Checklist
X A completed CON Main Form, including an affidavit signed and notarized by
the appropriate individuals. CON forms can be found at OHCA Forms.

X A completed Supplemental Form specific to the proposal type (see next page
to determine which Supplemental Form to include in the application).

X Attached is the CON application filing fee in the form of a certified, cashier or
business check in the amount of $500 paid to “Treasurer State of
Connecticut.” .

X Attached is evidence demonstrating that public notice has been published for
3 consecutive days in a newspaper that covers the location of the proposal.
Use the following link to help determine the appropriate publication:
Connecticut newspapers. The application must be submitted no sooner
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an 20 days, but no later than 90 days from the last day of the
ewspaper notice.
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The following information must be included in the public notice:

o A statement that the applicant is applying for a certificate of need
pursuant to section § 19a-638 of the Connecticut General Statutes;

e A description of the scope and nature of the project;
e The street address where the project is to be located; and
¢ The total capital expenditure for the project.

(Please fax (860-418-7053) or email (OHCA@ct.qov) a courtesy copy of the
newspaper order confirmation to OHCA at the time of publication.)

X A completed Financial Worksheet specific to the application type.

] All confidential or personally identifiable information (e.g., Social Security
' number) has been redacted.

X Submission includes one USB flash drive containing: |
1. A scanned copy of each submission in its entirety, including all

attachments in Adobe (.pdf) format.
2 An electronic copy of the applicant’s responses in MS Word (the
application) and MS Excel (the Financial Worksheet).
Note: OHCA hereby waives requirement to file any paper copies.

X All submissions should be emailed to OHCA@ct.qov.
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Checklist
X A completed CON Main Form, including an affidavit signed and notarized by
the appropriate individuals. CON forms can be found at OHCA Forms.

X A completed Supplemental Form specific to the proposal type (see next page
to determine which Supplemental Form to include in the application).

B Attached is the CON application filing fee in the form of a certified, cashier or
business check in the amount of $500 paid to “Treasurer State of
Connecticut.” '

X Attached is evidence demonstrating that public notice has been published for
3 consecutive days in a newspaper that covers the location of the proposal.
Use the following link to help determine the appropriate publication:
Connecticut newspapers. The application must be submitted no sooner
than 20 days, but no later than 90 days from the last day of the
newspaper notice.

The following information must be included in the public notice:

» A statement that the applicant is applying for a certificate of need
pursuant to section § 19a-638 of the Connecticut General Statutes;

o A description of the scope and nature of the project;
« The street address where the project is to be located; and
¢ The total capital expenditure for the project.

(Please fax (860-418-7053) or email (QHCA@ct.gov) a courtesy copy of the
newspaper order confirmation to OHCA at the time of publication.)

X A completed Financial Worksheet specific to the application type.

o All confidential or personally identifiable information {e.g., Social Security
' number) has been redacted.

X Submission includes one USB flash drive containing: |
1. A scanned copy of each submission in its entirety, including all

attachments in Adobe (.pdf) format.
2 An electronic copy of the applicant’s responses in MS Word (the
application) and MS Excel (the Financial Worksheet).
Note: OHCA hereby waives requirement to file any paper copies.

X All submissions should be emailed to OHCA@ct.gov.

For OHCA Use Only:
Docket No.: Check No.:

OHCA Verified by: Date:
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Proposal Information

Select the appropriate proposal type from the dropdown below. If unsure which item to
select, please call the OHCA main number (860-418-7001) for assistance.

Propo_sél Type -

Termination of inpatient or outpatient services offered by a
hospital

Brief Description

Transition of certain services from St. Vincent’s Medical Center to

Southwest Community Health Center

Proposal Address

St. Vincent's Family Health Center, 762 Lindley Street, Bridgeport,

CT 06606

Capital )
-Expenditure

$0.00

Is this Application the result of a Determination indicating a CON application

must be filed?
X No

[ Yes, Docket Number: Click here to enter text.

Applicant(s) Informatlon

Appllcant One * {if applicable)

Applicant Two* -

Applicant:
Name & Address

St. Vincent’'s Medical Center
2800 Main Street
Bridgeport, CT 06606

Parent Corporation:

Name & Address

Ascension Health
4600 Edmundson Road
St. Louis, MO 63134

(if applicable)
Kurt Bassett
Contact Person: Director of Strategic
Name, Title, Planning
Address 2800 Main Street
Bridgeport, CT 06606
Company St. Vincent's Medical Center

Email Address

Kurt.bassett@stvincents.ora

Phone

(203) 576-6264
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Fax Number

(203) 576-5345

Tax Status
{check one box)

O For Profit OJ For Profit
X Not-for-Profit O Not-for-Profit

*For more than two Applicants, attach a separafe sheet with the above information

FOR OFFICE USE ONLY

Docket #:

Date Received:

Staff Assigned :
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Executive Summary

The Application by St. Vincent’s Medical Center (“SVMC” or the “Applicant”) is for the purpose of addressing a
community need for enhanced primary care and specialty care services for medically underserved and underinsured
individuals in the Bridgeport commurity and its surrounding towns (“Bridgeport”). The target populations for this
proposal are: (i) historically underserved and underinsured patients currently receiving health care services from SVMC’s
Family Heaith Center (“FHC?); and (ii) medically uninsured and underserved individuals who are currently without a
primary care provider and who look to hospital emergency departments for their limited and intermittent health care

{“Target Population™).

SVMC has been providing outpatient health care services at the FHC located at 762 Lindley Street (“Lindley Street
Location™) since 1996, and such services have been provided in accordance with SVMC’s charitable mission, which
includes serving the health care needs of all individuals regardless of ability to pay. Currently, the FHC serves two
general categories of patients: (i) patients enrolled in Medicaid; and (ii) patients who have no insurance and are considered
“self-pay”. It is a widely known fact that Medicaid reimbursement in Connecticut is inadequate to cover rising healthcare
costs. In the instant case, despite being efficiently run, reimbursement provided by Medicaid covers less than half of the
costs associated with each FHC patient visit. Patients that do not have Medicaid or any other insurance are considered to
be self-pay and to the extent possible, pay on a sliding scale basis. Most uninsured patients either pay nothing or a de
minimis amount. Given the inadequacy of Medicaid reimbursement, cost-shifting to offset the losses associated with the
uninsured patients is not an option. By way of example, if you have 100 patients and only 50% of the patients pay for
services and the payment for those 50 patients represents 50% of the provider’s cost, the provider ends up being
reimbursed for 25% of its costs associated with caring for those 100 patients. It is a financial model that is not sustainable.

Moreover, many of these same patients also require referrals to specialty-care providers. The FHC provides some
specialty services at the Lindley Street Location, but currently it does not have the resources to meet more of the needs of
its FHC patients at this location given the substantial losses it incurs in connection with providing mestly uncompensated.
primary care services to FHC patients. To further complicate matters, it is typically very difficult to get these patients
referred to other specialists in the community since many private practice physmlans limit the number of uninsured and/or
Medicaid patients in their practice due to the fact that the Medicaid reimbursement is cons1derab1y lower than commercial
insurance. Hence, FHC patients very often do not get the specialty service appointments they need until a problem
becomes acute and leads to an emergency department visit, resulting in much higher costs to the State’s health care system.

Southwest Community Health Center, Inc. (“SWCHC”) is a federally qualified health care center that is also located in
Bridgeport, praviding primary care, along with behavioral health and dental health services to the community’s most
vulnerable individuals and families, including but not limited 1o, homeless, veterans, residents of public housing and other
marginalized individuals. SWCHC is a community-based and patient-directed health center focused on providing culturally
competent, high-quality primary care services, as well as supportive services, such as health education, and the facilitation
of transportation to promote access to care. More specifically, SWCHC provides patient-centered and integrated care that
is responsive to the unique needs of the Target Population.

In addition to receiving a higher level of reimbursement from Medicaid than that received by the FHC, SWCHC also
receives grant funding from the U.S. Health Resources & Services Administration (“HRSA™) to improve the health of
underserved and vulnerable populations, 340B pricing discounts for pharmaceutical products, free vaccines for uninsured
and underinsured children and medical malpractice coverage under the Federal Torts Claims Act. SWCHC also receives
assistance in the recruitment and retention of primary care providers though the National Health Services Corps.
Therefore, SWCHC is uniquely qualified to care for the Target Population currently being cared for by the FHC and it can
do so in 2 manner that will allow it to: (i) handle larger volumes without extensive financial loss; (i) provide outpatient
behavioral health and dental health Services; and (iii) allow SVMC to devote its resources to providing more specialty
services to these same patients in collaboration with the enhanced primary care services to be provided by SWCHC.

While the Application represents a request to have SVMC terminate services at the Lindley Street Location, it is more
accurately described as a transition of primary care services from SVMC to SWCHC, along with SYMC making a greater
commitment to providing specialty services at the same Lindley Sireet Location. The Applicant believes thai it is preferable
to have these patients be seen in the same location that they receive their primary care services because it is a familiar
environment for the patient and thus, more conducive to ensuring follow up and care coordination, Most importantly, this
proposal allows for greater patient access, service sustainability, enhanced patient satisfaction, improved health care
outcomes and a reduction in health care costs for the State health care system,
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Pursuant to Section 19a-639 of the Connecticut General Statutes, the Office of Health
Care Access is required to consider specific criteria and principles when reviewing a
Certificate of Need application. Text marked with a "§” indicates it is actual fext from the
statute and may be helpful when responding to prompfs.

Project Description

1. Provide a detailed narrative describing the proposal. Explain how the
Applicant(s) determined the necessity for the proposal and discuss the
benefits to the public and for each Applicant, separately. Include all key
elements, including the parties involved, what the proposal will entail, the
equipment/service location(s), the geographic area the proposal will serve, the
implementation timeline and why the proposal is needed in the community.

Founded in 1903 by the Daughters of Charity, SVMC is licensed to operate a 397-
bed general hospital located in Bridgeport, Connecticut and a 76-bed specialty
psychiatric hospital located in Westport, Connecticut. In addition to its inpatient
facilities, SVMC operates the FHC located at 762 Lindley Street in Bridgeport,
Connecticut and its subsidiary, St. Vincent's Multispecialty Group, Inc., operates
approximately 30 ambulatory care sites and urgent care clinics.

The FHC was established to provide primary care services to the Target Population,
which includes individuals who are low income, handicapped, homeless or frail'.
Specifically, the FHC provides approximately 18,000 primary care patient visits and
4,000 specialty care visits annually to adults and children from the Bridgeport area.
The FHC also provides a limited number of specialty clinics at the Lindley Street
Location for its FHC patients. Currently, the FHC has extremely long wait times for
specialty care visits (e.g., cardiology, endocrinology and neurology have wait times
that exceed 3 months, gastroenterology has wait times that exceed 4 months and
ophthalmology has wait times that exceed 6 months).

SVMC believes that access to a baseline level of high-quality, safe and effective
health care services for the medically disadvantaged and underserved Target
Population must be preserved in Bridgeport. Nonetheless, because most of the
FHC patients are either medically uninsured or underinsured (as described in the
Executive Summary herein), the FHC’s reimbursement is severely inadequate to
cover the costs associated with the provision of these primary care health services,
resulting in significant financial losses for SVMC. As a result of these losses, SVMC
has fewer resources to provide specialty services to this same Target Population.
As a responsible health care institution; these losses necessitate SVMC to find a
viable and sustainable solution to address the need for these services.

! At-risk or vulnerable populations include the elderly; residents with incomes below 200% of the federal poverty level; residents in
urban core areas, defined as towns with the highest poverty and most dense population; racial or ethnic minorities such as Black
non-Hispanics, Hispanics, American indians, Aslans and other non-White groups; residents of rural areas; persons who do not have
insurance; homeless populations; non-English speakers; lesbian, gay, bisexual and transgender (LGBT) residents and immigrants.
See, 2015 Supplement of the Statewide Heaith Care Facilities and Services Plan at page 57.
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SWCHC is a licensed Federally Qualified Health Center (“FQHC") that provides
comprehensive primary care services as well as supportive enabling services (e.g.,
education, translation and facilitation of transportation) to individuals residing in
Bridgeport. Specifically, SWCHC operates its main site at 46 Albion Street in
Bridgeport, and four additional Bridgeport sites at: 1046 Fairfield Avenue, 510
Clinton Avenue, 968 Fairfield Avenue and 743 South Avenue.

The proposal involves the transition of responsibility for the provision of primary
health care services from SVMC's FHC to SWCHC at the same Lindley Street
Location. Once transitioned to SWCHC, the site of care will not change and is
depicted on the map attached hereto as Exhibit A. The Primary Service Area
(“PSA”) for the FHC includes the service area attached hereto as Exhibit B and also

will not change.

By transitioning responsibility for the provision of primary care services at the FHC to
SWCHC, SVMC will be able to more efficiently allocate resources to address the
unmet specialty care needs of patients served at the Lindley Street Location with the
goal that wait times for specialty services will be reduced and access to specialty
care will be expanded. If this proposal is approved by OHCA, SYMC will provide the
enhanced specialty services listed in Exhibit C attached hereto at the Lindiey Street
Location. In essence, this proposal allows two providers to collaborate for the

_ purpose of more effectively allocating resources to serve and address the needs of
the Target Population. The primary goals of this proposal are: (i) to facilitate
enhanced access to both primary care (by expanding primary care services to
include behavioral health and dental health services) and specialty care (by SVMC
offering more specialty services}; (ii) the reduction in the incidence of unnecessary
or avoidable emergency department visits, hospitalizations and inpatient
readmissions; and (iii) improved heaith outcomes for the Target Population.

Currently, the Target Population is burdened with a variety of social determinants,
such as poverty, low income, low health literacy levels, jobiessness and adverse
environmental factors that contribute to its high rate of chronic and disabling health
conditions. These social challenges often prevent or interfere with individuals
accessing health care or achieving their intended health care goals. SWCHC is
culturally competent, consumer-driven and skilled at working with this Target
Population. Accordingly, the Applicant believes that SWCHC wiill offer an enhanced
primary care experience for this Target Population.?

SVMC is the current lessee of the Lindley Street Location and the proposal
contemplates that SWCHC would sublease a majority of the space for the Lindley
Street Location from SVMC. More specifically, SWCHC would occupy the main

level where it would provide its primary care services and would share the lower

level with SVMC, where SVMC would provide specialty-care services. See floor

plan attached hereto as Exhibit D. [n addition, to the extent that SVMC can offer
office equipment and assets and SWCHC desires such office equipment and assets,

2 SWCHG currently serves this neighborhood as a provider at a School Based Health Center and at a number of homeless shelters.
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- SVMC shall transfer such to SWCHC for its use at the Lindiey Street Location.
Certain employees of SVMC currently working at the Lindley Street Location will be
offered employment by SWCHC for those that satisfy SWCHC's credentialing and
employment requirements.

It is expected that the transitions described herein will begin upon OHCA's approvai
or shortly thereafter and will be done in a manner that is as seamless as possible for
the patient (e.g., to the extent feasible, Lindley Street Location patients can meet
their SWCHC provider through an introduction by their SVMC provider). The
Applicant and SWCHC are prepared to pace the transition so that there are no
interruptions in service and that the transition will be completed no later than 12
months from OHCA's approval. The Applicant would provide notice to the FHC
patients explaining the transition along with other follow-up communications

. encouraging patients to remain patients at the Lindley Street Location.

SVMC has provided its obstetrics and gynecology services at the Lindley Street
Location through a professional services agreement with a group of private
physicians on its medical staff who specialize in obstetrics and gynecology, and
SWCHC will also enter into a professional services agreement with the same group
of physicians so there will be no change in the Lindley Street Location’s obstetrics
and gynecology providers. Under the proposal, the Applicant will enter into a five (5)
year Community Benefit and Support Agreement with SWCHC to provide financial
support to cover SWCHC's transition and other “ramp up” expenses at the Lindley

Street Location.®

2. Provide the history and timeline of the proposal (i.e., When did discussions
begin internally or between Applicant(s)? What have the Applicant(s)
accomplished so far?).

In 2014, when it became very clear that State and Federal reimbursement for the
services performed by the FHC would continue to decline in future years, SVMC
began reviewing alternative models for sustaining primary care services for the
Target Population. The idea of a hospital partnering with an FQHC was identified as
a strong option given that this model had been proven to work and has been
successfully implemented both in Connecticut and other states throughout the
country. Most recently, the American Hospital Association created a task force
(composed of 29 hospital CEOs, state hospital association representatives and
health system leaders) to study and recommend strategies for hospitals ensuring
access fo healthcare services in vulnerable communities. One of those strategies
includes clinical collaborations between hospitals and FQHCs. See Exhibit E
attached hereto. SYMC knows from SWCHC'’s reputation and its own experience*
that SWCHC is uniquely qualified to provide primary care services to the patients

 SWCHC would enter into a teaching physician agreement and a residency training agreement with SYMC so that its internal
medicine residents can continue to train and provide services to patients at the Lindley Street Location.

* SVMC and SWCHC have a strong history of posttive clinical collaborations in the area of behavioral health and mobile
mammography services as discussed in greater detail herein.
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served by the Lindiey Street Location.

SVMC and SWCHC began to pursue more detailed discussions in the fall of 2015.
Over the course of the next 12 months, the Applicant and SWCHC met regularly to:

Discuss other FQHCs and hospitals that have made similar successful transitions
in Connecticut;

Perform financial modeling to allow SVMC to reallocate expenditures for primary
care to specialty care for this Target Population;

Discuss SYMC’s and SWCHC’s ongoing commitment to continuing the rotation
of the SVMC internal medicine residents through the Lindley Street Location;
Discuss shared quality programs that would be in place to ensure that the care
provided to the Target Population was comprehensive and of high-quality;
Develop financial models to support the effort of SWCHC to transition as the
provider of primary care services at the Lindley Street Location; and

Review the Lindley Street Location physical plant, and discuss other matters to
ensure a successful transition.

Beginning in January of 2016, internal committees were formed by the parties and
representatives from both SYMC and SWCHC were assigned tasks to review data,
finances and operations for the proposal. The Applicant and SWCHC entered into a
non-disclosure agreement as of February 4, 2016. During the fall of 2016, a letter of
intent was developed for the purpose of moving forward with the proposal.

Throughout the planning, it has been the objective of both the Applicant and
SWCHC to sustain and enhance the integration of primary care, behavioral health
and dental health, as well as secondary and tertiary care for this Target Popuiation.

3. Provide the following information:

a. utilizing OHCA Table 1, list all services to be added, terminated or modified,

their physical location (street address, town and zip code), the population
to be served and the existing/proposed days/hours of operation;

Please see Table 1.

identify in OHCA Table 2 the service area towns (i.e., use only official fown
names) and explain the reason for their inclusion (e.g., provider availability,
increased/decreased patient demand for service, market share);

Please see Table 2, Please note that under this proposal the service area towns
will remain unchanged.
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4. List the health care facility license(s) that will be needed to implement the
proposal;

SVMC:
CT DPH License # 0057

SWCHC:

CT DPH License # 0688 Outpatient Clinic _

CT DPH License # 0563 Psychiatric QOutpatient Clinic for Adults

CT DPH License # 0466 Facility for the Care or Treatment of Substance Abusive

or Dependent Persons
5. Submit the following information as attachments to the application:

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

See SVMC license attached hereto as Exhibit F.

b. alist of all key professional, administrative, clinical and direct service
personnel related to the proposal and attach a copy of their Curriculum

Vitae;
See CVs for key SWCHC personnel attached hereto as Exhibit G.

c. copies of any scholarly articles, studies or reports that support the need to
establish the proposed service, along with a brief explanation regarding the
relevance of the selected articles; :

See relevant articles attached hereto as Exhibit H. These articles were provided
because they support the fact that FQHCs are an excellent option in the
community for the provision of efficient and culturally competent primary care
services. o

d. letters of support for the proposal;
See letters of support attached hereto as Exhibit I.
e. the protocols or the Standard of Practice Guidelines that will be utilized in

relation to the proposal. Attach copies of relevant sections and briefly
describe how the Applicant proposes to meet the protocols or guidelines.

N/A

f. copies of agreeménts (e.g., memorandum of understanding, transfer
agreement, operating agreement) related to the proposal. If a final signed
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version is not évailable, provide a draft with an estimated date by which the
final agreement will be available.

See Letter of Intent attached hereto as Exhibit J.

Public Need and Access to Care

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

6. Describe how the proposed project is consistent with any applicable policies
and standards in regulations adopted by the Connecticut Department of Public

Health.

There is an undeniable public need for continued and enhanced access to primary
care and specialty care for the Target Population in Bridgeport. This specific
proposal is based upon the need to allocate and expand fimited resources in the
most judicious and efficient way in order to maintain and expand access to primary
care and specialty care health services for the Target Population. This proposal also
provides an opportunity for the parties to collaborate in ways that will better ensure
that a majority of the health care needs of this Target Population are being metin a
cost-effective manner and without duplication of effort. Moreover, inadequate State
and Federal reimbursement makes this proposal a necessity that requires

- community providers fo collaborate to find ways to most effectively meet the needs

of this Target Population.

§ “The relationship of the proposed project to the statewide health
care facilities and services plan.” (Conn.Gen.Stat, § 19a-639(a)(2))

7. Describe how the proposed project aligns with the Connecticut Department of
Public Health Statewide Health Care Facilities and Services Plan, available on

OHCA'’s website.

The City of Bridgeport is Connecticut’s largest city and one of its most impoverished
urban centers. In fact, Bridgeport has been identified in the 2015 Supplement of The
Statewide Health Care Facilities and Services Plan as a city with the lowest income,
highest poverty and highest population density (also known as an “Urban Core”).
See, 2015 Supplement of The Statewide Health Care Facilities and Services Plan at
page 52. Individuals with lower socioeconomic status typically do not have access
to coordinated care and thus, there is a higher rate of avoidable emergency '
department use, hospitalizations and readmissions. See, The Statewide Health
Care Facilities and Services Plan at page 64. The Statewide Health Care Facilities
and Services Plan focuses on increasing access to and improving the heaith
outcomes of vulnerable and at-risk populations. It is the objective of the Applicant
and SWCHC to ultimately improve the health care outcomes for this Target

05-02-2017 00010



Population while avoiding duplication of resources.® See, The Statewide Health
Care Facilities and Services Plan at pages 64, 91 and 97. Through carefully

planned strategic collaborations, the Applicant along with SWCHC, will provide more

access for those in need and hopefully, improve health outcomes for the Target
Population. See, The Statewide Health Care Facilities and Services Plan at page

79.

§ “Whether there is a clear public need for the health care facility or
services proposed by the applicant;” (Conn.Gen.Stat. § 19a-
639(a)(3))

8. With respect to the proposal, provide evidence and documentation to support
clear public need: :

a. identify the target patient population to be served;

The Target Population in Bridgeport is the medically uninsured and underinsured.

Bridgeport's current poverty rate is 23.6% compared to the average for the State
of Connecticut, which is 10.5% according to Connecticut Economic Resource
Center 2016 town profile. The same profile shows an unemployment rate in
Bridgeport of 10.2% compared to 6.6% for the State of Connecticut. There is a
clear need for primary care services in Bridgeport, as evidenced by the more
than 18,000 primary care visits and 4,000 speciality care visits annually made by
adults and children to the FHC. [n addition, there is a clear need for more
specialty clinics for this Target Population given the long wait times for these
patients to see a specialist.

b. discuss if and how the target patient population is currently being served;

The Target Population is currently being served by the FHC. The FHC operates
Monday through Friday 8:30 a.m. — 4:30 p.m. SVMC serves all patients

regardless of their ability to pay for services. The Statewide Health Facilities and

Service Plan has identified Bridgeport as an area with a population that has

many social determinant factors that puts the Target Population at risk for unmet

healthcare needs, poor healthcare outcomes, and unnecessary utilization of
hospital emergency department services.

