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ANNUAL REPORT 
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I. BACKGROUND  
 
Section 17-339 of the Connecticut General Statutes1 establishes a Nursing Home Financial 
Advisory Committee to examine the financial solvency of and quality of care provided by 
nursing homes.  The committee is co-chaired by Chris Lavigne, Director of Rate Setting at the 
Department of Social Services and Barbara Cass, Healthcare Quality and Safety Branch Chief at 
the Department of Public Health.  The committee is composed of representatives of the Office of 
Policy and Management, the Connecticut Health and Education Facilities Authority, LeadingAge 
Connecticut, the Connecticut Association for Health Care Facilities, and the State’s Long-Term 
Care Ombudsman.  The committee’s responsibilities include (1) evaluating any information and 
data available, including, but not limited to, (A) quality of care, (B) acuity, (C) census, and (D) 
staffing levels of nursing homes operating in the state to assess the overall infrastructure and 
projected needs of such homes, and (2) recommend appropriate action consistent with the goals, 
strategies, and long-term care needs set forth in the strategic plan developed pursuant to 
subsection (c) of C.G.S. section 17b-369 to the Commissioner of Social Services and the 
Commissioner of Public Health. 
 
 
II. NURSING HOME OVERVIEW 
 
A nursing home facility is defined at section 19a-521 of the Connecticut General Statutes2 as 
“any nursing home or any rest home with nursing supervision that provides nursing supervision 
under a medical director twenty-four hours per day, or any chronic or convalescent nursing home 
that provides skilled nursing care under medical supervision and direction to carry out 
nonsurgical treatment and dietary procedures for chronic diseases, convalescent stages, acute 
disease or injuries.  Currently, Connecticut has 219 licensed nursing home facilities that range in 
capacity from 4 beds to 375 beds, with 26,812 nursing facility beds statewide as of February 26, 
2019.   
 
As set forth in Connecticut General Statutes, specifically sections 19a-2a3, 19a-4934 and 19a-
4985, the Department of Public Health conducts biennial licensure inspections to ensure 
compliance with state laws and regulations.  In addition to licensure, nursing homes are certified 
annually by the Department of Health and Human Services (HHS), Centers for Medicare and 
Medicaid Services (CMS) to ensure compliance with the conditions of participation and federal 

                                                 
1 Section 17-339 of the Connecticut General Statutes is attached hereto as Appendix 1 
2 Section 19a-521 of the Connecticut General Statutes is attached hereto as Appendix 2 
3 Section 19a-2a of the Connecticut General Statutes is attached hereto as Appendix 3 
4 Section 19a-493 of the Connecticut General Statutes is attached hereto as Appendix 4 
5 Section 19a-498 of the Connecticut General Statutes is attached hereto as Appendix 5 
 



 
 

laws and regulations.  As set forth in Section 1864 of the Social Security Act6, an agreement 
exists between the Secretary of HHS and the State of Connecticut, Department of Public Health, 
as the state survey agency.  Such agreement includes certification activities that include in part, 
inspecting and certifying nursing facilities, applying the appropriate conditions of participation 
and applicable laws and regulation that ensure quality services.  Additional activities include, 
investigating complaints regarding care and service issues for nursing home facilities which are 
licensed and/or certified pursuant to Connecticut General Statutes, the Regulations of 
Connecticut State Agencies and the Code of Federal Regulations. 
 
The provision of quality care is integral to the nursing home facility inspection process.  If non-
compliance is identified pursuant to an inspection, such facility must provide a plan of correction 
to the Department of Public Health that will include, but not be limited to, actions the facility 
will demonstrate and implement to mitigate risk of recurrence and monitoring to ensure that the 
plan of correction was effective to ensure sustained compliance.   
 
Acuity of the nursing home patients/residents varies from the chronic and stable to the medically 
challenged/complex.  Nursing home facilities provide intravenous therapy, medication therapy, 
respiratory therapy, rehabilitation, wound care and other medically complex modalities.  While 
Connecticut Public Health Code prescribes staffing numbers, staffing varies with expectations 
that staffing shall be adequate and meet the needs of the patients/residents that reside in the 
facility.   
 
Reimbursement for nursing facility care is compensated through patient/resident self-pay, 
private/commercial insurance or Medicare/Medicaid insurance benefits.  The Office of 
Reimbursement and Certificate of Need (CON) within the Department of Social Services (DSS) 
is the agency responsible for Medicaid eligibility and is responsible for establishing Medicaid 
rates and reimbursement.  When calculating Medicaid rates, the following costs are calculated: 
direct labor costs, indirect costs, fair rent, and capital related costs.  For a comprehensive 
overview of Medicaid rate setting for nursing facilities please refer to 
http://www.ct.gov/dss/cwp/view.asp?a=4637&q=544902.  
 
