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October 12,2012 

ViaE-Mail 

Jason D_ Horowitz 
Senior Vice President 
Cain Brothers & Company, LLC 
360 Madison Avenue 
New York, NY 10017 

Dear Mr. Horowitz: 

 
 
 
 
 

 is pleased to respond to your request for 
proposal regarding Greater Waterbury Health Network, Inc. ("GWHN"). This letter sets forth 

-----'the-non-hinding-intent-of-Fros h-respect-to-a-proposed-transaction-in-which- , or a 
designated subsidiary, would acquire the assets of GWHN. 

Please note that although our proposal is to purchase GWHN'sassets, we are flexible in 
our approach. Therefore, if it is GWHN's preference to enter into a joint venture transaction, we 
are ready arid willing to structure such a transaction based on the same general principles and 
parameters set forth in this letter. 

 is a privately held health services company with two segments. One segment 
currently owns and operates 7 hospitals. The other segment manages the provision of health care 
services for managed care enrollees through its affiliated medical groups. The operating strategy 
of  is to provide high-quality healthcare and cost-effective operations. Those are more 
than mere buzzwords. In essence,  clusters hospitals in a region; builds medical groups 
and IP As around those hospitals; and develops what we call a  

. In addition to hospitals and physicians, the  involves the entire 
continuum of patient care including home health, clinics, independent physicians, nursing 
homes, non  owned hospitals, ambulatory surgical centers, out-patient diagnostic and 
other services. 

What distinguishes  in the marketplace is its proven ability to cost effectively 
and profitably manage risk, capitation and bundled payments on behalf of our hospitals and 
medical groups. This unique structure allows managed care plans to focus on marketing; 
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physicians to focus on patient care; and  to coordinate medical managemeJ1t that ensures 
quality and efficiency. 

Five of 's seven hospitals are clustered in , along with our 
corporate headquarters. All of the current medical groups are  Those 
medical groups currently include almost 10,000 primary care and specialist physicians and risk 
contracts for approximately 200,000 lives. We have spent years refining the.  model in 

 and now, with the backing of , one of the 
nation's largest private equity firms, are in the process of exporting the model to other regions of 
the country. 

Our first non-  hospital strategic partnership was in  of this year with 
. We are already developing an IP A and 

negotiating with payors to obtain risk contracts in the  market and are poised to 
acquire additional hospitals, build medical groups and develop a . 

We operate both our facilities and medical groups by applying highly disciplined, data­
driven management to the provision of quality care to our patients. Through the in-depth analysis 
and application of various operational and financial metrics, we have been able to achieve a 
highly efficient cost structure across a diverse mix of payors and have been able to adapt to 
economic and regulatory changes. We believe the most cost-efficient and quality driven 
providers will succeed in this rapidly changing economic and regulatory environment. 
Furthermore,webelieve.the.coordination.ofour.facilities.ancimedical.groups.creates.anefficient 
healthcare delivery system that positions us well for the future of health care delivery. 

In addition to GWHN,  is actively exploring relationships with other hospitals in 
Connecticut including a potential joint venture relationship with  

  
.) We would be delighted to further outline our vision for Connecticut 

and how GWHN would fit into, help develop and play an integral part in realizing'that vision. 

The balance of this letter responds seriatim to the 16 items listed in Appendix A to the 
September 2012 Confidential Information Memorandum. 

1. FORM OF TRANSACTION. 

As we will describe in more detail in paragraphs 2 (c) and 3 below,  believes that 
the delivery of health care is local in nature and therefore requires local involvement. Although 
we are proposing a purchase by a Connecticut subsidiary of of GWHN' s assets, we are 
flexible and open to a joint venture arrangement in which  and GWHN hold different 
ownership percentages based on valuation but where the local Governing Board is made up 
primarily oflocal community leaders and physicians. It should be noted that even if  
purchases the assets of GWHN, we would still plan on having a local Governing Board 
comprised of community leaders and physicians. 
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2. OBJECTIVES ALIGNMENT. PLEASE DESCRIBE HOW YOU ENVISION 
ACHIEVING GWHN'S OBJECTIVES: 

(a) Ensure WaterbUlY Hospital Remains A Viable Health Care Entity, Providing 
The Highest Safety And Quality Health Care Services To The Greater 
WaterbUlY Community For The Long-Term. 

Our interest in GWHN is based on its location in a very attractive market, its strong 
presence and commitment to its local community, its reputation for quality and sevvice, and its 
significant potential for growth. We believe that this is the right opportunity for and 
plan to build upon GWHN's significant achievements as an essential community system. 

believes it is unique in the marketplace in terms of providing a combination of financial 
resources, management expertise (and, in particular, expertise in managing risk contracts), and 
proven high quality, low cost health care delivery, which, when combined with the  
platform briefly described in our introductory comments, will position Waterbury Hospital not 
only to remain viable but be a leader in providing high safety and quality healthcate services at 
low cost to the community for the long-term. 

(b) Provide Szif.jicient Capital To Meet Deferred, Current And Future Capital 
Needs For The WaterbUlY Hospital Physical Plant To Ensure State Of The Art 
Health Care DelivelY Services Through An Upgrade Of Facilities, Equipment 
And Technology. 

 possesses a robust balance sheet and, as noted above, is backed by  
which has over  billion in committed capital. It has always been our 

philosophy to supply sufficient capital to allow our hospitals thrive in the marketplace. We will 
need more due diligence, including input from GWHN's management and board of directors, to 
determine a viable strategy with adequate capital to execute on that strategy. In summary, we 
share GWHN's objective that the hospital possess sufficient capital, whether initially or in the 
future, to ensure state of the art health care delivery services through, among other,things, an 
upgrade of facilities, equipment and technology. 

(c) Continue A Meaningfiil, Local Governance Presence At WaterbUlY Hospital 
That Represents Both Physicians And The Greater WaterbUlY Community. 

As noted above, we believe that the delivery of health care services is local in nature and 
requires local involvement. Whether a straight asset acquisition or ajoint venture, we envision a 
local Governing Board (responsible for the consideration of and adoption of a strategic plan, 
credentialing, monitoring quality of care, charity care, patient satisfaction and other issues for 
which Governing Boards are normally responsible) which would have a preponderance of local 
members.  would retain certain reserve powers like allocation of capital. However, in 
our experience, Boards act by consensus and rarely, if ever, are reserve powers exercised. 
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(d) Develop And Implement An AmbulatOlY Service Strategy To Best Position 
Company For SuccessfitZ Transition hI Changing Health Care DelivelY 
Methods. 

As noted in our introductory co=ents,  has two divisions: a hospital division 
and an IP A division. Our  model is unique and not only positions  for successful 
transition in changing health care delivery methods, but is on the leading edge of such change. 
Indeed, although we cannot divulge names, one of the most famous medical centers in the world 
is negotiating a joint venture with  to leverage  expertise in 
managing risk for a high risk population. We believe that GWHN, along with others we 
anticipate will join in the Connecticut , will be first movers in Connecticut with respect to 
an ambulatory carelIP Alrisk contracting strategy that will be very successful. 

(e) Develop And Implement Regional Tertiwy Care Relationships For The 
Betterment Of Health Care Delivery To The Community. 

 believes in delivering the right care, at the right time, at the right place. 
Therefore, our  model includes the entire continuum of care with  managing same 
under risk contracts. In fact, in the markets that  model is well established, 

 has developed valuable relationships with leading hospitals and academic medical 
centers for the delivery oftertiary and higher level care to its patient population. We envision 
deploying the same model in the Connecticut market. We believe GWHN to be an integral part 
of such a strategy, all of which benefits the co=unity with high quality, low cost' health care. 

(f) Deploy Repeatable And Scalable Tools And Clinical Care Services To 
Continually Improve The Health Of The Community. 

One of the underlying incentives of risk contracts is to improve the health of the 
co=unity before an individual catastrophe occurs. As providers, we, of course, all want those 
results. Furthermore, the financial incentives of risk contracts force providers to employ various 
financial, operational and clinical metrics to ensure preventative care. Indeed, the Healthcare 
Reform Act is based on the principle of providing preventative care to improve the health of the 
co=unity at large in order to reduce healthcare costs. In order to monitor the appropriate 
delivery of care and its effects on costs overall and the health of the population, we necessarily 
have to use scalable tools and technology. has in the past invested significant capital to 
develop the tools and the technological infrastructure for its existing markets. It is our intent to 
deploy the same model as we enter into new markets. 

(g) Enhance The Hospital's Medical Staff By Attracting And Retaining Physicians 
Through Access To Available Capital Partner Funds To Support Such 
Growth. 

One co=entator once noted that a hospital without physicians is simply a hotel. We couldn't 
agree more with this statement. We are familiar with and eager to recruit and attract physicians 
through various models, all of which, of course, must be consistent with various state and federal 
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fraud and abuse laws and regulations. It should be noted that the recruitment of high quality 
physicians is a crucial part of our  model. 

(h) Maintain High Satisfaction Scores By Patients, Physicians, Employees And 
Volunteers. 

If there is one thing that the hospitality industry has taught hospitals is that high 
satisfaction scores among all constituencies (in this case, patients, physicians, employees and 
volunteers) is crucial to success, both financially and, in the case of hospitals, in h~aling of 
patients. Furthermore, with the emphasis on value based purchasing by Medicare and various 
private insurers it is imperative for every healthcare provider to ensure a high level of 
satisfaction. 

(i) Continue Charitable Care DelivelY And Funding. 

It is  practice and intention to adopt a partner's charity care policy. We believe 
that providing charity care is the responsibility of all healthcare providers. In fact,  is a 
member of  is a network of 
private, core safety net hospitals in  that care for disproportionate share of low-income, 
medically vulnerable patients. 

3. OWNERSHIP, GOVERNANCE AND MANAGEMENT. 

a) Describe How GWHN Will Be Organized In Relation To 
YOUI' Organization. 

If  purchases the assets of the GWHN, we propose to form a new entity to 
purchase all tangible and intangible assets owned or used by GWHN and its affiliates. We 
contemplate that the assets would be conveyed and assigned free and clear of all liens, claims, 
charges or encumbrances.  will not assume any liabilities except those liabilities 
specifically agreed to as part of definitive agreements for the transaction. ' 

Ifhowever, a joint venture is preferred, we propose that a new joint venture entity be 
formed that would receive all tangible and intangible assets owned or used by GWHN and its 
affiliates as contribution for GWHN's equity stake and  would commit to capital 
contributions for its equity ownership in the new joint venture company. Of course if a third 
party, such as , is involved, all three parties would 
have input as to the structure of the transaction. ' 

b) Describe the proposed govemance structure and the ongoing role, if any of 
GWHN's current Board of Directors. 

We believe that all healthcare is local and that a strategic plan should be developed 
locally. As such, we anticipate a local board comprised of local community leaders and 
physicians. We would naturally rely on the current board members, or a subset'thereof (to the 
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extent such board members have an interest), to comprise a new board. We welcome GWHN's 
input on this matter. 

c) Describe the proposed management organizational structure for GWHN. 

Subject to further diligence, we do not foresee any changes in the management of 
GWHN. It has been our practice and preference to rely on the existing strong management in 
place at the time of the transaction.  have been hired as 
President and SVP Finance and Operations, respectively, of -East, to replicate the  
model in the Northeast. Therefore, the local management team would be reporting to  

 

4. Transaction Value 

If you are proposing an asset purchase, please describe how GWHN will be 
valued, including the methodology and calculation of any adjushnents to the 
proposed consideration. 

Assuming that GWHN's consolidated balance sheet at closing would be free of all debt 
and cash,  is prepared to offer $125 million for GWHN's assets. The offered price is 
based solely on the preliminary due diligence conducted to date. The following is the purchase 
price breakdown: 

Cash due at Closing: 
Cash retained by GWHN surviving entity 

net ofliabilities (approximately) 
CAPEX commitment by  

$25,000,000 

$30,000,000 
$70,000,000 

With respect to capital expenditure commitment, please note that  will commit to $70 
million in new capital (not from operating cash flow) over a five year period. The local Board 
as described in paragraph 3 shall determine the timing of such additional capital contributions by 
making a formal request to for such additional capital contributions.  capital 
commitment may be used for expansion of services, plant and equipment, and for the 
development of a  in Connecticut. 

S. Maintenance of Clinical Services 

a) Describe your commihnent to maintaining existing clinical services; b) 
Describe any new services you anticipate implementing over the next 
five years; c) Describe which, if any, clinical services may not be 
maintained at GWHN and the Hospital; d) Indicate the minimum time 
horizon for maintaining existing services. 

We believe that this question is better answered in whole as opposed to the,individual 
parts. We anticipate maintaining all existing clinical services. With respect to new services, we 
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recognize that meeting the long-term needs of GWHN's service area will require c.onstant 
evaluation of the market to identify needed services to enhance growth. Growth strategies begin 
with a detailed assessment of the market to identify opportunities to add or expand healthcare 
services. GWHN's service lines would be identified and evaluated. Working with the local 
management team immediately post closing, we will identify and prioritize the growth initiatives 
that make the most sense. It would be our objective to initiate growth initiatives for the benefit 
of the surrounding communities of GWHN so long as that care can be delivered in a high quality 
and financially responsible manner. 

6. Excluded Activities and Operations 

a) Describe any GWHN activities and operations that are expected to be 
excluded fi'om a transaction. 

We anticipate that the Children's Center of the GWHN will be excluded fr9m the 
transaction. 

b) Describe how the surviving GHWN organization (if any) could support 
the ongoing activities of the acquired operations after the transaction. 

There are a number of different ways that a surviving GHWN organization could support 
the activities of acquired operations. Assuming that the surviving organization ret?ins its 
charitable status, it could (if it chooses) raise funds to support certain programs at the hospital; 
provide grants for charity care; provide social support for the ill. We are without doubt open to 
any thoughts and suggestions that GWHN has with respect to this matter. 

7. Charity Care 

Describe your existing charity and indigent care policies and any pptential 
changes to GWHN policies you foresee 

As stated above, we anticipate adopting GWHN's charity and indigent care policies. 

8. Ethical and Religious Directives 

Describe any ethical and religious directives of your organization, if any, which 
would impact theft/ture operations ofGWHN. . 

is not subject to any ethical or religious directives. 

9. Employee Relationships 

a) Describe your commitment to GWHN employees, anticipated layoffs, and type 
of severance package that may be offered to any affected employees. 
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Subject to further diligence, expects to offer employment to substantially all 
employees ofGWHN, including management, active, and in good standing, at the time of the 
closing of the transaction. 

b) Describe any anticipated benefit changes. 

We expect to provide competitive benefits to all employees. 

10. Capital Expenditure Commitments 

Describe your expectations and commitment to capital investment over the next 
five years to improve GWHN facilities and expand programs and services. 

We recognize a healthcare company's need to continually re-invest in its property, plant, 
equipment, and information systems. As stated above, immediately after the closing, we would 
embark on a strategic planning process involving the local management team and the local 
board. In collaboration with the above constituents, we would prioritize our growth plans and 
capital expenditure needs and will use at a minimum the funds committed herein to fund such 
programs and improvements to GWHN's infrastructure. 

11. No Sale 
, 

Describe your commitment to retaining ownership of the GWHN operations 
acquired. 

 has never sold any of its hospitals and we do not foresee any sales in the future. 
Our vision is long term as we look to establish our  model. In fact,  chose to 
become a private company (as opposed to a publicly traded) in order to relieve itself from the 
short term pressures involved in a public company. We do not anticipate selling QWHN post 
acquisition. 

12. Right of First RefusallRepurchase Rights 

Describe any terms and conditions under which the surviving GWHN 
organization (if any) could reacquire interests transforred in a transaction. 

, 
Although we do not expect any rights of first refusal or repurchase rights, we are open to 

discussing this issue with GWHN. 

13. Financial and Operating Information 

a) Provide a copy your most recent auditedfinancial statements. 
b) Describe how you propose to finance the transaction an any proposed 

ongoingfinancial commihnents to GWHN ' 
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c) Provide an overview of your existing operations, including but iJOt limited to 
the following; 

(j) Number and location of facilities owned and operated 
(k) Number of beds owned and operated 
(I) Key operating statistics 
(m) Key quality indicators 

For a response to this question, please see our introductory paragraphs preceding the 
responses to your questions. Also as stated above, there are no financial contingencies to the 
proposed transaction. We have also attached a list of our quality awards. 

14. Due Diligence 

a) Describe your due diligence process 

TypicaJIy, we are able to complete our due diligence process within 60 days. Our process 
involves an in depth review of material documents, interviews with management and site visits 
by key personnel at . 

b) Provide a list of due diligence items you would like to receive in phase II if 
you are selected to continue in the process. 

We note that significant information has been posted in the data room. In Phase II' we will 
conduct an in-depth review of the information and request follow-up information as warranted. 

15. Process and Approvals 

Indicate the level at which your response has been approved within your 
organization and ·what approvals 'will be required to sign a Definitive Agreement and to 
close the transaction ' 

This indication of interest has been approved by  senior management. 
Execution of a definitive agreement and completion of a transaction will require approval by the 

 Board of Directors. Furthermore, the closing of the proposed transaction is subject to 
(i) satisfactory completion of due diligence at  sole discretion, and (ii) any other 
necessary and customary regulatory approvals. 

16. Other 

Please describe any other factors that GWHN should consider in evaluating your 
proposal. 

We recognize that choosing a buyer involves more than financial considerations and legal 
structures. Our proposal is about preserving and enhancing a co=unity resourcl:: in a way that 
honors GWHN's stated mission and vision. We believe that  is unique in the market 
place because of its experience and expertise in not only managing hospitals but also to accept 
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and manage risk not only on the facility fees but also on professional fees. We believe that our 
model is well positioned to effectively and successfully navigate the upcoming changes 
mandated by Healthcare Reform. Because of our model, we are able to form ACOs, 
accept bundled payments and form the necessary healthcare networks to provide quality health 
services and thrive in the market. 

This indication of interest is confidential and subject to the terms and conditions of our 
Confidentiality Agreement dated September 28,2012. 

If you have any questions, please feel free to contact either Frank Saidara or Steve Aleman at 
(310) 943-4500. 

Thank you. 

,/1 
Very truly;fours, 

 

 

cc:  
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Greater Waterbury Health Network 

Vanguard Health Systems, Inc. (“Vanguard”) - Preliminary Proposal 

 

1. Form of Transaction 

a) Please describe the structure of the proposed transaction and resulting relationship with the 
surviving GWHN organization.  

In determining the appropriate manner in which to partner or affiliate with GWHN, we welcome 
the opportunity to discuss with the various constituents and decision makers the ways in which 
we could come together that would allow GWHN to achieve its strategic goals.  The Vanguard 
leadership team has many years of experience in combining for-profit and not-for-profit entities 
in unique and creative ways to maximize each entity’s potential and to create sustainable, viable 
partnerships.  Among the ways that Vanguard and GWHN could affiliate would be either through 
an asset acquisition or the creation of a taxable joint venture. 

