuracy of Representations and Warranties.  From the Execution 
Date to the Closing Date:

11.1.1 CHH will not, and will cause its Affiliates to not, take any action 
that would render any representation or warranty contained in ARTICLE 8 with respect to CHH
or its Affiliates, as applicable, to not be true and accurate in all material respects as of the 
Closing Date. 

11.1.2 CHH promptly will notify the HHC of any lawsuits, claims, 
administrative actions, or other proceedings credibly asserted or actually commenced against any 
of the CHH Entities, or any of their respective officers, directors, or members, that would 
reasonably be expected to result in a Material Adverse Event with respect to any of the CHH 
Entities.

11.1.3 CHH promptly will notify HHC in writing of any facts or 
circumstances that come to its attention and cause, or through the passage of time would be 
reasonably likely to cause, any of the representations and warranties made by CHH and 
contained in ARTICLE 8 to not be true and accurate in all material respects at any time from the 
Execution Date to the Closing Date.

11.2 Access to Information.

11.2.1 From the Execution Date to the Closing Date, CHH shall, and shall 
cause each of its Affiliates to, give to HHC and to its representatives commercially reasonable 
access, during normal business hours, to all properties, books, records and contracts and other
materials pertaining to the businesses, properties and assets of CHH and its Affiliates, as may be 
reasonably requested by HHC (and in accordance with guidelines approved by the Parties’ 
antitrust counsel), subject to reasonable advance notice and provided that HHC shall not exercise 
such rights of access in such manner as would unduly interfere with the operations of CHH or 
the work of CHH’s personnel or the activities of CHH’s patients or guests. 

11.2.2 CHH shall cooperate in keeping HHC fully informed and shall
promptly notify HHC of any Material Adverse Event in the normal course of business or 
prospects of any of the CHH Entities.
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11.3 Compliance with Laws.  From the Execution Date to the Closing Date, CHH
will, and will cause each of its Affiliates to: 

11.3.1 Comply in all material respects with all applicable law affecting 
the CHH Entities; and

11.3.2 Keep, hold, and maintain all Certificates of Need, Accreditations, 
Licenses and Permits.

11.4 Third Party Authorizations and Cooperation. CHH shall use, and shall cause 
each of its Affiliates to use, commercially reasonably efforts and cooperate fully with HHC to 
obtain all consents, approvals, exemptions, and authorizations of third parties, whether 
governmental or private, make all filings, and give all notices that may be necessary or desirable 
to effect the Contemplated Transactions.  Consistent with the foregoing and subject to 
appropriate confidentiality protections, CHH shall furnish to HHC such necessary information 
and reasonable assistance as HHC may reasonably request in connection with the consents, 
approvals, and regulatory filings identified in Section 12.1, and shall keep HHC reasonably 
informed with respect to any material consent, authorization, order, or approval of, or exemption 
by or sought from, any Government Authority in connection with this Agreement and the 
Contemplated Transactions.  Subject to appropriate confidentiality protections and in accordance 
with regulatory requirements, CHH shall consult and cooperate with HHC in connection with 
the consents, approvals, and regulatory filings identified in Section 12.1, and CHH shall provide 
to HHC, in advance, any analyses, appearances, presentations, memoranda, briefs, arguments, 
opinions, and proposals made or submitted by or on behalf of either Party in connection with any 
proceeding, inquiry, or investigation under or relating to any such consents, approvals, and 
regulatory filings.  Except as required by Law or by a Government Authority, CHH shall not 
permit, to the extent reasonably practicable, any of its officers or any other representatives of 
CHH to participate in any meeting with any Government Authority in respect of any consents, 
approvals, and regulatory filings identified in Section 12.1 unless it consults with HHC in 
advance and, to the extent permitted by such Government Authority, gives HHC the opportunity 
to attend and observe. 

11.5 Confidentiality. CHH hereby affirms that the Confidentiality Agreement 
between the Parties dated July 7, 2015 is in full force and effect, including, without limitation, 
the Parties’ rights and obligations under the confidentiality, non-disclosure, and non-use 
provisions thereof.   

11.6 Performance of Undertakings.

11.6.1 CHH shall perform, and shall cause its Affiliates to perform any 
and all covenants, undertakings, stipulations, and provisions applicable to such CHH Entities 
contained in the CHH Transaction Documents. 

11.6.2 CHH shall not take any other action inconsistent with its 
obligations hereunder or that could hinder or delay the consummation of the Contemplated 
Transactions.
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11.7 Publicity. CHH shall cooperate with HHC in preparing and releasing mutually 
acceptable joint announcements concerning this Agreement and its execution to all appropriate 
communities, groups and ratings agencies.  In addition, CHH shall coordinate with HHC on the 
timing and messaging of communications concerning this Agreement to its employee and 
medical staff communities and leadership.

11.8 Interim Conduct of Business.

11.8.1 From the Execution Date to the Closing Date, except as otherwise 
provided in this Agreement or consented to in writing by HHC, CHH shall, and shall cause the 
CHH Affiliates to:

(a) provide HHC with CHH’s Interim Financial Statements for the 
immediately preceding month, as soon as practicable; 

(b) conduct the business of CHH and the CHH Affiliates in the 
ordinary course of business; 

(c) use commercially reasonable efforts to maintain and preserve 
intact the current organization and operations of the CHH Entities and to preserve the rights and 
relationships of the CHH Entity employees, physicians, patients, suppliers, regulators, and others 
having relationships with the CHH Entities; and

(d) promptly notify HHC of any event or condition described in 
Sections 8.5.6, 8.5.7, 8.5.10, and 8.5.12.

11.8.2 From the Execution Date to the Closing Date, CHH shall not, 
without providing HHC at least fifteen (15) days prior written notification, take any action that 
would cause the occurrence of any of the changes, events, or conditions described in Sections 
8.5.2–8.5.5, 8.5.8, 8.5.9, 8.5.11, and 8.5.13–8.5.20.

11.9 Maintain Books and Accounting Practices.  From the Execution Date to the 
Closing Date, CHH shall maintain the books of account of the CHH Entities in the usual, regular 
and ordinary manner in accordance with GAAP consistently applied and on a basis consistent 
with prior years, including, without limitation, the consistent use of assumptions, practices, 
procedures and terminology, and except as otherwise required by GAAP, CHH shall not make or 
cause to be made any material changes in the accounting methods or practices of the CHH
Entities.

11.10 Amended Governing Documents.  Before the Closing Date, to be effective as of 
the Closing Date, CHH will amend and restate, and shall cause its relevant CHH Affiliates to 
amend and restate, the relevant Governing Documents of the CHH Entities as necessary to effect 
the changes set forth in ARTICLE 3, and such other changes mutually agreed upon by the Parties 
(the “Amended Governing Documents”).  On or before the Closing Date, to be effective as of 
the Closing Date, CHH will file, and will cause its relevant CHH Affiliates to file, with the 
Connecticut Secretary of State’s Office the relevant Amended Governing Documents required to 
be filed with the Connecticut Secretary of State’s Office.
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ARTICLE 12

CONDITIONS PRECEDENT TO OBLIGATIONS OF PARTIES

The obligations of each Party to consummate the Contemplated Transactions are, at the 
option of such Party, subject to the satisfaction, on or before the Closing Date (unless a different 
time period is specified), of the following conditions: 

12.1 Consents and Approvals.  All of the CHH Required Consents, the HHC 
Required Consents and the consents, authorizations, orders, approvals, filings, registrations, and 
notices disclosed on the Disclosure Schedules corresponding to Sections 8.3.2, 8.6.4, and 9.3.2
hereof (including, but not limited to, those identified in Sections 12.1.1 and 12.1.2 below) shall 
have been obtained or delivered, as applicable, by the applicable Party, on terms and conditions 
satisfactory to the other Party on or before the Closing Date (and each such consent, 
authorization, order, approval, filing, registration, and notice is in full force and effect as of the 
Closing Date).

12.1.1 Hart-Scott-Rodino.  The Parties shall have submitted their 
respective filings under HSR Act, and all required waiting periods under the HSR Act (and any 
extensions thereof) shall have expired.

12.1.2 Health Planning.  The Parties shall have obtained a Certificate of 
Need from OHCA to consummate the Contemplated Transactions. 

12.2 Performance of Covenants.  Each of the other Party’s System Entities shall have 
performed in all material respects all of the obligations and materially complied with each of the 
covenants, agreements and conditions required to be performed or complied with on or before
the Closing Date.

12.3 Accuracy of the Other Party’s Representations and Warranties. Subject to 
either Party’s delivery of amended Schedules pursuant to Section 16.2: (a) the representations 
and warranties of the other Party in ARTICLE 8 or ARTICLE 9 that do not contain an express 
materiality or Material Adverse Event qualification shall be true and accurate in all material 
respects as if made on and as of the Closing Date, except to the extent such representations and 
warranties relate to an earlier date (in which case such representations and warranties shall be 
true and accurate in all material respects on and as of such earlier date); and (b) the 
representations and warranties of the other Party in ARTICLE 8 or ARTICLE 9 that contain an 
express materiality or Material Adverse Event qualification shall be true and accurate in all 
respects as if made on and as of the Closing Date, except to the extent such representations and 
warranties relate to an earlier date (in which case such representations and warranties shall be 
true and accurate on and as of such earlier date). 

12.4 Completion of Due Diligence. Such Party has completed its due diligence 
investigation of the other Party’s System Entities and their business, operations, assets, liabilities, 
financial condition and prospects, the results of which are satisfactory to such Party in its sole 
discretion; provided, however, that the Parties agree that they have each completed their due 
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diligence investigation of each other to their satisfaction within one hundred and eighty (180) 
days from the Execution Date.

12.5 No Pending Action.  No action or proceeding before any court or governmental 
body shall be pending or threatened wherein an unfavorable judgment, decree, or order would 
prevent the carrying out of this Agreement or any of the Contemplated Transactions, declare 
unlawful the Contemplated Transactions or cause such transactions to be rescinded. 

12.6 No Bankruptcy.  None of the other Party’s System Entities shall: (a) be in 
receivership or dissolution; (b) have made any assignment for the benefit of creditors; (c) have 
admitted in writing its inability to pay its debts as they mature; (d) have been adjudicated 
bankrupt; or (e) have filed a petition in voluntary bankruptcy, a petition or answer seeking 
reorganization or an arrangement with creditors under the federal bankruptcy law or any other 
similar law or statute of the United States or any state, nor shall any such petition have been filed 
against any of the other Party’s System Entities. 

12.7 No Material Adverse Event.  Between the Execution Date and the Closing Date, 
there shall have been no Material Adverse Event with respect to the other Party’s System 
Entities.

12.8 Delivery of Closing Documents by the Other Party. With respect to CHH,
HHC shall have delivered, on or before the Closing Date, the HHC Closing Documents.  With 
respect to HHC, CHH shall have delivered, on or before the Closing Date, the CHH Closing 
Documents. 

ARTICLE 13

CLOSING

13.1 Closing Date; Closing.  Subject to the satisfaction or waiver by the appropriate 
Party of all the conditions precedent to Closing specified herein, the consummation of the 
Contemplated Transactions (the “Closing”) shall take place at the offices of HHC, or such other 
place agreed upon by the Parties, on a date mutually agreed upon by the Parties that is as soon as 
practicable following the receipt of all regulatory approvals and satisfaction or waiver of all 
conditions precedent to Closing set forth herein (the “Closing Date”).  The Closing shall be 
effective as of 12:01 a.m., Eastern Time on the Closing Date. 

13.2 Closing Document Deliveries.

13.2.1 CHH Closing Documents.  At the Closing, CHH shall deliver the 
following documents to HHC (the “CHH Closing Documents”):

(a) Copies of the Amended Governing Documents of the CHH
Entities, approved by the applicable CHH Entity Board and executed, as applicable;

(b) The CHH designees to the Governance Roster;
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(c) A certificate of the President and Executive Director of CHH,
dated as of the Closing Date, certifying as to the continued accuracy and completeness of 
representations and warranties of CHH, and the performance of the covenants and conditions 
precedent, set forth in and subject to the qualifications in this Agreement;

(d) A certificate of the Secretary of CHH, dated as of the Closing 
Date, certifying as true and correct as of the date of this Agreement and as of the Closing Date: 
(i) the incumbency of the officers of CHH who have executed CHH Closing Documents; (ii) the 
due adoption and continued effectiveness of attached resolutions of the CHH Board and of the 
members of CHH approving the actions and transactions required or contemplated by this 
Agreement, including the Amended Governing Documents of the CHH Entities; and (iii) in its 
capacity as member or shareholder of the CHH Entities, the due adoption and continued 
effectiveness of attached resolutions approving the Amended Governing Documents of the CHH
Entities for the CHH Entities and any transactions contemplated hereunder that are required for 
the CHH Entities, pursuant to each such entity’s Governing Documents in effect as of the 
Execution Date, to be approved by CHH if required by a CHH Entity’s Governing Documents; 

(e) Copies of all consents approvals, authorizations, filings and 
notices required to be obtained or sent by CHH pursuant to Section 12.1; 

(f) Evidence reasonably acceptable to HHC of the termination of the 
Employment Agreements between CHH and those members of CHH Senior Management who
have accepted an offer of employment from HHC (or its designee) pursuant to Section 6.2 (such 
employment to be effective as of the Closing Date) and of the waiver of any rights such members 
of CHH Senior Management have under the termination, severance, change of control, and 
similar provisions of such Employment Agreements, all effective immediately prior to the 
Closing; and 

(g) Such other instruments and documents as may be reasonably 
necessary to carry out the Contemplated Transactions and to comply with the terms hereof.

13.2.2 HHC Closing Documents.  At the Closing, HHC shall deliver the 
following documents to CHH (the “HHC Closing Documents”):

(a) Copies of the Amended Governing Documents of the HHC 
Entities, approved by the applicable HHC Entity Board and executed, as applicable;

(b) The HHC designees to the Governance Roster;

(c) A certificate of the President and Chief Executive Officer of 
HHC, dated as of the Closing Date, certifying as to the continued accuracy and completeness of 
representations and warranties of HHC and the performance of the covenants and conditions 
precedent, set forth in and subject to the qualifications in this Agreement;

(d) A certificate of the Secretary of HHC, dated as of the Closing 
Date, certifying as true and correct as of the date of this Agreement and as of the Closing Date:
(i) the incumbency of the officers of HHC who have executed HHC Closing Documents; (ii) the 
due adoption and continued effectiveness of attached resolutions of the HHC Board approving 
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the actions and transactions required or contemplated by this Agreement, including the Amended 
Governing Documents of the HHC Entities; and (iii) in its capacity as member or shareholder of 
the HHC Entities, the due adoption and continued effectiveness of attached resolutions 
approving the Amended Governing Documents of the HHC Entities for the HHC Entities and 
any transactions contemplated hereunder that are required for the HHC Entities, pursuant to each 
such entity’s Governing Documents in effect as of the Execution Date, to be approved by HHC if 
required by a HHC Entity’s Governing Documents; 

(e) Copies of all consents approvals, authorizations, filings and 
notices required to be obtained or sent by HHC pursuant to Section 12.1; and

(f) Such other instruments and documents as may be reasonably 
necessary to carry out the Contemplated Transactions and to comply with the terms hereof.

ARTICLE 14

TERMINATION

14.1 Termination Before Closing.  Notwithstanding anything herein to the contrary, 
this Agreement and the Contemplated Transactions may be terminated at any time before 
Closing under any one of the following circumstances, or as otherwise set forth herein: 

14.1.1 Mutual Consent.  By mutual written consent of the Parties, acting through 
their respective boards of directors; 

14.1.2 Legal Proceedings.  By either Party, if at the time of Closing a bona fide 
action or proceeding shall be pending against any Party wherein an unfavorable judgment, 
decree, or order would prevent or make unlawful the carrying out of the Contemplated 
Transactions;

14.1.3 Conditions Precedent to Closing.  By either Party if the conditions of this 
Agreement to be satisfied or performed by the other Party at or before Closing become incapable 
of satisfaction or performance other than as a result of a breach of this Agreement by the 
terminating Party;

14.1.4 Material Adverse Event.  By either Party if at any time before the Closing, 
there has been a Material Adverse Event with respect to the other Party or its Affiliates; 
provided, however, that HHC shall not exercise the termination right in this Section 14.1.4 with 
respect to a Material Adverse Event described in Section 17.82(g) unless the senior executives of 
HHC and CHH have met to discuss such action; 

14.1.5 Breach.  By either Party if at any time before the Closing, there has been a 
material breach by the other Party of any representation, warranty, covenant, or agreement 
contained in this Agreement that: (i) would provide the non-breaching Party with the right not to 
close the Contemplated Transactions pursuant to Sections 12.2 or 12.3; and (ii) is not or cannot 
be remedied by the breaching Party to the reasonable satisfaction of the non-breaching Party 
within thirty (30) days of receipt of notice thereof; 
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14.1.6 Closing Deadline.  By either Party if the Closing has not occurred (other 
than through the failure of the other Party to comply with its obligations under this Agreement) 
before or on the expiration of eighteen (18) months from the Execution Date (the “Closing
Deadline”); provided, however, that if the Closing shall not have occurred on or before the 
Closing Deadline due to a material breach of any representations, warranties, covenants or 
agreements contained in this Agreement by HHC or CHH, then the breaching Party may not
terminate this Agreement pursuant to this Section 14.1.6 and the non-breaching Party may not 
terminate this Agreement until any applicable cure period required pursuant to Section 14.1.5 has 
ended. Notwithstanding the foregoing, if, despite having pursued with due diligence and timely 
submitted any and all applications or other filings required to obtain the regulatory approvals 
described in Section 12.1, the Parties have not obtained all such regulatory approvals but are 
otherwise in compliance with their obligations under this Agreement, then either Party shall have
the right to delay the Closing by thirty (30) days by delivering to the other Party a written notice 
of its exercise of this right by not later than five business days prior to the earlier of the Closing 
Deadline or the date upon which the Parties have agreed the Closing is otherwise scheduled to 
occur; provided, however, that either Party may exercise this right to delay the Closing once; 

14.1.7 Regulatory Matters.  

(a) By either Party if either Party in good faith determines in its sole
discretion that any action by a Government Authority: (i) is materially adverse to its business, 
strategic plan, or obligations under this Agreement; or (ii) would reasonably be expected to result 
in a Material Adverse Event with respect to either Party; provided, however, that neither Party 
shall exercise the termination right described in this Section 14.1.7(a) unless the senior 
executives of HHC and CHH have met to discuss such action; 

(b) By either Party if the United States Federal Trade Commission, the 
United States Department of Justice, or any other antitrust Government Authority: (i) has not 
approved the Contemplated Transaction (or granted early termination of any applicable waiting 
period) upon the expiration of ninety (90) days following the Parties’ pre-merger notification 
filings under the HSR Act and other applicable antitrust Laws; (ii) issues an administrative 
complaint alleging that the Contemplated Transactions violate applicable antitrust Laws; (iii)
files a complaint in federal district court to preliminarily restrain or enjoin the Contemplated 
Transactions pending resolution of any administrative complaint alleging violations of applicable 
antitrust Laws; or (iv) issues an order requiring any Party to rescind the Contemplated 
Transactions or divest any assets or operations. 

14.2 Effect of Termination.

14.2.1 Except as set forth in Section 14.2.2, a termination of this Agreement by a 
Party pursuant to Section 14.1 shall:

(a) Terminate all further obligations of the Parties hereunder; and 

(b) Be the sole and exclusive remedy for breach of any representation, 
warranty, or covenant made by another Party under this Agreement before Closing. 

14.2.2 Notwithstanding Section 14.2.1: 
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(a) A termination of this Agreement pursuant to Section 14.1 shall not 
be the exclusive remedy to redress a breach or threatened breach of Section 10.5, Section 10.6.2, 
Section 11.5, Section 11.6.2, Section 16.1.1, Section 16.1.2, or Section 16.1.3 that occurred 
before termination and was not cured pursuant to Section 14.1.5.  All remedies available at law 
or in equity to redress such a breach (including those described in Section 16.3) shall survive the 
termination of this Agreement.

(b) A termination of this Agreement pursuant to Section 14.1 shall not 
be the exclusive remedy to redress a breach or threatened breach of Section 10.5 or Section 11.5
that occurs following termination.  The rights and obligations of the Parties pursuant to 
Section 10.5 and Section 11.5 shall survive termination, as will all remedies available at law or 
in equity to redress a breach thereof (including those described in Section 16.3). 

(c) Nothing herein shall be deemed to prejudice or limit a Party’s right 
to obtain equitable relief as described in Section 16.3 to redress a breach or threatened breach of 
this Section 14.2.2. 

ARTICLE 15

DISPUTE RESOLUTION

15.1 Generally. HHC and CHH acknowledge that, upon the Closing, the Parties will 
be one system of integrated health care delivery with CHH receiving the benefits of such system 
membership.  In the event that a dispute arises: (a) during the seven (7)-year period following the 
Closing Date regarding HHC’s compliance with its obligations set forth in Sections 4.1.1(a) or 
4.1.1(b); or (b) during the Transitional Period regarding HHC’s compliance with its obligations 
set forth in Section 5.2.2 (each, a “Dispute”), then the Parties shall attempt to resolve the Dispute 
in accordance with the process set forth in this ARTICLE 15, which shall be the sole and 
exclusive process for the resolution of any Dispute. 

15.2 Meet and Confer.  To initiate resolution of the Dispute, the affected Party may 
give notice to the other Party setting forth the nature of such Dispute and request that the Parties 
meet and confer to discuss the Dispute (the “Meet and Confer Request”).  Not later than ten 
(10) days after the other Party’s receipt of a Meet and Confer Request, the Initial Dispute 
Representatives shall meet and confer to discuss the Dispute in good faith in an attempt to 
resolve the Dispute.  If the Initial Dispute Representatives are unable to resolve the Dispute 
within such ten (10)-day period, the Final Dispute Representatives shall meet and confer for a 
period of ten (10)-days to discuss the Dispute in good faith in an attempt to resolve the Dispute.  
The Initial / Final Dispute Representatives shall meet at such dates and times as are mutually 
convenient to the Initial / Final Dispute Representatives within the applicable meet and confer 
period.  For purposes of this Section 15.2: 

15.2.1 “Initial Dispute Representatives” shall mean, with respect to 
HHC, the Chief Operating Officer of HHC, and, with respect to CHH, the President and 
Executive Director of CHH.
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15.2.2 “Final Dispute Representatives” shall mean, with respect to 
HHC, the President and Chief Executive Officer of HHC, and, with respect to CHH, the Chair of 
the Northwest Region Board. 

15.3 HHC Board Consideration.  If the Final Dispute Representatives are not 
successful in resolving the Dispute, then the Chair of the Northwest Region Board may require 
that such matter be placed on the agenda of a meeting of the HHC Board within sixty (60) days 
of making such request.  At such meeting, the Chair of the Northwest Region Board will be 
given the opportunity to make a presentation setting forth the concerns regarding the Dispute.  
The HHC Board will carefully consider such presentation and, within sixty (60) days of such 
meeting, will provide the Chair of the Northwest Region Board with a plan for addressing such 
concerns (the “HHC Board Plan”).

15.4 Mediation.  If the Chair of the Northwest Region Board determines in his or her 
reasonable discretion that the HHC Board Plan does not, or is not reasonably likely to, resolve 
the Dispute, then CHH may, but shall not be obligated to, submit the Dispute to non-binding 
mediation.  Mediation will occur within ten (10) business days after the Parties jointly submit the 
Dispute to mediation, and the duration of the mediation shall be limited to one (1) business day 
or less.  The Parties mutually shall select an independent mediator experienced in health system 
transactional disputes, and each Party shall designate one or more representatives to meet with 
the mediator in good faith in an effort to resolve the Dispute.  The specific format for the 
mediation shall be in the discretion of the mediator and the designated Party representative(s) to 
select, and may include the preparation of agreed-upon statements of fact or written statements 
of position furnished to the other Party.  HHC shall pay the reasonable fees and expenses of the 
mediator.

15.5 Inability to Resolve Dispute.  If, after a period of sixty (60) days from the 
decision of the mediator under Section 15.4, the Parties are unable to resolve a Dispute pursuant 
to the processes set forth in Sections 15.1–15.4, then the Parties shall be entitled to seek 
injunctive or other equitable relief to the extent the facts or circumstances would permit a Party 
to seek such equitable relief in a court of competent jurisdiction. 

ARTICLE 16

GENERAL PROVISIONS

16.1 Exclusive Dealings; Nonsolicitation.

16.1.1 From and after the Execution Date of this Agreement until the 
earlier to occur of the consummation of the Contemplated Transactions or the termination of this 
Agreement pursuant to ARTICLE 14, CHH will not, without the prior consent of HHC, explore, 
meet, discuss, negotiate, directly or indirectly, or enter into an agreement with any third party for 
the purpose of discussing, organizing, formulating, designing, developing, investing in or 
implementing an arrangement that could lead to a change in control, sale of equity, lease of 
assets, sale of assets, joint operating agreement/joint operating company, merger, consolidation,
liquidation, academic affiliation or any other business that is outside the ordinary course of 
business involving any CHH Entity.  CHH shall promptly notify HHC by telephone and 
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thereafter confirm in writing, if any such discussions or negotiations are sought to be initiated 
with any CHH Entity or any such proposal or possible proposal is received directly or indirectly 
by any CHH Entity.  In the event a CHH Entity or any of its representatives receive an 
unsolicited offer relating to a type of transaction described above, CHH shall promptly inform 
the Person making such unsolicited offer of the existence of the restrictions of this Section 16.1,
but not the other contents of this Agreement, and CHH shall reject such offer.

16.1.2 From and after the Execution Date of this Agreement until the 
earlier to occur of the consummation of the Contemplated Transactions or the termination of this 
Agreement pursuant to ARTICLE 14, HHC will not, without the prior consent of CHH, explore, 
meet, discuss, negotiate, directly or indirectly, or enter into an agreement with any third party for 
the purpose of discussing, organizing, formulating, designing, developing, investing in or 
implementing an arrangement that could lead to the acquisition by HHC of a licensed acute-care 
third party hospital,  or a member substitution or other equity interests in another licensed acute-
care third party hospital, whether through direct purchase, lease of assets, sale of assets, joint 
operating agreement/joint operating company, merger, consolidation, liquidation, academic 
affiliation or other business combination within the Northwest Region.  HHC shall promptly 
notify CHH by telephone and thereafter confirm in writing, if any such discussions or 
negotiations are sought to be initiated with any HHC Entity or any such proposal or possible 
proposal is received directly or indirectly by any HHC Entity.  In the event an HHC Entity or any 
of its representatives receive an unsolicited offer relating to a type of transaction described 
above, HHC shall promptly inform the Person making such unsolicited offer of the existence of 
the restrictions of this Section 16.1, but not the other contents of this Agreement, and HHC shall 
reject such offer.

16.1.3 From and after the Execution Date of this Agreement until the 
earlier to occur of: (a) the consummation of the Contemplated Transactions or (b) the termination 
of this Agreement pursuant to ARTICLE 14, each Party agrees, on behalf of itself and its 
Affiliates, that it will not, and will not Knowingly encourage or participate with any other Person 
to, directly or indirectly, solicit or offer to hire or hire any officer, director, or managerial 
employee (being director level and above) of the other Party; provided, however, that this section 
shall not apply to any Person responding to a general solicitation or advertisement for any such 
employment opportunity. 

16.1.4 The Parties acknowledge that a breach or threatened breach of this 
Section 16.1 by a Party would cause the non-breaching Party to suffer immediate and irreparable 
harm that could not be fully remedied with the payment of monetary damages.  As such, in 
addition to any other remedies available, a non-breaching Party shall be entitled to specific 
performance, preliminary and permanent injunctive relief, and other available equitable remedies 
to restrain a breach or threatened breach of this Section 16.1 by another Party, either pending or 
following a trial on the merits, and without the need to post bond or other security. 

16.2 Modification of Schedules.  During the period from the Execution Date to the 
Closing Date, if any fact or condition with respect to an HHC or CHH (each, a “Disclosing
Party”) occurs or is discovered that causes, or would be reasonably likely to cause, any 
representation or warranty made by the Disclosing Party to not be true and accurate in all 
material respects had that representation or warranty been made as of the time of the occurrence 
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of, or the Disclosing Party’s discovery of, such fact or condition, then such Disclosing Party shall
promptly notify the non-Disclosing Party of such fact or condition pursuant to Section 10.1.3 or 
Section 11.1.3, as applicable, and may, with the approval of the non-Disclosing Party (such 
approval not to be unreasonably withheld), supplement its Disclosure Schedules with such fact or 
condition.

16.3 Equitable Relief.  The Parties acknowledge that a breach or threatened breach of
those provisions specified in Section 14.2.2 by a Party would cause the non-breaching Parties to 
suffer immediate and irreparable harm that could not be fully remedied with the payment of
monetary damages.  As such, in addition to any other remedies available, a non-breaching Party 
shall be entitled to specific performance, preliminary and permanent injunctive relief, and other 
available equitable remedies to restrain a breach or threatened breach of those provisions 
specified in Section 14.2.2 by another Party, either pending or following a trial on the merits, and 
without the need to post bond or other security. 

16.4 Survival.

16.4.1 ARTICLE 1–ARTICLE 7, Section 13.1, and ARTICLE 14–
ARTICLE 17 shall survive the Closing and consummation of the Contemplated Transactions,
but all other provisions hereof shall be extinguished upon the Closing and consummation of the 
Contemplated Transactions and shall not survive such Closing and consummation.  Without 
limiting the generality of the foregoing, the representations and warranties of the Parties set forth 
in ARTICLE 8 or ARTICLE 9 shall be extinguished upon the Closing and consummation of the 
Contemplated Transactions and shall not survive such Closing and consummation. 

16.4.2 Section 10.5, Section 11.5, Section 14.2, and ARTICLE 14–
ARTICLE 17 shall survive the termination of this Agreement before Closing.  All other 
representations, warranties, and covenants shall be extinguished upon termination of this 
Agreement and shall not survive such termination. 

16.5 Performance of Undertakings. Subject to fulfillment of the conditions 
precedent set forth in ARTICLE 12 with respect to the relevant Party, the Parties agree that the 
standard that shall apply to the Parties’ performance of all covenants and undertakings contained 
in this Agreement and in any and every document executed and delivered hereunder is a 
commercially reasonable standard.

16.6 Consummation of Contemplated Transactions. Subject to fulfillment of the 
conditions precedent set forth in ARTICLE 12 with respect to the relevant Party, the Parties shall 
take, or cause their Affiliates to take, no other action which is inconsistent with its obligations 
hereunder or which could materially delay the consummation of the Contemplated Transactions. 

16.7 Notices.  All notices, requests, demands and other communications under this 
Agreement shall be in writing and shall be deemed to have been duly given or made as follows: 
(a) if sent by registered or certified mail in the United States return receipt requested, upon
receipt; (b) if sent designated for overnight delivery by nationally recognized overnight air 
courier (such as Federal Express, UPS or DHL), one business day after mailing; (c) if sent by 
facsimile transmission before 5:00 p.m. (sender’s time) and receipt is confirmed through a 
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delivery report; (d) if sent by facsimile transmission after 5:00 p.m. (sender’s time) and receipt is 
confirmed through a delivery report, on the following business day; and (e) if otherwise actually 
personally delivered, when delivered, provided that such notices, requests, demands and other 
communications are delivered to the addresses set forth below, or to such other address as any 
Party shall provide by like notice to the other Party: 

CHH: President and Executive Director
The Charlotte Hungerford Hospital 
540 Litchfield Street 
P.O. Box 988 
Torrington, CT 06790

With a simultaneous copies to: William Knowlton
Ropes & Gray LLP 
Prudential Tower 
800 Boylston Street
Boston, MA 02199-3600

HHC: President and Chief Executive Officer
Hartford HealthCare Corporation 
One State Street, Suite 19
Hartford, CT  06103

With a simultaneous copy to: Senior Vice President and Chief Legal Officer
Hartford HealthCare Corporation 
One State Street, Suite 19
Hartford, CT  06103

16.8 Costs of Contemplated Transactions.  Except as otherwise provided in this 
Section, whether or not the Contemplated Transactions shall be consummated, the Parties agree 
as follows: (a) CHH shall pay the fees, expenses, and disbursements of the CHH Entities and 
their agents, representatives, accountants, and legal counsel incurred in connection with the 
subject matter hereof and any amendments hereto; and (b) HHC shall pay the fees, expenses, and 
disbursements of the HHC Entities and their agents, representatives, accountants, and legal 
counsel incurred in connection with the subject matter hereof and any amendments hereto.
Notwithstanding the foregoing, HHC shall pay all costs and expenses in connection with the 
Parties’ regulatory filings described in Section 12.1 (which includes pre-merger notification 
filings under the HSR Act and all filings related to a Certificate of Need from OHCA), including, 
but not limited to, costs and expenses for any economist or other consultant (but excluding legal 
consultants and expenses) engaged by HHC in connection with obtaining regulatory approvals. 

16.9 Entire Agreement; Amendment.  This Agreement, including all Schedules and 
Exhibits required hereunder, supersede all previous agreements, including that certain 
Memorandum of Understanding and Summary of Terms between the Parties dated February 24, 
2016, oral or written, and constitute the entire agreement among the Parties respecting the 
subject matter of this Agreement, and no Party shall be entitled to benefits other than those 
specified herein.  Each Exhibit and Schedule referenced in this Agreement shall be considered a 
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part hereof as if set forth herein in full.  As among the Parties, oral statements or prior written 
materials that are not specifically incorporated herein shall not be of any force and effect.  The 
Parties specifically acknowledge that in entering into and executing this Agreement, the Parties 
rely solely upon the representations and agreements contained in this Agreement and no others.  
This Agreement may be supplemented, amended, or modified only by an agreement in writing 
signed by both Parties.

16.10 Exhibits; Disclosure Schedules. The Exhibits and Schedules to this Agreement 
and the Disclosure Schedules are incorporated herein by reference and made a part hereof. All 
disclosures in the Disclosure Schedules are made generally and any item disclosed in any section 
of the Disclosure Schedules shall be deemed to have been disclosed for any other sections of the 
Disclosure Schedules to the extent the Agreement requires such disclosure and so long as the 
applicability of such disclosure to such section is reasonably apparent on its face. The inclusion 
of information in the Disclosure Schedule shall not be construed as an admission that such 
information is material to the disclosing Party. In addition, matters reflected in the Disclosure 
Schedule are not necessarily limited to matters required by this Agreement to be reflected in the 
Disclosure Schedules.  Any description of any agreement, document, instrument, plan, 
arrangement or other item set forth on any Schedule hereto is a summary only and is qualified in 
its entirety by the terms of such agreement, document, instrument, plan, arrangement or item, 
copies of which have been made available to the non-disclosing Party. No disclosure in any 
Schedule hereto relating to any possible breach or violation of any agreement or Law shall be 
construed as an admission that any such breach or violation exists or has actually occurred, or 
shall constitute an admission of liability to any third party.

16.11 Non-Assignment.  This Agreement shall be binding upon and inure to the benefit 
of the Parties and their respective successors, assigns and legal representatives, but no Party may 
assign its rights in this Agreement or delegate its duties under this Agreement to a third party by 
any means without first obtaining the prior written consent of the other Party. 

16.12 No Third Party Beneficiaries. This Agreement shall not confer any rights or 
remedies upon any Person or other third party other than the Parties, their Affiliates, and the 
Parties’ respective successors and permitted assigns.

16.13 Additional Assurances.  The provisions of this Agreement shall be self-operative 
and shall not require further agreement by the Parties except as may be herein specifically 
provided to the contrary; provided, however, at the request of a Party, the other Party or Parties 
shall execute such additional instruments and use its commercially reasonable efforts to take 
such additional actions as the requesting Party may deem necessary to effectuate this Agreement.

16.14 Severability.  In the event any provision of this Agreement is held to be invalid, 
illegal or unenforceable, in whole or in part, for any reason and in any respect, such invalidity, 
illegality, or unenforceability shall in no event affect, prejudice or disturb the validity of any 
remaining provision of this Agreement, which shall be and remain in full force and effect, and 
binding and enforceable in accordance with its terms. 

16.15 Applicable Law.  This Agreement shall be governed by and construed and 
enforced in accordance with the laws of the State of Connecticut; provided, however, that the 
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conflicts of law principles of the State of Connecticut shall not apply to the extent they would 
operate to apply the laws of another state.  The Parties hereby consent to the jurisdiction of 
Connecticut courts over all matters relating to this Agreement.

16.16 Headings; Cross-References.  Headings of Articles and Sections in this 
Agreement and the table of contents hereof are solely for convenience or reference, do not 
constitute a part hereof and shall not affect the meaning, construction or effect hereof.  Unless 
indicated otherwise, references in this Agreement to Articles, Sections, Schedules and Exhibits 
are to articles, sections, schedules and exhibits of this Agreement. 

16.17 Construction.  This Agreement and all documents or instruments delivered 
pursuant hereto shall be construed without regard to the identity of the Person who drafted the 
various provisions of the same.  Each and every provision of this Agreement and such other 
documents and instruments shall be construed as though the Parties participated equally in the 
drafting of the same.  Consequently, the Parties acknowledge and agree that any rule of 
construction that a document is to be construed against the drafting Party shall not be applicable 
to this Agreement.

16.18 Interpretation.  When a reference is made in this Agreement to Sections, 
subsections or exhibits, such reference shall be to a Section, subsection, or exhibit to this 
Agreement unless otherwise indicated. The words “include,” “includes” and “including,” when 
used herein, shall be deemed in each case to be followed by the words “without limitation.” The 
word “herein” and similar references mean, except where a specific Section or Article reference 
is expressly indicated, the entire Agreement rather than any specific Section or Article. Except 
as otherwise specifically provided herein, the word “material,” when used in reference to any 
Party’s representations, warranties, covenants or agreements, shall mean material in relation to 
such Party.  The table of contents and the headings contained in this Agreement are for reference 
purposes only and shall not affect in any way the meaning or interpretation of this Agreement.
Any document or item will be deemed “delivered”, “provided” or “made available” by a Party 
within the meaning of this Agreement if such document or item is: (a) included in the electronic 
data room; (b) actually delivered or provided to a Party or any of such Party’s representatives; or 
(c) made available upon request, including at such Party’s or any of its Affiliates’ offices.

16.19 Waiver of Terms.  The failure of any Party to insist, in any one or more 
instances, on performance of any of the terms, covenants and conditions of this Agreement shall 
not be construed as a waiver or relinquishment of any rights granted hereunder or thereunder or 
of the future performance of any such term, covenant or condition, but the obligations of the 
Parties with respect thereto shall continue in full force and effect.  A waiver by one Party of the 
performance of any covenant, condition, representation or warranty of the other Party shall not 
invalidate this Agreement, nor shall such waiver be construed as a waiver of any other covenant, 
condition, representation or warranty.  A waiver by any Party of the time for performing any act 
shall not constitute a waiver of the time for performing any other act or the time for performing 
an identical act required to be performed at a later time.

16.20 Counterparts; Signatures.  The Parties agree that this Agreement may be 
executed in multiple originals, each of which shall be considered an original for all purposes and, 
collectively, shall be considered to constitute this Agreement.  The Parties further agree that 
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signatures transmitted by facsimile or in Portable Document Format (pdf) may be considered an 
original for all purposes, including, without limitation, the execution of this Agreement and 
enforcement of this Agreement. 

16.21 Time is of the Essence.  Time is hereby expressly made of the essence with 
respect to each and every term and provision of this Agreement and any other agreements 
determined by the Parties to be necessary or appropriate to be entered into in connection with the 
Contemplated Transactions. 

16.22 Access to Records and Information.  If and to the extent applicable to this 
Agreement and to any agreement contemplated hereunder or entered into pursuant hereto 
between or among the Parties, the Parties agree to comply with the requirements of Public Law 
96-499, Section 952 (Section 1861(v)(1)(I) of the Social Security Act) and regulations 
promulgated thereunder. 

ARTICLE 17

GLOSSARY

For convenience, set forth below is a glossary of defined terms used in this Agreement: 

17.1 “Accreditations” shall have the meaning set forth in Section 8.20.

17.2 “Affiliate” means, with respect to a particular Person: (a) any Person which is 
under the Control of, or which is under common Control with, the subject Person; and (b) any 
trust for the primary benefit of such Person or any of the foregoing. 

17.3 “Affiliation” shall have the meaning set forth in the Recitals.

17.4 “Agreement” means this Affiliation Agreement among the Parties.

17.5 “Amended Governing Documents” shall have the meaning set forth in Section 
11.10.

17.6 “Annual Meditech Expense” shall have the meaning set forth in Section 5.6.3.

17.7 “Application” shall have the meaning set forth in Section 8.8.3.

17.8 “Benefit Plans” shall have the meaning set forth in Section 8.18.1.

17.9 “Board” shall mean the board of directors of a corporation or equivalent 
governing body of a non-corporate entity.

17.10 “CERCLA” shall have the meaning set forth in Section 17.45.

17.11 “Certificate of Need” shall have the meaning set forth in Section 8.8.3.

17.12 “CHH” shall have the meaning set forth in the Recitals.
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17.13 “CHH Affiliates” shall have the meaning set forth in the Recitals; provided, 
however, that, for the avoidance of doubt, CHH Affiliates shall not include the CHH Joint 
Ventures.

17.14 “CHH Assets” shall have the meaning set forth in Section 8.12.

17.15 “CHH Audited Financial Statements” shall have the meaning set forth in 
Section 8.4.1.

17.16 “CHH Board” means the Board of Directors of CHH before the Closing.

17.17 “CHH Closing Documents” shall have the meaning set forth in Section 13.2.1.

17.18 “CHH Corporators” shall have the meaning set forth in Section 3.6.

17.19 “CHH Deed” shall have the meaning set forth in Section 3.6.

17.20 “CHH Director” shall have the meaning set forth in Section 3.4.

17.21 “CHH Disclosure Schedule” shall have the meaning set forth in the introductory 
paragraph of ARTICLE 8.

17.22 “CHH Employees” shall have the meaning set forth in Section 6.1.1.

17.23 “CHH Entities” means, collectively, CHH and the CHH Affiliates.

17.24 “CHH Financial Statements” shall have the meaning set forth in Section 8.4.1.

17.25 “CHH Interim Financial Statements” shall have the meaning set forth in 
Section 8.4.1.

17.26 “CHH Joint Ventures” shall have the meaning set forth in Section 8.13.2.

17.27 “CHH Material Contracts” shall have the meaning set forth in Section 8.6.1.

17.28 “CHH Physicians” shall have the meaning set forth in Section 5.3.1.

17.29 “CHH Required Consents” shall have the meaning set forth in Section 8.3.2.

17.30 “CHH Senior Management” shall have the meaning set forth in Section 6.2.1.

17.31 “CHH Transaction Documents” shall have the meaning set forth in Section 
8.2.1.

17.32 “CHH Unaudited Financial Statements” shall have the meaning set forth in 
Section 8.4.1.

17.33 “Closing” shall have the meaning set forth in Section 13.1.
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17.34 “Closing Date” shall have the meaning set forth in Section 13.1.

17.35 “Closing Deadline” shall have the meaning set forth in Section 14.1.6.

17.36 “Code” means the Internal Revenue Code of 1986, 26 U.S.C. § 1, et seq., as 
amended.

17.37 “Contemplated Transactions” means the Affiliation and the other transactions 
contemplated by this Agreement and the other Transaction Documents. 

17.38 “Contracts” means all contracts, leases, deeds, mortgages, licenses, instruments, 
notes, commitments, undertakings, indentures, joint ventures and all other agreements, 
commitments and legally binding arrangements, whether written or oral.

17.39 “Control” means possession, directly or indirectly, of the power to direct or cause 
the direction of the management and policies of an entity whether through ownership of voting 
securities, by contract or otherwise.

17.40 “Cost Savings” shall have the meaning set forth in Section 5.5.

17.41 “Coverage” shall have the meaning set forth in Section 8.15.

17.42 “Disclosing Party” shall have the meaning set forth in Section 16.2.

17.43 “Dispute” shall have the meaning set forth in Section 15.1.

17.44 “Encumbrance” means any lien, pledge, mortgage, deed of trust, security 
interest, charge, claim, easement, encroachment or other encumbrance.

17.45 “Environmental Law” shall mean applicable federal, state or local statutes and 
ordinances, and all rules and regulations promulgated thereunder, common law, orders, consent 
decrees, permits, licenses, and binding judicial and administrative interpretations thereof, 
pertaining or relating to: (a) the protection of natural resources and the environment, (b) public 
and worker health and safety with respect to exposure to Hazardous Substances; and (c) the 
identification, reporting, generation, manufacture, processing, distribution, use, treatment, 
storage, disposal, emission, discharge, release, transport or other handling of any Hazardous 
Substances, including, without limitation, the Comprehensive Environmental Response, 
Compensation and Liability Act, as amended (“CERCLA”), and the Resource Conservation and 
Recovery Act, as amended.

17.46 “EPIC CareConnect”  shall have the meaning set forth in Section 4.1.1(d).

17.47 “ERISA” means the Employee Retirement Income Security Act of 1974, as 
amended.

17.48 “Execution Date” shall have the meaning set forth in the introductory paragraph 
to this Agreement.
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17.49 “Existing Liabilities” shall have the meaning set forth in Section 2.3.

17.50 “Final Dispute Representatives” shall have the meaning set forth in Section 
15.2.2.

17.51 “GAAP” shall mean Generally Accepted Accounting Principles.

17.52 “Governance Roster” shall have the meaning set forth in Section 3.3.1.

17.53 “Governing Documents” shall mean the articles of incorporation, certificate of 
incorporation, bylaws, board policies, committee charters, partnership agreement, operating 
agreement or other documents by and through which an entity is formed and governed. 

17.54 “Government Authority” means any: (i) national, federal, state, provincial, 
county municipal or local government, foreign or domestic; (ii) political subdivision of any of 
the foregoing; (iii) legislative body; (iv) court of law or equity; or (v) entity, authority, agency, 
ministry, or other similar body exercising any legislative, executive, judicial, regulatory, or 
administrative authority or functions of or pertaining to government, including any commission, 
tribunal, or other quasi-governmental entity established to perform any such function. 

17.55 “Hartford HealthCare System” shall have the meaning set forth in the Recitals.

17.56 “Hazardous Substances” shall mean petroleum or petroleum products,
polychlorinated biphenyls, asbestos-containing materials, lead-based paint, radioactive materials, 
toxic mold or fungus of any kind or species, Medical Wastes, and any substances, materials, 
chemicals, pollutants, constituents, wastes or noxious substances regulated by any 
Environmental Law.

17.57 “Health Care Laws” shall mean all federal, state and local laws, statutes, rules, 
regulations, ordinances and codes applicable to health care providers and facilities; federal and 
state health care program conditions of participation, standards, policies, rules, procedures and 
other requirements; and accreditation standards of any applicable accrediting organization
including, without limitation, the following laws:  the federal (Title XIX of the Social Security 
Act) and state Medicaid programs and their implementing regulations, the Medicare Program 
(Title XVIII of the Social Security Act) and its implementing regulations, the federal False 
Claims Act (31 U.S.C. §§ 3729 et seq.), the Federal Health Care Program Anti Kickback Statute 
(42 U.S.C. § 1320a 7b(b)), the Federal Physician Self Referral Law (42 U.S.C. § 1395nn), the 
Federal Administrative False Claims Law (42 U.S.C. § 1320a 7b(a)), the Health Insurance 
Portability and Accountability Act of 1996 (“HIPAA”) and the HIPAA Privacy Rule, the 
HIPAA Security Rule and the HIPAA Standards for Transactions and Code Sets (42 U.S.C. 
§ 1320d 1329d 8; 45 C.F.R. Parts 160 and 164), the federal Confidentiality of Alcohol and Drug 
Abuse Patient Records Act (42 U.S.C. § 290ee 3), the Rehabilitation Act, the Americans with 
Disabilities Act, the Occupational Safety and Health Administration statutes and regulations for 
blood borne pathogens and workplace risks, and any state and local laws that address the same or 
similar subject matter; and laws related to federal and state health care program billing, cost 
reporting, revenue reporting, payment and reimbursement; federal and state health care program 
fraud, abuse, theft or embezzlement; procurement of health care services, human and social 
services, and other health related services; employee background checks and credentialing of 
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employees; credentialing and licensure of facilities or providers of such services; zoning, 
maintenance, safety and operations of group homes, residential facilities and day programs, and 
other building health and safety codes and ordinances; certificate of need laws; state law 
restrictions on the corporate practice of medicine (or the corporate practice of any other health 
related profession); eligibility for federal and state health care program contracting, including 
any requirements limiting contracting to nonprofit or tax-exempt entities; patient information and 
medical record confidentiality, including psychotherapy and mental health records; splitting of
health care fees; patient brokering, patient solicitation, patient capping, and/or payment of 
inducements to recommend or refer, or to arrange for the recommendation or referral of, patients 
to health care providers or facilities; standards of care, quality assurance, risk management, 
utilization review, peer review, and/or mandated reporting of incidents, occurrences, diseases 
and events; and advertising or marketing of health care services. 