The Connecticut nursing facility payor mix for state fiscal year 2017 was as follows: Medicaid 
72.7%, Private pay: 10.4%, Medicare: 12.4% and Veterans/New York Medicaid: .01%%.  The 
current rate period of November 1, 2018 through June 30, 2019 identified an average daily 
Medicaid rate of $241.97 per day with total Medicaid expenditures for nursing facility services 
totaling approximately $1,160,470,893 billion in fiscal year 2018.  This expenditure accounts for 
27.2%% of the DSS annual budget.   
 
Nursing facility census is collected and monitored monthly by the Office of Reimbursement and 
Certificate of Need at DSS.  The self-reported nursing facility census for November 2018 
identified an average daily census of 88.0%.  Many factors affect census, including services 
provided, location, agreements with hospitals, seasonal variations, and Long Term Services 
Support (LTSS) rebalancing activities. 
 

                                                 
6 Section 1864 of the Social Security Act is attached hereto as Appendix 7. 

http://www.ct.gov/dss/cwp/view.asp?a=4637&q=544902


 
 

Financial solvency greatly impacts a nursing facility’s ability to sustain operations.  Challenges 
include, but are not limited to, occupancy level, labor costs, costs associated with collective 
bargaining agreements related to the labor force, increases in insurance costs, and materials and 
supplies costs.  These challenges can lead to difficult decisions that result in nursing home 
facility closures.  Since 2009, 25 nursing facilities have closed which total 2,709 beds.   
 
III. Nursing Home Financial Advisory Committee Activities 
 
In 2018, the Nursing Home Financial Advisory Committee conducted meetings on January 24, 
February 16, August 17, September 7, October 19, November 30, and December 21.  All 
meetings were held at the Department of Social Services, 55 Farmington Avenue, Hartford, 
Connecticut from 9:00 a.m. to 11:00 a.m.   
 
The January 24, 2018 meeting included discussions on the Governor’s budget and the potential 
impact to the nursing home provider community.  The Department of Social Services identified 
the Medicaid rate letters for 2018 had been completed, were being reviewed and would be sent to 
the providers the last week of January.  Additional discussion included an update on unionized 
nursing home facilities that were working without a collective bargaining agreement and could 
potentially engage in a labor action. 
 
On February 16, 2018 the committee discussed specialty services, including mechanical 
ventilation/respiratory services, bariatric, and traumatic brain injury services that were being 
provided to Connecticut residents at nursing home facilities out of state.  Nursing home facilities 
in Connecticut were unable to meet the acuity needs of these residents, therefore the residents 
were transferred to facilities out of state who could meet their needs.  Acknowledgment was 
made that while residents with a diagnosis of dementia may reflect a low resource utilization 
group which aligns with lower reimbursement, costs associated with the care of an individual 
with a diagnosis of dementia may have costly implications.  Lastly, the DSS indicated that the 
agency’s website is being enhanced and will include white papers and webinars for providers to 
access.  The website will include a calculator that will help calculate rates for providers.  The 
Department of Social Services, Nursing Home Medicaid Reimbursement webpage can be 
accessed at the following link: https://portal.ct.gov/DSS/Health-And-Home-Care/Medicaid-
Nursing-Home-Reimbursement/Medicaid-Nursing-Home-Reimbursement . 
 
At the August 17, 2018 meeting, an update on the acuity based rate system was explained to the 
committee which is anticipated for the future of rate setting.  DSS indicated that they are also 
working on a plan to access the enhanced federal match.  The Office of Policy and Management 
provided a summary of the 2% wage enhancement and what the expectations are if a facility 
chooses to elect to provide the enhancement to their nursing home facility staff.   The meeting 
concluded with an update on current facilities in bankruptcy and/or receivership.  Additional 
discussion included the change of ownership process and what is currently done with respect to 
DPH and DSS to ensure a smooth and financially viable transition.  Further dialogue included 
proposing legislation to create a Change of Ownership (CHOW) process that examined financial 
liabilities both retrospectively and prospectively to safeguard Connecticut’s healthcare 
beneficiaries, at the same time reducing state financial burdens. 
 

https://portal.ct.gov/DSS/Health-And-Home-Care/Medicaid-Nursing-Home-Reimbursement/Medicaid-Nursing-Home-Reimbursement
https://portal.ct.gov/DSS/Health-And-Home-Care/Medicaid-Nursing-Home-Reimbursement/Medicaid-Nursing-Home-Reimbursement