Asset Acquisition and General Transaction Terms   

In either an asset acquisition or joint venture partnership between GWHN and Vanguard 
(“buyer”), the transaction would be valued using an Enterprise Value approach, as explained 
further below. Included in the Enterprise Value would be net working capital and all owned 
entities.  In addition, buyer or the joint venture partnership may assume certain obligations, those 
not already included in working capital, as a dollar for dollar reduction of Enterprise Value after 
appropriate due diligence. The following obligations would be considered for assumption: 
pension plan, deferred compensation plans, capitalized leases, malpractice, third-party cost 
reports and certain other long term liabilities that are not part of working capital. The net liability 
would be assumed as part of the transaction and calculated to reduce the Enterprise Value. 
GWHN would also indemnify Vanguard or the joint venture partnership for all prior liabilities not 
assumed as part of the transaction. Regardless of final agreed upon structure, we would expect to 
assist GWHN with extinguishment of certain of these liabilities that may not be assumed (i.e. 
filing cost reports, etc.).   

Joint Venture 

Another option to partner with Vanguard would be through the creation of a taxable joint venture 
with GWHN and Vanguard (the “Joint Venture”).  The Joint Venture would allow the collective 
resources of Vanguard and GWHN to collaborate using the local knowledge of GWHN 
leadership, the national and regional perspective and experience of Vanguard to develop an 
effective strategic plan.  We are also open to providing a line of credit to fund the working capital 
needs and minor capital expenditures of the joint venture to the extent the cash flows are 
insufficient to cover these needs.  As discussed further in our response to item 10. below, we will 
commit to investing $75M in both improvements at Waterbury Hospital and in the acquisition or 
development of ambulatory assets in the Greater Waterbury community over a 5-year period.  To 
the extent that these capital expenditures could not be funded by the cash flows of the joint 
venture operations, a capital call of the joint venture partners in proportion to their respective 
ownership percentages will be required.   

A joint venture structure would allow the surviving GWHN the opportunity to be intimately 
involved in the ongoing operations of GWHN and to continue to invest in its future.  We initially 
propose a joint venture wherein Vanguard would own 80% and legacy GWHN would own 20% 
of a new joint venture entity.  We are flexible regarding ownership percentages as long as the 
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Joint Venture’s results can be consolidated into Vanguard’s financial statements in accordance 
with existing accounting principles.  A joint venture could also be structured such that GWHN’s 
portion of the joint venture could remain tax exempt status if so desired.  

In the Joint Venture, a local joint venture board would be established consisting of a 
representative number of Vanguard and GWHN members responsible for the mutually agreed 
upon governance activities.  In conjunction with a transaction to create the Joint Venture, the 
Joint Venture would execute a management services agreement with Vanguard and would pay to 
Vanguard a management fee for such services.   

As illustrated in the chart below, all assets retained by seller, after extinguishing debt, shall be 
property of GWHN, uninfluenced by Vanguard or the Joint Venture.  The initial contributions to 
the Joint Venture would be a combination of the cash purchase price paid by Vanguard and the 
assets contributed by GWHN in proportion to each party’s respective ownership percentage.   

As part of the transaction, regardless of final structure, Vanguard or the Joint Venture will assume 
all contracts of a normal course, all of which will be subject to schedules provided by GWHN and 
due diligence. In addition, Vanguard or the Joint Venture would assume the pension liability and 
the conditional asset retirement obligation upon closing as a reduction of Enterprise Value. 
Vanguard or the Joint Venture will not assume unrecorded liabilities or any other liabilities not 
expressly assumed in the transaction. 

Vanguard’s proposal is based upon an enterprise value range of $25M, free and clear of debt and 
liabilities (as is standard). The enterprise value range is calculated based upon financial 
information which has been provided and certain normalizing items as identified in discussions 
with GWHN management.  This enterprise value is inclusive of net working capital (estimated to 
be approximately $14.5M), which is defined as non-cash current assets assumed, less current 
liabilities assumed related to the ongoing, acquired businesses. These amounts will be validated 
during due diligence, in conjunction with GWHN, for any unusual, non-run-rate items. To the 
extent Vanguard or the Joint Venture assumes any long-term obligations, such as the pension plan 
and the conditional asset retirement obligations, the risks of these liabilities will be transferred to 
that entity.  

Below is a chart calculating net proceeds to GWHN following an asset transaction and in an 
80/20 joint venture as described previously.  We welcome the opportunity to discuss the schedule 
and the assumptions used in its creation.   
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Waterbury Hospital Proceeds Analysis
Based on the June 30, 2012 Combined Balance Sheet
($Thousands)

Enterprise Value $25,000    $25,000    

Assumed Liabilities
Pension liability $10,474      $10,474      
Conditional asset retirement obligation 2,716        2,716        

Total Deductions from Enterprise Value $13,190      $13,190      

Enterprise Value Less Assumed Liabilities $11,810    $11,810    
Vanguard Ownership 80.0%     100.0%   

Cash Purchase Price $9,448      $11,810    

Net Debt to be Retired at Closing
Cash and cash equivalents ($25,749)     ($25,749)     
CHEFA Obligations (asset) (1,361)       (1,361)       
Board designated funds (2,922)       (2,922)       
Long-term debt 32,173       32,173       

Total Net Debt to be Retired at Closing $2,140        $2,140        

Cash Proceeds to Seller $7,307      $9,669      

Assets Retained by Seller
Assets whose use is limited $882          $882          
Other accounts receivable 2,234        2,234        
Other assets 2,372        2,372        
Due from affiliates 6,521        6,521        
Investments 21,448       21,448       
Board designated funds 99             99             
Loans and other receivables 233           233           
Other investments 691           691           
Funds held in trust by others 40,524       40,524       

Total Assets Retained by Seller $75,006      $75,006      

Liabilities Retained by Seller
Due to affiliates $0             $0             
Due to/(from) third party payors (166)          (166)          
Worker's comp - LT Liability 5,759        5,759        
Tail coverage - professional liability 2,528        2,528        
Other long-term liabilites 1,431        1,431        

Total Liabilities Retained by Seller $9,553        $9,553        

Net Assets Retained by Seller $65,453      $65,453      

Cash Proceeds + Net Assets Retained by Seller $72,760    $75,122    
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2. Objectives Alignment 

Please describe how you envision achieving GWHN’s Objectives:  

a) Ensure Waterbury Hospital remains a viable health care entity, providing the highest safety 
and quality health care services to the Greater Waterbury community for the long-term;  

At Vanguard, we are on a high-reliability, quality, safety and experience journey.  Our values, 
vision and mission reflect our commitment to patient safety and clinical excellence.  We are 
committed to building a culture of high reliability, starting with safety as a core value.  This is 
critical to the long-term success of Vanguard.  The culture we have established around quality 
and safety reaches all levels of our organization.  For example, “good catches” which reflect the 
avoidance of a serious safety event at a Vanguard facility are identified during every operational 
review so that all who are participating might learn from that experience and avoid a similar 
situation.  The sharing of these “good catches” has led to a number of process changes within our 
company to enhance the safety and quality of care we provide.   

The emphasis on quality at Vanguard is perhaps best demonstrated by our monthly Quality 
Council meeting.  This monthly meeting, led by the Vanguard Chief Medical Officer, is a 
webcast meeting in which senior operational and clinical leaders from each of our hospitals and 
markets attend via video conference to review our performance against established quality 
metrics and other quality initiatives.  Quality scorecards have been developed and are reviewed in 
this meeting which track and “score” our performance in key quality measures.  Among the items 
included on this scorecard are the serious safety event rates, our safety/complication composite 
score, performance in the clinical core measure bundles, severity adjusted mortality rate, re-
admission rates, colorectal cancer screening percentage and HbA1c controlled diabetic 
percentage.  The agenda for these meetings also includes the sharing of identified best practices, 
new programs or updates on initiatives.  This meeting has allowed our leaders to review their 
performance on a comparative basis to their peers, as well as to our external benchmarks, and to 
identify new practices and programs which have enhanced our clinical quality throughout the 
company.   

Listed below are some of the Quality and Safety initiatives that have been implemented at our 
hospitals in recent years.   

 Implemented and embedded high reliability strategies modeled after other high risk 
industries such as aviation and nuclear power, including: 

 Error prevention training for leaders, physicians and staff 
 A model developed to detect and classify safety events through the use of technology 
 Tools developed, standardized and implemented to support the high reliability 

strategies 

 A pressure ulcer prevention and management initiative resulted in a significant reduction 
in the system hospital pressure ulcer rate over the past several years.  The Health Care 
Advisory Board gave special recognition as a “Best Practice” for this program and its 
resultant outcomes. 

 A fall prevention and management initiative was developed company-wide.  The strategy 
for risk reduction of falls includes: 

 A standardized risk assessment tool 
 A plan of care model 
 Identification of recognized national benchmarks to be utilized for performance 

analysis 
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 Developed a method to identify, communicate and spread best practices across the 
Vanguard system 

 Developed and implemented an evidence-based model of care for the critical care 
environments.  This includes: 

 Implementation of eICU technology in certain markets 
 Clinical protocols and standards of care 
 Reduction of unnecessary clinical variance 

 Developed a corporate-wide risk tool and guidelines to assist hospitals in the prevention 
of hospital-acquired infections, and implementation of Theradoc, a sophisticated software 
system providing infection prevention and pharmacy surveillance   

 Structured and implemented a hospitalist model of care based on evidence based practice 

 Advanced an Acute Coronary Syndrome initiative that has contributed to improved 
clinical outcomes for patients with acute myocardial infarction 

We have committed significant human and technological resources to quality and safety as we 
believe that to be successful in the future, we must differentiate ourselves by providing excellent 
clinical care in a safe environment.  See our response to Item 13.c) for our performance on certain 
quality measures.    

b) Provide sufficient capital to meet deferred, current and future capital needs for the 
Waterbury Hospital physical plant to ensure state of the art health care delivery services 
through an upgrade of facilities, equipment and technology;  

We are committed to assuring that GWHN continues is long-term vigor as a provider of leading 
health care services in the Greater Waterbury community.  In order to do that, we are committed 
to developing a capital strategy which links a hospital capital strategy to an ambulatory network 
development strategy.  With Waterbury Hospital as the hub of this comprehensive delivery 
network and for our strategy to be successful, the hospital must operate at a high level utilizing 
upgraded equipment and technology and provide state-of-the-art services.  During the course of 
due diligence, we will work closely with physicians and hospital leadership to ensure that we 
develop a capital plan that establishes Waterbury Hospital and its ambulatory network as the 
preeminent hospital and health care provider in the Waterbury community.  See item 10. below 
for our capital commitment to GWHN.   

As our track record suggests, we spend capital where necessary and we will do the same at 
Waterbury Hospital and in the Greater Waterbury community.  We have a tremendous amount of 
experience in efficiently and effectively deploying capital in our markets.  In each case where we 
have committed to certain levels of capital we have met or exceeded those expectations.  For 
example, in our San Antonio market, we doubled our initial commitment and continue to invest in 
that market including the recent completion of a replacement hospital campus in 2011 and the 
establishment of a de novo hospital and health and wellness campus currently underway in New 
Braunfels, TX.   

c) Continue a meaningful, local governance presence at Waterbury Hospital that represents 
both physicians and the Greater Waterbury community;  

Vanguard believes strongly in local governance in its hospitals and its hospitals have advisory 
boards to ensure that there is local input into the operations and activities of the hospitals.  In an 
asset purchase where Vanguard would acquire most of the assets of GWHN, we anticipate the 
participation of the existing members of the GWHN Board on a hospital advisory board. 
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Vanguard has found this model ensures continued community and medical staff input into the 
governance of the local delivery system. Typically, approximately half of the governing board 
members are physicians who provide the input for clinical quality and clinical programmatic 
planning.  The balance of the board is comprised of individuals drawn from the local community, 
ensuring a mechanism for input regarding community needs and expectations.  Similarly, in a 
joint venture with GWHN, Vanguard and GWHN would establish a local joint venture board 
made up of a representative number of Vanguard and GWHN members responsible for the 
mutually agreed upon governance activities.   

Whether a joint venture board or a new governing board in an asset transaction, the governing 
board would maintain those responsibilities as required by The Joint Commission (TJC).  Among 
the responsibilities of our hospital boards would include the following: 

 Organizational leadership and advisement 

 Organization of the board of directors, officers, and committees 

 Formulation and oversight of policies and procedures  

 Financial management, including adoption and oversight of the budgets 

 Review & support safety, quality, patient & family experience and employee engagement 
efforts 

 Oversight of program planning and evaluation 

 Personnel evaluation and staff development 

 Review of organizational and programmatic reports 

 Promotion of the organization within the community  

 Advocacy  

We would expect the same responsibilities and functionality from a joint venture board or new 
governing board at GWHN.    

In selecting members to an advisory board, appointments from among the existing members of 
GWHN’s board of trustees would be considered and GWHN’s leadership would be consulted 
about others in the community and on the medical staff who can make valuable contributions to 
the board.   

We are open to discussing a board structure and a nomination process that meets the needs of all 
parties involved.  Our only requirement is that we retain enough “control” such that the financial 
results of GWHN could be consolidated into our financial results for purposes of financial 
reporting in accordance with existing accounting principles.   

At Vanguard, all of our hospitals’ local boards help shape the direction of our company.  We 
carefully listen to our local leaders and advisory board members as they understand the 
immediate, local impact of the decisions we make.  Our transparent approach with our business 
partners allows us to consider input from many sources. 

d) Develop and implement an ambulatory service strategy to best position the Company for 
successful transition in changing health care delivery methods;  

We believe that we are the partner that allows GWHN to achieve its objectives in pursuing this 
process of selecting a strategic partner.  We have an innovative culture that is focused on 
developing and expanding ways to deliver care in the markets we serve.  Attracting and retaining 
patients through a broad network of ambulatory sites and services is key to each of our markets’ 
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strategies.  Additionally, as payment methodologies evolve from fee-for-service to fee-for-value, 
we believe that to effectively manage a risk based payment system, we must have in place a 
complete continuum of care to deliver services at the right place and at the right time.  Alternative 
ambulatory sites of care are integral to risk initiatives and an effective growth strategy. 

An ambulatory service strategy for GWHN would include the acquisition and development of 
physician practices, urgent care sites and other ambulatory sites throughout the Greater 
Waterbury community. Among the ambulatory sites would include specialty care centers (i.e., 
women’s services, cardiology, etc.) to expand the hospitals’ brand throughout the market and 
provide additional points of entry into the delivery network.  An initial area of focus for 
development would be to establish sites to the west and northeast of Waterbury to attract and 
retain patients in the Waterbury service area.  

e) Develop and implement regional tertiary care relationships for the betterment of health 
care delivery to the community;  

Vanguard is currently in discussions with Yale New Haven Health to develop a network 
affiliation agreement.  This relationship will facilitate the development of a regional network of 
community hospitals, ambulatory facilities and physician networks in Connecticut and broadens 
Vanguard’s presence in the New England market.   

This potential relationship represents a continuation of our approach to partnering with key, 
regional tertiary providers which allows us to enhance care delivery in our markets.  We recently 
announced the creation of a joint venture with Tufts Medical Center in Boston, MA.  Tufts  also 
affiliates with community-based private practice physicians through New England Quality Care 
Alliance, Inc. (“NEQCA”), a network of independent and employed physicians and hospitals 
based in Braintree, Massachusetts. Our relationship with Tufts began with a network affiliation 
agreement, similar to that which we are pursuing with Yale.  The vision of the partnership with 
Tufts is to create a high quality, cost effective, regional system of care. The goals of this 
partnership are to 1) maximize alignment despite different corporate structures, 2) clinically 
integrate to reduce cost and increase quality and 3) achieve scale within the network.  These goals 
will be achieved by leveraging 1) Tufts Medical Center’s brand, academic and clinical affiliations 
2) NEQCA’s expertise as the health environment moves to population health management and 3) 
Vanguard’s market assets, national experience with insurance and population management, 
capital access and hospital management resources.   

We will continue to seek these types of relationships in the New England market which will 
enhance the delivery of and access to innovative, high quality care.   

f) Deploy repeatable and scalable tools and clinical care services to continually improve the 
health of the community;  

Clinical focus at Vanguard is driven by a model we have labeled “VanguardCare”.  The goals of 
VanguardCare are as follows: 

 Service line clinical standards 

 Eliminate unnecessary clinical variation & quality waste (inclusive of VanguardLean) 

 Service line clinical leadership and clinical councils 

 Reducing unnecessary clinical variation 

Evidence-based medicine and processes are utilized to establish system-wide standards and 
technology is employed as needed to support the changes.   
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VanguardLean is the implementation of Lean process improvement into clinical and operational 
processes to enhance efficiency and reliability of patient care across the system.  VanguardLean 
operates under the premise that it is impossible to improve that which cannot be improved on a 
consistent basis.  We have a performance improvement team trained in Lean processes to work 
with our clinical teams across the company. 

Clinical councils have been established across the company.  These councils are comprised of 
service line leaders from all hospitals and all markets.  They meet periodically (monthly or bi-
monthly) and discuss best practices, progress with initiatives and common dashboard metrics, 
innovations and anything that can improve service line performance for better patient outcomes.  
We have established councils in the following areas: 

 Cardiovascular Medicine 

 Critical Care 

 Emergency Medicine 

 Hospitalist Medicine 

 Imaging Services 

 Perioperative / Surgical Services 

 Palliative Care 

 Pharmacy 

 Graduate Medical Education 

 Primary Care 

 Musculoskeletal Medicine 

As these councils have developed and matured, greater standardization and performance is being 
seen across our markets.  Each of these councils has among their toolkits a dashboard which 
tracks and measures progress on key performance indicators. 

One of our initial focus areas for VanguardCare has been in Critical Care.  In January 2010, we 
named a VP of Critical Care Services for Vanguard - David Kaufman, M.D.  Dr. Kaufman is an 
intensivist who had established a high performing ICU at our St. Vincent Hospital in Worcester, 
MA.  He was charged with replicating those evidence-based process and practices across the 
company.  Index scores are used to measure the infrastructure and effectiveness of the ICUs 
across the company. These index scores, whose criteria is established by the Society of Critical 
Care Medicine, measure the extent to which certain processes are in place in the areas of 
Physician Management, Multiprofessional Teams and Quality.  The goal is to achieve 100% in 
each of these areas.   