17.58 “HHC” shall have the meaning set forth in the Recitals.

17.59 “HHC Affiliates” shall have the meanings set forth in the Recitals.

17.60 “HHC Board” shall have the meaning set forth in Section 3.3.2.

17.61 “HHC Board Plan” shall have the meaning set forth in Section 15.3.

17.62 “HHC Closing Documents” shall have the meaning set forth in Section 13.2.2.

17.63 “HHC Disclosure Schedule” shall have the meaning set forth in the introductory 
paragraph of ARTICLE 9.

17.64 “HHC Entities” means, collectively, HHC and the HHC Affiliates.

17.65 “HHC EPIC Allocation Methodology” shall have the meaning set forth in 
Section 5.6.3.

17.66 “HHC Financial Statements” shall have the meaning set forth in Section 9.7.1.

17.67 “HHC Required Consents” shall have the meaning set forth in Section 9.3.2.

17.68 “HHC Transaction Documents” shall have the meaning set forth in Section 
9.2.1.

17.69 “HHC Unaudited Financial Statements” shall have the meaning set forth in 
Section 9.7.1.

17.70 “HSR Act” means the Hart–Scott–Rodino Antitrust Improvements Act of 1976,
as amended, and the rules and regulations thereunder. 

17.71 “ICP” shall have the meaning set forth in Section 5.3.1.

17.72 “Impacted Funds List” shall have the meaning set forth in Section 7.1.2.

17.73 “Initial Dispute Representatives” shall have the meaning set forth in 
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Section 15.2.1.

17.74 “Intellectual Property” means all rights, privileges, and priorities provided under
applicable law relating to intellectual property, whether registered or unregistered, including all 
(a) (i) inventions, discoveries, processes, formulae, designs, methods, techniques, procedures, 
concepts, developments, technology, mask works, moral rights and confidential information, 
new and useful improvements thereof and know-how relating thereto, whether or not patented or 
eligible for patent protection; (ii) copyrights and copyrightable works, including computer 
applications, programs, software and related items; (iii) trademarks, service marks, trade names, 
brand names, product names, corporate names, logos and trade dress, the goodwill of any 
business symbolized thereby, and all common-law rights relating thereto; and (iv) trade secrets, 
data and other confidential or proprietary information; and (b) all registrations, applications, 
recordings, and licenses or other similar agreements or rights related to the foregoing.

17.75 “IRS” means the Internal Revenue Service.

17.76 “Knowledge”, “known”, “knowingly”, “to the knowledge” or any variant 
thereof shall, when qualifying any representation, warranty or other statement in this Agreement, 
mean and refer to:

(a) with respect to the CHH Entities: (i) all matters with respect to which the 
CHH Entities or the CHH Board has received written notice; or (ii) the actual knowledge of the 
President and Executive Director of CHH, the Vice President of Operations of CHH, and the 
Vice President of Finance of CHH, each after due and diligent inquiry; and

(b) with respect to the HHC Entities: (i) all matters with respect to which the 
HHC Entities or the HHC Board has received written notice; or (ii) the actual knowledge of the 
President and Chief Executive Officer of HHC, the Executive Vice President and Chief 
Operating Officer of HHC, and the Chief Financial Officer of HHC, each after due and diligent 
inquiry. 

17.77 “Law” means any statute, law, ordinance, regulation, rule, code, order, 
constitution, treaty, common law, judgment, decree, other requirement or rule of law of any 
Government Authority. 

17.78 “Lease” shall have the meaning set forth in Section 8.11.1.

17.79 “Legacy CHH Directors” shall have the meaning set forth in Section 3.3.1.

17.80 “Licenses and Permits” shall have the meaning set forth in Section 8.8.1.

17.81 “Maintenance and Replacement Capital Investment” shall have the meaning 
set forth in Section 4.1.1(a). 

17.82 “Material Adverse Event” means, with respect to either Party or its Affiliates 
(unless otherwise provided below): 

(a) with respect to HHC, any event that is, or is reasonably expected to be, 
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materially adverse to the assets, financial condition, results of operations, or reputation of HHC,
or the HHC Affiliates, taken as a whole;

(b) with respect to CHH, any event that is, or is reasonably expected to be, 
materially adverse to the reputation of CHH, or the CHH Affiliates, taken as a whole;

(c) any event that has, or would reasonably be expected to have, a material 
adverse effect on the Party’s ability to consummate the Contemplated Transactions or to perform 
its obligations under this Agreement; 

(d) any event that results in, or would reasonably be expected to result in, 
actual or threatened exclusion from a federal or state health care program;

(e) any event that results in, or would reasonably be expected to result in, loss 
of tax exemption;

(f) any event that results in, or would reasonably be expected to result in, loss
of material licensure, accreditation, permits, or approvals that are necessary to operate consistent 
with historic practices; or 

(g) with respect to CHH, any event that results in, or would reasonably be 
expected to result in, a change in the assets, results of operation, or financial condition of CHH 
as follows: (i) during the period from the Execution Date to the Closing Date, any reduction in 
Net Assets (defined below) in an amount below $59.3 Million; (ii) during the period from the 
Execution Date to the Closing Date, any reduction in Cash and Unrestricted Investments (defied 
below) in an amount below $33.8 Million or a Current Ratio (defined below) of less than 1.2; or 
(iii) during the period from the Execution Date to the Closing Date, an operating loss margin of 
greater than negative seven percent (7%) calculated on a rolling trailing twelve (12)-month 
normalized basis or the occurrence of two (2) consecutive months of operating loss of negative 
ten percent (10%) or greater calculated on a normalized basis.  For purposes of this Section 
17.82(g): (x) Net Assets shall mean total assets less total liabilities, and Current Ratio shall mean 
total current assets divided by total current liabilities, all as calculated consistent with GAAP and 
with CHH’s historical accounting policies; and (y) Cash and Unrestricted Investments shall mean 
the sum of cash and long-term investments as so designated on the CHH Financial Statements.

17.83 “Material Contracts” shall mean the following Contracts entered into by or on 
behalf of any one or more of the CHH Entities or the HHC Entities, as applicable, that are in full 
force and effect:

(a) debt, bond, credit, mortgage, pledge, or other lien or encumbrance 
Contracts with respect to the assets of any CHH Entity or any HHC Entity, as applicable; 

(b) joint venture agreements or shareholder agreements;

(c) Contracts with physicians or any source of patient referrals; 

(d) Contracts for employment, retention, severance, bonus, or change-in-
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control with any officer or employee with the title of Vice President or higher;

(e) Contracts for indemnity, and agreements regarding loans or advances to 
officers, directors, members, shareholders, employees or advisory board members; 

(f) Payment Program Contracts;

(g) settlement or corporate integrity agreements with a Government Authority
or third-party payor;

(h) Contracts which contain executory non-competition covenants binding 
upon a CHH Entity or a HHC Entity; 

(i) Contracts affecting title to or any interest in real property, except for 
leases involving the payment or receipt of less than $100,000 per year in the aggregate; and 

(j) any other Contracts that: (i) involve an obligation in excess (or expected to 
be in excess) of $250,000 in any one year; (ii) involve an obligation in excess of $500,000 over 
the remaining term of the agreement; (iii) have an outstanding term of three (3) years or more 
with no right for the relevant HHC Entity or CHH Entity to terminate without cause on no more 
than ninety (90)-days prior notice to the other contracting party or parties; or (iv) the cancellation 
or termination of which would be reasonably likely to result in a Material Adverse Event.

17.84 “Medical Waste” means: (a) pathological waste; (b) blood; (c) wastes from 
surgery or autopsy; (d) dialysis waste, including contaminated disposable equipment and 
supplies; (e) cultures and stocks of infectious agents and associated biological agents; 
(f) contaminated animals; (g) isolation wastes; (h) contaminated equipment; (i) laboratory waste; 
and (j) various other biological waste and discarded materials contaminated with or exposed to 
blood, excretion, or secretions from human beings or animals.  “Medical Waste” also includes 
any substance, pollutant, material, or contaminant listed or regulated under the MWTA. 

17.85 “Meet and Confer Request” shall have the meaning set forth in Section 15.2.

17.86 “MWTA” means the Medical Waste Tracking Act of 1988, 42 U.S.C. §§ 6992, et 
seq.

17.87 “Northwest Region” shall have the meaning set forth in Section 1.1.6.

17.88 “Northwest Region Board” shall have the meaning set forth in Section 3.2.1.

17.89 “Northwest Region Board Bylaws” shall have the meaning set forth in 
Section 3.2.1.

17.90 “OHCA” shall have the meaning set forth in Section 5.1.3(c).

17.91 “Owned Real Property” shall have the meaning set forth in Section 8.10.1.

17.92 “Party” and “Parties” shall have the meanings set forth in the introductory 
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paragraph of this Agreement.

17.93 “Payment Program Regulations” shall have the meaning set forth in 
Section 8.19.4.

17.94 “Payment Programs” shall have the meaning set forth in Section 8.19.

17.95 “Permitted Encumbrances” means, with respect to a Party or its Affiliates: 
(a) encumbrances for Taxes not yet due and payable or being diligently contested in good faith 
and for which appropriate reserves have been established in accordance with GAAP; (b) liens for 
inchoate mechanics’ and materialmen’s liens for construction in progress and workmen’s, 
repairmen’s, warehousemen’s and carriers’ liens arising in the ordinary course of business; 
(c) easements, restrictive covenants, rights of way and other similar restrictions of record that do 
not impair in any material respect the value of the assets or the continued conduct of the business 
of such Party or its Affiliates or its continued use of its assets in the manner currently used; 
(d) zoning, building and other similar restrictions that do not impair in any material respect the 
value the asset or the continued conduct of the business of such Party or its Affiliates or its 
continued use of its assets in the manner currently used; (e) encumbrances, encroachments and 
other imperfections of title, licenses or encumbrances, if any, that do not impair in any material 
respect the value of the asset or the continued conduct of the business of such Party or its 
Affiliates or its continued use of its assets in the manner currently used; (f) encumbrances arising 
under original purchase price conditional sales contracts and equipment leases with third parties 
entered into in the ordinary course of business; (g) in the case of property leased by either Party 
or its Affiliates from a third party, all matters, whether or not of record, affecting the title of the 
lessor (and any underlying lessor) of the leased property that do not impair in any material 
respect the value of its assets or the continued conduct of the business of such Party or its 
Affiliates or its continued use of its assets in the manner currently used; (h) in the case of 
property leased to a third party by either Party or its Affiliates, valid leasehold interests with 
respect to such property held by such third parties; (i) encumbrances arising under master trust 
indentures applicable to either Party or its Affiliates; and (j) liens associated with bond debt held 
by either Party or its Affiliates.

17.96 “Person” means any natural individual, corporation, partnership, limited liability 
company, joint venture, association, bank, trust company, trust or other entity, whether or not 
legal entities, or any governmental entity, agency or political subdivision. 

17.97 “Recruitment Fund” shall have the meaning set forth in Section 4.1.2.

17.98 “Regional President” shall have the meaning set forth in Section 6.2.2.

17.99 “Returns” shall have the meaning set forth in Section 8.16.

17.100 “Strategic Framework” shall have the meaning set forth in Section 4.6.

17.101 “Strategic Plan” shall have the meaning set forth in Section 5.1.1.

17.102 “Strategic Projects” shall have the meaning set forth in Section 4.1.3(a).
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17.103 “System Entities” means, with respect to CHH, the CHH Entities and, with 
respect to HHC, the HHC Entities.

17.104 “Taxes” means all federal, state, county, local, and other taxes of every kind.

17.105 “Transaction Documents” means this Agreement and the other agreements, 
instruments and documents delivered by the Parties at the Closing hereunder. 

17.106 “Transitional Period” shall have the meaning set forth in Section 3.3.1.

17.107 “WARN Act” shall have the meaning set forth in Section 8.17.3.

[Reminder of page intentionally left blank.] 

[Signatures on following page.] 
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AMENDED AND RESTATED BYLAWS

OF THE CHARLOTTE HUNGERFORD HOSPITAL

GENERAL PROVISIONSARTICLE 1.

1.1 Name.  The name of the corporation is The Charlotte Hungerford Hospital (the 
“Corporation”).

1.2 Purposes. The Corporation is organized and shall be operated for the purposes set forth 
in the Certificate of Incorporation. 

1.3 Definitions.  The following terms used in these Regional Bylaws shall have the following 
meanings:

1.3.1 “Act” shall mean the Connecticut Revised Nonstock Corporation Act, as 
amended from time to time.

1.3.2 “Certificate of Incorporation” shall mean the Corporation’s certificate of 
incorporation, as amended from time to time. 

1.3.3 “Member” shall mean Hartford HealthCare Corporation.

1.3.4 “Member Organization” shall mean any entity directly or indirectly controlled 
by the Member, including the Corporation. 

1.3.5 “Region” shall mean the Northwest Region, as defined by the Member’s Board 
from time to time.

1.3.6 “Regional Board” shall mean the Board of Directors of the Corporation. 

1.3.7 “Regional Bylaws” shall mean these Bylaws.  The Member intends that all 
Member Organizations with regional community boards have bylaws that are substantially 
uniform.

1.3.8 “Regional President” shall mean the Regional President designated by the 
Member for the Region. 

1.3.9 “System” shall mean the Member and Member Organizations.

MEMBERARTICLE 2.

2.1 Member. The Corporation shall have a single member, and such member shall be 
Hartford HealthCare Corporation. 
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2.2 Member’s Rights and Powers. The Member shall have the exclusive power and 
authority to govern, direct, and oversee the property, funds, business, and affairs of the 
Corporation, except for those powers that are specifically delegated to the Board of Directors of 
the Corporation pursuant to Article 3 below (the “Delegated Powers”).

2.3 Manner of Acting.  In the exercise of its powers, the Member may act through the 
Member’s Board of Directors (the “Member’s Board”), the Member’s President and CEO, or 
such other officer duly designated by the Member’s Board. The Member’s President and CEO 
or duly designated officer shall have the full power and authority to act on behalf of the Member, 
to vote in person or by proxy on behalf of the Member, and to take all other actions as the 
Member may be authorized to take by law, the Certificate of Incorporation or these Regional 
Bylaws.  

2.4 Exercise of Corporation’s Rights and Powers with Respect to Member 
Organizations in the Region. The Member may act on the Corporation’s behalf in exercising 
the Corporation’s powers with respect to any Member Organizations in the Region in the same 
manner described in Section 2.3 above. 

REGIONAL BOARD OF DIRECTORSARTICLE 3.

3.1 Powers and Duties. The Regional Board shall exercise its Delegated Powers in support 
of, and consistent with, the mission, vision, and values of the Corporation, the Member, and the 
other Member Organizations in the System.  The Delegated Powers are:

3.1.1 Quality Assessment and Performance Improvement (QAPI) and Patient 
Safety.  The Regional Board is responsible for assuring that health care services provided at the 
Corporation and at the other Member Organizations throughout the Region are high-quality, safe, 
effective, and efficient consistent with community standards.  The Regional Board shall be 
responsible for monitoring ongoing quality assessment, performance improvement, and patient 
safety activities of the Corporation, for assuring that quality and patient safety issues are 
addressed and resolved appropriately, and that such activities of the Corporation are consistent 
with the standards, policies, and procedures established by the Member and the Quality and 
Safety Committee of the Member’s Board.  The Regional Board shall review indicators of 
quality and patient safety regularly and approve Corporation Quality Plans annually. The 
Regional Board shall grant and revoke Medical Staff membership and clinical privileges at the 
Corporation, and take any professional disciplinary actions in connection therewith.  The 
Regional Board shall assure that the Medical Staff: (a) participates in the measurement, 
assessment, and improvement of clinical and non-clinical processes affecting patient care; and 
(b) takes a leadership role where the clinical processes are the primary responsibility of 
physicians.  The activities of the Corporation (including outcomes, recommendations and 
actions) undertaken pursuant to this Section 3.1.1 shall be reported to the Regional Board, and 
also to the Quality and Safety Committee of the Member’s Board in accordance with policies 
and procedures adopted from time to time by such committee.  The Member’s Board or its 
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designee, may, by notice to the Regional Board, elect to exercise the approval rights of the 
Regional Board under this Section 3.1.1 when so permitted by applicable law or accreditation 
standards.   

3.1.2 Community Responsibilities.  The Regional Board shall consult and collaborate 
with the Regional President and provide guidance and support to the Member through the 
Regional President on matters related to the Corporation and the Region.  The Regional 
President shall report the activities and suggestions of the Regional Board to the Member.   

3.1.3 Community Benefit Plan and Community Health Assessment. Oversight of 
community benefit as it pertains to the local health care needs of the communities served by the 
Corporation and in the Region.  The community benefit plan and community health needs 
assessment are developed in accordance with policies and procedures of the Member and 
incorporate System-wide performance measures identified by the Member’s Board for 
community benefit programs. 

3.1.4 Advocacy. Advocate for the Region’s health needs to state elected and appointed 
officials and the health care issues facing the Region, consistent with the advocacy programs and 
priorities established for the System generally.

3.1.5 Fundraising and Development.  Fundraising and development activities to 
further the mission, vision and values of the System in meeting the health care needs of the 
Region. 

3.1.6 Recommendations for Membership on the Regional Board. The Regional 
Board may, periodically, suggest to the Member through the Regional President a pool of 
potential candidates to serve on the Regional Board.   

3.1.7 Additional Responsibilities. The Regional Board may exercise such other 
powers required to be held by the governing body of a hospital by law or by accreditation 
standards applicable to the Corporation as may be in effect from time to time, all as reasonably 
determined and directed by the Member’s Board.  The Member or its designee, may, by notice to 
the Regional Board, elect to exercise the approval rights of the Regional Board under this 
Section 3.1.7 when so permitted by applicable law or accreditation standards.  The Regional 
Board may exercise such other powers as may be delegated to the Regional Board in these 
Regional Bylaws, or by resolution of the Member’s Board. 

3.2 Election, Number, Term of Office, Term Limits, Restrictions, Criteria, and Other 
Matters. 

3.2.1 Election.  Individuals shall be elected to serve as directors of the Regional Board 
(“Regional Directors”) by the Member.  The Regional President and the Regional Board Chair 
may recommend candidates to serve as Regional Directors to the Member.  After election by the 
Member, the Regional President shall confirm the election and the terms of the new Regional 
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Directors by notice to the Regional Board Chair. 

3.2.2 Number.  The Regional Board shall consist of not more than fifteen (15) 
Regional Directors, inclusive of any ex-officio Regional Directors; provided, however, that the 
Regional Board may consist of such additional Regional Directors elected by the Member from 
time to time in furtherance of a corporate affiliation with the Corporation (the “Transitional 
Regional Directors”).  Subject to the foregoing, the actual number of Regional Directors and 
terms of the Transitional Regional Directors serving at any given time shall be determined by the 
Member.

3.2.3 Term of Office. Each Regional Director shall serve for a term of three (3) years, 
unless otherwise provided herein or for such shorter term as determined by the Member in order 
to achieve continuity in Regional Board composition.

3.2.4 Term Limits. No Regional Director may serve on the Regional Board for more 
than (9) consecutive years.  Former Regional Directors are eligible for reelection to the Regional 
Board after a one (1) year absence from services as a Regional Director.  A Regional Director 
who has served for three (3) consecutive full terms will be immediately eligible for election to 
the board of directors of another Member Organization. 

3.2.5 Ex-Officio Regional Directors. The Regional President shall serve as an ex-
officio Regional Director on the Regional Board for as long as he/she holds such office.  The 
President of the Medical Staff of the Corporation or another Member Organization hospital in the 
Region elected by the Member shall serve as ex-officio Regional Director on the Regional Board 
for a term of one (1) year or until he/she no longer holds such office (if occurring prior to the 
expiration of the one (1) year term) (together with the Regional President, the “Ex-Officio 
Regional Directors”).  The Ex-Officio Regional Directors shall have a vote, shall be counted for 
quorum purposes, and shall cease to be Regional Directors upon ceasing to hold the relevant 
office, without the need for any action by the Corporation.

3.2.6 Regional Board of Director Qualifications.  The Member may develop 
qualifications as guidance for the selection of Regional Directors. Regional Directors shall be 
individuals who support the mission, vision, and values of the Corporation and the Member, and 
who are knowledgeable, or willing to become educated, about hospital and health care matters.  
Regional Directors shall have the skills to meaningfully participate on the Regional Board, and 
meet such other qualifications that are established by the Member from time to time.

3.2.7 Special Requirements for Regional Directors. The Regional Board shall 
include three (3) Regional Directors who shall be licensed as a health care practitioner and who 
may or may not be affiliated with the Region. 
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3.3 Regional Board Meetings. The Regional Board may hold its meetings—annual, regular 
or special—at such place or places within or outside of the State of Connecticut as the Regional 
Board may from time to time by resolution determine or as shall be specified or fixed in the 
notice or waiver of notice thereof. 

3.3.1 Annual Meetings. An annual meeting of the Regional Board for the transaction 
of such business as may properly come before the Regional Board shall be held at such time as 
the Regional Board may direct. 

3.3.2 Regular Meetings. Regular meetings of the Regional Board shall be held as 
determined by the Member but not less frequently than quarterly.  Regular meetings of the 
Regional Board shall be held at such times as shall be specified in any notice of such meeting.

3.3.3 Special Meetings. Special meetings of the Regional Board shall be held 
whenever called by the Member, Regional Board Chair, the Regional President, or upon the 
written request of at least four (4) of the Regional Directors then in office. 

3.3.4 Notice. Each Regional Director shall receive at least five (5) days’ written, oral, 
or electronic notice of each meeting stating the time and place of the meeting.  Except as 
otherwise provided in these Regional Bylaws or as otherwise required by law, neither the 
business to be transacted at, nor the purpose of, any special meeting of the Regional Board need 
be specified in the notice or waiver of notice of such meeting. 

3.3.5 Waiver of Notice. The attendance of a Regional Director at any meeting 
constitutes waiver of notice of that meeting except where a Regional Director states that his or 
her attendance at the meeting is for the purpose of objecting to the meeting because the meeting 
is not properly called or convened.  Notice may also be waived in writing either before or after 
the meeting.

3.3.6 Telephonic Participation at a Regional Board Meeting.  Regional Directors 
may participate in a regular or special meeting by, or conduct the meeting through the use of, any 
means of communication by which all Regional Directors participating may simultaneously hear 
each other during the meeting.  A Regional Director participating in a meeting by this means is 
deemed to be present in person at the meeting.  The Member discourages participation in 
Regional Board meetings through such means. 

3.4 Quorum. A majority of the number of Regional Directors then in office shall constitute 
a quorum for the transaction of business. 

3.5 Vote Required for Action. The act of a majority of the Regional Directors present at 
any meeting at which a quorum is present at the time of the act shall be the act of the Regional 
Board, unless the vote of a greater proportion is otherwise required by law. 

3.6 Presumption of Assent. A Regional Director who has been present at a meeting of the 
Regional Board at which action on any corporate matter is taken shall be conclusively presumed 
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to have assented to the action taken, unless his or her dissent or abstention shall have been 
entered in the minutes of the meeting or unless he or she shall have filed his or her written 
dissent or abstention to such action with the person acting as the secretary of the meeting before 
the adjournment thereof, or shall have forwarded such dissent or abstention to the Secretary of 
the Corporation immediately after the adjournment of the meeting.  No Regional Director who 
voted in favor of any action may dissent or abstain from such action after adjournment of the 
meeting.

3.7 Action Without a Meeting.  Action required or permitted to be taken by the Regional 
Board may be taken without a meeting if each Regional Director signs a consent in writing 
describing the action taken or to be taken.  The consent may specify the time at which the action 
taken thereunder is to be effective.  A consent signed under this section has the effect of action 
taken at a meeting of the Regional Board.

3.8 Resignation. A Regional Director of the Corporation may resign at any time by giving 
written notice to the Regional President.  In the event of a resignation of a Regional Director 
without written notice, the Regional President shall confirm such resignation in writing.  Such 
resignation shall take effect at the time specified therein.  Unless otherwise specified therein, the 
acceptance of such resignation shall not be necessary to make it effective.

3.9 Removal. Any Regional Director may be removed from the Regional Board with or 
without cause by the Member.  Such action may be taken at any time, provided that due notice of 
the proposed removal shall have been duly given. 

3.10 Vacancies. In the event of a vacancy, the Member shall fill the vacancy caused thereby, 
and the person elected to fill such vacancy shall hold office for the unexpired portion of the term 
of his or her predecessor.  Whenever a vacancy shall occur as a result of an increase in the size of 
the Regional Board due to a corporate affiliation with the Corporation, the Member may fill such 
vacancy for such term as the Member shall deem appropriate. 

3.11 Confidentiality.  In the course of carrying out his/her duties and responsibilities, each 
Regional Director will receive and have access to confidential and/or proprietary information 
about the Region, the Member, and the Member Organizations including, without limitation, 
patient health information, financial, operational, business and planning information, trade 
secrets, employee personal information, medical staff information and credentialing information, 
performance improvement processes (all, “Confidential Information”).  Each Regional Director 
shall: (a) hold and maintain such Confidential Information as strictly confidential; (b) use and 
disclose such Confidential Information solely for the purpose of carrying out his/her 
responsibilities as a Regional Director; and (c) refrain from, directly or indirectly, disclosing 
such Confidential Information to any third person without the prior written consent of the 
Member.
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COMMITTEESARTICLE 4.

4.1 Credentialing Committee. The Regional Board shall establish a standing committee 
comprised of at least four (4) Regional Directors and such other individuals as determined by the 
Regional Board to assist the Regional Board in: (a) approving appointments and reappointments 
to the Corporation’s Medical Staff; (b) granting and delineating medical privileges and 
credentialing based on recommendations of the Corporation’s Medical Staff as provided in the 
Medical Staff Bylaws; and (c) ensuring that the Corporation and its Medical Staff comply with 
applicable state and federal law and accreditation requirements.

4.2 Other Committees. The Regional Board may establish such other work groups, task 
forces, or advisory bodies as it determines necessary to provide the Regional Board with 
information, advice, or recommendations in connection with its responsibilities under these 
Regional Bylaws; provided, however, that the establishment of any such body shall not 
constitute a delegation by the Regional Board of its responsibilities or authority under these 
Regional Bylaws. 

OFFICERSARTICLE 5.

5.1 Number, Term, and Election of Officers.  The officers of the Corporation shall be a 
Regional Chair, Regional Vice Chair, Regional President, Secretary and such other officers as 
the Member may deem necessary or advisable for the efficient operation of the Corporation’s
affairs.  The Member shall elect all officers of the Corporation.  Each officer shall hold office for 
the term for which he or she is elected and until his or her successor shall have been duly elected 
and qualified, or until his or her earlier death, resignation, or removal; provided, however, that 
the Regional Chair and the Regional Vice Chair shall hold office for the term of one (1) year 
with a maximum of three (3) consecutive terms.

5.2 Regional Chair. The Member shall elect from among the Regional Directors an 
individual to serve as the Regional Chair, based on the individual’s ability to satisfy the specific 
qualifications and competencies required and the specific needs of the Corporation at such time.  
The Regional Chair shall preside at all meetings of the Regional Board and shall have such 
powers and duties may be assigned by the Member from time to time.  The Regional Chair may 
attend, without a vote, any meeting of a committee of the Regional Board that he or she is not a 
member of.

5.3 Regional Vice Chair. The Member shall elect from among the Regional Directors an 
individual to serve as the Regional Vice Chair, based on the individual’s ability to satisfy the 
specific qualifications and competencies required and the specific needs of the Corporation at 
such time.  The Regional Vice Chair shall perform the duties of the Regional Chair in the event 
of the Regional Chair’s absence or inability to act and shall assist the Regional Chair in such 
duties as the Regional Chair may from time to time assign to the Regional Vice Chair.  The 
Regional Vice Chair shall not automatically succeed to the position of Regional Chair. 

5.4 Regional President.  The Regional President shall be the president of the Corporation.  If 
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no Regional Chair or Regional Vice Chair has been elected or in the absence of the Regional 
Chair and Regional Vice Chair, the Regional President shall preside at each meeting of the
Regional Board.  The Regional President shall perform all duties incident to the office of 
Regional President and such other duties as may from time to time be assigned to the Regional 
President by the Member.  If the position of Regional President becomes vacant, the Member 
shall inform the Regional Board regarding the recruitment process and final candidate for the 
position of Regional President.  The Member shall establish the objectives, evaluate the 
performance of, and determine the compensation for the Regional President.  Subject to the 
powers of the Member and in accordance with overall System guidelines, the Regional President 
shall supervise the business and affairs of the Corporation and shall have the power to sign, 
acknowledge, and deliver on behalf of the Corporation all agreements and other instruments to 
bind the Corporation in accordance with the policies and procedures of the Member. 

5.5 Secretary. The Secretary shall serve all notices for the Corporation that have been 
authorized by the Regional Board; keep the minutes of the meetings of the Regional Board; be 
the custodian of the corporate records and of the seal of the Corporation; and in general, perform 
all the duties incident to the office of Secretary and such other duties as from time to time may 
be assigned by the Member.   

5.6 Assistant Secretary. The Assistant Secretary, if any, shall assist the Secretary as 
requested by the Secretary.

5.7 Removal of Officers.  The Member may remove any officer of the Corporation with or 
without cause at any time by giving notice of such removal to such officer.  Any removal shall 
take effect as of the date of the officer’s receipt of such notice or at any later time specified in 
such notice. 

5.8 Vacancies.  A vacancy in any office because of death, resignation, removal, 
disqualification, or any other cause shall be filled in the manner prescribed in these Regional 
Bylaws for regular appointments to that office.  

5.9 Resignations. Any officer may resign from his or her office at any time by giving 
written notice thereof to the Regional President or to the Member.  Such resignation shall take 
effect at the time specified therein, or if no time is specified therein, at the time of the receipt 
thereof, and the acceptance thereof shall not be necessary to make it effective.

CONFLICT OF INTERESTARTICLE 6.

The Member shall establish a Conflict of Interest Policy, which may be amended from time to 
time by the Member.  A copy of the Conflict of Interest Policy shall be provided to all Regional 
Directors, officers, and committee members of the Corporation.  All Regional Directors, officers,
and committee members of the Corporation shall be subject to and abide by the terms of the 
Conflict of Interest Policy.
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MEDICAL STAFF ARTICLE 7.

7.1 Organization. Medical and behavioral health practitioners practicing at the Corporation 
(each, a “Practitioner”) shall be organized into a Medical Staff that is responsible to the Regional 
Board and the Member for the adequacy and quality of medical care rendered to patients of the 
Corporation and the ethical and professional practices of its members.  The Medical Staff shall 
be responsible to the Regional Board for the adequacy and quality of medical care and 
professional work in the Corporation.  The Medical Staff shall be governed by a Medical Staff 
Executive Committee and such officers as are selected in accordance with the Medical Staff 
Bylaws.

7.2 Medical Staff Bylaws. There shall be Medical Staff Bylaws, Rules and Regulations and 
policies for the Corporation setting forth the Medical Staff’s organization and governance 
(collectively, “Medical Staff Bylaws”).  The Medical Staff Bylaws shall create an effective 
organizational unit to discharge the functions and responsibilities delegated to the Medical Staff 
by the Regional Board and the Member, and shall be consistent with accrediting standards, 
applicable law, System corporate policy, and the Certificate of Incorporation and bylaws of the 
Member as amended, as applicable to the Corporation.  Medical Staff Bylaws and any 
amendments thereto may be initiated by the Medical Staff but shall become effective only upon 
final approval by the Regional Board.  The Medical Staff Bylaws and Medical Staff Credentials 
Policy shall provide for the procedure to be followed in matters relating to Medical Staff 
membership status, clinical privileges, and corrective action.  The Member or its designee, may, 
by notice to the Regional Board, elect to exercise the approval rights of the Regional Board 
pursuant to Article 3. 

7.2.1 References to Regional Board or Governing Board. All references in Medica1 
Staff Bylaws to the “Board,” “Regional Board,” or the “Governing Board” shall mean the 
Regional Board.

7.2.2 Medical Staff Meetings.  The Regional President or his/her designee shall be 
notified of, and invited to attend, all Medical Staff meetings and all Medical Staff committee 
meetings.  He/she shall have the right to address, and engage in discussions with, the attendees of
the meetings, but shall have no right to vote (unless otherwise specified in the Medical Staff 
Bylaws).

7.3 Medical Staff Executive Committee. On behalf of the Medical Staff, the Medical Staff 
Executive Committee (“MEC”) shall make recommendations to the Regional Board, concerning 
the following: 

7.3.1 Appointing, re-appointing, materially restricting, materially reducing, suspending, 
terminating, and revoking Medical Staff membership; 

7.3.2 Granting, restricting, reducing, suspending, terminating, and revoking clinical 
privileges;
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7.3.3 Corrective actions;

7.3.4 All matters relating to professional competency;

7.3.5 The structure and organization of the Medical Staff and its quality assessment and 
performance improvement activities;

7.3.6 The mechanisms for reviewing credentials, delineating clinical privileges, 
conducting, evaluating, and revising quality assessment and performance improvement activities, 
appointment, reappointment, corrective action, and fair hearing procedures, and restriction, 
reduction, suspension, termination, and revocation of Medical Staff membership or clinical 
privileges;

7.3.7 The types of Practitioners eligible for staff membership, staff membership 
categories, categories of Allied Health Professionals (“AHPs”) eligible to practice at the 
Corporation, and the scope of practice for each category of AHP in the Corporation; and 

7.3.8 Such specific matters as may be referred to it by the Regional Board, the Quality 
and Safety Committee of the Member’s Board, or the Member’s Board.

The Regional Board shall take final action on such matters under authority granted by the 
Member’s Board.

7.4 Appointment, Reappointment and Clinical Privileges of Practitioners. The MEC
shall, consistent with the Medical Staff Bylaws, make recommendations regarding appointment, 
reappointment and clinical privileges for all Practitioners who utilize the Corporation.  The MEC 
shall forward its recommendations to the Regional Board for review.  The Regional Board shall 
take final action on such recommendations under authority granted by the Member’s Board.  The 
Regional Board shall consider an applicant’s background, experience, health, training, 
demonstrated competency, adherence to professional ethics, reputation, and any other factors 
appropriate for the furtherance of the purposes of the Corporation and its mission, consistent 
with applicable provisions of the Medical Staff Bylaws and subject to applicable laws. 

7.5 Quality Assessment and Performance Improvement (QAPI).

7.5.1 Responsibility to the Regional Board and Member’s Board. The Medical 
Staff of the Corporation shall be responsible to the Regional Board and the Member’s Board for 
the quality of medical care provided by Medical Staff members and other Practitioners to 
patients of the Corporation. 

7.5.2 Medical Staff Duties.  The Medical Staff is responsible for ensuring that the 
professional care furnished to patients of the Corporation by members of the Medical Staff is of 
high-quality, safe, efficient, and effective and meets the professional standards of the Region, the 
Corporation and the Member.  The Medical Staff shall discharge this responsibility by meeting 
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regularly to review, analyze, and appraise its clinical experience and the quality of care rendered 
by members of the Medical Staff, in conformance with its Medical Staff Bylaws and Corporation 
policies and procedures.  The review and analysis shall be based on patient medical records and 
such other documents and patient information as may be reasonably necessary.  The Medical 
Staff shall identify and implement an appropriate response to findings.  Such quality assessment 
and performance improvement activities shall be regularly reported to the Regional Board, the 
Quality and Safety Committee of the Member’s Board, and the Chief Medical Officer of the 
Member, in accordance with applicable policies and procedures. 

7.6 Medical Staff Conflicts of Interest. The Medical Staff and the management of the 
Corporation shall work together to identify conflicts of interest involving Medical Staff leaders 
as well as independent practitioners of the Medical Staff that could affect quality of care, 
treatment or services provided.  The Medical Staff shall maintain a written policy approved by 
the Regional Board that defines how such conflicts of interest will be disclosed and resolved. 

INDEMNIFICATION AND INSURANCEARTICLE 8.

8.1 Generally.  The Corporation shall, to the fullest extent permitted by law, indemnify any
Regional Director, officer, or committee member of the Corporation (and, to the extent provided 
in a resolution of the Member’s Board or by contract, may indemnify any employee, agent, or 
volunteer of the Corporation) (collectively, the “Agents”) who was or is a party to or threatened 
to be made a party to any threatened, pending, or completed action, suit, or proceeding by reason 
of the fact that the person is or was an Agent, or is or was serving at the request of the 
Corporation as an Agent of another corporation, partnership, joint venture, trust, or other 
enterprise, whether for-profit or not-for-profit, against expenses, including attorney’s fees (other 
than taxes, penalties, or expenses of correction), judgments, penalties, fines, and amounts paid in 
settlement actually and reasonably incurred by the Agent in connection with the action, suit, or 
proceeding if the Agent acted in good faith and in a manner that the Agent reasonably believed 
to be in or not opposed to the best interests of the Corporation, and with respect to any criminal 
proceeding, if the Agent had no reasonable cause to believe his or her conduct was unlawful. 

8.2 Expenses.  Expenses incurred by a Regional Director, officer, or committee member in 
defending a civil or criminal action, suit, or proceeding shall be paid for or reimbursed by the 
Corporation to the fullest extent permitted by law in advance of the final disposition of such 
action, suit or proceeding upon receipt of both: (a) a written affirmation by such Regional 
Director, officer, or committee member of his or her good faith belief that he or she has met the 
relevant standard of conduct under the Act or that the proceeding involves conduct for which 
liability has been limited under the Certificate of Incorporation or these Regional Bylaws; and 
(b) an undertaking by or on behalf of such Regional Director, officer, or committee member to 
repay such amount if it shall be ultimately determined that such Regional Director, officer, or 
committee member is not entitled to be indemnified by the Corporation.  Such expenses 
(including attorneys’ fees) incurred by other Agents of the Corporation may be so paid upon the 
terms and conditions, if any, as the Member’s Board deems appropriate.
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8.3 Non-exclusivity. The indemnification and advancement of expenses provided for herein 
shall not be deemed exclusive of any other rights to which those seeking indemnification or 
advancement of expenses may be entitled under any bylaw, agreement, vote of disinterested 
Regional Directors or otherwise, both as to action in his or her official capacity and as to action 
in another capacity while holding such office, and shall continue as to a person who has ceased 
to be an Agent and shall inure to the benefit of the heirs, executors and administrators of such 
Agent.  Notwithstanding the foregoing, the Corporation shall not provide such indemnification or 
advancement for expenses to the extent that such indemnification or advancement would 
constitute self-dealing within the meaning of Section 4941(d) of the Internal Revenue Code of 
1986, as amended.   

8.4 Amendment or Repeal. No amendment to or repeal of this Article 8 shall apply to or 
have any effect on the indemnification of any Agent for or with respect to any acts or omissions
of such Agent occurring prior to such amendment or repeal, nor shall any such amendment or 
repeal apply to or have any effect on the obligations of the Corporation to pay for or reimburse in 
advance expenses incurred by a Regional Director, officer, or committee member in defending 
any action, suit or proceeding arising out of or with respect to any acts or omissions occurring 
prior to such amendment or repeal. 

8.5 Insurance.  The Corporation may purchase and maintain insurance on behalf of any 
Agent or other person against any liability (including penalties, taxes, expenses of correction, 
judgments, settlements, or expenses) asserted against him or her and incurred by him or her in 
any such capacity or arising out of his or her status as such, whether or not the Corporation 
would have the power to indemnify him or her against such liability under the provisions of this 
Article or under the provisions of the Act. 

MISCELLANEOUS PROVISIONSARTICLE 9.

9.1 Notice.  Any notice required or permitted to be given under these Regional Bylaws in 
writing shall be deemed to have been delivered if delivered in person or if sent by United States 
mail, overnight delivery, telegraph (charges prepaid), facsimile, or email and addressed to such 
person at the address shown on the records of the Corporation or the address supplied by him or 
her to the Corporation for the purpose of notice.  If such notice is sent by mail, it shall be deemed 
to have been given to the person entitled thereto when deposited in the United States mail. 

9.2 Amendments.  These Bylaws and the Corporation’s Certificate of Incorporation may be 
amended or repealed only by action of the Member. 

9.3 Execution of Contracts. The Member’s Board may authorize any officer or officers and 
any agent or agents to enter into any contract or execute any instrument in the name of, and on 
behalf of, the Corporation, and such authority may be general or limited to specified instances.  
No officer, agent, or employee shall have any power or authority to bind or obligate the 
Corporation by any commitment, contract, or engagement, or to pledge its credit or render it 
liable for any purpose or in any amount unless duly authorized by the Member’s Board. 
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9.4 Compensation for Services.  The Corporation may reimburse any Regional Director for 
expenses incurred in connection with fulfilling his or her duties as a member of the Regional 
Board, provided that the amount of such reimbursement is reasonable. 

9.5 Status of Regional Board. The Regional Board shall constitute a peer review body 
under Chapter 368 of the Connecticut General Statutes and similar statutes in other states in 
which the Corporation operates. 
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AMENDED AND RESTATED

CERTIFICATE OF INCORPORATION

OF

THE CHARLOTTE HUNGERFORD HOSPITAL

1. The name of the corporation is The Charlotte Hungerford Hospital (the
“Corporation”).

2. The Corporation is organized and shall be operated exclusively for charitable, 
scientific, literary or educational purposes within the meaning of Section 501(c)(3) of the 
Internal Revenue Code of 1986, as amended (the “Code”).  The Corporation shall be operated as 
a component part of the integrated health care delivery system of which the parent is Hartford 
HealthCare Corporation (the “System”).  The nature and activities to be conducted, or the 
purposes to be promoted or carried out by the Corporation, are as follows: 

2.1. establishing and maintaining one or more hospitals or other health care 
facilities in the City of Torrington, Connecticut and in additional communities served by the 
Corporation;

2.2. providing health and wellness services and promoting and improving the 
general health and welfare of the communities served by the Corporation;

2.3. engaging in medical and scientific research, and in educational and other 
activities to promote and improve the general health and welfare of the communities served by 
the Corporation; 

2.4. making grants to organizations within the System recognized as exempt 
from federal income tax under Section 501(c)(3) of the Code;  

2.5. conducting activities, either directly or through related organizations 
recognized as exempt from federal income tax under Section 501(c)(3) of the Code, to raise 
funds in furtherance of the foregoing purposes of the Corporation, subject, however, to all 
limitations on the nature or extent of such activities applicable to organizations recognized as 
exempt from federal income tax under Section 501(c)(3) of the Code; and 

2.6. in furtherance of the foregoing, engaging in any lawful act or activity for 
which corporations may be formed under the Revised Nonstock Corporation Act of the State of 
Connecticut (the “Act”) as the same may be amended from time to time.

3. The Corporation is nonprofit and shall not have or issue shares of stock or make 
distributions or pay dividends. 

4. The Corporation shall have a single member, namely, Hartford HealthCare 
Corporation, a Connecticut nonstock corporation (the “Member”).  The Member shall have the 
exclusive power to elect directors of the Corporation (“Directors”) and to remove Directors with 
or without cause, shall have the exclusive power to adopt, amend, and repeal the Bylaws of the 
Corporation (the “Bylaws”), and shall have such other rights, powers, and responsibilities as are 
accorded to members under the Act, this Certificate of Incorporation, or the Bylaws.
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5. Notwithstanding any other provision of this Certificate of Incorporation to the 
contrary, the Corporation shall not carry on any activities not permitted to be carried on: (a) by 
an organization exempt from federal income tax under Section 501(a) of the Code as an 
organization described in Section 501(c)(3) of the Code; or (b) by an organization, contributions 
to which are deductible under Section 170(c)(2) of the Code. 

6. The net earnings of the Corporation or any part thereof may not be distributed to 
or inure to the benefit of any private individual or a Director or officer of the Corporation.  
However, nothing herein shall restrict the right of the Corporation to reasonably compensate any 
officer, Director or other individual for services rendered to the Corporation or to reimburse any 
officer, Director or other individual for expenses, disbursements or liabilities properly made or 
incurred, on account of that individual’s service to the Corporation. 

7. A substantial part of the activities of the Corporation shall not consist of the 
carrying on of propaganda or attempting to influence legislation except to the extent permitted by 
Section 501(h) of the Code.  The Corporation may not participate in or intervene in (including 
the publication or distribution of statements) any political campaign on behalf of (or in 
opposition to) any candidate for public office. 

8. Upon dissolution of the Corporation, the Board shall dispose of and distribute the 
assets remaining, after payment of all liabilities, exclusively for the purposes of the Corporation, 
to the Member exclusively for its charitable, scientific, literary or educational purposes, provided 
the Member shall be then exempt from federal taxation as an organization described in Section 
501(c)(3) of the Code.  If the Member shall not be so qualified as an organization described in 
Section 501(c)(3) of the Code, then the Board shall dispose of and distribute the assets 
remaining, after payment of all liabilities, exclusively for the charitable, scientific, literary or 
educational purposes of the Corporation, to one or more organizations as shall be then exempt 
from federal taxation as an organization or organizations described in Section 501(c)(3) of the 
Code, in such proportions and amounts and in such manner as the Board shall determine.  No 
part of the Corporation’s assets shall ever be distributed to its Directors or officers, or inure to 
the benefit of any private individual. 

9. The personal liability of a Director of the Corporation to the Corporation for 
monetary damages for breach of duty as a Director of the Corporation shall be limited to the 
fullest extent permitted by the Act or any other applicable laws presently or hereafter in effect.  
Without limiting the effect of the preceding sentence, no Director of the Corporation shall be 
personally liable to the Corporation for monetary damages for breach of duty as a Director of the 
Corporation in an amount greater than the compensation received by the Director for serving the 
Corporation during the year of the violation if such breach did not:  (i) involve a knowing and 
culpable violation of law by the Director; (ii) enable the Director, or an associate, as defined in 
Section 33-840 of the Connecticut General Statutes, to receive an improper personal economic 
gain; (iii) show a lack of good faith and a conscious disregard for the duty of the Director to the 
Corporation under circumstances in which the Director was aware that his or her conduct or 
omission created an unjustifiable risk of serious injury to the Corporation; or (iv) constitute a 
sustained and unexcused pattern of inattention that amounted to an abdication of the Director’s
duty to the Corporation.  No amendment to, or modification or repeal of, this Article 9 shall 
adversely affect any right or protection of a Director of the Corporation existing hereunder with 
respect to any act or omission occurring prior to such amendment, modification or repeal.  
Nothing contained in this Article 9 shall be construed to deny to the Directors of the Corporation 



- 3 - 
DM_US 74515704-1.052513.0064

the benefit of Section 52-557m of the Connecticut General Statutes as in effect at the time of the 
violation.

10. The Corporation shall, to the fullest extent permitted by law, indemnify any 
Director, officer, or committee member of the Corporation (and, to the extent provided in a 
resolution of the Member’s Board of Directors or by contract, may indemnify any employee, 
agent, or volunteer of the Corporation) (collectively, the “Agents”) who was or is a party to or 
threatened to be made a party to any threatened, pending, or completed action, suit, or 
proceeding by reason of the fact that the person is or was an Agent, or is or was serving at the 
request of the Corporation as an Agent of another corporation, partnership, joint venture, trust, or 
other enterprise, whether for-profit or not-for-profit, against expenses, including attorney’s fees 
(other than taxes, penalties, or expenses of correction), judgments, penalties, fines, and amounts 
paid in settlement actually and reasonably incurred by the Agent in connection with the action, 
suit, or proceeding if the Agent acted in good faith and in a manner that the Agent reasonably 
believed to be in or not opposed to the best interests of the Corporation, and with respect to any 
criminal proceeding, if the Agent had no reasonable cause to believe his or her conduct was 
unlawful.