¢. document the need for the equipment and/or service in the community;

The FHC currently delivers approximately 18,000 primary care visits and

* *“Unmet need is defined as when individuals of a distinct socio-demographic group, such as the uninsured or people with low
income, forego or delay accessing needed available health care services because the associated costs are unaffordable. The
Institute of Medicine (IOM) has identified lack of insurance as a significant driver of health disparities.” See, The Statewide Health
Care Facilities and Services Flan at page 74, "These definitions of unmet health need aim to take into account the complexity of

factors that have an adverse impact on health status as a result of limited or disproportionate access to care. Whichever definition is

used, unmet need has to be quantified to determine the appropriate intervention(s) or policy change(s). The expected resultis a

more integrated health care delivery system in which resources are alfocated efficiently based on agreed priorities to improve health

status and eliminate inequalities.” See, The Stafewide Health Care Facilities and Services Flan at page 53,
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approximately 4,000 specialty care visits on an annual basis. Individuals in need
of specialty care services at the FHC currently have extremely long wait times
due to limited resources. Currently, wait times for cardiology, endocrinology and
neurology are over 3 months, gastroenterology patients wait over 4 months for
an appointment and the wait times for ophthalmology appointments can be up to
6 months. This proposal would allow SWCHC to provide primary care services
so that SVMC can reallocate resources to provide more specialty services. In
addition, the added services of behavioral health will be an important
enhancement to the primary care clinic that SWCHC will operate at the Lindley
Street Location. Currently, the FHC does not provide behavioral health services
at the Lindley Street Location. Upon OHCA's approval, qualified behavioral
health clinicians will be embedded in the SWCHC Lindley Street Location, which
will allow for better coordination of behavioral health services between SWCHC
and SVMC for the Target Population. In addition, patients at the Lindley Street
Location will have access to SWCHC's dental health clinic located at one of

SWCHC’s other facilities.
. explain why the location of the facility or service was chosen;

FHC has been operating at the Lindley Street Location since 1996. ltis a
location that is populated with many individuals living in poverty. |t is also in
close proximity (within two blocks) to the SVMC hospital location. Utilizing the
current site, SWCHC will deliver primary care (including obstetrics and
gynecology) and behavioral health services, and SVMC will provide its enhanced
specialty services at the same site, resulting in enhanced and more coordinated
services for the Target Population.

. provide incidence, prevalence or other demographic data that
demonstrates community need;

Please see response to 8a herein. According to the 2011 American Community
Survey, the Bridgeport region has the widest gap between rich and poor of all
516 metropolitan and micropolitan areas included in the survey. As evidenced by
the 18,000 primary care visits and 4,000 specialty care visits to the FHC every
year, the demand and need for primary care services at the Lindley Street
Location in Bridgeport is well substantiated. The Statewide Health Facilities and
Service Plan identifies Bridgeport as an Urban Core center which by definition is
an area with many social determinants that makes access fo healthcare services
for the Target Population more difficult.

discuss how low income persons, racial and ethnic minorities, disabled
persons and other underserved groups will benefit from this proposal;

The focus of this proposal is specifically about serving a Target Population that is

medically underserved and uninsured. SVMC’s community outreach programs
and partnerships are designed to enhance public health and quality of life in
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Bridgeport and improve access to health services for members of the community
regardless of ability to pay. Bridgeport has a significantly higher percentage of
Black or African Americans and Latinos than any other city in the State of
Connecticut. According to the 2011 American Community Survey, Bridgeport
has the widest gap between rich and poor of all 516 metropolitan and
micropolitan areas included in the survey. As evidenced by the 18,000 annual
primary care visits to the FHC, the need for access to primary care services in
Bridgeport is substantial. The collaboration between SVMC and SWCHC will
facilitate enhanced access to both primary and specialty care and reduce the
incidence of unnecessary or avoidable emergency department visits,
hospitalizations and inpatient readmissions.

. list ahy changes to the clinical services offered by the Applicant(s) and
explain why the change was necessary;

In March of 2014, it became clear to SVMC that due to inadequate Medicaid
reimbursement and the escalating costs associated with providing services at the
FHC, the financial sustainability of the FHC was uncertain. In fact, SVMC
considered closing the FHC for periods of time, (e.g., one day a week), in order
to reduce FHC's financial losses. Instead, the proposal outlined in this
Application was developed to allow SVMC to realflocate its resources to provide
more specialty care clinics at the Lindley Street Location with the goal of
reducing wait times and providing more timely access to needed specialty
services.

. explain how access to care will be affected; and

The proposal will improve accessibility and cost-effectiveness of health care
services in Bridgeport by enhancing the provision of primary care, including
behavioral health and dental health services, and enhancing access to timelier
specialty care services. The goal of the collaboration between SVYMC and
SWCHC is to improve the health of the Target Population while avoiding
unnecessary medical expenses.

discuss any alternative proposals that were considered.

In March of 2014, due fo inadequate Medicaid reimbursement and escalating
operational costs, the FHC was identified as not being financially sustainable.
Reimbursement for the services performed by SVMC was projected to decline in
future fiscal years due to (i) continued reductions in Medicaid reimbursement;
and (ii} escalating operational costs despite efficient operations. Given the
benefits that SWCHC offers as a FQHC and the positive working history between
SVMC and SWCHC, it was determined that a collaboration with SWCHC would
be a strong option for continuing to provide enhanced primary care services while
expanding access to specialty care for this Target Population.
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§ “Whether the applicant has salisfactorily demonstrated how the
proposal will improve quality, accessibility and cost effectiveness of
health care delivery in the region, including, but not limited to, (A)
provision of or any change in the access to services for Medicaid
recipients and indigent persons; (Conn.Gen.Stat. § 19a-639(a}(5))

9, Describe how the proposal will:
a. improve the quality of health care in the region;

The proposal will improve quality, accessibility and cost-effectiveness of health
care delivery in Bridgeport by providing enhanced primary care and specialty
services for the Target Population.-

It is anticipated that specialty care services to be provided by SVMC will include
the following specialty services:

Endocrinology
Infectious Disease
Gastroenterology
Cardiology
Podiatry

General Surgery
Ophthalmology
Neurology
Orthopedics
Nephrology
Rheumatology
Pulmonology
Nutritional Counseling

See Exhib'it C attached hereto.

Moreover, integrating primary health care is vital to addressing the healthcare
needs of individuals with mental health and substance use disorders. Mental and
physical health problems have been found to be intricately connected. The
behavioral healthcare and primary care currently provided in Bridgeport is
typically fragmented, often leading to uncoordinated care for patients. Pursuant
to this proposal, SWCHC will introduce behavioral healthcare services at the
Lindley Street Location, and allow for enhanced collaborative care between the
Applicant's and SWCHC's behavioral health and primary care teams to develop
an integrated treatment plan that can address and coordinate both medical and
behavioral health needs of the Target Population. Embedding behavioral health
clinicians at the Lindley Street Location will enable mental health issues to be -
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identified and addressed in a more coordinated manner. Patients will be
seamlessly referred to the most appropriate service depending on their
behavioral health needs. This proposed collaboration of enhanced integration of
behavioral health and primary care services will facilitate more consultations and
a more holistic treatment approach to members of the Target Population needing
behavioral health care. Both providers will continue to offer intensive outpatient,
outpatient and medication management; however, the collaboration will not only
allow for better care coordination with medical needs, but also will allow for
enhanced access for patients to the distinct patient services offered by SVMC
and SWCHC. For example, SVMC offers an intensive outpatient program for
persons of Latino descent. The clinical services are provided by bilingual
clinicians and are focused not only on the clinical needs of patients but also the
cultural and ethnic diversity of this popuiation. Additionally, SYMC'’s intensive
outpatient programs provide patient-centered care for persons with severe and
chronic mental iliness and those who are dually diagnosed, while SWCHC's
intensive outpatient programs are focused on individuals with significant
substance use disorders.

b. improve accessibility of health care in the region; and
Please see the sections above.
¢. improve the cost effectiveness of health care delivery in the region.

Please see the sections above., As stated earlier herein, SWCHC receives a
higher level of reimbursement and support from both the State and Federal
governments. SVMC is losing millions of dollars currently in providing primary
care services at the FHC that could be more cost-effectively allocated to provide
needed specialty care services.

10.How will the Applicant(s) ensure that future health care services provided will
adhere to the National Standards on culturally and Linguistically Appropriate
Services (CLAS) to advance health equity, improve quality and help eliminate
health care disparities in the projected service area? (More details on CLAS
standards can be found at http://minorityhealth.hhs.gov/).

Upon approval from OHCA, the Applicant will transition responsibility for the
provision of primary care services at the Lindley Street Location to SWCHC.
SWCHC is culturally competent and experienced in advancing health equity and
eliminating health disparities. This proposal is specifically focused on enhancing
access to services along with enhancing the collaboration and coordination of care
for the Target Population. SWCHC has a community-driven board focused on
providing comprehensive, preventative primary care services, as well as supportive
enabling services (e.g., education, translation and facilitation of transportation, etc.)

to individuals.
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11.How will this proposal help improve the coordination of patient care (explain
in detail regardless of whether your answer is in the negative or affirmative)?

Currently, SVMC does not utilize an electronic health record at the Lindley Street
Location. If this Application is approved, SWCHC will install NextGen, its efectronic
heaith record. Communication between clinicians will be improved with the use of
this electronic health record, and will allow for greater coordination of care. In
addition, electronic health records make it easier for clinicians to follow up with
patients and track health outcomes. The SWCHC electronic health record will be
available to SVMC’s clinicians to ensure that patients who are seen by SWCHC
clinicians and who follow up with SVMC specialty care clinicians will have access to
SWCHC's electronic health record so that care is coordinated. In addition, SVMC
and SWCHC will form an operating committee to monitor access, patient outcomes,
and efficiency issues, and establish a quality committee for monitoring the quality
and safety of services provided at the Lindley Street Location.

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

This proposal is entirely focused on the medically underserved and underinsured,
including Medicaid patients. No patient will be refused care because of their inability
to pay. In addition and as discussed herein, Medicaid recipients will have enhanced
access to behavioral health, dental health and specialty care services.

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

See Applicant's Charity Care Policy attached hereto as Exhibit K.

14.If charity care policies will be changed as a result of the proposal, list all
changes and describe how the new policies will affect patients.

There will be no change for SVMC. SWCHC has a sliding scale payment policy
based upon financial need and consistent with federal guidelines for FQHCs.

05-02-2617 00016



§ “Whether an applicant, who has failed to provide or reduced access
fo services by Medicaid recipients or indigent persons, has
demonstrated good cause for doing so, which shall not bhe
demonstrated solely on the basis of differences in reimbursement

rates between Medicaid and other health care payers;”
(Conn.Gen.Stat. § 19a-639(a)(10))

15.If the proposal fails to provide or reduces access to services by Medicaid
recipients or indigent persons,. provide explanation of good cause for doing

S0.

This proposal will not reduce access to Medicaid recipients, rather this proposai will
enhance access for Medicaid patients.

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

639(a)(12))

16.Will the proposal adversely affect patient health care costs in any way?
Quantify and provide the rationale for any changes in price structure that will
result from this proposal, including, but not limited to, the addition of any

imposed facility fees.

Those patients that do not have insurance will be expected to pay for services on a
sliding scale basis based upon their financial resources, with some patients paying

nothing at all.

Financial Information

§ “Whether the applicant has satisfactorily demonstrated how the
1 proposal will impact the financial strength of the health care system
in the state or that the proposal is financially feasible for the
applicant;” {(Conn.Gen, Stat. § 18a-639(a)(4))

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

- Q7/01 through 06/30

18.Describe the impact of this proposal on the financial strength of the state’s
health care system or demonstrate that the proposal is financially feasible for

the applicant.

The proposal will have a positive impact on the State’s health care system in that it
will reduce unnecessary emergency department visits, admissions and readmissions

05-02-2017

poo17



by addressing the health needs of the Target Population and providing enhanced
primary and specialty care services.

19.Provide an estimate of the capital expen'diturelcosts for the proposal using
OHCA Table 3.

There are no capital expenditures for this proposal.

20.List all funding or financing sources for the proposal and the dollar amount of
each. Provide applicable details such as interest rate; term; monthly payment;
pledges and funds received to date; letter of interest or approval from a
lending institution. -

There are no capital expenditures, and there is no financing. SVMC will enter into a
Community Benefit and Support Agreement with SWCHC over a five-year period
wherein SVMC will subsidize the transition and “ramp up” costs of SWCHC.

21.Include as an attachment:

a. audited financial statements for the most recently completed fiscal year. If
audited financial statements do not exist, provide other financial
documentation (e.g., unaudited balance sheet, statement of operations,
statement of cash flow, tax return, or other set of books). Connecticut
hospitals required to submit annual audited financial statements may

reference that filing, if current;
See Exhibit L attached hereto.

b. completed Financial Worksheet A (non-profit entity), B (for-profit entity) or
- C (§19a-486a sale), available at OHCA Forms, providing a summary of
revenue, expense, and volume statistics, “without the CON project,”
“incremental to the CON project,” and “with the CON project.” Note: the
actual results reported in the Financial Worksheet must match the audited
financial statements previously submitted or referenced. In addition, please
make sure that the fiscal years reported on the Financial Worksheet are the
- same fiscal years reported for the financial projections, utilization and
payer mix tables (OHCA Tables 4, 6 and 7).

See Exhibit L attached hereto.

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

Please see Table 4.
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23.Fully identify and explain all assumptions used in the projections reported in
the Financial Worksheet. In providing these detailed assumptions, please

include the following:

a.

Identify general assumptions for projected amounts that are estimated to
be the same, both with or without this proposed project (i.e., project-neutral
increases or decreases that occur between years). Explain significant
variances (+/- 25% variances) that occur between years for the project

neutral changes;

Despite its proposal to discontinue primary care services, SVMC's financial
losses will not be completely offset because of its commitment {o subsidize
SWCHC’s transition costs for five years and to reallocate its expenses to
enhance specialty services at the Lindley Street Location.

Identify specific assumptions for all projected amounts that are estimated
fo change as a result of implementation of the proposed project (i.e.,
project-specific increases or decreases). Address projected changes in
revenue, payer mix, expense categories and FTEs. In addition, connect any
service, volume (utilization) or payer mix changes described elsewhere in
the CON application narrative or tables with these financial assumptions;

There is a slight decrease in revenue expected in that SYMC will no longer be
providing primary care services. There is an expected increase in volume
associated with more specialty clinics, but not to the extent that it would offset
primary care decreases. There is a reduction in salaries and benefits based on
SVMC not providing primary care. Again the increase to specialty care does not
offset the reduction in primary care staffing. The reduction in FTE's is based
upon the reduction in staff that will no longer be providing primary care. There is
an increase in expenses related to ramp up and transition expenses to be paid to
SWCHC as discussed above. There is no expected change in payer mix as the
population being served will not change.

If the Applicant does not project any specific increases or decreases with
the project in the Financial Worksheet, please explain why.

N/A

24.Explain any projected incremental losses from operations resulting from the
implementation of the CON proposal. Provide an estimate of the timeframe
needed to achieve incremental operational gains.

SVMC will continue to experience financial losses with respect to providing specialty
services to the Target Population. However, projected losses will decrease slightly
upon the five-year Community Benefit and Support Agreement expiration.
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Utilization

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

25.Complete QHCA Table 5 and OHCA Table 6 for the past three fiscal years
(“FY™), current fiscal year (“CFY”) and first three projected FYs of the
proposal, for each of the Applicant’s existing and/or proposed services. Note:
for OHCA Table 6, if the first year of the proposal is only a partial year, provide
the partial year and then provide projections for the first three complete FYs.
In addition, please make sure that the fiscal years reported on OHCA Table 6
are the same fiscal years reported for the financial projections and payer mix

tables (OHCA Tables 4 and 7).

Please see Tables 5 and 6.

26.Provide a detailed explanation of all assumptions used in the derivation/
calculation of the projected service volume; explain any increases and/or
decreases in volume reported in OHCA Table 5 and 6.

Table 5 - FY17 volumes are based upon six (8) months actual and six (6) months
projected. Table 6 projections are based on specialty care services and indicate an
increase in volume due to the increase in specialty service hours and types. There
are no projections made for the Applicant for primary care and pediatric services in
that those services will no longer be provided by the Applicant.

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

completed fiscal year.

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

28.Describe the population {as identified in question 8(a)) by gender, age groups
or persons with a specific condition or disorder and provide evidence (i.e.,
incidence, prevalence or other demographic data) that demonstrates a need
for the proposed service or proposal. Please note: if population estimates or
other demographic data are submitted, provide only publicly available and
‘verifiable information (e.g., U.S. Census Bureau, Department of Public Health
and Connecticut State Data Center) and document the source.

As previously stated, Bridgeport is identified as an “Urban Core” area in The
Statewide Health Facilities and Service Plan and as such, is a city with very high
poverty, unemployment, and crime rates. This type of population is typically
identified as being at risk and vulnerable for chronic diseases and havmg unmet

health care needs

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

reported.

Please see Table 8.

§ “The utilization of existing health care facilities and health care
services in the service area of the applicant;” (Conn.Gen.Stat. §

19a-639(a)(8))

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

Please see Table 9.

31.Will this proposal shift volume away from existing providers in the area? If
not, explain in detail why the proposal will have no impact on existing provider
volumes.

Pursuant to this proposai, responsibility for the provision of primary care services
(which includes obstetrics and gynecology services) will be transitioned to SWCHC.
Because limited specialty services are currently being provided by SVMC and this
transition will help to alleviate long wait times for specialty services, there will be no
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negative impact on existing specialty providers.

32.If applicable, describe what effect the proposal will have on existing physician
referral patterns in the service area. '

Currently, patients are referred to specialty care based on need and availability.
Currently there are extremely long wait times for specialty care at the FHC as
previously described herein. The goal of the proposal will be to increase access to
specialty services for the Target Population.

SVMC will reallocate resources to enhance and expand specialty care for patients
served by the SWCHC clinic site. Referrals for specialty services will be made by
SWCHC to SVMC specialty providers providing services at the Lindley Street
Location. If other providers in the community are willing to provide specialty
services, referrals will be made to such providers.

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

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

The Applicant and SWCHC will have access to the patient’'s EHR and will be on site
at the Lindley Street Location. In addition, the Applicant and SWCHC will form an
operating committee and a quality committee to ensure optimal coordination of

services and quality of care.

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

34.Explain in detail how the proposal will impact (i.e., positive, negative or no
impact) the diversity of health care providers and patient choice in the

geographic region.

The proposal will enhance the diversity of providers by adding the SWCHC providers
along with adding more specialty care providers. Patients will be able to continue
with the same obstetrics and gynecology providers, as SWCHC will be contracting
with the same group currently contracted by FHC.
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Tables

TABLE 1
APPLICANT'S SERVICES AND SERVICE LOCATIONS
. New Service or
Service Street Address, Town POS'L L:Lat:jon Dags;;l::;i:;?l of Proposed
e P Termination

SVMC FHC 762 Lindley St., Bridgeport | Medicaily 8:30 a.m.-4:30p.m. | Termination
Primary Care uninsured and M-F

Clinic underinsured

{back to question

TABLE 2
SERVICE AREA TOWNS

Town* Reason for Inclusion
Bridgeport

Stratford These towns are considered to be towns in

Shelton the Applicant's primary service area and

Fairfield are expected to be the same towns

Easton serviced by SWCHC at the Lindley Street
Trumbull Location.

Monroe

*List official town name only - village or place names are not acceptable.
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TOTAL PROPOSAL CAPITAL EXPENDITURE

TABLE 3

PurchasefllLease

Cost

Equipment (Medical, Non-medical, Imaging)
Land/Building Purchase*
Construction/Renavation**
Other (specify)

Total Capital Expenditure (TCE)

Lease (Medical, Non-medical, Imaging)™*

Total Lease Cost (TLC)

$0

Total Project Cost (TCE+TLC)

There are no capital expenditures associated with this proposal.

*If the proposal involves a land/building purchase, attach a real estate property appraisal

including the amount; the useful life of the building; and a schedule of depreciation.

**If the proposal involves construction/renovations, attach a description of the proposed
building work, including the gross square feet; existing and proposed floor plans;
commencement date for the construction/ renovation; completion date of the
construction/renovation; and commencement of operations date.

***|f the proposal involves a capital or operating equipment lease and/or purchase, attach a

vendor quote or invoice; schedule of depreciation; useful life of the equipment; and

anticipated residual value at the end of the lease or loan term.

[back fo question]

TABLE 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2018* FY 2019* - FY 2020*
Revenue from Operations $(350,000) $(700,000) $0
Total Operating Expenses $(540,000) $(1,944,000) $(1,944,000)
Gain/Loss from Operations $190,000 $1,244,000 $1,944,000

*Fill in years using those reported in the Financial Worksheet attached.

Note: please make sure that the fiscal years reported on the Financial Worksheet are the same fiscal years reported for the financial
projections, ufilization and payer mix tables (OHCA Tables 4, 6 and 7).

Please note that the bracketed amounts represent reductions in expenses for the Applicant.

back to gquestion
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TABLE §
HISTORICAL UTILIZATION BY SERVICE

Actual Volume
(Last 3 Completed FYs) CFY Volume*
Service** FY 2014 FY 2015+ FY 2016*** FY 2017
Adult Primary Care 5,954 9,331 11,502 11,674
Pediatric Care 5,882 6,252 6,254 6,158
Specialty Care Clinic 4,104 4,281 4,493 4,146
Total 17,040 19,864 22,249 21,978

*For periods greater than 6 months, report annualized volume, identify the months covered and the method of annualizing. For
periods less than 6 months, report actual volume and identify the months covered.

**Identify each service type and level adding lines as necessary. Provide the number of visits or discharges as appropriate for
each service type and level listed.

**Eill in years. If the time period reported is not identicafl to the fiscal year reported in Table 4 of the application, provide the
date range using the mm/dd format as a footnote to the table.

back to question]

TABLE 6
PROJECTED UTILIZATION BY SERVICE
Projected Volume
Service* FY 2018** FY 2019** FY 2020**
Adult Primary Care 0 0 0
Pediatric Care 0 0 0
Specialty Care Clinic 5,225 6,400 6,850
Total 5,225 6.400 6,850

*Identify each service type by location and add lines as necessary. Provide the number of
visits/discharges as appropriate for each service listed.

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

Note: please make sure that the fiscal years reported on the Financial Worksheet are the same fiscal years
reported for the financial projections, utilization and payer mix tables (OHCA Tables 4, 6 and 7).

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

Current Projected
Payer FY 2017 FY 2018* FY 2019* FY 2020*
Discharges % Discharges % Discharges % Discharges %
Medicare* 2,198 10% 523 10% 640 10% 685 10%
Medicaid* 14,066 64% 3,344 64% 4,098 64% 4,384 64%
CHAMPUS & 0 0% 0 0% 0 0% 0 0%
TriCare
Total 16,264 74% 3,876 4,736 4,736 74% 5,069 74%
Government
Commercial 440 2% 95 2% 128 2% 137 2%
Insurers
Uninsured 5,274 24% 1,254 24% 1,536 24% 1,644 24%
Workers 0] 0% t] 0% t] 0% o] 0%
Compensation
Total Non- 5,714 26% 1,349 26% 1,664 26% 1,781 26%
Government
Total Payer 21,978 100% 5,225 100% 6,400 100% 6,850 100%
Mix

*Includes managed care activity.

**Fill in years. Current year should be the most recently completed fiscal year. Ensure the period covered by this table
corresponds to the period covered in the projections provided. New programs may leave the "current” column blank.

Note: please make sure that the fiscal years reported on the Financial Worksheet are the same fiscal years reported for
the financial projections, utilization and payer mix tables (OHCA Tables 4, 6 and 7).