Other clinical areas are experiencing improvements as we continue to focus our VanguardCare 
efforts.  We have recently added additional national physician service line leaders in Palliative 
Care and Cardiovascular Medicine.  In the near future we will add physician leaders in 
Ambulatory Care, Emergency Medicine, Hospitalist Medicine and Imaging Services.     

g) Enhance the Hospital’s medical staff by attracting and retaining physicians through access 
to available capital partner funds to support such growth;  

A strong, comprehensive medical staff is the critical component to an effective health care 
delivery system.  As the needs of physicians have changed over the years, Vanguard has 
developed a very aggressive program to attract and retain physicians and physician groups.  We 
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believe in allowing physicians to practice in the model of their choosing – there is no “one size” 
fits all at Vanguard.  We affiliate with physicians in a number of ways including employment, 
professional service agreements, management service agreements, co-management agreements 
and we also provide start-up costs for new physicians joining an independent practice.  As a 
Company, we are deeply committed to enhancing our medical staffs and furthering our 
relationships with physicians.  GWHN will participate in our activities as we would seek to 
broaden its physician network.   

h) Maintain high satisfaction scores by patients, physicians, employees and volunteers; and  

It is our goal to create a highly reliable experience for every one of our patients, which starts with 
safe, quality care. The patients and guests that enter our hospitals are emotional and vulnerable; it 
is our job and the job of our employees to create an emotional connection, while providing them 
with a safe care experience. 

Creating a world class patient experience is something we strive to achieve with each patient seen 
at Vanguard – whether an inpatient or an outpatient.  We have spent several years studying best 
practices around providing excellent patient experiences within our organization and have taken 
each of these and embedded them into bundles and toolkits for each of our hospitals to utilize. We 
list exactly what the tactic is, step-by-step processes on how best to implement the tactic, the 
value of implementing the tactic and all the system products (i.e. supporting training materials, 
agendas, posters, etc.) that other hospitals within Vanguard have utilized to implement these 
tactics. We have best practices for in-patient (including HCAHPS), out-patient and emergency 
patient and guest experience toolkits and bundles.  We have also begun using iPads to 
concurrently evaluate patient experiences.  When we identify a situation where we need to 
recover from a potentially poor experience, the iPad allows us to quickly and directly respond to 
that situation.  All reporting, toolkits and processes would be made available to GWHN and we 
are excited by the opportunity to enhance our toolkits with the processes and practices we can 
learn from GWHN.   

Vanguard Health Systems believes in the engagement, development and promotion of our 
employees. One of our top objectives is to “Invest in the development of current associates, as 
well as attracting the best & brightest external candidates, in an effort to increase capabilities and 
thrive as leaders in our company, as evidenced by 70% internal fill rate for leadership positions, 
and 25% of our new hires graduating from internal training programs by the end of FY2015.” To 
support this, we have a talent management strategy to help ensure we are bringing in top talent, 
setting them up for success, engaging them, developing them and putting the top talent on a 
succession plan to drive our internal promotions.  

Below is an illustration of our talent development and management strategy. 
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 Onboarding: Our goal is to ensure that we are setting our new hires up for success with 
clear expectations and a career path. 

 Employee Engagement: We conduct an employee engagement survey twice a year (one 
census and one pulse) to help ensure we are engaging and inspiring our workforce.  

 Vanguard Management Academy (VMA): We have a management academy for 
managers, leads, coordinators and supervisors that need or want managerial and 
leadership skill and talent development. We conduct one VMA in each region every 12 
months. 25 participants are selected for participation in each regional session.  The 
curriculum is balanced between classroom learning, project/experiential development and 
online Harvard training.  We are currently in our inaugural year with our VMA program. 

 Vanguard Leadership Academy (VLA): We conduct a VLA each year for directors and 
vice presidents that want to continue their development journey to prepare for the c-suite 
of a Vanguard region or facility. The VLA is conducted one time a year at a national 
level. The VLA is a collaborative learning environment where employed physicians, 
affiliated physician, nurses and operators go to develop their leadership skills and talents 
together.  Up to 45 participants are selected each year to participate in the VLA after a 
thorough application process.   

 Succession Planning: Vanguard top talent from a director level and above is identified 
and put on a system succession plan to understand the readiness of each person to go to 
the next level and the development needed to get there.  These plans are formalized into 
the creation on an Individual Development Plan (IDP).  

We also utilize Gallup talent based hiring processes and tools for hiring a number of positions.  
In-depth assessments are conducted for all hospital and market CEO, CFO, COO, CNO and 
Department head positions, as well as any Sr. Vice President and Vice President positions at the 
corporate level.  These assessments consist of an in-depth interview to assess each candidate’s 
skills and capabilities and help to predict success for the position in which the candidate is 
applying.  A computer assisted assessment is performed at the hospitals for department and area 
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managers in clinical and non-clinical positions, as well as nursing and technical positions.  
Similar to the in-depth assessments, the online assessment helps screen candidates to determine 
suitability for the job for which they are applying.   

We recognize that an engaged workforce is an essential asset required to deliver the highest 
quality patient care and experience.  By increasing employee engagement, we believe that we can 
deliver on our obligation to the patients and communities we serve.  Our engagement scores have 
increased significantly over the last several years.  As a result of our increased engagement 
scores, we were awarded by the Gallup Organization with the “Great Workplace Award” in 2010 
and 2011.  The honor puts Vanguard among the ranks of some of the world’s top organizations 
like Ritz-Carlton, Marriott, Campbell Soup and Starbucks.   

Developing and maintaining strong relationships with our medical staffs at our hospitals is 
another key component to our success.  We engage with our physicians in a number of ways 
throughout Vanguard.  We currently have positions for Chief Medical Officers (“CMOs”) at all 
of our hospitals, at the market level and at the corporate level.  At the hospital level, the CMOs 
report to a market CMO (and to a hospital CEO) and are responsible for driving safety, quality 
and other clinical initiatives at their respective hospitals.  The market CMOs report to their 
market President and the Corporate CMO and are responsible for executing safety, quality and 
clinical initiatives for their markets.  The Corporate CMO is an Executive Vice President and is 
responsible for setting the clinical quality and safety agenda for the entire company.  At all levels, 
the CMOs play critical, strategic roles in the operations of Vanguard.   

Physician Leadership Councils (PLCs) were established in 2008 to help bridge the gap that can 
develop between hospital leadership and physician leadership.  PLCs have been established at 
each of our hospitals and are comprised of physician opinion leaders, dedicated physicians and 
representatives of the Medical Staff to discuss strategy and to make recommendations to the CEO 
and the hospital’s management team. Both co-chairs of these councils are physicians who develop 
the agenda and run the meetings. Management is present to hear the issues and solve the 
problems no matter the magnitude. There is a Corporate Vice President of Medical Affairs who 
supports and attends each of these meetings, as do members of the market leadership.  As the 
PLCs have evolved over time, their primary function has moved from problem solving to that of 
strategy development that is often used for setting hospital budgets.  Our experience has taught us 
that we must remain engaged with our local physicians and we must listen to their requests and 
concerns so that we may share in each other’s successes.  We have taken deliberate steps over the 
years to make certain that we provide the structure and the culture to be responsive to our 
physicians’ requests and concerns.   

i) Continue charitable care delivery and funding.  

At Vanguard, we believe our hospitals have an obligation to provide care to those with the 
greatest needs and the least ability to pay, and in addition to our community-based health 
programs, our hospitals have provided significant amounts of care for indigent and low-income 
patients. In 2012 alone, Vanguard hospitals provided approximately $1.224B in total 
uncompensated care in the communities we serve, including approximately $233M in charity 
care, $452M in discounts to the uninsured and $539M in bad debts. At our hospitals, uninsured 
patients with incomes below 200% of the Federal Poverty Level are classified as financially 
indigent and receive free care. Those patients with income between 200% and 500% of the 
Federal Poverty Level or balances due in excess of 50% of their annual income are classified as 
“Medically Indigent,” and receive 40% to 80% discounts (on a sliding scale basis) on amounts 
they owe.   
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Vanguard’s commitment to providing a fair amount of charity care has been recognized by 
independent parties. The former Michigan Attorney General, Mike Cox, in his “Report on the 
Proposed Sale of the Detroit Medical Center Hospital Business to Vanguard Health Systems, 
Inc.,” dated November 13, 2010, highlighted the Vanguard Charity Care Policy. His report 
included the following observation:   

“Vanguard's policy is actually more patient-friendly than DMC's current policy 
since it allows patients with higher incomes to qualify for charity care. While 
current DMC policy provides charity care for patients with incomes up to twice 
the federal poverty level, Vanguard's charity care policy will provide care to 
patients with incomes up to five times the federal poverty level. Vanguard's 
charity care policy also includes well-defined procedures and explanations 
concerning a wide variety of topics including application for government 
assistance, collection policies, and treatment for homeless patients. Importantly, 
Vanguard's collections policy is more patient-friendly because it includes limits 
on seizing indigent or underinsured patients' assets through liens or 
garnishment. The policy also provides liberal interest-free extended payment 
plans.”  

The Attorney General required that the Vanguard Charity Care Policy be implemented upon 
closing of the transaction between Vanguard and DMC.  

In an October 19, 2009 article titled “Non-profits No Better on Charity Care” in Chicago 
Business, Vanguard’s Weiss Memorial Hospital was highlighted, with the article specifically 
noting that Weiss’s charity care level was higher than 20 of Chicago’s largest hospitals, all but 
one of which were non-profit hospitals.  

Our commitment is to have in place a policy which is at least as favorable to patients as the 
existing policy at GWHN.  We are open to discussing the ways in which this can be 
accomplished.     

3. Ownership, Governance and Management  

a) Describe how GWHN will be organized in relation to your organization.  

In a partnership with Vanguard, GWHN will enjoy economies of scale and will have access to 
many services to improve and enhance its overall operations and performance.  Vanguard is an 
operating company providing resources and support for our hospitals across the country.  
Vanguard believes that all health care is local because the people who live and work in the 
communities we serve know what is best for that community.  We believe that we provide the 
right level of centralized support and back-office services that allows our markets to feel 
independent, but at the same time, alleviates the burden of certain non-critical parts of the 
business.  Upon a partnership or acquisition of GWHN, the acquired or partnered entities would 
become part of Vanguard’s New England market.  GWHN executives would report directly to the 
New England market president and would receive support from market resources there and also 
from the national resources at Vanguard.  Among the services that are consolidated and 
performed on a market basis include – accounting, business office, supply chain, physician 
recruitment and information technology among others.     

In addition to those corporate services performed on a market basis, there are additional resources 
available on a national scale as well, such as finance and accounting services, legal, 
reimbursement, information technology, clinical care, safety, business development, compliance, 
supply chain, managed care and human resources.  Allowing our markets to focus on the critical 
business at hand is crucial to our success.  We have recently embarked on national service centers 
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for coding, business office services and information technology.  We believe that we can achieve 
greater efficiency and significantly improve performance in our hospitals by utilizing this 
approach.   

b) Describe the proposed governance structure and the ongoing role, if any, of GWHN’s 
current Board of Directors.  

See response to 2.c) above for discussion of the ongoing role of GWHN’s Board of Directors.   

c)  Describe the proposed management organizational structure for GWHN.  

From the information we have been provided, the management team structure at GWHN is 
similar to that utilized in typical Vanguard hospitals.  At this stage, we would not propose any 
structural changes.  We prefer to keep existing management in place when we enter as a new 
partner and are open to discussions regarding expectations for commitments to keep the team 
intact.  GWHN currently has in place certain leaders in interim positions due to extenuating 
circumstances.  Upon closing a transaction with GWHN, a decision must be made about the 
continuation of these interim roles or to convert them to full time positions due to the incremental 
costs associated with interim personnel.  

4. Transaction Value  

If you are proposing an asset purchase, please describe how GWHN will be valued, including 
the methodology and calculation of any adjustments to the proposed consideration.  

We have been provided different sources of information including recent financial statements and 
other information we have requested in the process of preparing this proposal.  As noted in our 
response to 1. a) above, whether an asset transaction or a joint venture transaction, we value a 
transaction using an Enterprise Value approach and have established $25M as the Enterprise Value of 
GWHN.  This represents the total transaction value, or total consideration.  As we consider total 
consideration, we consider the cash purchase price plus the value of capital commitments which 
represent deferred projects with little or no return as additional consideration.  We understand that 
GWHN’s desires in seeking a transaction is to make certain that the medical needs of the Waterbury 
Community are appropriately addressed.  See item 10, for our capital commitment.   

The Enterprise Value we have established is based upon financial information we have been provided 
and other considerations.  During due diligence, we will continue to evaluate our assumptions used in 
determining this value.   

5. Maintenance of Clinical Services  

a) Describe your commitment to maintaining existing clinical services.  

We welcome the opportunity to discuss with GWHN leadership, medical staff and board 
members, which service lines it considers key, or core service lines.  Vanguard has a history of 
increasing services, not decreasing them.  We believe that it is our responsibility to the 
communities served by our hospitals to provide a comprehensive service offering which meets 
the communities’ medical needs.  We are committed to continuing to serve the community by 
maintaining and expanding robust services and service lines at GWHN.  

b) Describe any new services you anticipate implementing over the next five years.  

At Vanguard, we are committed to the creation of high quality and comprehensive service lines. 
Together, Vanguard and GWHN would develop joint business plans in which specific strategies, 
tactics and investments would be identified.  This joint business planning process would set 
priorities and determine investments, including capital needs.  We rely on physician participation 
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throughout this process. Through this process, we would collectively identify new services to 
ensure that GWHN continues to provide high quality, comprehensive service lines to the 
community it serves.  

c) Describe which, if any, clinical services may not be maintained at GWHN and the Hospital.  

At this time, we are not aware of any clinical services which may not be maintained at GWHN 
and the Hospital.  However, through the collaborative process discussed in b) above, we could 
collectively identify certain services which may not be maintained at some point in the future.  

d) Indicate the minimum time horizon for maintaining existing services.  

Vanguard would commit to maintaining core, existing service lines (identified in the process 
noted in a) above), for a period of 10 years noting the need to consider changes in the practice of 
medicine and changes in technology as these evolve and advance.   

6. Excluded Activities and Operations  

a) Describe any GWHN activities and operations that are expected to be excluded from a 
transaction. 

Upon completion of detailed due diligence, a complete list of excluded activities and operations 
will be created in conjunction with GWHN.   

b) Describe how the surviving GHWN organization (if any) could support the ongoing 
activities of the acquired operations after the transaction.  

Vanguard’s goal in a transaction with GWHN would be to help GWHN achieve its objective of 
assuring that GWHN continues its long term vigor as a provider of leading health care services to 
the Greater Waterbury community.  In a joint venture transaction with Vanguard, GWHN would 
maintain ownership in the new partnership and would retain a level of involvement to support the 
ongoing operations.  In an asset acquisition, a new governing hospital board would include 
individuals from the existing GWHN Board of Directors.  Also, in an asset acquisition, proceeds 
from such a transaction would create a foundation with funds to support and supplement ongoing 
hospital and community activities.   

7. Charity Care  

Describe your existing charity and indigent care policies and any potential changes to GWHN 
policies you foresee.  

As noted previously, at Vanguard hospitals, uninsured patients with incomes below 200% of the 
Federal Poverty Level are classified as financially indigent and receive free care. Those patients with 
income between 200% and 500% of the Federal Poverty Level or balances due in excess of 50% of 
their annual income are classified as “Medically Indigent,” and receive 40% to 80% discounts (on a 
sliding scale basis) on amounts they owe.  When comparing the GWHN and Vanguard charity care 
policies, there are certain components of the GWHN policy which are more favorable to patients than 
the Vanguard policy and in other cases the Vanguard policy is more favorable to patients than the 
GWHN policy.  Our commitment is to have in place a policy which is at least as favorable to patients 
as the existing policy at GWHN.  We are open to discussing the ways in which this can be 
accomplished.     

8. Ethical and Religious Directives  

Describe any ethical or religious directives of your organization, if any, which would impact the 
future operations of GWHN.  

None 
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9. Employee Relationships  

a) Describe your commitment to GWHN employees, anticipated layoffs, and type of severance 
package that may be offered to any affected employees.  

At Vanguard, we recognize the value of talented and dedicated employees.  The existing 
workforce of any hospital and health system is the backbone of its operations.  If selected as your 
partner, Vanguard will, at closing, extend offers of employment to substantially all employees of 
Vanguard upon similar terms and conditions (i.e., salaries, wages, job duties, titles and 
responsibilities) in place prior to closing.  Additionally, we will honor and accept all senior 
management employment and severance agreements, assuming all are in compliance with laws 
and other requisite statutes and subject to due diligence.  All employees’ years of service with 
Vanguard will be honored for vesting and/or participation in any employee benefit plans. 

Vanguard will also assume all obligations under collective bargaining agreements with GWHN’s 
various unions.   

b) Describe any anticipated employee benefit changes.  

The Vanguard approach to benefits at an acquisition hospital or system is to thoroughly analyze 
the benefits that have historically been offered.  In certain instances, where we have acquired a 
hospital in one of our existing markets, we have rolled the acquisition hospitals employees on to 
the existing market’s benefit plans.  In each case, the conversion to our benefits has been more 
favorable to employees.  We maintain a very open mind regarding the movement of employees 
from or to certain benefit plans and always seek to take the most appropriate course of action for 
employees and the organization.  It is expected that the employees of GWHN will be placed on 
benefit plans similar to those at Vanguard’s St. Vincent Hospital and MetroWest Medical Center 
at some point in the future.   

As a for-profit entity, Vanguard offers to its employees the opportunity to participate in its 
company sponsored 401(k) plan.  Employees of GWHN will have the opportunity to participate 
in this plan.   

10. Capital Expenditure Commitments  

Describe your expectations and commitment to capital investments over the next five years to 
improve GWHN facilities and expand programs and services.  

We believe there is tremendous opportunity to expand services in the Greater Waterbury community 
and to establish Waterbury Hospital as the dominant provider.  We are committed to developing a 
capital strategy to help accomplish this.  We will work closely with hospital leaders, physicians and 
board members to develop a strategy which links a hospital capital strategy to a carefully planned 
ambulatory capital strategy.  We believe that this approach will allow GWHN to thrive well into the 
future and best positions it for future success.  For the five years following closing of a transaction, 
Vanguard commits to invest, or cause third parties to invest, $75M in capital for the improvement of 
GWHN facilities and in the future development of ambulatory sites to the benefit of GWHN in the 
Greater Waterbury community.   

11. No Sale  

Describe your commitment to retaining ownership of the GWHN operations acquired.  

Vanguard doesn’t purchase hospitals and health systems to close or sell them.  We purchase and 
partner with hospitals and health systems so that we may operate them in a highly efficient and 
effective manner where quality and patient outcome improve.  Our commitment to the communities 
we serve is to provide a partner with whom the hospitals and health systems can thrive and expand, 
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leveraging off of a nationally based system of 28 hospitals.  We welcome the opportunity to discuss a 
time commitment for retaining ownership in the GWHN operations. 

12. Right of First Refusal/Repurchase Rights  

Describe any terms and conditions under which the surviving GWHN organization (if any) 
could reacquire interests transferred in a transaction.  

As mentioned in our previous response above, our intention in a transaction with a hospital or health 
system is to continue to operate them well into the future.  However, there might be situations where 
a surviving organization might reacquire interests transferred in a transaction.  Vanguard would allow 
GWHN the Right of First Refusal or grant certain Repurchase Rights to GWHN for the interests 
transferred in a transaction upon the occurrence of certain events or the achievement of, or failure to 
achieve, certain performance targets or expectations.   

13. Financial and Operating Information  

a) Provide a copy of your most recent audited financial statements.  