 
 

On September 7, 2018 the Committee discussed the updates on the advanced planning document 
that the DDS is releasing.  The purpose of the document is access enhanced federal funding to 
assist with the transition from a cost-based methodology to a prospective acuity-based or case 
mix payment system for Connecticut’s nursing facility reimbursement system.  Detailed 
discussion included the transition of Medicaid nursing facility reimbursement from a cost-based 
methodology to a prospective based acuity based system or case mix based system.  The features 
in this transition include enhanced access to Minimum Data Set information, an acuity based 
classification system, case mix reimbursement design and modeling that will include a fiscal 
analysis and an automated solution to transmit case mix rosters to Connecticut Medicaid nursing 
facilities. The group was apprised of the updates to the DSS website that includes the Medicaid 
nursing home modernization acuity based methodology and the efficiencies that will come with 
the updates. 
 
During the meeting on October 9, 2018 DSS indicated that no requests for interim rates have 
been received.  It was reported that nursing homes currently are reporting an 88% occupancy rate 
and in calendar year 2018, and six nursing homes have closed.  In the recent closing of 
Bridgeport Manor, one-third of the residents were involved in the Money Follows the Person 
(MFP) program and discharged to the community.  Discussion evolved to Assisted 
Living/Managed Residential Communities (MRC) and the “settings rule” and the impact to 
quality care and safety, balanced with choice for individuals.  The impact has been a switch of 
payor mix ratio to 80/20 financial payors in the nursing home.  Currently the State of 
Connecticut is offering a pilot program whereby individuals can be supported in the MRC setting 
when the individual’s financial resources have been depleted.  If the individual is able to comply 
with the tenant/landlord rental agreement and maintain the rental fees, the individual may be 
eligible for the home care program which allows the individual to continue residence in the 
MRC.  Discussion evolved to expansion of this supportive program, although it was emphasized 
that MRC’s have impacted the payor mix in nursing home facilities.  An update was provided to 
the DSS website which included the Residential Care Home (RCH) and Chronic Convalescent 
Nursing analysis.  The Department of Public Health (DPH) discussed recent quality of care 
issues that have been identified in the past quarter.  The issues included an increase in the 
identification of significant infection control issues as it relates to the utilization of point of care 
devices.  Subsequent to identifying the increase, DPH disseminated a provider wide 
correspondence alerting them to the issue outlining infection control expectations.  Additionally, 
DPH provided an overview of the expectations when caring for the individual with a behavioral 
health diagnosis/substance use disorder receiving care in a nursing home facility, to be released 
November 2019.  Additional discussion included clarification regarding how the 2% wage 
enhancement has to be extended in wages and employee benefit packages.   
 
The November 30, 2018 meeting identified no pending requests for interim rates.  During the 
November 30, 2018 meeting, David Guttchen, Director of Health and Human Services Planning 
at the Office of Policy and Management, provided an overview of the assisted living initiatives in 
Connecticut.  The State currently has four initiatives and they are as follows: 

• Assisted Living Demonstration Program; 
• State Funded Congregate Assisted Living Program; 
• HUD Communities Assisted Living Program; and  
• Private Pay Assisted Living Program. 



 
 

The discussion identified that currently 450 of Connecticut’s residents are benefiting from the 
programs with a substantial savings to the Medicaid program.  The DPH reported that this past 
month there have been no concerns with trends quality of care non-compliance.  Additional 
discussion included the industry response to the wage enhancement program in which it was 
reported that three facilities rejected the wage enhancement. 
 
On December 21, 2018, the committee convened the last meeting of 2018 at the DSS.  An 
overview of the Long Term Care Mutual Aid Plan (LTC-MAP) was provided and the benefits to 
nursing home residents when a local, state or national incident occurs which may disrupt nursing 
home operations.  The intent of the LTC-MAP is for nursing home facilities to provide mutual 
aid for one another rather than rely on outside resources that may already be scarce or depleted.   
Further discussion included the gaps with nursing home reimbursement when an evacuation may 
occur and residents have been relocated to another nursing home facility.  The LTC-MAP will 
ensure the least disruption and ensure that quality of care continues.  The current gap exists 
whereas the reimbursement system, Medicare and Medicaid do not align with one another.  
Medicare provides that the resident does not need to be discharged and payment continues to the 
disaster struck facility if the potential exists for the residents to return to the facility within 30 
days of the evacuation.  Medicaid directs the resident be discharged.  Aligning the two 
reimbursement system will promote greater efficiencies.  The DSS is committed to reviewing the 
reimbursement structure and will evaluate the benefits of aligning the two systems into one.   
 