This Table 7 represents volumes at the FHC only and discharges should be considered visits.

back to question]
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fback o question

TABLE 8
UTILIZATION BY TOWN

Utilization
Town FY 2016**
Bridgeport 18,459
Stratford 1,139
Fairfield 805
Trumbull 516
Shelton 363
Monrce 164
All Cthers 813

*List inpatient/outpatient/ED volumes separately, if applicable

**Fill in most recently completed fiscal year.
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TABLE 9

SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS

Service or Population | Facility Facility's Provider Name, . Current
Program Name Served ID* Street Address and Town Hours/Days of Operation Utilization
SWCHC Bridgeport NPT SWCHC 968 Fairfield Avenue Monday & Wednesday 45,629*
(1699703 | Bridgeport, CT 06605 8:30 a.m.-8:00 p.m.,
686) Tuesday, Thursday, and
Friday 8:30 a.m. -
4:30 p.m.,
Saturday 9:00 a.m. - 1:00
p.m.
SWCHC Bridgeport NP SWCHC 46 Albion Street Monday - Friday 8:30 a.m. | 44,730*
(1699703 | Bridgeport, CT 06605 -4:30 p.m.,
686) Tuesday and Thursday
5:00 p.m. - 8:00 p.m.,
Saturday 9:00 a.m. - 1:00
' p.m.
SWCHC Bridgeport NPI 510 Clinton Avenue Monday - Friday 8:30 5,356*
(1699703 | Bridgeport, CT 06605 a.m.-4:30 p.m.
686)
SWCHC Bridgeport NP/ Marina Village Monday - Friday 8:30 a.m. | 9,169*
(1699703 | 743 South Avenue - 4:30 p.m.
686) Bridgeport, CT 06604
SWCHC Bridgeport NPI 1046 Fairfield Avenue Monday - Friday 8;30 a.m. | 15,121*
(1699703 -4:30 p.m.,
686) Monday, Wednesday and
Thursday  +
5:00 p.m. - 9:00 p.m.
Optimus Not Not Optimus 982 East Main St. Monday, Wednesday, Not
Available Available | Bridgeport CT Thursday, Friday 8:00 Available
a.m. - 5:00 p.m.
Tuesday 8:00 a.m. - 7:00
p.m.
Saturday 9:00 a.m. - 1:00
p.m.
Sunday 11:00 a.m. - 3:00
p.m. .
Optimus Not Not Optimus 471 Barnum Ave. Monday & Tuesday 8:00 Not
Available Available | Bridgeport, CT a.m.- 7:30 p.m. Available
Wednesday, Thursday, &
Friday 8:00 a.m.- 5:00
p.m.

*SWCHC visits from 4/1/16 through 3/31/17
**SWCHC also provides services at four homeless shelters and at operates seven school-based clinics.

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

[back to question]
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Connecticut Department

of Public Heakth

Supplemental CON Application Form
Termination of a Service
Conn. Gen. Stat. § 19a-638(a)(5),(7),(8),(15)

Applicant: St. Vincent’'s Medical Center

Project Name: Family Health Center Transition

-
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TABLE A
PROVIDERS ACCEPTING TRANSFERS/REFERRALS

. Utilization
. - - Total Available | Utilization
*
Facility Name Facility ID Facility Address Capacity Capacity FY16** Curre::*
CFY17
Southwest At Lindley
Community Health Medicare NPI # 46 Albion St, St.
Center, Inc. 1699703686 Bridgeport, CT 06605 183,000 25,000 130,000 155,000

*

Please provide either the Medicare, Connecticut Department of Social Services (DSS), or National Provider
Identifier (NPT) facility identifier and label column with the identifier used.

*¥ Till in year and identify the period covered by the Applicant’s FY {(e.g., July 1-June 30, calendar year, etc.), Label and provide the

nurnber of visits or discharges as appropriate,

**% For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the method of

annualizing. For periods less than six months, report actual volume and identify the period covered.

a. Provide evidence (e.g., written agreements or memorandum of
understanding) that other providers in the area are willing and able to
absorb the displaced patients.

This Proposal does not displace any Lindley Street Location patients. The/

attached Letter of Intent (please see Exhibit J) reflects that while SVMC will no
longer be providing primary care services at the Lindley Street Location, SVMC

will enhance the provision of needed specialty services for the Target Population.

SWCHC will assume the full role as provider of primary care services at the
Lindley Street Location.

b. ldentify any special populations that utilize the service(s) and explain how

these populations will maintain access to the service following termination

at the specific location; also, specifically address how the termination of
this service will affect access to care for Medicaid recipients and indigent

persons.

Please see description of Target Population as described in the Main Application.

c. Describe how clients will be notified about the termination and transfer to

other providers.

Clients will be sent letters from SVMC notifying them of the proposed transition of

their primary care services to SWCHC.

d. For DMHAS-funded programs only, attach a report that provides the

following information for the last three full FYs and the current FY to-date:

i. Average daily census;

ii. Number of clients on the last day of the month;

iii. Number of clients admitted during the month; and
iv. Number of clients discharged during the month.
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1. Affidavit

Applicant: 8t Vincent's Medical Center

Project Title: Family Health Center Transition

l, Vincent Caponi, CEO, of St. Vincent's Medical Center being duly sworn, depose
and state that St. Vincent's Medical Center complies with the appropriate and
applicable criteria as set forth in the Sections 19a-630, 19a-637, 19a-638, 19a-
639, 19a-486 and/or 4-181 of the Connecticut General Statutes.

{W;’Df { %mw Al 30k

Signature Date

Subscribed and sworn to before me on L%/ 4 :7:// ‘?’

[l Mo,

Notary Public/Commissioner of Superior Court

My commission expires: mﬂ f;} d? }) 02"9& /

5613960v1
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2. Affidavit

Applicant: 8t. Vincent’s Medical Center

Project Title: Family Health Center Transition

[, Vincent Caponi, CEQ, of St. Vincent's Medical Center being duly sworn, depose
and state that St. Vincent's Medical Center complies with the appropriate and
‘applicable criteria as set forth in the Sections 19a-830, 19a-637, 19a-638, 19a-
639, 19a-486 and/or 4-181 of the Connecticut General Statutes.

c:;/:;:x C Cupon Rhee 999013

Signature < l Date *

Subscribed and sworn to before me on GL/ Q ?/'

e )t

Notary Public/Commissioner of Superior Court

- My commission expires: }/)’)41/4 3/1 QDOQ /

5613956v1

05-02-2017 00032



SOUNTELORY AN LAW

51-57/119CT

One Conslitution Plaza - : .
" Hartford, Connecticut 06103-1919 . . VOID AFTER 6 MONTHS 296351
Pay: **#*Five hundred and 00/100 Dollars
. : Date Amount

04/28/2017 SrxEk*EXE0(0,00

PAY SHIPMAN & GOODWIN, LLP

TOTHE TREASURER, STATE OF CONNECTICUT
WRES REQUIRED OVER SEd,UUO.UD
7/ {r/ -

By

ORDER OF:
"0000 296354 1204 430057 412 009LL 3 L3LG 2w

[ TS U S PO T

SHIPMAN & GOODWIN, LLP . 2 9 6351

Payee ID: 065401 04/28/2017
Invoice # Inv, Date G/L Acct Clienk Matter Narrative ' Amount Inv. Total
J42817.500.00 4/28/2017 Fiiing Fee )
142817.500.00 Apr 28/17 55883 0% VENDOR: Treasurer, State of Connecticut; 500.00 " s00.00

. INV_OICE#: 042817.500.00; DATE: 4/28/2017 -
Filing Fee
Inveice Totals: $500.00 $500.00

05-02-2017 0“3%.



HEARST

CONNECTICUT
MEDIA GROUP

CONNECTICUT POST | THE NEWS-TIMES | THE ADVOCATE | The Hour | GREENWICHOTIME
Darien News | Fairfield Citizen | New Canaan News | The Spectrum | Westport News | Wilton Villager

SHIPMAN & GOODWIN, LLP
ONE CONSTITUTION PLAZA

HARTFORD CT 06103

Public Notice St. Vincent’s Medical Center and
Southwest Community Health Center, Inc.

PUBLIC NOTICE St. Vincent's Medical Center and Southwest Community
Health Center, Inc. (the "Applicants") intend to file a joint Certificate of
Need application under Section 19a-638 of the Connecticut General
Statutes to request approval for the termination of the services provided
by St. Vincent's Medical Center at its Family Health Center located at 762
Lindley Street, Bridgeport, CT 06066 and a contemporaneous assumption
of the complete operation of the Family Health Center and the provision
of the_same services at the same location by Southwest Community
Health Center.

04/24/2017 2:44:06 pm

AFFIDAVIT OF PUBLICATION

STATE OF CONNECTICUT
OUNTY OF FAIRFIELD

I, ____M’\AQQS_J/_)QE_ ey

Being duly sworn, depose and say that
I am a Representative in the employ
of HEARST CONNECTICUT MEDIA  GROUP,
Publisher of the Connecticut Post,
that a LEGAL NOTICE as stated below
was published in the Connecticut
Bost s

Subscribed and sworn to before me on
this 24th Day of April, A.D. 2017.

g £ st o

Notary Public

My commission expizes onSHARQNRBOROSKEY
Notary Public. State of Cannecticut

My Commission Expires Dct 31, 2021

PO Number Ad Caption
Public Notice St. Vincents Medic
Publication Ad Number

Connecticut Post 0002232961-01

Publication Schedule

Page 1 of 1

2/16/2017, 217/2017, 2/18/2017

05-02-2017 00034
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K5k
Call Resident Agent Norman, 203-916-2795
of 2033720828
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Tm,-u
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& )
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EXHIBIT A

LOCATION OF |
FAMILY HEALTH CENTER
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EXHIBIT B

'FAMILY HEALTH CENTER
SERVICE AREA

05-02-2017 00040



Kent e

1 f mv ““““““ 1N,

Far
Columbia
Bristol
Plainwill

Newr
Matford

Shemman
New
Pairfield

Danbury

Bridgewater

Brookfield

Ridgefield

01d Saybrook

New | | |
) Jew - ; _ . gqmce?‘
- M StVincent’s ‘s
Greenwich b

Dacien] h- Medical Center %, fee®

- Primary Service Area

o

00041

05-02-2017



EXHIBIT C

 LISTOF
ENHANCED SPECIALTY SERVICES
TO BE PROVIDED
BY APPLICANT
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EXHIBIT E

AHA ARTICLE
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Novemnber 29, 2016

Millions of Americans living in vulnerable rural and urban communities depend upon their hospital as an
important, and often only, source of care. However, these communities and their hospitals face many
challenges. As the hospital field engages in its most significant transformation to date, some communities
may be at risk for lesing access to health care services. It will be necessary for payers and health care
providers to work together to develop strategies that support the preservation of health care services for all

Americans. i '

Recognizing this, the American Hospital Association (AHA) Board of Trustees, in 2015, created a task force
to address these challenges and examine ways in which hospitals can help ensure access to health care
services in vulnerable communities. The task forge considered a number of integrated, comprehensive
strategies to reform health care delivery and payment. Their report sets forth a menu of options from which
communities may select based on their unique needs, support structures and preferences. The ultimate
goal is to provide vulnerable communities and the hospitals that serve them with the tcols necessary to
determine the essential services they should strive to maintain locally, and the delivery system options that
will allow them to do so. While the task force's focus was on vulnerable communities, these strategies may
have broader applicability for all communities as hospitals redefine how they provide better, more integrated

care,
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Characteristics and Parameters of Vuinerable Communities

The task force defined a vulnerable community as a population that, due to their individual circumstances, is much more
likely to be in poor health and have disabling conditions. While the reasons a population may be deemed vulnerable vary
widely, the task force found there is no formulaic, defined set of factors that can determine whether or not a community
is vulnerable. However, they created a list of characteristics and parameters, of which one or more may be necessary
and sufficient o identify a vulnerable rural or urban community. -

 Environmental challenge

| Essentia/ Health Care Services

The range of health care services needed and the ability of Indlwduals to obtain access to heaItI\1 care services varies
widely in each community. The task force determined, however, that access to a baseline of hlgh quality, safe and
effective services must be preserved. Table 1 below highlights the essential health care services identified by the task
force and ‘illustrates those which may be maintained or enhanced by each emerging strategy.

Prenatal nspostatig 3
pbservation carg sprvices £ sorviees
care : .

Nowvembar 29, 2016
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Emerging Strategies to Ensure Access to Health Care Service

Addressing the Social Determinants of Health
Social challenges cften prevent individuals from accessing
health care or achieving health goals. This strategy
includes screening patients to identify unmet social

needs; providing navigation services to assist patients in
accessing community services; and encouraging alignment
between clinical and community services to ensure they
are available and responsive to patient needs.

>®

Virtual Care Strategies

Virtual care strategies may be used to maintain or
supplement access to health care services. These
strategies could offer benefits such as immediate, 24/7
access to physicians and other health care providers, the
ability to perform high-tech monitoring and less expensive
and more convenient care options for patients.

Wsy

5OOO® O

Global Budgets
Glcbal budgets provide a fixed amount of reimbursement
for a specified population over a designated period of time.
They may be designed in a way that allows each provider
to create a unigue plan to meet mandated budgets,
thereby allowing vulnerable communities autonomy and
flexibility to create sclutions that work best for them.

PODDE

Inpatleni/()utpat:ent Transformation Strategy
This strategy involves a hospitai reducing inpatient
capacity to a level that closely reflects the needs of

the community. The hospital would then enhance the
outpatient and primary care services they offer.

Emergency Medical Center (EMC)

The EMC allows existing facilities to mest a community’s
need for emergency and outpatient services, without
having to provide inpatient acute care services. EMCs
provide emergency services (24 hours a day, 365 days

a year) and transportation services. They also would
provide outpatient services and post-acute care services,
depending on a community's needs.

A
ST

Urgent Care Center (UCC)

UCCs allow existing facilities to maintain an access point
for urgent medical conditions that can be treated on an .
outpatient basis: They are able to assist patients with an
illness or injury that does not appear to be life-threatening,
but requires care within 24 hours.

November 29, 2016

Front!er Health System

This strategy addresses challenges faced by frontier
communities, including exireme geographic isolation

and low population density. It provides a framework for
coordinated health care as individuals move through
primary and specialized segments of the medical systam.

Y ODDOE

Rural Hospital-Health Clinic Strategy

This strategy allows for integration between rural hospitals
and various types$ of health centers in their communities
(e.g., Federally Qualified Health Centers and Rural Health
Clinics). These partnerships also could facilitate integration
of primary, behavioral and oral health and allow for
economies of scale between both organizations,

!ndlan Health Serwces (!HS) Strateg:es

This strategy includes development of partnerships
between IHS and non-IHS health care providers aimed
at increasing access to health care services for Native
American and Alaska Native Tribes and improving the
quality of care available and promoting care coordination.

To learn more about these strategies and
explore case examples, please see the full
report at www.aha. crglensiringaccess.

05-02-2017
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Barriers to Implementation

The task force identified four types of barriers that could impede transitioning to or implementing these emerging
strategies:

Advocacy Agenda and Assistance Strategy

Successful implementation of these emerging strategies by vulnerable commiunities is dependent on numerous public
policy changes. The task force recommends that AHA develop an advocacy strategy to facilitate adoptlon of these
emerging strategies. This includes advocating for: .

» Creation of new Medicare payment methodologies and transitional payments, as appropnate that would allow for
successful implementation of the-strategies identified above;
* Creation of new and expansion of existing federal demonstration projects;

¢ Modification of existing Medicare Conditions of Patticipation to allow for the formation of the strategies identified
above, where necessary;

» Modification of laws that prevent integration of health care hi'oviders and the provision of health services;

» Modification of the existing Medicare payment rules that stymie health care providers' ability to identify and place
beneficiaries in the clinical setting that best serves their short- and long-term recovery goals; and

* Expansion of Medicare coverage and payment for telehealth.
Even with public policy changes, vulnerable communities and the hospitals that serve them may not have the resources
they need to successfully adopt these emerging strategies. AHA will explore providing cperational tools and resources

to assist our member hospitals and health systems, including toolkits, data analyses, information on grant opportunities,
and convening learning networks for information and idea sharing.

To learn more about the work of the AHA Task Force on Ensuring Access in Vulnerable Communities, please visit
wivwaha, orgien surmgdccess :

m;’ American Hospital

Associationas

@2016 American Hospital Assaciation | www.aha.org
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Introduction

The millions of Americans living in vulnerable rural
and inner city communities depend upon their
hospital as an important, and often only, source
of care. The nation’s nearly 2,000 rural community
hospitals and more than 2,000 urban community
hospitals frequently serve as the anchor for their
area’s health-related services, often providing .
prevention and wellness services, community out-
reach and employment opportunities. Many serve
as cornersiones within their communities, working
to advance population health and well-being, as
well as serving as economic engines.

However, these communities and their hospi-

tals face many challenges. Rural hospitals often
struggle with their remote location, limited work-
force and constrained resources. Inner-city urban
hospitals strive to achieve financial stability while
pursuing their charitable mission@ks the hospital
field engages in its most significant transformation
to date, many of these hospitals are fighting to
survive — potentially leaving their communities at
risk for losing access to local health care services.
The loss of such a critical heaith care access point
could be devastating to the individuals living in
these vulnerable communities, and the concern for
them is only growing as significant pressures on
the health care sector continue,

As communities grapple with the challenge of
maintaining access to health care services, it will
be necessary for payers and health care providers
to work together to develop alternative payment
and delivery strategies that support the preserva-
tiori of health care sefvices for Americans living

in vulnerable communities. Recognizing this, the
American Hospital Association (AHA) Board of
Trustees, in 2015, app}'ovéd the creation of this
29-member task force to address these challeng-
es and examine ways in which hospitals can help
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ensure access o health care services in vuinerable
rural and urban communities. They charged us
with the following:

* Confirming the characteristics and parame-
ters of vulnerable rural and urban communi-
ties by analyzing hospital financial and opera-
tional data and other information from qualitative
sources, where possible; '

¢ Identifying emerging strategies, delivery
models and payment models for health care
services in rural and urban areas; and

» ldentifying policies and issues at the federal
level that impede, or could create, an appro-
priate climate for. transitioning to a different
payment model or modél of care delivery, as well
as.identifying policies that should be maintained.

In taking on this charge, we determined it was crit-
ical to identify those essential health care services
we believed should be maintained for individuals
living in vulnerable rural and urban communities.
In this report, we acknowledge that the range

of health care services needed and the ability of
individuals to obtain access to health care ser-
vices varies widely across communities. We do,
however, believe that access to a baseline level of
high-quality, safe and effective services must be
protected and preserved. '

The AHA Board also made clear, and we whole-
heartedly concur, that while the current special
payment programs that attempt to account for the
unigue circumstances of vulnerable communities
have their pféce, what is now needed are inte- |
grated, comprehensive strategies to reform health
care delivery and payment within which vulnerable
communities can make individual choices based
on their needs, support structures and preferenc-
es. Therefore, in this report, we aim to provide vul-
nerable communities and the hospitals that serve
them with the tools necessary to determine the

essential health care services they should strive to -

maintain locally, as well as with the delivery system

options that will allow them to'do so.

The options we set forth will require a certain
level of transformation on the part of the hospi-
tal. They will require them to begin defining the
“H” by focusing on guality and population health
management, and on providing more integrated,
efficient and better coordinated care. In addition,
they will require hospitals to continue evaluating
how to provide patients with the right care, at the
right time in the right setting. Improving the value
of care will involve increased stewarship of re-
sources and innovative ways to transform care for
changing communities. In some cases, a hospital
will need to redefine the services it offers or the
facilities in which it offers those services in order to
ensure essential health care services are available
to individuals in that community.

We fully recognize arid acknowledge that the
choice to transform in such a manner is not easily
made; however, pursuing such a path is certainty
preferable to the only option that many of these
communities have at the present time — hospital
closure. As a hospital field, we must face these
challenges by keeping the goal of ensuring access
to health care in mind.

It is also more important than ever that hospitals
build and maintain strong linkages with a diverse
group of community stakeholders to ensure the
needs of the community are supported in the
future. Collaboration through community health
needs assessments and cther strategic endeav-
ors will be vital as a foundation for planning and
aligning health priorities. In addition, hospitals and
stakeholders will need to work together to identify
obstacles that exist to achieve good health, unite
around shared goals and work collaboratively to
implement changes that promote a healthier com-
munity, and do so while developing a sustainabie
business model. '

Qur report and recommendations are presented
below.

05-02-2017
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Characteristics and Parameters of
Vuinerable Communities

As a starting point for framing this issue, we
defined a vulnerable community as a population
that, due to their individual circumstances, is
much more likely to be in poor health and have
disabling conditions. We then worked to identify
the characteristics and parameters that would
identify such vulnerable rural and urban communi-
ties. In doing so, we relied upon our personal ex-
periences, as well as an analysis of financial data
and other information from qualitative sources
related to vulnerable rural and urban communities.

We found that the reasons a population may be
deemed vulnerable vary widely and there is no
formulaic, defined set of factors that can deter-
mine whether or not a community is vulnerable.
Therefore, we created the following list of char-
acteristics and parameters (listed in no particular
order), of which cne or more may be necessary
and sufficient to identify a vulnerable community.

 Lack of access to primary care services.
High-quality primai’y ¢are involves health care
providers offering a range of medical care (pre-
ventive, diagnostic, palliative, therapeutic, be-
havioral, curative, counseling and rehabilitative)
in a manner that is accessible, comprehensive
meaningful and sustained
relafionship between patients and their primary
care health care providers can lead to greater
patient trust in the provider, good patient-pro-
vider communication, and the increased like-
lihood that patients will receive, and comply
with, appropriate care.?

Unfortunately, access to primary care services
is unavailable for many Americans. Today, near-
ly 20 percent of Americans live in areas with an

insufficient number of priméry care physicians.
These health professional shortage areas for
primary care face clear recruitment and reten-
tion issues and have less than one physician
for every 3,500 residenis\.?‘fhey also tend to
be in remote rural towns and inner-city urban
areas. Lack of access makes it difficult for mil-
lions of Americans to get preventive health care
sérvicés, leaving them and their communities
susceptible to fragmented, episodic care and
poorer health outcomes.

Poor economy, high unemployment rates
and limited economic resources. The pres-
ence of a poor economy typicaliy leads to high
levels of unemployment and a limited amount
of economic resources. These factors are
linked to poor health outcomes. For example,
poverty may result in individuals purchasing
processed food instead of fresh produce,
which over time could lead to hypertension,
obesity and diabetes. This also may affect indi-

" viduals’ mental health and result in other health

conditions, such as high blood pressure, high
cholesterol, diabetes and obesity.*

Rural and inner city areas more often show
the effects of a poor economy. For example,
overall, rural areas have seen modsrate growth
in employment, but certain areas face losses in
jobs (including much of the South, Appalachia,
Northwest and the Mountain West).? Likewise,
while urban areas of the United States have
generally seen moderate employment growth
over the last several years, inner cities have a
higher rate of unemployment (14 percent) than
the national average (9 percent).® Therefore,
while not all rural or inner-city urban areas face
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high levels of unemployment, those that do
may be most vulnerable,

High rates of uninsurance or underinsur-

" ance. High rates of uninsurance or underin-
surance negatively impact health care delivery
and access to quality care. Individuals without
insurance coverage often go without needed
medical care, including preventive services,
and are at a higher risk for preventable hospi-
talizations and missed diagnoses.” [n addition,
when the rate of uninsurance is high, health
care providers may restrict the provision of
certain services or shorten hours.? As a result,
even those with insurance are less likely to
have a regular source of care, likely to report
delaying or forgoing care, and less satisfied
with the care that they receive.