Our Form 10-K for fiscal years ended June 30, 2012 and 2011 (most recently available) are 
publicly available on the SEC Edgar Database which can be accessed directly through the 
investor section of Vanguard’s website at www.vanguardhealth.com. 

b) Describe how you propose to finance the transaction and any proposed ongoing financial 
commitments to GWHN.  

Vanguard, a Fortune 500 company, is publicly traded on the New York Stock Exchange 
(NYSE:VHS).  The company has grown from the “ground up” by obtaining financing and 
generating sufficient cash flows from operations to sustain its organic growth and growth through 
acquisitions.  We currently have access to public and private equity, as well as public and private 
debt, our financial metrics remain strong and we enjoy a long, positive track record with our 
investors.  We believe that the path that we are on as a company will allow us to lead the industry 
as it shifts from a fee-for-service model to a fee-for-value model.  With over $6.0B in revenue, 
we are among the leaders in our industry and we are not stopping here.  Our model is to grow 
organically and through strategic acquisitions that will place the company among the elite in the 
industry and will allow it to become the partner of choice for those hospitals and health systems 
looking to partner across the country.   

c) Provide an overview of your existing operations, including, but not limited to, the following:  

(i) Number and location of facilities owned and operated  

(ii) Number of beds owned and operated  

(iii) Key operating statistics  

(iv) Key quality indicators  

Below is a current listing of all hospitals (and related businesses) that Vanguard owns and 
operates: 

Phoenix, Arizona: Abrazo Health Care (1,044 beds) 

 Arrowhead Hospital: 220 beds 

 Maryvale Hospital: 249 beds 

 Paradise Valley Hospital: 136 beds 

 Phoenix Baptist Hospital: 216 beds 
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 West Valley Hospital: 164 beds 

 Arizona Heart Hospital: 59 beds 

 Phoenix Health Plan: 200,000+ member Medicare/Medicaid Health Plan 

 Arizona Health Partners: 150 physicians 

 Arizona Heart Institute: 20 physicians 

San Antonio, Texas: Baptist Health System (1,753 beds) 

 Baptist Medical Center: 636 beds 

 North Central Baptist Hospital: 268 beds 

 Northeast Baptist Hospital: 367 beds 

 Mission Trail Baptist Hospital: 175 beds 

 St. Luke’s Baptist Hospital: 307 beds 

 Baptist M&S Imaging: 8 centers 

 Baptist School of Health Professions 

Harlingen/Brownsville, Texas: Valley Baptist Health System (866 beds)* 

 Valley Baptist Medical Center, Harlingen: 586 beds* 

 Valley Baptist Medical Center, Brownsville: 280 beds* 

 Valley Baptist Insurance Company: Health Plan (HMO, PPO and Self-Funded Products)* 

Note: Valley Baptist is a new acquisition since we last proposed to GWHN.  This is a 51% 
(Vanguard) / 49% (Valley Baptist) joint venture.   

Detroit, Michigan: Detroit Medical Center (“DMC”) (1,734 Beds) 

 Children’s Hospital of Michigan: 228 beds 

 Detroit Receiving Hospital: 273 beds 

 Harper University Hospital: 470 beds 

 Hutzel Women’s Hospital: 97 beds 

 Rehabilitation Institute of Michigan: 94 beds 

 Sinai-Grace Hospital: 383 beds 

 Huron Valley-Sinai Hospital: 153 beds 

 DMC Surgery Hospital: 36 beds 

Greater Chicagoland, Illinois (1,225 beds) 

 MacNeal Hospital: 427 beds 

 Weiss Memorial Hospital: 339 beds* 

 Westlake Hospital: 225 beds 

 West Suburban Medical Center: 234 beds  

 MacNeal Health Providers: Chicago Health System 
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Massachusetts (667 beds) 

 MetroWest Medical Center: 319 beds (Leonard-Morse and Framingham Union 
Hospitals) 

 Saint Vincent Hospital: 348 beds 

* Partnership with not for profit partners 

Vanguard’s operating strategy focuses on comparing local execution against company-wide 
standards.  We manage this process through a balanced scorecard approach (see Exhibit A for a 
sample of our balance scorecard), ensuring a proper balance of achievement in growth, 
patient/guest safety, quality outcomes, patient/guest experience, employee engagement and 
community leadership.  Over the past few years, Vanguard has invested significantly in 
workforce initiatives, patient experience strategies and enhancing the breadth and depth of our 
clinical care platform.   

Accountability is high at Vanguard and we operate under the belief that to effectuate change, we 
first must be able to measure results and progress and then be held accountable to those results.  
In addition to the balanced scorecard, a number of scorecards and measurement tools are 
routinely implemented and reviewed for progress toward goals.  As a result of this approach, we 
have been able to experience improvements in all areas of the company.   

Our Mission and purpose is “To Help People Achieve Health for Life” and our Vision is “To 
Create Life-long Relationships by Changing the Way Health and Health Care are delivered in our 
Communities.” Our company Values are Safety, Excellence, Respect, Integrity, Accountability 
and Innovation.  These values support our mission, vision and the corporate and regional business 
strategies that will define our future success. 

With our Mission, Vision and Values as the foundation, our strategy is to create local operating 
divisions maintaining local branding, governance and community “ownership.”  Health care is a 
unique, local business and we believe there is great value in leveraging the long-standing heritage 
and legacy of local systems, but also in taking advantage of scale afforded to regionally-based 
delivery systems.  We bring to our regional delivery hospitals and systems flexible and 
sustainable access to capital, national purchasing and transformative approaches to clinical and 
business operations through knowledge transfer and best practice development and sharing, 
especially around patient safety, care delivery and patient experience.  Over the past several 
years, Vanguard has extended its traditional strengths in operating hospitals and building hospital 
systems in urban markets to dramatically improving employee engagement, quality and safety, 
and patient experience as part of a balanced approach to managing the business.   

Standardization and process re-engineering are being broadly scaled across the Vanguard system.  
New ideas are being executed, and as we find something that works in one region we quickly 
move it to others, creating a highly transparent, nationally scaled “learning organization.”   

As examples, Vanguard is:  

 reducing serious safety events by more than 80% on a journey to having no patient under 
our care harmed;  

 creating new formats for clinical integration and leadership among employed and 
affiliated physicians;  

 setting system-wide standards for clinical care through hospitalists, in critical care, for 
palliative and end-of-life care, with our radiologists, for our emergency departments, and 
in primary care and;  
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 one of only five U.S. health systems to have successfully implemented Medicare’s Acute 
Care Episode (ACE) demonstration project for orthopedics and cardiology in its 5 Baptist 
Health System hospitals in San Antonio, TX. 

Vanguard has embraced IHI’s Triple Aim™ initiative, formally becoming a partner organization 
in September, 2009.  Working to achieve the goals of reducing health care costs, improving 
quality outcomes and enhancing the experience of health care, we have integrated these goals into 
our strategic planning.  

Building on these broadly conceived strategies, Vanguard has defined a number of objectives to 
meet and exceed the Triple Aim™ goals, including:  

 Develop a culture of safety that results in Vanguard Health Systems becoming one of the 
nation’s safest places to receive care by reducing serious safety events by more than 80% 
in pursuit of no patient harmed by the end of FY 2013.  

 Partner with physicians, nurses and other professionals to develop new models of care, 
which substantially improve the population health and total care experience, attracting the 
best caregivers in a financially sustainable model, by the end of FY 2013. 

 Achieve enterprise-wide clinical information support that ensures the right evidence-
based information and resources are available at the right time and in the right place, 
enabling our caregivers to make the most informed decisions across our care delivery 
networks, by the end of FY 2015. 

 Be recognized as a top market performer, setting the standard for experience 
(patient/guest, employees and physicians), quality and efficiency. 

We believe that it is vital to our success that we continue to build networks of hospitals that are 
among the most innovative and comprehensive within their markets.  Our hospitals offer a variety 
of medical and surgical services including emergency services, pediatrics (through a dedicated 
children’s hospital), general surgery, internal medicine, cardiology, obstetrics, orthopedics and 
neurology, as well as tertiary services such as open-heart surgery, advanced neurosurgery, level II 
and III neonatal intensive care and level I trauma.  We also continue to add significant, 
differentiating services in each of our markets to continue in our effort to establish a 
comprehensive network.   

We are also aggressively seeking opportunities to accelerate the transition from fee-for-service to 
fee-for-value.  For example,    

• We have been awarded a CMS Pioneer ACO in Detroit and 2 CMS Shared Savings 
ACOs in Chicago and San Antonio 

• In Massachusetts, we were awarded a CMS Community Based Care Transition Program 
grant  

• In our Chicago hospitals we were awarded a CMS Innovation grant  
• We are actively pursuing bundled pricing initiatives with CMS and private payers (7 of 

our hospitals were awarded Model 1 bundled payments) and we are leveraging our multi-
year experience in the Acute Care Episode (ACE) demonstration project in San Antonio, 
TX  

• We continue to leverage our experience in Arizona with Medicare, Medicaid and Dual-
Eligible risk in other markets 
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A summary of Vanguard’s recent financial performance and operating statistics are included in 
the table below.  As can be seen, Vanguard has been successful in growing and sustaining its 
existing operations while at the same time growing the company through the acquisition of 
additional hospitals. 

Year ended June 30,
2008 2009 2010 2011 2012

($millions)

Net Revenue $2,570       $2,951       $3,224       $4,582       $5,949       

Yr/Yr n/a         14.8%    9.3%      42.1%    29.8%    

EBITDA $266.0      $302.7      $326.6      $423.0      $575.7      

Margin 10.3%    10.3%    10.1%    9.2%      9.7%      

Yr/Yr n/a         13.8%    7.9%      29.5%    36.1%    

Unaudited Operating Data - continuing operations:

Number of hospitals, end of period 15           15           15           26           28           

Number of licensed beds, end of period 4,181       4,135       4,135       6,201       7,064       

Discharges 169,668    167,880    168,370    223,793    285,026    

Adjusted discharges 283,250    288,807    295,702    404,178    518,118    

Net revenue per adjusted discharge 7,321       7,775       7,893       8,860       9,637       

Patient days 734,838    709,952    701,265    977,879    1,254,121 

Adjusted patient days 1,226,766 1,221,343 1,231,604 1,766,085 2,279,732 

Inpatient surgeries 37,538     37,970     37,320     49,813     67,258     

Outpatient surgeries 73,339     76,378     75,969     98,875     127,402    

Emergency room visits 588,246    605,729    626,237    924,848    1,220,357 

Health plan member lives 149,600    218,700    241,200    245,100    234,500    

Source: Form 10-K for fiscal year ending June 30, 2012  
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Included below are key quality metrics we routinely measure and track. 
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14. Due Diligence  

a) Describe your due diligence process.  

The general goal of our diligence activities will be to 1) determine the current financial run rate of 
GWHN, 2) evaluate the sustainability of the current financial run rate, 3) identify risks and 
opportunities in the operations, 4) develop capital commitments, 5) meet with management and 
begin to understand the culture of the health system and 6) identify issues which should be 
addressed in the development of a definitive agreement.  Through the course of due diligence we 
could identify issues which would further modify our proposal.  However, we take very seriously 
any proposal we submit in response to a request for a proposal.  We work extremely hard to 
honor the criteria upon which we are selected to move forward in a process.  We have a very 
transparent due diligence process where we share progress as we work through that process so 
that there are no surprises. 

We would deploy a team of subject matter experts to the Hospital to review documentation and to 
conduct interviews with responsible personnel.  We would expect that due diligence could be 
completed within a 30-45 day period.  

b) Provide a list of due diligence items you would like to receive in Phase II if you are selected 
to continue in the process.  

Attached as Exhibit B is our preliminary due diligence request list with a cross reference to the 
materials we have been provided in the data room and an indication of additional documentation 
we would be seeking in our initial request for data.  Note that a number of materials have been 
provided in the data room, but not for a recent period.    To be most beneficial, we would request 
that all data room materials be updated for a recent period where applicable.  As with any 
process, requests for additional information will generally follow as we work through the data 
and have discussions with members of management.   

15. Process and Approvals  

Indicate the level at which your response has been approved within your organization and what 
approvals will be required to sign a Definitive Agreement and to close the transaction.  

Any transaction to acquire or partner with GWHN will be subject to approval by Vanguard’s Board 
of Directors upon the completion of due diligence.  We generally keep our Board informed of 
acquisition activities as they progress, so such approval is generally not a significant hurdle to 
executing a definitive agreement or closing a transaction. 

16. Other  

Please describe any other factors that GWHN should consider in evaluating your proposal.  

As you consider partners, we would like to highlight some additional considerations.  

Consider the need for transformation 

Our nation’s current health care system is unsustainable and is in desperate need of transformation.  
Regardless of the ultimate outcome of the Patient Protection and Affordable Care Act, success in 
transforming our industry will require leaders in the private sector to create innovative new models of 
health care delivery.  As our environment changes, strong partnerships and systems with regional and 
national scale will be best positioned for success and leadership.  The scaled enterprise will also have 
the most efficient access to capital, and capital will remain a critical factor for the future success of 
health care organizations.   
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Consider Vanguard’s leadership, experience and national scale 

Vanguard is a Fortune 500 company publicly traded on the New York Stock Exchange (NYSE: 
VHS).  We have consistently grown the company when opportunities present themselves and have the 
means and desire to continue to execute on that philosophy.  Vanguard’s Chairman and CEO, Charlie 
Martin, began the company in 1997 by putting together an experienced, stable management team and 
has continued to enhance this team over the years.  Our senior leaders, with both not for profit and 
investor-owned experience, are recognized among the most forward thinking and innovative leaders 
in the industry.  You will see them on boards of directors, speaking panels and in leadership roles in 
leading industry advisory groups and associations.  Our diverse board of directors also consists of 
industry leaders and experts driving our company to the leading edge of transformation. 

Our experience in transactions is unmatched in the industry with our leadership having been involved 
in hundreds of hospital and health system transactions throughout their careers.  From signing a 
purchase agreement, to closing a transaction to transitioning a new system within our company, our 
team’s experience is unmatched.  Our belief is every transaction is unique. Consequently we do not 
approach our partnership opportunities with a set viewpoint or “cookie cutter” process. Rather, we 
have a flexible mindset when we structure deals to address the uniqueness of a particular partnership 
or transaction.   

Our system of 28 hospitals across 5 states provides us a platform from which to draw “best in class” 
ideas and processes and to quickly cascade those throughout the company.  We want to be the partner 
of choice for physicians, hospitals and other providers.  GWHN is seeking a partner that will allow it 
to continue to be a provider of leading health care services to the Greater Waterbury community – 
Vanguard is that partner.   

Commitment to New England 

Vanguard is committed to its New England market.  We have been in this market since 2005 and are 
looking for opportunities for growth and expansion.  We encourage GWHN leaders and Board 
members to visit existing Vanguard hospitals and communities to see evidence of our successes at our 
hospitals and our positive impact on the communities in which we operate.   

Commitment to communities 

When we enter a community, we keep our promises.  Our recent acquisition activity is a testament to 
our track record.  With each recent acquisition, our partners performed significant due diligence on us 
and found that we are trusted community members and we keep our promises.  Our hospitals are well 
capitalized and provide high quality care.  We commit to providing GWHN the means to remain and 
thrive as THE leading provider of health care services in the Greater Waterbury community. 
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EXHIBIT 16: TRANSITION PLAN 
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 Waterbury Hospital  

 

At the beginning of the transition process, the development department will host a kickoff 
meeting to provide an overview of the integration process.  The development team will walk the 
integration task force through the data room.  Team Leaders or “champions” for each 
department will be identified.  The Lessons Learned Coordinators will also introduce their role in 
the integration process. 
 

 
 

 
Month Relative to Close

Department  
Communications   

Staffing   

Benefits Enrollment and Education    

Senior Leadership Assessment    

Payroll  

Patient Experience   

Marketing  

Accounting  

Treasury  

Tax  

Financial Operations   

Business Office Services    

Reimbursement  

Managed Care   

Legal  

Facil ities  

Real Estate   

Information Technology    

Risk Management   

Clinical Operations   

Compliance  

HIPPA Compliance   

Development

Transaction Close
   -4 -3 -2 -1 1 2 3 4 5 6+

 
  Communications

  Staffing

     Benefits Enrollment

   Sr Leadership Assessment

 Payroll

  Patient Experience

 Marketing

 Accounting

 Treasury

 Tax

  Financial Operations

   Business Office Services

 Reimbursement

  Managed Care

 Legal

 Facil ities

  Real Estate

   Information Technology

  Risk Management

  Clinical Operations

 Compliance

  HIPPA Compliance

Development
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EXHIBIT 17: GWHN CHARITABLE CARE POLICIES 
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Waterbury Hospital 1 Last reviewed/revised:4/30/2013 

 
 
 

 
SCOPE:   Determination of when charity care is appropriate. 
PURPOSE: To make provisions for situations in which charity care is appropriate based 
on aggregate balance and Encounter review. 
 
POLICY:  It is the policy of Waterbury Hospital to appropriately offer charity care in 
situations where balances are uncollectible and criteria meets established guidelines. 
 
PURPOSE:  To provide a mechanism to identify patients/encounters that are 
uncollectible due to specific reasons: 

o No assets 
o Deceased, no estate 
o Homeless, no information 
o Patient has recently been granted Title XIX 

 
In addition, charity cases do not need to be presented to the Patient Assistance 
Committee: 
• Balances in aggregate totaling <$1000 – write off to Charity Care 
• Balances in aggregate totaling >$1000  - write off to appropriate Free Bed Fund 
 
PROCEDURE: 
When faced with one of the above situations, the Patient Financial Services Staff will do 
the following: 

• Prepare an allowance sheet with the appropriate encounter numbers, 
documentation and summary bill. 

• When submitting for a deceased patient, obtain a copy of the death certificate 
and/or verification from an authorized person i.e. relative, conservator, or 
caregiver. Estates must be verified by a phone call to the Probate Court of the 
city/town of residence. Some of the local probate numbers are: Waterbury 755-
1127, Naugatuck 729-4571, and Southbury 262-0641. 

• Self Pay outsourcing agency will send out the financial application. 
• When these forms are received back, the customer service rep will review the 

outsourced encounters along with any outstanding encounters to determine if 
patient assistance should be pursued. 

• On a weekly basis, the supervisor, Customer Service, will review all Encounters 
submitted for charity care. 

• If the Encounter falls into a category for one of the free bed funds, then the 

CATEGORY:  Credit & Collection POLICY:  Charity Care 
 ORIGINATED:  12/5/97 
REVIEWED: 6/10,11/11 REVISED:  07/03, 01/07, 12/07,12/09 
RETIRED: Comment: 
  

Waterbury Hospital 
CREDIT & COLLECTION MANUAL 

 
CHARITY CARE 
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Waterbury Hospital 2 Last reviewed/revised:4/30/2013 

balance will be written off to that fund using the appropriate procedure code and 
recorded as a utilization of that free bed fund for accounting purposes. 