11. The name and address of the initial registered agent of the Corporation is The Legal 
Department, Hartford HealthCare Corporation, 85 Jefferson Ave., Hartford, CT 06106.

12. References in this Certificate of Incorporation to the Act shall be deemed to 
include amendments adopted from time to time to such Act, and references to a Section of the 
Code shall be construed to refer both to such Section and to the regulations promulgated 
thereunder, as they now exist or as the same may hereafter be amended from time to time (or the 
corresponding provision of any future United States Internal Revenue Law).
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HARTFORD HEALTHCARE CORPORATION

BOARD POLICY – RECOMMENDATIONS FROM NORTHWEST REGION BOARD 
TO HHC BOARD

Date: ______________ 

Purpose:  This policy sets forth those items for which the Northwest Region Board may make 
recommendations to the Hartford HealthCare Corporation (“HHC”) Board during the three (3)-
year “Transitional Period” under the Affiliation Agreement between HHC and Charlotte 
Hungerford Hospital (“CHH”) dated __________. 

Affected HHC Member Organizations: 
The Charlotte Hungerford Hospital 

Policy: 

For a period of not less than three (3) years from the closing of the transactions contemplated by 
the Affiliation Agreement between HHC and CHH dated _____________, the Northwest Region 
Board may make recommendations to the HHC Board regarding the following items:

1. Annual operating and capital budgets as developed by CHH consistent with HHC’s 
strategic plan;

2. Amendments to the Certificate of Incorporation of CHH;  

3. A transfer of substantially all of the assets of CHH; and

4. The initiation of new lines of service, or termination of material existing services, in 
accordance with the Affiliation Agreement.



Exhibit 3.6
to the Affiliation Agreement
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THE CHARLOTTE HUNGERFORD HOSPITAL – BOARD OF DIRECTOR’S POLICY

CORPORATORS Dated: _______________ 

______________________________________________________________________________

I. General. The Charlotte Hungerford Hospital (the “Hospital”) will have Corporators.
Corporators serve in an honorary capacity, and except as provided in this Policy,
Corporators, in such capacity, have no right to notice of or to vote at any meeting of the
Board of Directors of the Hospital (the “Hospital Board”), shall not be considered for
purposes of establishing a quorum at meetings of the Hospital Board, and shall have no
other rights or responsibilities.

II. Election. Corporators are elected at the annual meeting of the Corporators from among
nominees submitted to such meeting by the Hospital Board Chair, upon a vote of two-
thirds of the Corporators present at such annual meeting.  Each Corporator's term of
office shall expire at the fifth annual meeting of the Corporators following the date on
which such Corporator is elected.  There shall be no limit to the number of terms which a
Corporator may serve.  The Corporators shall continue to support the Hospital and serve
in an advisory capacity, advocating the Hospital’s role and mission in the community and
providing a perspective on the needs of the community to the Hospital.

III. Meetings of Corporators.  There will be an annual meeting of the Corporators.  Other
meetings may be called by the Hospital Board Chair.  At the annual meeting, the
Corporators will hear reports of the Hospital’s services and have the opportunity for
comment and discussion.  The time, place, and manner of notice of such meetings shall
be determined by the Hospital Board.

IV. Transfer, Removal, Withdrawal.  A Corporator may not transfer his or her status as a
Corporator, and such status shall terminate upon death, voluntary withdrawal,
resignation, or removal by either the Hospital Board or the Hospital’s Member.

V. Voting.  Although Corporators have no vote on Hospital corporate matters, the Hospital
Board may from time to time submit matters to the Corporators for an advisory opinion.
Each Corporator has one vote on a matter submitted to Corporators for vote.  Voting shall
be in person, at a meeting called for that purpose, and there shall be no voting by proxy.
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Exhibit 4.4.1 
CHH Debt Documents

1. Loan Agreement by and among State of Connecticut Health and Education Facilities
Authority (“CHEFA”), CHH and Salisbury Bank and Trust Company dated as of
February 1, 2016.

2. Tax Regulatory Agreement by and between CHEFA and CHH dated as of February 23,
2016.

3. Business Loan Agreement by and between CHH and Santander Bank, N.A. dated as of
September 11, 2014 (as amended).
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Exhibit 5.2.2 

CHH Material Clinical Services

Anesthesia
Behavioral Health Services (Adult, Child and Adolescent) 

- Inpatient
- Outpatient
- Partial Hospitalization Program

Cardiology 
Critical Care Unit
Diagnostic Imaging
Emergency Departments in Torrington and Winsted 
Endocrinology/Diabetes Management
Gastroenterology
Hospitalist Services
Infectious Disease
Internal Medicine
Med/Surge/Telemetry Inpatient Beds 
Inpatient Laboratory Services
Neurology 
Oncology 
Pharmacy
Pulmonary 
Orthopedics Outpatient  
Sleep Lab
Radiation Therapy
Rehabilitation Services
Maternity and Women/Infant Services
Radiation Therapy
Respiratory Services
Surgical Services 

- General
- Endoscopy
- Orthopedics
- Otolaryngology

Urgent Care
Urology 
Wound Care 
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Exhibit 5.6 

CHH Projected EHR Costs

Projected annual capital and operational costs: $447,480 
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Exhibit 6.2 

CHH Senior Management

John Capobianco 

Brian Mattiello

Daniel McIntyre

Mark Prete

Susan Schapp 
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User, OHCA

From: Clarke, Ormand
Sent: Wednesday, March 14, 2018 12:22 PM
To: Durdy, Barbara
Cc: User, OHCA; Cotto, Carmen
Subject: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-

CON

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
 
Dear Ms. Durdy: 
 
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
 
Thank you for the Execution Copy of the Affiliation Agreement (“The Agreement”) received upon request, 
February 27, 2018. 
 
In reviewing the Agreement it was noted that the following pages were redacted from the Execution Copy of the 
Agreement: 
 
Page 161: Exhibit 4.6 Strategic Framework 
Page 164: Exhibit 5.7 HHC Branding Guidelines 
Page 166: Exhibit 8 CHH Disclosure Schedule (Financial Schedule A) 
Page 167: Exhibit 9 HHC Disclosure Schedule (TCHH CMS Corrective Action Plan). 
 
As a courteous reminder, Condition # 9 of the above captioned order stipulates, in relevant part:  
 
“TCHH and/or HHC may redact from submission under (9) (C) (i), any information that is exempt from 
disclosure under Conn. Gen. Stat. § 1-210. If TCHH and/or HHC redact material in accordance with the 
previous sentence, TCHH and/or HHC shall provide a list to OHCA, which identifies in general terms the 
nature of the redacted material and why each redacted schedule or exhibit is specifically being claimed as 
exempt for public record purposes.” 
 
Considering TCHH and/or HHC have redacted the above stated material, please provide a list to OHCA, which 
identifies in general terms the nature of the redacted material and why each redacted schedule or exhibit is 
specifically being claimed as exempt for public record purposes. 
 
It is requested that any response submitted to OHCA should continue to be delivered to the general inbox at 
OHCA@ct.gov, as in prior instances. 

Please do not hesitate to contact me if there are any questions. 
 
Ormand Clarke 
Health Care Analyst 
Office of Health Care Access 
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Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7047 / F: (860) 418‐7053 / E: ormand.clarke@ct.gov 
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User, OHCA

From: Clarke, Ormand
Sent: Friday, March 16, 2018 1:56 PM
To: User, OHCA
Cc: Cotto, Carmen
Subject: FW: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 

16-32135-CON

 
 

From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Friday, March 16, 2018 1:32 PM 
To: Clarke, Ormand <Ormand.Clarke@ct.gov> 
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16‐32135‐CON 
 
Ormand, 
We will get this to you as soon as possible. 
Barbara 
  

From: Clarke, Ormand [mailto:Ormand.Clarke@ct.gov]  
Sent: Wednesday, March 14, 2018 12:22 PM 
To: Durdy, Barbara 
Cc: User, OHCA; Cotto, Carmen 
Subject: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
  
CAUTION: This email is from outside HHC. USE CARE when opening 
attachments or links. 

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
  
Dear Ms. Durdy: 
  
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 

  
Thank you for the Execution Copy of the Affiliation Agreement (“The Agreement”) received upon request, 
February 27, 2018. 
  
In reviewing the Agreement it was noted that the following pages were redacted from the Execution Copy of the 
Agreement: 
  
Page 161: Exhibit 4.6 Strategic Framework 
Page 164: Exhibit 5.7 HHC Branding Guidelines 
Page 166: Exhibit 8 CHH Disclosure Schedule (Financial Schedule A) 
Page 167: Exhibit 9 HHC Disclosure Schedule (TCHH CMS Corrective Action Plan). 
  
As a courteous reminder, Condition # 9 of the above captioned order stipulates, in relevant part:  
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“TCHH and/or HHC may redact from submission under (9) (C) (i), any information that is exempt from 
disclosure under Conn. Gen. Stat. § 1-210. If TCHH and/or HHC redact material in accordance with the 
previous sentence, TCHH and/or HHC shall provide a list to OHCA, which identifies in general terms the 
nature of the redacted material and why each redacted schedule or exhibit is specifically being claimed as 
exempt for public record purposes.” 
  
Considering TCHH and/or HHC have redacted the above stated material, please provide a list to OHCA, which 
identifies in general terms the nature of the redacted material and why each redacted schedule or exhibit is 
specifically being claimed as exempt for public record purposes. 
  
It is requested that any response submitted to OHCA should continue to be delivered to the general inbox at 
OHCA@ct.gov, as in prior instances. 

Please do not hesitate to contact me if there are any questions. 
  
Ormand Clarke 
Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7047 / F: (860) 418‐7053 / E: ormand.clarke@ct.gov 
  
  

 
  
  

 
 
Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Monday, March 19, 2018 9:05 AM
To: Clarke, Ormand; User, OHCA
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-

CON
Attachments: Confidential letter regarding redacted materials 03 19 18.pdf

Ormand, 
Please see attached confidential letter regarding redacted materials. 
Please do not hesitate to contact me if you need additional information. 
Thank you 
Barbara 
  

From: Clarke, Ormand [mailto:Ormand.Clarke@ct.gov]  
Sent: Friday, March 16, 2018 1:57 PM 
To: Durdy, Barbara 
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
  
CAUTION: This email is from outside HHC. USE CARE when opening 
attachments or links. 

Thanks, Barbara. Have a great weekend. 
  

From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Friday, March 16, 2018 1:32 PM 
To: Clarke, Ormand <Ormand.Clarke@ct.gov> 
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16‐32135‐CON 
  
Ormand, 
We will get this to you as soon as possible. 
Barbara 
  

From: Clarke, Ormand [mailto:Ormand.Clarke@ct.gov]  
Sent: Wednesday, March 14, 2018 12:22 PM 
To: Durdy, Barbara 
Cc: User, OHCA; Cotto, Carmen 
Subject: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
  
CAUTION: This email is from outside HHC. USE CARE when opening 
attachments or links. 

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
  
Dear Ms. Durdy: 
  
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
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Thank you for the Execution Copy of the Affiliation Agreement (“The Agreement”) received upon request, 
February 27, 2018. 
  
In reviewing the Agreement it was noted that the following pages were redacted from the Execution Copy of the 
Agreement: 
  
Page 161: Exhibit 4.6 Strategic Framework 
Page 164: Exhibit 5.7 HHC Branding Guidelines 
Page 166: Exhibit 8 CHH Disclosure Schedule (Financial Schedule A) 
Page 167: Exhibit 9 HHC Disclosure Schedule (TCHH CMS Corrective Action Plan). 
  
As a courteous reminder, Condition # 9 of the above captioned order stipulates, in relevant part:  
  
“TCHH and/or HHC may redact from submission under (9) (C) (i), any information that is exempt from 
disclosure under Conn. Gen. Stat. § 1-210. If TCHH and/or HHC redact material in accordance with the 
previous sentence, TCHH and/or HHC shall provide a list to OHCA, which identifies in general terms the 
nature of the redacted material and why each redacted schedule or exhibit is specifically being claimed as 
exempt for public record purposes.” 
  
Considering TCHH and/or HHC have redacted the above stated material, please provide a list to OHCA, which 
identifies in general terms the nature of the redacted material and why each redacted schedule or exhibit is 
specifically being claimed as exempt for public record purposes. 
  
It is requested that any response submitted to OHCA should continue to be delivered to the general inbox at 
OHCA@ct.gov, as in prior instances. 

Please do not hesitate to contact me if there are any questions. 
  
Ormand Clarke 
Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7047 / F: (860) 418‐7053 / E: ormand.clarke@ct.gov 
  
  

 
  
  

 
 
Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
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privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  

 
 
Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
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User, OHCA

From: Roberts, Karen
Sent: Thursday, March 22, 2018 10:34 AM
To: Cotto, Carmen; Clarke, Ormand; Martone, Kim
Cc: User, OHCA
Subject: FW: Independent Consultant issue - DN 16-32135-CON

 
 
From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Thursday, March 22, 2018 10:15 AM 
To: Roberts, Karen <Karen.Roberts@ct.gov> 
Subject: RE: Independent Consultant issue ‐ DN 16‐32135‐CON 
 
Karen, 
My goal is to send you the SOW and engagement letter by end of day tomorrow.  
Thank you for the reminder. 
Barbara 
 

From: Roberts, Karen [mailto:Karen.Roberts@ct.gov]  
Sent: Thursday, March 22, 2018 9:37 AM 
To: Durdy, Barbara 
Cc: User, OHCA; Cotto, Carmen; Clarke, Ormand; Martone, Kim 
Subject: Independent Consultant issue - DN 16-32135-CON 
 
CAUTION: This email is from outside HHC. USE CARE when opening 
attachments or links. 

Hi Barbara – The contract for the Independent Consultant for the Charlotte Hungerford – HHCC CON 
(#16-32135-CON) must be executed within 90 of closing but OHCA has not received any material 
related to this matter per Condition #16.  The Agreed Settlement requires that “OHCA shall review 
and approve the contract between the independent consultant and TCHH and/or HHC in advance of 
its execution”.  The 90 day mark is Saturday, March 31st.   Please file the required material for the 
CON record in this matter at the earliest convenience.   Thanks.  Karen 
 
Sincerely, 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
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Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Friday, March 23, 2018 4:33 PM
To: Roberts, Karen
Cc: User, OHCA; Cotto, Carmen; Clarke, Ormand; Martone, Kim
Subject: RE: Independent Consultant issue - DN 16-32135-CON
Attachments: HHC - CHH - Consulting and Professional Services Agreement for Independent 

Consultant.docx

Karen, 
Attached please find  the consulting Statement of Work /  contract to engage Milliman as our Independent Consultant. 
We have requested an engagement letter from Milliman also and will submit that to you early next week. Please let me 
know if you have any questions or concerns, 
Best, 
Barbara 
 
 

From: Roberts, Karen [mailto:Karen.Roberts@ct.gov]  
Sent: Thursday, March 22, 2018 9:37 AM 
To: Durdy, Barbara 
Cc: User, OHCA; Cotto, Carmen; Clarke, Ormand; Martone, Kim 
Subject: Independent Consultant issue - DN 16-32135-CON 
 
CAUTION: This email is from outside HHC. USE CARE when opening 
attachments or links. 

Hi Barbara – The contract for the Independent Consultant for the Charlotte Hungerford – HHCC CON 
(#16-32135-CON) must be executed within 90 of closing but OHCA has not received any material 
related to this matter per Condition #16.  The Agreed Settlement requires that “OHCA shall review 
and approve the contract between the independent consultant and TCHH and/or HHC in advance of 
its execution”.  The 90 day mark is Saturday, March 31st.   Please file the required material for the 
CON record in this matter at the earliest convenience.   Thanks.  Karen 
 
Sincerely, 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
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Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  



 
 

 

 
CONSULTING AND PROFESSIONAL SERVICES AGREEMENT 

 
This Consulting and Professional Services Agreement (this “Agreement”) is made effective on the later 

of the signature dates signed by the parties below (the “Effective Date”) and entered into by and between 
Hartford HealthCare Corporation, a Connecticut nonprofit corporation, on behalf of itself and its Affiliates 
(defined below) ("Customer”) and Milliman, Inc. (“Consultant”) (each a "party" to and collectively "parties" 
to this Agreement). 

The terms and conditions of this Agreement shall apply to any statement of work (“SOW”) entered into by the 
parties, each of which is incorporated into this Agreement by reference.  In the event of a conflict between this 
Agreement and a SOW, the terms and conditions of this Agreement shall control, unless expressly stated 
otherwise in the SOW.  Any Consultant terms and conditions included with or within Consultant’s invoice or 
any other document provided by Consultant shall be of no effect.  

1.0 Definitions.  As used in this Agreement, the following terms shall have the meanings ascribed to them 
as set forth in this Section:   

(a)  "Affiliate" means an entity in which Customer: (1) is the sole corporate member; (2) has more 
than a twenty percent (20%) ownership interest; (3) has voting control of membership/ownership 
interests; (4) has the ability to elect a majority of the voting control of the governing board; or (5) 
has an agreement to manage the entity’s operations.  

(b)  "Agreement" means this Consulting and Professional Services Agreement, all Exhibits attached to 
this Agreement, and any future statement(s) of work, amendments or Change Orders thereto.  

(c)  "Customer Property"  means (a) software, documentation, contracts, summaries, tools, routines, 
programs, designs, technology, ideas, know-how, processes, techniques and inventions that 
Customer or its Affiliates makes, develops, conceives or reduces to practice, whether alone or 
jointly with others, either prior to, contemporaneously with, or subsequent to, the term of this 
Agreement, and (b) all enhancements, modifications, improvements and derivative works of any 
software and of each and any of the foregoing.  

(d)  "Consultant Property" means any work, inventions, discoveries, processes and improvements, 
computer processes, specifications, operating instructions, notes, and any other documentation 
(whether or not patentable) created by Consultant prior to its engagement with Customer, which 
Consultant uses to satisfy its obligations under a statement of work.  Consultant Property also 
includes any generic updates or edits to such pre-existing property made during the course of 
performing the Services. 

(e) “Deliverable” means any final deliverable item to be provided by Consultant to Customer as set 
forth in the applicable SOW. 

2.0  [Intentionally Left Blank]. 

3.0   Description of Services.  

3.1  Description of Services.  The consulting and/or professional services to be performed by 
Consultant (the “Services”) shall be mutually agreed to in one or more written SOWs in 
accordance with this Agreement.  Each SOW shall specify in detail the Services to be rendered, 
including: (a) a description of the work product to be delivered, including but not limited to, 
acceptance criteria and detailed design and functional specifications for the deliverables 
thereunder; (b) the proposed performance schedule; and (c) the cost and/or fees for such 
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Services.  Each SOW shall be in writing, signed by both parties, reference this Agreement, and 
be substantially in the form of the attached Exhibit A, unless otherwise agreed.  A signed SOW 
may be modified by a written agreement signed by both parties that references both this 
Agreement and the associated SOW and which is substantially in the form of the attached 
Exhibit B ("Change Order").  In addition to the terms and conditions of this Agreement, the 
following provisions apply to all SOWs and Change Orders: (i) Customer shall approve in 
writing all project activities in accordance with this Agreement; (ii) all work shall be performed 
in accordance with this Agreement; (iii) all Deliverables are subject to review and acceptance 
by Customer; and (iv) upon request by Customer, Consultant will provide Customer with all 
materials related to the SOW and any associated Change Order, and a written status report of 
work accomplished, work in progress, and work planned. Notwithstanding anything herein to 
the contrary, Consultant makes no express or implied warranty and shall have no liability of 
any form whatsoever with respect to any draft or unfinished Deliverable delivered to Customer 
following a termination.  Consultant acknowledges that time is of the essence for the Services 
provided hereunder. 

3.2  Access to Customer Property.  In the event the Services require Consultant's access to and/or 
use of any Customer Property, Consultant shall request such access from Customer only to the 
extent necessary for Consultant to perform the Services.  In such event, Consultant shall abide 
by all restrictions relating to use of or access to the Customer Property applicable to Customer 
and any policies of Customer related to such use, provided that Customer shall provide 
Consultant with written notice of any Customer-specific restrictions or policies. 

4.0 Term. The term of this Agreement will begin on the Effective Date and shall continue throughout the 
period described in Exhibit A (the “Term”).     

5.0  Acceptance of Services. If Customer discovers a material non-conformity within ninety (90) days 
following delivery of a deliverable and Customer notifies Consultant of the non-conformity, Consultant 
shall correct the non-conformity at no additional charge in a timely and professional manner. In the 
event Consultant cannot correct the non-conformity within a timely and professional manner, Customer 
may request a refund of amounts paid for such non-conforming Services. 

 
6.0 Representations and Warranties of Consultant. Consultant acknowledges that Customer is relying on 

Consultant’s representations and warranties as essential elements to this Agreement, representing as 
they do, material inducements, without which Customer would not have entered into this Agreement.  

 
6.1 General Services Warranty.  Consultant warrants that the Services provided herein shall be 

performed in a good and workmanlike manner and in accordance with the prevailing 
professional standards of the applicable industry.  In the event of a breach of the foregoing 
warranty, Consultant shall repair, replace or redo the Services, at no additional cost to 
Customer. 

 
6.2 Qualifications.  Consultant warrants that it, as well as its agents and any authorized 

subcontractors engaged to provide the Services (collectively “Consultant Personnel”), has and 
will maintain all the skills, experience, and qualifications necessary to provide the Services, 
including any required training, registration, permits, certification or licensure.  
 

6.4 Conflict of Interest.  Consultant warrants that to the best of its knowledge, there exists no actual 
or potential conflict between Consultant and Customer, and in the event of a change in either 
Consultant’s private interests or the Services under this Agreement, Consultant will inform 
Customer regarding a possible conflict of interest which may arise as a result of such change.   
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6.5 Good Standing.  Consultant warrants that it is a legally organized entity in good standing under 
the laws of the state of its organization and, where required, in good standing under the laws of 
the State of Connecticut. 

 
6.6 Noninfringement.  Consultant represents and warrants that all Deliverables, Work Product 

(defined hereafter) and Consultant Property licensed or owned by Consultant and used in the 
performance of any SOW shall be of original development or licensable by Consultant, as the 
case may be, and that the Services and, if applicable, Customer’s use of the Services or any 
processes, techniques and methodologies provided by Consultant or developed by Consultant 
shall not infringe upon or violate any patent, copyright, trade secret, trademark, or other third 
party intellectual property right. 

 
6.7 Not Excluded.  Consultant represents that neither Consultant, nor, to the best of its knowledge, 

any Consultant employees, is excluded from participating in the Medicare or Medicaid 
program, nor currently debarred, suspended or listed on the Office of Inspector General's 
exclusion list (OIG website), any state Medicaid exclusion list, the Office of Foreign Assets 
Control's (OFAC's) blocked list, or the General Services Administration’s (“GSA”) List of 
Parties Excluded from Federal Procurement or Nonprocurement Programs in accordance with 
Executive Orders 12549 and 12689, “Department and Suspension”.  Consultant shall promptly 
notify Customer if it becomes debarred, suspended or included on any such list during the term 
of this Agreement and Customer shall have the right to terminate this Agreement immediately 
and without penalty.   

 
Consultant further represents that no adverse action by the federal government that will or may 
result in exclusions from a Federal Healthcare Program has occurred or is pending or threatened 
against Consultant or its Affiliates, or to the best of its knowledge, against any Consultant 
employee.  Consultant warrants that is shall not perform any act that would likely cause 
Consultant to be excluded from a Federal Healthcare Program or become debarred, suspended 
or listed in the above lists during the term of this Agreement. For the purpose of this Section, 
the term "Federal Healthcare Program" means the Medicare program, the Medicaid program, 
TRICARE, any health care program of the Department of Veteran Affairs, the Maternal and 
Child Health Services Block Grant program, any state social services block grant program, any 
state children's health insurance program, or any similar program.    

6.8 Clear Title.  Consultant represents and warrants that the Deliverables and/or Work Product is 
not the subject of a lien, a security interest, claim, cause of action or otherwise hypothecated to 
a third party.  

  
7.0 Financial Arrangement.   

7.1 Payment Terms.  Customer shall pay to Consultant all invoiced amounts for undisputed and 
accepted Services rendered by Consultant in accordance with this Agreement.  Unless 
otherwise stated in a SOW, Consultant shall be responsible for costs associated with all out-of-
pocket expenses incurred while providing the Services (e.g., travel, meals, lodging, etc.).  
Consultant shall invoice Customer for the Services in arrears for all SOWs which specify that 
the work is to be performed on a time and materials basis. For SOWs specifying a fixed fee, 
Consultant shall invoice Customer in accordance with the payment schedule tied to the 
deliverables listed on the applicable SOW.  All invoices shall be itemized and shall substantiate 
all charges set forth therein.  Consultant shall maintain complete and accurate accounting 
records in accordance with generally accepted accounting practices to substantiate Consultant's 
charges and expenses hereunder.  Customer shall pay all undisputed invoices within sixty (60) 
days of Customer's receipt thereof.  Consultant agrees that Customer may make payments 
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electronically through Automated Clearing House (ACH).  All invoices will include a summary 
of services provided to each Customer and will be submitted to Customer as noted in the SOW 
or Change Order.  Additionally, Customer may withhold the whole or part of any payments due 
to Consultant to the extent appropriate to set off Customer’s losses or costs due to damage to 
property of Customer or third party caused by an act, omission or negligence of Consultant, or 
its agent or employee. 

7.2 Tax-Exemption. Customer and certain Affiliates are exempt from sales and use taxes and will 
not be responsible for the payment of any such taxes to Consultant.  Upon request, Customer 
and the relevant Affiliate will timely provide Consultant with a valid exemption certificate. 
Consultant shall cooperate with Customer and the relevant Affiliate as reasonably necessary to 
establish with a relevant taxing authority Customer’s and/or Affiliates’ exemption from tax on 
the Services purchased or provided under this Agreement. Except as otherwise expressly 
provided in this Agreement, Consultant shall be responsible for payment of all business 
expenses incurred while providing the Services.  

8.0 Termination.   

8.1 Termination for Breach.  Either party may terminate this Agreement upon breach by the other 
party of any material provision of this Agreement, provided the breach continues for thirty (30) 
calendar days (“Cure Period”) after the breaching party’s receipt of written notice of such 
breach.  If such breach is cured within the Cure Period, then this Agreement shall continue in 
full force and effect; provided, however, that a breach of any representation, warranty or 
material provision will not be subject to cure.  Notwithstanding anything to the contrary 
contained in this Agreement, if Consultant breaches any term of this Agreement, Customer may, 
at its option, exercise any one or more of the following remedies: (i) terminate this Agreement, 
(ii) terminate the applicable SOW, (iii) withhold any further payments otherwise due to 
Consultant hereunder, and/or (iv) exercise any other rights and remedies available at law or in 
equity. 

 
8.2 Without Cause Termination.  Customer may terminate this Agreement or SOW without cause or 

penalty upon thirty (30) days prior written notice to Consultant.   
 
8.3 Change in Law.  If subsequent to the execution of this Agreement it is determined by either 

party’s legal counsel that this Agreement or any of its provisions does violate or may violate any 
law, rule, or regulation, then the parties agree to renegotiate the provision in good faith so that it 
complies with the law, rule or regulation.  If the parties are unable to come to an agreement 
within thirty (30) calendar days, either party may, without further notice, immediately terminate 
this Agreement. 

 
8.4 Effect of Termination.  Upon receipt of notice of termination, Consultant shall cease all activity 

in relation to the Services and deliver to Customer a final invoice.  Upon termination of any 
SOW or this Agreement for any cause or for no cause, or at any earlier time upon the demand of 
Customer, Consultant shall, without cost to Customer, (a) deliver to Customer in an orderly and 
expeditious manner all data, records, documentation, and other property belonging to Customer 
then in the possession of Consultant, including, but not limited to the Deliverables, Work 
Product and Consultant Property and all copies, extracts, summaries, and portions thereof, on 
whatever media rendered; (b) purge from its computer systems any Work Product and all copies, 
extracts, summaries, and portions thereof; and (c) upon request of Customer, certify in writing 
that it has complied with these requirements.  This Section shall survive the expiration or 
termination of this Agreement.  Notwithstanding anything herein to the contrary, Consultant 
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makes no express or implied warranty and shall have no liability of any form whatsoever with 
respect to any draft or unfinished Deliverable delivered to Customer following a termination.   

 
9.0  Personnel.    Consultant shall be fully and solely responsible for the compensation and performance of 

all of its employees hereunder and the filing of any and all returns and reports and the withholding 
and/or payment of all applicable federal, state and local wage tax, or employment related taxes.     

10.0 Compliance with Laws, Policies & Procedures.  Consultant shall fully comply with all applicable 
federal, state, and local laws, rules, regulations, and ordinances in performances of the Services, 
including but not limited to the Health Insurance Portability and Accountability Act of 1996 (which act 
and regulations as amended, restated and superseded from time to time, are collectively referred to as 
“HIPAA”), anti-kickback laws, the Medicare/Medicaid Anti-Fraud and Abuse statutes, the restrictions 
on Customer and its Affiliates by virtue of its tax exempt status, and laws relating to physician referrals.  

 
11.0 Ownership and Proprietary Rights.  

11.1  Work Product and Deliverables. All work, ideas, inventions, discoveries, processes and 
improvements, computer programs, specifications, operating instructions, notes, and all other 
documentation (whether or not patentable) created, conceived or reduced to practice by 
Consultant, alone or with others, in connection with Services rendered for Customer hereunder 
or which derive from information or materials Consultant has received from Customer shall be 
considered to be the "Work Product".  The parties agree that Work Product shall not include 
Consultant Property.  The parties further agree that to the extent the Services result in the 
creation of any Work Product that is not a part of the Deliverables to be provided hereunder, 
they will confer in good faith as to the ownership of that particular Work Product. Consultant 
also agrees that the Deliverables are the exclusive property of Customer and, as a result, 
Consultant hereby assigns its all rights, title, and interest in the Deliverables to Customer. 
Further, Consultant will execute all documents and do all things reasonably necessary to ensure 
that Customer obtains full title to such Deliverables, including all intellectual property thereto.  
Consultant warrants that it has enforceable written agreements with all of its employees and all 
subcontractors permitted hereunder that assign to Consultant ownership of all patents, 
copyrights, and other proprietary rights created in the course of their employment or 
engagement. 

11.2  Written, Graphic, or Recorded Material. Consultant agrees that all Deliverables (excluding 
Consultant Property) shall be deemed to be a "work made for hire," as such term is defined in 
the copyright laws of the United States.  If, for any reason, any such copyrightable work created 
by Consultant is excluded from the definition of a "work made for hire," Consultant hereby 
assigns and conveys to Customer all rights, title, and interest in and to such work, including the 
copyright therein and any copyright renewal thereof.  Unless alternative licensing terms for 
Consultant Property are set forth in the SOW, Consultant grants Customer a non-exclusive, 
perpetual license to use, copy, and distribute within Customer and Affiliates (including to 
employees, agents, and consultants) for Customer’s business purposes, all Consultant Property 
provided to Customer hereunder.  

11.3  Cooperation. Consultant will execute all documents and do all things reasonably necessary to 
ensure that Customer obtains full title to any Deliverable or Work Product, including all 
intellectual property thereto.  For example, Consultant shall cooperate with Customer or its 
designees and execute documents of assignment, declarations, and other documents which may 
be prepared by Customer, and take other necessary actions as reasonably directed by Customer 
to effect the foregoing or to perfect or enforce any proprietary rights resulting from or related to 
this Agreement.  Customer shall reimburse Consultant for reasonable out-of-pocket expenses 



 

    6  
4831-2844-9371, v. 5 

incurred by Consultant in performing the foregoing at the specific request of Customer; 
however, Consultant will not charge Customer additional Service fees for such assistance. 

11.4 Third Party Distribution.  The Deliverables are prepared solely for the internal business use of 
Customer. The Deliverables may not be provided to third parties, other than any instrumentality 
of the State of Connecticut without Consultant's prior written consent, which consent may be 
conditioned on execution by the third party other than any instrumentality of the State of 
Connecticut of Consultant’s standard Third Party Release Agreement. Consultant does not 
intend to benefit any third party recipient of the Deliverables , even if Consultant consents to 
the release of the Deliverables to such third party. 

12.0 Insurance.  

12.1 Insurance Coverages.  At all times during the term of this Agreement and for a period of at least 
three (3) years thereafter, Consultant, at its sole cost and expense, shall maintain in effect the 
insurance coverage described below. If applicable, Consultant shall obtain or otherwise arrange 
for appropriate levels of insurance coverage for all subcontractors providing services that shall 
also comply with insurance requirements as follows:  

 Commercial general liability insurance, including products/completed operations, personal 
and advertising injury coverage, on a form equivalent or superior to CG0001 1207 or 
CG0002 1207, with a minimum limit of $1,000,000 per occurrence and minimum annual 
general aggregate and products/completed operations annual aggregate limits of 
$3,000,000;  

 Professional liability (Technology Errors and Omissions) insurance covering the liability 
for financial loss due to error, omission or negligence of Consultant, with a minimum  
amount of $1,000,000 per claim and $3,000,000 in the annual aggregate;  

 Worker's compensation and employer's liability insurance or any alternative plan or 
coverage as permitted or required by  applicable laws within the state that work is being 
performed, with a minimum employers’ liability limit of $1,000,000 each accident, each 
employee for disease, and policy limit for disease;  

 Automobile liability insurance covering the use of all owned, non-owned and hired 
automobiles with a minimum combined single limit  of $1,000,000 per accident; Third 
party fidelity bond insurance, including blanket employee dishonesty and computer fraud 
insurance, for loss arising out of or in connection with fraudulent or dishonest acts 
committed by the employees of Consultant in a minimum amount of $1,000,000 per loss; 
and 

 Privacy and network security insurance (Cyber Liability) covering loss arising out of or in 
connection with loss or disclosure of confidential information, in a minimum amount of 
$3,000,000 per loss. 

 
The required limits may be satisfied by a combination of primary and excess policies. If, for any 
reason, such policy insurer cancels or fails to renew such policy, Consultant shall promptly 
purchase a replacement policy containing substantially the same terms as such policy and 
including Prior Acts coverage for any claims-made policies, effective from the Effective Date.  

12.2 Additional Insurance Requirements.  All insurance policies Consultant and subcontractors are 
required to carry pursuant to this Section shall: (i) be provided by reputable and financially 
responsible insurance carrier, licensed as admitted or surplus lines carriers in applicable states, 
with an A.M. Best Financial Performance Rating (“FPR”) of A- or better and a minimum 
Financial Size Category (“FSC”) of VII or higher; (ii) require the insurer to notify Customer in 
writing at least thirty (30) days in advance of cancellation; and (iii) include a waiver of all rights 
of subrogation against Customer and its Affiliates, except in the case of professional liability and 
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cyber liability policies.  Consultant shall designate Customer, its Affiliates, subsidiaries and their 
respective sponsors, trustees, directors, officers, employees and representatives as "additional 
insureds" on all general liability and auto liability insurance policies. Such insurance policies 
shall be primary as to the Additional Insureds and non-contributory with respect to any other 
insurance or self-insurance Customer may maintain. Certificates of insurance evidencing all 
coverages described in this Section shall be furnished to Customer prior to the Effective Date 
and at each policy renewal date.  In the event coverage is denied or reimbursement of a properly 
presented claim is disputed by the carrier for insurance described above, upon written request, 
Consultant shall provide Customer with the opportunity to review a copy of the involved 
insurance policy or policies within ten (10) business days of receipt of such request.  The terms 
of this Section shall not be deemed to limit the liability of Consultant hereunder, or to limit any 
rights Customer may have including, without limitation, rights of indemnity or contribution.   

13.0 Indemnification.   

13.1  Consultant shall indemnify, hold harmless and defend Customer and its officers, directors, 
employees, agents, Affiliates, successors and permitted assigns (collectively, the "Indemnified 
Party") against any and all damages, liabilities, claims, actions, judgments, settlements, 
interest, awards, penalties, fines, costs, or expenses of whatever kind, including reasonable 
attorneys' fees, that are incurred by the Indemnified Party (collectively, "Losses"), which 
Customer may suffer or incur arising out of or in connection with any third party claim 
alleging:  

(a)  a breach or non-fulfillment of any express representation or warranty set forth in this 
Agreement by Consultant;  

(b)  a breach of the confidentiality obligations set forth under this Agreement;  

(c)  any grossly negligent act or omission of Consultant or its personnel, subcontractors or agents 
(including any reckless or willful misconduct) in connection with the performance of its 
obligations under this Agreement;  

(d)  any bodily injury, death of any person or damage to real or tangible personal property caused 
by Consultant or its personnel, subcontractors, or agents (including any reckless or willful 
misconduct);  

(e) that the Services or Customer's  use of the Work Product, Deliverables or Consultant Property, 
or any portion thereof as permitted herein infringes or violates any patent, copyright, trade 
secret, trademark, or other third party intellectual property right or misappropriates a trade 
secret;  

(f) any failure by Consultant to comply with any applicable federal, state or local laws, 
regulations or codes in the performance of its obligations under this Agreement; 

(g) or relating to the filing of a lien against any property of Customer, or any claim or action 
against Customer in which the personnel, subcontractor, or agent of Consultant claims 
payment from Customer for services and/or goods under this Agreement; or 

(h)  relating to any claims or liability for wages, workers' compensation, unemployment 
compensation or employee benefits made by Consultant's employees and/or subcontractors, 
payroll or related taxes, or other governmental charges related to the performance of the 
Services.  

  

If a claim is made under subsection (e) and Customer is in any way enjoined from using the 
Deliverable or Work Product, Consultant Property, or any portion thereof, Consultant shall 
promptly, at its expense either: (i) provide to Customer non-infringing means of using the 
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Deliverable, Work Product and/or Consultant Property; (ii) negotiate and procure for Customer the 
right to use the Deliverable, Work Product and/or Consultant Property without restriction; or (iii) if 
neither (i) nor (ii) can be accomplished within a reasonable time period and at no cost to Customer, 
then refund to Customer all monies paid in relation to the infringing Deliverable, upon return to 
Consultant of said Deliverable.  

 

14.0  Audit; Access to Books and Records.   

14.1 Customer Audit.  Consultant is responsible for keeping accurate records related to its 
performance and obligations under this Agreement, including but not limited to any price, cost 
or budget computations.  Consultant agrees that Customer or its duly authorized representative 
has the right to audit any directly pertinent books, documents, and records related to its 
performance of the Services and compliance with the terms and conditions of this Agreement.  
Consultant shall make available to Customer or its agents all such records within thirty (30) 
business days of a written request.  Consultant agrees to allow Customer to make and retain 
copies of those materials deemed useful for documenting the audit activity and results.  The 
right to audit shall be limited to one (1) audit each year throughout the term of this Agreement 
and for a period of one (1) year after its expiration or earlier termination.  If applicable, the 
right to audit shall also apply to agents and subcontractors hired by Consultant for the purpose 
of fulfilling this Agreement, provided that any such parties agree to reasonable obligations of 
confidentiality and non-use with Consultant.  In the event that audits discover substantive 
findings related to fraud, misrepresentation or non-performance, or an overcharge on the part of 
Consultant, then Customer may recoup the costs of the audit work from Consultant, and in the 
case of an overcharge, the overpayment made by Customer. 

 
15.0 Confidential Information.   

15.1 Confidentiality.  For the purposes of this Agreement, “Confidential Information” shall mean 
any and all nonpublic scientific, technical, financial or business information in any form 
(written, oral or visual) possessed by a party (the “Discloser”) and furnished or made available 
to the other party (“Recipient”) during the term of this Agreement.  For purposes of clarity, 
Confidential Information shall include information pertaining to Affiliates of the parties, 
including but not limited to patient and demographic information, Personal Information 
(defined below), Deliverable, Work Product, and trade secrets.  Each party agrees to (a) hold all 
Confidential Information in confidence and not, directly or indirectly, disclose to any third 
party any Confidential Information, except as expressly permitted in this Agreement, (b) use 
Confidential Information solely as required to perform the Services, and (c) treat Confidential 
Information with the same degree of care it uses to protect its own confidential information, but 
in no event with less than a reasonable degree of care.  The parties agree that Confidential 
Information shall not include: (i) information which at the time of disclosure is in the public 
domain; (ii) information which, after disclosure, becomes part of the public domain by 
publication or otherwise, except by breach of this Agreement by the Recipient; (iii) information 
that the Recipient can establish was in its possession prior to the time of disclosure and was not 
acquired, directly or indirectly, from the Discloser; (iv) information that Recipient lawfully 
receives from a third party without any obligation to keep such information confidential; (v) 
information the Recipient can establish was independently developed by persons in its employ 
or otherwise who did not use or access the Discloser’s Confidential Information; or (vi) 
information required to be disclosed by applicable law or regulation.  The parties further agree 
that Recipient may disclose Confidential Information to its employees, consultants, and agents 
on a need-to-know basis, but only if (i) those employees, consultants, and agents are bound by 



 

    9  
4831-2844-9371, v. 5 

written obligations of confidentiality at least as restrictive as those in this Agreement, (ii) 
Recipient remains liable for the compliance of those employees, consultants and agents, and 
(iii) such disclosures are required in order to comply with its obligations under this Agreement. 
In the event of a breach or threatened breach of the provisions of this Section, Disclosing Party 
shall be entitled to seek an injunction restraining such breach or threatened breach without 
having to prove actual damages or threatened irreparable harm.  Such injunctive relief as 
Disclosing Party may obtain shall be in addition to any other rights and remedies available at 
law and in equity.  This provision shall survive expiration and termination of this Agreement.  

15.2  Confidentiality of Health Information.  The parties acknowledge that Consultant has entered a 
Business Associate Agreement with Customer, attached hereto (the “BAA”).  The terms and 
conditions and obligations of consultant under the BAA are incorporated into this Agreement 
where Consultant acts in the capacity as Customer’s “Business Associate” as defined in 
regulations promulgated under HIPAA. The confidentiality terms of this Section shall 
specifically include the terms of the BAA.   

15.3 Data Breach.  Consultant shall bear all costs of loss of data arising from Consultant's 
performance of the Services, including, but not limited to, the cost of data restoration, to the 
extent such loss is caused by Consultant or its employees, agents, or subcontractors.  In the 
event of an unauthorized use or disclosure by Consultant, its employees, agents or 
subcontractors of personally identifiable information held by Customer on its own, or for or on 
behalf of any Affiliates ("Personal Information"), Consultant shall take the following action 
with respect to such unauthorized use or disclosure: (a) cooperate with Customer so that 
Customer may promptly communicate the nature of the unauthorized use or disclosure to those 
persons whose Personal Information was or likely was involved in an unauthorized use or 
disclosure ("Affected Individuals"); (b) if the unauthorized use or disclosure of Personal 
Information could lead to identity theft or related financial risk to the individual subject(s) of 
such Personal Information, purchase identity theft monitoring services from a credit reporting 
service as required by applicable law; (c) comply with any and all laws, regulations, 
governmental orders or other governmental requirements ("Laws") applicable to such 
unauthorized use or disclosure of Personal Information; and (d) take all action commercially 
reasonable to mitigate any damages of Customer relating to the unauthorized  use or disclosure 
of Personal Information.  

16.0 [Intentionally Left Blank]. 

17.0  [Intentionally Left Blank].   

18.0 Operational Matters. 

18.1 On-Site Requirements.  On-site Consultant Personnel shall follow and adhere to the Customer 
policies and procedures applicable to the provision of the Services including, by way of 
example only and without limitation:  (a) sign-in procedures, (b) identification badges, (c) 
executing confidentiality statements, (d) participation in any required training, or (e) parking 
regulations, provided that such Consultant Personnel are provided reasonable advance notice of 
such policies or regulations.   

18.2 Consultant Cooperation.  Consultant agrees to timely cooperate and assist with any applicable 
performance improvement and quality assurance activities of Customer as they may relate to 
the Services.  Consultant shall cooperate and make adjustments as necessary in the methods and 
timing for provision of Services under this Agreement so that other Consultants and Customer 
personnel can perform their independent obligations to Customer. Consultant acknowledges 
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that Customer may be, during the term of this Agreement, working with third parties in 
developing, installing, maintaining, and supporting the Customer systems, including working 
with auditors and application developers, and that the Services may involve the use of one or 
more Consultant resources to cooperate in these matters.  Such cooperation shall include 
provision of: (i) written requirements, standards and procedures for Customer systems and 
operations maintained by Consultant; (ii) assistance and support services to such third party; 
and (iii) access to the technology environment used by Consultant to provide the Services 
(subject to reasonable confidentiality and security restrictions) as necessary for such third 
parties to perform their services for Customer.   

18.3 Limitation on Consultant Personnel.  Consultant agrees that unless otherwise approved by 
Customer in writing in advance, no Consultant Personnel shall provide services if any of the 
following have occurred:  (a) any applicable registration, certification, licensure (including 
where applicable, Medicare/Medicaid provider status) of Consultant Personnel, in any state, is 
or has been threatened with limitation, suspension, revocation or exclusion; (b) any applicable 
registering, certifying, or licensing board reprimands, sanctions or otherwise disciplines 
Consultant Personnel; or (c) a negligence or malpractice claim related to the provision of the 
Services or similar services has been asserted against Consultant Personnel. 

 
18.4 Removal of Consultant Personnel.  If any Consultant Personnel repeatedly fails, in Customer’s 

sole discretion, to perform in a competent manner, and Customer notifies Consultant in writing 
that the Consultant Personnel is no longer acceptable to Customer, citing the grounds and 
specific supporting facts, then, after written notification from Customer, Consultant shall 
remove such Consultant Personnel and no longer schedule the Consultant Personnel to provide 
or the Services for Customer, or otherwise resolve any such dispute to the mutual satisfaction of 
the parties.   

 
18.5 Consultant Damage to Customer Property.  Without regard to any other section of this 

Agreement, Consultant shall be responsible for the costs to return to “as was” condition from 
any damage caused to the building, grounds, or other equipment and furnishings caused in 
whole or part by Consultant or Consultant Personnel while performing activities arising under 
this Agreement.  Consultant shall promptly report in writing the occurrence of any damage to 
Customer. 

18.6 Customer Policies and Procedures. Without limiting any other provision herein, Consultant 
acknowledges Customer's obligations to comply with certain laws and regulations as well as the 
need for Consultant Personnel to comply with reasonable requests, standard rules, and 
regulations of Customer regarding personal and professional conduct (including the use of an 
identification badge or personal protective equipment and the adherence to health care facility 
laws or regulations, including in some instances, but not limited to, criminal background 
checks, credit checks, health and/or drug screening, vaccinations and testing, and general safety 
practices or procedures) generally applicable to such facilities. Consultant shall provide 
Customer with reasonable assistance in ensuring Consultant Personnel complies with (i) laws 
and regulations affecting Customer's facility and (ii) Customer's facility rules and regulations.  
Customer shall provide Consultant with reasonable advance notice of any Customer-specific 
policies, rules, or procedures that will be applicable to the performance of the Services.  

 
19.0 Use of Name and Marks.  Neither party shall make any public statement (for example, a press release or 

any form of public advertisement) describing the other party’s relationship with that party or an 
endorsement of services without the prior written consent of the other party.  Each party may withhold 
its consent in its absolute discretion.  Each party will require ten (10) business days to consider any 
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request for such consent.  Likewise, neither party may use any of the other party’s trademarks without 
prior consent obtained through the procedure described above. 
 

20.0 Miscellaneous. 

20.1  Subcontractors. Consultant is not permitted to utilize subcontractors for performance of 
services under any SOW unless prior written consent is first obtained from Customer and 
unless such subcontractor has executed a written agreement with Consultant which obligates 
them to substantially similar terms as is required of Consultant under this Agreement.  Further, 
Consultant agrees to be fully responsible for all acts and omissions of any subcontractor used 
by Consultant.   