DSS indicated that an interim rate request was pending a decision.  Further discussion included 
facilities that are provided an adjusted rate for specialized services and concerns related to the 
provision of such services.  The expectation is when receiving a specialized rate, admissions will 
be given serious consideration as it relates to persons requiring that specialized service.  
Currently there are only two nursing homes in Connecticut that provide specialized respiratory 
services/mechanical ventilation and several Connecticut residents who require that level of care 
are receiving services in nursing home facilities located out of state.  DSS is exploring expanding 
specialized beds in Connecticut in an effort to repatriate individuals.  It has been identified that 
hospitals expressed a desire to have a contact at DSS when having difficulty placing residents 
with specific care needs and the DSS has provided a nurse for contact who can facilitate 
placement/discharge concerns and/or challenges.   
 
The plan to transition to acuity based rates was further discussed and it is anticipated that early to 
mid- 2019, the DSS will actualize the plan.  A Patient Driven Payment Model (PDPM) which is 
the payment model that Medicare has adopted will be utilized rather than the Resource 
Utilization Group (RUG) 4 model which is currently utilized.  The Minimum Data Set (MDS) 
assessment, currently completed for all nursing home facility residents will continue to be the 
tool to determine patient acuity which will translate into patient reimbursement.  The DSS may 
develop a timeline of at least a year to execute the new reimbursement process.  The provision of 
therapy services will no longer be the driver, but patient acuity will be guiding the payment 
model.  The Centers for Medicare and Medicaid Services (CMS) has done a webinar on PDPM 
which will be shared with the provider community.  CMS has built a PDPM page and the 
webinar is located on that site. Additionally, presentations will be provided to assist nursing 
home facilities with the transition to a PDPM payment model.  It is expected that the PDPM will 
promote greater efficiencies within the DSS reimbursement system.   



 
 

 
 
The meeting concluded with an overview discussion of methods to accelerate bed reduction. 
There was group consensus that less nursing home facility beds are needed and the need to 
develop a set of tools and strategies that nursing homes can access to achieve downsizing or 
closure. More homes are running under 90% census than over 90%. There are several homes 
under 70% census. One reason for this was identified as the popularity of assisted living as an 
alternative to nursing homes. However, when a person spends down in an assisted living and 
becomes Medicaid eligible, they must move out because Medicaid will not pay for assisted 
living except for in a few instances and then only for the services, not the room and board.  
One idea considered to address the level of care needs of residents leaving assisted living due to 
financial reasons was the use of the rest home with nursing supervision (RHNS) licensure level 
of nursing home care. If nursing homes could relicense some of their chronic and convalescent 
nursing home (CCNH) to this lower level of licensure which requires less staffing resources, 
than they might be able to design a financially viable care delivery mix that can meet both the 
needs of residents who enter with lower care needs and the higher acuity of residents in CCNH 
beds. In addition, the RHNS could be used as more acute residents enter for short term rehab in 
the CCNH bed and then need to move to a lower level of care before they transition out of the 
nursing homes. The advantage to the use of the RHNS is that the unlike assisted living, the cost 
to the state would be eligible for the federal match and the acuity level would dictate the 
appropriate rate.  
 
Concerns were raised that the increased use of the RHNS level of care would need to have 
safeguards in place to ensure they were used appropriately and did not become shelters for 
individuals who would be better served in the community. DSS will review the legislative 
language and the group will explore the RHNS concept further.  
The Committee than discussed the concept of allowing the “banking of beds,” which is a term 
for removing beds from service, but maintaining the licenses. The nursing home representatives 
felt this option might encourage some operators to downsize the number of beds in service. DSS 
is concerned about the reentry of banked beds and their ability to control the quality of the beds 
that are put back into service. DSS would prefer to have an RFP process to be used if a bed need 
is identified in the future.  
 
DSS had done an analysis on the recent change in ownerships and found that all but one owner 
was not able to achieve financial stability after the purchase. The current receivership statutes 
and how they might contribute to this situation were discussed and potential changes to those 
statutes considered.  
 
Conclusion 
 
The continuum of care in Connecticut has broad implications to the overall operations of a 
nursing home which also impacts financial solvency.    Connecticut has a very robust Money 
Follows the Person (MFP) program which has assisted many individuals in the transition from a 
nursing home level of care to a community setting with supports as directed by an individual 
assessment in place to ensure a safe discharge.  The MFP program is a Federal demonstration 



 
 

project dedicated to assuring Connecticut residents access to a full range of high quality, long-
term care options that maximize autonomy, choice and dignity.   
 