Cuitural differences. Cultural differences,
including ethnic heritage, nationality of family
origin, religion, and the beliefs and practices
that make up a patient’s value system can pose
challenges. For example, even when gquality
care is available, individuals that come from
different cultural backgrounds may have diffi-
culty trusting providers in a way that facilitates
the acquisition of necessary care. Or, popula-
tions facing language barriers may have diffi-
culty understanding the services offered by a
health care provider. These individuals may not
be able to accurately describe symptoms or
read and understand items, such as discharge
instructions. In addition, cuitural differences
cause concepts such as health, iliness, suffer-
ing and care to mean different things to differ-
ent people. Immigration status also can impact
health - patients that are not in the United
States legally may not seek care due to a fear
of possible repercussions. A lack of culturally
competent care can contribute to poor patient

increased health disparities, regérd[ess of the
health care services available.®

Low education or health literacy levels.
Given the complexity of today’s health care
system, communities with low gducaﬁoh or
health literacy levels are more often in poor
health. Specifically, individuals with low edu-
cation levels and/or limited health literacy skills
are less likely to effectively manage chronic
conditions, such as high blood pressure, diabe-
tes, asthma or HIV/AIDS.® They also are more
likely to skip important preventive measures,
such as mammograms, Pap smears and annual
flu shots.” As a result, studies have shown that
those with low education and health literacy
rates have a higher rate of hospitalization and
use of emergency services.” Ultimately, indi-
viduals must be able to understand and use
health information in order to choose a healthy
lifestyle, know how to seek medical care and
take advantage of preventive measures — mak-
ing education and health literacy essential tools
needed for making decisions that can lead to
favorable health outcomes.

Environmental challen@es. Environmental
challenges, including but not limited to, poot
water and air quality, access to sewer lines,

or the presence of lead, mold or asbestos can
exacerbats iliness and lead to poor health
outcomes in a community. For example, air
quality is often lower in urban environments,
which can contribute to chronic illnesses, such
as asthma.’® In addition, challenges such as
witnessing or experiencing trauma and violence
or living in unstable housing conditions affects
an individuat’s mental and emotional health and
can lead to chronic behavioral health condi-
tions. »

We also identified characteristics that vary be-
tween rural and urban communities and that, gen-

outcomes, including racial and ethnic dispar-
_ities in care, reduced patient compliance and
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erally speaking, tend to be much more prevalent
in One area than another. These characteristics
and parameters are discussed separately below.

Urique Characteristics and Parameters
of Vulnerable Rural Communities

¢ Declining population, inability to attract new
businesses and business closures. Rural
communities are challenged by declining popu-
lations because population growth from nat-
urai change (births minus deaths) is.no longer
sufficient to counter migration losses when they
occur. According to the U.S. Department of Ag-
riculture (USDA), from April 2010 to July 2012,

the estimated population of non-metro counties -

as a whole fell by close to 44,000 people.’®
Although this may seem like a small decline,
the USDA indicates that it is a sizeable down-
ward shift from the 1.3 percent growth these
counties experienced during 2004 - 2006.1¢
From July 2012 to July 2013, the pdpulation )
in non-metro areas continued this three-year
downward trend."”

Such declines may have a ripple effect, leading
to other negative impacts, such as business
closures. They may change the health or needs
of the commuhity, which may in turn affect the
viability of certain businesses. When business-
es close or a community is unable to attract
new businesses, it becomes more difficult for
it to retain existing health care services and
recruit new providers. As a result, these com-
munities tend to have fewer active doctors and
specialists and face difficulties in accessing
care, which can complicate early detection and
regular treatment of chronic illnesses.

* Aging population. Rural communities also
tend to be older than non-rural communities.
U.S. Census data indicates that close to 18
percent of rural counties’ total population is
aged 65 or older.” This is in contrast to the

general average of 14.3 percent in large metro-
politan statistical areas (MSAs) and 14.8 per-
cent in other MSAs."® Gliven that older individu-
als are more likely to have one or more chronic
diseaé'es, these communities may face poorer
health outcomes. This challenge can be exac-
erbated if access to health care services in the
community is already limited.

Unigue Characteristics and Parameters of
Vuinerable Urban Communities

+ Lack of access to basic “life needs,” such
as food, shelter and clothing. The level of an
individual’s health is closely connected to their
ability o access food, shelter, clothing and oth-
er basic life needs. For example, homeless per-
sons face barriers to receiving health care and
have higher rates of emergency department”
(ED) use, inpatient hospitalization and longer
hospital stays.?® In addition, eating well, staying
active, and having a safe home, neighborhood
and community all influence health. When
these social determinants of health are in poor
co_ndition'or not present or available at ali, it will
have a negative effect on health outcomes.

* High disease burden. Inner cities have a
disproporttionately high disease burden, which
puts them at higher risk of poor health out-
comes. For example, they tend to have a high
population of individuals living with chronic
conditions, including hypertension, emphyse-
ma, chronic bronchitis, cancer, diabetes and
cardiovascular disease.?'-22 Vulnerable urban
communities also may face stress resulting
from their circumstances, such as witnessing
or experiencing trauma and violence, which
affects their mental and emotional health.
Therefore, these populations may have higher
incidence of behavioral health conditions, in-
cluding drug/alcohol abuse, depression, anxi- .
ety and recurrent trauma.
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Essential Health Care Services

Before identifying emerging strategies that could

better ensure access to health care services in

“vulnerable communities, we determined it was

necessary to identify the essential health care
services that should be maintained locally with-
in 2 community. Whiie acknowledging that the
range of health care services needed and the
ability of individuals to obtain access to health

care services varies widely, access to a baseline

of high-quality, safe and effective services must
be preserved within vulnerable rural and urban
communities.

While we discussed this issue separately for rural
and urban communities, we felt strongly that one

unified list should apply to both, and in fact all,

e =% Psychiatric and substance use treat-

communities. These essential health care services

are listed below in no particular order.

Primary care services. As discussed
F above, primary care services include not

of a continuum of services that include
preventive, diagnostic, palliative, thera-

peutic, curative, counseling, rehabilitative

only the diagnosis and treatment of acute
and chronic conditions, but the provision

®

and ¢ end-of-life services in a manner that is

accessible, comprehensive and coordinat-

ed. Other emerging primary care models
encompass population health initiatives
and medical home services. These ser-
vices could be provided to patients of all
ages in many settings (e.g., urgent care
clinics, pharmacy-based clinics, etc.) by

physicians or other health care providers in

the community. Further, primary care may

take different forms for different patients.
For example, primary care for children is

typicaily provided by a pediatrician; for the

elderly it may be through a geriatrician.

? ment services. These services include

a spectrum of acute and chronic mentai
health and substance use disorder ser-
vices, such as behavic_‘nrai health treat-
ment, counseling and psychotherapy.
These services also include individual
and group therapy sessions, occupa-
tional therapy services; services of social
workers, trained psychiatric nurses and
other professionals trained to wo;k with
psychiatric patients, drugs and biologicals
furnished to outpatients for therapeutic
services, activity therapies, family coun-
seling services, patient education pro-
grams and certain diagnostic services.

Emefgency and observation services.
Emergency services include health care

.services provided to evaluate and/or treat

medical conditions that require immediate
and unscheduled medical care.?* Obser-
vation services include hospital outpatient
services that are provided in order fo help
a physician decide if the patient needs to
be admitted as an inpatient or can be dis-
charged. Both emergency and observation
care services allow for health care provid-
ers to treat minor conditions and stabilize
patients prior to additional treatment for
more serious conditions.

Prenatal care. This includes preventive
health care that allows for regular check-
ups to treat and prevent potential health
problems throughout the course of the
pregnancy and promotion of heaithy life-
styles that benefit both mother and child.
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Transportation. Transportation services

¥ include both medical and personal trans-

portation to allow patients to access care
at hospitals and other health care facilt-
ties. For example, transportation services
could include ambulance services for
individuals being transferred from a critical
access hospital to a tertiary hospital or
trauma center, transportation for patients
from the hospital to a skilled-nursing fa-
cility for post-acute care services, as well
as bus or car transportation for patients to
travel to thelr doctor’'s appointments.

Diagnastic services. These Include
testing services that are necessary for

the provision of primary health care and
provide practitioners with information
about the presence, severity and cause of
ilinesses and diseases in patients. Exam-
ples may include, but are not limited to,
faboratory services and plain film X-rays.

% Home care. Home health care includes

V@

} a wide range of health care services that

can be given for an iliness or injury and
allows patients to stay in their home.

For example, home health care services
could include, but would not be limited to,
wound care for pressure sores or a surgi-
cal wound, patient and caregiver educa-
tion and intravenous or nutrition therapy.
The goal is to help patients regain their
independence, and become as self-suffi-
cient as possible,

Dentistry services. These services in-
clude, but are not limited to, preventive
and basic dentistry services, including
prophylactic cleanings and X-rays, for
individuals of all ages.

SN Robust referral structure. In addition to
# the services listed above, communities

should maintain a robust referral struc-
ture that customarily provides access to
the full spectrum of héalth care services
needed for individuals in the community.
This would help promote efficiency by
avoiding offering low-volume service, as
well as unnecessary duplication of cer-
tain services. As an example, refertals tol
neighboring communities may be provid-
ed for specialty physicians (e.g., orthope-
dists, neurosurgeons or endocrinologists)
or for specialized testing. This also would
include referrals to entities that may pro-
vide access to medications for individuals
living in vulnerable rural and urban com-
munities. This referral structure should
also include transfer agreements.
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Emerging Strategy

Table 1

' care

Addressing the Soclal
Determinants of Health

Global Budget Payments

Inpatient/Ouipatient
Transforimation Strategy

Emergency Medical Center

Urgent Care Center

Virtual Care Strategies

Frontier Health System

Rural Hospital-Health Clinic
Strategy

Indian Health Services Strategies

£0 and
observation

Emerging Strategies

Taking into account the characteristics and pa-
rameters of vulnerable communities, as well as
the essential health care services set forth above,
we identified and created the following strategies
as the most promising for ensuring access to
health care services in vulnerable communities,
While these strategies will not apply to or work for
every community, we are presenting a variety so
that each community may choose one, or several,
that are sustainable and compatible for its needs.
Each of these strategies offers the opporiunity
for communities to ensure access to the essen-
tial services described above. Table 1 above,
illustrates the essential services which may be
maintained or enhanced by each recommended

strategy.

Addressing the Social Determinants
of Health

In the course of our discussions, we repeatedly
grappled with the reality that, in vulnerable com-
munities, even if quality care is available, sacial
challenges often prevent community members
from being able to access health care or achieve
their health goals. In other words, we recognize
that there is an important difference between
“lack of presence” and “lack of access” — services
may be present in a community, but patients may
be unable or unwilling to utilize them as intended.
For example, a lack of access to transportation
may prevent patients from being able to obtain
necessary care, or food insecurity may prevent
the ability to adhere to specific diets dictated by
certain conditions.

The World Health Organization defines social
determinants of health as the conditions in which
people are born, grow, work, live, and age, and
the wider set of forces and systems shaping the
conditions of daily life.2® These forces include
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economic policies and systems, development
agendas, social norms, social policies and politi-
cal systems.?® Although not a comprehensive list,
we identified the following domains of common
health-related social challenges: ]

* housing instability

¢ utility needs

¢ food insecurity

* interpersonal violence

+ |ack of transportation

* lack of adequate family and social support
* |ow levels of education

¢ lack of employment/low income

* risky or harmful health behaviors

We determined that addressing these challenges
through enhanced clinical-community linkages
would :aid community members in more effective-
ly accessing available health care services, which
would, in turn, improve their.heal'th outcomes.
Therefore, we set out to construct a model that
would bridge the gap between clinical care and
community services ~ those public health and
social service supports that aim to address
health-related social needs and include many
home and community-based services. The model
draws upon existing initiatives, including pro-
grams developed by Health Leads or the Centers
for Medicare & Medicaid Services’ (CMS) Ac-
countable Health Communities Model.*

Health care proviéer efforts to date and capabili-
ties in this area vary widely, therefore, this model
provides several different paths that providers
and their communities could take. While each of
these paths generally builds upon the previous
path, they may be utilized together or individually
by a community. These include:

"PATH 1: Screening and Information. Providers
wishing to engage in this path would first focus on
systematically screening their patients for health-re-

lated social needs. Doing so entails developing
screening questions and creating an appropriate
method to administer the screening. To create ap-
propriate screening questions, providers should ei-
ther conduct a new or consult an existing communi-
ty health needs assessment to identify which of the -
challenges from the above bulleted list are present in
their community. They would then create quéstion(s)
that correspond to each domain. Questions could
be included as a prompt in their electronic health
record (EHR) to ensure that all patients are screened.

Once patients’ needs are Identified, providers
should give them Information on community
resources that might be able to address those
needs. To do so, providers would need to compile
an inventory of the available community. resourc-

* es and services that address each of the domains

they identified as belng present in their commu-
nity. This inventory wouid include contact infor-
mation, addresses, hours of operation and other
relevant information that a patient would need to
access the resources of an organization. it also
would need to be updated periodically.

PATH 2: Navigation. Providers wishing to engage
in this path of addressing health-related social
challenges could build upon the Screening and
Information step by providing navigation services
to proactively assist patients in overcoming bairi-
ers to accessing community services. Specifically,
after a provider identifies the resources a patient
requires, it would determine what level of navi-
gational support the patient needs. For exémple,
some patients may need assistance gathering

the documentation required to access a particu-
lar resource; others may require help contacting
the organization; still others may‘ feel comfortable
without additional assistance. The provider would
use this information to create a patient-centered
action plan that delineates the patient’s next
steps, as well as the provider’s next steps.
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Next, a provider would track the outcome of these
navigatibn efforts to determine whether the patient
accessed the community services and, if so, what
services were obtained. It also could track other
information, such as how promptly the communi-
ty services were provided and what the patient’s
satisfaction fevel was. This could be done for
example, by conducting a follow-up assessment
after the initial screening. Doing so yields data the
provider can use to refine its program. For exam-
ple, it would know which resources were able to
be accessed most frequently, most promptly, and
with what amount of patient satischtion. These
data will allow providers to identify “top perform-
ing” community resources, which could, in turn,
dictate refinements of the community organiza-
tions to which they are referring their patients.

PATH 3: Alignment. Providers wishing to engage -

in this path of addressing health-related social
challenges could build upon the prior two steps
by partnering with community stakeholders to
more closely align the services that are available
with the heeds of community members. This
could entail creating a community board that
includes all stakeholders or another framework
for collaboration. If that is the route taken, the
community board would conduct a gap analysis
that compared available resources with the ex-
isting critical needs. Gaps may exist in the types
of resources available, but also in the amount

of each resource that is available. The data that
the provider has been able to collect in the prior
two steps will greatly inform this gap analysis

- through these data providers will know what
portion of their population faces each challenge
and how many patients are able to successful-
ly access the necessary resource. Finally, the
community board would use the gap analysis to
create an improvement plan to re-align available
resources to meet the social service needs of the
target population.

Federal Statutory and Regulatory Barriers to
Implementation of Social Determinant Strategies

1. Limited federal funding. While many hdspitals
implement these types of services through their
existing community benefit programs, increased
federal fuinding would enhance the potential for
these programs to address social challenges in
vulnerable communities. Currently, there is Iit-

tle direct federal funding available to reimburse
hospitals or their communities for these programs.
For example, only limited grant funding is avail-
able from federal agencies to provide community
social services. And, when they are available,
those opportunities may be difficult to find. Fur-
ther, providers in vulnerable communities may not
have access to grant writers who would increase
their chances of obtaining the award. In addition,
federal programs designed to address the social
determinants of health are limited in scope. For
example, the Accountable Health Communities
Model, which would address health-related so-
cial needs through enhanced clinical-community
linkages that have the potential to increase health
outcomes and reduce costs, is only open to 44
participants around the country. Finally, while
many federal alternative payment models (i.e.,
global budgets or accountable care organizations)
are built around the concept that providers are
financially rewarded if they are able to drive down
utilization, including if they do so by addressing
social determinants of health, participation in these
programs is limited in vulnerable communities.

2. Civil Monetary Penalty (CMP) law. The “ben-
eficiary inducement” provisions in the CMP law
are a barrier for health care providers that would
like to provide community resources directly to
Medicare and Medicaid patients. These provi-
sions prohibit health care providers from offering
inducements to a Medicare or Medicaid bene-
ficiary that the provider knows or should know

is likely to influence the selection of particular
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providers, practitioners or suppliers. This prohibi-
tion also applies to providing assistance to bene-
ficiaries, and while there are exceptions for pro-
viding support that promotes access to care or is
based on financial need, there are no clear and
readily applicable protections for encouraging a
patient’s follow-through on post-discharge treat-
ment plans. in addition, while there have been
some beneficiary inducement waivers included in
certain Center for Medicare and Medicaid Innova-
tion (CMMI) programs, thay are limited in nature
in that they contain restrictions on the type of
itemn or service that may be offered, as well as the
dollar value of that item. For example, hospitals
have created farmers markets that provide free
and healthy food to their communities; they have
provided certain patients with air conditioners to
help improve respiratory-related ilinesses; and
they have provided patients with refrigerators so
they can keep their insulin cool. However, they are
only able to provide these types of assistance to
non-Medicare or Medicaid patients. A new legal’
safe zone would be needed to enable providers to
offer the type of assistance beneficiaries need to
realize the benefits of their discharge plan.

Global Budget Payments

Global budget payments shift reimbursement for
health care services away from volume-based
payments to a single payment that encompasses
certain costs associated with caring for a patient.
We believe global payments have the potential to
provide financial certainty for hospitals in vulnera-
ble rural and urban communities. In addition, they
could offer communities incentives to contain
health care cost growth and improve quality by al-
lowing providers to focus on offering services that
improve the health of their communities overall
and decrease the need for hospital services.

Global Budget Requirements

In their most basic form, global budget payments
provide a fixed amount of reimbursement for a
fixed period of time for a specifled population —
rather than fixed rates for individual services or
cases. Therefore, if a provider’s costs are less
than the budget, they retain the difference; if a
provider's costs exceed the budget, the pro-
vider must absorb the difference. They may be
designed in a way that allows each provider to
create a unigue plan to meet mandated budgets,
thereby allowing vulnerable rural and urban com-
munities autonomy and flexibility to create solu-
tions that work best for their communities,

When designing these programs, many factors
must be considered. For example, global pay-
ments should be made at a predictable, stable
and sufficient level to allow providers to build
the infrastructure and capability to redesign care
delivery. For vulnerable communities, global pay-
ments may need to be inflated above historical
payment levels to allow hospitals in these com-
munities to offer services under this model.

Another factor to consider is what type of health
care providers would be included in the global
budget program. For example, participation may
be limited to hospitals, or it could be expanded
to include additional health care providers (e.g.,
physicians). The broader the participation, the
more alignment between health care providers
and accountability for the health care services
offered within a community. In addition, consid-
eration must be given to the payers participating
in the global budget program. Participation by all
commercial and government-funded health plans
affords hospitals the most opportunity to focus
their efforts on success, rather than attempting to
simultaneously operate under fee-for-service and
global budget payment models. However, this
could be the most difficult factor to achieve.
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There are many other considerations, including,
but not limited to:

» The types of services that will be included in or
excluded from the global budget;

* The details around timing and structure of pay-
ments and for participating providers, including
the potential for up-front payments to providers
that would cover the costs associated with
building infrastructure and capabilities neces-
sary to redesugn care delivery;

« Ability to adjust payments to account for
factors outside of a hospital’s control;

* Selection of appropriate quality metrics; and

* Hospital access to claims and quality metric
data.

Federal Stétutory and Regulatory Barriers to
implementation of Global Budgets

1. Fraud and abuse laws. To allow hospitals

to form the financial relationships necessary to
succeed in a global budget, it is critical to obtain
waivers of applicable fraud and abuse laws that
inhibit care coordination. Specifically, the Phy-
sician Self-Referral Law and the Anti-kickback
Statute may not be compatible with the financial
arrangements that are necessary between hospi-
tals and other health care providers to implement
a global budget.

2, Waivers of current Medicare payment rules.
Waivers of many existing Medicare payment rules
also would be necessary to provide participating
hospitals with maximurn flexibility to identify and
place beneficiaries in the clinical setting that best
service their short- and long-term recovery goals.
This includes, but is not limited to, the waiver of
discharge planning requirements that prohibit
hospitais from specifying or otherwise limiting the
infarmation provided on post-hospital services,
the skilled-nursing facility "three-day rule,” and
the inpatient rehabilitation facility “60% Rule.”
These waivers are essential so that hospitals and

health systems may coordinate care and ensure
that it is provided in the right place at the right
time.

3. Access to timely data. Access to actionable
information related to caré, payment and cost

is essential to the success of a global budget.
For example, access to real-time data on patient
utilization and spending for services across an
episode of care would be necessary to actively
manage care offered to patients. Currently, this
information is offered to providers on a delayed
basis, which prevents them from making neces-
sary decisions to improve care delivery for their
patients. Payers and other suppliers of claims and
quality metric data must provide reliable, timely
data to hospitals participating in global payment
arrangements.

Inpat:enthutpatlent Transformation
Strategy

In recent years, hospitals have faced a decline in
the volume of inpatient services, while alsé seeing
an increase in the volume of outpatient services.
The inpatient/outpatient transformation strategy
(10TS) would make this challenge work for the
hospital and, uitimately, the community by reduc-
ing current inpatient capaclty and shifting those
resources to the delivery of outpatient care.

10TS Requirements

The IOTS would vary by hospital and community;
however, by utilizing this strategy, hospitals would
do the following:

» Continue providing inpatient services, but at a
capacity that is reduced (i.e., a reduced number
of licensed beds) to a level that closely reflects
the need of the community for inpatient services;
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¢ Enhance the outpatient and primary care
services offered to the community, which may
include an increased focus on outcomes and
prioritization of primary care, wellness and
prevention; and

¢ Continue providing emergency services, which
would be available to the public 24 hours a day,
7 days a week, 365 days per year.

Federal Statutory and Regulatory Barriers fo
Implementation of the IOTS

The IOTS could be implemented today and does
not require changes to any federal statutory or reg-
ulatory provisions. Hospitals considering this option
will continue to be subject to all federal statutory
and regulatory requirements that apply to hospitals,
including, but not limited to, quality requirements
and the Medicare Conditions of Participation and
other requirements related to the volume and type
of inpatient services provided by the hospital.

There may, however, be other barriers that may
prevent a hospital from making this transforma-
tion. These are described in more detail in the
Barriers to Implementation section of this report,
but may include a lack of access to resources to
make the transition or lack of parinership, buy-in
and acceptance from the community.

Emergency Med:cal Center

The emergency medical center {EMC) would allow
existing facilities in vulnerable rural and urban
communities to continue providing emergen-

cy medical services without having to maintain
inpatient beds or provide inpatient acute care
services. This would allow hospitals that may be
struggling financially, for a variety of reasons, to
meet the needs of the community for

emergency and outpatient services. As discussed

in more detail below, the EMC is different from
existing freestanding EDs and would require a
new designation at the federal level, and in most
cases, at the state level as well.

EMC Requirements

EMCs would be required to provide the following
services on an outpatient basis:

¢ Emergency services, which would be available
to the public 24 hours a day, 7 days a week,
365 days a year; and

+ Transportation services, either directly or
through arrangements with transportation pro-
viders, that allow for the timely transfer of pa-
tients who require inpatient acute care services.

In addition to emergency and transportation ser-
vices, EMCs would be able to offer additional health
care services needed by a particular community. -
For example, EMCs would have the ability to pro-
vide outpatient services that may include primary -
care services, observation care, infusion services,
hemodialysis, population health and telemedicine
services. EMCs also could provide a variety of post-
acute care services, including skilled-nursing facility
care, home health, hospice and nursing home care.
Regardless of the selection of services chosen, it
would be necessary for each EMC to be transparent
in its marketing so that the EMC clearly conveys to
the community the services being offered.

Freestanding EDs exist today, primarily in the two
structures described in the text box below. How-
ever, they may not be an option for vulnerable
communities. For example, struggling hospitals in
such communities may not be part of a system,
which means they would not have the option of
becoming a freestanding ED. In addition, the reim-
bursement limitations for independent freestand-
Ing EDs likely mean they would not be sustainable
in vulnerable rural and urban communities.
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FSEDs and IFSEDs Explained

Hospital-based freestanding EDs (FSEDs). FSEDs
are associated with an existing hospital, but provide
emergency services in a facility that s structurally
separate and distinct from that hospital. As provid-
er-based facilities, they are reimbursed for ED services
at the rates that would be paid to the existing hospital,
including the facility fee.