 
20.2 Independent Contractor Status.  It is expressly understood that Consultant is an independent 

contractor and not the agent, partner, or employee of Customer.  Consultant  and Consultant 
Personnel are not employees of Customer and are not entitled to tax withholding, worker’s 
compensation, unemployment compensation, or any employee benefits, statutory or otherwise.  
Consultant  shall not have any authority to enter into any contract or agreement to bind 
Customer and shall not represent to anyone that Consultant has such authority. 

 
20.3 Assignment.  Neither party may assign or transfer this Agreement or any interest or claim under 

this Agreement without prior written approval of the other party, provided that Customer may 
assign or transfer this Agreement to an Affiliate without Consultant’s prior written approval.  
Notwithstanding any consent to any assignment, each party shall at all times remain bound to 
all warranties, certifications, indemnifications, promises and performances, however described, 
as are required of it under this Agreement unless specifically released from the requirements, in 
writing.  Consultant shall retain the right to pledge payment(s) due and payable under this 
Agreement to third parties. 

 
20.4 Notices.  Any notice to either party must be in writing, signed by the party giving it, and served 

to the addresses indicated on the signature page or elsewhere in this Agreement (or to such 
other addressee as may be later designated by written notice) by personal delivery, recognized 
overnight courier service, or by the United States mail, first-class, certified or registered, 
postage prepaid, return receipt requested.  Consultant must provide a copy of any such notice to 
the attention of Customer’s Chief Legal Officer located at Hartford HealthCare Corporation, 
One State Street, Suite 19, Hartford, CT 06013.  All such notices shall be effective when 
received, but in no event later than three (3) days after mailing.   

 
20.5 Entire Agreement.  This Agreement, including all exhibits, SOWs, attachments and appendices 

referenced herein, constitutes the entire understanding and agreement between the parties 
concerning the subject matter hereof, and supersedes all prior negotiations, agreements and 
understandings between the parties, whether oral or in writing, concerning the subject matter 
hereof. 

 
20.6 Severability.  If any part of this Agreement shall be determined to be invalid, illegal or 

unenforceable by any valid act of Congress or act of any state legislature or by any regulation 
duly promulgated by the United States or a state acting in accordance with the law, or declared 
null and void by any court of competent jurisdiction, then such part shall be reformed, if 
possible, to conform to the law and reflect the original intent of the parties to the extent 
possible, in any event, the remaining parts of this Agreement shall be fully effective and 
operative insofar as reasonably possible. 
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20.7 Governing Law. This Agreement shall be governed by and construed under the laws of the 
State of Connecticut without regard for principles of choice of law.     

 
20.8 Waiver. Any waiver of a breach of any provision(s) of this Agreement shall not be deemed 

effective unless in writing and signed by the party against whom enforcement of the waiver is 
sought or operate as, or be construed to be, a waiver of any subsequent breach of the same or 
other provisions hereof. 

 
20.9 Survivability. Provisions surviving expiration or earlier termination of this Agreement are those 

which on their face affect rights and obligations after termination or expiration, including but 
not limited to provisions concerning indemnification, confidentiality, warranty and choice of 
law and venue. 

 
20.10 Execution.  This Agreement may be executed in duplicate, each of which when executed and 

delivered shall be an original.  The parties acknowledge and agree that this Agreement has been 
mutually discussed, negotiated, and drafted by the parties. 

 
20.11 Force Majeure.  Neither Consultant nor Customer shall be liable for failure to perform its 

respective obligations under this Agreement when failure is caused by fire, explosion, water, 
act of God, civil disorder or disturbances, strikes, vandalism, war, riot, sabotage, weather and 
energy related closings, or like causes beyond the reasonable control of the party (“Force 
Majeure Event”).  In the event that either party ceases to perform its obligations under this 
Agreement due to the occurrence of a Force Majeure Event, the party shall:  (a) as soon as 
practicable notify the other party in writing of the Force Majeure Event and its expected 
duration; (b) take all reasonable steps to recommence performance of its obligations under this 
Agreement as soon as possible, including, as applicable, abiding by the disaster plan in place 
for Customer.  In the event that any Force Majeure Event delays a party’s performance for 
more than ten (10) calendar days following notice by the delaying party pursuant to this 
Agreement, then the other party may terminate this Agreement immediately upon written 
notice. 

 
20.12 Dispute Resolution.  In the event of any dispute arising out of or relating to the engagement of 

Consultant by Customer, the parties agree that the dispute will be resolved by final and binding 
arbitration under the Commercial Arbitration Rules of the American Arbitration Association.  
The arbitration shall take place before a panel of three arbitrators.  Within 30 days of the 
commencement of the arbitration, each party shall designate in writing a single neutral and 
independent arbitrator.  The two arbitrators designated by the parties shall then select a third 
arbitrator.  The arbitrators shall have a background in either insurance, actuarial science or law.  
The arbitrators shall have the authority to permit limited discovery, including depositions, prior 
to the arbitration hearing, and such discovery shall be conducted consistent with the Federal 
Rules of Civil Procedure.  The arbitrators shall have no power or authority to award punitive or 
exemplary damages.  The arbitrators may, in their discretion, award the cost of the arbitration, 
including reasonable attorney fees, to the prevailing party.  Any award made may be confirmed 
in any court having jurisdiction.  Any arbitration shall be confidential, and except as required 
by law, neither party may disclose the content or results of any arbitration hereunder without 
the prior written consent of the other parties, except that disclosure is permitted to a party’s 
auditors and legal advisors. 
 

20.13 Limitation of Liability.  In the event of any claim arising from services provided by Consultant 
at any time, the total liability of Consultant, its officers, directors, agents and employees to 
Customer shall not exceed three million dollars ($3,000,000). This limit applies regardless of 
the theory of law under which a claim is brought, including negligence, tort, contract or 
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otherwise. In no event shall Consultant be liable for lost profits of Customer or any other type 
of incidental or consequential damages. The foregoing limitations shall not apply in the event 
of the intentional fraud or willful misconduct of Consultant or with respect to Consultant’s 
obligation to indemnify Customer as set forth herein, aside from the indemnity obligation 
contained in 13.1(a), which shall remain subject to this limitation of liability cap. 
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Customer and Consultant have caused their duly authorized representatives to execute this Agreement on the 
date(s) set forth below. This Agreement shall take effect and become binding when signed by both parties. 

 

CUSTOMER: CONSULTANT: 

 

By: ________________________________ By:  _______________________________ 
 
Printed Name: _______________________ 
 
Its: ______________________________ 

 
Printed Name: ______________________ 
 
Its:  _______________________________ 

 
Date: ______________________________ 

 
Date: ______________________________ 
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EXHIBIT A 

STATEMENT OF WORK No. 1 
 

This Statement of Work is entered into as of April 2, 2018 (“Statement of Work Effective Date”) by and 
between Customer and Consultant pursuant to that certain Consulting and Professional Services 
Agreement, dated ___________, 2018 (the "Agreement"), and is subject to the terms and conditions of 
the Agreement. Capitalized terms used in this SOW but not defined herein shall have the meanings 
assigned to them in the Agreement.  Notwithstanding anything to the contrary in the Agreement, the 
parties agree and acknowledge that there are no third party beneficiaries to this SOW. 

I.  Description of Services 

The Consultant will provide the following Independent Consulting Services: 
 

 The Consultant will perform the services described in Condition 16 of the Final Agreed Settlement 
between the Office of Health Care Access (“OHCA”), The Charlotte Hungerford Hospital, and 
Hartford HealthCare Corporation (“HHC”) (“Settlement,” attached hereto as Exhibit D).  The 
Consultant will work in partnership with OHCA and HHC in performing these Services. 
 

 The Consultant will provide the Services for a period beginning on the Effective Date of the 
Agreement and ending on December 31, 2023, or such earlier or later date as may be established by 
the parties to the Settlement.   

 
 The Consultant shall promptly notify David Mack, Vice President, Legal Affairs, or his designee, at 

HHC by email (David.Mack@hhchealth.org) or phone (860.972.0700), if the Consultant: 
 

o receives any contact from OHCA, or intends to contact OHCA; or 
o requests or receives any request to schedule a meeting with OHCA or State of Connecticut 

representatives. 
 

 David Mack at HHC, or his designee, will coordinate all on-site visits and meetings involving the 
Consultant.  All such visits and meetings will be scheduled at least one (1) week in advance. 
 

 At least 15 days before providing any written report to OHCA, the Consultant shall provide a draft 
of such report to HHC for review and comment.  The Consultant shall take into account HHC’s 
comments before submitting the report to OHCA. 
 

 The Consultant shall complete and maintain, in a timely manner, adequate, legible and proper 
records with respect to all Services rendered under this Agreement. 
 

 Nothing in this Statement of Work shall limit the rights or obligations of either party to the 
Agreement.   
 
 

II.  Fees  

 Customer shall pay to Consultant the following fees: 

Lead Staff  2018 Billing Rates 
Edward Jhu  $515/hr. 
David Lewis  $437/hr. 
Brian Allen  $287/hr. 
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Range of other billing groups 
FSAs    $300-$550/hr. 
ASAs/Senior Analysts  $200-$350/hr. 
Analyst    $150-$200/hr. 

Billing rates typically increase each year by potentially different amounts depending on the staff member.  
The billing rates used for this work will be the standard rates this staff charges to the majority of clients 
without any special modifications specific to this project. 

III. Not-to-Exceed Amount 

Under no circumstances shall the amounts payable under this Statement of Work (including fees, 
materials and expenses) exceed $183,000 for 2018, $188,490 for 2019, $194,145 for 2020, $199,969 for 
2021, and $205,968 for 2022 (the "not-to-exceed amount").  For purposes of determining the not-to-
exceed amount, each year shall begin on January 1 and end on December 31 of the same calendar year.  
Billing rates for one or more individuals listed above may increase effective January 1st of each year by 
potentially different amounts.  The billing rates applied for this Statement of Work will not be higher than 
the standard billing rates Consultant charges to its other clients for the individuals listed above. 

IV. Additional Terms and Conditions 

Consultant shall not submit an invoice to Customer for services rendered hereunder, and Customer shall 
not be obligated to pay Consultant, until Customer has certified in writing that all applicable Services 
listed above in Section I have been performed in compliance with the specifications set forth herein. 

Consultant may not increase the fees quoted above in Section II during the duration of this Statement of 
Work. 

IN WITNESS WHEREOF, Customer and Consultant have caused duly authorized representatives 
of the respective parties to execute this Statement of Work as of the Statement of Work Effective Date. 

 

CUSTOMER: CONSULTANT: 

 

By: ________________________________ By:  _________________________________ 
 
Printed Name: David Whitehead 
 
Its: Executive Vice President 

 
Printed Name: David C. Lewis 
 
Its:  Senior Consultant 

Date: ______________________________ Date: ________________________________ 
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EXHIBIT B 

FORM CHANGE ORDER 

 

Change Order No.   

This Change Order is entered into as of ____________, 20__ ("Change Order Effective Date") by and 
between Customer and Consultant, pursuant to the Agreement between the Consultant and Customer, 
Statement of Work No. _______ ("Statement of Work"), and previously issued Change Order Nos. 
_________________________ ("Change Orders"), and is subject to the terms and conditions of the 
Agreement, the Statement of Work, and the Change Orders unless otherwise noted herein. 

I.  Description of Changes to Services and Milestones 

 

Description of Changes to Deliverables 

 

New Projected End Date: 

 

II.  Changes to Fees  

 

III.  Additional Materials/Expenses 

 

IV.  Additional Terms and Conditions 

IN WITNESS WHEREOF, Customer and Consultant have caused duly authorized representatives 
of the respective parties to execute this Change Order as of the Change Order Effective Date. 

 

CUSTOMER: CONSULTANT: 

 

By: ________________________________ By:  _______________________________ 

Printed Name: _______________________ 
 
Its: ______________________________ 

Printed Name: ______________________ 
 
Its:  _______________________________ 

Date: ______________________________ Date: ______________________________ 
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EXHIBIT C 
 

BUSINESS ASSOCIATE AGREEMENT 
 
 

THIS BUSINESS ASSOCIATE AGREEMENT is made and entered into as of March 1, 
2018 (“Effective Date”), by and between Hartford Healthcare Corporation, on behalf of each of its 
member organizations, including but not limited to Hartford Hospital, MidState Medical Center, 
Windham Hospital, The Hospital of Central Connecticut, The William W. Backus Hospital, The 
Charlotte Hungerford Hospital, Natchaug Hospital, Rushford Center, and Hartford HealthCare 
Medical Group, Inc., which are each considered a Covered Entity as defined in HIPAA and 
hereinafter referred to as “Covered Entity”, and Milliman, Inc., on behalf of itself and its Affiliates 
(“Business Associate”). 

R E C I T A L S: 

WHEREAS, the Business Associate and the Covered Entity have entered into that certain 
Consulting and Professional Services Agreement dated ____________ ___, _____ (the 
“Agreement”) wherein the Business Associate creates, receives, maintains or transmits Protected 
Health Information (PHI) on behalf of the Covered Entity and to comply with the requirements of 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA) as amended by the 
Health Information Technology for Economic and Clinical Health Act (HITECH), and 
implementing regulations which are codified at 45 C.F.R. Parts 160 and 164, as amended from 
time to time, and any guidance issued by the Office for Civil Rights (OCR) (collectively the 
“HIPAA Standards”), the parties agree to the terms herein.  For purposes of this Business 
Associate Agreement, PHI shall be limited to that Protected Health Information created or received 
by Business Associate from or on behalf of Covered Entity. 

1. Permitted Uses and Disclosures by Business Associate 

a) The Business Associate’s use and disclosure of PHI shall comply in all respects 
with the HIPAA Standards. 

b) Except as otherwise limited in this Business Associate Agreement, Business 
Associate may use or disclose PHI to perform functions, activities, or services for, 
or on behalf of, Covered Entity as specified in the Agreement, provided that such 
use or disclosure would not violate the HIPAA Standards if done by Covered 
Entity, except as expressly permitted herein.  Business Associate shall not use or 
disclose PHI other than permitted or required by this Business Associate Agreement 
or as required by law.  The Business Associate shall limit the use and disclosure of 
PHI to the minimum necessary to accomplish the intended purpose of the use or 
disclosure of the PHI or as required pursuant to the Agreement.  All such uses and 
disclosures shall be consistent with the Covered Entity’s minimum necessary 
policies and procedures. 

c) Business Associate may use and disclose PHI for the proper management and 
administration of the Business Associate or to carry out the legal responsibilities of 
the Business Associate, provided that (i) the disclosure is required by law and 
timely notice is provided to Covered Entity prior to the disclosure, or (ii) Business 
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Associate obtains reasonable assurances from the recipient that the PHI will remain 
confidential and used or further disclosed only as required by law for the purposes 
for which it was disclosed to the recipient, and the recipient promptly notifies 
Business Associate of any instances of which it is aware in which the 
confidentiality of the PHI has been breached. 

d) Unless requested in writing by the Covered Entity, Business Associate may not use 
PHI to provide Data Aggregation services. 

e) Owner of PHI.  Under no circumstances shall Business Associate be deemed in any 
respect to be the owner of any PHI used or disclosed by or to Business Associate by 
Covered Entity. 

f) Business Associate may create a Limited Data Set for the purpose of performing its 
obligations and services for Covered Entity, provided that Business Associate 
otherwise complies with the provisions of this Business Associate Agreement. 

g) Business Associate may de-identify PHI in accordance with the requirements of the 
Privacy Rule; provided that all identifiers are destroyed in accordance with this 
Business Associate Agreement, and provided that Business Associate shall not 
make any commercial use of such de-identified information. 

2. Obligations and Activities of Business Associate 

a) Prior to disclosing PHI of Covered Entity to any subcontractor, Business Associate 
shall perform reasonable due diligence with respect to that subcontractor’s ability to 
comply with the HIPAA Standards.  Further, Business Associate shall ensure, 
through a written agreement, that any subcontractors of Business Associate that 
create, receive, maintain, or transmit PHI on behalf of the Business Associate agree 
to restrictions, conditions, and requirements no less stringent than those that apply 
to the Business Associate with respect to such PHI, including without limitation, 
the restrictions, conditions, and requirements of this Business Associate Agreement 
and the HIPAA Standards. 

b) Business Associate shall promptly report to Covered Entity any use or disclosure of 
PHI not provided for by this Business Associate Agreement, any Breach, or any 
successful Security Incident involving the PHI of which the Business Associate, or 
a subcontractor of the Business Associate, becomes aware (each, an “Incident”).  
The Business Associate shall identify each individual whose PHI has been, or is 
reasonably believed to have been, accessed, acquired, or disclosed during an 
Incident.  Notice shall be made to the Covered Entity no later than five (5) calendar 
days after discovery of the Incident by Business Associate or a subcontractor of the 
Business Associate, whichever is earlier, except that in the event urgent notice may 
be required due to the possible imminent misuse of PHI, Business Associate shall 
notify Covered Entity in writing without unreasonable delay and in no case later 
than five (5) calendar days.  Business Associate accepts the burden of 
demonstrating that such notice was timely, proper and in accordance with HIPAA 
Standards.  Business Associate shall, at its expense, take any action necessary or 
reasonably requested by the Covered Entity to mitigate, to the extent practicable, 
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any harmful effect of an Incident.  Business Associate shall, at its expense, provide 
all information and take all action reasonably requested by Covered Entity and 
consistent with the HIPAA Standards to assist Covered Entity in providing notice 
of an Incident.  The parties acknowledge and agree that this section constitutes 
notice by Business Associate to Covered Entity of the ongoing existence and 
occurrence of attempted but unsuccessful Security Incidents of which no additional 
notice to Covered Entity shall be required.  Unsuccessful Security Incidents shall 
include, but not be limited to, pings and other broadcast attacks on Business 
Associate’s firewall, port scans, unsuccessful log-on attempts, denials of service, 
and any combination of the above, so long as such incidents do not result in 
unauthorized access, use or disclosure of Covered Entity’s PHI. 

c) Business Associate shall restrict disclosures or communicate confidentially with 
Individuals as required by the HIPAA Standards and as requested by the Covered 
Entity.   

d) If the Business Associate maintains PHI in a Designated Record Set, the Business 
Associate shall: 

(1) provide access (including inspection, obtaining a copy or both) to Covered 
Entity, in the time and manner reasonably designated by Covered Entity, 
and Business Associate shall not charge any fee greater than the lesser of the 
amount permitted by State law or the Business Associate’s actual cost of 
postage, labor and supplies for complying with the request; 

(2) make available to Covered Entity PHI for amendment and incorporate any 
amendment(s) in the time and manner reasonably designated by Covered 
Entity; and 

(3) provide access to PHI that is in electronic format in the form and format 
requested by Covered Entity, if not readily producible in such form or 
format, in a readable electronic form and format agreed to by the Covered 
Entity, and transmit such copy directly to Covered Entity.  Business 
Associate shall not charge any fee greater than the lesser of the amount 
permitted by State law or the Business Associate’s actual cost of postage, 
labor, and supplies for complying with the request.  

e) Business Associate shall make internal practices, books, and records relating to the 
use and disclosure of PHI available to the Covered Entity or the Secretary, in a time 
and manner reasonably designated by the Covered Entity or the Secretary, for 
purposes of the Secretary investigating or determining Covered Entity’s or Business 
Associate’s compliance with the HIPAA Standards. 

f) Business Associate shall document such disclosures of PHI made by Business 
Associate and information related to such disclosures as would be required for 
Covered Entity or Business Associate under the HIPAA Standards to respond to a 
request by an Individual for an accounting of disclosures of PHI.  Business 
Associate shall provide, in the time and manner reasonably designated by Covered 
Entity, an accounting of disclosures required by the HIPAA Standards made by the 



 

    21  
4831-2844-9371, v. 5 

Business Associate.  
 

g) Business Associate shall prevent use or disclosure of the PHI other than as provided 
for in this Business Associate Agreement and shall comply, where applicable, with 
the HIPAA Standards with respect to electronic PHI, including Subpart C of 45 
C.F.R. Part 164 ("Security Rule").  Business Associate shall implement and 
maintain safeguards as necessary to ensure that all PHI is used or disclosed only as 
authorized under the HIPAA Standards and this Business Associate Agreement.  
Without limiting Business Associate’s obligations under the HIPAA Standards, the 
Business Associate agrees to assess potential risks and vulnerabilities to PHI in its 
possession and develop, implement and maintain appropriate administrative, 
physical and technical safeguards set forth in the HIPAA Standards to protect the 
confidentiality, availability and integrity of the PHI that Business Associate creates, 
receives, maintains or transmits on behalf of the Covered Entity.  These measures 
must be documented and kept current, and must include, at a minimum, those 
measures that fulfill the requirements outlined in the HIPAA Standards and all 
guidance issued by the Secretary. 

h) Business Associate recognizes that violation of any HIPAA Standard by Business 
Associate may subject Business Associate to civil and criminal penalties, including 
those set forth in 42 U.S.C. § 1320d-5 and 1320d-6 and Subparts C-E of 45 C.F.R. 
Part 160 ("Enforcement Rule").  

i) Business Associate shall not, and shall ensure that its subcontractors do not, directly 
or indirectly receive any remuneration in exchange for any PHI unless approved in 
advance in writing by the Covered Entity in accordance with the HIPAA Standards. 

j) Business Associate shall not, and shall ensure that its subcontractors do not, engage 
in any marketing or fundraising that uses or discloses PHI. 

k) Business Associate shall respond to and shall assist the Covered Entity with 
responding to an investigation or compliance audit by the Secretary, or an action by 
an attorney general having jurisdiction involving PHI subject to this Agreement.  

l) To the extent that Business Associate is to carry out one or more of Covered 
Entity's obligations under Subpart E of 45 C.F.R Part 164 ("Privacy Rule"), 
Business Associate shall comply with such requirements that apply to Covered 
Entity in the performance of such obligations. 

m) Business Associate shall not create, receive, maintain, or transmit PHI outside of 
the United States or its Territories. 

n) Business Associate shall not block or terminate Covered Entity’s access to PHI that 
is maintained by Business Associate or its subcontractors on behalf of Covered 
Entity. 

3. Term and Termination 

a) Term.  The term of this Business Associate Agreement shall be effective as of the 
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Effective Date, and shall terminate when all of the PHI maintained by Business 
Associate on behalf of Covered Entity is properly and completely destroyed or 
returned to Covered Entity, or, if it is infeasible to return or destroy the PHI, 
protections are extended to such PHI in accordance with the termination provisions 
in this section. 

b) Termination for Cause.  Upon Covered Entity's knowledge of a material breach of 
this Business Associate Agreement by Business Associate, Covered Entity shall 
provide an opportunity for Business Associate to cure the breach or end the 
violation, and Covered Entity shall terminate the Agreement if Business Associate 
does not cure the breach or end the violation within the time specified by Covered 
Entity, or immediately terminate the Agreement if Business Associate has breached 
a material term of this Business Associate Agreement and cure is not possible, as 
determined by the Covered Entity in its reasonable discretion. 

c) Effect of Termination. 

(1) Except as provided in subparagraph (2) of this subsection (c), upon 
termination of the Agreement or this Business Associate Agreement, for any 
reason, Business Associate shall return or if authorized by Covered Entity, 
destroy all PHI maintained by Business Associate on behalf of Covered 
Entity.  This provision shall apply to PHI that is in the possession of 
subcontractors of Business Associate.  Business Associate shall retain no 
copies of the PHI.  

(2) In the event that Business Associate determines that returning or destroying 
the PHI is infeasible, Business Associate shall provide to Covered Entity 
notification of the conditions that make return or destruction infeasible.  The 
Business Associate shall extend the protections of this Business Associate 
Agreement to such PHI and limit further uses and disclosures of such PHI to 
those purposes that make the return or destruction infeasible.  Covered 
Entity hereby acknowledges and agrees that infeasibility includes Business 
Associate’s need to retain PHI for purposes of complying with its work 
product documentation standards, and that for such a retention, no further 
notification or approval of Covered Entity is required.  Business Associate 
shall not use or disclose such PHI and shall maintain its security pursuant to 
this Business Associate Agreement for so long as Business Associate 
maintains such PHI. 

(3) The parties hereto understand and agree that the terms of this Business 
Associate Agreement are reasonable and necessary to protect the interests of 
the Covered Entity and the Business Associate.  The parties further agree 
that the Covered Entity may suffer irreparable harm if the Business 
Associate breached this Business Associate Agreement.  Thus, in addition to 
any other rights or remedies, all of which shall be deemed cumulative, the 
Covered Entity shall be entitled to seek injunctive relief to enforce the terms 
of this Business Associate Agreement. 
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4. Miscellaneous 

a) Survival.  The respective rights and obligations of Business Associate under Section 
4(c) of this Business Associate Agreement shall survive the termination of this 
Business Associate Agreement. 

b) Indemnification.  Business Associate agrees to indemnify, defend, and hold 
harmless the Covered Entity from any and all loss, liability, damage, cost, and 
expense, including without limitation civil monetary penalties, monetary 
settlements, fines, damages as a result of attorney general enforcement, and 
reasonable attorneys’ fees resulting or arising from breach of this Business 
Associate Agreement, or violation of the HIPAA Standards by Business Associate 
or its subcontractors, agents or employees, provided that Business Associate shall 
not indemnify Covered Entity for any act or omission made on advice, request or 
discretion of Covered Entity.  This section 4(b) shall survive termination of this 
Business Associate Agreement. 

c) Interpretation.  Any ambiguity in this Business Associate Agreement shall be 
resolved in favor of a meaning that permits the parties to comply with the HIPAA 
Standards. 

d) No Private Cause of Action.  This Business Associate Agreement is not intended to 
and does not create a private cause of action by any individual, other than the 
parties to this Business Associate Agreement, as a result of any claim arising out of 
the breach of this Business Associate Agreement, the HIPAA Standards or other 
state or federal law or regulation relating to privacy or security. 

e) Amendment.  In the event that any law or regulation is enacted or promulgated 
regarding the protection of health information that is in any way inconsistent with 
the terms of this Business Associate Agreement or that interferes with Covered 
Entity’s obligations with respect to the protection of health information so as to 
warrant a modification to this Business Associate Agreement or in the event any 
HIPAA Standard is amended or modified, the parties agree to take such action as is 
necessary to amend this Business Associate Agreement from time to time in order 
to ensure compliance with the requirements of the HIPAA Standard and any other 
applicable law. This Business Associate Agreement shall only be amended or 
modified upon written consent of the parties. 

f) Application of State Law.  Where any applicable provision of State law relates to 
the privacy or security of health information and is not preempted by HIPAA, as 
determined by application of the HIPAA Standards, the parties shall comply with 
the applicable provisions of State law. 

g) Severability.  If any provision of this Business Associate Agreement shall be 
declared invalid or illegal for any reason whatsoever, then notwithstanding such 
invalidity or illegality, the remaining terms and provisions of this Business 
Associate Agreement shall remain in full force and effect. 

h) Governing Law.  This Business Associate Agreement shall be interpreted, 
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construed, and governed according to the laws of the State in which the Covered 
Entity maintains its principal place of business.   

i) Notices.  Any notice or other communication given pursuant to this Business 
Associate Agreement must be in writing and (a) delivered personally, (b) delivered 
by overnight express, or (c) sent by registered or certified mail, postage prepaid, to 
the address set forth above and shall be considered given upon delivery. 
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IN WITNESS WHEREOF, the parties hereto have executed this Business Associate 
Agreement as of the Effective Date. 

 
COVERED ENTITY: BUSINESS ASSOCIATE: 

 

By: ________________________________ By:  _________________________________ 
 
Printed Name: David Whitehead 
 
Its: Executive Vice President 

 
Printed Name: _________________________ 
 
Its:  _________________________________ 

Date: ______________________________ Date: ________________________________ 
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EXHIBIT D 
 

FINAL AGREED SETTLEMENT 
 
 
 



1

User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Tuesday, March 27, 2018 2:32 PM
To: Roberts, Karen
Cc: User, OHCA; Martone, Kim
Subject: FW: For signature - HHC Agreement for Independent Monitor Services
Attachments: Hartford Healthcare C & P Services Agreement-03122018.pdf; Signature pages - 

Marcum.pdf; HHC - CHH - Consulting and Professional Services Agreement for 
Independe....pdf

Karen, 
Per your request earlier today, please see final / executed contracts with Marcum for Independent Monitor attached. 
Barbara 
 

From: Kalosieh, Daniel  
Sent: Tuesday, March 27, 2018 2:27 PM 
To: Durdy, Barbara 
Subject: FW: For signature - HHC Agreement for Independent Monitor Services 
 
See attached for final agreement and signature pages. 
 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  























































  

 

CONSULTING AND PROFESSIONAL SERVICES AGREEMENT

This Consulting and Professional Services Agreement (this “Agreement”) is made effective on March 
1, 2018 (the “Effective Date”) and entered into by and between Hartford HealthCare Corporation, a 
Connecticut nonprofit corporation, on behalf of itself and its Affiliates (defined below) ("Customer”) and 
Marcum LLP, a New York Limited Liability Partnership (“Consultant”) (each a "party" to and collectively 
"parties" to this Agreement).

The terms and conditions of this Agreement shall apply to any statement of work (“SOW”) entered into by the 
parties, each of which is incorporated into this Agreement by reference.  In the event of a conflict between this 
Agreement and a SOW, the terms and conditions of this Agreement shall control.  Any Consultant terms and 
conditions included with or within Consultant’s invoice or any other document provided by Consultant shall be 
of no effect. 

1.0 Definitions.  As used in this Agreement, the following terms shall have the meanings ascribed to them 
as set forth in this Section:

(a) "Affiliate" means an entity in which Customer: (1) is the sole corporate member; (2) has more 
than a twenty percent (20%) ownership interest; (3) has voting control of membership/ownership 
interests; (4) has the ability to elect a majority of the voting control of the governing board; or (5) 
has an agreement to manage the entity’s operations.

(b) "Agreement" means this Consulting and Professional Services Agreement, all Exhibits attached to 
this Agreement, and any future statement(s) of work, amendments or Change Orders thereto.

(c) "Customer Property" means (a) software, documentation, contracts, summaries, tools, routines, 
programs, designs, technology, ideas, know-how, processes, techniques and inventions that 
Customer or its Affiliates makes, develops, conceives or reduces to practice, whether alone or 
jointly with others, either prior to, contemporaneously with, or subsequent to, the term of this 
Agreement, and (b) all enhancements, modifications, improvements and derivative works of any 
software and of each and any of the foregoing.

(d) "Consultant Property" means any work, inventions, discoveries, processes and improvements, 
computer processes, specifications, operating instructions, notes, and any other documentation 
(whether or not patentable) created by Consultant prior to its engagement with Customer, which 
Consultant uses to satisfy its obligations under a statement of work and which Consultant has 
clearly identified in writing to Customer, prior to its use, as Consultant Property.

2.0 [Intentionally Left Blank].

3.0 Description of Services.

3.1 Description of Services. The consulting and/or professional services to be performed by 
Consultant (the “Services”) shall be mutually agreed to in one or more written SOWs in 
accordance with this Agreement.  Each SOW shall specify in detail the Services to be rendered, 
including: (a) a description of the work product to be delivered, including but not limited to, 
acceptance criteria and detailed design and functional specifications for the deliverables 
thereunder; (b) the proposed performance schedule; and (c) the cost and/or fees for such 
Services.  Each SOW shall be in writing, signed by both parties, reference this Agreement, and 
be substantially in the form of the attached Exhibit A, unless otherwise agreed.  A signed SOW 
may be modified by a written agreement signed by both parties that references both this 
Agreement and the associated SOW and which is substantially in the form of the attached 
Exhibit B ("Change Order"). In addition to the terms and conditions of this Agreement, the 
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following provisions apply to all SOWs and Change Orders: (i) Customer shall approve in 
writing all project activities in accordance with this Agreement; (ii) all work shall be performed 
in accordance with this Agreement; (iii) all deliverable work is subject to review and 
acceptance by Customer; and (iv) upon request by Customer, Consultant will provide Customer 
with all materials related to the SOW and any associated Change Order, and a written status 
report of work accomplished, work in progress, and work planned. Consultant acknowledges 
that time is of the essence for the Services provided hereunder.

3.2 Access to Customer Property. In the event the Services require Consultant's access to and/or 
use of any Customer Property, Consultant shall request such access from Customer only to the 
extent necessary for Consultant to perform the Services.  In such event, Consultant shall abide 
by all restrictions relating to use of or access to the Customer Property applicable to Customer 
and any policies of Customer related to such use.

4.0 Term. The term of this Agreement will begin on the Effective Date and shall continue throughout the 
period described in Exhibit A (the “Term”).  

5.0 Acceptance of Services. If Customer discovers a non-conformity within ninety (90) days following 
delivery of a deliverable and Customer notifies Consultant of the non-conformity, Consultant shall 
correct the non-conformity at no additional charge in a timely and professional manner. In the event 
Consultant cannot correct the non-conformity within a timely and professional manner, Customer may 
request a refund of amounts paid for such non-conforming Services.

6.0 Representations and Warranties of Consultant. Consultant acknowledges that Customer is relying on 
Consultant’s representations and warranties as essential elements to this Agreement, representing as 
they do, material inducements, without which Customer would not have entered into this Agreement.

6.1 General Services Warranty. Consultant warrants that the Services provided herein shall be 
performed in a good and workmanlike manner and in accordance with the prevailing 
professional standards of the applicable industry.  In the event of a breach of the foregoing 
warranty, Consultant shall repair, replace or redo the Services, at no additional cost to 
Customer.

6.2 Qualifications. Consultant warrants that it, as well as its agents and any authorized 
subcontractors engaged to provide the Services (collectively “Consultant Personnel”), has and 
will maintain all the skills, experience, and qualifications necessary to provide the Services, 
including any required training, registration, permits, certification or licensure.  

6.4 Conflict of Interest. Consultant warrants that to the best of its knowledge, there exists no actual 
or potential conflict between Consultant and Customer, and in the event of a change in either 
Consultant’s private interests or the Services under this Agreement, Consultant will inform 
Customer regarding a possible conflict of interest which may arise as a result of such change.  

6.5 Good Standing. Consultant warrants that it is a legally organized entity in good standing under 
the laws of the state of its organization and, where required, in good standing under the laws of 
the State of Connecticut.

6.6 Noninfringement.  Consultant represents and warrants that all deliverables, Work Product 
(defined hereafter) and Consultant Property licensed or owned by Consultant and used in the 
performance of any SOW shall be of original development or licensable by Consultant, as the 
case may be, and that the Services and, if applicable, Customer’s use of the Services or any 
processes, techniques and methodologies provided by Consultant or developed by Consultant 
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shall not infringe upon or violate any patent, copyright, trade secret, trademark, or other third 
party intellectual property right.

6.7 Not Excluded.  Consultant represents that neither Consultant, nor, to the best of its knowledge, 
any Consultant employees, is excluded from participating in the Medicare or Medicaid 
program, nor currently debarred, suspended or listed on the Office of Inspector General's 
exclusion list (OIG website), any state Medicaid exclusion list, the Office of Foreign Assets 
Control's (OFAC's) blocked list, or the General Services Administration’s (“GSA”) List of 
Parties Excluded from Federal Procurement or Nonprocurement Programs in accordance with 
Executive Orders 12549 and 12689, “Department and Suspension”.  Consultant shall promptly 
notify Customer if it becomes debarred, suspended or included on any such list during the term 
of this Agreement and Customer shall have the right to terminate this Agreement immediately
and without penalty.

Consultant further represents that no adverse action by the federal government that will or may 
result in exclusions from a Federal Healthcare Program has occurred or is pending or threatened 
against Consultant or its Affiliates, or to the best of its knowledge, against any Consultant 
employee.  Consultant warrants that is shall not perform any act that would likely cause 
Consultant to be excluded from a Federal Healthcare Program or become debarred, suspended 
or listed in the above lists during the term of this Agreement. For the purpose of this Section, 
the term "Federal Healthcare Program" means the Medicare program, the Medicaid program, 
TRICARE, any health care program of the Department of Veteran Affairs, the Maternal and 
Child Health Services Block Grant program, any state social services block grant program, any 
state children's health insurance program, or any similar program.   

6.8 Clear Title. Consultant represents and warrants that the deliverables and/or Work Product is 
not the subject of a lien, a security interest, claim, cause of action or otherwise hypothecated to 
a third party.

7.0 Financial Arrangement.

7.1 Payment Terms. Customer shall pay to Consultant all invoiced amounts for undisputed and 
accepted Services rendered by Consultant in accordance with this Agreement. Unless 
otherwise stated in a SOW, Consultant shall be responsible for costs associated with all out-of-
pocket expenses incurred while providing the Services (e.g., travel, meals, lodging, etc.).
Consultant shall invoice Customer for the Services in arrears for all SOWs which specify that 
the work is to be performed on a time and materials basis. For SOWs specifying a fixed fee, 
Consultant shall invoice Customer in accordance with the payment schedule tied to the 
deliverables listed on the applicable SOW.  All invoices shall be itemized and shall substantiate 
all charges set forth therein.  Consultant shall maintain complete and accurate accounting 
records in accordance with generally accepted accounting practices to substantiate Consultant's 
charges and expenses hereunder.  Customer shall pay all undisputed invoices within sixty (60) 
days of Customer's receipt thereof.  Consultant agrees that Customer may make payments 
electronically through Automated Clearing House (ACH). All invoices will include a summary 
of services provided to each Customer and will be submitted to Customer as noted in the SOW 
or Change Order. Additionally, Customer may withhold the whole or part of any payments due 
to Consultant to the extent appropriate to set off Customer’s losses or costs due to damage to 
property of Customer or third party caused by an act, omission or negligence of Consultant, or 
its agent or employee.

7.2 Tax-Exemption. Customer and certain Affiliates are exempt from sales and use taxes and will 
not be responsible for the payment of any such taxes to Consultant.  Upon request, Customer 
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and the relevant Affiliate will timely provide Consultant with a valid exemption certificate. 
Consultant shall cooperate with Customer and the relevant Affiliate as reasonably necessary to 
establish with a relevant taxing authority Customer’s and/or Affiliates’ exemption from tax on 
the Services purchased or provided under this Agreement. Except as otherwise expressly 
provided in this Agreement, Consultant shall be responsible for payment of all business 
expenses incurred while providing the Services.  

8.0 Termination.

8.1 Termination for Breach.  Either party may terminate this Agreement upon breach by the other 
party of any material provision of this Agreement, provided the breach continues for thirty (30) 
calendar days (“Cure Period”) after the breaching party’s receipt of written notice of such 
breach.  If such breach is cured within the Cure Period, then this Agreement shall continue in 
full force and effect; provided, however, that a breach of any representation, warranty or 
material provision will not be subject to cure. Notwithstanding anything to the contrary 
contained in this Agreement, if Consultant breaches any term of this Agreement, Customer may, 
at its option, exercise any one or more of the following remedies: (i) terminate this Agreement, 
(ii) terminate the applicable SOW, (iii) withhold any further payments otherwise due to 
Consultant hereunder, and/or (iv) exercise any other rights and remedies available at law or in 
equity.

8.2 Without Cause Termination.  Customer may terminate this Agreement or SOW without cause or 
penalty upon thirty (30) days prior written notice to Consultant.

8.3 Change in Law.  If subsequent to the execution of this Agreement it is determined by either 
party’s legal counsel that this Agreement or any of its provisions does violate or may violate any 
law, rule, or regulation, then the parties agree to renegotiate the provision in good faith so that it 
complies with the law, rule or regulation.  If the parties are unable to come to an agreement 
within thirty (30) calendar days, either party may, without further notice, immediately terminate 
this Agreement.

8.4 Effect of Termination.  Upon receipt of notice of termination, Consultant shall cease all activity 
in relation to the Services and deliver to Customer a final invoice.  Upon termination of any 
SOW or this Agreement for any cause or for no cause, or at any earlier time upon the demand of 
Customer, Consultant shall, without cost to Customer, (a) deliver to Customer in an orderly and 
expeditious manner all data, records, documentation, and other property belonging to Customer 
then in the possession of Consultant, including, but not limited to the Work Product and 
Consultant Property and all copies, extracts, summaries, and portions thereof, on whatever 
media rendered; (b) purge from its computer systems any Work Product and all copies, extracts, 
summaries, and portions thereof; and (c) upon request of Customer, certify in writing that it has 
complied with these requirements.  This Section shall survive the expiration or termination of 
this Agreement.  

9.0 Personnel. Consultant shall be fully and solely responsible for the compensation and performance of 
all of its employees hereunder and the filing of any and all returns and reports and the withholding 
and/or payment of all applicable federal, state and local wage tax, or employment related taxes.  

10.0 Compliance with Laws, Policies & Procedures.  Consultant shall fully comply with all applicable 
federal, state, and local laws, rules, regulations, and ordinances in performances of the Services,
including but not limited to the Health Insurance Portability and Accountability Act of 1996 (which act 
and regulations as amended, restated and superseded from time to time, are collectively referred to as 
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“HIPAA”), anti-kickback laws, the Medicare/Medicaid Anti-Fraud and Abuse statutes, the restrictions 
on Customer and its Affiliates by virtue of its tax exempt status, and laws relating to physician referrals.

11.0 Ownership and Proprietary Rights.

11.1 Work Product. Consultant agrees to fully and promptly disclose in writing to Customer all 
work, ideas, inventions, discoveries, processes and improvements, computer programs, 
specifications, operating instructions, notes, and all other documentation (whether or not 
patentable) created, conceived or reduced to practice by Consultant, alone or with others, in 
connection with Services rendered for Customer hereunder or which derive from information or 
materials Consultant has received from Customer (the "Work Product").  The parties agree 
that Work Product shall not include Consultant Property.  Consultant also agrees that the Work 
Product is the exclusive property of Customer and, as a result, Consultant hereby assigns its all 
rights, title, and interest in the Work Product to Customer. Further, Consultant will execute all 
documents and do all things reasonably necessary to ensure that Customer obtains full title to 
such Work Product, including all intellectual property thereto.  Consultant warrants that it has 
enforceable written agreements with all of its employees and all subcontractors permitted 
hereunder that assign to Consultant ownership of all patents, copyrights, and other proprietary 
rights created in the course of their employment or engagement.

11.2 Written, Graphic, or Recorded Material. All written, graphic, or recorded material (excluding 
Consultant Property), if any, either (i) developed or furnished by Consultant in connectiction 
with its performance of the Services, (ii) containing Customer’s proprietary or Confidential 
Information, or (iii) generated by Customer through its use of the Services or otherwise in 
connection with this Agreement (“Customer Output”), shall become the property of 
Customer.  All Customer Output shall be delivered to Customer upon demand, and Customer 
shall have the right to use Customer Output for any purpose that it may deem desirable without 
the necessity of further compensating Consultant or any other person or persons for Customer’s 
use.  Upon termination of this Agreement or applicable SOW, Consultant will provide to 
Customer all copies of Customer Output and Customer will have the exclusive ownership of the 
copyright to such Customer Output, excluding Consultant Property.  Therefore, Consultant 
hereby assigns all rights, title, and interest in such Customer Output (excluding Consultant 
Property) to Customer.  Consultant agrees that all such copyrightable work within the Customer 
Output and all portions thereof (excluding Consultant Property) shall be deemed to be a "work 
made for hire," as such term is defined in the copyright laws of the United States.  If, for any 
reason, any such copyrightable work created by Consultant is excluded from the definition of a 
"work made for hire," Consultant hereby assigns and conveys to Customer all rights, title, and 
interest in and to such work, including the copyright therein and any copyright renewal thereof.  
Unless alternative licensing terms for Consultant Property are set forth in the SOW, Consultant 
grants Customer a non-exclusive, perpetual license to use, copy, and distribute within Customer 
and Affiliates (including to employees, agents, and consultants) for Customer’s business 
purposes, all Consultant Property provided to Customer hereunder.

11.3 Cooperation. Consultant will execute all documents and do all things reasonably necessary to 
ensure that Customer obtains full title to any Work Product or Customer Output, including all 
intellectual property thereto.  For example, Consultant shall cooperate with Customer or its 
designees and execute documents of assignment, declarations, and other documents which may 
be prepared by Customer, and take other necessary actions as reasonably directed by Customer 
to effect the foregoing or to perfect or enforce any proprietary rights resulting from or related to 
this Agreement.  Customer shall reimburse Consultant for reasonable out-of-pocket expenses 
incurred by Consultant in performing the foregoing at the specific request of Customer; 
however, Consultant will not charge Customer additional Service fees for such assistance.
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12.0 Insurance.

12.1 Insurance Coverages. At all times during the term of this Agreement and for a period of at least 
three (3) years thereafter, Consultant, at its sole cost and expense, shall maintain in effect the 
insurance coverage described below. If applicable, Consultant shall obtain or otherwise arrange 
for appropriate levels of insurance coverage for all subcontractors providing services that shall 
also comply with insurance requirements as follows:

Commercial general liability insurance, including products/completed operations, personal 
and advertising injury coverage, on a form equivalent or superior to CG0001 1207 or 
CG0002 1207, with a minimum limit of $1,000,000 per occurrence and minimum annual 
general aggregate and products/completed operations annual aggregate limits of 
$3,000,000; 
Professional liability (Technology Errors and Omissions) insurance covering the liability 
for financial loss due to error, omission or negligence of Consultant, with a minimum  
amount of $1,000,000 per claim and $3,000,000 in the annual aggregate; 
Worker's compensation and employer's liability insurance or any alternative plan or 
coverage as permitted or required by  applicable laws within the state that work is being 
performed, with a minimum employers’ liability limit of $1,000,000 each accident, each 
employee for disease, and policy limit for disease; 
Automobile liability insurance covering the use of all owned, non-owned and hired 
automobiles with a minimum combined single limit  of $1,000,000 per accident; Third 
party fidelity bond insurance, including blanket employee dishonesty and computer fraud 
insurance, for loss arising out of or in connection with fraudulent or dishonest acts 
committed by the employees of Consultant in a minimum amount of $1,000,000 per loss; 
and
Privacy and network security insurance (Cyber Liability) covering loss arising out of or in 
connection with loss or disclosure of confidential information, in a minimum amount of 
$3,000,000 per loss.

The required limits may be satisfied by a combination of primary and excess policies. If, for any 
reason, such policy insurer cancels or fails to renew such policy, Consultant shall promptly 
purchase a replacement policy containing substantially the same terms as such policy and 
including Prior Acts coverage for any claims-made policies, effective from the Effective Date. 

12.2 Additional Insurance Requirements.  All insurance policies Consultant and subcontractors are 
required to carry pursuant to this Section shall: (i) be provided by reputable and financially 
responsible insurance carrier, admitted in applicable states, with an A.M. Best Financial 
Performance Rating (“FPR”) of A+ or better and a minimum Financial Size Category (“FSC”) 
of IX or higher (if FPR is A/A-, then FSC must be XII or higher); (ii) require the insurer to 
notify Customer in writing at least thirty (30) days in advance of cancellation or reduction in 
coverage; and (iii) include a waiver of all rights of subrogation against Customer and its 
Affiliates.  Consultant shall designate Customer, its Affiliates, subsidiaries and their respective 
sponsors, trustees, directors, officers, employees and representatives as "additional insureds" on 
all liability insurance policies. Such insurance policies shall be primary as to the Additional 
Insureds and non-contributory with respect to any other insurance or self-insurance Customer 
may maintain. Certificates of insurance evidencing all coverages described in this Section shall 
be furnished to Customer prior to the Effective Date and at each policy renewal date.  In the 
event coverage is denied or reimbursement of a properly presented claim is disputed by the
carrier for insurance described above, upon written request, Consultant shall provide Customer 
with a certified copy of the involved insurance policy or policies within ten (10) business days of 
receipt of such request.  The terms of this Section shall not be deemed to limit the liability of 
Consultant hereunder, or to limit any rights Customer may have including, without limitation, 
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rights of indemnity or contribution.  