Connecticut also has nursing home beds that provide specialized services, such as, mechanical 
ventilation and cardiac rehabilitation that will facilitate discharge from the hospital to the nursing 
home to a community setting.  Notably, assisted living services also play a valuable role in the 
scope of aging services that allows yet another level of supportive care and options for 
consumers.  However, these options have also contributed to the challenges that nursing homes 
have experienced over time that have the potential to impact patient/resident census which has a 
direct link to financial viability.  
 
In recent years Connecticut has experienced several nursing home closures that were either 
voluntary closures or closures pursuant to state receivership and/or state or federal bankruptcy 
actions.  While this has aligned with the long term services and supports strategic rebalancing 
plan developed in accordance with Section 17b-369 of the general statutes, there is still work that 
needs to be accomplished. 
 
Future Nursing Home Financial Advisory Committee Activities   
 
The committee will continue to meet in 2019 at least quarterly with the next meetings scheduled 
for: April 23, 2019, July 10, 2019 and October 24, 2019.  
 



 
 

Appendix 1 
 

 Sec. 17b-339. Nursing Home Financial Advisory Committee. 
Duties. Membership. Reports. Annual meeting. (a) There is 
established a Nursing Home Financial Advisory Committee to 
examine the financial solvency of nursing homes on an ongoing 
basis and to support the Departments of Social Services and 
Public Health in their mission to provide oversight to the 
nursing home industry on issues concerning the financial 
solvency of and quality of care provided by nursing homes. The 
committee shall convene not later than August 1, 2014, and 
consist of the following members: The Commissioner of Social 
Services, or the commissioner's designee; the Commissioner of 
Public Health, or the commissioner's designee; the Secretary of 
the Office of Policy and Management, or the secretary's 
designee; the executive director of the Connecticut Health and 
Education Facilities Authority, or the director's designee; the 
Long-Term Care Ombudsman and two members appointed by the 
Governor, one of whom shall be a representative of not-for-
profit nursing homes and one of whom shall be a representative 
of for-profit nursing homes. In addition, the Labor Commissioner 
may appoint a nonvoting member to the committee. The 
Commissioner of Social Services and the Commissioner of Public 
Health, or their designees, shall be the chairpersons of the 
committee. 

 
(b) The committee shall (1) evaluate any information and 

data available, including, but not limited to, (A) quality of 
care, (B) acuity, (C) census, and (D) staffing levels of nursing 
homes operating in the state to assess the overall 
infrastructure and projected needs of such homes, and (2) 
recommend appropriate action consistent with the goals, 
strategies and long-term care needs set forth in the strategic 
plan developed pursuant to subsection (c) of section 17b-369 to 
the Commissioner of Social Services and the Commissioner of 
Public Health. The Commissioner of Social Services shall submit 
quarterly reports to the committee concerning pending nursing 
home requests for interim rate increases. Such reports shall, 
without identifying any requesting facility by name, list the 
amount of each increase requested, the reason for the request 
and the rate that will result if the request is granted. 

 
(c) Not later than January 1, 2015, and annually thereafter, 

the committee shall submit a report on its activities to the 
joint standing committees of the General Assembly having 
cognizance of matters relating to aging, appropriations and the 



 
 

budgets of state agencies, human services and public health, in 
accordance with the provisions of section 11-4a. 

 
(d) Not later than October 1, 2014, and quarterly 

thereafter, the committee shall meet with the chairpersons and 
ranking members of the joint standing committees of the General 
Assembly having cognizance of matters relating to appropriations 
and the budgets of state agencies, human services and public 
health to discuss activities of the committee relating to the 
financial solvency of and quality of care provided by nursing 
homes. 
 
 



 
 

Appendix 2 
 

 Sec. 19a-521. (Formerly Sec. 19-602). Nursing home facilities. Definitions. As used in 
this section and sections 19a-522 to 19a-534a, inclusive, 19a-536 to 19a-539, inclusive, 19a-550 
to 19a-554, inclusive, and 19a-562a, unless the context otherwise requires: 

 
(1) "Nursing home facility" has the same meaning as provided in section 19a-490; 
 
(2) "Department" means the Department of Public Health; 
 
(3) "Commissioner" means the Commissioner of Public Health or the commissioner's 

designated representative; and 
 
(4) "Residential care home" has the same meaning as provided in section 19a-490. 