Independent freestanding EDs (IFSEDs). IFSEDs
have been recognized in a limited number of states
and provide emergency services without being associ-
ated with an existing hospital. Currently, most are not
Medicare providers and, as such, are not reimbursed by
Medicare for the services provided. Those IFSEDs that
are Medicare providers are considered outpatient clin-
ics and are reimbursed under various Medicare Part B
payment systems, including the Medicare physician fee
schedule and the clinical laboratory fee schedule, but

not tlhe outpatien’t prospective payment system (PPS).

The EMC seeks to solve these challenges. It
would only be able to arise from a hospital conver-
sion, but would not need to be part of a system,
which would limit the number of EMCs to situa-
tions where a hospital already exists. Such hos-
pitals would be required to rescind their current
hospital license and certification upon conversiorn
to an EMC and would remain separate from any
existing hospital. This “conversion” aspect makes
the EMC unlike either the FSED, which continues
to be associated with an existing hospital, or an
[FSED, which is a new provider that did not ex-
ist prior to being an IFSED. The EMC also would
include the option for hospitals to revert back to
their original status within a limited time period.

EMCs also would be required to meet any re-
quirements set forth-in state or federal law and
would need a new reimbursement methodology
to account for challenges that EMCs will face,
including low volume.

Federal Statutory and Regulatory Barriers to
Implementation of the EMGC

1. No existing designation for EMCs. As indicated
above, the EMC is a new designation and would
need to be recognized at both the federal and state
level. From a federal perspective, this will involve
congressional action, as well as the creation of
regulations to implement the EMC. More specif-
ically, EMCs would need to meet any Conditlons

of Participation or other requirements set forth by
CMS. This would include staffing requirements and
it is anticipated that EMCs would be staffed with
an appropriate combination of physicians, medical
and nursing personnel that are trained in providing
emergency services at a higher level than an urgent
care or physician office. It also would include quality
measures that each EMC must meet in order to en-
sure EMCs are providing high-guality health care.

At the state level, each state would need to create
a licensure category and certification process for
EMCs. While many states have a license designa-
tion for FSEDs, very few allow for IFSEDs. Specifi-
cally, in 2010, Texas became the first state to allow
the operation of an ED without hospital affiliation.

Other states have since followed, including Dela-

ware and Rhode Island, and more recently Georgia
established state regulations to allow IFSEDs in rural
areas. Therefore, it is likely that state licensure and
acceptance of the EMC could pose a significant
barrier to nationwide implementation of the EMC.

2. Current reimbursement methodology. Feder-
al reimbursement methodologies do not currently
account for the low volume or other challenges
EMCs would face in vulnerable rural and urban
communities. Specifically, because an EMC is
not tied to an existing hospital, it would not be
able to obtain provider-based reimbursement as
FSEDs do. Further, given the low volume EMCs

_ may experience, the Part B payments that may be

available to IFSEDs serving Medicare benéficia-
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ries would likely not be sufficient to maintain the
financial viability of an EMC.

Since current reimbursement methodologies are
not sufficient to address this challenge, a new
methodology would be needed to ensure that
EMCs have adequate reimbursement to cover
costs and create an adequate margin for capital-
ization, This issue was recently examined by the
State of Georgia, through its Rural Hospital Stabi-
lization Committee. This committee examined ED
volume in 53 hospitals in counties with a popula-
tion less than 35,000.28 Through financial model-
ing and a series of assumptions, they found that
the number of ED patient visits for these hospitals
ranged from 11.2 and 27.2 visits per day.® This

is far lower than the estimated break-even point
used by the Urgent Care Assoclation of America
of between 35 and 40 visits per day for a free-
standing ED.*? As a result, the committee found
that low volumes were one reason why IFSEDs
would not be financially viable under the current
reimbursement methodology. '

Policy makers considering this type of model
have proposed a variety of payment options to
account for the potential low volumes at EMCs. For
example,

the Rural Emergency Acute Care Hospital Act
{S.1648), introduced by Sens, Chuck Grassley
(R-1A) and Cory Gardner (R-CQ), provides cost-
based reimbursement for services provided by
EMCs in rural settings at a rate of 110 percent of
reasonable costs. The Medicare Payment Adviso-
ry Commission (MedPAC) has proposed a similar
EMC model for rural communities that provides
fee-for-service outpatient PPS reimbursement for
services provided, as well as an additional fixed
payment to cover extra costs and overhead ex-
penses, MedPAC also is considering whether the
community in which these emergency facilities
are located should be responsible for providing
additional funding to support access to emergency

services in the community.

3. Staffing. Many states currently include staffing
requirements for FSEDs that would be challeng-
ing if they also are applied to EMCs. For example,
in North Carolina, FSEDs are required to have at
least one physician and one nurse on-site at all
times, regardless of patient volume.3' However,
this level of staffing is more than what is required
for a fully functioning critical access hospital
(CAH). When reviewing staffing from a federal reg-
ulatory perspective, policy makers would need to
be balanced in order to contain costs while at the
same time ensuring that the appropriate combi-
nation of physicians, medical and nursing person-
nel are available to provide emergency services.

Urgent Care Centers

In some instances, a vulnerable rural or urban
community may only need an access point for
urgent medical conditions to be treated on an
outpatient basis. In those situations, we believe
an urgent care center (UCC) could be a viable
alternative — allowing a vulnerable rural or urban
community to have a health care resource without
having to maintain emergency medical services or
inpatient acute care services. :

UCEC Requirements
UCCs are designed to assist patients with an
illness or injury that does not appear to be
life-threatening, but requires care within 24 hours.
They also provide treatment for these conditions
during the days and hours that primary care phy-
sician offices are closed. Key components of the
UCC often include: _
s Patients do not need to make or have an ap-
pointment in order to see a health care provider;
» UCCs are open in the evenings and on week-
ends; '
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¢ X-ray services are provided on-site; and
* UCCs have the capability to perform
procedures like suturing and casting.*

Beyond this, services offered by a UCC can

vary widely depending on a community’s needs.
Some examples of the types of urgent medical
conditions that may be treated at a UGG include:
accidents and falls; sprains and strains; moderate
back problems; bleeding/cuts that are not bleed-
ing profusely but still require stitches; diagnostic
services {including X-rays and laboratory tests);
fever or flu; vomiting, diarrhea or dehydration; se-
vere sore throat or cough; or minor broken bones
and fractures.

In some communities, UCCs also may function
as the primary care practice for their patients by
handling ongoing chronic conditions or serving as
a formal “medical home” for patients.® In addi-
tion, the UCC could provide enhanced service
lines, such as swing beds, observation, home
care or therapy, depending on the needs of the
community. As with the EMC, each UCC would
need to be transparent in its marketing so that
it clearly conveys to the community the services
that it offers.

Federal Staiutory and Regulatory Barriers to
Implementation of the UCC

1. Current reimbursement methodology. Fed-
eral reimbursement methodologies may not be
sufficient to account for the low volume or other
challenges UCCs would face in vulnerable rural
and urban communities. Specifically, UCCs bill
for services similar to a primary care office and
are reimbursed under applicable Medicare Part
B payment systems, including the physician fee
schedule. Reimbursement from commercial pay-
ers will vary based on the contracts negotiated
between the UCC and those payers. Under these
reimbursement methodologies, the Urgent Care
Association of America estimates that the break-

even peint for an urgent care clinic is approxi-
mately 25 visits per day.® In vulnerable rural and
urban communities, UCCs may not be able to
rnaintain this volume making additional financing
necessary to ensure they have adequate reim-
bursement to cover costs and create an adequate

"margin for capitalization.

Virtual Care Strategies

We identified telehealth and virtual care strate-
gies as very promising options to help maintain

or supplement access to health care services in
vulnerable rural and urban communities that have
difficulty recruiting or retaining an adequate health
care work force. It offers benefits such as imme-
diate, 24/7 access to physicians and other health
care providers that otherwise would not be locat-
ed in these communities, the ability to perform
high-tech monitoring without requiring patients to
ieave their homes and less expensive and more
convenient care options for patients. Therefore,
virtual care strategies have the potential to result ¢
in better access to care, better care and out-
comes, lower costs and workforce stability.

Right now, health care providers are using tele-
health technologies to fill the need for critical
services in a variety of specialty areas and across
diverse patient populations. Some of the most
commaon conditions for which patients seek
telehealth services are acute respiratory illnesses
and skin problems, but the list of possible uses
continues to grow. It has been used to provide
access to emergency services through secure,
interactive, high-definition video and audio equip-
ment in locations that cannot secure board-certi-
fled, emergency physicians or critical care nurses.
In some instances, a button is even installed at
the remote hospital location that may be pushed
at any time the hospital needs to connect with an
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emergency physician or critical care nurse, guar-
anteeing immediate access to these much need-
ed services, Telehealth also has been used to
effectively monitor patients on the floors of hos-
pitals or in the intensive care unit, and to provide
pharmacy services, including real-time pharma-
cist reviews of all new hospital medication orders.

As technology advances, the modes in which
telehealth services can be provided will increase.
For examples, smartphones, tablets or computers
may be used to connect patients and physicians
directly. Patients can connect through their smart-
phone for a visit with a physician related to minor
illnesses such as colds, flu, bronchitis, allergy
problems or rashes.

Currently, reimbursement for telehealth services '

differs by payer and, for many, broader reimburse-

ment policies would be needed to adequately
compensate health care providers for the costs
associated with developing and maintaining this
meodel, For example, many state Medicaid pro-
grams cover telehealth services to some extent,
although the criteria for coverage vary widely from
state to state. On the private payer side, by con-
trast, there has been significant expansion, with
many states passing laws requiring private payers
to provide coverage for telehealth services. Medi-
care coverage for telehealth services is particular-
ly restrictive as a result of the program’s narrow
definition and scope regarding telehealth:

» Telehealth services may be provided only to
Medicare beneficiaries who live in, or who use
telehealth systems in eligible facilities located in
rural Health Professional Shortage Areas, either
located outside of an MSA or in a rural cen-
sus tract, as determined by the Office of Rural
Health Policy within the Health Resources and
Services Administration (HRSA); or in a county
outside of an MSA.

* Medicare does not cover telehealth services
provided via store-and-forward technology,

except in Alaska and Hawail.

» Telehealth services will be covered only if the
beneficiary is seen at an approved “originating
site” authorized by law (including physician
offices, hospitals and skilled-nursing facilities).

¢ Only Medicare-eligible providers {such as
physicians, nurse practitioners and clinical
psychologists) can provide the services.

+ Medicare provides coverage only for a small,
defined set of services (including consultation,
office visits, pharrﬁacological management and
individual and group diabetes self-management
training services).®

Federal Statutory and Regulatory Barriers to
Implementation of Virtual Care Strategies

1. Coverage and current reimbursement
methodology. As explained above, coverage by
public and private payers varies significantly and
whether payers cover and adequately reimburse
providers for telehealth services is complex and
evolving issue. However, without adequate reim-
bursement and revenue streams, providers may
face obstacles to investing in these technologies.
This may be especially detrimental to hospitals
that serve vulnerable rural and urban communities
— where the need for these services may be the
greatest. For Medicare specifically, more com-
prehensive coverage and payment policies for
telehealth services that increase patient access
to services in more convenient and efficient ways
would likely be necessary to make these strate-
gies work for vulnerable communities. This would
include elimination of geographic and setting
location requirements and expansion of the types
of covered services.

- 2. Privacy and security laws. Virtual care strat-

egies can facilitate the generation, transmission
and storage of tremendous volumes of new elec-
tronic health information and, as a result, create
some additional operational challenges for health
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care providers in meeting their existing privacy
and security obligations under the Health Insur-
ance Portability and Accountability Act (HIPAA),
the Health Information Technology for Economic
and Clinical Health Act (HITECH) and any rele-
vant state privacy laws. When adopting these
strategies, health care providers will need to
understand how the existing legal and regulatory
requirements for safeguarding the privacy and
security of a patient’s medical information and
other data extend to the cperation of telehealth
programs. In addition, more uniformity among
federal and state privacy laws would help facili-
tate adoption of the virtual care strategies.

3. Fraud and abuse laws, Telehealth relation-
ships must comply with applicable federal health
care fraud ‘and abuse laws, such as the False
Claims Act. Arrangements between independent
providers (e.g., physician collaborations with insti-
tutional providers and/or technology companies)
may be subject to the Anti-Kickback statute and/
or the Stark Law physician self-referral prohibi-
tions. As telehealth utilization and coverage for -
these services by Medicare, Medicald and pri-
vate carriers continues to grow, the potential for
exposure to liability under various federal fraud
and abuse laws will only Increase. However, more
uniformity among federal and state fraud and
abuse standards would help facilitate adoption- of
the virtual care strategies.

4. Access to broadband. Many rural communi-
ties do not have sufficient and reliable broadband
access, which significantly hinders their abili~

ty to utilize virtual care strategies. The Federal
Communications Commission (FCC) is taking a
large role in telehealth to address some of these
inequities. Among other things, in 2013, the FCC
allocated $400 million through the Healthcare
Connect Fund to help rural providers access
broadband services. More recently, the FCC
announced the formaticn of a new task force,

the Connect2Health Task Force, that “will bring
together the expertise of the FCC on the critical
intersection of broadband, advanced technology,
and health.” The Connect2Health Task Force is
cansidering ways to increase adoption of health
care technology, including telehealth, by “iden-
tifying regulatory barriers and incentives and
building stronger partnerships with stakeholders
in the areas of telehealth, mobile applications,
and telemedicine.” These efforts are steps in the
right direction to help create robust broadband
networks'that will facilitate meaningful telehealth
utilization.

Frontler Health System {(FHS)

We also explored the creation of a strategy to ad-
dress the unique geographic challenges faced by
frontier communities. Frontier communities face

" challenges similar to other vulnerable rural and

urban communities, but many are exacerbated.
For example, these communities are extremely
geographically isolated and there are often phys-

"ical barriers, such as mountain ranges or large

bodies of water, which hinder the ability to access
heaith care services. Access may be further chal-
lenged by weather events such as snowstorms,
whiteouts, fog, heavy rains or floods, disparate
road conditions or the sheer distance between

a patient’s home and the necessary health care
provider. Frontier communities also have very low
population density, resulting in very low patient
volume and a weak reimbursement base for sup-
porting necessary infrastructure.

FHS Requirements -

As a starting point for creating this strategy, we
examined two existing CMS demonstration pro-
grams: the Frontier Extended Stay Clinic Model
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(FESC) and the Frontier Community Health Integration Project (F-CHIP). While both of these demon-
strations are promising, by definition, their design and scope is narrow, allowing only a small number of

hospitals to participate.

FESC and FCHIP Explained

Frontier Community Health Integration Project. The Frontier Community Health Integration Project (F-CHIP) is a bud-
get-neutral demonstration project, mandated by the Medicare Improvements for Patient and Providers Act of 2009 (MIPPA),
that would develop and test new models for the delivery of health care services to Medicare beneficiaries in certain frontler
communities. The purpose of the demonstration is to improve access and better integrate the delivery of acute care, extended
care and other essential health care services for beneficiaries in frontier areas. This model is available to CAHs meeting cer-
tain geographic requirements in Alaska, Montana, North Dakota and Wyoming — at the time of its mandate, 71 hospitals met
the criteria to participate. While stakeholders presented a variety of design options for this model, the final, CMS-approved
‘model includes three policy changes that allow for enhanced reimbursement for telehealth services, expansion of swing bed
capacity to 35 beds {versus 25) and enhanced ambufance reimbursements. Ultimately, 10 frontier CAHS in three states (Mon-
tana, North Dakota and Nevada) are participating in this demonstration program, which began in August 20186,

Frontier Extended Stay Clinic Model. The Fronfier Extended Stay Clinic (FESC) demonstration, mandated by the Medicare
" Modernization Act, allowed remote clinics to treat patients for more extended periods of time, including overnight stays, than
are entailed.in routine clinic visits. It was designed to address the needs of seriously or critically ill or injured patients whao,
due to adverse weather conditions or other reasons, could not be transferred to acute care hospitals in a timely manner, as
well as of patients who needed monitoring and observation for a limited period of time, but did not require hospitalization.
Under this program, participating FESCs must have been located in a community that was at least 75 miles from the nearest
acute care hospital or CAH, or that was inaccessible by public road. Medicare set the reimbursement rates for these ser-
vices on a prospective basis for the five clinics that were certified as Medicare providers under this three-year program. This

demonstration program ended in April 2013,

Therefore, we created a strateqy, similar to an ordinated health care as individuals move through
accountable care organization (ACQ), to address  the primary and specialized segments of the med-
the health care needs of a broader set of frontier ical system. Howe\fer, unlike traditional ACOs, the
communities, including the extremely low pa- - FHS also would provide transportation services to
tient volume and the lengthy distance between patients — this would include transporting individ-
providers. The FHS would allow for the creation uals living in frontier communities to specialized
of local, integrated health care organizations for medical care outside of their community, but also
very small, isolated frontier communities. It would  enabling those individuals to return to their home
serve as a medical home for all patients in its town for follow-up care. in addition, the care pro-
service area, including Medicare and Medicaid vided by the FHS would include inpatient and out-
beneficiaries. These organizations would include  patient, swing bed, rural health clinic, ambulance
frontier health care providers that join togetherto  and expandeg visiting nurse services. In crder to

coordinate preventive and primary care, extend- survive and to maintain access to important ser-
ed care, inpatient care and emergency services vices for their communities, FHSs would need to
across local, secondary and tertiary settings. - aggregate and more efficiently manage thé deliv-

ery of health care services to reduce unit cost and

Similar to ACOs, the primary role of the FHS would  re-invest savings in care coordination, as well as
be to provide a framework for integrated and co- enhanced preventive and home-based care.
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* o Changing the CAH 25-bed limit to 35 beds,

While frontier communiities in many states could
benefit from this strategy, certain states may face
unique circumstances that must be accounted for
in order to successfully implement this strategy.
The FHS should be designed in a way that takes
into account the differences between frontier
states and allows for flexibility.

Federal Statutory and Regulafory Barriers to
Implementation of the FHS

1. Current reimbursement methodology. Cur-
rently, the different providers within an FHS are
paid under different payment methodologies,
which does not support economies of scale or
care coordination. For example, visiting nursing
sarvices are paid on a fee-for-service basis, while
all inpatient-and outpatient services provided by

a CAH are paid based on cost. A new payment
methodology would be needed that aligns the
incentives of all providers in the FHS and ac-
counts for low patient volume and the distance
between providers. We believe that a reimburse-
ment methodology that combines cost-based and
pay-for-performance reimbursement would be
appropriate for this strategy. Cost-based reim-
bursement would allow all health care providers to
account for the costs of creating integrated FHS
organizations and care coordination networks -
this may include costs associated with health infor-
mation technology, chronic disease management
tools and education and training for current or new
staff. The pay-for-performance element could be a
value-based purchasing-like program that rewards
the FHS for care coordination, reduced admissions
and readmiss]ohs, improved quality outcomes and
the reduction of health care costs.

2. Waivers of current Medicare payment rules.
In addition, regulatory changes would need to be
made for this strategy to be implemented. More
specifically, the FHS would need a system of
waivers that would only apply to services provid-
ed by an FHS and may include;

which would allow for expanded swing bed
services;

*+ Allowing cost-based reimbursement for visiting
nurse services (e.g., physical, occupational and
speech therapy services as well as services de-
livered by a home heatth aide} when furnished
in the frontier home setting; -

* Waiving the 35-mile ambulance rule to allow
FHSs to operate in their regional service ar-
eas, which often encompass hundreds or even
thousands of square miles, even if another am-
bulance service is located within 35 miles; or

* Waiving telehealth restrictions.

3. Fraud and abuse laws. To allow health care
providers to form the financial relationships neces-
sary to succeed in the FHS, it is critical to obtain
waivers of applicable fraud and abuse laws that
inhibit care coordination. Specifically, the physi-
cian self-referral law and the Anti-kickback Statute
with respect to financial arrangements formed by
hospitals are not compatible with the FHS.

> ODOOE

Rural Hospital-Health Clinic
Integration

Currently, many rural hospitals have developed
relationships with various types of health clinics in
their communities to ensure and expand access to
health care services. This is most often seenas a
relationship between a rural hospital and a Feder-
ally Qualifie Health Center (FQHC), which is what
we have focused on below. However, we believe-
this model has the potential to be expanded to
include relationships between rural hospitals and all

- types of health clinics including, but not limited to,

Rural Health Clinics and Community Health Clinics.

We acknowledge that in many communities, rural
hospitals and FQHCs have strained relationships
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and a lack of trust resulting from years of confiict
and competition for patients as well as health
care practitioners. In addition, as a result of the
regulations governing and operating rural hospi-
tals and FQHCs, these 'faciliti.es also often have
different incentives when providing health care
services to the community, Déspite these chal-
lenges, however, we believe cooperation and col-
laboraticn through:-integration is a way for vulner-
able rural communities to better meet community
need and stabilize and expand services as those
needs change.

FOQHC and CAH Explained

FQHGC. An FOHC is a community-based outpatient
clinic that qualifies for enhanced reimbursement from
Medicare:and Medicaid, as well as other benefits.
FQHCs must serve an underserved area of popula-
tion, offer.a sliding fee scale, provide comprehensive
services, have an ongoing quality assurance'program
and have-a govemning board of directors.® FQHCs
provide a range of services including comprehensive
primary care and preventive care, including health,
oral, and mental health/substance abuse services to
.persens of all ages, regardless of their ability to pay
or health insurance status.

CAH. A CAH is a hospital, certified and structured
under a different set of Medicare Conditions of Partic-
ipation than acute care hospitals. They have a limited
size (no more than 25 inpatient beds), short lengths of
stays {annual average length of stay of no more than
96 hours for acute inpatient care) and meet certain lo-
cation and distance requiremients. CAHs also provide
outpatient care and offer 24/7 emergency care. They
receive cost-based reimbursement from Medicare, in-
stead of fee-for-service or fixed reimbursement rates.