13.0 Indemnification.  Consultant shall indemnify, hold harmless and defend Customer and its officers, 
directors, employees, agents, Affiliates, successors and permitted assigns (collectively, the 
"Indemnified Party") against any and all damages, liabilities, claims, actions, judgments, settlements, 
interest, awards, penalties, fines, costs, or expenses of whatever kind, including attorneys' fees, that are 
incurred by the Indemnified Party (collectively, "Losses"), which Customer may suffer or incur arising 
out of or in connection with any third party claim alleging:

(a) a breach or non-fulfillment of any representation or warranty set forth in this Agreement by 
Consultant; 

(b) a breach of the confidentiality obligations set forth under this Agreement;

(c) any negligent act or omission of Consultant or its personnel, subcontractors or agents 
(including any reckless or willful misconduct) in connection with the performance of its 
obligations under this Agreement; 

(d) any bodily injury, death of any person or damage to real or tangible personal property caused 
by Consultant or its personnel, subcontractors, or agents (including any reckless or willful 
misconduct); 

(e) that the Services or Customer's  use, copying, or distribution of the Work Product, Consultant 
Property, or any portion thereof  infringes or violates any patent, copyright, trade secret, 
trademark, or other third party intellectual property right or misappropriates a trade secret; 

(f) any failure by Consultant to comply with any applicable federal, state or local laws, 
regulations or codes in the performance of its obligations under this Agreement;

(g) or relating to the filing of a lien against any property of Customer, or any claim or action 
against Customer in which the personnel, subcontractor, or agent of Consultant claims 
payment from Customer for services and/or goods under this Agreement; or

(h) relating to any claims or liability for wages, workers' compensation, unemployment 
compensation or employee benefits made by Consultant's employees and/or subcontractors, 
payroll or related taxes, or other governmental charges related to the performance of the 
Services.

If a claim is made under subsection (h) and Customer is in any way enjoined from using the Work 
Product, Consultant Property, or any portion thereof, Consultant shall promptly, at its expense either: (i) 
provide to Customer non-infringing means of using the Work Product and/or Consultant Property; (ii) 
negotiate and procure for Customer the right to use the Work Product and/or Consultant Property 
without restriction; or (iii) if neither (i) nor (ii) can be accomplished within a reasonable time period 
and at no cost to Customer, then refund to Customer all monies paid under the applicable SOW(s).

14.0 Audit; Access to Books and Records.

14.1 Customer Audit. Consultant is responsible for keeping accurate records related to its 
performance and obligations under this Agreement, including but not limited to any price, cost 
or budget computations.  Consultant agrees that Customer or its duly authorized representative 
has the right to audit any directly pertinent books, documents, and records related to its 
performance of the Services and compliance with the terms and conditions of this Agreement.  
Consultant shall make available to Customer or its agents all such records within ten (10) 
business days of a written request.  Consultant agrees to allow Customer to make and retain 
copies of those materials deemed useful for documenting the audit activity and results.  The 
right to audit shall be limited to one (1) audit each year throughout the term of this Agreement 
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and for a period of one (1) year after its expiration or earlier termination.  If applicable, the 
right to audit shall also apply to agents and subcontractors hired by Consultant for the purpose 
of fulfilling this Agreement.  In the event that audits discover substantive findings related to 
fraud, misrepresentation or non-performance, or an overcharge on the part of Consultant, then 
Customer may recoup the costs of the audit work from Consultant, and in the case of an 
overcharge, the overpayment made by Customer.

15.0 Confidential Information.

15.1 Confidentiality. For the purposes of this Agreement, “Confidential Information” shall mean 
any and all nonpublic scientific, technical, financial or business information in any form 
(written, oral or visual) possessed by a party (the “Discloser”) and furnished or made available 
to the other party (“Recipient”) during the term of this Agreement.  For purposes of clarity, 
Confidential Information shall include information pertaining to Affiliates of the parties,
including but not limited to patient and demographic information, Personal Information 
(defined below), Work Product, and trade secrets.  Each party agrees to (a) hold all Confidential 
Information in confidence and not, directly or indirectly, disclose to any third party any 
Confidential Information, except as expressly permitted in this Agreement, (b) use Confidential 
Information solely as required to perform the Services, and (c) treat Confidential Information 
with the same degree of care it uses to protect its own confidential information, but in no event 
with less than a reasonable degree of care.  The parties agree that Confidential Information shall 
not include: (i) information which at the time of disclosure is in the public domain; (ii) 
information which, after disclosure, becomes part of the public domain by publication or 
otherwise, except by break of this Agreement by the Recipient; (iii) information that the 
Recipient can establish was in its possession prior to the time of disclosure and was not 
acquired, directly or indirectly, from the Discloser; (iv) information that Recipient lawfully 
receives from a third party without any obligation to keep such information confidential; or (v) 
information the Recipient can establish was independently developed by persons in its employ 
or otherwise who did not use or access the Discloser’s Confidential Information.  The parties 
further agree that Recipient may disclose Confidential Information to its employees, 
consultants, and agents on a need-to-know basis, but only if (i) those employees, consultants, 
and agents are bound by written obligations of confidentiality at least as restrictive as those in 
this Agreement, (ii) Recipient remains liable for the compliance of those employees, 
consultants and agents, and (iii) such disclosures are required in order to comply with its 
obligations under this Agreement. In the event of a breach or threatened breach of the 
provisions of this Section, Disclosing Party shall be entitled to seek an injunction restraining 
such breach or threatened breach without having to prove actual damages or threatened 
irreparable harm.  Such injunctive relief as Disclosing Party may obtain shall be in addition to 
any other rights and remedies available at law and in equity.  This provision shall survive 
expiration and termination of this Agreement.

15.2 Confidentiality of Health Information.  The parties acknowledge that Consultant has entered a 
Business Associate Agreement with Customer, attached hereto (the “BAA”).  The terms and 
conditions and obligations of consultant under the BAA are incorporated into this Agreement 
where Consultant acts in the capacity as Customer’s “Business Associate” as defined in 
regulations promulgated under HIPAA. The confidentiality terms of this Section shall 
specifically include the terms of the BAA.  

15.3 Data Breach. Consultant shall bear all costs of loss of data arising from Consultant's 
performance of the Services, including, but not limited to, the cost of data restoration, to the 
extent such loss is caused by Consultant or its employees, agents, or subcontractors.  In the 
event of an unauthorized use or disclosure by Consultant, its employees, agents or 
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subcontractors of personally identifiable information held by Customer on its own, or for or on 
behalf of any Affiliates ("Personal Information"), Consultant shall take the following action 
with respect to such unauthorized use or disclosure: (a) promptly communicate the nature of the 
unauthorized use or disclosure to those persons whose Personal Information was or likely was 
involved in an unauthorized use or disclosure ("Affected Individuals") via written 
correspondence approved by Customer; (b) if the unauthorized use or disclosure of Personal 
Information could lead to identity theft or related financial risk to the individual subject(s) of 
such Personal Information, purchase identity theft monitoring services from a credit reporting 
service for each Affected Individual offered such service by Customer, provided such Affected 
Individual agrees in writing to waive all claims against Customer for such disclosure, for a 
period of time mutually agreed to by Customer and Consultant, but not less than two (2) years; 
(c) comply with any and all laws, regulations, governmental orders or other governmental 
requirements ("Laws") applicable to such unauthorized use or disclosure of Personal 
Information; and (d) take all action commercially reasonable to mitigate any damages of 
Customer relating to the unauthorized  use or disclosure of Personal Information.

16.0 Recruitment of Personnel.  During the term of this Agreement and for a period of one (1) year 
thereafter, Consutlant shall not solicit the employment of any employee of Customer whom Consultant 
has had contact in connection with the relationship arising under this Agreement. This Section shall not 
apply to an employee who independently responds to indirect solicitations (such as general newspaper 
advertisements, employment agency referrals and internet postings) not targeting such employee.

17.0 [Intentionally Left Blank].

18.0 Operational Matters.

18.1 On-Site Requirements.  On-site Consultant Personnel shall follow and adhere to the Customer 
policies and procedures applicable to the provision of the Services including, by way of 
example only and without limitation:  (a) sign-in procedures, (b) identification badges, (c) 
executing confidentiality statements, (d) participation in any required training, or (e) parking 
regulations.  

18.2 Consultant Cooperation. Consultant agrees to timely cooperate and assist with any applicable 
performance improvement and quality assurance activities of Customer as they may relate to 
the Services.  Consultant shall cooperate and make adjustments as necessary in the methods and 
timing for provision of Services under this Agreement so that other Consultants and Customer 
personnel can perform their independent obligations to Customer. Consultant acknowledges 
that Customer may be, during the term of this Agreement, working with third parties in 
developing, installing, maintaining, and supporting the Customer systems, including working 
with auditors and application developers, and that the Services may involve the use of one or 
more Consultant resources to cooperate in these matters.  Such cooperation shall include 
provision of: (i) written requirements, standards and procedures for Customer systems and 
operations maintained by Consultant; (ii) assistance and support services to such third party; 
and (iii) access to the technology environment used by Consultant to provide the Services 
(subject to reasonable confidentiality and security restrictions) as necessary for such third 
parties to perform their services for Customer. 

18.3 Limitation on Consultant Personnel. Consultant agrees that unless otherwise approved by 
Customer in writing in advance, no Consultant Personnel shall provide services if any of the 
following have occurred:  (a) any applicable registration, certification, licensure (including 
where applicable, Medicare/Medicaid provider status) of Consultant Personnel, in any state, is 
or has been threatened with limitation, suspension, revocation or exclusion; (b) any applicable
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registering, certifying, or licensing board reprimands, sanctions or otherwise disciplines 
Consultant Personnel; or (c) a negligence or malpractice claim related to the provision of the 
Services or similar services has been asserted against Consultant Personnel.

18.4 Removal of Consultant Personnel.  If any Consultant Personnel repeatedly fails, in Customer’s 
sole discretion, to perform in a competent manner, and Customer notifies Consultant in writing 
that the Consultant Personnel is no longer acceptable to Customer, citing the grounds and 
specific supporting facts, then, after written notification from Customer, Consultant shall 
remove such Consultant Personnel and no longer schedule the Consultant Personnel to provide 
or the Services for Customer.  

18.5 Consultant Damage to Customer Property.  Without regard to any other section of this 
Agreement, Consultant shall be responsible for the costs to return to “as was” condition from 
any damage caused to the building, grounds, or other equipment and furnishings caused in 
whole or part by Consultant or Consultant Personnel while performing activities arising under 
this Agreement.  Consultant shall immediately report in writing the occurrence of any damage 
to Customer.

18.6 Customer Policies and Procedures. Without limiting any other provision herein, Consultant 
acknowledges Customer's obligations to comply with certain laws and regulations as well as the 
need for Consultant’s personnel to comply with reasonable requests, standard rules, and 
regulations of Customer regarding personal and professional conduct (including the use of an 
identification badge or personal protective equipment and the adherence to health care facility 
laws or regulations, including in some instances, but not limited to, criminal background 
checks, credit checks, health and/or drug screening, vaccinations and testing, and general safety 
practices or procedures) generally applicable to such facilities. Consultant shall provide 
Customer with reasonable assistance in ensuring Consultant Personnel complies with (i) laws 
and regulations affecting Customer's facility and (ii) Customer's facility rules and regulations. 

19.0 Use of Customer Name and Marks.  Consultant shall not make any public statement (for example, a 
press release or any form of public advertisement) describing Customer’s relationship with Consultant 
or Customer’s endorsement of Consultant or Consultant’s services without the prior written consent of 
Customer.  Customer may withhold its consent in its absolute discretion.  Consultant acknowledges that 
Customer will require ten (10) business days to consider any request for such consent.  Likewise, 
Consultant may not use any Customer trademarks without prior consent obtained through the procedure 
described above.

20.0 Miscellaneous.

20.1 Subcontractors. Consultant is not permitted to utilize subcontractors for performance of 
services under any SOW unless prior written consent is first obtained from Customer and 
unless such subcontractor has executed a written agreement with Consultant which obligates 
them to substantially similar terms as is required of Consultant under this Agreement.  Further, 
Consultant agrees to be fully responsible for all acts and omissions of any subcontractor used 
by Consultant.  

20.2 Independent Contractor Status.  It is expressly understood that Consultant is an independent 
contractor and not the agent, partner, or employee of Customer.  Consultant  and Consultant 
Personnel are not employees of Customer and are not entitled to tax withholding, worker’s 
compensation, unemployment compensation, or any employee benefits, statutory or otherwise.  
Consultant  shall not have any authority to enter into any contract or agreement to bind 
Customer and shall not represent to anyone that Consultant has such authority.
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20.3 Assignment. Consultant may not subcontract, assign or transfer this Agreement or any interest 
or claim under this Agreement without prior written approval of Customer.  Notwithstanding 
any consent by Customer to any assignment, Consultant shall at all times remain bound to all 
warranties, certifications, indemnifications, promises and performances, however described, as 
are required of it under this Agreement unless specifically released from the requirements, in 
writing, by Customer.  Consultant shall retain the right to pledge payment(s) due and payable 
under this Agreement to third parties.

20.4 Notices.  Any notice to either party must be in writing, signed by the party giving it, and served 
to the addresses indicated on the signature page or elsewhere in this Agreement (or to such 
other addressee as may be later designated by written notice) by personal delivery, recognized 
overnight courier service, or by the United States mail, first-class, certified or registered, 
postage prepaid, return receipt requested.  Consultant must provide a copy of any such notice to 
the attention of Customer’s Chief Legal Officer located at Hartford HealthCare Corporation, 
One State Street, Suite 19, Hartford, CT 06013.  All such notices shall be effective when 
received, but in no event later than three (3) days after mailing.  

20.5 Entire Agreement. This Agreement, including all exhibits, SOWs, attachments and appendices 
referenced herein, constitutes the entire understanding and agreement between the parties 
concerning the subject matter hereof, and supersedes all prior negotiations, agreements and 
understandings between the parties, whether oral or in writing, concerning the subject matter 
hereof.

20.6 Severability.  If any part of this Agreement shall be determined to be invalid, illegal or 
unenforceable by any valid act of Congress or act of any state legislature or by any regulation 
duly promulgated by the United States or a state acting in accordance with the law, or declared 
null and void by any court of competent jurisdiction, then such part shall be reformed, if 
possible, to conform to the law and, in any event, the remaining parts of this Agreement shall 
be fully effective and operative insofar as reasonably possible.

20.7 Governing Law. This Agreement shall be governed by and construed under the laws of the 
State of Connecticut without regard for principles of choice of law.  The venue for any claim 
arising under this Agreement shall be the state and federal courts located in Hartford, 
Connecticut.  Both parties agree to personal and subject matter jurisdiction in the County of 
Hartford, State of Connecticut and waive any rights to bring a motion based upon jurisdiction 
or venue.  

20.8 Waiver. Any waiver of a breach of any provision(s) of this Agreement shall not be deemed 
effective unless in writing and signed by the party against whom enforcement of the waiver is 
sought or operate as, or be construed to be, a waiver of any subsequent breach of the same or 
other provisions hereof.

20.9 Survivability. Provisions surviving expiration or earlier termination of this Agreement are those 
which on their face affect rights and obligations after termination or expiration, including but 
not limited to provisions concerning indemnification, confidentiality, warranty and choice of 
law and venue.

20.10 Execution.  This Agreement may be executed in duplicate, each of which when executed and 
delivered shall be an original.  The parties acknowledge and agree that this Agreement has been 
mutually discussed, negotiated, and drafted by the parties.
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20.11 Force Majeure.  Neither Consultant nor Customer shall be liable for failure to perform its 
respective obligations under this Agreement when failure is caused by fire, explosion, water, 
act of God, civil disorder or disturbances, strikes, vandalism, war, riot, sabotage, weather and 
energy related closings, or like causes beyond the reasonable control of the party (“Force
Majeure Event”).  In the event that either party ceases to perform its obligations under this 
Agreement due to the occurrence of a Force Majeure Event, the party shall:  (a) as soon as 
practicable notify the other party in writing of the Force Majeure Event and its expected 
duration; (b) take all reasonable steps to recommence performance of its obligations under this 
Agreement as soon as possible, including, as applicable, abiding by the disaster plan in place 
for Customer.  In the event that any Force Majeure Event delays a party’s performance for 
more than ten (10) calendar days following notice by the delaying party pursuant to this 
Agreement, then the other party may terminate this Agreement immediately upon written 
notice.
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Customer and Consultant have caused their duly authorized representatives to execute this Agreement on the 
date(s) set forth below. This Agreement shall take effect and become binding when signed by both parties.

CUSTOMER:

Hartford HealthCare Corporation

CONSULTANT:

Marcum LLP

By: ________________________________ By: _______________________________

Printed Name: David Whitehead

Its: Executive Vice President

Printed Name: Frank J. Miceli

Its:  Partner
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EXHIBIT A

STATEMENT OF WORK No. 1

This Statement of Work is entered into as of March 1, 2018 (“Statement of Work Effective Date”) by 
and between Customer and Consultant pursuant to that certain Consulting and Professional Services 
Agreement, dated March 1, 2018 (the "Agreement"), and is subject to the terms and conditions of the 
Agreement. Capitalized terms used in this SOW but not defined herein shall have the meanings assigned 
to them in the Agreement.  Notwithstanding anything to the contrary in the Agreement, the parties agree 
and acknowledge that there are no third party beneficiaries to this SOW.

I.  Description of Services

The Consultant will provide the following Independent Monitor Services:

The Consultant will perform the services described in Conditions 10, 11, 12.a. and 12.c. of the Final 
Agreed Settlement between the Office of Health Care Access (“OHCA”), The Charlotte 
Hungerford Hospital, and Hartford HealthCare Corporation (“HHC”) (“Settlement,” attached 
hereto as Exhibit D).  The Consultant will work in partnership with OHCA and HHC in performing 
these Services.

The Consultant will provide the Services for a period beginning on the Effective Date of the 
Agreement and ending on December 31, 2022, or such earlier or later date as may be established by 
the parties to the Settlement.  

The Consultant shall be responsible for monitoring compliance with Conditions 1 through 9, 12.b., 
17, 18 and 19 of the Settlement. 

The Consultant shall immediately notify David Mack, Vice President, Legal Affairs, or his 
designee, at HHC by email (David.Mack@hhchealth.org) or phone (860.972.0700), if the 
Consultant:

o has any concern that the parties to the Settlement may be deficient in their compliance with 
the Settlement;

o learns of any concern that OHCA believes the parties to the Settlement may be deficient in 
their compliance with the Settlement; or

o requests or receives any request to schedule a meeting with OHCA or State of Connecticut 
representatives.

David Mack at HHC, or his designee, will coordinate all on-site visits and meetings involving the 
Consultant.  All such visits and meetings will be scheduled at least one (1) week in advance.

At least 15 days before providing any written report to OHCA, the Consultant shall provide a draft 
of such report to HHC for review and comment.  The Consultant shall take into account HHC’s 
comments before submitting the report to OHCA.

The Consultant shall complete and maintain, in a timely manner, adequate, legible and proper 
records with respect to all Services rendered under this Agreement.

Nothing in this Statement of Work shall limit the rights or obligations of either party to the 
Agreement.  
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II. Fees

Customer shall pay to Consultant the following fees:

Partners $460 - $510 average rate per hour

Directors $375 - $450 average rate per hour

Senior Managers $300 - $370 average rate per hour

Managers $235 - $315 average rate per hour

Supervisors $190 - $250 average rate per hour

Seniors & Staff $140 - $195 average rate per hour

III. Not-to-Exceed Amount

Under no circumstances shall the amounts payable under this Statement of Work (including fees, 
materials and expenses) exceed $90,000.00 (Ninety Thousand Dollars) per year (the "not-to-exceed 
amount").  For purposes of determining the not-to-exceed amount, each year shall begin on January 1 and 
end on December 31 of the same calendar year. If Consultant’s fees for this engagement reach a total of 
$75,000, then the parties shall meet to discuss the updated projected fees and mutually agree on a firm 
total amount of fees for the engagement, provided the fees shall not exceed $90,000.

IV. Additional Terms and Conditions

Consultant shall not submit an invoice to Customer for services rendered hereunder, and Customer shall 
not be obligated to pay Consultant, until Customer has certified in writing that all applicable Services 
listed above in Section I have been accepted by Customer.

Consultant may not increase the fees quoted above in Section II during the duration of this Statement of 
Work.

IN WITNESS WHEREOF, Customer and Consultant have caused duly authorized representatives 
of the respective parties to execute this Statement of Work as of the Statement of Work Effective Date.

CUSTOMER:

Hartford HealthCare Corporation

CONSULTANT:

Marcum LLP

By: ________________________________ By:  _________________________________

Printed Name: David Whitehead

Its: Executive Vice President

Printed Name: Frank J. Miceli

Its:  Partner
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EXHIBIT B

FORM CHANGE ORDER

Change Order No.

This Change Order is entered into as of ____________, 20__ ("Change Order Effective Date") by and 
between Customer and Consultant, pursuant to the Agreement between the Consultant and Customer, 
Statement of Work No. _______ ("Statement of Work"), and previously issued Change Order Nos. 
_________________________ ("Change Orders"), and is subject to the terms and conditions of the 
Agreement, the Statement of Work, and the Change Orders unless otherwise noted herein.

I.  Description of Changes to Services and Milestones

Description of Changes to Deliverables

New Projected End Date:

II. Changes to Fees

III. Additional Materials/Expenses

IV.  Additional Terms and Conditions

IN WITNESS WHEREOF, Customer and Consultant have caused duly authorized representatives 
of the respective parties to execute this Change Order as of the Change Order Effective Date.

CUSTOMER: CONSULTANT:

By: ________________________________ By:  _______________________________

Printed Name: _______________________

Its: ______________________________

Printed Name: ______________________

Its:  _______________________________

Date: ______________________________ Date: ______________________________
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EXHIBIT C

BUSINESS ASSOCIATE AGREEMENT

THIS BUSINESS ASSOCIATE AGREEMENT is made and entered into as of March 1,
2018 (“Effective Date”), by and between Hartford Healthcare Corporation, on behalf of each of its 
member organizations, including but not limited to Hartford Hospital, MidState Medical Center, 
Windham Hospital, The Hospital of Central Connecticut, The William W. Backus Hospital, The 
Charlotte Hungerford Hospital, Natchaug Hospital, Rushford Center, and Hartford HealthCare 
Medical Group, Inc., which are each considered a Covered Entity as defined in HIPAA and
hereinafter referred to as “Covered Entity”, and Marcum LLP (“Business Associate”).

R E C I T A L S:

WHEREAS, the Business Associate and the Covered Entity have entered into that certain 
Consulting and Professional Services Agreement dated March 1, 2018 (the “Agreement”) wherein 
the Business Associate creates, receives, maintains or transmits Protected Health Information 
(PHI) on behalf of the Covered Entity and to comply with the requirements of the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA) as amended by the Health Information 
Technology for Economic and Clinical Health Act (HITECH), and implementing regulations 
which are codified at 45 C.F.R. Parts 160 and 164, as amended from time to time, and any 
guidance issued by the Office for Civil Rights (OCR) (collectively the “HIPAA Standards”), the 
parties agree to the terms herein.

1. Permitted Uses and Disclosures by Business Associate

a) The Business Associate’s use and disclosure of PHI shall comply in all respects 
with the HIPAA Standards.

b) Except as otherwise limited in this Business Associate Agreement, Business 
Associate may use or disclose PHI to perform functions, activities, or services for, 
or on behalf of, Covered Entity as specified in the Agreement, provided that such 
use or disclosure would not violate the HIPAA Standards if done by Covered 
Entity.  Business Associate shall not use or disclose PHI other than permitted or 
required by this Business Associate Agreement or as required by law.  The Business 
Associate shall limit the use and disclosure of PHI to the minimum necessary to 
accomplish the intended purpose of the use or disclosure of the PHI or as required 
pursuant to the Agreement.  All such uses and disclosures shall be consistent with 
the Covered Entity’s minimum necessary policies and procedures.

c) Except as otherwise limited in this Business Associate Agreement, Business 
Associate may use and disclose PHI for the proper management and administration 
of the Business Associate or to carry out the legal responsibilities of the Business 
Associate, provided that (i) the disclosure is required by law and timely notice is 
provided to Covered Entity prior to the disclosure, or (ii) Business Associate 
obtains reasonable assurances from the recipient that the PHI will remain 
confidential and used or further disclosed only as required by law for the purposes 
for which it was disclosed to the recipient, and the recipient promptly notifies 
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Business Associate of any instances of which it is aware in which the 
confidentiality of the PHI has been breached.

d) Unless requested in writing by the Covered Entity, Business Associate may not use 
PHI to provide Data Aggregation services.

e) Owner of PHI. Under no circumstances shall Business Associate be deemed in any 
respect to be the owner of any PHI used or disclosed by or to Business Associate by 
Covered Entity.

2. Obligations and Activities of Business Associate

a) Prior to disclosing PHI of Covered Entity to any subcontractor, Business Associate 
shall perform reasonable due diligence with respect to that subcontractor’s ability to 
comply with the HIPAA Standards.  Further, Business Associate shall ensure, 
through a written agreement, that any subcontractors of Business Associate that 
create, receive, maintain, or transmit PHI on behalf of the Business Associate agree 
to the same restrictions, conditions, and requirements that apply to the Business 
Associate with respect to such PHI, including without limitation, the restrictions, 
conditions, and requirements of this Business Associate Agreement and the HIPAA 
Standards.

b) Business Associate shall immediately report to Covered Entity any use or 
disclosure of PHI not provided for by this Business Associate Agreement, any 
Breach, or any Security Incident involving the PHI of which the Business 
Associate, or a subcontractor of the Business Associate, becomes aware (each, an 
“Incident”).  The Business Associate shall identify each individual whose PHI has 
been, or is reasonably believed to have been, accessed, acquired, or disclosed 
during an Incident.  Notice shall be made to the Covered Entity no later than five 
(5) calendar days after discovery of the Incident by Business Associate or a 
subcontractor of the Business Associate, whichever is earlier, except that in the 
event urgent notice may be required due to the possible imminent misuse of PHI, 
Business Associate shall notify Covered Entity in writing without unreasonable 
delay and in no case later than two (2) calendar days. Business Associate accepts 
the burden of demonstrating that such notice was timely, proper and in accordance 
with HIPAA Standards.  Business Associate shall, at its expense, take any action 
necessary or requested by the Covered Entity to mitigate, to the extent practicable, 
any harmful effect of an Incident.  Business Associate shall, at its expense, provide 
all information and take all action requested by Covered Entity and consistent with 
the HIPAA Standards to assist Covered Entity in providing notice of an Incident.

c) Business Associate shall restrict disclosures or communicate confidentially with 
Individuals as required by the HIPAA Standards and as requested by the Covered 
Entity.  

d) If the Business Associate maintains PHI in a Designated Record Set, the Business 
Associate shall:

(1) provide access (including inspection, obtaining a copy or both), in the time 
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and manner designated by Covered Entity, and Business Associate shall not 
charge any fee greater than the lesser of the amount permitted by State law 
or the Business Associate’s actual cost of postage, labor and supplies for 
complying with the request;

(2) make available PHI for amendment and incorporate any amendment(s) in 
the time and manner designated by Covered Entity; and

(3) provide access to PHI that is in electronic format in the form and format 
requested by the Individual or Covered Entity, if not readily producible in 
such form or format, in a readable electronic form and format agreed to by 
the Covered Entity and the Individual, and transmit such copy directly to an 
entity or person designated by the Individual or Covered Entity.  Business 
Associate shall not charge any fee greater than the lesser of the amount 
permitted by State law or the Business Associate’s actual cost of postage, 
labor, and supplies for complying with the request.

e) Business Associate shall make internal practices, books, and records relating to the 
use and disclosure of PHI available to the Covered Entity or the Secretary, in a time 
and manner designated by the Covered Entity or the Secretary, for purposes of the 
Secretary investigating or determining Covered Entity’s or Business Associate’s 
compliance with the HIPAA Standards.

f) Business Associate shall document such disclosures of PHI and information related 
to such disclosures as would be required for Covered Entity or Business Associate 
under the HIPAA Standards to respond to a request by an Individual for an 
accounting of disclosures of PHI.  Business Associate shall provide, in the time and 
manner designated by Covered Entity, an accounting of disclosures required by the 
HIPAA Standards made by the Business Associate. 

g) Business Associate shall prevent use or disclosure of the PHI other than as provided 
for in this Business Associate Agreement and shall comply, where applicable, with 
the HIPAA Standards with respect to electronic PHI, including Subpart C of 45 
C.F.R. Part 164 ("Security Rule").  The Business Associate shall implement and 
maintain safeguards as necessary to ensure that all PHI is used or disclosed only as 
authorized under the HIPAA Standards and this Business Associate Agreement.  
Without limiting Business Associate’s obligations under the HIPAA Standards, the 
Business Associate agrees to assess potential risks and vulnerabilities to PHI in its 
possession and develop, implement and maintain appropriate administrative, 
physical and technical safeguards set forth in the HIPAA Standards to protect the 
confidentiality, availability and integrity of the PHI that Business Associate creates, 
receives, maintains or transmits on behalf of the Covered Entity.  These measures 
must be documented and kept current, and must include, at a minimum, those 
measures that fulfill the requirements outlined in the HIPAA Standards and all 
guidance issued by the Secretary.

h) Business Associate recognizes that violation of any HIPAA Standard by Business 
Associate may subject Business Associate to civil and criminal penalties, including 
those set forth in 42 U.S.C. § 1320d-5 and 1320d-6 and Subparts C-E of 45 C.F.R. 
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Part 160 ("Enforcement Rule"). 

i) Business Associate shall not, and shall ensure that its subcontractors do not, directly 
or indirectly receive any remuneration in exchange for any PHI unless approved in 
advance in writing by the Covered Entity in accordance with the HIPAA Standards.

j) Business Associate shall not, and shall ensure that its subcontractors do not, engage 
in any marketing or fundraising that uses or discloses PHI.

k) Business Associate shall respond to and shall assist the Covered Entity with 
responding to an investigation or compliance audit by the Secretary, or an action by 
an attorney general having jurisdiction involving PHI subject to this Agreement. 

l) To the extent that Business Associate is to carry out one or more of Covered 
Entity's obligations under Subpart E of 45 C.F.R Part 164 ("Privacy Rule"), 
Business Associate shall comply with such requirements that apply to Covered 
Entity in the performance of such obligations.

m) Business Associate shall not create, receive, maintain, or transmit PHI outside of 
the United States or its Territories.

n) Business Associate shall not block or terminate Covered Entity’s access to PHI that 
is maintained by Business Associate or its subcontractors on behalf of Covered 
Entity.

3. Term and Termination

a) Term.  The term of this Business Associate Agreement shall be effective as of the 
Effective Date, and shall terminate when all of the PHI maintained by Business 
Associate on behalf of Covered Entity is properly and completely destroyed or 
returned to Covered Entity, or, if it is infeasible to return or destroy the PHI, 
protections are extended to such PHI in accordance with the termination provisions 
in this section.

b) Termination for Cause.  Upon Covered Entity's knowledge of a material breach of 
this Business Associate Agreement by Business Associate, Covered Entity shall 
provide an opportunity for Business Associate to cure the breach or end the 
violation, and Covered Entity shall terminate the Agreement if Business Associate 
does not cure the breach or end the violation within the time specified by Covered 
Entity, or immediately terminate the Agreement if Business Associate has breached 
a material term of this Business Associate Agreement and cure is not possible, as 
determined by the Covered Entity in its reasonable discretion.

c) Effect of Termination.

(1) Except as provided in subparagraph (2) of this subsection (c), upon 
termination of the Agreement or this Business Associate Agreement, for any 
reason, Business Associate shall return or if authorized by Covered Entity, 
destroy all PHI maintained by Business Associate on behalf of Covered
Entity.  This provision shall apply to PHI that is in the possession of 
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subcontractors of Business Associate.  Business Associate shall retain no 
copies of the PHI. 

(2) In the event that Business Associate determines that returning or destroying 
the PHI is infeasible, Business Associate shall provide to Covered Entity 
notification of the conditions that make return or destruction infeasible.  The 
Business Associate shall extend the protections of this Business Associate 
Agreement to such PHI and limit further uses and disclosures of such PHI to 
those purposes that make the return or destruction infeasible.  Business 
Associate shall not use or disclose such PHI and shall maintain its security 
pursuant to this Business Associate Agreement for so long as Business
Associate maintains such PHI.

(3) The parties hereto understand and agree that the terms of this Business 
Associate Agreement are reasonable and necessary to protect the interests of 
the Covered Entity and the Business Associate.  The parties further agree 
that the Covered Entity would suffer irreparable harm if the Business 
Associate breached this Business Associate Agreement.  Thus, in addition to 
any other rights or remedies, all of which shall be deemed cumulative, the 
Covered Entity shall be entitled to obtain injunctive relief to enforce the 
terms of this Business Associate Agreement.

4. Miscellaneous

a) Survival.  The respective rights and obligations of Business Associate under Section 
4(c) of this Business Associate Agreement shall survive the termination of this 
Business Associate Agreement.

b) Indemnification.  Business Associate agrees to indemnify, defend, and hold 
harmless the Covered Entity from any and all loss, liability, damage, cost, and 
expense, including without limitation civil monetary penalties, monetary 
settlements, fines, damages as a result of attorney general enforcement, and 
attorneys’ fees resulting or arising from use or disclosure of PHI; breach of this 
Business Associate Agreement, or violation of the HIPAA Standards by Business 
Associate or its subcontractors, agents or employees, provided that Business 
Associate shall not indemnify Covered Entity for any act or omission made on 
advice, request or discretion of Covered Entity.  This section 4(b) shall survive 
termination of this Business Associate Agreement.

c) Insurance.  Business Associate shall maintain insurance on a claims-made basis 
(with tail coverage for no less than three (3) years) with coverage in an amount 
equal to at least one (1) million dollars per claim and three (3) million dollars in the 
aggregate covering claims subject to indemnification pursuant to Section 4(b) 
above. Additionally, Business Associate shall maintain privacy and network 
security insurance (cyber liability) covering loss arising out of or in connection with 
loss or disclosure of PHI, in a minimum amount of $3,000,000 per loss.

d) Interpretation.  Any ambiguity in this Business Associate Agreement shall be 
resolved in favor of a meaning that permits Covered Entity to comply with the 
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HIPAA Standards.

e) No Private Cause of Action.  This Business Associate Agreement is not intended to 
and does not create a private cause of action by any individual, other than the 
parties to this Business Associate Agreement, as a result of any claim arising out of 
the breach of this Business Associate Agreement, the HIPAA Standards or other 
state or federal law or regulation relating to privacy or security.

f) Amendment.  In the event that any law or regulation is enacted or promulgated 
regarding the protection of health information that is in any way inconsistent with 
the terms of this Business Associate Agreement or that interferes with Covered 
Entity’s obligations with respect to the protection of health information so as to 
warrant a modification to this Business Associate Agreement or in the event any 
HIPAA Standard is amended or modified, the Covered Entity shall have the right to 
amend this Business Associate Agreement to effectuate such change by providing 
notice thereof to Business Associate but without having to obtain Business 
Associate’s consent thereto.  Except as set forth above in this Section 5(f), this 
Business Associate Agreement shall only be amended or modified upon written 
consent of the parties.

g) Application of State Law.  Where any applicable provision of State law relates to 
the privacy or security of health information and is not preempted by HIPAA, as 
determined by application of the HIPAA Standards, the parties shall comply with 
the applicable provisions of State law.

h) Severability.  If any provision of this Business Associate Agreement shall be 
declared invalid or illegal for any reason whatsoever, then notwithstanding such 
invalidity or illegality, the remaining terms and provisions of this Business 
Associate Agreement shall remain in full force and effect.

i) Governing Law.  This Business Associate Agreement shall be interpreted, 
construed, and governed according to the laws of the State in which the Covered 
Entity maintains its principal place of business.  The parties agree that venue shall 
lie in Federal and State courts in the State in which the Covered Entity maintains its 
principal place of business, without regard to its conflicts of law principles, 
regarding any and all disputes arising from this Business Associate Agreement. 

j) Notices.  Any notice or other communication given pursuant to this Business 
Associate Agreement must be in writing and (a) delivered personally, (b) delivered 
by overnight express, or (c) sent by registered or certified mail, postage prepaid, to 
the address set forth above and shall be considered given upon delivery.
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IN WITNESS WHEREOF, the parties hereto have executed this Business Associate 
Agreement as of the Effective Date.

COVERED ENTITY:

Hartford HealthCare Corporation

BUSINESS ASSOCIATE:

Marcum LLP

By: ________________________________ By:  _________________________________

Printed Name: David Whitehead

Its: Executive Vice President

Printed Name: Frank J. Miceli

Its:  Partner
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EXHIBIT D

FINAL AGREED SETTLEMENT

 



Office of Health Care Access 

 

Phone: (860) 418-7001  Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer

Agreed Settlement 

Applicants: The Charlotte Hungerford Hospital 
540 Litchfield Street 
Torrington, CT 06790 

Hartford HealthCare Corporation 
1 State Street 
Hartford, CT 06103 

Docket Number:  16-32135-CON 

Project Title: Transfer of ownership of The Charlotte Hungerford Hospital 
to Hartford HealthCare Corporation 

Project Description: The Charlotte Hungerford Hospital (“TCHH” or “Hospital”) and Hartford 
HealthCare Corporation (“HHC”), herein collectively referred to as the (“Applicants”), seek 
authorization to transfer ownership of TCHH and its subsidiaries to HHC.

Procedural History: The Applicants published notice of their intent to file a Certificate of Need 
(“CON”) application in the Torrington Register Citizen (Torrington) on August 30, 31 and 
September 1, 2016. On November 28, 2016, the Office of Health Care Access (“OHCA”) 
received the CON application from the Applicants for the above-referenced project. The 
application was deemed complete on March 8, 2017. On April 7, 2017, Commissioner Raul Pino 
designated Attorney Kevin T. Hansted as the hearing officer in this matter and the Applicants 
were notified of the date, time, and place of the public hearing. On April 10, 2017, a notice to the 
public announcing the hearing was published in The Torrington Register Citizen. Thereafter, 
pursuant to Connecticut General Statutes (“Conn. Gen. Stat.”) § 19a-639a (f)(2), a public hearing 
regarding the CON application was held on May 8, 2017. The hearing was conducted in 
accordance with the provisions of the Uniform Administrative Procedure Act (Chapter 54 of the 
Conn. Gen. Stat.) and Conn. Gen. Stat. § 19a-639a (f)(2) and the Hearing Officer heard 
testimony from witnesses for the Applicants. The public hearing record was closed on August 8, 
2017.
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Findings of Fact and Conclusions of Law

1. TCHH is a 122-bed, acute care hospital, located in Torrington, Connecticut. Ex. A, p. 11

2. TCHH is a Connecticut non-stock, tax-exempt corporation, holding interests in four 
subsidiaries that operate outpatient health care facilities and/or perform related community 
and ancillary services for the hospital (see legal chart of corporate structure, below). 

Ex. A, p. 168

3. HHC is a Connecticut non-stock, tax-exempt corporation serving as the parent to a system of 
integrated health care entities, including: Hartford Hospital (“HH”), The Hospital of Central 
Connecticut, The William H. Backus Hospital, MidState Medical Center and Windham 
Hospital. Ex. A, pp. 12-13

4. In February 2014, the TCHH Board of Governors began evaluating the need for a strategic 
affiliation with a larger health system to help sustain the Hospital’s operational, financial and 
clinical services. Ex. A, p. 13 

5. A TCHH Independence Strategy Evaluation Committee (“Committee”) was convened to 
review TCHH’s degree of independence and to establish guiding principles to use in 
evaluating any partnership/affiliation. Ex. A, p. 13 
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6. The Committee concluded that a number of factors should lead TCHH to adjust its degree of 
independence, including: 

growing difficulty recruiting and retaining physicians in both primary and 
specialty care; 
declining operating margins reduced to levels inadequate for current reinvestment 
in facilities and services; 
high reliance (i.e., approximately 80%) and sensitivity to Medicare and Medicaid 
reimbursement due to an aging patient population; 
reductions in inpatient discharges resulting from the loss of physicians in major 
inpatient service lines and a decreasing primary care presence in the community; 
and
difficulty expanding outpatient services and meeting TCHH’s population health 
management interests as an independent hospital. 

Ex. A, pp. 13, 15

7. As a result of these combined factors, a Request for Proposal (“RFP”) was issued in July 
2015 seeking a strategic affiliation partner. From among the respondents, HHC was selected 
as the health care system that most closely shared TCHH’s vision for the region’s health care 
needs. Ex. A, pp. 9, 14

8. Following HHC’s selection, the Boards of TCHH and HHC approved the Affiliation 
Agreement (“AA”) on July 28, 2016 and August 5, 2016, respectively. Ex. A, p. 24

9. The Applicants, therefore, request authorization to transfer ownership of TCHH and its 
subsidiaries to HHC. Following the transaction, HHC will become the sole corporate member 
of TCHH, pursuant to the terms and conditions of the AA. Ex. A, p. 7

10. On September 19, 2016, a Hart-Scott-Rodino (“HSR”) filing1 was submitted to the Federal 
Trade Commission (“FTC”). As of October 31, 2016, the 30-day waiting period outlined by 
the HSR Anti-trust Improvements Act expired without further investigation of the 
transaction. Ex. A, p. 24

11. Following the transfer of ownership, TCHH will continue to operate as an independently 
licensed hospital with its own separate medical staff. Ex. A, pp. 6, 18

12. As an independent care provider, TCHH can no longer produce the operating margins 
necessary to invest in health care in its facilities. HHC will provide TCHH with the financial 
resources, clinical support and organizational structure needed to meet the demands of health 
care reform and the changing health care environment. Testimony of Mr. John Janco, Chairman of 
the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, pp. 13-14 

                                                           
1 The Hart-Scott Rodino (“HSR”) Act requires that information about large mergers and acquisitions be submitted to 
the Federal Trade Commission and the Department of Justice prior to their occurrence. The parties may not close 
their deal prior to the waiting period outlined in the HSR Act without government approval. Source: 
https://www.ftc.gov/enforcement/premerger-notification-program



Charlotte Hungerford Hospital and Hartford HealthCare     Page 4 of 32 
Docket Number: 16-32135-CON 

 

13. The post-transaction HHC Regional Board will consist of the members of TCHH’s Board of 
Directors at the time of closing, along with four members appointed by HHC. The president 
of TCHH and the medical staff president will both be ex-officio members of the Board. Ex. A, 
p. 18

14. The post-transaction TCHH Board will be responsible for the oversight of all quality 
assessment, performance improvement and patient safety activities of the Hospital and its 
affiliates, including the authority to credential, grant and revoke medical staff memberships. 
Other responsibilities will include oversight of the community benefit and health needs 
assessment, advocacy for the Northwest Region’s health needs, fundraising and development 
activities to further the mission, vision and values of the health care system. Ex. A, p. 18

15. During the first year of the three-year transition period, the TCHH Board will maintain a 
finance and strategic planning committee composed of the same members who served on the 
related Hospital committees prior to the transaction. Ex. A, p. 18

16. Following approval of the initial plan by the HHC Board, managerial and administrative 
oversight for the Northwest Region strategic plan will reside with the regional president and 
other executive management and will be integrated with HHC’s strategic plan. Ex. A, p. 82

17. The following chart depicts the organizational structure following the proposed transaction: 

Ex. A, p. 169 
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18. TCHH’s primary service area consists of three towns in Northwest Connecticut; more than 
half of all discharged inpatients reside in Torrington (see table below): 

TABLE 1 
TCHH PRIMARY SERVICE AREA*

Town 

FY 2015 

Discharges %1

Torrington 3,387 56.1% 
Winchester 697 11.5% 
Litchfield 485 8.0% 

PSA Total 4,569 75.7% 
All other 1,468 24.3% 

Total 6,037 100.0% 
1 May not add due to rounding 
*Primary service area based on top 75% of patient  

discharges by town 

Sources: Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care  
Hospital Discharge Database 

19. TCHH and HHC have a history of collaboration; HHC personnel have provided clinical 
education on trauma care to emergency medical providers at TCHH through HH’s LIFE 
STAR program and trauma department. Ex. A, p. 22

20. HHC’s cardiology department staff, LIFE STAR and TCHH personnel have worked together 
to determine the optimum care for cardiac patients arriving at the Hospital’s ED, including 
facilitating air or ground transport and assembling an interventional team at HH. The two 
hospitals have also worked together to develop quality assurance and performance 
improvement programs over the past several years. These programs have helped improve 
door-to-balloon times for TCHH cardiac patients. Ex. A, p. 22

21. The proposal is expected to provide TCHH and the community it serves the following 
benefits:

establishment of an extensive primary care and ambulatory care network, including, 
but not limited to: the use of patient-centered medical homes; the development and 
expansion of services and programs offered to the community, including the 
development of a new, modern multispecialty care center; and the development of an 
ambulatory surgery network in the Northwest Region; 
ability to participate in population health initiatives undertaken by HHC; 
establishment of a Geriatric Medicine Institute at TCHH and the development of a 
new site for the “Center for Healthy Aging,” a program designed to provide expanded 
community-based access to a full complement of programs and resources for the 
aged; 
enhanced cardiovascular services, including an integrated congestive heart failure 
program and on-site electrophysiology; 
implementation of a gastrointestinal and digestive diseases program for TCHH in 
coordination with statewide programs developed by HHC; 
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expansion of the orthopedic program at TCHH in coordination with statewide 
programs developed by HHC; 
enhanced behavioral health services, including treatment for substance use disorders 
and mental health--including the care and treatment of geri-psych and related 
diseases;
expanded women’s health services, including access to uro-gynecological specialists, 
perinatology, and nationally-recognized reconstructive and breast surgeons; and  
expansion of neurology and neuroscience services by building upon the existing 
telestroke collaboration with HHC and the establishment of outpatient services in the 
community. 

Ex. C, p. 327 

22. Further, HHC has a strong commitment to quality, which is supported by numerous 
informatics tools (e.g., dashboards, Epic electronic health record platform “Epic”) used to 
measure performance. These tools are used to support more than 40 clinical councils in areas 
such as emergency medicine, OBGYN, endocrinology and a broad spectrum of medical care. 
These clinical councils work to identify the best practices of evidence-based medicine, to 
adopt these best practices and to measure if the desired outcome is being reached. The goal 
of these councils is to enhance the level of care and improve health care quality in the 
community. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, pp. 52-
54

23. Disruptions from the loss of physicians in major inpatient service lines has negatively 
affected patient volumes. Over the past several years, TCHH has lost 21 physicians, 
primarily due to retirements, re-locations and career path changes. 

TABLE 2 
TCHH PHYSICIAN REDUCTIONS IN INPATIENT SERVICE LINES

Service Line Type of MD Time Frame Number 

Neurology Neurologist May 2015 1

Orthopedics
Orthopedists
Physiatrists 

2014-2016 
5
2

Primary Care Primary Care 2014-2016 7

ENT ENT Dec 2016 1
Surgery Surgeon Sept 2016 1

Psychiatry Psychiatrists 2014-2016 4

24. The TCHH Physician Manpower Plan (completed in March 2015) concluded that in terms of 
patient care full-time equivalents (“FTEs”), the Hospital community had a total physician 
shortage of 29.6 FTEs in the areas of primary care (13.1) specialists (11.2) and surgeons 
(5.3). Ex. O, Late File, Table 19, p. 4

25. Both loss of physicians and difficulty recruiting new physicians have greatly impaired 
TCHH’s ability to improve access to care, enhance revenues and to develop new service lines 
in response to community need. Testimony of Mr. Dan McIntyre, President and Executive Director of the 
Charlotte Hungerford Hospital, Ex. N, pp. 24-25
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26. HHC has had success in recruiting physicians due to its large physician practice, Hartford 
HealthCare Medical Group, with nearly 500 physicians. Having a large medical group 
provides an expanded peer group to support, advise and mentor recently trained physicians, 
and enhances initial recruitment and eventual placement of specialists in community 
hospitals. Testimony of Dr. Rocco Orlando, Chief Medical Officer of Hartford HealthCare, Ex. N, p. 54

27. As a result of physician loss and recruiting difficulty, both discharges and patient days have 
declined at TCHH over the past several years (see tables below): 

TABLE 3 
TCHH HISTORICAL DISCHARGES 

Service
Actual Volume 

FY 2013 FY 2014 FY 13-14 
% chg FY 2015 FY 14-15 

% chg FY 2016 FY 15-16 
% chg 

FY 13-16 
% chg 

Medicine 3,782 3,538 -6.5% 3,581 1.2% 3,167 -11.6% -16.3% 

Newborn 450 445 -1.1% 448 0.7% 396 -11.6% -12.0% 

Obstetrics 472 457 -3.2% 463 1.3% 414 -10.6% -12.3% 

Psychiatric 683 685 0.3% 685 0.0% 747 9.1% 9.4% 

Surgery 1,142 977 -14.4% 858 -12.2% 789 -8.0% -30.9% 

Total 6,529 6,103 -6.5% 6,035 -1.1% 5,513 -8.6% -15.6% 

TABLE 4 
TCHH HISTORICAL PATIENT DAYS

Service
Actual Volume 

FY 2013 FY 2014 FY 13-14 
% chg FY 2015 FY 14-15 

% chg FY 2016 FY 15-16 
% chg 

FY 13-16 
% chg 

Medicine 14,897 14,466 -6.5% 15,720 1.2% 12,825 -18.4% -13.9% 

Newborn 1,086 1,185 -1.1% 1,126 0.7% 970 -13.9% -10.7% 

Obstetrics 1,155 1,163 -3.2% 1,189 1.3% 1,030 -13.4% -10.8% 

Psychiatric 3,928 3,956 0.3% 3,586 0.0% 4,113 14.7% 4.7% 

Surgery 5,428 5,015 -14.4% 4,403 -12.2% 4,142 -5.9% -23.7% 

Total 26,494 25,785 -6.5% 26,024 -1.1% 23,080 -11.3% -12.9% 
Ex. C, p. 330 
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28. However, inpatient volumes are projected to increase as a result of the proposal’s planned 
expansion of primary care, specialty and subspecialty care2 and population models in 
TCHH’s primary service area.