 
Approved encounters for charity care will be written off to the Permanent Bed Fund and 
logged as charity care. 
 
Denied encounters will be referred back to the person who submitted them for further 
review or follow-up if it is determined that there is a source of payment available. 
 
Differences between Charity Care and Bad Debts: 
 
Examples of charity care recipients 

• Patients that are over income for assistance but are in financial hardship [working 
poor] 

• Uninsured persons who are impoverished by daily expenses 
• Patients who are unable to pay for services rendered and show true hardship 
 

Bad Debts 
• Patients who have the ability to pay but choose not to pay  
• Patients who do not cooperate with the hospital during patient interviews i.e. 

providing needed information to complete assistance applications. 
• Patients who do not follow through with assistance applications 
• Patients who willfully give bad demographic information 
• Encounters that are not resolved via collection efforts and there is no response 

from the patient or interest to resolve balances due. 
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Waterbury Hospital FY 2011-2012

Waterbury 
Hospital 
Sliding Scale 
for 2011-2012

 2011-2012 
Federal Poverty 

Income 
Guidelines 

Patients at or 
below 200% of the 
FPIG, and who 
meet other criteria 
are eligible for a 
reduction of their 
bill to zero.                                                

Care provided at 
hospital cost for 
those uninsured 
patients whose 
income is 
between 200% - 
250% of the FPL. 

Care should be discounted for 
those uninsured patients whose 
income is between 250% - 400% 
of the FPL [in accordance with 
IRS Section 501(r)(5) i.e. by 
using either the best or an 
average of the three best 
negotiated Commercial rates or 
the Medicare rate.

 

FAMILY SIZE

Income is 
between 0 and 

200% of the 
FPL

Income is 
between 200% - 

250% of the 
FPL

Income is between 250% - 
400% of the FPL

Income 200% 250% 400% >400% 

Discount 100% 71% 35% No discount
1 10,890$              21,780$            27,225$           43,560$                                  
2 14,710$              29,420$            36,775$           58,840$                                  
3 18,530$              37,060$            46,325$           74,120$                                  
4 22,350$              44,700$            55,875$           89,400$                                  
5 26,170$              52,340$            65,425$           104,680$                                
6 29,990$              59,980$            74,975$           119,960$                                
7 33,810$              67,620$            84,525$           135,240$                                
8 37,630$              75,260$            94,075$           150,520$                                

For each 
additional 

family 
member add 3,820$                7,640$              9,550$             15,280$                                  

Income is 
greater than 

400%
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PURPOSE:  To document compliance with the above IRS code. 
 
POLICY: It is the policy of Waterbury Hospital to comply with the IRS regulations 
governing tax exempt status, as defined in the Patient Protection and Affordable Care 
Act, section 3. Financial Assistance, section 4., Limitation on Charges and section 5. 
Billing and Collection. 
 
Section 3. FINANCIAL ASSISTANCE POLICY 
 
Section 501(r)(4) requires a hospital organization to establish a financial assistance policy and a policy 
relating to emergency medical care.  
Specifically, section 501(r)(4)(A) requires a hospital organization to have a written financial assistance policy 
that includes the following:  

(i) eligibility criteria for financial assistance, and whether such assistance includes free or discounted 
care;  

(ii) the basis for calculating amounts charged to patients;  
(iii) the method for applying for financial assistance;  
(iv) in the case of an organization which does not have a separate billing and collections policy, the 

actions the organization may take in the event of nonpayment, including collections action and 
reporting to credit agencies; and  

(v) measures to widely publicize the policy within the community to be served by the organization.  
Section 501(r)(4)(B) requires a hospital organization to have a written policy requiring the organization to 
provide, without discrimination, care for emergency medical conditions (within the meaning of section 1867 
of the Social Security Act (42 U.S.C. 1395dd)) to individuals regardless of their eligibility under the financial  
2 assistance policy described in section 501(r)(4)(A). The Technical Explanation states that “[t]he policy 
must prevent discrimination in the provision of emergency medical treatment, including denial of service, 
against those eligible for financial assistance under the facility’s financial assistance policy or those eligible 
for government assistance.”  
 

• Waterbury Hospital’s Credit & Collection Policy, Financial Assistance Section 
fully complies with Section 3 [above].  

• Signage is posted at every point of entry where patient registration occurs. 
• Financial packets are provided to patients who do not meet the qualifications for 

Medicaid entitlement. 
• All statements provide information on the back regarding how to obtain financial 

assistance. 
• Information is provided in the Patient Handbook 
• Customer Service staff is available via phone, personal visit; to work with all 

patients expressing difficulty resolving open balances. 
 

CATEGORY: Credit & Collection POLICY:  Compliance with IRS 501 (r)(5) 
ORIGINATED: October 1, 2011 REVIEWED:  
REVISED:   
SCOPE:  IRS section 501 (r) added to IRS Code section 9007 (a) of the Patient Protection and 
Affordable Care Act [PPACA] enacted March 23, 2010, Pub. L.No.111-148. Section 501 (r) 
affects hospital organizations that are currently described in section 501 (c)(3) of the Code as 
exempt from Federal Income taxation. 

Waterbury Hospital 
CREDIT & COLLECTION MANUAL 

 
COMPLIANCE with IRS 501(r) (5) 
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Section 4. LIMITATION on CHARGES 
 
Section 501(r)(5) requires a hospital organization to limit amounts charged for emergency or other medically 
necessary care that is provided to individuals eligible for assistance under the organization’s financial 
assistance policy to not more than the amounts generally billed to individuals who have insurance covering 
such care. Section 501(r)(5) also prohibits the use of gross charges.  
The Technical Explanation states that “[i]t is intended that amounts billed to those who qualify for financial assistance 
may be based on either the best, or an average of the three best, negotiated commercial rates, or Medicare rates.”  
 

• Waterbury Hospital has a sliding scale program which provides discounts to 
patients who qualify according to family size/income as stated in the Federal 
Poverty Income Guidelines. 

 
Section 5. BILLING and COLLECTIONS 
 
Section 501(r)(6) requires a hospital organization to forego extraordinary collection actions against an 
individual before the organization has made reasonable efforts to determine whether the individual is eligible 
for assistance under the hospital organization’s financial assistance policy.  
 
The Technical Explanation states that “extraordinary collections include lawsuits, liens on residences, 
arrests, body attachments, or other similar collection processes.” Technical Explanation at 82. The Technical 
Explanation also states that “[i]t is intended that for this purpose, ‘reasonable efforts’ includes notification by 
the hospital of its financial assistance policy upon admission and in written and oral communications with the 
patient regarding the patient’s bill, including invoices and telephone calls, before collection action or 
reporting to credit agencies is initiated.” 
 
 

• When a patient expresses difficulty resolving an open balance, the encounter is 
placed on hold to allow sufficient time for the patient to complete a financial 
application and provide documents. This would include collection efforts if the 
encounter/s are at a collection agency. 

• Patients who do not comply or respond to contacts by Waterbury Hospital will be 
placed back in the collection flow. 
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The Connecticut Hospital Association [CHA] has provided Voluntary Principles and 
Guidelines for Assisting Uninsured Patients.  
 
Waterbury Hospital has adopted these guidelines which are reflected in the Credit & 
Collection Policies and Sliding Scales. 
 
Excerpts are listed below: 
 
 Principles  
Assistance to uninsured patients should be based on the following principles:  
 
 Concern over a hospital bill should never prevent any individual from receiving 
emergency health services.  
 
 All patients should be treated with fairness, dignity, compassion, and respect.  
 
 Hospitals should have financial aid policies that are consistent with the mission and 
values of the hospital and that take into account each individual’s ability to contribute to 
the cost of his or her care.  
 
 Financial aid policies should be clear, understandable, and communicated in a manner 
that is dignified and in languages appropriate to the communities and patients served. 
These policies should be made readily available to prospective and current patients and to 
the community at large.  
 
 Hospitals should assist patients in obtaining health insurance coverage from privately 
and publicly funded sources, including free bed funds, whenever appropriate.  
 
 Debt collection policies—by both hospital staff and external collections agencies—
should reflect the mission and values of the hospital, and be carefully monitored to avoid 
unintended consequences.  
 
 Financial assistance by the hospital is not a substitute for the responsibility of 
government and employers to find solutions to expand access to healthcare coverage for all 
Connecticut residents. Hospitals must balance needed financial assistance for some patients 
with broader fiscal responsibilities in order to keep their doors open for all who may need 
care.  
 
 Financial aid policies do not eliminate personal responsibility. All patients should be 
expected to contribute to the cost of their care, based upon their individual ability to pay.  
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Guidelines  
These financial aid guidelines are intended to assist those low-income and uninsured 
individuals who do not otherwise have the ability to pay for medically necessary healthcare 
as prescribed by their physician and as determined by the hospital’s qualification criteria.  
While it is incumbent upon hospitals to have and fairly implement financial aid policies, it is 
incumbent upon financial aid applicants to cooperate with the hospital by providing 
necessary financial information and/or providing other information needed to enroll in a 
publicly sponsored insurance plan such as Medicaid or HUSKY.  
 
Connecticut Not-for-Profit Hospital Discount Policy  
Based on a review of annual income, uninsured patients in Connecticut receiving medically 
necessary services should be offered discounted services as described below:  
 
▪ Care should be provided free for those uninsured patients who request assistance and 
verify their annual income is less than 200% of the Federal Income Poverty Level (FPL).  
 
▪ Care should be provided at hospital cost, as established by the Office of Health Care Access 
(OHCA), for those uninsured patients who request assistance and verify their annual income 
is between 200% and 250% of the FPL.  
 
▪ Care should be discounted for those uninsured patients whose annual income is between 
250% and 400% of the FPL in accordance with the requirements of IRS Section 501(r)(5); i.e., 
by either the best, or an average of the three best, negotiated commercial rates, or 
Medicare rate.  
 
Hospitals should consider the total medical expenses faced by a family and the family’s 
ability to pay for those expenses, and offer greater assistance when possible to those 
families facing catastrophic medical expenses.  
Adopted by the CHA Board of Trustees - April 10, 2006  Revised - April 25, 2011 
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The policies governing Financial Assistance in the Waterbury Hospital Credit & Collection 
Policy Manual are listed below: 
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Waterbury Hospital 
Patient Access/ Financial Services 

FINANCIAL ASSISTANCE APPLICATION FORM 2011-2012 

Waterbury Hospital 1 Last Reviewed/revised:4/30/2013 

 
 
CASE # ______________________________ 
 
DATE  _______________________    Account #________________________________ 
 
I. PATIENT DATA – [If patient is a minor, [under 18] mother, father and/or 
guardian information must be completed] 
Name ___________________________________ date of birth ____________________ 
 
Address ________________________________________________________________  
 
zip code ______________ 
Phone number _______________________social security # ___________________ 
 
Mother's information 
Name _______________________________social security # ____________________ 
Date of birth __________________     phone number __________________________ 
 
Address ______________________________________________________________ 
 
zip code __________ 
 
Father's information  
Name _______________________________social security # ____________________ 
Date of birth ____________________  phone number __________________________ 
 
Address _______________________________________________________________  
 
zip code __________ 
 
Guardian’s information  
Name _______________________________social security # ____________________ 
Date of birth ____________________  phone number _________________________ 
 
Address ________________________________________________ 
 
 zip code __________ 
 
CHURCH 
AFFILIATION:____________________________________________________ 
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Waterbury Hospital 
Patient Access/ Financial Services 

FINANCIAL ASSISTANCE APPLICATION FORM 2011-2012 

Waterbury Hospital 2 Last Reviewed/revised:4/30/2013 

 
 
II. HEALTH INSURANCE               [      ]  YES                 [      ]  NO 
 
Insurance __________________________policy # _____________________________ 
Insurance __________________________policy # _____________________________ 
 
 
III. DEPENDENTS [not working and/or live in household, including spouse] 
Name Age Birth Date SSN # 

    

    

    

    

 
Total number of dependents living in household __________________ 
 
IV. THE FOLLOWING INFORMATION IS RELATED TO THE INDIVIDUAL 
RESPONSIBLE FOR PAYMENT: 
Patient ____________ Responsible Party [give 
name]___________________________ 
Employer name __________________________________phone #__________________ 
 
Address 
____________________________________________________________________ 
 
Dates of employment:    from _____________________ to ____________________ 
 
Gross weekly income  _________________net weekly income _________________ 
 
Gross income from income tax return______________year___________ 
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Waterbury Hospital 
Patient Access/ Financial Services 

FINANCIAL ASSISTANCE APPLICATION FORM 2011-2012 

Waterbury Hospital 3 Last Reviewed/revised:4/30/2013 

 
 
INCOME FROM OTHER SOURCES:     spouse ___dependent___ other___ 
Employer name____________________________________phone #________________ 
Address 
____________________________________________________________________ 
Dates of employment:  from ________________________to ___________________ 
Gross weekly income __________________net weekly income ______________ 
MISCELLANEOUS INCOME          
Source of Income Amount of Income 
Rent  
Pensions  
Social Security [SSN]  
Veterans’ Security  
Workman’s compensation  
Unemployment compensation  
Other :  
Other:  
Total from All Income Sources     $  
 ______ 
 
PERSONAL / CAPITAL ASSETS                                                                               
Personal Asset Amount of 

asset 
Capital Asset Purchase Date Price 

Checking accounts  Real Estate 
[own home] 

  

Savings accounts  Automobile   
Life Insurance  
[cash surrender 
value] 

 Other:   

Securities and bonds  Other:   
Other:     
Other:     
Total personal   Total Capital    
     
Income Tax Refund 
(s) 

Federal $                              
State $ 
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Waterbury Hospital 
Patient Access/ Financial Services 

FINANCIAL ASSISTANCE APPLICATION FORM 2011-2012 

Waterbury Hospital 4 Last Reviewed/revised:4/30/2013 

 
 
V. CURRENT DEBTS             
Type of Debt To Whom Paid Monthly 

Payment 
Balance 

Mortgage    
Rent    
Gas    
Electric    
Phone    
Oil    
Income taxes due IRS   
Finance Companies    
Credit Unions    
Life Insurance    
Homeowner/Rental 
Insurance 

   

Car Insurance    
Property Tax    
Other    
Other    
    
    
 
CHARGE ACCOUNTS  
Credit card/Store Monthly Payment Balance 
   
   
   
   
   
   
   
OTHER MEDICAL BILLS 
Hospital/Doctor etc. Monthly Payment Balance 
   
   
   
   
   
Total outstanding debts  $ ____________________________  
 
IMPORTANT:   SIGNATURE IS REQUIRED ON NEXT PAGE FOR VERIFICATION OF 
INFORMATION. UNSIGNED APPLICATIONS WILL BE RETURNED and/or DENIED, IF 
SIGNATURE NOT OBTAINED.
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Waterbury Hospital 
Patient Access/ Financial Services 

FINANCIAL ASSISTANCE APPLICATION FORM 2011-2012 

Waterbury Hospital 5 Last Reviewed/revised:4/30/2013 

 
 
 
VI. CERTIFICATION 
 
    I certify under the penalty of perjury that the information I have given is correct, 
true and complete.  I also give permission for verification of all facts relating to my 
eligibility. 
 
                                                      ACKNOWLEDGEMENT   
 
Patient or guarantor signature ________________________________________ 
 
Witnessed by _______________________________________date 
_________________ 
 
Address of above 
__________________________________________________________ 
 
City, town ___________________________________________State 
________________ 
****NOTE****   IF PATIENT IS CLAIMING NO INCOME, A NOTARIZED 
STATEMENT MUST BE PROVIDED FROM THE PERSON THAT IS 
SUPPORTING THE PATIENT FINANCIALLY. 
 
 
Please mail this application and the required information off the checklist to the address 
listed below. 
  WATERBURY HOSPITAL HEALTH CENTER 
  P.O.   BOX 1590 
  WATERBURY, CT   06721 
 
  ATTN:   PATIENT FINANCIAL SERVICES 
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Waterbury Hospital 1 Last reviewed/revised:4/30/2013 

 
 
 

 
POLICY: It is the policy of Waterbury Hospital to provide patients with information 
relating to financial counseling services. 
 
The following signs are posted at registration points of service: 
ARE YOU HAVING PROBLEMS PAYING YOUR HOSPITAL BILLS? 
 
If you are coping with a personal financial hardship, and are facing significant debts 
owed to Waterbury Hospital, Waterbury Hospital offers “free bed funds” to cover the 
cost (partially or fully) for inpatient, outpatient and emergency services rendered at the 
Hospital for qualifying patients. 
 
To obtain further information, including an application, please contact our customer 
service representatives as follows:  
 

• By phone at 203-573-7116, Monday through Friday, 8:30 a.m. to 3:30 p.m. 
• By appointment or walk-in in the Patient Financial Services office (ground floor 

adjacent to the Main Lobby) Monday through Friday, 8 a.m. to 4:30 p.m. 
 
ESTA USTED TENIENDO PROBLEMAS PAGANDO LOS BILES DEL 
HOSPITAL? 
 
Si usted está pasando por un problema financiero o está usted en deuda con el Hospital de 
Waterbury, ahora el Hospital el ofrece un programa llamado “Fondo de Cama Gratis” 
para cubrir el gasto parcial o completo a los pacientes que son internados, dado de alta o 
en emergencia que visitan el Hospital. Este programa solamente es para esas personas 
que califican. 
 
Para obtener más información, incluyendo una aplicación, por favor comuníquese con 
nuestra oficina de servicios al paciente en el horario indicado a continuación: 
 
POR TELEFONO:    
203-573-7116, de lunes a viernes, 8:30 a.m. to 3:30 p.m. 
 
CON CITA O SIN CITA:  

CATEGORY:  Credit & Collection POLICY:  Free Care Patient 
Information 

 ORIGINATED: 10/03 
REVIEWED: 06/10,11/11 REVISED:01/07, 01/08, 12/09,09/11 
RETIRED: Free Care Signage, replaced 
with Free Care Patient Information 

Comment: 

  

Waterbury Hospital 
CREDIT & COLLECTION MANUAL 

 
FREE CARE PATIENT INFORMATION 
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Waterbury Hospital 2 Last reviewed/revised:4/30/2013 

Horario de la oficina: lunes a viernes, 8 a.m. a 4:30 p.m. 
 
LAS OFICINAS DE ASISTENCIA AL PACIENTE ESTAN LOCALIZADAS EN LA 
PLANTA BAJA AL CRUZAR LA SALA DE ESPERA. 
 
All statements sent from Waterbury Hospital will have the following information printed 
on the back of each statement: 
 

ARE YOU HAVING PROBLEMS PAYING YOUR HOSPITAL BILLS? 
 
Waterbury Hospital offers “free bed funds” to cover the cost (partially or fully) for 
inpatient, outpatient and emergency services rendered at the Hospital for qualifying 
patients. To obtain further information, including an application, please contact our 
customer service representatives.  
 
You will receive written notice of the outcome of your case including reason/s if your 
case is rejected. You may reapply for free bed funds at any time. Additional funding may 
become available on an annual basis. 
 