Rural Hospital-Health Clinic Requirements

Integration between rural hospitals and health
clinics may take the form of a variety of relation-
ships including:

s Contractual collaborations, such as referral and
co-location arrangerments, or an agreement for
the purchase of clinical and/or administrative
services between the FQHC and rural hospital;

¢ Formation of a consortium or network that
allows for sharing of clinical and administrative
functions, as.well as facilitate the continuum of
care; or '
» Corporate integration (i.e., merging the rural
hospital into the FQHC). ‘
/
Regardless of the level of integration chosen, this
strategy would allow each entity to dedicate its re-
sources to & different set of services. For example,
in 2 CAH-FQHC relationship, the CAH would gen-
erally continue to provide acute inpatient services,
diagnostic and lab services, outpatient surgery and
therapeutic services, without having to maintain -
an outpatient primary care clinic. In contrast, the
FQHC would generally focus on providing prima-
ry care services, dental services and behavioral
health services, without having to maintain a full
set of diagnostic or lab services. With each entity
focusing its resources on what it does best, the
collaboration between a CAH and FQHC would
eliminate duplication in services and allow a com-
munity to more efficiently use its limited resources

While working togsther, rural hospitals an
FQHCs also may be able to share access to
patient care records or quality improvement pro-
grams, which would allow for greater synergy and
integration of primary care, behavioral health and
oral health, as well as secondary and tertiary care.
This integration also could allow for efficiencies

of scale between both organizations that may

be accomplished by sharing administrative and
management and medical leadership functions,
consolidating capacity or combining efforis to ap-
ply for grants that could increase financial support

for personnel, equipment or facilities. //
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Federal Statutory and Regulatory Barriers to
Implementation of Rural Hospital-Health Clinic
Integration
1. Regulatory and reimbursement differences.
Rural hospitals and health clinics are required to
meet separate and distinct regulatory require-
ments. In addition, each is paid under its own re-
imbursement structure, as described above, which
has its own set of standards and expectations.
Both entities will need to understand the require-
ments associated with the other entity in order to
implement this strategy. Likewise, both entities will
need to educate and market the joint relationship
in a way that is transparent and clearly conveys
to regulators, health care providers and patients
the nature of the relationship and services being
offered. '

2. FQHC regulatory requirements. For relation-
ships between rural hospitals and FQHCs, it is
important to note that the HRSA oversees the
FQHC progr’am and generally speaking, does not
approve relationships where a hospital, munic-
ipality or 501(c)(3) corporation owns the FQHC.
Historically, however, HRSA has made exceptions
if the FQHC has its own independent board of
directors, In addition, HRSA has promulgated
regulations that set forth additional governance
requirements for FQHCs, including that the gov-
erning board must have a majority (minimum of
51 pergent) of members who are patients of the
FQHC and who, as a group, reasonably represent
the patient population. There also are restrictions
on the percent of non-patient board members
who earn 10 percent or more of their incomes
from health care-related industries, It is import-
ant to take these requirements into consideration
when developing any type of integration between
a rural hospital and an FQHC.

lndlan Hea!th Ser\nces Strateg;es
While developing strategies for vulnerable rural
and urban communities, we also reflected on ways
in which the access to and delivery of care could
be improved for those American Indian and Alaska
Native Tribes that receive health care services from

- the Indian Health Service {IHS}, an agency within

the U.S. Department of Health and Human Ser-
vices. While our task force did not dive deeply into
the operations of the IHS program, we did gather
feedback from states that are significantly impact-
ed by its operations. As a result, we offer recom-
mendations that may increase access to health
care services for this population and improve the
quality of care and coordination between the IHS
facilities and other health care providers.
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Background on IHS

The HS program has been developed through several treatles and other agreements between the U.S. government and Indian
Tribes and provides for medical services, the services of physicians, or the provision of hospitals for the care of Indian people. As
a result, members of 567 federally recognized Amerlcan Indian and Alaska Native Tribes and their descendants are eligible for

services provided by IHS.

In total, IHS provides a comprehensive health service delivery system for apprommately 2.2 million of the nation’s estimated 3.7
million American Indians and Alaska Natives — a majority of which live on or- nea;reservatlons and in rural communities, most-
ly in the western U.S. and Alaska.* It operates 28 hospitals, 62 health centers, 25 healih stations and 33 urban Indian health
projects.® American Indian Tribes and Alaska Native corporations admlmster an addﬂmnal 18 hospntals 282 health centers, 80

health stations and 150 Alaska village clinics.®

IHS provides two types of services:
* Direct care to tribal patients through IHS-operated heath care facilities, most of which are located on or near reservations.
For tribal members who are covered by IHS health care programs, treatment at these facilities is free.

* Contract health services (CHS), which includes health care services provided by non-IHS facilities to tribal members eligiﬁle
to receive CHS benefits. These heath care services are funded by annual, fixed appropriations from IHS that pays providers
for these services at a Medicare-Iike rate. These services are only to be used when the freatment or services needed by the
patient are not available at an IHS-operated facility.

While this systg'am has had success at delivering care to these communities, American Indian and Alaska Native Tribes have
long experienced lower health status when compared with other Americans. When compared to the general U.S. popuiation,
their life expectancy is more than four years lower and death rates are significantly higher, including deaths related to chronic
liver disease and cirrhosis, diabetes, unintentional injuries, intentional self-harm/suicide and chronic lower respiratory disease.*

IHS Strategies through the IHS are generally limited. For ex-

We believe the IHS system could be strengthened ample, IHS facilities are often unable to provide
through the development of partnerships with sufficient behavioral health, specialty dental care
non-1HS health care providers. These partner- and treatment far non-urgent conditions, such as

ships could take many forms, but would be made  arthritis, allergies and chronic care.*! In addition,
with the goals of increasing access to health care  IHS facilities often lack necessary equipment for
services for this population, improving the quality  ancillary services and have few medical special-

of care available and promoting coordination of ists on site.*? These service gaps could be filled
care between the |HS facilities and other health by expanding relationships with non-1HS health
care providers. care providers, -

We developed a strategy to improve care coordi-  This assessment also should include an exam-
nation between |HS facilities and those providing  ination of which health care providers best allow
contract health services to American Indians and  the IHS system to most efficiently use its limited

Alaska Natives. As a first step in this process, - resources. In some situations, health care pro-
IHS facilities would conduct an assessment of viders outside of IHS may be able to offer better
the services it currently offers and those avail- quality services at a lower cost. In other cases,

able in surrounding communities. IHS services at  the IHS facility may prove to be a better option.
each facility vary, but specialty services available '~ The assessment also would include an analysis of
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efficiencies that may be accomplished by shar-
ing administrative and management and medical
leadership functions, consolidating capacity or
combining efforts to apply for grants that could
increase financial support for personnel, equip-
ment or facilities.

Once this assessment is completed, the IHS
system wouid work to develop the relationships
needed to expand access to the needed services.
This will include ensuring that financial resources
are dedicated to the appropriate health care pro-
viders and that systems are in place to exchange
information among the participants responsible
for different aspects of care.

In addition, the IHS may benefit from the other
strategies:v\ie recommend in this report, For
example, IHS can work with non-IHS providers

to expand virtual care at its facilities. This could
increase access to many areas of health care, par-
ticularly specialty care that may be difficult o find
in these vulnerable communities (i.e., emergency
medical services or appointments with specialists
in behavioral health, cardiology, maternal and child
health, nephrclogy, pain management, pediatric
behavioral health, rheumatology, wound care and
dermatology).

IHS hospitals also could consider partnering-
with FQHCs in the community. That way, the IHS
hospital can focus on providing acute inpatient
services, diagnostic and lab services, outpatient
surgery and therapeutic services, without having
to maintain an outpatlent primary care clinic. The
FQHC could then focus on providing primary care,
dental and behavioral health services, without
having to maintain a full set of diagnostic or iab
services. With each entity focusing its resources
on what it does best, the collaboration between
an IHS hospital and an FQHC would eliminate
duplication in services and allow the IHS system
to more efficiently use its limited resources.

v

Federaf Statutory and F?egulatory Barriers to
Implementation of IHS Sirategies

1. IHS funding. Adequate funding has been a
continual challenge for the IHS program and
CHS providers. IHS is an appropriated program
rather than an entitlement program. That means
that a majority of the federal funding available
for IHS is appropriated in advance each year in
fixed amounts that are then allocated among the
different geographic areas and tribes served by
the IHS. ) ‘

These funds have been insufficient to cover the
costs of providing health care services to all those
eligible for IHS services. As-a result, the program
typically runs out of money well before the end of
the year - creating financial issues for IHS facili-
ties and hampering IHS’s ability to reimburse for
health care services provided by non-IHS facilities.
And, while there are many health care providers
that are willing and able'to provide health care
services to this population, there is little trust that
they will be reimbursed for their efforts. Funding
for the IHS program will need to be resvaluated to
improve care coordination with non-IHS providers
and ensure that the right providers are incentivized
for providing necessary services. Policy makers
may wish to examine funding of other governemnt
operated heaith systems {e.g Veterans Health
Administration and the Military Health System) as
a part of that reevaluation process.

2. Technical assistance. In addition to the fund-
ing addressed above, IHS facilities may collect
additional reimbursement for services provided
to American Indians and Alaska Natives who are
also eligible for other federal programs, including
Medicare, Medicaid, the State Children’s Health
Insurance Program and Veterans Access Choice.
Increased funding from these sources allows IHS
facilities to expand services; however, they face
challenges in collecting this funding because they
often lack the technical expertise and assistance
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necessary to biil and collect for these services.

In addition, many American Iidians and Alas-

ka Natives are eligible for Medicaid but remain
uninsured due to enroliment barriers (e.g., lack of
knowledge about Medicaid, difficulty completing
the enroliment process, language and literacy
barriers, and geographic or ti’ansportation barri-
ers). Technical assistance for IHS and its constit-

uents would allow IHS facilities to improve the
organization’s operations.

3. IHS regulations. Currently, IHS hospitals are
required to meet the hospital Conditions of Par-

ticipation, This is onerous given that many IHS ' ¢
hospitals are comparable to small rural hospitals,

Their location is often geographically remote and

they see a very small volume of inpatient services.

Transformation within IHS would be more easily

facilitated:if they were subject to less burdensome

regulations and could meet Conditions of Partic-

ipation more suited to their needs - e.g., Condi-

tions of Participation similar to CAHs.
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Barriers to Implementation

Throughout this report, we have identified specific
federal statutory and regulatory barriers that would
impede transitioning to or implementing our nine
emerging strategies. However, there are many
other barriers to implementation that may arise

at the health care provider, community or state
levels. While we cannot capture the full scale of
those barriers, we have identified some consistent
themes across each of these emerging strategies.

Health Care Provider Barriers

At the health care provider level, transitioning to
these new strategies may take longer or require
more significant investments of time, effort and
finances in vulnerable communities. For exam-
ple, certain hospitals in vulnerable communities
have been unable to meaningfully participate in
value-based payment programs or develop and
sustain alternative payment models for a vari-
ety of reasons. Therefore, they lack e)iperience
participating in alternative payment models, such
as global budget payments, and may require
payment policies and technical assistance that
bridges the gap between current fee-for-service
and value-based reimbursement models,

In addition, for the virtual care model, creden-
tialing and privileging at the health care provider
level may be a barrier to implementation. Specif-
ically, in an effort to ensure the highest quality of
care possible for its patients, each health care fa-
cility takes steps to verify a health care provider’s
proficiency through the collection, verification and
evaluation of data relevant to the practitioner’s
professional performance. These credentialing
and privileging requirements are exacerbated

in the telehealth context because the services
provided usually involve two or more health care
facilities, both of which credential and privilege
each health care provider.

- Community Barriers

At the community leve!, the ability to attract or
retain health care providers will remain a challenge
regardless of which of these strategles are select-
ed. The AHA Board Committee on Performance
Improvement (CPI) has undertaken the topic of
workforce, specifically the need for hospitals an
health systems to begin to integrate workforce
planning and development with hospital strategy
and operations. It is imperative that hospitals in
vulnerable communities undertake this effort at the
same time that they are planning their transforma-
tion strategies. The CPl also is formulating its own.
report that will be a resource for hospitals, That
report will enable hospitals and health systems to
assess their workforce needs and to commit to
developing long-range workforce plans integrated
with their new or existing strategies to operate in a
very dynamic and evolving health care field,

Furthermore, this task force’s report underscores
the need for innovation in workforce pianning
and development to ensure providers are able

to deliver care as they transition to these emerg-
ing strategies. Specifically, many in the current
workforce are not adequately prepared to take
on the variety of responsibilities outlined in this
report, nor is the education system of the future
workforce adequately preparing providers for
new, expanded roles that are not hospital-based.
For this reason, it is critical that workforce plan-
ning and development become integrated into
discussions around developing new models of
care, new collaborative relationships and new
payment structures. Vulnerable communities will
need a workforce that is well-educated, culturally
competent, nimble and flexible to meet the needs
of their populations.

A
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Moreover, what we learned from our listening ses-
sions around the country is that the concern from
the community and its leaders may hinder trans-
formation and implementation of these emerging
. strategies. Gommunities, and the community
board that governs the hospital, typically do not
want to lose their hospital because it serves as
the anchor for and economic engine of the com-
munity. Conversations related to transformation
will be challenging for many vulnerable communi-
ties, but community input, buy-in and acceptance
are critical for success as hospitals transition to
these new strategies.

State Statutory and Regulatory Barriers

State laws also will present barriers to implemen-
tation of these strategies. The best examples are
the issues related to physician licensure across
state lines that would be required for broad
implementation of virtual care strategies. State -
licensure laws can be majof obstacles for facilities
wanting to provide telehealth services to patients
in other states because of the current lack of
portability of heaith professional licenses between
states. The harmonization of state laws to foster
increased physician licensure portability, greater
licensure portability for nurse practitioners, phy-
sician assistants and other health professionals,
increased flexibility of the physical examination
requirement for online prescribing; and clarifica-
tion of medical malpractice insurance rules for
telehealth encounters would facilitate the adop-
tion of virtual care strategies.

The Interstate Medical Licensure Compact (IMLC)
and the Nurse Licensure Compact {NLC) are

two promising avenues to address these state
licensure issues. The IMLC offers a new, volun-
tary expedited pathway to licensure for qualified
physicians who wish fo practice in muitiple states,
increasing access to health care for patients in
underserved or rural areas and allowing them to
more easily connect with medical experts through
the use of telemedicine technologies. As of the
date this report is published, 16 states have
joined this Compact. The NLC offers a multi-state
license to nurses to practice in their home state
and in other Compact-participating states. Un-
der this Compact, nurses have the opportunity

to practice across state lines and it enables state
boards of nursing to cooperate and coordinate
standardization of requirements, resulting in safer,
coordinated care. As of August 2016, 25 states
have joined the NLC.

05-02-2017 00082



Advocacy Agenda and Assistance Strategy

In this report, we discuss specific federal policies
and issues that could impede or create an appropri-
ate climate for transitioning to a different payment
mode! or model of care delivery in relation to each
of our recommended strategies. Generally speak-
ing, these barriers naturally lead to the development
of an advocacy agenda, as well as a vulnerable
community assistance strategy, that will help facili-
tate the adoption of the emerging strategies we set
forth above.

Advocacy Agenda

The ability to successfully adopt many of the
strategies we describe above is dependent on
numerous federal policy changes. Therefore, we
recommend that the AHA advocate for the:

s Modification of existing Medicare Conditions
of Participation to allow for the formaticn of the
strategies identified above, where necessary;

¢ Creation of new Medicare payment methodalo-
gies and transitional payments, as appropriate,
that would allow for successful implementation
of the strategies identified above, while cover-
ing necessary costs, promoting predictability
and stability and aligning provider incentives to
increase accountability for health care services
offered within a community;

» Creation of new and expansion of existing
demonstration projects being conducted by
CMMI and other federal agencies that promote
and fund opportunities for communities to
maintain access to essential health care services;

» Modification of laws that prevent integration of
health care providers and provision of services
including, but not limited to, fraud and abuse
(Anti-Kickback Law and Stark Law), antitrust
and CMP laws and artificial barriers such as
those that prevent a rural hospital from owning
an FQHC.

* Modification of existing Medicare payment
rules that stymie health care providers’ ability
to identify and place beneficiaries in the clinical
setting that best serves their short- and long-
term recovery goals including, but not limited
to, discharge planning requirements that pro-
hibit hospitals from specifying or otherwise lim-
iting the information provided on post-hospital
services and the inpatient rehabilitation facility
“60% Rule;” and

* Expansion of Medicare coverage and payment
for telehealth, including a more flexible approach
to adding new telehealih services to Medicare.

We also note that while the above recommenda-
tions focus on a federal advocacy agenda, states
will play an important role too, such as with physi-
cian licensure and credentialing across state lines
required for telehealth services. Therefore, we
also recommend that the AHA continue to work
with the state hospital associations to address
state-level issues, as appropriate.

Vuinerable Community Assistance Strategy

By their very nature, vulnerable communities and
the hospitals that serve them may not have ali the
resources they need to suCcessfulIy' adopt one

or more of the strategies set forth in this report.
Therefore, we recommend that the AHA provide
communities and health care providers, including
hospitals, with operational tools to facilitate such
adoption. For example, we believe the associa-
tion could assist by:

» Providing assistance in analyzing financial data
or conducting data analytiés to determine the
feasibility of adopting a particular model or the
outcomes and efficacy of each model;

+ Creating community relations toolkits to
assist hospitals in creating opportunities
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for community input, partnership, buy-in
and acceptance of their transformation by
their community; a

» Providing information related to grants that
may provide financial assistance for certain
strategies; '

¢ Facilitating the creation of learning net-
works to bring hospitals together for infor-
mation and idea sharing; and

+ Offering curricula, developed in partner-
ship with third parties, to promote best
practices, identify cutting-edge strategies,
operationalize innovation activities and
adapt successful approaches from else-
where into hospitals’ own organizations.

Conclusion

In this report, we have worked to identify and set
forth characteristics and parameters, strategies
and solutions can appropriately identify and ac-
count for the variation in access to health services
in communities around the country. But, this is
only the beginning. To fully ensure access to es-
sential health care services, we will all need to do
our part — vulnerable communities, the hospitals
that serve them, and the association that serves
us all. Vulnerable communities will need to make
signiflcant investments of time, effort and financ-
es. Hospitals will need to build upon their current

vinfrastructure for health information technology,
patient and family education, care management

_ and discharge planning. They will need to align
" in ways they have not before, which will involve

forming new and different contractual relationships
that build valuable partnerships and incentlvize
successful strategies. The AHA should advocate
for policies that allow these transformations, and
provide the tools that facilitate their occurrence.
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“We developed a health care delivery system that put free clinics in homeless shellers and soup
kitchens and a street team that seeks out those who live in the shadows of our society, This simple
idea would change the trajectory of famifies we treat now and hopefully forever.”

Brelt Feldman, Director of LVHN's Street Medicine Frogram
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‘Addressing the Social Determinants of Health: ProMedica Health System, Ohio.

Profledica asks patients to respond
either “yes” or “no” to two statements;

1. Within the past 12 months, we worried
whether our food would run oui before
we got money to buy more.

2. Within the past 12 months, the food we
bought just did not last and we did not
have money to get more.
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“We believe that adopting a ‘whole patient’ perspective for our high-cost, high-need patients will
give us the best chance of improving their health outcomes, To achieve this goal, we aim to partner
with existing community resources, identify gaps in linking with those resaurces, and (in the pro-
cess) demonstrate the value of addressing the social determinants of health.”

Pr. Niray Shah, Senior Yice President and Chief Operating Officer for Chinical Operations, Kaiser
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“I am a stronyg advocate of telemedicine services. Through them, we are able to bring specially care
directly to our patients without time consuming and costly transport aut of town and away from
their family. Qur partnerships with other health care organizations are fundamental to bringing this

level of expertise to our patients.”
Jim Dickson, Chief Exacutive Officer, Copper Quesn Community Hospital
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“This assistance from the federal government allows us to develop programs for dentistry, psychia-
try, and mental health that are hugely important for the community,” says Chief Operating Officer
Barbara Quealy. “It also allows us o place a bigger focus on primary care. It means we can igke
better care of our Medicaid patients, offering them services thal we couldn’t before, and that’s

huge.”
Barbara Quealy. Chief Operating Officer, Gifford Medical Centar
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Task Force on Ensuring Access
in Vuinerable Communities

Urban Chartbook

The task force defined a vuinerab[e community as a population that due to their individual
circumstangces, is much more likely to be in poor health and have disabling conditions,
They then worked to identify the characteristics and parameters that would identify

such vulnerable rural and urban communities. In doing so, they relied upon personal
expetiences, as well as an analysis of financial data and other information from qualitative
sources related to vulnerable rural and urban communities. This document contains
metrics related to urban communities and the hospitals that serve them. For the full report
visit www.aha. org/ensunngaccess _

ot ) .
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Data on Communities

Percent of Urban Census Tracts by Population Aged 65 Years and Over

57% :
. Averages
US.:13.7%
All Urban: 13.2%
Inner City: 8.6%
Non-inner City: 13.7%

14.6% .

13.7%  13.0%

Percent of Urban Census Tracts

Under 10%

10-11.9% 12-14.9% 15-19.9% 20% +
Percent of Population Aged 65 Years and Over
Source: State of the Inner City Economies (SICE) database, Initiative for a Competitive Inner City (ICIC). Notes: Inner cities are defined by ICIC using data from the U.S.

Census Bureau's 2011 American Community Survey (ACS} 5-Year Estimate for all U.S. cities with populations greater than 75,000. The data in the chart are from the 2014
ACS 5-Year Estimate,

Percent of Urban Census Tracts by Percf __ -

Averages
U.S.:9.2%
All Urban: 9.2%
Inner City: 15.1%
Non-Inner City: 8.5%

63.2%

16.6%

Percent of Urban Gensus Tracts

15.9% 15.6%

3.3%

Under 5%

| 5-7.9% 8-9.9% 10-12.9% 13% +
Percent of Civilian Population Unemployed

Source: State of the Inner City Economies (SICE) database, Initiative for a Gompetitive Inner City (CIC}. Notes: Inner cities are defined by ICIC using data from the U.S.
Census Bureau's 2011 American Community Survey (ACS) 5-Year Estimate for all U.S. cities with populations greater than 75,000. The data in the chart are from the 2014

ACS 5-Year Estimate. '
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Data on Communities

Percent of Urban Census Tracts by Population Age 18 & Over Below Federal
Poverty Leve/

s
83.9% ‘
Averages
- WS 18.6%
% All Urban: 13.2%
E Inner City: 29.4%
@ Nen-Inner Gity: 11.2%
g 52.5% ,
()
S
S
s
]
8
& )
: 9.6% 11.6% " 10.9% 12.0%
0.9% 1.0%
Under 10% 10-11.9% 12-14.9% 15-19.9% 20% +

- Percent of Population Age 18 and Over below FPL

Source: State of the Inner Gity Economies (SICE) database, Initiative for a Gompetitive Inner Gity (ICIC) Motes: Inner cities are defined by ICIC using data from tha U.5.
Census Bureal's 2011 American Community Survey (AGS) 5-Year Estimate for alt U.S. cities with paputations greater than 75,000, The data in the chart are from the 2014

ACS5 Year Estimate

Percent of Urban Census Tracts by Median Household Income Leve/

- . Median Values*
69.3% U.S.: $53,482
: All Urban: $54,049
Inner City: $29,444
Non-inner City: $58,641

48.0%

Percent of Urban Census Tracts

Under $35K $35K-$44,999 _ $45K-$52,999 $53K-$59,999 | $60K +
Median Household Income Level

Source: State of the Inner City Economies {SICE) databasg, Inittative for a Gompetitive Inner ity {ICIG). Notes: Inner cities are defined by ICIC using data from the U.S.
Gensus Bureau's 2011 American Community Survey {ACS) 5-Year Estimate for all U.S. cities with populations greater than 75,000. The data in the chart are from the 2014
ACS 5-Year Estimate. * Tha U.S. median valug is taken directly from the 2014 ACS 5-Year Estimate; however, all other median values are the medians of the individual
census tract median household incornes for the relevant categories.
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Data on Communities

Percent of Urban Census Tracts by Households Where the Householder Lives Alone

Averages
U.S.: 27.6%
All Urban: 27.5%
Inner City: 32.6%
Non-lnner Gity: 26.8%

‘ 45.4%

' Peycent of Urban Census Tracts

Under 20% 20-24.9% 25-29.0% 30-32.9%
" Percent of Households Where the Householder Lives Alone

Source: Stata ofl the Inner City Economles (SICE) database, Initiative for a Gompetitive Inner City (ICIC). Notes: Inner cities are defined by ICIC using data fromthe U.S,
Census Bureau's 2011 American Community Survey (ACS) 5-Year Estimate for all U.S. cities with populations greater than 75,000. The data in the chart are from the 2014

ACS 5-Year Estimate,

Percent of Urban Census Tracts by Population with No Health Insurance Coverage

. 833% 4+

56.0%

Averages
U.S.: 14.2%
All Urban: 14.1%
Inner City: 23.2%
Non-Inner City: 12.9%

- 17.5%

Percent of Urban Census Tracts

10.1% 101%

8.7%

Under 10% 10-11.9% 12-14.9% 15-19.9% 20% +
Percent of Population with Ne Health Insurance Coverage

Source: State of the Inner City Economies (SICE) database, Initiative for a Competitive Inner Clty (ICIC). Notes: Inner citles are defined by ICIC using data from the LS.
GCensus Bureau's 2011 American Gommunity Survey {ACS) 5-Year Estimate for all U.S. cities with populations greater than 75,000, The data in the chart are from the 2014

ACS 5-Year Estimate.
November 29, 2018
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Data on Hospital Size

Percent of Urban Hospitals by Bed Size

Averages
All Hospitals; 160
Urban Hospitals: 222
Inner City: 324
Non-Inner City: 201

45.3%

Percent of Urban Hospitals

1.6% : . I : .: i .