TABLE 5 
TCHH PROJECTED DISCHARGES BY SERVICE

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18 
% chg FY 2019 FY 18-19 

% chg FY 2020 FY 19-20 
% chg 

Medicine 3,303 3,680 11.4% 3,839 4.3% 3,915 2.0% 

Newborn 358 358 0.0% 358 0.0% 358 0.0% 

Obstetrics 375 375 0.0% 375 0.0% 375 0.0% 

Psychiatric 729 798 9.5% 845 5.9% 845 0.0% 

Surgery 748 979 30.9% 1,116 14.0% 1,134 1.6% 

Total 5,513 6,190 12.3% 6,533 5.5% 6,627 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 

TABLE 6 
TCHH PROJECTED PATIENT DAYS BY SERVICE 

Service 
Projected Volume* 

FY 2017 FY 2018 FY17-18 
% chg FY 2019 FY 18-19 

% chg FY 2020 FY 19-20 
% chg 

Medicine 13,435 14,968 11.4% 15,615 4.3% 15,924 2.0% 

Newborn 947 947 0.0% 947 0.0% 947 0.0% 

Obstetrics 927 927 0.0% 927 0.0% 927 0.0% 

Psychiatric 4,109 4,498 9.5% 4,763 5.9% 4,763 0.0% 

Surgery 4,158 5,442 30.9% 6,204 14.0% 6,304 1.6% 

Total 23,576 26,782 13.6% 28,456 6.3% 28,865 1.4% 
* Volumes are expected to increase and then level as a result of new physician practices and programs. 

Ex. C, pp. 327-331 

29. In addition to stabilizing TCHH patient volumes, the proposal is intended to provide the 
following benefits:

physician recruitment of primary care, neurology and orthopedics will be 
significantly improved as an affiliate of a large integrated health system (HHC); 
replacement of “end-of-life” and obsolete equipment with new technology; 
repair or replacement of vital physical plant facilities (average age of plant is 20 
years old) and infrastructure, including the renovation of the TCHH emergency 
department; 
installation of Epic; 
access to HHC’s system-wide analytic tools to help monitor clinical indicators 
(e.g., mortality and readmission rates) and broader clinical staff collaboration, 
along with the ability to participate in disease-specific “institutes” and clinical 
councils;

                                                           
2 Potential new/expanded programs include: geriatric medicine, cardiovascular, gastrointestinal and digestive 
disease, orthopedics, behavioral health, women’s health and neurology and neuroscience services.
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Improvement in quality measurement (i.e., access to dashboards which identify 
high-risk and high-frequency problem areas) along with the ability to participate 
in national registries to support benchmarking and gain access to tools (e.g., 
National Surgical Quality Improvement Program and National Database of 
Nursing Quality Indicators) to support best practice implementation; 

Ex. C, p. 342; Ex. S, OHCA Order 2 responses, pp. 7-10

30. As a result of HHC’s acquisition, TCHH expects to receive similar benefits to those 
accomplished at Windham Hospital, noted below: 

expanded key service lines (e.g., oncology, neuroscience, heart and vascular, 
behavioral health and orthopedics) as a direct result of investment allowing for the 
development of clinical institutes; 
key clinical recruitments, in general/orthopedic surgery, cardiology and primary 
care; 
financial support to purchase state-of-the-art imaging equipment to help in the 
early detection of cancer and other diseases; 
additional resources to allow significant investment in information technology 
(e.g., Epic); 
capital investments used to develop a 30,000 square foot medical office and a 
renovated hospital lobby and cafeteria; and 
opportunity to participate in clinical quality councils, system-wide initiatives to 
reduce variation in clinical practice resulting in becoming a High Reliability 
Organization.3

Ex. S, OHCA Order 2 responses, pp. 4-7 

                                                           
3 According to the US Department of Health and Human Services, Agency for Healthcare Research and Quality, 
“High reliability organizations (“HROs”) are organizations that operate in complex, high-hazard domains for 
extended periods without serious accidents or catastrophic failures. The concept of high reliability is attractive for 
health care, due to the complexity of operations and the risk of significant and even potentially catastrophic 
consequences when failures occur in health care.” Further, HROs have staff that “…consistently prioritize safety and 
have both the authority and the responsibility to make real-time operational adjustments to maintain safe operations 
as the top priority.”
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31. Medicaid-covered patients account for 20% of discharges at TCHH. The Applicants do not 
anticipate any changes in payer mix for the first three years with the proposal. 

TABLE 7 
TCHH’S CURRENT & PROJECTED PAYER MIX 

Payer 

Current Projected** 

FY 2016 FY 2017 FY 2018 FY 2019 FY 2020 

Discharges % Discharges % Discharges % Discharges % Discharges1 %

Medicare* 3,087 56% 3,087 56% 3,466 56% 3,658 56% 3,711 56% 

Medicaid* 1,103 20% 1,103 20% 1,238 20% 1,307 20% 1,325 20% 

CHAMPUS & 
TriCare 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Government 4,190 76% 4,190 76% 4,704 76% 4,965 76% 5,036 76% 

Commercial 
Insurers* 1,213 22% 1,213 22% 1,362 22% 1,437 22% 1,458 22% 

Uninsured 110 2% 110 2% 124 2% 131 2% 133 2% 

Workers 
Compensation 0 0% 0 0% 0 0% 0 0% 0 0% 

Total Non-
Government 1,323 24% 1,323 24% 1,486 24% 1,568 24% 1,591 24% 

Total Payer Mix 5,513 100% 5,513 100% 6,190 100% 6,533 100% 6,627 100% 
*Includes managed care activity 
**May not add due to rounding 
1Imputed from discharge total listed in Ex. M, Late File 4: Financial Worksheet (A) 

Ex. A, pp. 47; Ex. M, Late File 4: Financial Worksheet (A)

32. The target patient population will not change as a result of the proposal. There are no 
closures, reductions, consolidations or relocations planned for any TCHH service currently 
offered. Further, the Applicants are planning to enhance and expand services to minimize the 
need for area residents to travel outside the service area for specialty care. Ex. A, pp. 30-31; Ex. 
C, p. 328 

33. The Applicants submitted a preliminary plan detailing how services will be provided by the 
Hospital for the first three years following the transfer of ownership. Ex. C, pp. 328-329

34. If the proposal is approved, TCHH will adopt HHC’s charity care policy. TCHH patients will 
receive the following benefits as a result: 

more options to apply for financial assistance, including in-person requests, by 
mail, phone or online application; 
no exclusion for patients applying for financial assistance if: 

i. the patient was insured at the time of service; or 
ii. the patient had established a contract with ClearBalance4 and had not 

defaulted on the payment plan. 

                                                           
4 ClearBalance is a patient loan program provider for U.S. hospitals and health systems. 
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more favorable collection policies in terms of time allowed to file an application 
and providing missing information; 
more comprehensive guidelines to help provide financial assistance to 
underinsured patients; and 
more inclusive approach to Free Bed Fund qualifying criteria. 

Ex. A, p. 26; Ex. C, pp. 333-334

35. There are no plans to change TCHH’s price structure or to impose additional facility fees as a 
result of this proposal. The proposal is not expected to adversely affect patient healthcare 
costs. Ex. A, p. 36

36. There are no planned changes to the Hospital’s existing payer contracts as a result of the 
proposal. The agreements will be renegotiated at the expiration of their terms. HHC expects 
that the responsibility for negotiating managed care contracts that expire after closing will be 
coordinated through a subsidiary of HHC, Integrated Care Partners, LLC. Ex. A, p. 62; Ex. S, 
Order 2, pp. 2-3

37. HHC’s payer contracting process takes into account the individual cost structure of each 
hospital, its existing baseline rates and other considerations that are unique to the facility. 
Accordingly, new rates are negotiated based in part on existing baseline rates, the 
complement of services provided, the location of the services, and the existing cost structure. 
Overall HHC system needs are also considered. Ex. S, Order 2 Responses, pp. 2-3

38. No financial gain will accrue to any officer, director, board member or senior manager of 
either TCHH or HHC as a result of this proposal. Ex. Q, Order 1 Responses, p. 1

39. Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. Over seven years, $50M will be used to fund required maintenance and 
capital projects identified in the strategic plan. Ex. A, pp. 18-19

40. At least $20M (of the $50M capital investment for infrastructure) will be invested within the 
first four years of the affiliation to fund emergency department renovations, outpatient 
facility upgrades, infrastructure development and physical plant improvements. Ex. A, pp. 18-
19

41. With an aging physical plant, TCHH has found it difficult to make improvements at the 
Hospital and also invest in facilities within the community. HHC intends to renovate and 
expand the emergency department, expand a network of urgent care and other network 
facilities and to create a medical staff development plan to help recruit new physicians to the 
TCHH community. Testimony of Mr. Jeff Flaks, President and Chief Operating Officer of Hartford 
HealthCare, Ex. N, pp. 40-42

42. HHC will provide an additional $3M to support medical staff development and recruitment 
efforts over the transitional period following the ownership change. Ex. A, p. 19
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43. The table below provides a preliminary list of potential capital investments. At least $50M 
(68%) of the $73M total will be allocated to capital infrastructure projects at TCHH: 

TABLE 8 
PRELIMINARY CAPITAL INVESTMENTS FOR TCHH (in thousands) 

Description
Seven-Year

Total 

Major Service Line Opportunities/Discretionary Projects $20,000 

Infrastructure Improvements $50,000 

Medical Staff Development and Recruitment $3,000 

Total Estimated Capital Expenditures $73,000 
*Joint planning between TCHH and HHC will occur post-closing to determine 
additional areas requiring capital investment and may include: inpatient care 
and quality improvement, behavioral health, community engagement and 
benefit, shared services and IT systems.

Ex. A, pp. 18-19; Ex. C, p. 341 

44. HHC financial support will help TCHH implement its Community Health Improvement Plan 
and to provide other community health benefits, which will be strengthened by the adoption 
of HHC’s system-wide charity care policies. Testimony of Mr. Brian Mattiello, Vice President of 
Organizational Development, Charlotte Hungerford Hospital, Ex. N, pp. 86-88

45. HHC will make a repetitive grant of $100,000 for five years to Fit Together, a Litchfield 
County-based organization, to support TCHH’s community benefit activities. Ex. A, p. 19

46. HHC will also fund a $2.5M distribution by TCHH to Northwest Connecticut Community 
Foundation, Inc., a tax-exempt charitable organization, for the express purpose of enhancing 
economic and community development in TCHH’s service area. Ex. A, p. 19

47. TCHH’s 2018 Community Health Needs Assessment (“CHNA”) will incorporate the Center 
for Disease Control and Prevention’s (“CDC’s”) 6/18 initiatives as well as DPH’s Healthy 
Connecticut State Health Improvement Plan. Testimony of Mr. Dan McIntyre, President and Executive 
Director of the Charlotte Hungerford Hospital, Ex. N, p. 22

48. TCHH conducts ongoing diversity training, has developed a diversity work plan and has 
maintained a committee to review and compare culturally linguistic appropriate standards 
(“CLAS”) with TCHH’s activities. TCHH has signed the American Hospital Association and 
Connecticut Hospital Association pledge to eliminate health care disparities. Ex. A, p. 35

49. HHC will fund the proposal through HHC System earnings and free cash flows5 from 
depreciation expense. Ex., A, p. 37; Ex. C, p. 342 

                                                           
5 Earnings Before Interest Depreciation and Amortization (EBIDA) is used to measure “free cash flows” available 
for reinvestment at HHC. 
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50. The table below provides HHC’s available EBIDA for reinvestment with and without the
proposal:

TABLE 9 
EBIDA Amounts with/without CON for HHC, FYs 2015-2019 (in millions) 

Fiscal Year 
Without 

CON 
With
CON 

FY 2015 $233.7 233.7 

FY 2016 299.0 299.0 

FY 2017 253.8 253.8 

FY 2018 270.3 276.0 

FY 2019 294.0 301.5 

FY 2020 305.6 313.6 

Total EBIDA 1,656.4 1,677.6 
Ex. C, pp. 342-343; Ex. M, p. 600 

51. HHC currently has approximately $1.3B in cash reserves available for use and will not need 
to finance the TCHH expenditures through external borrowing. From these reserves, HHC 
typically spends $175M in replacement capital per year across its system. Given that HHC’s
system size would increase by only 5% following the acquisition of TCHH, HHC could 
reasonably allocate and commit approximately $10M per year over the next seven years to 
TCHH. Prefiled Testimony of Charles L. Johnson III, Executive Vice President and Chief Financial Officer of 
HHC, p. 507 

52. The most recent credit rating report for HHC is as follows: 
Fitch: A/Stable Outlook 
Prefiled Testimony of Charles L. Johnson III, Executive Vice President and 
Chief Financial Officer of HHC, p. 507 

53. TCHH’s existing debt and retirement obligations will remain unchanged as a result of this 
proposal, except that HHC has agreed to guarantee the TCHH retirement plan obligations. Ex. 
A, pp. 62, 88 and Prefiled Testimony of Susan Schapp, Vice President of Finance and Treasurer, p. 489 

54. The Applicants project HHC decreasing incremental losses through FY 2020, as a result of 
the proposal. 

TABLE 10 
HHC PROJECTED INCREMENTAL REVENUES AND EXPENSES 

FY 2018 FY 2019 FY 2020 

Revenue from Operations $122,593,248 $126,619,173 $127,327,474 

Total Operating Expenses $126,427,293 $129,505,270 $129,999,982 

Gain/(Loss) from Operations ($3,834,045) ($2,886,098) ($2,672,508) 

Ex. E, p. 522 
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55. Despite HHC’s incremental losses resulting from the proposal, HCC still projects overall 
operational gains through FY 2020. 

TABLE 11 
HHC PROJECTED REVENUES AND EXPENSES WITH CON 

FY 2018 FY 2019 FY 2020 

Total Operating Revenue $2,777,132,248 $2,846,914,173 $2,910,858,474 

Total Operating Expenses $2,741,148,293 $2,795,394,270 $2,857,860,982 

Gain/(Loss) from Operations $35,983,955 $51,519,902 $52,997,492 
Ex. E, p. 522 

56. TCHH began having financial difficulty in 2013 and has since continued to experience 
operational challenges. In FY 2016, TCHH experienced the largest loss ($-6.8M) in the 
Hospital’s history. Further operational losses ($-8.3 M) are projected for TCHH in FY 2018. 
Pre-filed testimony of John Janco, Chairman, Board of Governors, Charlotte Hungerford Hospital, p.473; 
OHCA, FY 2016 Hospital Statement of Operations and Margin Data 

57. The Applicants attribute the Hospital’s operational losses ($1.4M in FY 2015 to $6.8 M in 
FY 2016) to the loss of physicians, drop in discharges, aging physical plant, reduced state 
reimbursement and shift in payer mix from commercial to government payers. Ex. A, pp. 15-17, 
Ex. I, pp. 481-483 

58. TCHH’s operating margin dropped from 0.57% in FY 2011 to -5.71% in FY 2016. Further, 
the Hospital projects an operating loss of over $5M in FY 2017. Ex. I, p. 488, Ex. J, Financial 
Worksheet (A); OHCA, FY 2016 Hospital Statement of Operations and Margin Data 

59. TCHH operating margins have not been sufficient to support the necessary reinvestments in 
personnel, equipment, technology and infrastructure. Testimony of Ms. Diane Libby, Vice-Chairman 
of the Board of Governors of the Charlotte Hungerford Hospital, Ex. N, p. 16 

60. Although the Applicants project that TCHH will not achieve break-even results by 2020, the 
overall performance of the Hospital will improve each year following the acquisition. 

TABLE 12 
TCHH PROJECTED INCREMENTAL REVENUES AND EXPENSES (in thousands) 

FY 2018 FY 2019 FY 2020 

Revenue from Operations $8,052 $12,453 $13,291 

Total Operating Expenses $3,588 $4,798 $5,274 

Gain/Loss from Operations $4,464 $7,655 $8,017 

TABLE 13 
TCHH PROJECTED REVENUES AND EXPENSES WITH CON (in thousands) 

FY 2018 FY 2019 FY 2020 

Total Operating Revenue $122,593 $126,619 $127,327 

Total Operating Expenses $126,427 $129,505 $129,999 

Gain/Loss from Operations $(3,834) $(2,886) $(2,673) 
Ex. I, pp. 488-483, Ex. J, Financial Worksheet (A) 
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61. HHC assessed the financial opportunity associated with the proposed affiliation to broadly 
quantify potential efficiencies and savings at TCHH. As a result, starting in the second year 
$1.095M in annual cost savings were identified from the following HHC shared service 
areas: 

information technology; 
finance; 
planning and marketing; 
human resources management; 
revenue cycle; 
quality improvement and patient safety; 
data analytics; 
project management office; 
legal services; 
treasury services; 
debt management; 
insurance; 
compliance services; 
leadership development; and 
governance. 

Ex. C, pp. 346-347 

62. OHCA is currently in the process of establishing its policies and standards as regulations. 
Therefore, OHCA has not made any findings as to this proposal’s relationship to any 
regulations not yet adopted by OHCA. (Conn. Gen. Stat. § 19a-639(a)(1)) 

63. This CON application is consistent with the Statewide Health Care Facilities and Service 
Plan. (Conn. Gen. Stat. § 19a-639(a)(2)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10) 

64. The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. 
Stat. § 19a-639(a)(3)) (Ex. A, pp. 13, 15; Ex. C, pp. 327, 342; Ex. I, pp. 488-483, Ex. J, Financial Worksheet 
(A); Ex. N, pp. 16,22; Ex. S, OHCA Order 2 responses, pp. 7-10)

65. The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 
19a-639(a)(4)) (Ex. E, p. 522)

66. The Applicants have satisfactorily demonstrated that the proposal will improve quality, 
accessibility and maintain cost effectiveness of health care delivery in the region. (Conn. Gen. 
Stat.§ 19a-639(a)(5)) (Ex. C, pp. 327, 342; Ex. S, OHCA Order 2 responses, pp. 7-10)

67. The Applicants have shown that there would be no change in the provision of health care 
services to the relevant populations and payer mix, including access to services by Medicaid 
recipients and indigent persons. (Conn. Gen. Stat. § 19a-639(a)(6)) (Ex. A, pp. 47; Ex. M, Late File 4: 
Financial Worksheet (A))

68. The Applicants have satisfactorily identified the population to be affected by this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(7)) (Ex. A, p. 42; CT DPH Office of Health Care Access, Acute Care Hospital 
Discharge Database)
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69. The Applicants’ historical provision of treatment in the service area supports this proposal. 
(Conn. Gen. Stat. § 19a-639(a)(8)) (Ex. C, p. 330)

70. The Applicants have satisfactorily demonstrated that this proposal would not result in an 
unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-639(a)(9)) (Ex. A, p. 
11)

71. The Applicants have demonstrated that there will be no reduction in access to services by 
Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10)) (Ex. A, pp. 47; Ex. M, 
Late File 4: Financial Worksheet (A))

72. The Applicants have satisfactorily demonstrated that the proposal will not negatively impact 
the diversity of health care providers and patient choice in the region. (Conn. Gen. Stat. § 19a-
639(a)(11)) (Ex. C, p. 327)

73. The Applicants have satisfactorily demonstrated that the proposal will not result in any 
consolidation that would affect health care costs or access to care. (Conn. Gen. Stat. § 19a-
639(a)(12)) (Ex. A, p. 36)

74. The Applicants have demonstrated that they fairly considered other alternative proposals. 
(Conn. Gen. Stat. § 19a-639(d)(2)(A)) (Ex. A, pp. 9, 14) 

75. The Applicants submitted a preliminary plan that demonstrates how health care services will 
be provided at the Hospital for the first three years following the transfer of ownership. (Conn. 
Gen. Stat. § 19a- 639(d)(2)(B)) (Ex. C, pp. 328-329) 
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Discussion 

CON applications are decided on a case by case basis and do not lend themselves to general 
applicability due to the uniqueness of the facts in each case. In rendering its decision, OHCA 
considers the factors set forth in § 19a-639(a) of the Statutes. The Applicants bear the burden of 
proof in this matter by a preponderance of the evidence. Jones v. Connecticut Medical 
Examining Board, 309 Conn. 727 (2013).

TCHH is a 122-bed acute care general hospital, located in Torrington, serving Northwest 
Connecticut residents. TCHH is a Connecticut non-stock, tax-exempt corporation, holding 
interests in four subsidiaries that operate outpatient health care facilities and/or perform related 
community and ancillary services for the hospital. FF1-FF2, FF18

The Applicants fairly considered alternative proposals and submitted a preliminary plan 
demonstrating how health care services will be provided for the first three years in accordance 
with Conn. Gen Stat. sec. 19a-639(d)(2). 

In February 2014, the TCHH Board of Governors began evaluating the need for strategic 
affiliation with a larger health system to help sustain the Hospital’s operational, financial and 
clinical services. The Hospital identified a number of factors that would make remaining an 
independent hospital challenging, including: a growing difficulty recruiting and retaining 
physicians, reductions in inpatient discharges, a high reliance on Medicare and Medicaid 
reimbursement, declining operating margins, a decreasing primary care presence in the 
community and the challenges of expanding outpatient services to accommodate population 
health management. FF4-FF6

As a result of these combined factors, a Request for Proposal was issued in July 2015 seeking an 
affiliation partner. From among the respondents, HHC was selected as the health care system that 
most closely shared TCHH’s vision for the region’s health care needs. Therefore, the Applicants 
request approval to transfer ownership of TCHH and its subsidiaries to HHC. Following the 
transaction, HHC will become the sole corporate member of the Hospital. TCHH will continue to 
operate as an independently licensed hospital with its own separate medical staff. FF7-FF11

As discussed in further detail below, TCHH will not reduce or eliminate any services currently 
provided for the first three years of operations. Rather, the Hospital will expand many of its 
existing programs, including: behavioral health, cardiovascular, gastrointestinal, neurology, 
orthopedic, primary care and women’s health services. FF21, FF29 
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The Applicants have established that there is a clear public need for the proposal. (Conn. Gen. Stat. 
§ 19a-639(a)(3)).

According to testimony provided by John Janco, Chairman of the TCHH Board of Governors, 
TCHH began having financial difficulty in 2013 and has continued to experience ongoing and 
significant financial challenges. OHCA’s Hospital Reporting System indicates that TCHH’s
operating margin dropped from +0.57% in FY 2011 to -5.71% in FY 2016, resulting in a $6.8M 
loss, the largest in TCHH’s history. Further operational losses at the Hospital are projected in FY 
2017 ($5M) and FY 2018 ($8M). TCHH operating margins have not been sufficient to support 
the necessary reinvestments in personnel, equipment, technology or infrastructure. FF56-FF59

Disruptions from the loss of physicians in major inpatient service lines has negatively affected 
financial performance and patient volumes. Both discharges (-15.6%) and patient days (-12.9%)
declined substantially between FY 2013 and 2016. Over the past several years, TCHH has lost 
21 physicians as a result of retirements, re-locations and career path changes. The TCHH 2015 
Physician Manpower Plan concluded that the Hospital’s community has a physician shortage and 
needs additional physicians in primary care (13.1 FTEs), specialists (11.2 FTEs) and surgeons 
(5.3 FTEs). Physician loss and recruitment difficulties have greatly impaired TCHH’s ability to 
improve access to care, enhance revenues and to develop service lines in response to community 
need. FF23-FF25, FF27

As a result of this proposal, TCHH will receive a significant infusion of capital ($73M), which 
will enable the Hospital to acquire new equipment and technology, improve vital physical plant 
infrastructure, install Epic electronic health record technology and to renovate TCHH’s aging 
emergency department. FF39-FF41

Further, inpatient volumes are projected to increase due to the planned expansion of primary and 
specialty care and the use of population models in the TCHH community. In addition to 
stabilizing TCHH patient volumes, physician recruitment in primary care, neurology and 
orthopedics will be significantly improved as an affiliate of a large integrated health system. 
HHC has pledged $3M to support medical staff development and recruitment efforts. Although 
TCHH is not expected to achieve operational gains in the next few years, revenue generation and 
overall financial performance should improve from year-to-year. FF21, FF28-FF29, FF41-FF42, 
FF60

The proposal will offer improved access to and quality of acute care services within the system 
while maintaining the cost to consumers, including those with Medicaid coverage, satisfying 
Conn. Gen. Stat. sec. 19a-639(a)(5) 

HHC will help expand and improve access to a variety of health care services in the TCHH 
community. As part of the proposal HHC will help establish an extensive primary care and 
ambulatory care network, including the use of patient-centered medical homes.6 A geriatric 
medicine institute at TCHH will be created, including a new site for the “Center for Healthy

                                                           
6 The Patient-Centered Medical Home is a care delivery model whereby patient treatment is coordinated through 
their primary care physician to ensure patients receive the necessary care when and where they need it, in a manner 
they can understand 
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Aging” to promote community-based services for the aged. Cardiovascular services will add a 
congestive heart failure program and on-site electrophysiology. Behavioral health services will 
now include the treatment of geri-psych and related diseases. Women’s health will be expanded 
to include access to uro-gynecological specialists, perinatology and reconstructive breast surgery. 
Further, TCHH will now have the ability to participate in all population health initiatives 
undertaken by HHC. As a result of these service enhancements, patients in the TCHH 
community will have a greater opportunity to receive more health care services locally. FF21,
FF32

TCHH will gain access to HHC analytic tools used to help monitor clinical indicators (e.g., 
mortality and readmission rates), system-wide clinical staff collaboration and disease-specific 
“institutes” and clinical councils. The proposal will enhance the Hospital’s ability to measure 
health care quality (i.e., access to dashboards which identify high-risk and high-frequency 
problem areas), implement best practices and allow TCHH to participate in national registries to 
help support benchmarking. Therefore, the Hospital’s affiliation with HHC will likely enhance 
the quality of care at TCHH due to these added broad based resources. Past collaboration with 
HHC’s cardiology department, LIFE STAR and TCHH personnel have led to quality assurance 
and program improvements, resulting in improved door-to-balloon times for TCHH patients. 
FF20, FF22, FF29

There are no plans to change TCHH’s current price structure or impose additional facility fees as 
a result of this proposal. Following approval, TCHH plans to adopt HHC’s more favorable 
charity care policy. Further, there are no planned changes to the Hospital’s existing payer 
contracts. Medicaid-covered patients currently account for 20% of TCHH’s payer mix. The 
Applicants do not anticipate any significant changes in payer mix for the first three years 
following adoption of the proposal. FF31, FF34-FF36

Therefore, the Applicants have satisfactorily demonstrated how the proposal will improve quality 
and accessibility and maintain cost effectiveness of health care delivery in the region. 

The Applicants have demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 19a-
639(a)(4))

Under the Affiliation Agreement, HHC will provide up to $73 million in investments for the 
benefit of TCHH. At least $50M will be allocated to capital infrastructure projects at TCHH. Of 
the $50M allocated for infrastructure, $20M will be invested within the first four years of the 
affiliation to fund emergency department renovations, outpatient facility upgrades and overall 
physical plant improvements. Although the Applicants project that TCHH will not achieve 
break-even results by FY 2020, the overall performance of the Hospital will improve each year 
following adoption of the proposal. FF39-FF43

HHC will fund the proposal through system earnings and free cash flows from depreciation 
expense. HHC reported almost $300M in EBIDA in FY 2016. Further, according to Charles L. 
Johnson III, Executive Vice President and Chief Financial Officer of HHC, HHC has $1.3B in 
cash reserves currently available for use without external borrowing. HHC typically spends 
$175M in replacement capital per year across its system. Given that HHC’s system size would 
increase by only 5% following the acquisition, HHC could reasonably allocate and commit 
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$10M per year to TCHH over the next seven years. Despite incremental losses from the 
transaction, HHC still projects overall operating gains of $36.0M, $51.5M and $53.0M in FYs 
2018-2020, respectively, and has a favorable credit rating. Therefore, the Applicants have 
satisfactorily demonstrated that the proposal is financially feasible. FF50-FF52, FF54-FF55

The proposal aligns with Conn. Gen. Stat. sec. 19a-639(a)(2) and the Statewide Health Care 
Facilities and Services Plan. 

Among the guiding principles of the Statewide Health Care Facilities and Services Plan are the 
promotion of the long term viability of the state’s health care delivery system; encouragement of 
health education and prevention initiatives; support of a sufficient health care workforce; and 
encouragement of collaboration to develop health care delivery networks.7

Multiple aspects of the transfer of the Hospital to HHC address these goals. First, the proposal 
provides enhanced financial stability for the TCHH due to the support of a larger health network. 
This is expected to ensure the long term viability of the Hospital, which is of particular 
importance due to the volume of patients it serves and its geographic location. Second, the 
capital infusion that will be received by TCHH will help improve community benefit programs 
and likely enhance preventative care available to community residents. Third, a major 
component of HHC’s strategic plan is to enhance physician recruitment at TCHH, which will 
help stabilize declining patient volume and revenue. Fourth, the association with HHC will 
encourage the sharing of resources with other hospital and provider-members within the health 
care system. For the above reasons, the proposal aligns with the Statewide Health Care Facilities 
and Services Plan. 

As a result of these combined factors, the Applicants have satisfactorily demonstrated that there 
is a clear public need for the proposal and that access to and quality of care will improve through 
integration with a regional system providing a variety of clinical and financial benefits. The 
Applicants have provided adequate evidence that the transfer of ownership of TCHH to HHC 
will provide continued access to high quality and affordable health care. As such, the application 
is approved with conditions pursuant to Conn. Gen. Stat. sec. 19a-639(d)(5). 

                                                           
7 Department of Public Health, OHCA, Statewide Health Care Facilities and Services Plan p. 2 (Oct. 2012).  
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Order

Based upon the foregoing Findings of Fact and Discussion, the Applicants’ request for the 
transfer of ownership of TCHH to HHC, is hereby Approved under Conn. Gen. Stat. § 19a-
639(a) subject to the enumerated conditions (the “Conditions”) set forth below. All references to 
days in these Conditions shall mean calendar days. 

1. For three (3) years following the Closing Date, TCHH and/or HHC shall allow for one 
(1) community representative to serve as a voting member of the Northwest Region 
Board of Directors (i.e., post-closing replacement of the Hospital’s Board) with rights 
and obligations consistent with other voting members under the Northwest Region 
Board’s Bylaws. TCHH and/or HHC shall select the community representative in a 
manner that ensures the appointment of an unbiased individual who will fairly represent 
the interests of the communities served by the Hospital. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population.
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16

2. For three (3) years following the Closing Date, TCHH and/or HHC shall hold a meeting 
of the Northwest Region Board and HHC Board (“Joint Board Meetings”) at least twice 
annually. Such Joint Board Meetings shall be followed by a meeting to which the public 
is invited in advance and at which the public is informed of TCHH’s activities and 
afforded an opportunity to ask questions and make comments. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population. 
Legal and Factual Basis: Stat. 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF13-FF16

3. TCHH and/or HHC intend and shall use its best efforts as described in the Application to 
enhance access to physician services in TCHH’s service area by recruiting and retaining 
at least 29.6 full time equivalent additional physicians (i.e., as identified in the Charlotte 
Hungerford Hospital: Physician Manpower Plan, 2015 – 2020) required to respond to 
local community needs by the end of FY 2020. Additionally, the Hospital shall recruit 
additional physicians and other health care providers for which there is a need, as 
identified in the CHNA described in Condition 8 herein. OHCA is imposing this 
Condition to ensure continued access to health care services for the patient population.
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(2),(3),(5),(7),(8),(11) & (12); FF6, FF23-FF26, 
FF29, FF41-FF42

4. TCHH and/or HHC shall work toward making culturally and linguistically appropriate 
services available and integrated throughout the Hospital’s operations. Specifically, the 
Hospital shall take reasonable steps to provide meaningful access to each individual with 
limited English proficiency eligible to be served or likely to be encountered in its health 
programs and activities, in accordance with the implementing regulations of Section 1557 
of the Patient Protection and Affordable Care Act. Additionally, TCHH shall provide 
appropriate insurance navigator services for patients and, where appropriate, English as a 
second language and cultural competency training for employees. In complying with this 
Condition, the Hospital shall be guided by the National Standards for Culturally and 
Linguistically Appropriate Services in Health and Health Care published by the U.S. 
Department of Health and Human Services’ Office of Minority Health. OHCA is 
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imposing these Conditions so as to ensure continued access to health care services for the 
patient population. Legal and Factual Basis; Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF48

5. TCHH and/or HHC shall maintain community benefit programs and community building 
activities for TCHH for three (3) years after the Closing Date consistent with TCHH’s 
most recent Schedule H of IRS Form 990, or shall provide such other community benefit 
programs and community building activities that are at least as generous and benevolent 
to the community as TCHH’s current programs. TCHH shall apply no less than a 1% 
increase per year for the next three (3) years toward the Hospital’s community benefits 
and building activities in terms of dollars spent. In determining TCHH’s participation and 
investment in both community benefits and community building activities, TCHH and/or 
HHC shall address the health needs identified by the applicable CHNA in effect at the 
time and the population health management objectives, including social determinants of 
health, contained in the related Implementation Strategy. OHCA is imposing these 
Conditions to ensure continued access to health care services for the patient population.
Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(5),(6) & (11); FF14, FF44-FF47

6. TCHH and/or HHC shall ensure that the Hospital maintains and adheres to HHC’s 
current policies regarding charity care, indigent care and community volunteer services 
after the Closing Date, or adopt other policies that are at least as generous and benevolent 
to the community as HHC’s current policies, consistent with state and federal law. These 
policies shall be posted on the Hospital’s website and as additionally required by 
applicable law. OHCA is imposing these Conditions to ensure continued access to cost 
effective health care in the region, in particular for indigent persons. Legal and Factual Basis: 
Stat. §§ 19a-639(a)(5)&(12); FF34, FF44 

7. For three (3) years following the Closing Date, TCHH and/or HHC shall provide written 
notice to OHCA of any modification, amendment or revision to the charity care, indigent 
care and community volunteer services policies of the Hospital within one (1) month of 
such change. The notice of these changes shall be accompanied by copies of any revised 
policies and the notice and revised policies shall be posted on the Hospital’s website, 
simultaneously with their submission to OHCA. OHCA is imposing these Conditions to 
ensure continued access to cost effective health care in the region, in particular for 
indigent persons. Legal and Factual Basis: Stat. §§ 19a-639(a)(5)&(12); FF34, FF44

8. HHC shall participate with TCHH, and key community stakeholders, health organizations 
and local health departments, in conducting the 2018 Community Health Needs 
Assessment (“CHNA”) and shall submit it, as well as the CHNA Implementation 
Strategy, to OHCA within thirty (30) days of completion. TCHH and/or HHC and the 
participants shall utilize Healthy Connecticut State Health Improvement Plan data and 
priorities as the starting point for the new CHNA, as well as any applicable community 
health improvement plan issued by any local health department in the Service Area.8 The 
Implementation Strategy shall also adopt the evidence-based interventions identified in 

                                                           
8 Other tools and resources which TCHH and/or HHC are encouraged to consider include County Health Rankings 
and CDC Community Health Improvement Navigator in order to assist with the Study process in terms of an 
understanding of social, behavioral, and environmental conditions that affect health, identifying priorities, and the 
use of evidence-based interventions. 
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the Centers for Disease Control and Prevention’s (“CDC’s”) 6/18 initiative to the extent 
the health priorities identified in the CHNA correlate to the health conditions identified 
by the CDC and provide information on how any patient outcomes related to the 
Implementation Strategy will be measured and reported to the community. The CHNA 
and the Implementation Strategy shall be published on the website of the Hospital. 
OHCA is imposing this Condition to ensure continued access to health care services for 
the patient population. Legal and Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3)&(7); FF47

9. TCHH and/or HHC agree to file the following documents or information within one (1) 
month of the Closing Date: 

a. Schedules which set forth the Hospital’s inpatient bed allocation (using available 
beds as the measurement) and the location and hours of operation for all 
outpatient services, by department, as of the Decision Date. TCHH shall publish 
this same information on the Hospital’s website.

b. Notice identifying the legal entity that shall directly own and operate the Hospital 
and hold the Hospital’s license post-closing and the Certificate of Incorporation 
for such entity. This entity shall be duly organized and validly existing under the 
laws of Connecticut. 

c. Notice to OHCA of the effective date of the transfer of ownership transaction. 
Such notice shall be accompanied by the Final Execution copies of all agreements 
related to same, including but not limited to: 

(i) the Affiliation Agreement, including any and all schedules and exhibits; 
and

(ii) Bylaws or similar governance documents for TCHH. 

TCHH and/or HHC may redact from submission under (9)(C)(i), any information that is 
exempt from disclosure under Conn. Gen. Stat. § 1-210. If TCHH and/or HHC redact 
material in accordance with the previous sentence, TCHH and/or HHC shall provide a list 
to OHCA, which identifies in general terms the nature of the redacted material and why 
each redacted schedule or exhibit is specifically being claimed as exempt for public 
record purposes. OHCA is requiring this Condition to enable its assessment as to how 
health care services will be provided in the community and as a practical means of 
fulfilling its monitoring of the proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-
639(d)(2); FF17, FF33 

10. Within sixty (60) days after the Closing Date, TCHH and/or HHC shall contract with an 
Independent Monitor who has experience in hospital administration and regulation. The 
Independent Monitor shall be retained at the sole expense of TCHH and/or HHC. Prior to 
such contract, TCHH and/or HHC shall seek approval from OHCA regarding the 
selection of the Independent Monitor. The Independent Monitor shall be engaged for a 
minimum period of five (5) years following the Closing; provided, however, that such 
obligation to provide an Independent Monitor may be rescinded in the fourth and/or fifth 
years following the closing in OHCA’s sole discretion. The Independent Monitor shall be 
responsible for monitoring TCHH and/or HHC’s compliance with the Conditions set 
forth in this Order. TCHH and/or HHC shall provide the Independent Monitor with 
appropriate access to TCHH and its applicable records in order to enable the Independent 
Monitor to fulfill its functions hereunder. OHCA is imposing this Condition to ensure 
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continued access to health care services for the patient population and to verify and 
monitor compliance with the Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-
639(e); FF1, FF9

11. The Independent Monitor shall report to OHCA. The Independent Monitor shall conduct 
on-site visits of TCHH on no less than a semi-annual basis to assess adherence to the 
CON Order. These on-site visits shall include meeting with both TCHH and HHC. The 
Independent Monitor shall furnish a written report of his or her assessment to OHCA 
within thirty (30) days of the completion of each semi-annual on-site review. Such report 
shall be comprehensive and shall include a discussion of TCHH’s ongoing compliance 
with the CON Order and the level of community benefits and uncompensated care 
provided by TCHH during the prior period. TCHH and/or HHC shall have the 
opportunity to review and provide written responses to the report which has been filed 
with OHCA. As OHCA deems necessary, the Independent Monitor shall meet with 
OHCA personnel to discuss the written report and shall perform additional periodic 
reviews. OHCA is imposing this Condition to ensure continued access to health care 
services for the patient population and to verify and monitor compliance with the 
Conditions set forth herein. Legal and Factual Basis: Stat. §§ 19a-639(e); FF1, FF9

12. In addition to the above, TCHH and/or HHC make the following commitment for a 
period of five (5) years post-Closing: 

a. The Independent Monitor shall, at a minimum, meet with representatives of the 
Hospital’s service community at six months after the Date of Closing and 
annually, thereafter. 

b. TCHH shall hold a public forum in Torrington, six months after the Date of 
Closing and not less than annually thereafter during the monitoring period to 
provide for public review and comment on the monitor's reports and findings as 
provided to OHCA. 

c. If the Independent Monitor determines that TCHH and/or HHC are substantially 
out of compliance with the Conditions to the CON, the monitor shall notify 
TCHH and/or HHC in writing regarding the deficiency. Within two weeks of such 
notice, the monitor shall convene a meeting with representatives from TCHH 
and/or HHC for the purpose of determining compliance and any appropriate 
corrective action plan. If TCHH and/or HHC fail to implement a plan of 
correction satisfactory to the monitor within thirty days of such meeting, the 
monitor shall report such substantial noncompliance to OHCA. OHCA shall 
determine whether such non-compliance has had a material negative impact and 
what remedy is reasonably necessary to bring TCHH and/or HHC into 
compliance and shall have the right to enforce these Conditions by all means and 
remedies available to it under law and equity, including but not limited to Conn. 
Gen. Stat. 19a-642 and the right to impose and collect a civil penalty under Conn. 
Gen. Stat. 19a-653. In addition, in the event OHCA determines TCHH and/or 
HHC are in material non-compliance, OHCA may order TCHH and/or HHC to 
provide additional community benefits as necessary to mitigate the impact of such 
non-compliance. OHCA is imposing this Condition to ensure continued access to 
health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
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§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1, FF9; FF9, 
FF66, FF73

13. Within six months following the Closing Date, TCHH and/or HHC shall file with OHCA 
the total price per “unit of service” using the definitions below for each of the top 25 
most frequent MS-DRGs (inpatient) and top 25 most frequent CPT codes (outpatient) for 
the Hospital’s services. The first filing shall be for the period of October 1, 2016 through 
September 30, 2017. TCHH and/or HHC shall provide the same information for three (3) 
fiscal years thereafter (FY 2018, FY 2019 and FY 2020), within sixty (60) days following 
the end of a fiscal year. OHCA is requiring this Condition to ensure continued access to 
affordable, cost effective health care. Legal and Factual Basis: Stat. §§ 19a-639(a)(5), 19a-
639(d)(3); FF35, FF66, FF73

14. For purposes of determining the price per unit of service: 
a. A “unit of service” for inpatient hospital services shall be a case categorized by an 

ICD-9-DM/ICD-10-DM diagnosis code or a Diagnosis-Related Group (DRG) 
code and identified by the Connecticut Department of Insurance pursuant to P.A. 
15-146 Section 2 as among the fifty most frequently occurring acute care hospital 
inpatient primary diagnoses, the fifty most frequently provided acute care hospital 
inpatient principal procedures, and the twenty-five most frequent inpatient 
surgical procedures. 

b. A “unit of service” for outpatient hospital services shall be a procedure or service 
categorized by a Current Procedural Terminology (CPT) or Healthcare Common 
Procedure Coding (HCPC) code and identified by the Connecticut Department of 
Insurance pursuant to P.A. 15-146 Section 2 as among the fifty most frequently 
provided outpatient procedures, the twenty-five most frequent outpatient surgical 
procedures and the twenty-five most frequent imaging procedures performed in 
the state. 

c. A “unit of service” for physician services shall be a work Relative Value Unit 
(wRVU). The baseline to be established as of the Date of Closing for TCHH’s 
total price per unit of service for physician services and inpatient and outpatient 
hospital services is inclusive of all administrative overhead, other ancillary fees 
including, but not limited to facility fees and the total price per unit shall reflect 
the total price of such service. 

d. All administrative costs for overhead, ancillary fees, facility fees or any other fees 
which are reflected in the total price per unit shall be determined by the 
independent consultant to be within any annual cap established. 