Other assistance options, such as a sliding scale discount may also apply to your 
situation. The financial counseling process will indicate available options to assist you 
with your outstanding balance.  
 

ESTA USTED TENIENDO PROBLEMAS  
PAGANDO LOS BILES DEL HOSPITAL? 

 
El Hospital de Waterbury le ofrece un programa llamado “Fondo de Cama Gratis” para 
cubrir el gasto parcial o completo a los pacientes que son internados, dado de alta o en 
emergencia que visitan el Hospital. Este programa solamente es para esas personas que 
califican. Para obtener más información, incluyendo una aplicación, por favor 
comuníquese con nuestra oficina de servicios al paciente en el horario indicado a 
continuación: 
POR TELEFONO:    
203-573-7116, de lunes a viernes, 8:30 a.m. to 3:30 p.m. 
CON CITA O SIN CITA:  
Horario de la oficina: lunes a viernes, 8 a.m. a 4:30 p.m. 
LAS OFICINAS DE ASISTENCIA AL PACIENTE ESTAN LOCALIZADAS EN LA 
PLANTA BAJA AL CRUZAR LA SALA DE ESPERA. 
 
Usted recibirá una notificación indicando si su caso ha sido aprobado o negado. Fondos 
adicionales estarán disponibles anualmente.Otra opción de asistencia es la aplicación 
“Sliding Scale Discount” para su situación financiera. Esta aplicación es para ayudarle 
con al balance de su cuenta pendiente. 
 
Asistencia adicional estará disponible en el Departamento de Servicio Social o 
Departamento de Salud. 
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Waterbury Hospital 3 Last reviewed/revised:4/30/2013 

 
 
 
 
 

ARE YOU UNINSURED? 
 

If you meet the definition of “uninsured” as defined by Connecticut State statutes, section 19a-
673, [effective October 1, 2003], you may be eligible to have your balance/s reduced. 
 

1. You have one or more outstanding balances due to Waterbury Hospital. 
2. You have applied and been denied eligibility for any medical or health care coverage 

provided by Medicaid or State Administered General Assistance [SAGA] due to failure 
to satisfy income or other eligibility requirements 

a. Proof of denial is required 
3. You are not eligible for coverage for hospital services under any other health insurance 

program [including workers compensation, third-party liability, motor vehicle insurance] 
4. Your household income is at or below 250% of the Federal Poverty Income Guidelines.  

a. Proof of income is required 
 
To find out if you qualify, please contact us.  
 

PATIENT FINANCIAL SERVICES 
By phone at 203-573-7116, Monday through Friday, 8:30 a.m. to 3:30 p.m. 
By appointment or walk-in in the Patient Financial Services office (ground floor adjacent to the 
Main Lobby) Monday through Friday, 8 a.m. to 4:30 p.m. 
________________________________________________________________________ 
 
In addition, a handout is available upon request as Required By The State Of Ct, SB568. 
Forms are available in the storeroom – form # CN4457 for all registration points of 
service. 
 
The information sheet must be available for anyone who requests information about 
discounts or free bed funds. 
 
 
Patient Handbook – for inpatients, the patient handbook contains information on financial 
assistance 
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EXHIBIT 18: IRS 990 REPORT 
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EXHIBIT 19: CURRICULUM VITAE/BIOGRAPHIES 
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CONFIDENTIAL RESUME OF  
DARLENE STROMSTAD, FACHE 
Middlebury, CT 
 
 
PROFESSIONAL EXPERIENCE: 
 
THE GREATER WATERBURY HEALTH NETWORK, Waterbury, CT 
A 367 bed private not-for-profit, secular acute care teaching hospital with centers of excellence in primary care, cardiac 
services, behavioral health and orthopaedics; network includes numerous joint ventures and large multi-specialty group 
practice. 
 
PRESIDENT/CEO (2011 – present) 
Leads Waterbury Hospital’s transformation which includes developing a Joint Venture with Saint Mary’s Hospital and LHP 
Hospital Group of Texas in developing a three-way partnership which includes the proposed construction of a $400 million 
medical center in Greater Waterbury.  Responsible for stabilizing and guiding the hospital and network into a new direction 
to ensure the Greater Waterbury community receives optimal health care service long into the future. 
 
 
 
GOODALL HOSPITAL, Sanford, ME  
$I50M healthcare organization, including community hospital, three out-patient centers, two models of physician employed 
groups, and I 72-bed long term care division.   

President/CEO (2005-2011)  
Protected mission of a struggling community healthcare system through operational, quality and growth strategies, to make 
it attractive to a large healthcare system for merger (now in process).  Goodall Hospital had suffered from years of neglect, 
resulting in substantial lost market share, a poor reputation, regulatory and licensing deficiencies and was operating at a loss 
since the mid-1990s; it was at risk of closure. Restored reputation, accreditation, removed regulatory impediments, rebuilt 
reputation, recruited physicians and identified new management staff, resulting in the hospital becoming a respected 
community leader and healthcare provider. Quickly implemented 6-point "turnaround" operational priorities to support  
strategic plan of bringing the organization (hospital, outpatient centers, physician practices and long term care division) to 
stability, in order to negotiate from a position of strength in future affiliations or mergers.  
 

CATHOLIC MEDICAL CENTER, Manchester, NH  
$325M,  322-bed healthcare organization (formerly part of the Optima Healthcare merger).  

Senior Vice President, Chief Strategy Officer (1999-2004)  
Reporting to the CEO of Catholic Medical Center, actively led efforts to build CMC's revenues and reputation in a highly 
charged and challenging healthcare market. Leadership role in turnaround effort to grow market share, increase volume in 
key strategic areas, rebuild relationships with medical staff and  re-open all formerly closed business units. Reversed 
reputation as hospital slated for closure, and subordinate to market leader.  

OLYMPUS HEALTHCARE GROUP, INC., Waltham, MA  
$200M start-up healthcare organization, which included Skilled Nursing Facilities, Long-Term Acute  
Hospitals, Transitional Care Units, Home CareiDME and Outpatient Rehabilitation Centers, operating in  
3 states.  
 

Senior Vice President, Managed CarelNetwork Development (1997-1999)  
Implemented company-wide managed care strategy to link for-profit post-acute business to referral sources, as a lower 
cost care alternative in the continuum of care.  

00904



ST. JOSEPH HEALTHCARE, Nashua, NH  
$185M community acute care hospital with ancillary services including a DME company, physician  
practices, ambulance service, home healthcare and a jointly owned freestanding cancer center.  

Vice President, Marketing and Planning (1988-1996)  

Responsible for business development strategy and implementation for community healthcare system which is a 
member of a regional Catholic organization; responsible for regulatory processes, physician practice development, 
managed care and patient satisfaction   

MEDCENTER ONE, Bismarck, ND  
A tertiary healthcare system serving Central North Dakota and Northern South Dakota.  

Director, Community Relations/Business Development (1981-1987)  
Key role in the transition from Bismarck Hospital to Medcenter One which involved several major building  
projects, establishing new programs, technological advances, and joint ventures with major physician  
groups, resulting in increased market share and consumer preference in a two medical center region.  
 
 
EDUCATION: 
MBA, Rivier College, Nashua, NH  
BA, Journalism, University of North Dakota, Grand Forks, ND  
Fellow (FACHE), American College of Healthcare Executives  
 
MEMBERSHIPS: 
Governor, Board of Governors (International), American College of Healthcare Executives 
Regent, State of Maine, American College of Healthcare Executives  
Member, Board of Directors, Maine Hospital Association  
Member, Board of Directors, Northern New England Association of Health care Executives  
Member, Government Relations Committee, New Hampshire Hospital Association  
Member, New England Society for Healthcare Strategy  
 
COMMUNITY ACTIVITIES: 
Member, Board of Directors, Waterbury Chamber of Commerce 
Member, Board of Directors, Sanford/Springvale Chamber of Commerce, Sanford, Maine  
Member, Board of Directors, United Way of York County, York County, Maine  
Member, Board of Directors, Sanford Downtown Legacy, Sanford, Maine  
Executive Member, Board of Directors, Adult Learning Center, Nashua, NH  
Chairman, Board of Directors, Greater Nashua YMCA, Nashua, NH  
Chairman, Board of Directors, Greater Nashua Chamber of Commerce, Nashua, NH  
 
HONORS/AWARDS: 
Grassroots Champion, State of Maine, American Hospital Association 
Recipient, Distinguished Woman Leader, Nashua YWCA  
Recipient, New Hampshire's Most Powerful Women, Business New Hampshire  
Recipient, One of30 Statewide Leaders, Leadership New Hampshire  
Recipient, Numerous Regional and National Marketing Awards   
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Sandra A. Iadarola 
166 Ice House Rd., Unit #5 

Oakville, CT 06779 
860-274-6610 

 
 
PROFILE 
 
Energetic, experienced healthcare administrator with over 25 years in managing both 
clinical and service operations.  Extensive background includes implementation of a 
shared governance structure, reengineering work processes for efficiency and result 
oriented gain, organization wide implementation of an electronic medical record 
including physician order entry, proven quality improvement strategy with excellent 
outcomes, and reorganization/streamlining management structure to improve customer 
focus and integrate clinical and financial accountability. 
 
 
PROFESSIONAL EXPERIENCE 
 
THE WATERBURY HOSPITAL                                                                2002- Present 
Waterbury, CT 
 
Chief Nursing Officer/Vice President Patient Care Services                    2011-Present 
Responsibilities include operational planning and direction for over 30 clinical cost 
center and 650 FTE’s.  Provides leadership and direction for all Nursing functions within 
the organization 

• Successfully implemented 5% salary cost reduction 
• Acted as Clinical Transformation Champion for Meaningful Use pathway, 

including CPOE and Surgical Service information system implementation    
• Established foundation for shared governance in a unionized environment                     

 
 
Administrative Director, Med/Surg and Critical Care Units                    2002-2011 
Responsibilities include planning, implementing and evaluating operational activities for 
these services in alignment with strategic direction.  Also responsible for clinical 
oversight of patient care related contract services, such as physical therapy. 

• Served as co-chairman of implementation team responsible for the successful 
creation of the Open Heart and Interventional Cardiology program 

• Played a key leadership role in the development of staff retention and recruitment 
initiatives with the outcome of decreasing utilization of agency staff and need for 
monetary hiring incentives 

• Provided leadership and coordination in the implementation of a hospital wide 
information system in the patient care areas 

 
THE CHARLOTTE HUNGERFORD HOSPITAL                                   1988- 2002 
Torrington, CT 
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Vice President, Patient Care Services                                                          1998 -2002 
Responsibilities included operational oversight of all inpatient services, surgical services, 
emergency services, ambulatory care units, pharmacy, cardiopulmonary, case 
management, social work services, quality improvement and risk management.  
Accountable for 30 cost centers and greater than 300 FTE’s. 

• Reduced operating expenses by 5% within one year, resulting in hospital wide 
savings of $5 million 

• Implemented business unit structure, decreasing management positions by 50% 
• Maintained or improved key quality indicators including customer satisfaction 

throughout the transition 
 
 

Director, Case Management/Quality Improvement                                   1992- 1998 
Responsibilities included coordination of organization wide quality improvement 
activities including Medical Staff functions and implementation of case management 
processes 

• Implemented case management model, integrating utilization review, discharge 
planning and social work services, to accomplish decreased length of stay with no 
increase in readmission or denial rates 

• Collaborated with Medical Staff leadership to develop credentialing process based 
on data tracking and trending function 

• Coordinated quality data reporting and analysis for multiple hospital departments, 
Medical Staff and Board of Governors 

 
Associate Administrator, Patient Care Services                                        1988- 1992 
Responsibilities included clinical operations accountability for multiple patient care 
departments 
 
 
THE WATERBURY HOSPITAL                                                               1973 – 1988 
Waterbury, CT 
 
Progressive Management Positions                                                             1978 - 1988 
Positions included Materials Management Coordinator for Nursing Services, Clinical 
Supervisor for Medical Services, Quality Assurance Coordinator, and Nurse Manager for 
a 52 bed Medical Teaching Unit with and oncology specialty 
 
Registered Nurse, Medical and Critical Care Units                                  1973 - 1978 
 
 
EDUCATION/CERTIFICATIONS 
 
Rensselaer Polytechnic Institute, Troy, NY 
M.B.A., Health Care Concentration 
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University of Connecticut, Storrs, CT 
B.S., Nursing 
 
Healthcare Quality Certification Board, San Gabriel, CA 
Certified Professional in Healthcare Quality 
 
 
PROFESSIONAL AFFILIATIONS 
 
National Association for Healthcare Quality 
Connecticut Organization of Nurse Executives 
 
COMMUNITY ACTIVITIES 
 
Vice Chairperson, Board of Directors for VNA Health at Home 
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Michael J. Cemeno 
8 Flax Mill Hollow 

Branford, CT 06405 
203-483-5532 

mikecem@comcast.net 
 

         
Healthcare IT Executive with extensive experience aligning IT strategy with the business objectives of an 
organization.  Ability to analyze and interpret complex existing organizational workflows, into a 
comprehensive automated system, with resultant cost efficiencies and enhancement of patient care. 
Excellent problem solving and operational skills, along with the ability to galvanize IT project participants 
into a cohesive team. 
 
 
Career Experience: 
 
March 2011 to  Waterbury Health System, Waterbury, CT 
Present   Chief Information Officer, Waterbury Hospital 
 
Acting executive reporting directly to CEO responsible for all aspects of Information Systems functions 
during a comprehensive hospital wide Senior Executive reorganization.  
 
• Successful implementation of whole house Cerner CPOE and house wide clinician documentation. 
• Developed Community Physician strategy and recommendations for the Waterbury area. Develop IT  
• Complete IT reorganization. 
• Develop planning tools with IT staff to track projects, priorities and create a resource grid to identify 

staffing requirements to meet those priorities. 
• Assure congruence of IT priorities with the organizations goals. 
• Provide day to day leadership to IT staff and represent the department at Senior Executive meetings 
• Assure day to day operations of the Information Systems department.  

 
March 2003 to Yale-New Haven Health System, New Haven, CT 
Dec 2010  Associate Chief Information Officer 
 
Implement Information System strategies and lead all operational activities for the YNHHS Information 
Technology Department. Yale New Haven Health System is the largest healthcare provider system in 
Connecticut, affiliated with Yale University School of Medicine. Includes Yale-New Haven, Bridgeport and 
Greenwich Hospitals and affiliated entities. Provide application contracting, development and 
implementation expertise. Overall responsibility for department policy and procedure and budget. 
Executive IT liaison with major departments and system executive staff.  
 
• Lead the IT EBP (Enhanced Business Practices for SOX compliance) project for computer controls.  

Developed computer and compensating controls for all major financial systems, these controls 
deemed “effective” by outside audit, saving audit dollars. 

• Developed complete migration and implementation strategy for the Eclipsys SCM product, which was 
instrumental in the achievement of HIMSS stage six EMR adoption rating. 

• Coordination of IT resources for complete Electronic Documentation for both Physicians’ and Nursing, 
throughout the Yale-New Haven Hospital integrated delivery network, including all IP/OP and clinics.  

• Spearheaded the IT implementation for 500,000 square foot Cancer Center on time and on budget. 

• Developed the ARRA/Hitech act response and developed new policy and procedures to enable 
compliance.  

• Fully deployed RFID solution for equipment tracking and automated refrigerator temperature 
monitoring to meet the Joint Commission recommendations and create operational efficiencies. 

• Coordinated Web Development and SharePoint Development for many major initiatives including, 
Safe Patient Flow, Shared Services, Smilow Portal, Epic Portal, Board Portal and others. 

• Consolidation of Tumor Registry amongst the three IDN’s, saving operational dollars and providing 
enhanced patient safety.  

00909



• Implemented Telestroke Telemedicine program, this program allows a remote stroke patient 
evaluation by a Yale neurologist allowing the immediate administration of TPA. 

• Negotiated and implemented the Premise Bed Management system which contributed to increased 
bed turnover and positively impacted length of stay. 

 
 
July 1998 to  Greater Hudson Valley Health System, Newburgh, NY 
Feb 2003            Vice President of Information Technology and Chief Information Officer 
 
Responsible for all Information Systems for a four hospital integrated delivery system which included 
Arden Hill Hospital, Cornwall Hospital, The Horton Medical Center, and St Luke’s Hospital and affiliated 
entities. Held direct line information system management responsibilities for the entire health system.  
Responsibilities included the strategic and operational planning for the consolidation of all IS resources, 
including IT personnel and the data center.  
 
• Led efforts for system consolidation of IS. Had the only successful consolidation project of any kind, 

in the three years of system development.  

• Created a county wide fiber WAN to connect the 4 hospitals. 

• Coordinated fast-track selection of the PeopleSoft Financial products. 

• Spearheaded a full PeopleSoft financial system (GL, AP, MM, and HR) in 2 hospitals within 3 months 
of contract signing. 

• Coordinated the selection and installation of a full modality PACs system.  

• Coordinated the IS implementation of a $25Mill ambulatory center. 

 
Aug 1997 to  Temple University Health System, Philadelphia, PA 
July 1998 Director of Technical Services and Computer Operations, Hospital Information 

Services, Temple University Health System 
 
Responsible for all technical areas of information systems for TUHS I which s affiliated with the Temple 
University School of Medicine and   7 area hospitals, including Temple University Hospital. 
 
• Responsible for complete system deployment at Temple Universities Children's Medical Center, this 

included integration of 6 separate systems, in 90-day time frame. 

• Designed and implemented logical/physical layer security strategy for entire network. 

• Implemented Wide Area Connectivity within system. 

 
Feb 1995 to  Allegheny Health, Education and Research Foundation, Philadelphia, PA 
Aug 1997            Information Services Director, Information Systems, Hahnemann University 

Hospital(HUH), Physician Systems, DVR, Account Executive, HUH.  
 
Was Information Systems liaison for the Philadelphia system flagship 600 bed Hahnemann University 
Hospital and for all 200 physician practices.  Responsibilities included interfacing with HUH executive 
management as part of the executive staff as well as like responsibility on the physician executive staff.  

 

• Developed "cookie-cutter" installation methodology utilizing standardized workflow analysis to 
network and application installs, resulting in 108 installations in less than one year. 

• Developed specifications and implementations strategy for several new systems including Pharmacy, 
Flow Cytometry, Home Infusion, OR scheduling and supplies, and a custom electronic referral 
submission and tracking application. 

• Created IS steering and the Patient Care/IS steering committee.  

 
Feb 1991 to  Berwick Hospital Center, Berwick, PA 
Dec 1994  Director Management Information Systems 
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Managed MIS department for 179-bed acute care hospital and two 120-bed nursing homes. 
 
• Responsibilities including budget and management functions for MIS, Occupational and Employee 

Health Departments. 
 
 
Jan 1980 to     Drexel Burnham Lambert, Inc., Philadelphia, PA 
Jan 1991  Corporate Vice President Operations 
 
• Developed and maintained first computerized accounting system for DBL's Philadelphia floor 

operation. 
 