25-49 50-99 100-19 200-299 O\}er 300
Number of Beds

Source: Health Forum, 2013 AHA Annual Survey of Hospitals. Inner cities are defined by Initiative for a Competitive Inner City using data from the U.S. Census Bureau's
2011 American Community Survey Averages

Percent of Urban Hospitals by Average Daily
' '52.9%

. 'Under 25

SEEL i

Averages
All Hospitals: 100.5
Urban Hospitals: 144.2
Inner City: 222.3
Non-Inner City: 128.4

30.6%

17.6%

11.9% 147%
/0

11.4%
6.9% pEp

Percent of Urban Hospitals

4.0%

40-79 80-99 100-149 150 +
Average Daily Censts

Under 15 15—39 '

Sourece: Health Forum, 2013 AHA Annual Survey of Hospitals. Inner cities are defined by Initfative for a Competitive Inner Gity using data from the U.S. Census Bureau's
2011 American Community Survey 5-Year Estimate for all U.S. cities with populations greater than 75,000.
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Data on Hospital Size

Percent of Urban Hospitals by Avefége Occupancy Rates

LT

59.4%

Averages
All Hospitals: 62.8%
Urban Hospitals: 65.1%
{nner City: 68.5%
Non-Inner City: 64.0%

1.6%

05-49% 50-73% " 74% +
Average Occupancy Rate \

Source: Health Farurmn, 2_613:}AHA Annual _Sijrv_ey_ of Hospitals, Inner cities, are defined by Initiative for a Gompetitive Inner ity using data from the U.S. Census Bureau's
2011 American Community Survey 5-Year Estimate for all U.S. cities with pepulations greater than 75,000.

Percent of Gross Revenue by Payer Type for Urban Hospitals

“Under 25%

43.0%

Percent of Gross Revenue

22% 1.8% 11% 1.4%

Third Party  Other Non-Govt.,
Il tnner City B WNon-Inner Gity

Source: Health Forum, 2013 AHA Annual Sﬁrvéy of Hospitals.. I;\nar cities are defined by Initiative for a Competitive laner City using data from the U.S, Census Bureau's
2011 American Communily Survey 5-Year Estimate for all U.S. cities with populations greater than 75,000.

Medicare Medicaid " Other Govt. Self Pay
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Data on Hospital Financials

Percent of Urban Hospitals by Total Margin

39.2%

Averages
All Hospitals: 7,9%
Urban Hospitals: 8.0%
Inner City: 6.4%
Non-Inner City: 8.6%

Percent of Urban Hospitals

0% to 2.9% 3% 10 4.9% 5% t0 9.9% 10% or more
Total Margin

Source: Health Forum, 2013 AHA Annual Survay of Hospitals, Inner cities are defined by Initiative for a Competitive Inner City using data from the U.S. Census Bureau’s
2011 American Gommunity Survey 5-Year Estimate for all L. S, cities with populations greater than 75,000. ’

Percent of Urban Hospitals by Operating Margin

Less than <5% -4.9% to -0.01%

33.0% -
313%

Averages
All Hospitals: 5.7%
Urban Hospitals: 5,.8%
Inner City: 4.4%
Non-Inner City: 6.3%

Percent of Urban Husﬁitals

-4.9% t0-0.01% 0% to 2.99 3% to 4.9%
Operating Margin

Less than -5% 5% to 9.9% 10% or more

Source: Health Forum, 2013 AHA Annual Survey of Hospitals, Inner cities are defined by Initiative for a Competitive Inner Clty using data from the U.S, Census Bureau's
2011 American Community Survey 5-Year Estimate for all U.S. cities with populations greater than 75,000,
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Data on Hospital Financials

Percent of Urban Hospitals by Medicare Paymenit-to-Cost Ratio

22.6%

Averages
All Hospitals: 87.9%
Urban Hospitals: 87.5%
Inner City: 87.8%
Non-Inner City: 87.4%

2.8% 20:1%

19.2%

183%  18.2%

16.6%

14.7% 14.1% 147%

1.4%

Percent of Urban Hospitals

80-89.9% 90-99.9% 100-109.9%  110% or more

Paymeni-to-Gost Ratio

Under 70% 70-79.9%

Source: Health'Forum, 2013 AHA Annual Survey of Hospitals. Inner cities are defined by Initiative for a Competitive Inner City using data from the U.S, Census Bureau’s
2011 American Gommunity Survey 5-Year Estimate for all U.S. cities with pepulations greater than 75,000, '

Percent.of Urban Hospitals by Medicaid Payment-to-Cost Ratio

27.5%

RS

Averages
Alt Hospitals: 89.8%
Urban Hospitals: §2.9%
Inner City: 90.2%
Non-inner City; 88.7%

25.5%

9.9% 10.2%

Percent of Urban Hospitals

Under 70% 70-79.9% 80-89.9% 90-99.9% 100-109.9%  110% or r_n_qré
) Payment-to-Cost Ratio

Source: Health Forum, 2013 AHA Annual Survey of Hospitals, Inner cities are defined by Initiative far a Gompetitive Inner City using data from the U.S. Census Bureau’s
20711 American Gommunity Survey 5-Year Estimate for all 1).S. cities with populations greater than 75,000.
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Data on Hospital Financials

Pércent of Urban Hospitals by Days Cash-on-Hand

L Ewd

33.0% t

NAY% Averages

All Hospitals: 50.5
Urban Hospitals: 49.3
Inner Gity: 39.3
Non-Inner City: 52.6

18.9%18.9%

13.8% 13.9%
19.9% 11.9% 128%

Percent of Urban Hospitals

10-29.9 days 30-49,9 days 50-74.9days 75-99.9days 100+ days
Days Cash-on-Hand

Source; Centers for Medicare and Medicald Services, FY 2013 Medicare Cost Report Data, 4th Quarter 2015 data release. Inner cities are defined by Initiative for a
Competitive Inner City using data from the U.S, Census Bureau’s 2091 American Comrmunity Survey 5-Year Estimate for all U.8, cities with populations greater than 75,000,

Percent of Urban Hospitals by Return on Total Assets

0 or fewer 0.1-9.9 days

.’/

! Averages )
All Hospitals: 5.9%
Urhan Hospitals: 6.2%
Inner City: 5.4%
Non-Inner City: 6.4%

28.6% | 28.2%

27.4%

27.2%

25.7%

Percent of Urban Hospitals

3-4,9% 5-9,9% - 10% +
Return on Totat Assets

Source: Centers for Medicare and Medicald Services, FY 2013 Medicare Cost Report Data, 4th Quarter 2015 data release. Inner cities are defined by Initiative for a
Competitive Inner City using data from the U.S. Census Bureau's 2011 American Community Survey 5-Year Estimate for all U.S. cities with populations greater than 75,000.
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Data on Hospital Financials |

Percent of Urban Hospitals by Average Return on Equity Ratio

Averages
All Hospitals: 10.1%
Urban Hospitals: 10.7%:
Inner City: 10.0%
Non-Inner City: 10.8%

., 334
9%

21.7% 23%

17.2% &

11.6% 11.4%

Percent of Urban Hospitals

5-9.9% 10-14.9% 15% +

Return on Equity

Source: Centers far Medicare and Medicald Services, FY 2013 Medicare Cost Report Data, 4th Quarter 2015 data release, Inner citles are defined by Initiative for a
Competitive lnner City using data from the U8, Census Bureau's 2011 American Community Survey 5-Year Estimate for alt U.8, cities with populations greater than 75,000.

Under 1% 1-4.9%

Parcent of Urban Hospitals by Current Ratio

0
35.6% Averages

- All Hospitals: 2.09 -
Urban Hospitals: 2.05
- . Inner City: 1.98

30.9%
S Non-Inner City: 2,08

9.0% 87%

Percent of Urban Hospitals

Under 1 1-1.9 2-29 3-4.9 5+
Current Ratio

Source: Centers for Medicare and Medicald Services, FY 2013 Medicare Cost Report Data, 4th Quarter 2015 data release. Inner cities are defined by Initiative for a
Compstitive Inner City using data from the U.S. Census Bureau's 2011 American Community Survey 5-Year Estimate for all L., cities with populations greater than 75,000.
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Data on Hospital Financials

Percent of Urban Hospitals by Long-term Debt to Equity

13.6%

Averages
All Hospitals: 45.1%
Urban Hospitals: 45.9%
Inner City: 51.5%
Non-Inner City: 44.3%

22.0% 22.9%

Percent of Urban Hospitals

30-69.9% 70-89.9%

Long-term Debt to Equity

Under 10% 10-20.9% 90% +

Source: Centers for Medicare and Medicaid Services, FY 2013 Medicare Cost Report Data, 4th Quarter 2015 data release. Inner cities are defined by Initiative for a
Competitive Inner City using data from the U.S. Census Bureau's 2011 American Community Survey 5-Year Estimate for all U.S. cities with populations greater than 75,000.

Percent of Urban Hospitals by Average Age of Plant

Averages ‘ i
All Hospitals: 10.8
' Urban Hospitals: 10.9
30.4% Inner Gity: 11.1
Non-lnner City: 10.6

22.3%

16.2%

13.4% 13.6%

Percent of Urban Hospitals

8-10.9 Years 11-14.9 Years 15+ Years

Average Age of Plant

Under 5 Years 5-7.9 Years

Source: Centers for Medicare and Medicaid Services, FY 2013 Medicare Cost Beport Data, 4th Quarter 2015 data release. Inner citles are defined by Initiative for a
Competitive Inner City Averages '
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Data on Hospital Services

Outpatient as a Percent of Urban Hospital Total Gross Revenue

44%
40%

Percent of Gross Revenue

1990 1995 2000 2005 2010 2013
' . Year

Source: Health Forum, 2013 AHA Annual Survey of Hospitals

Percent.of Urban Hospitals offering “Non-Hospital” Services

25.1%
i __ 23.5%

22.4%

Percent of Urban Hospitals

Skilled Nursing Hospice Assisted Living .

“Non-Hospital” Services

* Home Health

B inner City B Non-Inner City

Source: Health Forum, 2013 AHA Annual Survey of Hospitals. Inner clties are defined by Initiative for a Competitive Inner City using data from the U.S. Census Bureau's

2011 American Community Survey 5-Year Estimate for all U.S. cities with populations greater than 75,000,
(
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Data on Hospital Services

Medicare Margins by Service for Urban Hospitals

3.6%

-6.1%

E, Hq24% -11.4%
-3
= -21.9%
2
8
=
7]
=
-67.2%
‘ -73.0%
Inpatient Outpatient Home Health Skilled Nursing

Services _
[l Inner City B Non-Inner City

Source: Valda Health Data Consultants analysis of Centers for Medicare and Medicaid Services, HCRIS Database, September 30, 2014 Update, Uses Medicare cost
accounting rules to determine allowable costs. Full assignment of costs using generally accepted accounting principles would result in lower marging, Inner cities are defined
by Initiative for a Competitive Inner City using data from the 1U.S. Census Bureau’s 2011 American Community Survey 5-Year Estimate for al U.S. cities with populations
greater than 75,000. .
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Millions of Americans living in vulnerable rural and urban communities depend upon their hospital as an
important, and often only, source of care. However, these communities and their hospitals face many
challenges. As the hospital field engages in its most significant transformation to date, some communities
may be at risk for losing access to health care services. It will be necessary for payers and health care
providers to work together to develop strategles that support the preservation of health care services for all

Americans.

Heccfgnizing this, the American Hospital Association (AHA) Board of Trustees, in 2015, created a task force
to address these challenges and examine ways in which hospitals can help ensure access to health care
services in vulnerable communities. The task force considered a number of integrated, comprehensive
strategies to reform health care delivery and payment. Their report sets forth a menu of options from which
comimunities may select based on their unique needs, support structures and preferences. The ultimate
goal is to provide vulnerable communities and the hospitals that serve them with the tools necessary to
determine the essential services they should strive to maintain locally, and the delivery system options that
will'allow them to do so. While the task force’s focus was on vulnerable communities, these strategies may
have broader appl:cablllty for all communrttes as hospitals redefine how they provide better, more integrated

care.

_[E_]ﬁ' American Hospital

Associatione
05-02-2017

00120



Characteristics and Parameters of Vulnerable Communities

The task force defined a vulnerable community as a population that, due to their individual circumstances, is much more
likely to be in poor health and have disabling conditions. While the reasons a population may be deemed vulnerable vary
widely, the task force found there is no formulaic, defined set of factors that can determine whether or not a community
is vulnerable. However, they created a list of characteristics and parameters of which one or more may be necessary

and sufficient to identify a vulnerable rural or urban community.

; Characterrstrcs !and Paramefers of

Essential Health Care Services

The range of health care services needed and the ability of individuals to obtain access to health care services varies
widely in each community. The task force determined, however, that access to a baseline of high-quality, safe and
aeffective services must be preserved. Table 1 below highlights the essential health care services identified by the task
force and illustrates those which may be maintained or enhanced by each emerging sirategy.

Prenatal
carg
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05-02-2017 00121



J

Emerging Strategies to Ensure Access to Health Care Service

Addressing the Social Determinants of Health
Social challenges often prevent individuals from accessing
health care or achieving health goals. This strategy
includes screening patients to identify unmet sccial

needs; providing navigation services to assist patients in
accessing community services; and encouraging alignment
between clinicai and community services to ensure they
are available and responsive to patient needs.

V;rtual Care Strategles

Virtual care strategies may be used to maintain or
supplement access to health care services. These
strategies could offer benefits such as immediate, 24/7
access to physicians and other health care providers, the
ahility to perform high-tech monitoring and less expensive
and more convenient care options for patients.

DEOOOOE

Global Budgets
Global budgets provide a fixed amount of reimbursement
for a specified popuiation over a designated period of time.
They may be designed in a way that allows each provider
1o create a unique plan to meet mandated budgets,
thereby allowing vulnerable communities autonomy and
flexibility to create solutions that work best for them.

12 @

Inpat:ent/Outpatlent Transformation Strategy
This strategy involves a hospital reducing inpatient
capacity to a level that closely reflects the needs of

the community. The hospital would then enhance the
outpatient and primary care services they offer,

Emergency Med:cal Center (EMC)

The EMC allows existing facilities to meet a community's
need for emergency and outpatient services, without
having to provide inpatient acute care services. EMCs
provide emergency services (24 hours a day, 365 days

a year) and transportahon services, They also would
provide outpatient services and post-acute care services,
depending on a community’s needs.

Urgent Care Center {UCC)

UCCs allow existing facilities to maintain an access point
for urgent medical conditions that can be treated on an
outpatient basis, They are able to assist patients with an

illness or injury that does not appear to be Ilfe-threatenlng, .

but requures care within 24 hours.

November 29, 2016

Frontler Health System

This strategy addresses challenges faced by frontier
communities, including extreme gecgraphic isolation

and low population density. it provides a framework for
coordinated health care as individuals move- through
primary and specialized segments of the medical system.

Llelololele

Rural Hospital-Health Clinic Strategy

This strategy allows for integration between rural hospitals

and various types of health centers in their communities
{e.g., Federally Qualified Health Centers and Rural Health
Clinics). These partnerships also could facilitate integration
of primary, behavioral and oral health and allow for
economies of scale between both organizations.

lndlan Health Semces (iHS) Strategles

This strategy includes development of partnerships
between [HS and non-IHS healih care providers aimed

at increasing access to health care services for Native
American and Alaska Native Tribes and i improving the
quality of care available and promoting care coordination.

To learn more about these strategies and
explore case examples, please see the fuil
report at wwwv aha. org/ensuringaccess.
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Barriers to Implementation

The task force identified four types of barriers that could impede transitioning to or implementing these emerging
strategies:

Advocacy Agenda and Assistance Strategy -

Successful implementation of these emerging strategies by vulnerable communities is dependent on numerous public
policy changes. The task force recommends that AHA develop an advocacy strategy to facilitate adoption of these
emerging strategies. This includes advocating for:

¢ Creation of new Medicare payment methodologies and tranSttlcnaI payments, as appropriate, that would allow for
. successful |mplementat|on of the strategies identified above; .

* Creation of new and expansion of existing federal demonstration projects;

* Modification of existing Medicare Conditions of Participation to allow for the formation of the strategies |dent|f|ed
above, where necessary; .

» Modification of laws that prevent integration of health care providers and the provision of health services;

+ Modification of the existing Medicare payment rules that stymie health care providers' abllity to |dent|fy and place
beneficiaries in the clinical setting that best serves their shori~ and long-term recovery goals; and

* Expansion of Medicare coverage and payment for telehealth.

Even with public policy changes, vulnerable communities and the hospitals that serve them may not have the resources
they need to successfully adopt these emerging strategies. AHA will explore providing operational tools and resources
to assist our member hospitals and health systems, including toolkits, data analyses, information on grant opportunities,
and convening learning networks for information and idea sharing.

To learn more about the work of the AHA Task Force on Ensuring Access in Vulnerable Communities, please visit
wwrw.aha. org/ensuringaccess,

[:]/"’ American Hospital
u-/- Associatione o
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Discussion Guide for Health Care Boards and Leadership

The questions below can be used to guide discussion about
the vulnerable populations your health care organization
serves and steps your board and leadership can take to
ensure ongeing access to health care services.

Use of this discussion guide can be tailored for your board’s
needs as part of the agenda for a board education session,
leadership retreat, or strategic planning session. The
executive staff and all board members should be prepared
to address local examples/information as part of this
discussion.

1. The repont defines a vulnerable community as “a
population that, due to their individua] circumstances,
is much more likely to be in poor health and have

“_ AHA Presldant & CEO chk Po!lack spoke at a' Washington, D.C. préess event i disabling conditions” and page 2 of this summary

by Il.thi . From Jéft; AHA Chal ident & ' . o .
£ {o.uvall tis tepl. From o aliyndin Jim Shopeberoh, presides lists characteristics that may make a community

v CEO of Advocate Health Care,. IL; Bob Henkal presidant & CEO.of, Ascensio
Healthcara, MO Chnstina Carnpos, admi pistrator of Guadaiups County Hosp

vulnerable. Which of the populations or communities

NM & K t EO fS , o .
E aren Teitelbaum, prosident & GFO of Sinal Health System, L. .. * . 2 we serve could be considered vulnerable? And why?

2.

The essential health care services identified in Table 2 below, should be available in every community, Which, if any,
of these services are not available in the vuinerable communities our organization serves?

Which of the vulnerable communities we serve are less likely to have access to or are not likely to ulilize one
or more of these essential health care services? - :

Which of the emerging sirategies identified on page 3 are most likely to further improve access to essential
health care services for the vuinerable populations our organization serves?

What are the implications of implementing these strategies in our organization -and community? Some
areas to consider include strategic compatibility, financial, clinical, workforce, technology, partnerships with other
community organizations, and legal and regulatory compliance. .

Severai barriers to implementation are identified in the Task Force Report and many are listed on page 4. Which of
these barriers is our organization most likely to encounter? How can we as a board and as an organization
advocate to overcome them?

What mle(s) should our board play in gaining input, buy-in and accepiance from the cor;rmunity to implement

new sirategies for ensuring access?
Some examples include: Table 2: Essential Health Care Services

» facilitate.community conversations, ,
- Paychiatric & _
b substance use Ez?r: ohservation
¢ treatment services

e . Diagnostic
Trangportation services

% Robust referral
7 structure

A% Brimary

» be prepared to respond to questions _
.3 Gare

from community members, and

» invite community leaders and
organizations to provide input into our @ Prenatal

organization’s strategic planning process. care

What assistance, such as education,
tools, training and other resources, will
our board need to effectively fulfill its
community liaison role(s}?

Dentistry
services

Please contact Priva Bathija at pbathifa@aha.org to provide feedback
about your board and leadership discussion.

©2017 American Hospital Association | www.aha.org
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Unmet Behavioral Health Needs Lead to Avoidable Admiss.ions

Strong Collaborations and Partnerships Key to Successful Integration

Patients with behavioral health comorbidities utilize more health care resources than patients without
those conditions. When behavioral health conditions are left untreated, cost of care for these patients
increases. Nationally, the cost impact of ineffective treatment of comorbid behavioral health conditions
has been estimated at $350 billion spent annually on unnecessary medical and surgical services,
indicating the significant impact that integrated care can have on avoidab_f\e admissions.

Successful behavioral health integration models require building new collaborations with mental health
providers and community partners. These initiatives span the care continuum to support patients in
managing their conditions and encourage appropriate utilization. As organizations consider
implementing behavioral health integration-models, leaders should be mindful of the investments
needed-in both the care management infrastructure and in relationship building with external providers.

Integration Models Vary in Collaboration, investment Levels

lLevel of
Investment

v

- Degree of External
Coliaboration - ' Source: Popuration Health Advisor research and analysis.

2015 The Advisory Board Company 1 ativisory.com
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Case Study #1: PAC Provider Collaboration

Hospital-SNF Collaboration for Behavioral Health Patients

Dedicated Hospital Resources Improve SNF Management of Complex Patients

Hospital-SNF Partnership Formed to Support Behaviorally
Complex Patients

- HealthEast hospital staff had difficulty placing medically complex
behavioral health patients into appropriate post-acute care facilities -
and experienced high LOS for those patients. Furthermore, patients
sent to local PAC providers eventually were readmitted to the
hospitals after facilities struggled to manage these patients

+ To address the refuctance of its PAC providers to acCept these
patients and their fack of training and support in managing these
patients once admitted, HealthEast formed a collaborative partnership
with a'local SNF, Cerenity Senior Care in 2011. This partnership built
trust while providing specialized support for behavrorally complex
patients.

Targeted Patients Exhibit both Medical and Behavioral Complexity

+ Traumatic brain injury patients with significant medical acuity (e.g.,
motor vehicle accident victim who develops behavioral issues with

- complex medical condition)

+ Patients with non-traumatic brain injury, but with behavioral and mental
issues {e.g., stroke, coma, neurasurgical intervention patients with
behavioral issues)

+ Cognitive dysfunction with acute medical complexity (e.g., post-cardiac
- bypass surgery with delirium)

Increased Avarlabmty of Behavioral Health Specialists Supports SNF
Prowders

. HeaithEast hired a behavioral analyst to investigate the organization’s
care plans and improve handling of behavioral issues

« HealthEast physicians are available to consult Cerenity physicians via
phone or via outpatient appointment fo avoid unnecessary readmissions

1] Research contactleft the organlzation baf Iding dota on cellaboratlon Impact on avoldable adintssicns, The Source: Pepulation Heaith Advisor research and znalysis,
Pepulation Feaith Advisar tenmis eurren‘lly followng up with the ergacization for their salwla!edmelﬂes .
2015 The Advisory Board Company 2 ' advisory.com
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Collaboration Leads to Reduced Behavioral Health Utilization

Dedicated Staff and Training Equip SNF Providers for Complex Cases

t) Research contactiefttha organlzation before providing dala en collaboration impact on avelduble
adinfssions. The Population Heulth Advlsor team s currently following up with the organization for
thelr direct metrics.