OHCA is imposing this Condition to ensure the transfer of ownership does not adversely 
affect health care costs. Legal and Factual Basis: Stat. §§ 19a-639(a)(12), 19a-639(d)(3); FF9, FF66, 
FF73

15. TCHH and/or HHC shall maintain the current TCHH commercial health plan contracts in 
effect as of the Date of Closing, for a period following the Date of Closing to December 
31, 2018. Rates or scheduled increases in such previously negotiated rates that are in 
effect on the Date of Closing shall be maintained for a period ending December 31, 2018. 
Any TCHH commercial health plan contracts that expire prior to December 31, 2018 
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shall be extended to December 31, 2018 and any contracts without expiration dates shall 
be continued under their current previously negotiated terms for a period from the Date of 
Closing to December 31, 2018. No increase in negotiated rate schedules shall be 
negotiated during the periods set forth in this paragraph. 

a. Upon the expiration of any TCHH commercial health plan contracts after such 
period, TCHH and/or HHC shall negotiate new rates based on TCHH’s post-
Closing cost structure, specifically taking into account any cost or price 
reductions, i.e. efficiencies, achieved as a result of the affiliation. HHC shall not 
impose a single System-wide rate and shall, for TCHH, maintain a negotiated rate 
structure reflective of the market conditions applicable generally to hospitals 
serving Northwest Connecticut. 

b. For a period of five (5) years subsequent to the December 31, 2018 date 
referenced herein, any annual increase in the total price per unit of service (as 
defined in Condition 14) for TCHH shall be subject to a cap determined through 
the process set forth below. It is the intent of the parties that such cap shall serve 
as a cap for the purpose of assuring patient affordability for services delivered by 
TCHH. Legal and Factual Basis: Conn. Gen. §§ Stat, 19a-613(b), 19a-639(a)(4),(5), & (12); 
19a-639(e); FF1 FF9; FF35-FF37; FF66, FF73

16. Within ninety (90) days of the Date of Closing, TCHH and/or HHC shall contract with an 
independent consultant for the purpose of developing a comprehensive Baseline Pricing 
Structure Report (BPSR) and subsequent annual Pricing Structure Reports (PSRs), the 
requirements of which are further described below. The BPSR is to evaluate, calculate 
and describe the total price per unit of service for TCHH prior to its affiliation with HHC 
(Pre-Affiliation Period) and to establish an initial and annual pricing caps. Such pricing 
structure will be based on TCHH’s commercial pricing structure, not government pricing 
structure. The price cap shall be in effect for five (5) years beginning with the baseline 
price cap. 

a. TCHH and/or HHC shall retain the independent consultant, subject to OHCA’s 
approval, and shall pay all costs associated with the independent consultant. 
OHCA shall review and approve the contract between the independent consultant 
and TCHH and/or HHC in advance of its execution. 

b. The independent consultant shall report to and take direction from the 
Commissioner of Public Health (“Commissioner”). The independent consultant 
shall submit a draft BPSR which shall include the establishment of a price cap 
using total price per unit of service. The independent consultant shall provide 
such draft BPSR to the Commissioner, for the Commissioner’s acceptance prior 
to a final copy being filed and being provided to TCHH and/or HHC. The 
Commissioner and/or designee will be able to question the contents and 
assumptions of the draft submission and seek information and/or clarification 
prior to finalization of the submission. This process will continue for all annual 
submissions.

c. The independent consultant in developing the BPSR will provide, at a minimum, 
all information, calculations and assumptions necessary to fully explain the 
baseline pricing structure and price cap. This report will set forth a specifically 
calculated cap on annual increases in TCHH’s total price per unit of service 
(annual price cap). The establishment of this cap shall specifically take into 
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consideration any and all cost reductions reflective of the efficiencies resulting 
from the affiliation and the annual cost of living of the primary service area or in 
Northwest Connecticut. The baseline report and all subsequent reports filed with 
OHCA shall specifically discuss such cost reductions and show how they are 
considered within any calculations. 

d. The independent consultant shall provide the draft BPSR and the annual PSR 
update to OHCA within thirty (30) days of completion by the independent 
consultant.

e. Prior to the end of each fiscal year subsequent to the initial filing of the BPSR, the 
independent consultant shall conduct the annual PSR update and use the results of 
such annual PSR update to calculate a cap on any increase in the price per unit of 
service for the succeeding four (4) fiscal years. Such annual PSR shall provide a 
full description and calculation of the final results of TCHH pricing structure 
during the past fiscal year. 

f. OHCA shall keep confidential all nonpublic information and documents obtained 
as part of the BPSR and the annual PSR update and shall not disclose the 
information or documents to any person without the consent of TCHH and/or 
HHC, unless required to do by law. The confidential information and documents 
shall not be public records and shall be exempt from disclosure under Connecticut 
General Statute Section 1-210. 

g. In the event that the BPSR as well as subsequent PSRs, find a likelihood of a 
material increase in such pricing, as determined by the Commissioner in his/her 
sole discretion, the Commissioner and TCHH and/or HHC shall meet and confer 
for the purposes of determining further Conditions as necessary to correct such 
Condition and to create a performance improvement plan to address the 
Conditions. The Commissioner shall determine whether TCHH and/or HHC is in 
compliance with such performance improvement plan. Such performance 
improvement plan will address, at a minimum, what actions and steps TCHH and 
HHC will take to maintain an affordable TCHH pricing structure for the residents 
of Northwest Connecticut. OHCA is imposing this Condition to ensure continued 
access to health care services for the patient population and to verify and monitor 
compliance with the Conditions set forth herein. Legal and Factual Basis: Conn. Gen. 
§§ Stat, 19a-613(b), 19a-639(a)(1),(2),(4),(5),(6),(7),(11) & (12); 19a-639(e); FF1 FF9; FF66, 
FF73

17. TCHH and/or HHC shall file a complete copy of the Strategic Plan for acute and 
ambulatory care in the Northwest Region as referenced in the Affiliation Agreement, 
Section 5.1 dated August 16, 2016. Such Strategic Plan shall be filed within one month of 
its completion and shall include any and all exhibits, schedules and/or attachments. 
OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73

18. TCHH and/or HHC agree to file the following documents and information on a semi-
annual basis. For purposes of this Order, semi-annual periods are October 1-March 31st

and April 1-September 30th. The required information is due no later than two (2) months 
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after the end of each semi-annual period and due dates are May 31st and November 30th.
The first semi-annual filing will be due May 31, 2018 (which will include less than six 
months of information). These semi-annual filings should be submitted to OHCA in 
Excel format.

a. A report on the capital or investment commitments made in the Hospital and its 
affiliates. The Capital Investment Report shall include the following in a format to 
be agreed upon: 

i. A list of the capital expenditures or investments that have been made in the 
prior six (6) month period (except that the initial filing may include fewer 
months depending on the initial date of such expenditures or investments) 
with descriptions of each associated project; 

ii. An explanation of why each expenditure was made and a timeframe for the 
roll out of the associated capital project (including estimated beginning, 
ending and startup/operation dates); 

iii. The funding source of the capital expenditure or investment, indicating 
whether it was drawn from intercompany loans, operating revenue or capital 
contributions from another source. If funding was drawn from another 
source, indicate the source; and 

iv. The capital or investment commitment information in (18)(a)(i - iii) shall be 
submitted until the capital or investment commitment is satisfied. 

b. A report of cost savings attained and related financial impact as was described in 
the CON application. This report shall be required for three (3) years following the 
Closing Date for TCHH: 

i. The cost saving totals achieved in the following Operating Expense 
Categories for the Hospital: Salaries and Wages, Fringe Benefits, 
Contractual Labor Fees, Medical Supplies and Pharmaceutical Costs, 
Depreciation and Amortization, Interest Expense, Malpractice Expense, 
Utilities, Business Expenses and Other Operating Expenses. The 
categories shall be consistent with the major operating expense categories 
(Categories A, B, C, D, E, G, H, I, J, and K) which are in use at the time of 
reporting in the OHCA Hospital Reporting System ("HRS") Report 175 or 
successor report. 

The semi-annual submission shall also contain narratives describing: 
A. the major cost savings achieved for each expense category for 

the semi-annual period; 
B. the effect of these cost savings on the clinical quality of care; 

and
C. a consolidated Balance Sheet, Statement of Operations, and 

Statement of Cash Flows for the Hospital and its immediate 
parent corporation. The format shall be consistent with that 
which is in use at the time of reporting in OHCA's HRS 
Reports 100/300 (balance sheets), 150/350 (statement of 
operations) or successor reports. 
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c. A report of financial measurements. This report shall be required for three (3) 
years following the Closing Date and shall be filed with OHCA for the Hospital 
and for HHC. This report shall show current month and year-to-date data and 
comparable prior year period data. The following financial 
measurements/indicators should be addressed in the report: 

Financial Measurement/Indicators 
A. Operating Performance 
1.  Operating Margin

2.  Non-Operating Margin

3.  Total Margin

B.  Liquidity 
1.  Current Ratio
2.  Days Cash on Hand

3.  Days in Net Accounts Receivables
4.  Average Payment Period 

C. Leverage and Capital  Structure
1.  Long-term Debt to Equity 
2.  Long-term Debt to Capitalization 

3.  Unrestricted  Cash to  Debt 
4.  Times Interest Earned  Ratio 

5.  Debt Service Coverage Ratio 
6.  Equity Financing  Ratio 

D. Additional Statistics
1.  Income from Operations 
2.  Revenue  Over/(Under) Expense 

3.  Cash from Operations 
4.  Cash and Cash  Equivalents 

5.  Net Working  Capital 

6.  Free Cash Flow (and the elements used in the 
calculation) 
7.  Unrestricted Net Assets/Retained Earnings 
8.  Bad Debt as % of Gross Revenue 

9. Credit Ratings (S&P, FITCH or Moody's) 
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OHCA is imposing these Conditions to ensure continued access to health care services for 
the patient population and to verify the continued financial feasibility of the project. Legal and 
Factual Basis: Stat. §§ 19a-613(b), 19a-639(a)(3),(4)&(5); FF39-FF40, FF43, FF50, FF64

19. TCHH and/or HHC agree to file the following documents and information on an annual 
basis. These filings are due within one (1) month following the anniversary of the 
Closing Date for a period of three (3) years and shall be posted on the Hospital’s website.

a. A written report on its activities directed at meeting Condition 4 above, regarding 
efforts towards making culturally and linguistically appropriate services available 
and integrated throughout the Hospital’s operations.

b. A written report identifying the amounts and uses related to community benefits 
and community building in accordance with Condition 5 above. The report shall 
include a full discussion of how such investments and support are being applied 
toward the health needs identified in the Community Health Needs Assessment 
and population health management objectives. 

c. A written report describing the achievement of the Strategic Plan components to 
retain and enhance healthcare services in the TCHH community, including with 
respect to physician recruitment and resource commitments for clinical service 
programming. 

d. An updated plan demonstrating how health care services are provided and will be 
provided by TCHH for the first three (3) years following the Affiliation 
Agreement, including any consolidation, reduction or elimination of existing 
services or introduction of new services (the “Services Plan”). The Services Plan 
shall be provided in a format consistent with that provided by TCHH and/or HHC 
to OHCA in its response to Question 11 in the Completeness letter, dated 
February 22, 2017. 

e. An affirmation document attesting to the following: 
i. Affirmation that TCHH is meeting the obligations of Conditions 1-3. 

ii. Affirmation that no TCHH physician office has been converted to 
hospital-based status. 

iii. Affirmation that TCHH commercial health plan contracts in place as of 
the Date of Closing are/were maintained through the remainder of their 
terms, and that any new contracts are consistent with the commitments of 
Condition 15, above. 

iv. Affirmation that the Hospital has continued to maintain emergency room 
services, inpatient general medicine services, cardiology services, 
inpatient obstetrics/gynecology services, inpatient behavioral health 
services, critical care unit services and oncology services, which such 
services shall assure patient affordability and adhere to standards of care, 
quality, and accessibility and reflect local community need. 

v. Affirmation that there has been no change in the service provision plan 
provided on February 22, 2017 or, if services have or are planned to 
change from the February 22, 2017 submission. TCHH and/or HHC shall 
specify all changes, any consolidation, reduction, or elimination of 
existing services or introduction of new services. 
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OHCA is requiring this Condition to enable its assessment as to how health care services 
will be provided in the community and as a practical means to fulfill its monitoring of the 
proposal. Legal and Factual Basis: Stat. §§ 19a-613(a)&(b), 19a-639(d)(2); FF14, FF16, FF44, FF47-
FF48, FF66-FF67, FF73

20. OHCA and TCHH and/or HHC agree that this settlement represents a final agreement 
between OHCA and TCHH and/or HHC with respect to OHCA Docket No. 16-32135-
CON. The execution of this agreed settlement resolves all objections, claims and 
disputes, which may have been raised by TCHH and/or HHC with regard to OHCA 
Docket Number 16-32135-CON. 

21. OHCA may enforce this settlement under the provisions of Conn. Gen. Stat. §§ 19a-642; 
19a-653 and all other remedies available at law, with all fees and costs of such 
enforcement to be paid by the Applicant. 

22. This settlement shall be binding upon TCHH and/or HHC and its successors and assigns. 

23. Any references in this settlement to the Commissioner of the Department of Public 
Health shall include the Commissioner or his successor. 
 



11/15/2017
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Tuesday, March 27, 2018 3:32 PM
To: Roberts, Karen
Cc: User, OHCA; Martone, Kim
Subject: HHC - CHH - Consulting and Professional Services Agreement for Independent 

Consultant (2)
Attachments: HHC - CHH - Consulting and Professional Services Agreement for Independent 

Consultant (2).docx

Karen, 
Attached is the revised Statement of Work for the IC..I will forward the revised Engagement letter to you shortly. 
Barbara 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  



 
 

 

 
CONSULTING AND PROFESSIONAL SERVICES AGREEMENT 

 
This Consulting and Professional Services Agreement (this “Agreement”) is made effective on the later 

of the signature dates signed by the parties below (the “Effective Date”) and entered into by and between 
Hartford HealthCare Corporation, a Connecticut nonprofit corporation, on behalf of itself and its Affiliates 
(defined below) ("Customer”) and Milliman, Inc. (“Consultant”) (each a "party" to and collectively "parties" 
to this Agreement). 

The terms and conditions of this Agreement shall apply to any statement of work (“SOW”) entered into by the 
parties, each of which is incorporated into this Agreement by reference.  In the event of a conflict between this 
Agreement and a SOW, the terms and conditions of this Agreement shall control, unless expressly stated 
otherwise in the SOW.  Any Consultant terms and conditions included with or within Consultant’s invoice or 
any other document provided by Consultant shall be of no effect.  

1.0 Definitions.  As used in this Agreement, the following terms shall have the meanings ascribed to them 
as set forth in this Section:   

(a)  "Affiliate" means an entity in which Customer: (1) is the sole corporate member; (2) has more 
than a twenty percent (20%) ownership interest; (3) has voting control of membership/ownership 
interests; (4) has the ability to elect a majority of the voting control of the governing board; or (5) 
has an agreement to manage the entity’s operations.  

(b)  "Agreement" means this Consulting and Professional Services Agreement, all Exhibits attached to 
this Agreement, and any future statement(s) of work, amendments or Change Orders thereto.  

(c)  "Customer Property"  means (a) software, documentation, contracts, summaries, tools, routines, 
programs, designs, technology, ideas, know-how, processes, techniques and inventions that 
Customer or its Affiliates makes, develops, conceives or reduces to practice, whether alone or 
jointly with others, either prior to, contemporaneously with, or subsequent to, the term of this 
Agreement, and (b) all enhancements, modifications, improvements and derivative works of any 
software and of each and any of the foregoing.  

(d)  "Consultant Property" means any work, inventions, discoveries, processes and improvements, 
computer processes, specifications, operating instructions, notes, and any other documentation 
(whether or not patentable) created by Consultant prior to its engagement with Customer, which 
Consultant uses to satisfy its obligations under a statement of work.  Consultant Property also 
includes any generic updates or edits to such pre-existing property made during the course of 
performing the Services. 

(e) “Deliverable” means any final deliverable item to be provided by Consultant to Customer as set 
forth in the applicable SOW. 

2.0  [Intentionally Left Blank]. 

3.0   Description of Services.  

3.1  Description of Services.  The consulting and/or professional services to be performed by 
Consultant (the “Services”) shall be mutually agreed to in one or more written SOWs in 
accordance with this Agreement.  Each SOW shall specify in detail the Services to be rendered, 
including: (a) a description of the work product to be delivered, including but not limited to, 
acceptance criteria and detailed design and functional specifications for the deliverables 
thereunder; (b) the proposed performance schedule; and (c) the cost and/or fees for such 
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Services.  Each SOW shall be in writing, signed by both parties, reference this Agreement, and 
be substantially in the form of the attached Exhibit A, unless otherwise agreed.  A signed SOW 
may be modified by a written agreement signed by both parties that references both this 
Agreement and the associated SOW and which is substantially in the form of the attached 
Exhibit B ("Change Order").  In addition to the terms and conditions of this Agreement, the 
following provisions apply to all SOWs and Change Orders: (i) Customer shall approve in 
writing all project activities in accordance with this Agreement; (ii) all work shall be performed 
in accordance with this Agreement; (iii) all Deliverables are subject to review and acceptance 
by Customer; and (iv) upon request by Customer, Consultant will provide Customer with all 
materials related to the SOW and any associated Change Order, and a written status report of 
work accomplished, work in progress, and work planned. Notwithstanding anything herein to 
the contrary, Consultant makes no express or implied warranty and shall have no liability of 
any form whatsoever with respect to any draft or unfinished Deliverable delivered to Customer 
following a termination.  Consultant acknowledges that time is of the essence for the Services 
provided hereunder. 

3.2  Access to Customer Property.  In the event the Services require Consultant's access to and/or 
use of any Customer Property, Consultant shall request such access from Customer only to the 
extent necessary for Consultant to perform the Services.  In such event, Consultant shall abide 
by all restrictions relating to use of or access to the Customer Property applicable to Customer 
and any policies of Customer related to such use, provided that Customer shall provide 
Consultant with written notice of any Customer-specific restrictions or policies. 

4.0 Term. The term of this Agreement will begin on the Effective Date and shall continue throughout the 
period described in Exhibit A (the “Term”).     

5.0  Acceptance of Services. If Customer discovers a material non-conformity within ninety (90) days 
following delivery of a deliverable and Customer notifies Consultant of the non-conformity, Consultant 
shall correct the non-conformity at no additional charge in a timely and professional manner. In the 
event Consultant cannot correct the non-conformity within a timely and professional manner, Customer 
may request a refund of amounts paid for such non-conforming Services. 

 
6.0 Representations and Warranties of Consultant. Consultant acknowledges that Customer is relying on 

Consultant’s representations and warranties as essential elements to this Agreement, representing as 
they do, material inducements, without which Customer would not have entered into this Agreement.  

 
6.1 General Services Warranty.  Consultant warrants that the Services provided herein shall be 

performed in a good and workmanlike manner and in accordance with the prevailing 
professional standards of the applicable industry.  In the event of a breach of the foregoing 
warranty, Consultant shall repair, replace or redo the Services, at no additional cost to 
Customer. 

 
6.2 Qualifications.  Consultant warrants that it, as well as its agents and any authorized 

subcontractors engaged to provide the Services (collectively “Consultant Personnel”), has and 
will maintain all the skills, experience, and qualifications necessary to provide the Services, 
including any required training, registration, permits, certification or licensure.  
 

6.4 Conflict of Interest.  Consultant warrants that to the best of its knowledge, there exists no actual 
or potential conflict between Consultant and Customer, and in the event of a change in either 
Consultant’s private interests or the Services under this Agreement, Consultant will inform 
Customer regarding a possible conflict of interest which may arise as a result of such change.   
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6.5 Good Standing.  Consultant warrants that it is a legally organized entity in good standing under 
the laws of the state of its organization and, where required, in good standing under the laws of 
the State of Connecticut. 

 
6.6 Noninfringement.  Consultant represents and warrants that all Deliverables, Work Product 

(defined hereafter) and Consultant Property licensed or owned by Consultant and used in the 
performance of any SOW shall be of original development or licensable by Consultant, as the 
case may be, and that the Services and, if applicable, Customer’s use of the Services or any 
processes, techniques and methodologies provided by Consultant or developed by Consultant 
shall not infringe upon or violate any patent, copyright, trade secret, trademark, or other third 
party intellectual property right. 

 
6.7 Not Excluded.  Consultant represents that neither Consultant, nor, to the best of its knowledge, 

any Consultant employees, is excluded from participating in the Medicare or Medicaid 
program, nor currently debarred, suspended or listed on the Office of Inspector General's 
exclusion list (OIG website), any state Medicaid exclusion list, the Office of Foreign Assets 
Control's (OFAC's) blocked list, or the General Services Administration’s (“GSA”) List of 
Parties Excluded from Federal Procurement or Nonprocurement Programs in accordance with 
Executive Orders 12549 and 12689, “Department and Suspension”.  Consultant shall promptly 
notify Customer if it becomes debarred, suspended or included on any such list during the term 
of this Agreement and Customer shall have the right to terminate this Agreement immediately 
and without penalty.   

 
Consultant further represents that no adverse action by the federal government that will or may 
result in exclusions from a Federal Healthcare Program has occurred or is pending or threatened 
against Consultant or its Affiliates, or to the best of its knowledge, against any Consultant 
employee.  Consultant warrants that is shall not perform any act that would likely cause 
Consultant to be excluded from a Federal Healthcare Program or become debarred, suspended 
or listed in the above lists during the term of this Agreement. For the purpose of this Section, 
the term "Federal Healthcare Program" means the Medicare program, the Medicaid program, 
TRICARE, any health care program of the Department of Veteran Affairs, the Maternal and 
Child Health Services Block Grant program, any state social services block grant program, any 
state children's health insurance program, or any similar program.    

6.8 Clear Title.  Consultant represents and warrants that the Deliverables and/or Work Product is 
not the subject of a lien, a security interest, claim, cause of action or otherwise hypothecated to 
a third party.  

  
7.0 Financial Arrangement.   

7.1 Payment Terms.  Customer shall pay to Consultant all invoiced amounts for undisputed and 
accepted Services rendered by Consultant in accordance with this Agreement.  Unless 
otherwise stated in a SOW, Consultant shall be responsible for costs associated with all out-of-
pocket expenses incurred while providing the Services (e.g., travel, meals, lodging, etc.).  
Consultant shall invoice Customer for the Services in arrears for all SOWs which specify that 
the work is to be performed on a time and materials basis. For SOWs specifying a fixed fee, 
Consultant shall invoice Customer in accordance with the payment schedule tied to the 
deliverables listed on the applicable SOW.  All invoices shall be itemized and shall substantiate 
all charges set forth therein.  Consultant shall maintain complete and accurate accounting 
records in accordance with generally accepted accounting practices to substantiate Consultant's 
charges and expenses hereunder.  Customer shall pay all undisputed invoices within sixty (60) 
days of Customer's receipt thereof.  Consultant agrees that Customer may make payments 
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electronically through Automated Clearing House (ACH).  All invoices will include a summary 
of services provided to each Customer and will be submitted to Customer as noted in the SOW 
or Change Order.  Additionally, Customer may withhold the whole or part of any payments due 
to Consultant to the extent appropriate to set off Customer’s losses or costs due to damage to 
property of Customer or third party caused by an act, omission or negligence of Consultant, or 
its agent or employee. 

7.2 Tax-Exemption. Customer and certain Affiliates are exempt from sales and use taxes and will 
not be responsible for the payment of any such taxes to Consultant.  Upon request, Customer 
and the relevant Affiliate will timely provide Consultant with a valid exemption certificate. 
Consultant shall cooperate with Customer and the relevant Affiliate as reasonably necessary to 
establish with a relevant taxing authority Customer’s and/or Affiliates’ exemption from tax on 
the Services purchased or provided under this Agreement. Except as otherwise expressly 
provided in this Agreement, Consultant shall be responsible for payment of all business 
expenses incurred while providing the Services.  

8.0 Termination.   

8.1 Termination for Breach.  Either party may terminate this Agreement upon breach by the other 
party of any material provision of this Agreement, provided the breach continues for thirty (30) 
calendar days (“Cure Period”) after the breaching party’s receipt of written notice of such 
breach.  If such breach is cured within the Cure Period, then this Agreement shall continue in 
full force and effect; provided, however, that a breach of any representation, warranty or 
material provision will not be subject to cure.  Notwithstanding anything to the contrary 
contained in this Agreement, if Consultant breaches any term of this Agreement, Customer may, 
at its option, exercise any one or more of the following remedies: (i) terminate this Agreement, 
(ii) terminate the applicable SOW, (iii) withhold any further payments otherwise due to 
Consultant hereunder, and/or (iv) exercise any other rights and remedies available at law or in 
equity. 

 
8.2 Without Cause Termination.  Customer may terminate this Agreement or SOW without cause or 

penalty upon thirty (30) days prior written notice to Consultant.   
 
8.3 Change in Law.  If subsequent to the execution of this Agreement it is determined by either 

party’s legal counsel that this Agreement or any of its provisions does violate or may violate any 
law, rule, or regulation, then the parties agree to renegotiate the provision in good faith so that it 
complies with the law, rule or regulation.  If the parties are unable to come to an agreement 
within thirty (30) calendar days, either party may, without further notice, immediately terminate 
this Agreement. 

 
8.4 Effect of Termination.  Upon receipt of notice of termination, Consultant shall cease all activity 

in relation to the Services and deliver to Customer a final invoice.  Upon termination of any 
SOW or this Agreement for any cause or for no cause, or at any earlier time upon the demand of 
Customer, Consultant shall, without cost to Customer, (a) deliver to Customer in an orderly and 
expeditious manner all data, records, documentation, and other property belonging to Customer 
then in the possession of Consultant, including, but not limited to the Deliverables, Work 
Product and Consultant Property and all copies, extracts, summaries, and portions thereof, on 
whatever media rendered; (b) purge from its computer systems any Work Product and all copies, 
extracts, summaries, and portions thereof; and (c) upon request of Customer, certify in writing 
that it has complied with these requirements.  This Section shall survive the expiration or 
termination of this Agreement.  Notwithstanding anything herein to the contrary, Consultant 
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makes no express or implied warranty and shall have no liability of any form whatsoever with 
respect to any draft or unfinished Deliverable delivered to Customer following a termination.   

 
9.0  Personnel.    Consultant shall be fully and solely responsible for the compensation and performance of 

all of its employees hereunder and the filing of any and all returns and reports and the withholding 
and/or payment of all applicable federal, state and local wage tax, or employment related taxes.     

10.0 Compliance with Laws, Policies & Procedures.  Consultant shall fully comply with all applicable 
federal, state, and local laws, rules, regulations, and ordinances in performances of the Services, 
including but not limited to the Health Insurance Portability and Accountability Act of 1996 (which act 
and regulations as amended, restated and superseded from time to time, are collectively referred to as 
“HIPAA”), anti-kickback laws, the Medicare/Medicaid Anti-Fraud and Abuse statutes, the restrictions 
on Customer and its Affiliates by virtue of its tax exempt status, and laws relating to physician referrals.  

 
11.0 Ownership and Proprietary Rights.  

11.1  Work Product and Deliverables. All work, ideas, inventions, discoveries, processes and 
improvements, computer programs, specifications, operating instructions, notes, and all other 
documentation (whether or not patentable) created, conceived or reduced to practice by 
Consultant, alone or with others, in connection with Services rendered for Customer hereunder 
or which derive from information or materials Consultant has received from Customer shall be 
considered to be the "Work Product".  The parties agree that Work Product shall not include 
Consultant Property.  The parties further agree that to the extent the Services result in the 
creation of any Work Product that is not a part of the Deliverables to be provided hereunder, 
they will confer in good faith as to the ownership of that particular Work Product. Consultant 
also agrees that the Deliverables are the exclusive property of Customer and, as a result, 
Consultant hereby assigns its all rights, title, and interest in the Deliverables to Customer. 
Further, Consultant will execute all documents and do all things reasonably necessary to ensure 
that Customer obtains full title to such Deliverables, including all intellectual property thereto.  
Consultant warrants that it has enforceable written agreements with all of its employees and all 
subcontractors permitted hereunder that assign to Consultant ownership of all patents, 
copyrights, and other proprietary rights created in the course of their employment or 
engagement. 

11.2  Written, Graphic, or Recorded Material. Consultant agrees that all Deliverables (excluding 
Consultant Property) shall be deemed to be a "work made for hire," as such term is defined in 
the copyright laws of the United States.  If, for any reason, any such copyrightable work created 
by Consultant is excluded from the definition of a "work made for hire," Consultant hereby 
assigns and conveys to Customer all rights, title, and interest in and to such work, including the 
copyright therein and any copyright renewal thereof.  Unless alternative licensing terms for 
Consultant Property are set forth in the SOW, Consultant grants Customer a non-exclusive, 
perpetual license to use, copy, and distribute within Customer and Affiliates (including to 
employees, agents, and consultants) for Customer’s business purposes, all Consultant Property 
provided to Customer hereunder.  

11.3  Cooperation. Consultant will execute all documents and do all things reasonably necessary to 
ensure that Customer obtains full title to any Deliverable or Work Product, including all 
intellectual property thereto.  For example, Consultant shall cooperate with Customer or its 
designees and execute documents of assignment, declarations, and other documents which may 
be prepared by Customer, and take other necessary actions as reasonably directed by Customer 
to effect the foregoing or to perfect or enforce any proprietary rights resulting from or related to 
this Agreement.  Customer shall reimburse Consultant for reasonable out-of-pocket expenses 
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incurred by Consultant in performing the foregoing at the specific request of Customer; 
however, Consultant will not charge Customer additional Service fees for such assistance. 

11.4 Third Party Distribution.  The Deliverables are prepared solely for the internal business use of 
Customer. The Deliverables may not be provided to third parties, other than any instrumentality 
of the State of Connecticut without Consultant's prior written consent, which consent may be 
conditioned on execution by the third party other than any instrumentality of the State of 
Connecticut of Consultant’s standard Third Party Release Agreement. Consultant does not 
intend to benefit any third party recipient of the Deliverables , even if Consultant consents to 
the release of the Deliverables to such third party. 

12.0 Insurance.  

12.1 Insurance Coverages.  At all times during the term of this Agreement and for a period of at least 
three (3) years thereafter, Consultant, at its sole cost and expense, shall maintain in effect the 
insurance coverage described below. If applicable, Consultant shall obtain or otherwise arrange 
for appropriate levels of insurance coverage for all subcontractors providing services that shall 
also comply with insurance requirements as follows:  

 Commercial general liability insurance, including products/completed operations, personal 
and advertising injury coverage, on a form equivalent or superior to CG0001 1207 or 
CG0002 1207, with a minimum limit of $1,000,000 per occurrence and minimum annual 
general aggregate and products/completed operations annual aggregate limits of 
$3,000,000;  

 Professional liability (Technology Errors and Omissions) insurance covering the liability 
for financial loss due to error, omission or negligence of Consultant, with a minimum  
amount of $1,000,000 per claim and $3,000,000 in the annual aggregate;  

 Worker's compensation and employer's liability insurance or any alternative plan or 
coverage as permitted or required by  applicable laws within the state that work is being 
performed, with a minimum employers’ liability limit of $1,000,000 each accident, each 
employee for disease, and policy limit for disease;  

 Automobile liability insurance covering the use of all owned, non-owned and hired 
automobiles with a minimum combined single limit  of $1,000,000 per accident; Third 
party fidelity bond insurance, including blanket employee dishonesty and computer fraud 
insurance, for loss arising out of or in connection with fraudulent or dishonest acts 
committed by the employees of Consultant in a minimum amount of $1,000,000 per loss; 
and 

 Privacy and network security insurance (Cyber Liability) covering loss arising out of or in 
connection with loss or disclosure of confidential information, in a minimum amount of 
$3,000,000 per loss. 

 
The required limits may be satisfied by a combination of primary and excess policies. If, for any 
reason, such policy insurer cancels or fails to renew such policy, Consultant shall promptly 
purchase a replacement policy containing substantially the same terms as such policy and 
including Prior Acts coverage for any claims-made policies, effective from the Effective Date.  

12.2 Additional Insurance Requirements.  All insurance policies Consultant and subcontractors are 
required to carry pursuant to this Section shall: (i) be provided by reputable and financially 
responsible insurance carrier, licensed as admitted or surplus lines carriers in applicable states, 
with an A.M. Best Financial Performance Rating (“FPR”) of A- or better and a minimum 
Financial Size Category (“FSC”) of VII or higher; (ii) require the insurer to notify Customer in 
writing at least thirty (30) days in advance of cancellation; and (iii) include a waiver of all rights 
of subrogation against Customer and its Affiliates, except in the case of professional liability and 
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cyber liability policies.  Consultant shall designate Customer, its Affiliates, subsidiaries and their 
respective sponsors, trustees, directors, officers, employees and representatives as "additional 
insureds" on all general liability and auto liability insurance policies. Such insurance policies 
shall be primary as to the Additional Insureds and non-contributory with respect to any other 
insurance or self-insurance Customer may maintain. Certificates of insurance evidencing all 
coverages described in this Section shall be furnished to Customer prior to the Effective Date 
and at each policy renewal date.  In the event coverage is denied or reimbursement of a properly 
presented claim is disputed by the carrier for insurance described above, upon written request, 
Consultant shall provide Customer with the opportunity to review a copy of the involved 
insurance policy or policies within ten (10) business days of receipt of such request.  The terms 
of this Section shall not be deemed to limit the liability of Consultant hereunder, or to limit any 
rights Customer may have including, without limitation, rights of indemnity or contribution.   

13.0 Indemnification.   

13.1  Consultant shall indemnify, hold harmless and defend Customer and its officers, directors, 
employees, agents, Affiliates, successors and permitted assigns (collectively, the "Indemnified 
Party") against any and all damages, liabilities, claims, actions, judgments, settlements, 
interest, awards, penalties, fines, costs, or expenses of whatever kind, including reasonable 
attorneys' fees, that are incurred by the Indemnified Party (collectively, "Losses"), which 
Customer may suffer or incur arising out of or in connection with any third party claim 
alleging:  

(a)  a breach or non-fulfillment of any express representation or warranty set forth in this 
Agreement by Consultant;  

(b)  a breach of the confidentiality obligations set forth under this Agreement;  

(c)  any grossly negligent act or omission of Consultant or its personnel, subcontractors or agents 
(including any reckless or willful misconduct) in connection with the performance of its 
obligations under this Agreement;  

(d)  any bodily injury, death of any person or damage to real or tangible personal property caused 
by Consultant or its personnel, subcontractors, or agents (including any reckless or willful 
misconduct);  

(e) that the Services or Customer's  use of the Work Product, Deliverables or Consultant Property, 
or any portion thereof as permitted herein infringes or violates any patent, copyright, trade 
secret, trademark, or other third party intellectual property right or misappropriates a trade 
secret;  

(f) any failure by Consultant to comply with any applicable federal, state or local laws, 
regulations or codes in the performance of its obligations under this Agreement; 

(g) or relating to the filing of a lien against any property of Customer, or any claim or action 
against Customer in which the personnel, subcontractor, or agent of Consultant claims 
payment from Customer for services and/or goods under this Agreement; or 

(h)  relating to any claims or liability for wages, workers' compensation, unemployment 
compensation or employee benefits made by Consultant's employees and/or subcontractors, 
payroll or related taxes, or other governmental charges related to the performance of the 
Services.  

  

If a claim is made under subsection (e) and Customer is in any way enjoined from using the 
Deliverable or Work Product, Consultant Property, or any portion thereof, Consultant shall 
promptly, at its expense either: (i) provide to Customer non-infringing means of using the 
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Deliverable, Work Product and/or Consultant Property; (ii) negotiate and procure for Customer the 
right to use the Deliverable, Work Product and/or Consultant Property without restriction; or (iii) if 
neither (i) nor (ii) can be accomplished within a reasonable time period and at no cost to Customer, 
then refund to Customer all monies paid in relation to the infringing Deliverable, upon return to 
Consultant of said Deliverable.  

 

14.0  Audit; Access to Books and Records.   

14.1 Customer Audit.  Consultant is responsible for keeping accurate records related to its 
performance and obligations under this Agreement, including but not limited to any price, cost 
or budget computations.  Consultant agrees that Customer or its duly authorized representative 
has the right to audit any directly pertinent books, documents, and records related to its 
performance of the Services and compliance with the terms and conditions of this Agreement.  
Consultant shall make available to Customer or its agents all such records within thirty (30) 
business days of a written request.  Consultant agrees to allow Customer to make and retain 
copies of those materials deemed useful for documenting the audit activity and results.  The 
right to audit shall be limited to one (1) audit each year throughout the term of this Agreement 
and for a period of one (1) year after its expiration or earlier termination.  If applicable, the 
right to audit shall also apply to agents and subcontractors hired by Consultant for the purpose 
of fulfilling this Agreement, provided that any such parties agree to reasonable obligations of 
confidentiality and non-use with Consultant.  In the event that audits discover substantive 
findings related to fraud, misrepresentation or non-performance, or an overcharge on the part of 
Consultant, then Customer may recoup the costs of the audit work from Consultant, and in the 
case of an overcharge, the overpayment made by Customer. 

 
15.0 Confidential Information.   

15.1 Confidentiality.  For the purposes of this Agreement, “Confidential Information” shall mean 
any and all nonpublic scientific, technical, financial or business information in any form 
(written, oral or visual) possessed by a party (the “Discloser”) and furnished or made available 
to the other party (“Recipient”) during the term of this Agreement.  For purposes of clarity, 
Confidential Information shall include information pertaining to Affiliates of the parties, 
including but not limited to patient and demographic information, Personal Information 
(defined below), Deliverable, Work Product, and trade secrets.  Each party agrees to (a) hold all 
Confidential Information in confidence and not, directly or indirectly, disclose to any third 
party any Confidential Information, except as expressly permitted in this Agreement, (b) use 
Confidential Information solely as required to perform the Services, and (c) treat Confidential 
Information with the same degree of care it uses to protect its own confidential information, but 
in no event with less than a reasonable degree of care.  The parties agree that Confidential 
Information shall not include: (i) information which at the time of disclosure is in the public 
domain; (ii) information which, after disclosure, becomes part of the public domain by 
publication or otherwise, except by breach of this Agreement by the Recipient; (iii) information 
that the Recipient can establish was in its possession prior to the time of disclosure and was not 
acquired, directly or indirectly, from the Discloser; (iv) information that Recipient lawfully 
receives from a third party without any obligation to keep such information confidential; (v) 
information the Recipient can establish was independently developed by persons in its employ 
or otherwise who did not use or access the Discloser’s Confidential Information; or (vi) 
information required to be disclosed by applicable law or regulation.  The parties further agree 
that Recipient may disclose Confidential Information to its employees, consultants, and agents 
on a need-to-know basis, but only if (i) those employees, consultants, and agents are bound by 
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written obligations of confidentiality at least as restrictive as those in this Agreement, (ii) 
Recipient remains liable for the compliance of those employees, consultants and agents, and 
(iii) such disclosures are required in order to comply with its obligations under this Agreement. 
In the event of a breach or threatened breach of the provisions of this Section, Disclosing Party 
shall be entitled to seek an injunction restraining such breach or threatened breach without 
having to prove actual damages or threatened irreparable harm.  Such injunctive relief as 
Disclosing Party may obtain shall be in addition to any other rights and remedies available at 
law and in equity.  This provision shall survive expiration and termination of this Agreement.  

15.2  Confidentiality of Health Information.  The parties acknowledge that Consultant has entered a 
Business Associate Agreement with Customer, attached hereto (the “BAA”).  The terms and 
conditions and obligations of consultant under the BAA are incorporated into this Agreement 
where Consultant acts in the capacity as Customer’s “Business Associate” as defined in 
regulations promulgated under HIPAA. The confidentiality terms of this Section shall 
specifically include the terms of the BAA.   

15.3 Data Breach.  Consultant shall bear all costs of loss of data arising from Consultant's 
performance of the Services, including, but not limited to, the cost of data restoration, to the 
extent such loss is caused by Consultant or its employees, agents, or subcontractors.  In the 
event of an unauthorized use or disclosure by Consultant, its employees, agents or 
subcontractors of personally identifiable information held by Customer on its own, or for or on 
behalf of any Affiliates ("Personal Information"), Consultant shall take the following action 
with respect to such unauthorized use or disclosure: (a) cooperate with Customer so that 
Customer may promptly communicate the nature of the unauthorized use or disclosure to those 
persons whose Personal Information was or likely was involved in an unauthorized use or 
disclosure ("Affected Individuals"); (b) if the unauthorized use or disclosure of Personal 
Information could lead to identity theft or related financial risk to the individual subject(s) of 
such Personal Information, purchase identity theft monitoring services from a credit reporting 
service as required by applicable law; (c) comply with any and all laws, regulations, 
governmental orders or other governmental requirements ("Laws") applicable to such 
unauthorized use or disclosure of Personal Information; and (d) take all action commercially 
reasonable to mitigate any damages of Customer relating to the unauthorized  use or disclosure 
of Personal Information.  

16.0 [Intentionally Left Blank]. 

17.0  [Intentionally Left Blank].   

18.0 Operational Matters. 

18.1 On-Site Requirements.  On-site Consultant Personnel shall follow and adhere to the Customer 
policies and procedures applicable to the provision of the Services including, by way of 
example only and without limitation:  (a) sign-in procedures, (b) identification badges, (c) 
executing confidentiality statements, (d) participation in any required training, or (e) parking 
regulations, provided that such Consultant Personnel are provided reasonable advance notice of 
such policies or regulations.   

18.2 Consultant Cooperation.  Consultant agrees to timely cooperate and assist with any applicable 
performance improvement and quality assurance activities of Customer as they may relate to 
the Services.  Consultant shall cooperate and make adjustments as necessary in the methods and 
timing for provision of Services under this Agreement so that other Consultants and Customer 
personnel can perform their independent obligations to Customer. Consultant acknowledges 
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that Customer may be, during the term of this Agreement, working with third parties in 
developing, installing, maintaining, and supporting the Customer systems, including working 
with auditors and application developers, and that the Services may involve the use of one or 
more Consultant resources to cooperate in these matters.  Such cooperation shall include 
provision of: (i) written requirements, standards and procedures for Customer systems and 
operations maintained by Consultant; (ii) assistance and support services to such third party; 
and (iii) access to the technology environment used by Consultant to provide the Services 
(subject to reasonable confidentiality and security restrictions) as necessary for such third 
parties to perform their services for Customer.   

18.3 Limitation on Consultant Personnel.  Consultant agrees that unless otherwise approved by 
Customer in writing in advance, no Consultant Personnel shall provide services if any of the 
following have occurred:  (a) any applicable registration, certification, licensure (including 
where applicable, Medicare/Medicaid provider status) of Consultant Personnel, in any state, is 
or has been threatened with limitation, suspension, revocation or exclusion; (b) any applicable 
registering, certifying, or licensing board reprimands, sanctions or otherwise disciplines 
Consultant Personnel; or (c) a negligence or malpractice claim related to the provision of the 
Services or similar services has been asserted against Consultant Personnel. 

 
18.4 Removal of Consultant Personnel.  If any Consultant Personnel repeatedly fails, in Customer’s 

sole discretion, to perform in a competent manner, and Customer notifies Consultant in writing 
that the Consultant Personnel is no longer acceptable to Customer, citing the grounds and 
specific supporting facts, then, after written notification from Customer, Consultant shall 
remove such Consultant Personnel and no longer schedule the Consultant Personnel to provide 
or the Services for Customer, or otherwise resolve any such dispute to the mutual satisfaction of 
the parties.   

 
18.5 Consultant Damage to Customer Property.  Without regard to any other section of this 

Agreement, Consultant shall be responsible for the costs to return to “as was” condition from 
any damage caused to the building, grounds, or other equipment and furnishings caused in 
whole or part by Consultant or Consultant Personnel while performing activities arising under 
this Agreement.  Consultant shall promptly report in writing the occurrence of any damage to 
Customer. 

18.6 Customer Policies and Procedures. Without limiting any other provision herein, Consultant 
acknowledges Customer's obligations to comply with certain laws and regulations as well as the 
need for Consultant Personnel to comply with reasonable requests, standard rules, and 
regulations of Customer regarding personal and professional conduct (including the use of an 
identification badge or personal protective equipment and the adherence to health care facility 
laws or regulations, including in some instances, but not limited to, criminal background 
checks, credit checks, health and/or drug screening, vaccinations and testing, and general safety 
practices or procedures) generally applicable to such facilities. Consultant shall provide 
Customer with reasonable assistance in ensuring Consultant Personnel complies with (i) laws 
and regulations affecting Customer's facility and (ii) Customer's facility rules and regulations.  
Customer shall provide Consultant with reasonable advance notice of any Customer-specific 
policies, rules, or procedures that will be applicable to the performance of the Services.  

 
19.0 Use of Name and Marks.  Neither party shall make any public statement (for example, a press release or 

any form of public advertisement) describing the other party’s relationship with that party or an 
endorsement of services without the prior written consent of the other party.  Each party may withhold 
its consent in its absolute discretion.  Each party will require ten (10) business days to consider any 
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request for such consent.  Likewise, neither party may use any of the other party’s trademarks without 
prior consent obtained through the procedure described above. 
 

20.0 Miscellaneous. 

20.1  Subcontractors. Consultant is not permitted to utilize subcontractors for performance of 
services under any SOW unless prior written consent is first obtained from Customer and 
unless such subcontractor has executed a written agreement with Consultant which obligates 
them to substantially similar terms as is required of Consultant under this Agreement.  Further, 
Consultant agrees to be fully responsible for all acts and omissions of any subcontractor used 
by Consultant.   

 
20.2 Independent Contractor Status.  It is expressly understood that Consultant is an independent 

contractor and not the agent, partner, or employee of Customer.  Consultant  and Consultant 
Personnel are not employees of Customer and are not entitled to tax withholding, worker’s 
compensation, unemployment compensation, or any employee benefits, statutory or otherwise.  
Consultant  shall not have any authority to enter into any contract or agreement to bind 
Customer and shall not represent to anyone that Consultant has such authority. 

 
20.3 Assignment.  Neither party may assign or transfer this Agreement or any interest or claim under 

this Agreement without prior written approval of the other party, provided that Customer may 
assign or transfer this Agreement to an Affiliate without Consultant’s prior written approval.  
Notwithstanding any consent to any assignment, each party shall at all times remain bound to 
all warranties, certifications, indemnifications, promises and performances, however described, 
as are required of it under this Agreement unless specifically released from the requirements, in 
writing.  Consultant shall retain the right to pledge payment(s) due and payable under this 
Agreement to third parties. 

 
20.4 Notices.  Any notice to either party must be in writing, signed by the party giving it, and served 

to the addresses indicated on the signature page or elsewhere in this Agreement (or to such 
other addressee as may be later designated by written notice) by personal delivery, recognized 
overnight courier service, or by the United States mail, first-class, certified or registered, 
postage prepaid, return receipt requested.  Consultant must provide a copy of any such notice to 
the attention of Customer’s Chief Legal Officer located at Hartford HealthCare Corporation, 
One State Street, Suite 19, Hartford, CT 06013.  All such notices shall be effective when 
received, but in no event later than three (3) days after mailing.   

 
20.5 Entire Agreement.  This Agreement, including all exhibits, SOWs, attachments and appendices 

referenced herein, constitutes the entire understanding and agreement between the parties 
concerning the subject matter hereof, and supersedes all prior negotiations, agreements and 
understandings between the parties, whether oral or in writing, concerning the subject matter 
hereof. 

 
20.6 Severability.  If any part of this Agreement shall be determined to be invalid, illegal or 

unenforceable by any valid act of Congress or act of any state legislature or by any regulation 
duly promulgated by the United States or a state acting in accordance with the law, or declared 
null and void by any court of competent jurisdiction, then such part shall be reformed, if 
possible, to conform to the law and reflect the original intent of the parties to the extent 
possible, in any event, the remaining parts of this Agreement shall be fully effective and 
operative insofar as reasonably possible. 
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20.7 Governing Law. This Agreement shall be governed by and construed under the laws of the 
State of Connecticut without regard for principles of choice of law.     

 
20.8 Waiver. Any waiver of a breach of any provision(s) of this Agreement shall not be deemed 

effective unless in writing and signed by the party against whom enforcement of the waiver is 
sought or operate as, or be construed to be, a waiver of any subsequent breach of the same or 
other provisions hereof. 

 
20.9 Survivability. Provisions surviving expiration or earlier termination of this Agreement are those 

which on their face affect rights and obligations after termination or expiration, including but 
not limited to provisions concerning indemnification, confidentiality, warranty and choice of 
law and venue. 

 
20.10 Execution.  This Agreement may be executed in duplicate, each of which when executed and 

delivered shall be an original.  The parties acknowledge and agree that this Agreement has been 
mutually discussed, negotiated, and drafted by the parties. 

 
20.11 Force Majeure.  Neither Consultant nor Customer shall be liable for failure to perform its 

respective obligations under this Agreement when failure is caused by fire, explosion, water, 
act of God, civil disorder or disturbances, strikes, vandalism, war, riot, sabotage, weather and 
energy related closings, or like causes beyond the reasonable control of the party (“Force 
Majeure Event”).  In the event that either party ceases to perform its obligations under this 
Agreement due to the occurrence of a Force Majeure Event, the party shall:  (a) as soon as 
practicable notify the other party in writing of the Force Majeure Event and its expected 
duration; (b) take all reasonable steps to recommence performance of its obligations under this 
Agreement as soon as possible, including, as applicable, abiding by the disaster plan in place 
for Customer.  In the event that any Force Majeure Event delays a party’s performance for 
more than ten (10) calendar days following notice by the delaying party pursuant to this 
Agreement, then the other party may terminate this Agreement immediately upon written 
notice. 

 
20.12 Dispute Resolution.  In the event of any dispute arising out of or relating to the engagement of 

Consultant by Customer, the parties agree that the dispute will be resolved by final and binding 
arbitration under the Commercial Arbitration Rules of the American Arbitration Association.  
The arbitration shall take place before a panel of three arbitrators.  Within 30 days of the 
commencement of the arbitration, each party shall designate in writing a single neutral and 
independent arbitrator.  The two arbitrators designated by the parties shall then select a third 
arbitrator.  The arbitrators shall have a background in either insurance, actuarial science or law.  
The arbitrators shall have the authority to permit limited discovery, including depositions, prior 
to the arbitration hearing, and such discovery shall be conducted consistent with the Federal 
Rules of Civil Procedure.  The arbitrators shall have no power or authority to award punitive or 
exemplary damages.  The arbitrators may, in their discretion, award the cost of the arbitration, 
including reasonable attorney fees, to the prevailing party.  Any award made may be confirmed 
in any court having jurisdiction.  Any arbitration shall be confidential, and except as required 
by law, neither party may disclose the content or results of any arbitration hereunder without 
the prior written consent of the other parties, except that disclosure is permitted to a party’s 
auditors and legal advisors. 
 

20.13 Limitation of Liability.  In the event of any claim arising from services provided by Consultant 
at any time, the total liability of Consultant, its officers, directors, agents and employees to 
Customer shall not exceed three million dollars ($3,000,000). This limit applies regardless of 
the theory of law under which a claim is brought, including negligence, tort, contract or 
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otherwise. In no event shall Consultant be liable for lost profits of Customer or any other type 
of incidental or consequential damages. The foregoing limitations shall not apply in the event 
of the intentional fraud or willful misconduct of Consultant or with respect to Consultant’s 
obligation to indemnify Customer as set forth herein, aside from the indemnity obligation 
contained in 13.1(a), which shall remain subject to this limitation of liability cap. 
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Customer and Consultant have caused their duly authorized representatives to execute this Agreement on the 
date(s) set forth below. This Agreement shall take effect and become binding when signed by both parties. 