 
 



 
 

Appendix 3 
 

 Sec. 19a-2a. Powers and duties. The Commissioner of Public 
Health shall employ the most efficient and practical means for 
the prevention and suppression of disease and shall administer 
all laws under the jurisdiction of the Department of Public 
Health and the Public Health Code. The commissioner shall have 
responsibility for the overall operation and administration of 
the Department of Public Health. The commissioner shall have the 
power and duty to: (1) Administer, coordinate and direct the 
operation of the department; (2) adopt and enforce regulations, 
in accordance with chapter 54, as are necessary to carry out the 
purposes of the department as established by statute; (3) 
establish rules for the internal operation and administration of 
the department; (4) establish and develop programs and 
administer services to achieve the purposes of the department as 
established by statute; (5) enter into a contract, including, 
but not limited to, a contract with another state, for 
facilities, services and programs to implement the purposes of 
the department as established by statute; (6) designate a deputy 
commissioner or other employee of the department to sign any 
license, certificate or permit issued by said department; (7) 
conduct a hearing, issue subpoenas, administer oaths, compel 
testimony and render a final decision in any case when a hearing 
is required or authorized under the provisions of any statute 
dealing with the Department of Public Health; (8) with the 
health authorities of this and other states, secure information 
and data concerning the prevention and control of epidemics and 
conditions affecting or endangering the public health, and 
compile such information and statistics and shall disseminate 
among health authorities and the people of the state such 
information as may be of value to them; (9) annually issue a 
list of reportable diseases, emergency illnesses and health 
conditions and a list of reportable laboratory findings and 
amend such lists as the commissioner deems necessary and 
distribute such lists as well as any necessary forms to each 
licensed physician and clinical laboratory in this state. The 
commissioner shall prepare printed forms for reports and 
returns, with such instructions as may be necessary, for the use 
of directors of health, boards of health and registrars of vital 
statistics; and (10) specify uniform methods of keeping 
statistical information by public and private agencies, 
organizations and individuals, including a client identifier 
system, and collect and make available relevant statistical 
information, including the number of persons treated, frequency 
of admission and readmission, and frequency and duration of 
treatment. The client identifier system shall be subject to the 



 
 

confidentiality requirements set forth in section 17a-688 and 
regulations adopted thereunder. The commissioner may designate 
any person to perform any of the duties listed in subdivision 
(7) of this section. The commissioner shall have authority over 
directors of health and may, for cause, remove any such 
director; but any person claiming to be aggrieved by such 
removal may appeal to the Superior Court which may affirm or 
reverse the action of the commissioner as the public interest 
requires. The commissioner shall assist and advise local 
directors of health and district directors of health in the 
performance of their duties, and may require the enforcement of 
any law, regulation or ordinance relating to public health. In 
the event the commissioner reasonably suspects impropriety on 
the part of a local director of health or district director of 
health, or employee of such director, in the performance of his 
or her duties, the commissioner shall provide notification and 
any evidence of such impropriety to the appropriate governing 
authority of the municipal health authority, established 
pursuant to section 19a-200, or the district department of 
health, established pursuant to section 19a-244, for purposes of 
reviewing and assessing a director's or an employee's compliance 
with such duties. Such governing authority shall provide a 
written report of its findings from the review and assessment to 
the commissioner not later than ninety days after such review 
and assessment. When requested by local directors of health or 
district directors of health, the commissioner shall consult 
with them and investigate and advise concerning any condition 
affecting public health within their jurisdiction. The 
commissioner shall investigate nuisances and conditions 
affecting, or that he or she has reason to suspect may affect, 
the security of life and health in any locality and, for that 
purpose, the commissioner, or any person authorized by the 
commissioner, may enter and examine any ground, vehicle, 
apartment, building or place, and any person designated by the 
commissioner shall have the authority conferred by law upon 
constables. Whenever the commissioner determines that any 
provision of the general statutes or regulation of the Public 
Health Code is not being enforced effectively by a local health 
department or health district, he or she shall forthwith take 
such measures, including the performance of any act required of 
the local health department or health district, to ensure 
enforcement of such statute or regulation and shall inform the 
local health department or health district of such measures. In 
September of each year the commissioner shall certify to the 
Secretary of the Office of Policy and Management the population 
of each municipality. The commissioner may solicit and accept 
for use any gift of money or property made by will or otherwise, 



 
 

and any grant of or contract for money, services or property 
from the federal government, the state, any political 
subdivision thereof, any other state or any private source, and 
do all things necessary to cooperate with the federal government 
or any of its agencies in making an application for any grant or 
contract. The commissioner may establish state-wide and regional 
advisory councils. For purposes of this section, "employee of 
such director" means an employee of, a consultant employed or 
retained by or an independent contractor retained by a local 
director of health, a district director of health, a local 
health department or a health district. 
 