Jan 1979 to  Philadelphia Stock Exchange, Philadelphia, PA  
Jan 1981   Compliance analyst  
 
• Designed specifications for auditing programming.  
 
 
 
Education: 
 
1974 to 1978 Temple University, Philadelphia, PA 

BBA, Accounting 
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 CURRICULUM VITAE 
 

Scott H. Kurtzman, MD FACS 
 
 
ADDRESS 

461 Rockwood Drive 
Southington, CT 06489 
(860) 628-0181 
  

 
MARITAL STATUS 

Married, 3 children 

 
PRESENT POSITION 

Chairman, Department of Surgery                          (April 15, 2005 to present) 
Program Director, Surgical Residency Program  
Waterbury Hospital 
Department of Surgery 
64 Robbins Street 
Waterbury, Connecticut  06721 
Phone: (203) 573-7257; Fax: (203) 573-6073 
E-Mail: skurtzman@wtbyhosp.org 
 
Professor of Surgery     Present 
Department of Surgery 
University of Connecticut Health Center 
Farmington, Connecticut  06030-3955 
 
Associate Professor of Surgery   (September 1, 1999 – April, 2005) 
Assistant Professor of Surgery   (July 1, 1990 – August 31, 1999) 
            
               
    

FELLOWSHIPS 

Surgical Oncology Fellow; Memorial Sloan Kettering Cancer Center, New York City, NY: July 1988 
- June 1990 
 
Medical Staff Fellow, Surgery Branch, National Cancer Institute, National  Institutes of Health, 
Bethesda, Maryland: July 1983 - June 1985 

 
POSTGRADUATE TRAINING 

Resident in General Surgery (PGY 3-5); University of Medicine and Dentistry of  New Jersey, 
Newark, New Jersey: July 1985 - June 1988 
 
Resident in General Surgery (PGY 1 & 2); University of Maryland Hospital, Baltimore, Maryland: 
July 1981 - June 1983 
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EDUCATION 

Albany Medical College of Union University               MD June 1981 
Roswell Park Memorial Institute, State University of NY MS July 1977 
Northwestern University (Neuroscience Major)  BA June 1976 
 

AWARDS AND HONORS 

 Chabad of Litchfield- Maimonides Award December 2011 

 American College of Surgeons/American Society of Breast Surgeons Health Policy Scholar; 
Brandeis University Heller School June 2009 

 Administrative Chief Resident in Surgery UMDNJ 

 American Cancer Society Breast Cancer Education Award, Greater Hartford Unit June 1995 

 American Cancer Society Breast Cancer Award, Greater Hartford Unit, June 1995 

 American Cancer Society Breast Cancer Award, Greater Hartford Unit, June 1996 

 Best Faculty Teacher Award, voted by Univ. of Connecticut Health Ctr Medical Students, June 
2000 

 

CERTIFICATION AND LICENSURE 
Diplomate, American Board of Surgery, November 1990; Recertified 2009 
Fellow, American College of Surgeons, October, 1993 
Licensure:  Maryland, New Jersey, New York, and Connecticut (all but CT not renewed) 

 
PROFESSIONAL SOCIETIES 

 American Association for Cancer Research 

 American College of Surgeons  

 American Radium Society 

 American Society of Breast Surgeons 

 American Society of Breast Diseases 

 American Society of Clinical Oncology 

 Connecticut Society of American Board Surgeons 

 Connecticut State Medical Society 

 Hartford County Medical Society 

 New England Cancer Society 

 Society of Surgical Oncology, Inc. 

 New England Surgical Society 
 

COMMITTEES 
 
University/Hospital Committees 

1990-99 Surgical Case Review Committee, Chairman 

1991-2002      Institutional Review Board Vice Chairman (1995-97); Chairman 1997- 2002 
1991-2005 Interviewer for Medical School Admission 
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1991-2005 Clinical Cancer Committee (Chair 2002-2005) 
1992-2005 Pharmacy and Therapeutics Committee, (Acting Chairman 1994-95) 
1992-98 Cancer Genetics Committee 

1992-2005 Breast Health Center, Medical Director 
1992-93 Women's Health Center Steering Committee 
1994-2005 Medical Records Review Committee 

1994-95 Process Improvement Team for OR Preparation, Chairman 
1995-2005 Oncology Course Committee, (Lectures, Problem-Based Learning)  
1995-2005 CHIPS (Compassionate Help for Impaired Professional Students Committee) 
1995-97 Electronic Medical Records Committee 
1995-2005 Medical Records Steering Committee 
1996  7

th
 Floor Redesign Committee 

1996-98 Lead Physician/General Surgery 

1996  Subcommittee on Specimen Handling - Chairman 
1997  Order Entry & Re-design Committee 
1997  GI Credentialing Committee 
1997  Enhanced Electronics Education System Committee 
1997-2000 At-Large Representative to the School of Medicine Council 
1998-2000 School of Medicine Council Steering Committee 
1998  Academic Affairs Subcommittee of the Practices Clinical Governance Committee 
1999-2008 Faculty Review Board 
1999  Connecticut State Medical Society – Cancer Coordinating Committee 

2005-2009 Waterbury Hospital Surgical Services Committee (Chair) 
2005-present Waterbury Hospital Cancer Committee (chair) 
2005-present Waterbury Hospital IRB (Chair 2007-present)   
2011-present Waterbury Hospital Graduate Medical Education Committee  
2012-present Waterbury Hospital Continuing Medical Education Committee 

 
Regional/National Committees 

1990-94 American Cancer Society (ACS) Public Education Committee  
1992-2000 American College of Surgeons - Cancer Liaison 
1994-2000 ACS State Task Force on Breast Cancer  
1994-97 Corporate Relations Committee, Society of Surgical Oncology 

1994-98 Breast Cancer Team, Greater Hartford Unit ACS, Chairman 
1995-99 Greater Hartford Unit ACS - Executive Board 

1996-present Connecticut Breast & Cervical Cancer Early Detection Program Executive Board    
1996-99 Program Committee, Society of Surgical Oncology 
1997  Web Page Committee - Society of Surgical Oncology 

1997-2005 Training Committee -  Society of Surgical Oncology (Chair 2002-2005) 
1997-present Breast Disease Committee, NSABP 
1997-2000 Cancer Coordinating Committee - CT Medical Society 
1998-present Connecticut State Legislative Committee of the American Association for  Cancer 

Research, Inc 
1998-2005 Yale Cancer Center Education Committee 
1999  CSMS Cancer Committee, Vice Chairman 
1999  Clinical Trials Workgroup – with Senator Edith Prague 

2001-present Ct Chapter of the American College of Surgeons (Executive Council 2002-05, 
President 2005-2007) 
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2002-2005 Education Committee ASBS 

2005-2008 Society of Surgical Oncology (Executive Council 2005-2008) 
2007-present  National Accreditation Program for Breast Centers – Executive Committee and 

Chair Standards and Approvals Committee (2008-present) 
2008-2011 Member American Joint Commission for Cancer (Chair Finance Committee 

Spring 2011-present, Executive Committee 2011-present) 
2009-2012 Governor at large, American College of Surgeons 
2010-present Legislative Committee American Society of Breast Surgeons 
2010-present Connecticut Department of Public Health Breast and Cervical Cancer Early  
  Detection program Medical Advisory Board 
2011-present Physician Health Subcommittee, American College of Surgeons Board of 

Governors 
 

COMMUNITY SERVICE 

1983-1985 Central Elementary School PTO, Treasurer 
1994 -2004 Religious Committee Farmington Valley Jewish Center - Emek Shalom 
1998-2004 Chairman Religious Committee and Executive Board member Farmington Valley 

JewishCenter - Emek Shalom 

 
 
PRESENTATIONS 
 

Post Graduate Medical Education 
 
Local Presentations 
1. “Soft Tissue Sarcomas” Mount Sinai Hospital Grand Rounds, Hartford, CT, October 1990 
 
2. “Surgery in the Elderly Patient, Immuno-compromised Patient, and Malnourished Patient”, 

(Panelist), University of Connecticut School of Medicine, Annual Controversies in Surgery 
Program, February 1991 

 
3. “Central Venous Access in the Cancer Patient”, University of Connecticut School of Medicine, 

Combined Surgical Grand Rounds, 1991 
 
4. “Radioimmune Guided Surgery” Charlotte Hungerford Hospital Grand Rounds, Torrington, CT, 

May 1991 
 
5. “Surgical Approach to Soft Tissue Sarcomas” Charlotte Hungerford Hospital Grand Rounds, 

Torrington, CT 
 
6. “Controversies in Melanoma Management”, (Panelist), Annual Controversies in Surgery 

Program, University of Connecticut School of Medicine, February 1992 
 
7. “Central Venous Access in the Cancer Patient”, Charlotte Hungerford Hospital; Hospital Grand 

Rounds, Torrington, CT 
 
8. “Breast Cancer”, Department of Medicine Weekly Conference, University of Connecticut 

School of Medicine, January, 1993 
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9. “Basic Science for the Clinician” (Moderator);  
 
10. ”Issues in Colorectal Cancer” (Panelist), Annual Controversies in Surgery Program, University 

of Connecticut School of Medicine, February and March, 1993 
 
11. “Monoclonal Antibodies in Cancer Detection and Treatment”, Rockville General Hospital 

 Grand Rounds, Rockville, CT, February, 1993 
 
12. “Surgical Approach to Melanoma”, Surgical Combined Grand Rounds, University of 

Connecticut School of Medicine, March, 1993 
 
13. “Radioimmune Guided Surgery”, Charlotte Hungerford Hospital Grand Rounds, Torrington, CT 
 
14. “Rehabilitation of the Cancer Patient”, New Britain Memorial Hospital Grand Rounds, New 

Britain, CT, September, 1993 
 
15. “Prevention and Early Detection of Breast Cancer”, Charlotte Hungerford Hospital Grand 

Rounds, Torrington, CT, September 1993 
 
16. “Principles of Surgery for GI Tumor”, Medical Oncology Fellowship Lecture Series,  
17. University of Connecticut School of Medicine, November, 1993 
 

18. “Issues in Surgical Oncology”, (Moderator), Annual Controversies in Surgery Program,  
19. University of Connecticut School of Medicine, February 1994 
 
20. “Surgical Approach to Melanoma”, Charlotte Hungerford Hospital Grand Rounds, Torrington, 

CT, March, 1994 
 
21. “Melanoma”, Cancer Registry Training Program, University of Connecticut School of Medicine, 

June, 1994 
 

22. “Breast Cancer Requiem for the Surgeon” (Moderator);  
 
23. “Lymph Node Dissection for Clinically “Node Negative” Cancer: Rational and Worthwhile, or 

Simply Traditional?” (Panelist), Annual Controversies in Surgery Program, University of 
Connecticut School of Medicine, February and March, 1995 

 
24. “New Imaging Modalities in Breast Cancer” CT Society of Radiology Technologists, June 1995 
 

25. “Genetic Screening for Cancer: Scientific, Legal and Ethical Perspectives” (Moderator); 
“Challenging Therapeutic Problems in Surgical Oncology” (Panelist), Annual Controversies in 
Surgery Program, University of Connecticut School of Medicine, February and March 1996 

 
26. “Breast Cancer” Practical Nurse Class, Morse School, Hartford, CT, March 1995 
 
27. “Management of Breast Masses”, St. Mary‟s Hospital, Waterbury, CT, March, 1996 
 
28. “Management of Breast Masses”, William Backus Hospital, Norwich, CT, March 1996 
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29. “Management of Breast Masses”, St. Raphael‟s Hospital, New Haven, CT, March, 1996 
 
30. “Breast Cancer: Screening and Early Detection”, St. Mary‟s Hospital, Waterbury, CT, January 

7, 1997. 
 
31. “Updates in Breast Cancer”, William Backus Hospital, Norwich, CT, December 1997 
 
32. “Role of the Primary Care M.D. vs Ob/Gyn vs. Oncologist, Sharon Hospital, Sharon, CT 

February 1998 
 
33.  “Minimally Invasive Breast Surgery”, Women‟s Cancers, UConn Health System Discovery 

Series, Farmington, CT April 1998. 
 
34. New Modalities in Cancer Diagnosis & Treatment” Oncology Lecture Series, UConn Health 

Center, Farmington, CT May 1998 
 
35. “New Modalities in the Treatment of Breast Cancer”, Danbury Hospital, Danbury, CT May 1998 
 
36. “Role of the Primary Care Doctor/Gynecologist in Breast Cancer”; Charlotte Hungerford 

Hospital, May 1998 
 
37. “Breast Cancer: Role of the Primary Care Physician”, Charlotte Hungerford Hospital, 

Torrington, CT June 1998 
 
38. “Breast Cancer Prevention”, Grand Rounds, Rockville General Hospital, Rockville, CT May 

1999 
 
39. “Management of Non-Palpable Breast Cancer”, Danbury Hospital, Danbury, CT June 1999 
 
40. “Sentinel Node Biopsy”, Combined Grand Rounds, University of Connecticut Health Center, 

Farmington, CT August 1999. 
 
41. “Breast Cancer Screening and Estrogen Replacement” General Internal Medicine Grand 

Rounds, University of Connecticut Health Center, Farmington, CT February 2000 
 
42. “Sentinel Node Biopsy”, Community Education Program, Manchester Memorial Hospital, 

Manchester, CT May 2000. 
 
43. Breast Cancer Prevention, Community Education Program, Danbury Hospital, Danbury, CT 

June, 2000. 
 
44. “Sentinel Node Biopsy”, Community Education Program, St. Mary‟s Hospital, Waterbury, CT 

June, 2000. 
 
45. “Sentinel Node Biopsy in Breast Cancer” Community Education Program, Norwalk Hospital, 

Nov 2000 
 
46. “Breast Nodules” Recent Advances in Internal Medicine, Continuing Medical Education Course, 

Department of Medicine, University of Connecticut Health Center,  Dec 2000 
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47. “Ductal Lavage in Breast Cancer” Multidisciplinary Breast Education Conference, Hartford 

Hospital, Hartford, CT September, 2001 
 
48. Lecture, Cancer & Surgical Technology, Avon High School, Avon, CT, March 26, 2002 
 
49. Lecture, University of Connecticut Health Center, New England Dermatological Society 

Didactic Symposium – Cutaneous Melanoma, “Sentinel node biopsy update”, April 6, 2002 
 
50. Lecture, Day Kimball Hospital, Connecticut Breast and Cervical Cancer Early Detection/Wise 

Woman Program, “Intraductal Approach to Breast Cancer”, April 23, 2002 
 
51. Lecture, Danbury Hospital, Intraductal Approach to Breast Cancer, Ductal Lavage and 

Ductoscopy, May 23, 2002 
 
52. Lecture, St. Raphael‟s Hospital, Intraductal Approach to Breast Cancer, Ductal Lavage and 

Ductoscopy, June 14, 2002 
 
53. “An Update: Menopause & HRT” Discovery Series Program, UConn Health Center, 

Farmington, CT…(Moderator) 
 
54. Lecture, Charlotte Hungerford Hospital, Torrington, Conn, “Sentinel Node Biopsy”, April 11, 

2003. 
 
55. Lecture, Holyoke Hospital, Holyoke, Massachusetts, “Treatment of Advanced and Early Stage 

Breast Cancer”, April 25, 2003. 
 
56. “New Diagnostic Tools in Breast Cancer” Recent Advances in Internal Medicine 2003/04, 

UConn Health Center, Farmington, CT…January 21, 2004. 
 
57. Medical Grand Rounds, Waterbury Hospital, “Breast Cancer Update”. September 23, 2005. 
 
58. “Screening/Diagnosis of Breast Cancer”. September 27, 2008. Educational Session/Primary 

Care Update, Middlebury Edge, Middlebury, CT. 
 
59. UMass Surgical Grand Rounds, University of Massachusetts Medical School, “Surgical 

Dogma”. June 3, 2009. 
 
60. Medical Grand Rounds, Waterbury Hospital, “Surgical Dogma”. July 10, 2009. 
 
61. “What‟s New with Breast Cancer Screening”, February 17, 2010. Primary Care Update, 

Middlebury Edge, Middlebury, CT. 
 
62. “Melanoma”. Willow Senior Center, Waterbury, CT. March 30, 2010.  
 
63. Oncology Conference, Waterbury Hospital, “Breast Cancer Screening”. June 3, 2010. 
 
64. Medical Grand Rounds, Waterbury Hospital, “Screening, Diagnostics, and Prevention of Breast 

Cancer”. August 13, 2010. 
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65. "Breast Health and Surgery". Willow Senior Center, Waterbury, CT. October 12, 2010. 

 
66. Oncology Conference, Waterbury Hospital, “The Work-Up of a Breast Mass”. May 26, 2011 

 
67. Oncology Conference, Waterbury Hospital, “Sarcomas and Melanomas of the Extremities”. 

August 11, 2011 
 

68. Tumor Board Conference Series, Waterbury Hospital, Waterbury, CT. Monthly, 2009- present. 
 

 
Regional/National/International Presentations 

1. “Soft Tissue Sarcomas”, Annual Sugarbush Medical Symposium, Warren, VT, March 1992 

2. “Management of Breast Lumps”, Review of Internal Medicine CME Program, Scottsdale, AZ, 
November 1994 

3. “New Approaches to Cancer Detection“, Annual Sugarbush Medical Symposium, Warren, VT, 
March, 1994 

4. Breast Cancer Session (Moderator), 46th Annual Meeting of the Society of Surgical Oncology, 
Boston, MA, March, 1995 

5. “Cost Effectiveness of Groshong Catheters”, Sims-Deltec Annual Meeting, Ponte Vedra, FL, 
September, 1995 

6. “Increased Angiogenesis Factor Expression is Associated with Negative Hormone Receptor 
Status in Human Breast Cancer”,  Surgical Forum, American College of Surgeons, San 
Francisco, CA, October 1996 

7. “Current Imaging in Cancer” (Moderator) Society of Surgical Oncology 50
th
 Annual Cancer 

Symposium, Chicago, IL March 1997 

8. “Current Imaging Techniques in Breast Cancer” (Speaker), Society of Surgical Oncology 50
th
 

Annual Cancer Symposium, Chicago, IL March 1997 

9. “Cancer Prevention and Early Detection”, National Cancer Institute of Bulgaria, Sofia, Bulgaria 
for Albert Schweitzer Foundation, November 1997 

10. “Micrometastasis in Cancer” (Moderator) Society for Surgical Oncology 51
st
 Annual Cancer 

Symposium, San Diego, CA, March 1998 

11. Melanoma/Sarcoma Session (Moderator) Society of Surgical Oncology 51
st
 Annual Cancer 

Symposium, San Diego, CA, March 1998 

12. Melanoma/Sarcoma Parallel Session, (Moderator) Society of Surgical Oncology 52
nd

 Annual 
Cancer Symposium, March 1999 

13. Sentinel Lymph Node Biopsy Techniques Update, Instructor, Combined Annual Meeting of the 
Connecticut Chapter of the American College of Surgeons and the Connecticut Society of 
American Board Surgeons.  Waterbury, CT November 1999 

14. (Reviewer) at the California Breast Cancer Research Program in San Francisco, California, 
April 11 & 12, 2002. 
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15. “Implementing Risk Assessment:  Changing the Breast Cancer Risk Paradigm”, Cytyc dinner, 
June 10, 2003“Implementing Risk Assessment:  Changing the Breast Cancer Risk Paradigm”, 
Symposium for OB-GYN, primary care and surgeons 

16. “Breast Cancer Risk:  Emerging Issues and Strategies for Patient Management”, Lecturer, 
small group and overall session organizer and moderator,  Avon Old Farms School, Avon, 
Connecticut, September 10, 2003  

17. “Identifying High Risk women for Breast Cancer“, New England Obstetrical & Gynecological 
Society, 75

th
 Annual Spring Meeting, April 14, 2004 

18. “What is the Status of Breast Surgery Fellowships?  The American Society of Breast Surgeons 
5

th
 Annual Meeting, Las Vegas, Nevada, March 31-April 4, 2004. 