 

CUSTOMER: CONSULTANT: 

 

By: ________________________________ By:  _______________________________ 
 
Printed Name: _______________________ 
 
Its: ______________________________ 

 
Printed Name: ______________________ 
 
Its:  _______________________________ 

 
Date: ______________________________ 

 
Date: ______________________________ 
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EXHIBIT A 

STATEMENT OF WORK No. 1 
 

This Statement of Work is entered into as of April 2, 2018 (“Statement of Work Effective Date”) by and 
between Customer and Consultant pursuant to that certain Consulting and Professional Services 
Agreement, dated ___________, 2018 (the "Agreement"), and is subject to the terms and conditions of 
the Agreement. Capitalized terms used in this SOW but not defined herein shall have the meanings 
assigned to them in the Agreement.  Notwithstanding anything to the contrary in the Agreement, the 
parties agree and acknowledge that there are no third party beneficiaries to this SOW. 

I.  Description of Services 

The Consultant will provide the following Independent Consulting Services: 
 

 The Consultant will perform the services described in Condition 16 of the Final Agreed Settlement 
between the Office of Health Care Access (“OHCA”), The Charlotte Hungerford Hospital, and 
Hartford HealthCare Corporation (“HHC”) (“Settlement,” attached hereto as Exhibit D).  The 
Consultant will work in partnership with OHCA and HHC in performing these Services. 
 

 The Consultant will provide the Services for a period beginning on the Effective Date of the 
Agreement and ending on December 31, 2023, or such earlier or later date as may be established by 
the parties to the Settlement.   

 
 The Consultant shall promptly notify David Mack, Vice President, Legal Affairs, or his designee, at 

HHC by email (David.Mack@hhchealth.org) or phone (860.972.0700), if the Consultant: 
 

o receives any contact from OHCA, or intends to contact OHCA; or 
o requests or receives any request to schedule a meeting with OHCA or State of Connecticut 

representatives. 
 

 David Mack at HHC, or his designee, will coordinate all on-site visits and meetings involving the 
Consultant.  All such visits and meetings will be scheduled at least one (1) week in advance. 
 

 The Consultant shall provide a draft of all written reports to OHCA and HHC simultaneously for 
review and comment.  OHCA will allow HHC at least 15 days to comment on any draft report and 
shall take into account such comments before finalizing any such written report. 
 

 The Consultant shall complete and maintain, in a timely manner, adequate, legible and proper 
records with respect to all Services rendered under this Agreement. 
 

 Nothing in this Statement of Work shall limit the rights or obligations of either party to the 
Agreement.   
 
 

II.  Fees  

 Customer shall pay to Consultant the following fees: 

Lead Staff  2018 Billing Rates 
Edward Jhu  $515/hr. 
David Lewis  $437/hr. 
Brian Allen  $287/hr. 
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Range of other billing groups 
FSAs    $300-$550/hr. 
ASAs/Senior Analysts  $200-$350/hr. 
Analyst    $150-$200/hr. 

Billing rates typically increase each year by potentially different amounts depending on the staff member.  
The billing rates used for this work will be the standard rates this staff charges to the majority of clients 
without any special modifications specific to this project. 

III. Not-to-Exceed Amount 

Under no circumstances shall the amounts payable under this Statement of Work (including fees, 
materials and expenses) exceed $183,000 for 2018, $188,490 for 2019, $194,145 for 2020, $199,969 for 
2021, and $205,968 for 2022 (the "not-to-exceed amount").  For purposes of determining the not-to-
exceed amount, each year shall begin on January 1 and end on December 31 of the same calendar year.  
Billing rates for one or more individuals listed above may increase effective January 1st of each year by 
potentially different amounts.  The billing rates applied for this Statement of Work will not be higher than 
the standard billing rates Consultant charges to its other clients for the individuals listed above. 

IV. Additional Terms and Conditions 

Consultant shall not submit an invoice to Customer for services rendered hereunder, and Customer shall 
not be obligated to pay Consultant, until Customer has certified in writing that all applicable Services 
listed above in Section I have been performed in compliance with the specifications set forth herein. 

Consultant may not increase the fees quoted above in Section II during the duration of this Statement of 
Work. 

IN WITNESS WHEREOF, Customer and Consultant have caused duly authorized representatives 
of the respective parties to execute this Statement of Work as of the Statement of Work Effective Date. 

 

CUSTOMER: CONSULTANT: 

 

By: ________________________________ By:  _________________________________ 
 
Printed Name: David Whitehead 
 
Its: Executive Vice President 

 
Printed Name: David C. Lewis 
 
Its:  Senior Consultant 

Date: ______________________________ Date: ________________________________ 
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EXHIBIT B 

FORM CHANGE ORDER 

 

Change Order No.   

This Change Order is entered into as of ____________, 20__ ("Change Order Effective Date") by and 
between Customer and Consultant, pursuant to the Agreement between the Consultant and Customer, 
Statement of Work No. _______ ("Statement of Work"), and previously issued Change Order Nos. 
_________________________ ("Change Orders"), and is subject to the terms and conditions of the 
Agreement, the Statement of Work, and the Change Orders unless otherwise noted herein. 

I.  Description of Changes to Services and Milestones 

 

Description of Changes to Deliverables 

 

New Projected End Date: 

 

II.  Changes to Fees  

 

III.  Additional Materials/Expenses 

 

IV.  Additional Terms and Conditions 

IN WITNESS WHEREOF, Customer and Consultant have caused duly authorized representatives 
of the respective parties to execute this Change Order as of the Change Order Effective Date. 

 

CUSTOMER: CONSULTANT: 

 

By: ________________________________ By:  _______________________________ 

Printed Name: _______________________ 
 
Its: ______________________________ 

Printed Name: ______________________ 
 
Its:  _______________________________ 

Date: ______________________________ Date: ______________________________ 
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EXHIBIT C 
 

BUSINESS ASSOCIATE AGREEMENT 
 
 

THIS BUSINESS ASSOCIATE AGREEMENT is made and entered into as of March 1, 
2018 (“Effective Date”), by and between Hartford Healthcare Corporation, on behalf of each of its 
member organizations, including but not limited to Hartford Hospital, MidState Medical Center, 
Windham Hospital, The Hospital of Central Connecticut, The William W. Backus Hospital, The 
Charlotte Hungerford Hospital, Natchaug Hospital, Rushford Center, and Hartford HealthCare 
Medical Group, Inc., which are each considered a Covered Entity as defined in HIPAA and 
hereinafter referred to as “Covered Entity”, and Milliman, Inc., on behalf of itself and its Affiliates 
(“Business Associate”). 

R E C I T A L S: 

WHEREAS, the Business Associate and the Covered Entity have entered into that certain 
Consulting and Professional Services Agreement dated ____________ ___, _____ (the 
“Agreement”) wherein the Business Associate creates, receives, maintains or transmits Protected 
Health Information (PHI) on behalf of the Covered Entity and to comply with the requirements of 
the Health Insurance Portability and Accountability Act of 1996 (HIPAA) as amended by the 
Health Information Technology for Economic and Clinical Health Act (HITECH), and 
implementing regulations which are codified at 45 C.F.R. Parts 160 and 164, as amended from 
time to time, and any guidance issued by the Office for Civil Rights (OCR) (collectively the 
“HIPAA Standards”), the parties agree to the terms herein.  For purposes of this Business 
Associate Agreement, PHI shall be limited to that Protected Health Information created or received 
by Business Associate from or on behalf of Covered Entity. 

1. Permitted Uses and Disclosures by Business Associate 

a) The Business Associate’s use and disclosure of PHI shall comply in all respects 
with the HIPAA Standards. 

b) Except as otherwise limited in this Business Associate Agreement, Business 
Associate may use or disclose PHI to perform functions, activities, or services for, 
or on behalf of, Covered Entity as specified in the Agreement, provided that such 
use or disclosure would not violate the HIPAA Standards if done by Covered 
Entity, except as expressly permitted herein.  Business Associate shall not use or 
disclose PHI other than permitted or required by this Business Associate Agreement 
or as required by law.  The Business Associate shall limit the use and disclosure of 
PHI to the minimum necessary to accomplish the intended purpose of the use or 
disclosure of the PHI or as required pursuant to the Agreement.  All such uses and 
disclosures shall be consistent with the Covered Entity’s minimum necessary 
policies and procedures. 

c) Business Associate may use and disclose PHI for the proper management and 
administration of the Business Associate or to carry out the legal responsibilities of 
the Business Associate, provided that (i) the disclosure is required by law and 
timely notice is provided to Covered Entity prior to the disclosure, or (ii) Business 
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Associate obtains reasonable assurances from the recipient that the PHI will remain 
confidential and used or further disclosed only as required by law for the purposes 
for which it was disclosed to the recipient, and the recipient promptly notifies 
Business Associate of any instances of which it is aware in which the 
confidentiality of the PHI has been breached. 

d) Unless requested in writing by the Covered Entity, Business Associate may not use 
PHI to provide Data Aggregation services. 

e) Owner of PHI.  Under no circumstances shall Business Associate be deemed in any 
respect to be the owner of any PHI used or disclosed by or to Business Associate by 
Covered Entity. 

f) Business Associate may create a Limited Data Set for the purpose of performing its 
obligations and services for Covered Entity, provided that Business Associate 
otherwise complies with the provisions of this Business Associate Agreement. 

g) Business Associate may de-identify PHI in accordance with the requirements of the 
Privacy Rule; provided that all identifiers are destroyed in accordance with this 
Business Associate Agreement, and provided that Business Associate shall not 
make any commercial use of such de-identified information. 

2. Obligations and Activities of Business Associate 

a) Prior to disclosing PHI of Covered Entity to any subcontractor, Business Associate 
shall perform reasonable due diligence with respect to that subcontractor’s ability to 
comply with the HIPAA Standards.  Further, Business Associate shall ensure, 
through a written agreement, that any subcontractors of Business Associate that 
create, receive, maintain, or transmit PHI on behalf of the Business Associate agree 
to restrictions, conditions, and requirements no less stringent than those that apply 
to the Business Associate with respect to such PHI, including without limitation, 
the restrictions, conditions, and requirements of this Business Associate Agreement 
and the HIPAA Standards. 

b) Business Associate shall promptly report to Covered Entity any use or disclosure of 
PHI not provided for by this Business Associate Agreement, any Breach, or any 
successful Security Incident involving the PHI of which the Business Associate, or 
a subcontractor of the Business Associate, becomes aware (each, an “Incident”).  
The Business Associate shall identify each individual whose PHI has been, or is 
reasonably believed to have been, accessed, acquired, or disclosed during an 
Incident.  Notice shall be made to the Covered Entity no later than five (5) calendar 
days after discovery of the Incident by Business Associate or a subcontractor of the 
Business Associate, whichever is earlier, except that in the event urgent notice may 
be required due to the possible imminent misuse of PHI, Business Associate shall 
notify Covered Entity in writing without unreasonable delay and in no case later 
than five (5) calendar days.  Business Associate accepts the burden of 
demonstrating that such notice was timely, proper and in accordance with HIPAA 
Standards.  Business Associate shall, at its expense, take any action necessary or 
reasonably requested by the Covered Entity to mitigate, to the extent practicable, 
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any harmful effect of an Incident.  Business Associate shall, at its expense, provide 
all information and take all action reasonably requested by Covered Entity and 
consistent with the HIPAA Standards to assist Covered Entity in providing notice 
of an Incident.  The parties acknowledge and agree that this section constitutes 
notice by Business Associate to Covered Entity of the ongoing existence and 
occurrence of attempted but unsuccessful Security Incidents of which no additional 
notice to Covered Entity shall be required.  Unsuccessful Security Incidents shall 
include, but not be limited to, pings and other broadcast attacks on Business 
Associate’s firewall, port scans, unsuccessful log-on attempts, denials of service, 
and any combination of the above, so long as such incidents do not result in 
unauthorized access, use or disclosure of Covered Entity’s PHI. 

c) Business Associate shall restrict disclosures or communicate confidentially with 
Individuals as required by the HIPAA Standards and as requested by the Covered 
Entity.   

d) If the Business Associate maintains PHI in a Designated Record Set, the Business 
Associate shall: 

(1) provide access (including inspection, obtaining a copy or both) to Covered 
Entity, in the time and manner reasonably designated by Covered Entity, 
and Business Associate shall not charge any fee greater than the lesser of the 
amount permitted by State law or the Business Associate’s actual cost of 
postage, labor and supplies for complying with the request; 

(2) make available to Covered Entity PHI for amendment and incorporate any 
amendment(s) in the time and manner reasonably designated by Covered 
Entity; and 

(3) provide access to PHI that is in electronic format in the form and format 
requested by Covered Entity, if not readily producible in such form or 
format, in a readable electronic form and format agreed to by the Covered 
Entity, and transmit such copy directly to Covered Entity.  Business 
Associate shall not charge any fee greater than the lesser of the amount 
permitted by State law or the Business Associate’s actual cost of postage, 
labor, and supplies for complying with the request.  

e) Business Associate shall make internal practices, books, and records relating to the 
use and disclosure of PHI available to the Covered Entity or the Secretary, in a time 
and manner reasonably designated by the Covered Entity or the Secretary, for 
purposes of the Secretary investigating or determining Covered Entity’s or Business 
Associate’s compliance with the HIPAA Standards. 

f) Business Associate shall document such disclosures of PHI made by Business 
Associate and information related to such disclosures as would be required for 
Covered Entity or Business Associate under the HIPAA Standards to respond to a 
request by an Individual for an accounting of disclosures of PHI.  Business 
Associate shall provide, in the time and manner reasonably designated by Covered 
Entity, an accounting of disclosures required by the HIPAA Standards made by the 
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Business Associate.  
 

g) Business Associate shall prevent use or disclosure of the PHI other than as provided 
for in this Business Associate Agreement and shall comply, where applicable, with 
the HIPAA Standards with respect to electronic PHI, including Subpart C of 45 
C.F.R. Part 164 ("Security Rule").  Business Associate shall implement and 
maintain safeguards as necessary to ensure that all PHI is used or disclosed only as 
authorized under the HIPAA Standards and this Business Associate Agreement.  
Without limiting Business Associate’s obligations under the HIPAA Standards, the 
Business Associate agrees to assess potential risks and vulnerabilities to PHI in its 
possession and develop, implement and maintain appropriate administrative, 
physical and technical safeguards set forth in the HIPAA Standards to protect the 
confidentiality, availability and integrity of the PHI that Business Associate creates, 
receives, maintains or transmits on behalf of the Covered Entity.  These measures 
must be documented and kept current, and must include, at a minimum, those 
measures that fulfill the requirements outlined in the HIPAA Standards and all 
guidance issued by the Secretary. 

h) Business Associate recognizes that violation of any HIPAA Standard by Business 
Associate may subject Business Associate to civil and criminal penalties, including 
those set forth in 42 U.S.C. § 1320d-5 and 1320d-6 and Subparts C-E of 45 C.F.R. 
Part 160 ("Enforcement Rule").  

i) Business Associate shall not, and shall ensure that its subcontractors do not, directly 
or indirectly receive any remuneration in exchange for any PHI unless approved in 
advance in writing by the Covered Entity in accordance with the HIPAA Standards. 

j) Business Associate shall not, and shall ensure that its subcontractors do not, engage 
in any marketing or fundraising that uses or discloses PHI. 

k) Business Associate shall respond to and shall assist the Covered Entity with 
responding to an investigation or compliance audit by the Secretary, or an action by 
an attorney general having jurisdiction involving PHI subject to this Agreement.  

l) To the extent that Business Associate is to carry out one or more of Covered 
Entity's obligations under Subpart E of 45 C.F.R Part 164 ("Privacy Rule"), 
Business Associate shall comply with such requirements that apply to Covered 
Entity in the performance of such obligations. 

m) Business Associate shall not create, receive, maintain, or transmit PHI outside of 
the United States or its Territories. 

n) Business Associate shall not block or terminate Covered Entity’s access to PHI that 
is maintained by Business Associate or its subcontractors on behalf of Covered 
Entity. 

3. Term and Termination 

a) Term.  The term of this Business Associate Agreement shall be effective as of the 
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Effective Date, and shall terminate when all of the PHI maintained by Business 
Associate on behalf of Covered Entity is properly and completely destroyed or 
returned to Covered Entity, or, if it is infeasible to return or destroy the PHI, 
protections are extended to such PHI in accordance with the termination provisions 
in this section. 

b) Termination for Cause.  Upon Covered Entity's knowledge of a material breach of 
this Business Associate Agreement by Business Associate, Covered Entity shall 
provide an opportunity for Business Associate to cure the breach or end the 
violation, and Covered Entity shall terminate the Agreement if Business Associate 
does not cure the breach or end the violation within the time specified by Covered 
Entity, or immediately terminate the Agreement if Business Associate has breached 
a material term of this Business Associate Agreement and cure is not possible, as 
determined by the Covered Entity in its reasonable discretion. 

c) Effect of Termination. 

(1) Except as provided in subparagraph (2) of this subsection (c), upon 
termination of the Agreement or this Business Associate Agreement, for any 
reason, Business Associate shall return or if authorized by Covered Entity, 
destroy all PHI maintained by Business Associate on behalf of Covered 
Entity.  This provision shall apply to PHI that is in the possession of 
subcontractors of Business Associate.  Business Associate shall retain no 
copies of the PHI.  

(2) In the event that Business Associate determines that returning or destroying 
the PHI is infeasible, Business Associate shall provide to Covered Entity 
notification of the conditions that make return or destruction infeasible.  The 
Business Associate shall extend the protections of this Business Associate 
Agreement to such PHI and limit further uses and disclosures of such PHI to 
those purposes that make the return or destruction infeasible.  Covered 
Entity hereby acknowledges and agrees that infeasibility includes Business 
Associate’s need to retain PHI for purposes of complying with its work 
product documentation standards, and that for such a retention, no further 
notification or approval of Covered Entity is required.  Business Associate 
shall not use or disclose such PHI and shall maintain its security pursuant to 
this Business Associate Agreement for so long as Business Associate 
maintains such PHI. 

(3) The parties hereto understand and agree that the terms of this Business 
Associate Agreement are reasonable and necessary to protect the interests of 
the Covered Entity and the Business Associate.  The parties further agree 
that the Covered Entity may suffer irreparable harm if the Business 
Associate breached this Business Associate Agreement.  Thus, in addition to 
any other rights or remedies, all of which shall be deemed cumulative, the 
Covered Entity shall be entitled to seek injunctive relief to enforce the terms 
of this Business Associate Agreement. 
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4. Miscellaneous 

a) Survival.  The respective rights and obligations of Business Associate under Section 
4(c) of this Business Associate Agreement shall survive the termination of this 
Business Associate Agreement. 

b) Indemnification.  Business Associate agrees to indemnify, defend, and hold 
harmless the Covered Entity from any and all loss, liability, damage, cost, and 
expense, including without limitation civil monetary penalties, monetary 
settlements, fines, damages as a result of attorney general enforcement, and 
reasonable attorneys’ fees resulting or arising from breach of this Business 
Associate Agreement, or violation of the HIPAA Standards by Business Associate 
or its subcontractors, agents or employees, provided that Business Associate shall 
not indemnify Covered Entity for any act or omission made on advice, request or 
discretion of Covered Entity.  This section 4(b) shall survive termination of this 
Business Associate Agreement. 

c) Interpretation.  Any ambiguity in this Business Associate Agreement shall be 
resolved in favor of a meaning that permits the parties to comply with the HIPAA 
Standards. 

d) No Private Cause of Action.  This Business Associate Agreement is not intended to 
and does not create a private cause of action by any individual, other than the 
parties to this Business Associate Agreement, as a result of any claim arising out of 
the breach of this Business Associate Agreement, the HIPAA Standards or other 
state or federal law or regulation relating to privacy or security. 

e) Amendment.  In the event that any law or regulation is enacted or promulgated 
regarding the protection of health information that is in any way inconsistent with 
the terms of this Business Associate Agreement or that interferes with Covered 
Entity’s obligations with respect to the protection of health information so as to 
warrant a modification to this Business Associate Agreement or in the event any 
HIPAA Standard is amended or modified, the parties agree to take such action as is 
necessary to amend this Business Associate Agreement from time to time in order 
to ensure compliance with the requirements of the HIPAA Standard and any other 
applicable law. This Business Associate Agreement shall only be amended or 
modified upon written consent of the parties. 

f) Application of State Law.  Where any applicable provision of State law relates to 
the privacy or security of health information and is not preempted by HIPAA, as 
determined by application of the HIPAA Standards, the parties shall comply with 
the applicable provisions of State law. 

g) Severability.  If any provision of this Business Associate Agreement shall be 
declared invalid or illegal for any reason whatsoever, then notwithstanding such 
invalidity or illegality, the remaining terms and provisions of this Business 
Associate Agreement shall remain in full force and effect. 

h) Governing Law.  This Business Associate Agreement shall be interpreted, 
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construed, and governed according to the laws of the State in which the Covered 
Entity maintains its principal place of business.   

i) Notices.  Any notice or other communication given pursuant to this Business 
Associate Agreement must be in writing and (a) delivered personally, (b) delivered 
by overnight express, or (c) sent by registered or certified mail, postage prepaid, to 
the address set forth above and shall be considered given upon delivery. 
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IN WITNESS WHEREOF, the parties hereto have executed this Business Associate 
Agreement as of the Effective Date. 

 
COVERED ENTITY: BUSINESS ASSOCIATE: 

 

By: ________________________________ By:  _________________________________ 
 
Printed Name: David Whitehead 
 
Its: Executive Vice President 

 
Printed Name: _________________________ 
 
Its:  _________________________________ 

Date: ______________________________ Date: ________________________________ 
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EXHIBIT D 
 

FINAL AGREED SETTLEMENT 
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Wednesday, March 28, 2018 11:28 AM
To: Roberts, Karen
Cc: Martone, Kim; User, OHCA
Subject: Engagement Letter Proposal for Independent Consulting Services 20180328 v3.pdf
Attachments: Engagement Letter Proposal for Independent Consulting Services 20180328 v3.pdf

Karen, 
Attached is the revised Engagement Letter for Milliman. Please review and let me know if we can move forward. 
Thanks 
Barbara 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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March 27, 2018

Daniel Kalosieh
Assistant General Counsel
Hartford HealthCare Corporation

Re: Proposal for Independent Consulting Services

Dear Dan:

We are pleased to offer this proposal to support Hartford HealthCare Corporation (HHC) with
Independent Consultant Services pertaining to the Connecticut Office of Healthcare Access
(OHCA) agreed settlement order for HHC’s acquisition of The Charlotte Hungerford Hospital
and subsidiaries (TCHH). The remainder of this letter describes the proposed scope of work in
more detail. If additional information is required beyond this letter, please reference Milliman’s
2/15/2018 RFP response.

Proposed Services

Milliman shall provide the following services set forth below as more fully described in a
consultant agreement to be entered into between Milliman and HHC (the “Agreement”).  In
cases of conflict between this letter and the Agreement, the Agreement shall govern.

 Milliman will perform the services described in Condition 16 of the Final Agreed
Settlement (the “Settlement”) between OHCA, TCHH and HHC (the “Services”).
Milliman will work in partnership with OHCA and HHC in performing these Services.

 Milliman will provide the Services for a period beginning on the effective date of the
Agreement and ending on December 31, 2023, or such earlier or later date as may be
established by the parties to the Settlement.

 Milliman shall promptly notify the designated HHC contact if Milliman:
o receives any contact from OHCA, or intends to contact OHCA; or
o requests or receives any request to schedule a meeting with OHCA or State of

Connecticut representatives.

 Milliman agrees that the designated HHC contract will coordinate all on-site visits and
meetings involving Milliman.  All such visits and meetings will be scheduled at least one
(1) week in advance.

 The Consultant shall provide a draft of all written reports to OHCA and HHC
simultaneously for review and comment.  OHCA will allow HHC at least 15 days to
comment on any draft report and shall take into account such comments before finalizing
any such written report.

1301 Fifth Avenue
Suite 3800
Seattle, WA 98101-2605
Tel +1 206 504 5974
Fax  +1 206 682 1295
Email: david.lewis@milliman.com
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 Milliman shall complete and maintain, in a timely manner, adequate, legible and proper
records with respect to all Services rendered under the Agreement.

Fees

2018 hourly billing rates are as follows for lead staff and categories of additional staff:

Lead Staff 2018 Billing Rates
Edward Jhu $515/hr.
David Lewis $437/hr.
Brian Allen $287/hr.

Range of other billing groups
FSAs $300-$550/hr.
ASAs/Senior Analysts $200-$350/hr.
Analyst $150-$200/hr.

Billing rates for one or more individuals listed above may increase effective January 1st of
each year by potentially different amounts.  The billing rates applied for this Statement of Work
will not be higher than the standard billing rates Consultant charges to its other clients for the
individuals listed above.

For each of the five years of analysis performed, total fees will not exceed the following
amounts:

 $183,000 for 2018
 $188,490 for 2019
 $194,145 for 2020
 $199,969 for 2021
 $205,968 for 2022

Each yearly "not-to-exceed” (NTE) amount shall begin on January 1 and end on December 31
of the same calendar year.

Please let me know if you have any questions. We look forward to the opportunity to work with
you and your team.

Sincerely,

David C. Lewis
Senior Consultant
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User, OHCA

From: Roberts, Karen
Sent: Wednesday, March 28, 2018 3:01 PM
To: Durdy, Barbara
Cc: Martone, Kim; User, OHCA; Cotto, Carmen; Clarke, Ormand
Subject: RE: Engagement Letter  DN16-32135-CON

Hi Barbara –You may move forward with the process of engaging Milliman.  Thanks.  Karen 
 
Sincerely, 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
 

 
 
From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Wednesday, March 28, 2018 11:28 AM 
To: Roberts, Karen <Karen.Roberts@ct.gov> 
Cc: Martone, Kim <Kimberly.Martone@ct.gov>; User, OHCA <OHCA@ct.gov> 
Subject: Engagement Letter Proposal for Independent Consulting Services 20180328 v3.pdf 
 
Karen, 
Attached is the revised Engagement Letter for Milliman. Please review and let me know if we can move forward. 
Thanks 
Barbara 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Tuesday, April 03, 2018 1:56 PM
To: Clarke, Ormand
Cc: Roberts, Karen; Cotto, Carmen; User, OHCA
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-

CON

Ormand, 
We are working on the explanations and will get them to you as soon as possible 
Thank you, 
Barbara 
  

From: Clarke, Ormand [mailto:Ormand.Clarke@ct.gov]  
Sent: Tuesday, April 03, 2018 12:47 PM 
To: Durdy, Barbara 
Cc: Roberts, Karen; Cotto, Carmen; User, OHCA 
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 
  
EXTERNAL email from Outside HHC! Do NOT open attachments or 
click links from unknown senders. 

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
  
Dear Ms. Durdy: 
  
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON 

  
Thank you for your correspondence explaining the nature of redacted material and citation of legal bases for 
exemption under the Freedom of Information (FOIA). As it relates to the four redactions, (Exhibits 4.6; 5.7; 8; 
and 9) please explain definitively, in ‘specific terms,’ how the four cited “Bases of confidentiality” rationalize 
exclusion from public disclosure pursuant to Conn. Gen. Stat. § 1-210 (a) (5) (A) and (B).  
  
What is the general interpretation of these statutes that justify non-disclosure to public knowledge?  
  
It is also requested that any response submitted to OHCA in relation to this Agreement be delivered to the 
general inbox at OHCA@ct.gov to form a part of the public record. 
  
Please do not hesitate to contact me if there are any questions. 
  
Sincerely,  
Ormand Clarke 
  
Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
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P: (860) 418‐7047 / F: (860) 418‐7053 / E: ormand.clarke@ct.gov 
  

 
  
  

 
 
Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Roberts, Karen
Sent: Friday, April 06, 2018 3:26 PM
To: User, OHCA
Subject: FW: Follow-up to call
Attachments: Letter to Kim Martone.pdf

 
 
From: Mattiello, Brian [mailto:Brian.Mattiello@hhchealth.org]  
Sent: Friday, April 6, 2018 11:12 AM 
To: Martone, Kim <Kimberly.Martone@ct.gov>; Roberts, Karen <Karen.Roberts@ct.gov> 
Cc: Capobianco, John <John.Capobianco@hhchealth.org>; Mack, David <David.Mack@hhchealth.org>; Durdy, Barbara 
<Barbara.Durdy@hhchealth.org>; McIntyre, Dan <Dan.McIntyre@hhchealth.org> 
Subject: Follow‐up to call 
 
Kim and Karen,  
 
Attached is a request seeking clarification of an OHCA Order provision.  Thank you for your consideration in this 
matter.  Brian  

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Monday, April 16, 2018 3:20 PM
To: User, OHCA
Subject: Milliman Contract for Independent Consultant Services
Attachments: Agreement Milliman - signed.pdf

 
 
Barbara A. Durdy 
Director, Strategic Planning  

 

 

Hartford HealthCare  

181 Patricia M. Genova Blvd. 

Newington, CT 06111 

Office: 860.972.4231 

Cell: 203.859.8174  

barbara.durdy@hhchealth.org 

www.hartfordhealthcare.org 

Reminder: This e‐mail and any attachments are subject to the current HHC email retention policies. Please save or store 
appropriately in accordance with policy. 
 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  























































1

User, OHCA

From: Clarke, Ormand
Sent: Tuesday, April 17, 2018 11:31 AM
To: Durdy, Barbara
Cc: User, OHCA
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-

CON Proposed Agenda: April 30, 2018 Meeting.
Attachments: Agenda.docx

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
  
Dear Ms. Durdy: 
  
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON (Proposed Agenda: April 
30, 2018 Meeting). 
 
By this email, I hereby submit for your information, the Agenda for our joint April 30, 2018 Meeting. Please find the 
information in the attached file above. 
 
It is requested that any response submitted to OHCA should continue to be delivered to the general inbox at 
OHCA@ct.gov, as in prior instances. Please do not hesitate to contact me if there are any questions. 
 
Sincerely,  
 
Ormand Clarke 
Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134-0308 
P: (860) 418-7047 / F: (860) 418-7053 / E: ormand.clarke@ct.gov 
 
 

 
 
 



AGENDA 

April 30, 2018 

 

1. Purpose of the meeting: To review important compliance requirements (For example, 
timeframes, intent/purpose) and establish mutual understanding of the following: 

 

 Introductions 

 Independent Monitor 

 Community Rep on Board / Joint Meetings / Public Forums 

 Physician/provider Recruitment efforts 

 Strategic Plan for Northwest Region 

 CHNA and Community Benefits 

 Financial Reporting (including, financial measures, capital investment report, and 
cost saving). 

 Annual Attestations 

 Cost and Market Impact Review 

2. Baseline and Format of Reporting (including hospital website placement). 
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User, OHCA

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Tuesday, April 17, 2018 12:35 PM
To: Clarke, Ormand
Cc: User, OHCA
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-

CON Proposed Agenda: April 30, 2018 Meeting.

Thank you Ormand. I will circulate internally. 
 

From: Clarke, Ormand [mailto:Ormand.Clarke@ct.gov]  
Sent: Tuesday, April 17, 2018 11:31 AM 
To: Durdy, Barbara 
Cc: User, OHCA 
Subject: RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON Proposed Agenda: 
April 30, 2018 Meeting. 
 
EXTERNAL email from Outside HHC! Do NOT open attachments or 
click links from unknown senders. 

Ms. Barbara Durdy 
Director, Strategic Planning 
Hartford HealthCare Corporation 
barbara.durdy@hhchealth.org 
  
Dear Ms. Durdy: 
  
RE: Charlotte Hungerford Hospital and Hartford HealthCare Docket Number: 16-32135-CON (Proposed Agenda: April 
30, 2018 Meeting). 
 
By this email, I hereby submit for your information, the Agenda for our joint April 30, 2018 Meeting. Please find the 
information in the attached file above. 
 
It is requested that any response submitted to OHCA should continue to be delivered to the general inbox at 
OHCA@ct.gov, as in prior instances. Please do not hesitate to contact me if there are any questions. 
 
Sincerely,  
 
Ormand Clarke 
Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134-0308 
P: (860) 418-7047 / F: (860) 418-7053 / E: ormand.clarke@ct.gov 
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Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Roberts, Karen
Sent: Wednesday, April 18, 2018 3:16 PM
To: User, OHCA
Subject: FW: DN 16-32135-CON CHH-HHCC

 
 
From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Wednesday, April 18, 2018 3:14 PM 
To: Roberts, Karen <Karen.Roberts@ct.gov> 
Cc: Cotto, Carmen <Carmen.Cotto@ct.gov>; Clarke, Ormand <Ormand.Clarke@ct.gov> 
Subject: RE: CHH Podiatry 
 
Thank you Karen. We will get that to you shortly 
Barbara 
 

From: Roberts, Karen [mailto:Karen.Roberts@ct.gov]  
Sent: Wednesday, April 18, 2018 2:16 PM 
To: Durdy, Barbara 
Cc: Cotto, Carmen; Clarke, Ormand 
Subject: RE: CHH Podiatry 
 
EXTERNAL email from Outside HHC! Do NOT open attachments or 
click links from unknown senders. 

Barbara – in speaking to Kim and our staff attorney it appears that it would be helpful if you could 
send into OHCA (using the OHCA User inbox) a copy of the referenced 9/18/2017 PSA. Redactions 
of confidential information is acceptable as long as we can see the parties involved, general purpose 
of the PSA and the date/signatures.   Thanks.  Karen 
 
Sincerely, 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
 

 
 
From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Wednesday, April 18, 2018 12:00 PM 
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To: Roberts, Karen <Karen.Roberts@ct.gov> 
Subject: CHH Podiatry 
 
Karen, 
Good afterno0on, 
Just circling back with you to see when we may expect a response form OHCA regarding the expansion of the podiatry 
practice at CHH? I realize that it is has not been that long since the letter was submitted, but as you know this is pressing 
for CHH .. 
Thank you 
Barbara 
 
 
Barbara A. Durdy 
Director, Strategic Planning  

 

 

Hartford HealthCare  

181 Patricia M. Genova Blvd. 

Newington, CT 06111 

Office: 860.972.4231 

Cell: 203.859.8174  

barbara.durdy@hhchealth.org 

www.hartfordhealthcare.org 

Reminder: This e‐mail and any attachments are subject to the current HHC email retention policies. Please save or store 
appropriately in accordance with policy. 
 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
 
 
Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
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User, OHCA

From: Roberts, Karen
Sent: Friday, April 20, 2018 2:07 PM
To: User, OHCA
Subject: FW: CHH Podiatry
Attachments: 3232_001-REDACTED (2).pdf

 
 
From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Friday, April 20, 2018 2:01 PM 
To: Roberts, Karen <Karen.Roberts@ct.gov> 
Cc: Cotto, Carmen <Carmen.Cotto@ct.gov>; Clarke, Ormand <Ormand.Clarke@ct.gov> 
Subject: RE: CHH Podiatry 
 
Karen, 
Attached for your review please find the redacted Podiatry PSA.  
Thank you, 
Barbara 
 
 

From: Roberts, Karen [mailto:Karen.Roberts@ct.gov]  
Sent: Wednesday, April 18, 2018 2:16 PM 
To: Durdy, Barbara 
Cc: Cotto, Carmen; Clarke, Ormand 
Subject: RE: CHH Podiatry 
 
EXTERNAL email from Outside HHC! Do NOT open attachments or 
click links from unknown senders. 

Barbara – in speaking to Kim and our staff attorney it appears that it would be helpful if you could 
send into OHCA (using the OHCA User inbox) a copy of the referenced 9/18/2017 PSA. Redactions 
of confidential information is acceptable as long as we can see the parties involved, general purpose 
of the PSA and the date/signatures.   Thanks.  Karen 
 
Sincerely, 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
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From: Durdy, Barbara [mailto:Barbara.Durdy@hhchealth.org]  
Sent: Wednesday, April 18, 2018 12:00 PM 
To: Roberts, Karen <Karen.Roberts@ct.gov> 
Subject: CHH Podiatry 
 
Karen, 
Good afterno0on, 
Just circling back with you to see when we may expect a response form OHCA regarding the expansion of the podiatry 
practice at CHH? I realize that it is has not been that long since the letter was submitted, but as you know this is pressing 
for CHH .. 
Thank you 
Barbara 
 
 
Barbara A. Durdy 
Director, Strategic Planning  

 

 

Hartford HealthCare  

181 Patricia M. Genova Blvd. 

Newington, CT 06111 

Office: 860.972.4231 

Cell: 203.859.8174  

barbara.durdy@hhchealth.org 

www.hartfordhealthcare.org 

Reminder: This e‐mail and any attachments are subject to the current HHC email retention policies. Please save or store 
appropriately in accordance with policy. 
 

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
 
 



3

Reminder: This e-mail and any attachments are subject to the current HHC email retention policies. Please 
save or store appropriately in accordance with policy.  
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User, OHCA

From: Roberts, Karen
Sent: Friday, April 20, 2018 3:20 PM
To: User, OHCA
Subject: FW: Follow-up to call

 
 
From: Martone, Kim  
Sent: Friday, April 20, 2018 3:20 PM 
To: Mattiello, Brian (Brian.Mattiello@hhchealth.org) <Brian.Mattiello@hhchealth.org> 
Cc: Barbara Durdy (barbara.durdy@hhchealth.org) <barbara.durdy@hhchealth.org>; Capobianco, John 
(John.Capobianco@hhchealth.org) <John.Capobianco@hhchealth.org>; Mack, David (David.Mack@hhchealth.org) 
<David.Mack@hhchealth.org>; McIntyre, Dan (Dan.McIntyre@hhchealth.org) <Dan.McIntyre@hhchealth.org> 
Subject: RE: Follow‐up to call 
 

Hi Brian, thank you for your email of April 6, 2017 to which you attached a letter from Dan McIntyre, 
Senior Vice President, NW Region of HHC.  The letter was in follow-up to our conference call on April 
3rd and regarded whether Charlotte Hungerford Hospital’s (CHH) relationship with an area podiatry 
practice group is affected by Condition Number 19(e)(ii) of the Agreed Settlement under Docket 
Number 16-32135-CON.  That condition requires that TCHH and HHC annually affirm that “no TCHH 
physician office has been converted to hospital-based status.”   Your letter outlines the timeframe of 
this relationship.  A subsequent email received by OHCA on April 20, 2017 contained a copy of the 
Professional Services Agreement between CHH and Northwest Foot Specialists showing that the 
PSA was signed on September 18/19, 2017, which was prior to the Certificate of Need Agreed 
Settlement and prior to the date of the affiliation between CHH and HHC on 1/1/2018.  With this 
email, OHCA is clarifying that the relationship outlined in Mr. McIntyre’s April 5, 2017 letter is not 
prohibited by Condition 19(e)(ii) of the Agreed Settlement and that this matter does not appear to be a 
post-CON conversion of a physician office to hospital-based status.   
 
Kim 
Kimberly R. Martone 
Director of Operations, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 CMN, Hartford, Connecticut 06134 
Phone: 860‐418‐7029 Fax: 860‐418‐7053 
Email: Kimberly.Martone@ct.gov Website: www.ct.gov/ohca 
 

   

 
From: Mattiello, Brian [mailto:Brian.Mattiello@hhchealth.org]  
Sent: Friday, April 6, 2018 11:12 AM 
To: Martone, Kim <Kimberly.Martone@ct.gov>; Roberts, Karen <Karen.Roberts@ct.gov> 
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Cc: Capobianco, John <John.Capobianco@hhchealth.org>; Mack, David <David.Mack@hhchealth.org>; Durdy, Barbara 
<Barbara.Durdy@hhchealth.org>; McIntyre, Dan <Dan.McIntyre@hhchealth.org> 
Subject: Follow‐up to call 
 
Kim and Karen,  
 
Attached is a request seeking clarification of an OHCA Order provision.  Thank you for your consideration in this 
matter.  Brian  

 
This e‐mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and 
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or 
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e‐mail and 
destroy all copies of the original message, including any attachments.  
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User, OHCA

From: Roberts, Karen
Sent: Friday, May 11, 2018 3:15 PM
To: User, OHCA
Subject: FW: TCHH / HHC Independent Monitoring

 
 
From: Miceli, Frank [mailto:Frank.Miceli@marcumllp.com]  
Sent: Friday, May 11, 2018 3:11 PM 
To: Roberts, Karen <Karen.Roberts@ct.gov> 
Subject: TCHH / HHC Independent Monitoring 
 
Hi Karen – I wanted to touch base regarding our first Independent Monitor reporting period with a couple questions: 
 
‐ I don’t believe the Order specified the exact due date for the independent monitor reports.  I’ve gone under the 

assumption that we would follow the May 31 and November 30 due dates specified in Condition 18 for the financial 
information.  Would this be acceptable in your view? 
 

‐ During our meeting last week we provided you with a rough draft of our report.  Do you have any comments or 
feedback for us on that draft that we can incorporate into our final report for the first reporting period? 

 
‐ If we are shooting to have our report finalized by 5/31, do you want to see a revised draft in advance?  If so, what is 

your timing on this? 
 
Thanks and have a great weekend, 
Frank Miceli 
 

 

   
 
Frank J. Miceli, FHFMA, MBA, CPA Profile 
Partner 
Marcum LLP 
CityPlace II 185 Asylum Street 
Hartford, CT 06103 
P: (860) 760-0615 
C: (860) 989-9782 
F: (860) 760-0601 
Frank.Miceli@marcumllp.com 
 

 

CONFIDENTIALITY NOTICE: 
This message is intended only for the use of the individual or entity to which it is addressed, and may contain 
information that is privileged, confidential and exempt from disclosure under applicable law. If the reader of the 
message is not the intended recipient, or the employee or agent responsible for delivering the message to the 
intended recipient, you are hereby notified that any dissemination, distribution or copying of this 
communication is strictly prohibited. If you have received this communication in error, please notify us 
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immediately by telephone at (631) 414-4000 or (212) 485-5500 and destroy this message. 
 
DISCLAIMER: 
This communication has been prepared for informational purposes only and is not intended to constitute 
advertising or solicitation. It should not be used or interpreted as tax or professional advice, unless otherwise 
stated. Those seeking such advice should contact a member of our firm. Transmission of this information is not 
intended to create, and receipt does not constitute, any client-firm relationship. Personal or confidential 
information should not be sent to our firm without first communicating directly with a member of our firm 
about establishing a client relationship. 
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User, OHCA

From: Roberts, Karen
Sent: Monday, May 14, 2018 4:56 PM
To: Frank.Miceli@marcumllp.com
Cc: Cotto, Carmen; Clarke, Ormand; User, OHCA; Durdy, Barbara 

(Barbara.Durdy@hhchealth.org)
Subject: FW: TCHH / HHC Independent Monitoring

Hi Frank 
 
In response to your questions, please see the red wording below. 
 
‐ I don’t believe the Order specified the exact due date for the independent monitor reports. I’ve gone under the 

assumption that we would follow the May 31 and November 30 due dates specified in Condition 18 for the financial 
information. Would this be acceptable in your view? 
Condition #11 does require that the semi‐annual Independent Monitor Reports be filed within 30 days of your semi‐
annual “on‐site review”. But basically the timeframe for the I.M. Report can coincide with the semi‐annual filings 
required each 5/31st and 11/30 if that is also when your on‐site visits or review occur. But remember that your I.M. 
report should include your review of either the 5/31 or 11/30th filings (the 5/31st one in this case), their compliance 
with the requirements in the conditions and their timely submission to OHCA. So, you may need to submit your semi‐
annual Independent Monitor reports after we receive the 5/31 and 11/30 filings ‐ in which case you may need to 
submit the I.M. Report just days or a week after the other filings are received by OHCA. If you have reviewed the 
5/31st or 11/30th filings ahead of those dates and are fully ready to address them in your I.M. Observations, then go 
ahead and file the same date. 
 

‐ During our meeting last week we provided you with a rough draft of our report.  Do you have any comments or 
feedback for us on that draft that we can incorporate into our final report for the first reporting period? 
Couple of things:  

 Please be more specific about dates (instead of saying “within ninety days of the Closing” or “One month 
following the anniversary of the Closing date”, please put the actual date involved).  

 Please put the docket # 16‐32135‐CON in the body of the report 

 The draft says at the bottom of the pages, “Confidential – Do not Disclose”. Please be aware that these 
reports do go into the publically available record for this docket number. They are not held confidential. 
Please remove. 

 If a requirement is for material to be placed on the hospital’s website, please include in your “observations” 
that you have checked that and the material is publically accessible on the website (putting a link to the 
webpage would be helpful as we often cannot find this material when we are looking). For example, your 
draft page 5, condition #6 doesn’t say that you have checked that the charity care policy that you reviewed 
is viewable on the hospital website. 

 
‐ If we are shooting to have our report finalized by 5/31, do you want to see a revised draft in advance?  If so, what is 

your timing on this? Go ahead and file the 1st report when it is ready. We may then ask you to expand or better 
explain certain of your observations after we review it. It would be okay, especially for the first report, to have a 
revised report filed after the initial due date if we ask for some expansion of your Observations. That is typical for the 
first couple of I.M. reports. 

 

Hope this helps. I am out for the rest of the week but let Carmen or Ormand know if you have any 
further questions during the week. I’ll be back on 5/21st. Thanks. Karen 
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Sincerely, 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
 

 
 
 
 
From: Roberts, Karen  
Sent: Friday, May 11, 2018 3:15 PM 
To: 'Miceli, Frank' <Frank.Miceli@marcumllp.com> 
Cc: Cotto, Carmen <Carmen.Cotto@ct.gov>; Clarke, Ormand <Ormand.Clarke@ct.gov> 
Subject: RE: TCHH / HHC Independent Monitoring 
 

Hi Frank – let me take a look at this and get back to you on Monday about it.  Thanks.  Have a good 
weekend.  Karen 
 
Sincerely, 
 
Karen Roberts 
Principal Health Care Analyst 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13HCA, P.O. Box 340308, Hartford, CT 06134‐0308 
P: (860) 418‐7041 / F: (860) 418‐7053 / E: karen.roberts@ct.gov 
 

 
 
From: Miceli, Frank [mailto:Frank.Miceli@marcumllp.com]  
Sent: Friday, May 11, 2018 3:11 PM 
To: Roberts, Karen <Karen.Roberts@ct.gov> 
Subject: TCHH / HHC Independent Monitoring 
 
Hi Karen – I wanted to touch base regarding our first Independent Monitor reporting period with a couple questions: 
 



3

‐ I don’t believe the Order specified the exact due date for the independent monitor reports.  I’ve gone under the 
assumption that we would follow the May 31 and November 30 due dates specified in Condition 18 for the financial 
information.  Would this be acceptable in your view? 
 

‐ During our meeting last week we provided you with a rough draft of our report.  Do you have any comments or 
feedback for us on that draft that we can incorporate into our final report for the first reporting period? 

 
‐ If we are shooting to have our report finalized by 5/31, do you want to see a revised draft in advance?  If so, what is 

your timing on this? 
 
Thanks and have a great weekend, 
Frank Miceli 
 

 

   
 
Frank J. Miceli, FHFMA, MBA, CPA Profile 
Partner 
Marcum LLP 
CityPlace II 185 Asylum Street 
Hartford, CT 06103 
P: (860) 760-0615 
C: (860) 989-9782 
F: (860) 760-0601 
Frank.Miceli@marcumllp.com 
 

 

CONFIDENTIALITY NOTICE: 
This message is intended only for the use of the individual or entity to which it is addressed, and may contain 
information that is privileged, confidential and exempt from disclosure under applicable law. If the reader of the 
message is not the intended recipient, or the employee or agent responsible for delivering the message to the 
intended recipient, you are hereby notified that any dissemination, distribution or copying of this 
communication is strictly prohibited. If you have received this communication in error, please notify us 
immediately by telephone at (631) 414-4000 or (212) 485-5500 and destroy this message. 
 
DISCLAIMER: 
This communication has been prepared for informational purposes only and is not intended to constitute 
advertising or solicitation. It should not be used or interpreted as tax or professional advice, unless otherwise 
stated. Those seeking such advice should contact a member of our firm. Transmission of this information is not 
intended to create, and receipt does not constitute, any client-firm relationship. Personal or confidential 
information should not be sent to our firm without first communicating directly with a member of our firm 
about establishing a client relationship. 
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