 



 
 

Appendix 4 
 

 Sec. 19a-493. (Formerly Sec. 19-578). Initial license and 
renewal. Prior approval for change in ownership. Multicare 
institution. Regulations. (a) Upon receipt of an application for 
an initial license, the Department of Public Health, subject to 
the provisions of section 19a-491a, shall issue such license if, 
upon conducting a scheduled inspection and investigation, the 
department finds that the applicant and facilities meet the 
requirements established under section 19a-495, provided a 
license shall be issued to or renewed for an institution, as 
defined in section 19a-490, only if such institution is not 
otherwise required to be licensed by the state. If an 
institution, as defined in subsections (b), (d), (e) and (f) of 
section 19a-490, applies for license renewal and has been 
certified as a provider of services by the United States 
Department of Health and Human Services under Medicare or 
Medicaid programs within the immediately preceding twelve-month 
period, or if an institution, as defined in subsection (b) of 
section 19a-490, is currently certified, the commissioner or the 
commissioner's designee may waive on renewal the inspection and 
investigation of such facility required by this section and, in 
such event, any such facility shall be deemed to have satisfied 
the requirements of section 19a-495 for the purposes of 
licensure. Such license shall be valid for two years or a 
fraction thereof and shall terminate on March thirty-first, June 
thirtieth, September thirtieth or December thirty-first of the 
appropriate year. A license issued pursuant to this chapter, 
unless sooner suspended or revoked, shall be renewable 
biennially (1) after an unscheduled inspection is conducted by 
the department, and (2) upon the filing by the licensee, and 
approval by the department, of a report upon such date and 
containing such information in such form as the department 
prescribes and satisfactory evidence of continuing compliance 
with requirements established under section 19a-495. In the case 
of an institution, as defined in subsection (d) of section 19a-
490, that is also certified as a provider under the Medicare 
program, the license shall be issued for a period not to exceed 
three years, to run concurrently with the certification period. 
Except in the case of a multicare institution, each license 
shall be issued only for the premises and persons named in the 
application. Such license shall not be transferable or 
assignable. Licenses shall be posted in a conspicuous place in 
the licensed premises. 

 
(b) (1) A nursing home license may be renewed biennially 

after (A) an unscheduled inspection conducted by the department, 



 
 

(B) submission of the information required by section 19a-491a, 
and (C) submission of evidence satisfactory to the department 
that the nursing home is in compliance with the provisions of 
this chapter, the Public Health Code and licensing regulations.  

 
(2) Any change in the ownership of a facility or 

institution, as defined in subsection (c) of section 19a-490, 
owned by an individual, partnership or association or the change 
in ownership or beneficial ownership of ten per cent or more of 
the stock of a corporation which owns, conducts, operates or 
maintains such facility or institution, shall be subject to 
prior approval of the department after a scheduled inspection of 
such facility or institution is conducted by the department, 
provided such approval shall be conditioned upon a showing by 
such facility or institution to the commissioner that it has 
complied with all requirements of this chapter, the regulations 
relating to licensure and all applicable requirements of the 
Public Health Code. Any such change in ownership or beneficial 
ownership resulting in a transfer to a person related by blood 
or marriage to such an owner or beneficial owner shall not be 
subject to prior approval of the department unless: (A) 
Ownership or beneficial ownership of ten per cent or more of the 
stock of a corporation, partnership or association which owns, 
conducts, operates or maintains more than one facility or 
institution is transferred; (B) ownership or beneficial 
ownership is transferred in more than one facility or 
institution; or (C) the facility or institution is the subject 
of a pending complaint, investigation or licensure action. If 
the facility or institution is not in compliance, the 
commissioner may require the new owner to sign a consent order 
providing reasonable assurances that the violations shall be 
corrected within a specified period of time. Notice of any such 
proposed change of ownership shall be given to the department at 
least ninety days prior to the effective date of such proposed 
change. For the purposes of this subdivision, "a person related 
by blood or marriage" means a parent, spouse, child, brother, 
sister, aunt, uncle, niece or nephew. For the purposes of this 
subdivision, a change in the legal form of the ownership entity, 
including, but not limited to, changes from a corporation to a 
limited liability company, a partnership to a limited liability 
partnership, a sole proprietorship to a corporation and similar 
changes, shall not be considered a change of ownership if the 
beneficial ownership remains unchanged and the owner provides 
such information regarding the change to the department as may 
be required by the department in order to properly identify the 
current status of ownership and beneficial ownership of the 
facility or institution. For the purposes of this subdivision, a 



 
 

public offering of the stock of any corporation that owns, 
conducts, operates or maintains any such facility or institution 
shall not be considered a change in ownership or beneficial 
ownership of such facility or institution if the licensee and 
the officers and directors of such corporation remain unchanged, 
such public offering cannot result in an individual or entity 
owning ten per cent or more of the stock of such corporation, 
and the owner provides such information to the department as may 
be required by the department in order to properly identify the 
current status of ownership and beneficial ownership of the 
facility or institution.  