19. Breast Surgery Fellowships, Breast Cancer Symposium, Paris, France July 2004 

20. Status of Breast Fellowships, Amelia Island Breast Conference, Amelia Island, FL February 
2006 

21. Panel on Breast Fellowships, Annual Meeting of the American College of Surgeons, New 
Orleans, LA October 2007 

22. National Accreditation Program for Breast Centers Workshop, Chicago Il November 2010 

23. National Accreditation Program for Breast Centers Workshop at American Society of Breast 
Diseases New York City April 2010 

24. National Accreditation Program for Breast Centers Workshop at National Consortium of Breast 
Centers Las Vegas, NV March 2011 

25. Personal experiences purchasing and using an HER at Annual Meeting of the American 
Society of Breast Surgeons, Washington, DC April 2011 

26. National Accreditation Program for Breast Centers Workshop at Cancer Registrars Conference 
Orlando, FL May 2011 

27. National Accreditation Program for Breast Centers Webinar, June 2011 

28. National Accreditation Program for Breast Centers Workshop, Chicago, IL November 2011 

29. NAPBC Components and Standards-Incorporating Multidisciplinary Care as a Culture of Care, 
Annual meeting of the National Consortium of Breast Centers, March 2012 

 
Resident Education Presentations 

1. “Radioimmune Guided Surgery”, Affiliated Residency in General Surgery 

2. “How to Prepare and Deliver a Lecture”, Affiliated Residency in General Surgery 

3. “Surgical Approach to Breast Cancer”, Affiliated Residency in General Surgery 

4. “Breast Lumps”, Community Lecture Series, Bristol Hospital, September 1996 

5. “Breast Cancer Diagnosis and Treatment” Resident Lecture Series, April 1997 
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Undergraduate Medical Education Lectures  

1. 4th Year Elective in Surgical Oncology, Course Director 
 
2. “Upper Gastrointestinal Bleed”; “Breast Cancer”; “Endocrine Disorders”; “Suturing and Knot-

Tying”, Breast Day (Preceptor), 3rd Year Medical Student Education 
 
3. “Surgical Oncology Lecture” Oncology Course 2

nd
 Year Medical Students, February 1997 

 
4. “Cancer‟s Effect on the Host” Small group Session; Oncology Course 2

nd
 Year Medical 

Students, February 1997 
 
5. “Patterns of invasion and metastases and their clinical significance” Small group Session; 

Oncology Course 2
nd

 Year Medical Students, February 1997 
 
6. “Breast Cancer Tumor Board” Lecture, Oncology Course 2

nd
 Year Medical Students, February 

1997 
 
7. “Management of Metastatic Cancer”, Oncology Course 2

nd
 Year Medical Students, February 

1997 
 
8. Biomedical Scholars Track Tutorial Session – MDPHD Student lecture on biomedical track 

program – Tutorial Leader in tutorial session, Center for Molecular Medicine, UConn Health 
Center, May 2000. 

 
9. Principles of Clinical Research Course –“Human Subjects Issues in Clinical Research”, 

General Clinical Research Center, September 00. 
 

10. Clerkship Supervisor: 3 Times per academic year 
 

11. Course Director: Breast Symposium for 3
rd
 Year Students, six times per academic year  

 
12. UConn MAX Student Breast Lecture, October 9, 2010. UConn School of Medicine, 

Farmington, CT. 

 
 
Medical Student Faculty Advisor - Laboratory 
Kevin Burton 
Ziv Peled* 
Nitya Chakarborty**  
Maria Renna 
Marra Stankus *** 
James Pierkowski 

 
*Smith - Kline Beecham Excellence in Basic Science Research Award, June 1994 
**Awarded First Place, Oncology Section, Connecticut Society of Board Surgeons Annual Meeting, 
December, 1995 
***Awarded Third Place, Oncology Section, Connecticut Society of Board Surgeons Annual 
Meeting, December, 1996 
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Medical Student Presentations 

New England Cancer Society Annual Meeting Nov, 1996, The Role of Interleukin - 8 in Pancreatic 
Adenocarcinomas: Brendan T. Campbell Angiogenesis in colon cancer and normal adjacent 
tissue: Steven Fox 

Medical Student Research Presentations   

Connecticut Chapter, American College of Surgeons, October 1996, Tumor cell expression of IL-1 
rI in human pancreatic cancer Marra L. Stankus 
  

Public Education Lectures 

1. “Management of Breast Cancer”, American Cancer Society, Vernon, CT September 1992 

2. “Breast Cancer”, Fellowship Village, West Hartford, CT October 1993 

3. “The Importance of a Mammogram”, Center for Menopausal Studies, Farmington, CT, March 
1993 

4. “Breast Cancer”, ITT Hartford, Simsbury, CT May 1993 

5. “Breast Cancer”, The Gables Retirement Center, Farmington, CT May 1993 

6. “Breast Cancer”, American Cancer Society, West Hartford Planned Giving Program, West 
Hartford, CT December 1994 

7. “Breast Cancer”, West Hartford Senior Center, West Hartford, CT February 1994 

8. “Breast Cancer & Melanoma”, Ensign Bickford Corporation, Simsbury, CT June 1994 

9. “Breast Cancer”, Hartford Civic Center, Hartford, CT August 1994 

10. “Progress in the Fight against Breast Cancer”, American Cancer Society, Hartford, CT, 
October 1995 

11. “Progress in the Fight against Breast Cancer”, American Cancer Society, Donor Seminar, 
Wallingford, CT, November 1995 

12. “Breast Cancer”, Morse School of Business, School of Practical Nursing, Hartford, CT March 
1996 

 
13. “Breast Cancer”, Ames Department Stores, Inc., Associate Medical Seminar, Rocky Hill, CT 

May 1996 

14. “Breast Cancer and Cigarette Tax” testimony for State Legislature, Hartford, CT May, 1996 

15. “Breast Cancer” State Taskforce on Breast Cancer, American Cancer Society, Wallingford, CT 
September 1996 

16. “Drive through Mastectomies” testimony for State Legislature, Hartford, CT September, 1996 

17. “Breast Lumps” The Maryland Insurance Group, American Cancer Society, Rocky Hill, CT., 
October 1996 

18. ”Breast Cancer” General Electric Company, American Cancer Society, Plainville, CT., August 
1997 

19. “Breast Cancer” Guest Expert for Chat Room Web Site for  SALU Health Network, based in 
San Francisco, CA, February 1997 
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20. “Axillary Dissection” Guest Expert for Chat Room Web Site for SALU Health Network, based in 
San Francisco, CA  May 1997 

21. “Clinical Trials” BioDimensions Newsletter, incorporated interview with article written, February, 
1999. 

22. “Diagnosis and Prevention of Breast Cancer”, Fifteenth Annual Ella T. Grasso Memorial 
Conference, Hartford Marriott Hotel/ Farmington, CT November 1999. 

23. “General Overview of Breast Cancer Including Symptoms, Self-examination, Diagnosis and 
Treatment”, The Gables Retirement Center, Farmington, CT, October 2002. 

24. ”Ductal Lavage”, Menopausal Group, Southbury Library, Southbury, Connecticut, November 
2002. 

25. “Treatment of Advanced and Early Stage Breast Cancer”, Windham Hospital, Willimantic, CT, 
June 2003. 

26. “Breast Cancer Awareness”, St. Anthony‟s Church, Prospect, CT. January 20, 2009. 

27. Advances in Breast Cancer, Harold Leever Cancer Center Waterbury CT November 2009 

28.  “Melanoma”. Spring Presentation Series for Evergreen Club 50, Waterbury Hospital, 
Waterbury, CT. May 26, 2010 

29. Mock Tumor Board for Breast Cancer, Harold Leever Cancer Center Waterbury, CT October 
2010 

30. “NAPBC Guidelines and E-Staging”, Tumor Registry Association of Connecticut (TRAC) 
Meeting, Waterbury Hospital, Waterbury, CT. June 8, 2011. 

31. Mock Tumor Board for Breast Cancer, Harold Leever Cancer Center, Waterbury, CT October 
27, 2011 

 

 
Media Presentations 
 
1991 

WTIC Radio - Health Update - Medical Topic Series “Breast Cancer” 

Ivanhoe Communications - “Mammograms” 

TV61 - “Breast Cancer Awareness” 

RTM Magazine - “Use of Radioactive „String‟ to Treat Cancer” 

TV61 - “Breast Cancer” 
 
1992 

WTIC Radio - “Breast Cancer” 

TV3 Program - Black Perspective, “Breast Cancer” 

Redbook Magazine - “Breast Cancer Biopsies” 

Lear’s Magazine - “PCB‟s in Biopsies” 

Hospital News - “Laparoscopy” and “DDT‟s in Breast Biopsy” 
1993 

TV30 - “Breast Cancer” 
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WKND Radio - “Breast cancer in African American Patients” 
 
1994 

WKSS Radio - “Breast Cancer” 

WTIC Radio - “Tamoxifen” 

Nutmeg Cable TV - “Breast Cancer” 
 
1995 
Cox Cable, Greater Hartford, Inc. - “Learning, Loving and Living with Breast Cancer” 
 
1996 

Channel 3 “Report on skin cancer and sun exposure” 

Hartford Courant: Review of the role of Axillary Dissection in Breast Cancer 

Channel 32, WVIT: “Do bras cause breast cancer?”” 
 
1997 

WHUS Radio - “Breast Cancer” SHN World Wide Web, Expert leader of Chat discussion on 
Breast Cancer, January 1997 

Natural Way Magazine, May/June 1997 Vol 3(2), Rye Brook, NY; Lethal Lingerie? Interview 

Nutmeg Cable TV - “Breast Cancer” panel discussant Rocky Hill Wethersfield Health District, 
Wethersfield, High School 

 
1998 

WHUS Radio - “Breast Cancer” 

WDRC-AM Radio - Respond to questions on air regarding breast cancer. 

WDRC-AM & FM Radio – “Myths of Breast Cancer” – Hot Seat Program 
 
2000 
CPTV –24 – “House Calls on Skin Cancer” Community Education Network - Live television panel 
that fielded questions on skin cancer 
 
2008 
WTIC- Fox 61- “Avon Mountain Crash Rescuer Dr. Scott Kurtzman” Morning Show Live Television 
Interview 
 
2009  
Waterbury Radio Station- What‟s new in Breast Cancer 

 
2010 
Waterbury Radio Station- Patient Care in a Teaching Hospital 
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RESEARCH EXPERIENCE 
 

Undergraduate:  Effects of electrical stimulation of the intracranial reward system on learning in 
rats 
 

Graduate:  Effects of the polyamine inhibitor, Methyl-glyoxyl(bis) guanyl hydrazone on 
mitochondrial DNA 
 

Medical School:  Prognostic indicators in Hodgkin‟s disease 
 

NIH Fellowship:  Radiolabeled monoclonal antibodies in pancreatic cancer; Intraoperative 
radiation therapy for esophageal cancer; tumor markers; novel opiates in cancer pain control 
 

MSKCC:  Delivery of radiolabeled monoclonal antibodies by hepatic artery infusion; p 53 oncogene 
in melanoma 
 

Current  
 
1.   MAGE antigen in melanoma using macrophages as antigen presenting cells 
       Role: Co-investigator (P.I.: B. Mukherji) 
       Funded-NIH 
 
2.    Breast and Colo-rectal cancer treatment trials: NSABP 
 Role: P.I. at University of CT 
 Funding: NSABP/NIH 
 

Research Activities 
 
1.  Radioimmune guided surgery in primary and recurrent colorectal cancer 
      Role: P.I. 
      Funded by the Neoprobe Corporation, Columbus, Ohio 
 
2.   Interleukin 8 in Interstitial Cystitis 
      Role: Co-investigator (P.I.: D. Kreutzer) 
      Funded-NIH  
 
3.   Thallium 201 nuclear imaging in breast cancer 
  Role: Co-investigator (P.I.: M Kharmeddini) 
 Funded: HCRAC  4/94 
 
4.   Interleukin 8, Angiogenesis and Breast Cancer 
      Role: P.I. 
      Funded by Department of Defense 9/1/94 
 
5.    Angiogenesis Inhibitors in Breast Cancer 
 Role: Co- P.I.  (P.I. Don Kreutzer) 
 Funding: CaP CURE Award 
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6. Ductal Lavage in Patients at Risk for Breast Cancer 
Role- Investigator- Cytyc Corporation 

 
7. Infrared light Imaging in Breast Cancer 

Role- Co-PI (P.I. Quing Zhu) 
 

8. Wave Motion in Breast Cancer Survivors 
Role- PI- (Precious Passage, Inc) 

 

9. A Multi-Reader Multi-Center clinical study to compare the diagnostic accuracy of the 
Xpress Digital Mammography System to standard screen-film mammography” 
Role- PI- Konica Minolta 

 
10. Novel US imaging in Breast Cancer 

Role-PI (Yukov US, Inc) 
 

11. Wave Motion in Post Operative Patients 
Role-PI (Waterbury Hospital)  
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angiogensis factor expression is associated with negative hormone receptor status in human 

breast cancer. Podium presentation, Surgical Forum; 82nd Clinical Congress of the American 
College of Surgeons in San Francisco, California, October 6-11, 1996. 

16. Campbell BT, *Kurtzman SH, Whalen GF, et al: Expression of Interleukin 8 and Interleukin        

8 Receptor A in Pancreatic Adenocarcinomas. Podium presentation, New England Cancer 
Society Meeting, Hanover NH, November 1996. 

17. Stankus, M, Campbell, B, *Kurtzman SH, Kreutzer DL: Tumor cell expression of Interleukin 1 

Receptor Type I in Pancreatic Adenocarcinoma. Poster presentation, Society of Surgical 
Oncology Meeting, Chicago, IL, March 1997. 

18. Miller L, *Kurtzman SH, Lindquist R, Kreutzer DL: Expression of Interleukin -8 receptors on 

tumor cells and vascular endothelial cells in human breast cancer tissue. Poster presentation, 
Society of Surgical Oncology Meeting, Chicago, IL, March 1997. 

19. Fox SH, Whalen GF, Sanders M, Burleson JA, Jennings K, Kurtzman SH, et al: Angiogenesis 

in colon cancer and normal adjacent tissue.  Podium presentation, New England Cancer 
Society Meeting, Hanover NH, November 1996. 

20. Campbell BT, *Kurtzman SH, Whalen GF, Kreutzer DL: Podium Presentation, NECS, 
Dartmouth, NH. November 1996. 

21. Ferrer FA, Miller LJ, Andrawis RI, Kurtzman SH et al: Angiogenesis Factors in Human Prostate 

Cancer: Ex vivo and In vitro Expression of VEGF and IL-8 in Human Prostate Cancer. Podium 
Presentation, American Urologic Association, New Orleans, April, 1997 

22. Moslehi J, *Kurtzman SH, Wang Y, Anderson KH, Miller LJ, Kreutzer DL: Expression of Tumor 

Necrosis Factor (TNF-  and TNF- ) and TNF Receptors in Human Breast Carcinoma. Poster 
Presentation, Society of Surgical Oncology.  SSO 51

st
 Annual Meeting, San Diego, CA, March 

1998. 

23. Katz A, *Kurtzman SH, Anderson K, et al: GRO-  Expression in Human Breast Cancer Tissue, 

Poster Presentation, Society of Surgical Oncology, March 1999.  Podium Presentation, 
Connecticut Chapter of the American College of Surgeons and the Connecticut Society of 
American Board Surgeons, Combined Annual Meeting, Cromwell, CT, Dec 1998. 

24. Quing Zhu, PhD
1
, Mark Kane, MD

2
, Susan Tannenbaum, MD

2
, Edward Cronin, MD

3
, Poornima 

Hegde, MD
2
, Malini Iyers, MD

2
, Patricia DeFusco, MD

3
, Yasaman Ardeshirpour, MS

1
, Chen Xu, 

Ph.D
1
, Nancy Baccaro

2
, Scott Kurtzman, MD

2
 and Peter Deckers, MD

2
. 

1
University of 

Connecticut, Storrs, Connecticut, United States; 
2
University of Connecticut Health Center, 

Connecticut, United States and 
3
Hartford Hospital, Connecticut. Podium Presentation, San 

Antonio Breast Conference, December 2008 

 
VIDEOS 
1. Kurtzman SH; MacGillivray DC; Dowsett R, Deckers PJ. Brachytherapy in Extremity Sarcoma. 

Presented at the Society of Surgical Oncology Meeting, Houston TX, March 17, 1994 

2. Whalen GF and Kurtzman SH:  “Ennucleation of a Giant Cavernous Hemangioma of the Liver”, 
presented at the Motion Picture Exhibition at the 1995 Clinical Congress, New Orleans, 
October 22-27, 1995. 

3. Kurtzman SH: Breast Patient Education Film. 1997 
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Book and Chapter Editing  
1. Guest Editor, Surgical Oncology Clinics of North America: Imaging in Cancer, Publication Date 

Jan 99 

2. Guest Editor, Connecticut Medicine, Breast Cancer 

3. Guest Editor, Breast Cancer in Connecticut Handbook for Health Care Providers; Connecticut 
Breast & Cervical Cancer Early Detection Program, July 98 

4. Guest Editor: Surgical Oncology Clinics of North America: Pre and Postoperative Cancer 
Imaging: Practical and Innovative Approaches. April 2007; Vol 16 (2) 

5. Co-Editor: AJCC Cancer Staging Atlas 2
nd

 Edition (anticipated Summer 2012) 

 
EDITORIALS, BOOK CHAPTERS AND OTHER INVITED PUBLICATIONS 
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Vanguard Health Management, Inc.

Vanguard Health Financial Company, LLC

VHS of Connecticut, LLC

VHS Waterbury Management Company, 
LLC

Vanguard Health Holding Company I, LLC

Vanguard Health Holding Company II, LLC 

VANGUARD HEALTH SYSTEMS, INC.

VHS Waterbury Health System, LLC

Greater Waterbury Health Network, Inc.

80% 20%
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