 
(c) (1) A multicare institution may, under the terms of its 

existing license, provide behavioral health services or 
substance use disorder treatment services on the premises of 
more than one facility, at a satellite unit or at another 
location outside of its facilities or satellite units that is 
acceptable to the patient receiving services and is consistent 
with the patient's assessment and treatment plan.  

 
(2) Any multicare institution that intends to offer services 

at a satellite unit or other location outside of its facilities 
or satellite units shall submit an application for approval to 
offer services at such location to the Department of Public 
Health. Such application shall be submitted on a form and in the 
manner prescribed by the Commissioner of Public Health. Not 
later than forty-five days after receipt of such application, 
the commissioner shall notify the multicare institution of the 
approval or denial of such application. If the satellite unit or 
other location is approved, that satellite unit or location 
shall be deemed to be licensed in accordance with this section 
and shall comply with the applicable requirements of this 
chapter and regulations adopted under this chapter.  

 
(3) The Commissioner of Public Health may adopt regulations, 

in accordance with the provisions of chapter 54, to carry out 
the provisions of this subsection. The Commissioner of Public 
Health may implement policies and procedures necessary to 
administer the provisions of this subsection while in the 
process of adopting such policies and procedures as regulation, 
provided the commissioner prints notice of intent to adopt 
regulations in the Connecticut Law Journal not later than twenty 
days after the date of implementation. Policies and procedures 
implemented pursuant to this section shall be valid until the 
time final regulations are adopted. 

 
 



 
 

Appendix 5 
 

 Sec. 19a-498. (Formerly Sec. 19-582). Inspections, 
investigations, examinations and audits. Retention of records. 
(a) Subject to the provisions of section 19a-493, the Department 
of Public Health shall make or cause to be made a biennial 
licensure inspection of all institutions and such other 
inspections and investigations of institutions and examination 
of their records as the department deems necessary. 

 
(b) The commissioner, or an agent authorized by the 

commissioner to conduct any inquiry, investigation or hearing 
under the provisions of this chapter, shall have power to 
inspect the premises of an institution, issue subpoenas, order 
the production of books, records or documents, administer oaths 
and take testimony under oath relative to the matter of such 
inquiry, investigation or hearing. At any hearing ordered by the 
department, the commissioner or such agent may subpoena 
witnesses and require the production of records, papers and 
documents pertinent to such inquiry. If any person disobeys such 
subpoena or, having appeared in obedience thereto, refuses to 
answer any pertinent question put to such person by the 
commissioner or such agent or to produce any records and papers 
pursuant to the subpoena, the commissioner or such agent may 
apply to the superior court for the judicial district of 
Hartford or for the judicial district wherein the person resides 
or wherein the business has been conducted, setting forth such 
disobedience or refusal, and said court shall cite such person 
to appear before said court to answer such question or to 
produce such records and papers. 

 
(c) The Department of Mental Health and Addiction Services, 

with respect to any behavioral health facility or alcohol or 
drug treatment facility, shall be authorized, either upon the 
request of the Commissioner of Public Health or at such other 
times as they deem necessary, to enter such facility for the 
purpose of inspecting programs conducted at such facility. A 
written report of the findings of any such inspection shall be 
forwarded to the Commissioner of Public Health and a copy shall 
be maintained in such facility's licensure file. 

 
(d) In addition, when the Commissioner of Social Services 

deems it necessary, said commissioner, or a designated 
representative of said commissioner, may examine and audit the 
financial records of any nursing home facility, as defined in 
section 19a-521, any residential care home, as defined in 
section 19a-521, or any nursing facility management services 



 
 

certificate holder, as defined in section 19a-561. Each nursing 
home facility, residential care home and nursing facility 
management services certificate holder shall retain all 
financial information, data and records relating to the 
operation of the nursing home facility or residential care home 
for a period of not less than ten years, and all financial 
information, data and records relating to any real estate 
transactions affecting such operation, for a period of not less 
than twenty-five years, which financial information, data and 
records shall be made available, upon request, to the 
Commissioner of Social Services or such designated 
representative at all reasonable times. In connection with any 
inquiry, examination or investigation, the commissioner or the 
commissioner's designated representative may issue subpoenas, 
order the production of books, records and documents, administer 
oaths and take testimony under oath. The Attorney General, upon 
request of said commissioner or the commissioner's designated 
representative, may apply to the Superior Court to enforce any 
such subpoena or order.  
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