2015 The Advisery Board Company

On-Demand Support Helps Prevent Patients From Returning to Hospital

« When SNF physicians need additional assistance for a medically and
behaviorally compiex patient, they can either bring the patient to an
assigned HealthEast physician at an outpatient clinic or call a dedicated
support line with a psychiatrist and cognitive dysfunction-trained physician

+ This support system allows SNF providers to better manage behaviorally
complex patients in the post-acute care setting, preventing readmissions
and decreasing avoidable admissions to the hospital

Real-Time Clinical Support

-y
Outpatient Clinic
Patient seen at physician

clinic to avoid unnecessary
readmission

Physician Support Line
Hospital team available
over the phone for
on-demand consults

Problem: SNF inexperienced in
assessing capacity for patient »
decision-making and determining
decision-maker

Problem: Mandated dose
reduction in SNF raises concerns
about return of symptoms

Staff Training Prepares SNF Staff for Complex Patient Management

« In addition to providing dedicated physician support to avoid
readmissions, HealthEast collaborated with Cerenity Senior Care to
train staff to handle behaviorally and medically complex patients

Collaborative Hospital-SNF Training Shares. Protocols for
Behaviorally Complex Patient Management

.

Protocols Around Fatient Mental Capacity

Solution: Hospital shares its
ethical principles for substituted
judgment and beneficence

Clinical Training for Medication Management

Solufion: Hospital and SNF
» physicians discuss procedures
for safely tapering medications

' F'u_nd.:i'né -

Funding for this program was ' -
" provided by Health ' i

Source: Poptialion Health Advisor research and analystg,

3 adyisary.cam
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Case Study #2: Mental Health Integration

i

Primary Care Integration Model Provides Multi-Layered Support

Screening Protocol Identifies Patients for Behavioral Health Interventions

&

1) Data publishad In 2010: Of $667 {otal cost difference, 378 {or 67%) attributable to
differance In Inpatient iedical and psychiatric admissiony.

2} Spechalist pasitions gun be filled by clinical psychologists, sotur workers, advanced
pract gistared nurse (APRN}, psychiatrists, or other mental heafth professionais.

2015 The Advisory Board Cempany

Patient, Family Engagement Cenftral fo MH! Model

+ Intermountain developed the MHI model in 1998 with a cross-
continuum team of clinical and non-clinical staff, patients, and
representatives of the National Alliance of Mental lliness. Patient and
family engagement serves as the cornerstone of the MHI model and
enables the MHI team to develop a self-management focused,
culturally competent care plan. By early 2010, 82 clinics had adopted
the MHI model.

Screening Utilizes In-Depth Psychosocial Assessment

* Providers have autonemy within their clinics to determine their own
screening procedures, but generally, the PCP or designated support
staff provide patients with an MH! screening packet if behavioral health
indicators are identified (e.g., social withdrawal, sudden changes in
appetite, etc.).

+ The screening packet includes a comprehensive assessment of
behavioral health and chronic disease risk factors, global impairment,
and family support. Based on this assessment, the provider determines
the overall heaith risk of the patient and family.

Depending on the risk level, the provider assigns patients to either
routine care, collaborative care, or mental health specialty care.

Embedded Mental Health Providers Offer Consuits, Self-
Management Focused Interventions

» The primary care physician (PCP) and an MHI coordinator form the
core of the MHI provider team. THe MHI coordinator enters patient
information into the EHR system, facilitates coordination between team
members, and helps patients and families navigate through the MHI1
model.

+ Care managers and/or health advocates may also support PCPs by
working with the patient to encourage adherence, track outcomes, and
ceoordinate with the team.

Mental health specialists? collabarate with both the care team and
patients. In some clinics, a psychologist, APRN, or social worker is

embedded in the clinic while a remote psychiatrist and/or APRN staffed -

within the hospital offers training and additional consufis and support

4 advlsary.com
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Model Lowers Cost of Care with Sustainable Funding

Individual Clinics Respenszble for Financial Modeling of MHI Integration

Treatment Cascade Assrgns MHI Team Members by Patient Risk

« Intermountain Healthcare believes that each primary care team member
is responsible for treating behavioral health patients. Intermountain’s
treatment cascade involves three different fevels of care.

Sample Triage Pathway for Depression Care
Patient Risk Level Assigned Infervention

Specialty Care
Specialist consult,
secondary services referral

Collaborative Care
Ongoing CM support,
option for brief
management-focused
therapy with MH staff

Routine Care

Managed by PCP and
support staff, connected to
family/social support

« After treatment is initiated, the MHI providers use a follow-up MHI packet
to assess improvement and determine whether to revise the care plan.

“Routinization” Process Guides System-wide Implementation

= From 1998 to 2010, the MHI model has spread from one pil'ot clinic to 82
both within Utah and out of state.

« Based on the experience of early pilot clinics, [ntermountain developed a
scorecard that guides collaborative adoption across a three-phase
“routinization” process. As clinics adopt the MHI model, providers and
administrators use this scorecard to guide their decisions and evaluate
readiness. The scorecard is divided into five areas: leadership and team
culture, workflow, information systems, cost, and community resources,

Provider Strategy

» After implementation of the MH| model, providers demonstrated a
significant increase in their confidence in working with behavioral
health patients and their families, doubling from 40% to 80% of
praviders reporting confidence in one clinic

-t geted ol _ sunanc:e coveragea 2

1) Deta published in 2010, of $657 tetaf cost difference, $379, or 57%. stributabla to differencein
inpatient medical and peyehiatic eddvesions.

2) Based on Advisory Bosrd Company rescarch, seme organizations can breakeven o Integrated .

Behavloral ieaith in 3-6 manths, Sourge: Pepulation Health Advisor research and analysls.

22015 The advisery Beard Company 5 advisory.com
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Case Study #3: Peer-Supported Care Transitions

Peer Bridgers Support Behavioral Health Care Transitions

Trained Peer Support Counselors Target High-Risk, High-Utilizer Patienis
+ i s

Pilot Success Leads fo Additional Pee{' Support Programs

« [n July 2010, OptumHMealth Pierce County Regional Support Network
(RSN) impiemented the Peer Bridgers in partnership with Recovery
Innovations, Inc., a community nonprofit provider of mental health and
peer-suppart training and consultation services

+ The prograrﬁ has served 125 patients since its inception

= After the success of the Peer Bridger program, OptumHealih Pierce
County RSN implemented four additionat peer support programs
focused on patient engagement and recovery

)

Program Targets High-Risk, High-Utilizer Patients

« Uninsured individuals and Medicaid enrollees are eligible for Peer
Bridger support when discharged home from the inpatient setting

+ Patients with two or more hospitalizations in one year and high
support needs, including homelessness and unemployment issues

Trained Peer Support Counselors Connect with Patients Through

Shared Experiences \

+ Across all five of OptumHealth Pierce County RSN peer engagement
programs (Peer Bridgers, Peer Whole-Health Coach, Addiction
Recovery Coach, Peer Engagement Coach, Family Peer Coach),
contracted providers employ 248 peer 'support counselors

« Peer Bridgers are frained peer support counselors who have personally
experienced a major mental condition and are successfully managing
their recovery

+ Peer counselor certification training takes 40 hours and uses a state-
approved curricuium

Source: Populatlon Henlln Adviser research and analysis.

- 82015 The Advisory Beard Company 8 adv(sory.cont
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Peer Bridgers Link Patients to Community/Medical Services
Transition Support Reduces Hospitalizations, Leads to Cost Savings

Peer Bridgers Provide Holistic and Log:stfcal Support for

Vuinerable Patients

« Peer Bridgers meet with patients while they are still hospltahzed to
establish trust and explain the program

» Peer Bridgers develop Wellness Recovery Action Plans (WRAP)'to
guide patient recovery, help patients adjust back to the community,
educate on weliness self-management skills, and connect patients to
mental heath providers, community services, benefits, and other
social services .

» On average, Peer Bridgers work with patients for 14 days post-
discharge, aithough they may work with some patients for up to three
months on an individual case-by-case basis

Peer Bridger Transition and Recovery Support

Dok
Lo - ®
> %
*  Build an Connect patients to Assigt patients with
individualized and community and social accessing medical
, positive'relationship services including public services including
“ hased on shared benefits, housing, grocery appeointments with
experiences shopping, support groups,  ptirmaty care or mental
+  Model community etc, heaith providers and
adjustment and acocessing medications
wellness self-

management skills

Patient Engagement Strategy

 Peer Bridgers connect with patients through sharing their past
experiences with mental iliness and recovery. By modeling their own
recovery for patients, Peer Bridgers instill a positive outiook and
promote persaonal responsihility.

'-':health services for roughiy't 5K '
- Medicaid beneflcuanes '

+_OptumHealth Pierce County
R8N contracts with Recove:y

Source: Population Heallk Advisor research and anolysis.

2015 The Advisery Board Company 7 advisory.com
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Case Study #4: Community Paramedicine

Advanced Practice Paramedics Avert Unnecessary Utilization

Behavioral Health Patients Directed to Most Appropriate Site of Care

1} Stalewlda nongirofil,
2) Methodology did not account for passible recuction in avelded Inpatient admissions
a5 k result of proper mental haalth treatment,

42015 The Advisory Beard Company

Multi-Stakeholder Collaboration Leads to Program Implementation

+ In 2009, Community Care of Wake and Johnson Counties (CCWJC)
initiated this collaboration with the Wake County community -
paramedicine program as part of its comprehensive plan to improve
health outcomes and decrease costs for its patient populations.

Protocols to Divert High-Risk Behavioral Health Patients Away
From ED and Hospital

» All mental health and substance abuse patients are eligible for
diversion directly to a mental health facility based on screening
protocol

» Additionally, pafients are identified in one of three ways for APP
support:

— Automated referral based on number of ambulance calls (4 times in
any rolling 30-day time period)

- Referrals from other community partners and hospital groups
{Inciudes recently discharged patients for care and coordination
support to reduce readmissions)

— Referral from EMS staff based on observation

APP Coverage Spans County

» 16 FTE APP positions staff five teams during the day and two at night,
with two supervisor positions

» Patients are typically assigned geographically to an APP for
monitoring visits, but all APPs have access to information for the full
panel for emergent cases’that may arise

+ APPs split their time roughly evenly between.responding to 311 calls,
monitoring high-risk patients, and quality management tasks

+ APPs receive 200 hours of lecture-based and clinical instruction prior
to serving as APPs

B advisony.com
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APPs Collaborate with Area Providers, Update Care Plans

APP Monitoring Reduces Downstream Utilization of High-Risk Patients

APPs Incorporated into Multi-Disciplinary Care Teams, Connect
Patients to Appropriate Services :

Diversion of Mental Health Patients to Appropriate Facilities

« APPs screen patients who have mentat health or substance abuse issues
as their prirnary complaint. Those that pass the medical screening
protocol are eligible {o be fransferred directly to a community mental
health or substance abuse facility rather than the ED.

» In all cases the APP completes a phone consultation with personnel at
the appropriate facility for potential placement. Law enforcement or EMS
may provide transport to these locations; there the APP completes their
care with a face-to-face report to the mental health facility personnel.

ﬁ . High-Risk Patient Monitoring

+ APPs work with a multi-disciplinary care management tearg1 to monitor
diabetes and CHF patients, who may alsc have medication adherence
and/or behavioral health issues. The team educates these patients,
conducts medication reconciliation, and makes sure they understand their
care plans and disease-specific red flags. .

+ The multidisciplinary team provides feedback to primary care, specialty,
and hospital providers on what their home situation is like and whether '
there are any additional barriers to care that prowders may not have
known about beforehand

Community Partner Strateqgy

« APPs, provider organizations, CCC, and CCWJC meet at least bimonthly
to discuss high risk patients. In these meetings, community care
managers affiliated with CCWJC and CCC, hospitals, and other care
teams will collaborate on care plan development to ensure conmstent
information exchange across organizations.

+ A data sharing agreement among the APPs, CCWJC, and CCC allows
access to IT systems that provide patient health, utilization and care
management information. APPs can document in the system on shared
patients to promote seamless collaboration and communication among
the teams and providers.

inding or the APPS s currentiy _
owded by Wake County, Waké..
Counﬁy EMS is not re;mburseci fo '

1) Includes staff from COWIC, CCC, hospilal providars, stata ngnndcﬁ.

2) Wethedology did nol necount for possible reduction in aveldad| drissions as a result of -
proper mentnl health treatment. Soiirce: Population Health Advisor reserrch and analysis.

22015 The Advisory Buard Company 9 ' advisory.com
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Related Resources to Inflect Avoidable Utilization

Supporting Execution of Your Most Pressing Cross-Continuum Initiatives

Community Paramedicine Research Brief

Profiles of best-in-class community paramedicine programs, with detail on staffing, rolesand
responsibiiities, payer mix, funding sources, patient eligibility criteria, referral pathways, and cost savings.

Integrated Pha.rmacy Models in Primary Care

Strategies for building an integrated pharmacy program including details on tearn composition and
staffing, clinical triggers for identifying patients, engagement tactics, and financial considerations.

£2015 The Adviscry Heard Company 10 advisaty.com
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STATE OF CONNECTICUT
Drepaviment of Fublic Health
LICENSE
Ticense Mo. 4057
eneral H@spi@;&%
T zccordance with the 1310\.”310,18 of the General Statutes of Co“me.&! c.m Section 19a-493;

8t Vincenis Mﬁdzcal Center of Bridgenant, CT dfb/ 2. St Vineeni’s Medieal Cemier is hereby
Izce_zsed o _ala..“lia.iﬂ aud Opﬁi ate a General Ho spri&

8t Vm c»em&’s I‘Jiemmi Ce‘;ter is 100&&6 ai 2800 Mam Sﬁeet Budcepm i, C’“ 06606~4201

The ma},ﬂnum  summber of beds shaﬂl not szcesd at anjr tine:
47 Bassinets ‘ : o L '. v
473 General Hospital Beds

‘This lcense expires Septeraler.30, 2617 and m_ay be revoked T fox cau‘*e at any *‘m’ne
- Dated &t Hartford, Cmuecmcut Oc?obe-. 1, 2013 RBNEWA»J
. Batellites: .. ' o
Family Healih Cen.er, 760762 Lindley Strest; Bndge'}olt, cT - S
. “The St. Vincent’s Center for Woumd Healug, 115 ieclmofogy Drive, Tmmbuh [y
_ 8t. Vingcent’s Behavioral Health Center-Westnort, 47 Long Lots Boed, Wesrpou, CT
© 8t Vineent’s Quipatient Behavioral Health-Biidgeport, 2400 Main Strect, Br:dgepolt, CcT.
St. Vincent’s Cutpatient Behavioral Health-Norwalk, 1 Lois Streat, Norwalle, CT
Si‘ ‘Vincent's Center for Wound Healing-Stratford, 3272 Main Street, Steatford, CT

<

2@4, v ﬂm,éfé’-w #

© Tewst Mullen, 1D, MPH, MPA
Comnissioner
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DIMITRO HRISOVULOS

203 332 3505

dhrisovulos@swchc.org

QUALIFICATIONS

CHIEF FINANCIAL OFFICER

Thirty-three years of experience’ as CFO In manufacturing, construction and community health
centers. Strengths include, financlal statements, financial analysis, budgeting, cash management,
and Internal and external reporting.

EDUCATION

B.S., Business Administration — University of Economics and Commerce, Istanbul, Turkey

M.B.A. Long Ysland Unlversity ,Brookiyn NY

PROFESSIONAL EXPERIENCE

Chlef Financial Officer

Southiwest CHC Inc., Bridgeport , CT

. Manage financia!l and accounting functioris for Community Health Center generating annual visits,

over 120,000 and having a budget of 20M annually, Accountability extends to financial
statements, cash flow d@nalysis, budgets, Medicald and Medicare reimbursement, long-term

" capital plans, strategic financial planning. Supervise and oversee the accounting, billing and IT
departments, As management team member, participate in strategic planning, including
forecasting and Investment strategies.

+ Corporate lialson with lenders and auditors. Report directly, to ‘CEQ.
+  Selected Contributions:

Secured capital financing of 8Million for the construction of two Clinical sites.

Reduced accounis receivable days {p-21.
Improvéd working capital reserves to 1.8 M. }
Over achieved goals of growth of the Five year long-term planning ended In 2012,

Maintained visit cost below projected levels.

Chief Financial Officer ‘ 1988-1991
Jaseph Addabo Community Health Center Ine.,, Far Rockaway, NY
Chlef Flnancial Officer 1981-1988
Rael Automatic Sprinkler Co., Long Fsland , NY

1978-1981

Controller

Nandy Knits, Inc .,Long Islénd ,NY

qlm

1991-Present
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THOMAS J. KRAUSE

302 Great Oak Road
Orange, CT 06477
Cell: (203) 556-1453
Home: (203) 389-9732 _ Office: (203) 332-3504
tkrause@opioniine.net tkrause@swche.org
EXPERIENCE
SOUTHWEST COMMUNITY HEATL.TH CENTER - BRIDGEPORT, CT

Joint Commission-accredited, federally-qualified community health center serving
22,000 uninsured/ underinsured patients at five medical office sites, seven school-based
health centers and eight homeless shelters in south and west sections of Bridgeport.
CHIEF OPERATIONS OFFICER 2002-Present
Responsible for directing and leading the non-clinical care activities of the organization

- with an operating budget of $23 million and 250 employees. With other officers,

develops organizational strategy and program development to achieve the organization’s
mission and goals. Proficient in financial management, human resources, information
systems, risk management, business and clinical operations, contract negotiations,
property management.
e Developed eight new clinical sites from planning phase thru occupancy.
e Oversaw complete “re-engineering” of organization.
o Coordinated Joint Commission accreditations, state licensure, health
information management, emer gency prepat edness, and corporate compliance
activities.

MIDSTATE MEDICAL CENTER ' MERIDEN, CT
Member community hospital of the Hartford Health Care Corporation serving central
Connecticut cities including Meriden, Wallingford and Cheshire.
DIRECTOR. PRACTICE MANAGEMENT 1995-2001
Responsible for the establishment and maintenance of positive relationships between the
medical center and medical staff. Advised and implemented all phases of physician
practice management. Assisted Chief of Staff and Medical Affairs with medical staff
development. Helped plan and develop joint physician-hospital programs and services.
¢ Consulted individually with area practices on issues of practice management,
" utilization, reimbursement, personnel administration, risk management,
physician recruitment. Helped develop Medical Staff Development Plan.
o Conducted physician and office staff programs in information systems,
coding, practice management. Member of Physician-Hospital Orgamzatlon
(PHO).
¢ Administered all phases of the development of new medical office space from
lease negotiation through occupancy. Established twenty-one (21) physician
office locations. Established new clinical services including PET Scan.

05-02-2017
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- COMMUNITY HEALTH CARE PLAN NEW HAVEN, CT

LONG WHARF HEALTH CENTER

- Largest health center in a mixed-model, multispecialty, HMO network serving over

30,000 patients with 120,000 medical encounters, 30 prunary care provldels and 20

spec1ahsts
ADMINISTRATOR ) 1989-1995
Responsible for planning, directing and coo1d1nat1ng all of the health center’s non-patlent

care activities including personnel policies and programs for 250 FTE’s in an union
environment, financial policies and management for an operating budget of $22 million.
e Member of six-person interdisciplinary team selected to implement a network
computerized practice management system.
e Implemented additional in-house services to reduce costs and increase
revenue (CT Scanning, Holter Monitoring, GYN and GI Procedure Rooms).
¢ Coordinated the center’s accreditation for National Committee on Quality
Assurance (NCQA), American College of Radiology- Mammography
. Program, CMS’s CLIA Laboratory Program. - '

BERKSHIRE MEDICAL CENTER PITTSFIELD, MA
Largest medical center in western Massachusetts with 272 beds. A major teaching .
affiliate of the University of Massachusetts Medical Center. - )
ADMINISTRATIVE DIRECTOR-PROFESSIONAL SERVICES 1985-1989
Responsible for the operations of four departments (Radiology, Dental, Medical
Education/ Residency Programs, Radiation Oncology) with a combined staff of 105
FTE’s and annual operating budgets of $3\5 million.
* Administered the creation of the Cancer Institute of the Berkshires by
planning services, coordinating construction, selecting equipment and
orienting staff to the $3 million facility. .
» Coordinated the introduction of new imaging services (MRI, Cardiac
Catheterization) from planning phase through implementation which further
 strengthened the position of the medical center. '
e Implemented the cross training of staff in five clinical areas resulting in
improved staff moral, greater depth to departments and reduced expense.
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ARH REGIONAL MEDICAL CENTER HAZARD, KY
Largest hospital in southeastern Kentucky with 200 beds and affiliated primary care
center network, Operating unit of the Appalachian Regional Healthcare System,
ASSISTANT ADMINISTRATOR- PROFESSIONAL SERVICES 1981-1985
Responsible for the operations of five hospital departments (Laboratory, Pharmacy,
Radiology, Physical Therapy, Respiratory Therapy) and three primary care centers
staffed by 14 providers, ,
» Key member of administrative team who produced three consecutive years of
operating surpluses reversing trend of chronic losses over the prior 20 years.
» - Helped develop and implement the conversion of the hospital to a Level I
medical center; included development of programs, physician recruitment.
e Successfully represented the hospital before regulatory, 1eg1011al planning,
licensure and accreditation organizations.

EDUCATION

MPH, School of Medicine, Yale University

MA, School of Corporate Communications, Fairfield University

BA, College of Liberal Arts, Fairfield University

Certificate, Healthcare Safety Professional, International Asscciation for
Healihcare Security and Safety

PROFESSIONAL ASSOCIATIONS

* American College of Healthcare Executives
¢ Medical Group Management Asscciation- Certified Medical Practice Executive

COMMUNITY SERVICE

Orange Visiting Nurses Association- Chairman
International Center at Yale- Host, Volunteer
Mentor/ Preceptor: Yale University, Fairfield University, Southern CT State
University, University of Bridgeport
o  Guest Lecturer, Yale University School of Nursing
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DARA THOMAS RICHARDS, MD
60 Center Road
Woodbridge, CT 06525
203-641-1776
dararichards@sbcglobal.net

EMPLOYMENT

Chief Med1ca1 Officer, Southwest Community Health Centér, Bridgeport, CT -
(2015-present)

Pediatrician, Southwest Community Health Center, Bridgeport, CT (1998-present)
TRAINING & EDUCATION
Pediatrics Residency, Yale-New Haven Hospital, New Haven, CT (i 995-98)
M.D., Yﬂe University School of Medicine, New Haven, CT (1991-95)
~ B.S., Biology, Yélee University, New Haven, CT (1987-91)
HOSPITAL APPOINTMENTS
.A'ttendihg,“ Bridgeport Hospital, Bridgeport, CT (1998-present)
Attending, Yale-New Haven Hospital, New Haven, CT (1998-present)
ACADEMIC APPOINTMENTS |
Clinical‘u Faculty, Fairfield Univeréity School of Nursing (2013-present)
Faculty Associate, Sacred Heart University Nursing Program (2001-present)
Clinical Instructor, Pediatrics, Yale School of Medicine (1999-2009) | o
HON ORS/AWARDS

Lauren Weinstein Award (1995)

- Presented at Yale School of Medicine Commencement Ceremonies for displaying
courage, perseverance, and compassion and daring to reach for the best.

William and Charlotte Cadbury Scholar (1994)
Recognized by National Medical F ellowships Inc. for outstanding achievement.

New Haven Foundation Graduate and Projésszonal Elm/fvy Award (1 993)
Presented for outstanding community service.

Yale School of Medicine Distinguished Community Servicé Award (1993)
PUBLICATIONS ‘

| Cohen C, Rice EN, Thomas DE. Diabetes insipidus as a hallmark neuroendocrine
complication of neonatal meningitis. Curr Opin in Ped 1998; 10:449-452.

Thomas DE, Leventhal JM, Friediaender E. Referrals to a hospital-based child abuse
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conunittee: a comparison of the 1960s and 1990s. Chzld Abuse & Neglect
2001; 25:203-213.

Urry DW, Haynes B, Thomas D, Harris RD. A method for fixation of elastin .
- demonstrated by stress/strain characterization. Biochem Biophys Res Commun 1988,
151 (2):686-92.

RESEARCH

"The Identification of Differences in Child Maltreatment Cases from 1968-69 and 1990-
91" (Medical Student Thesis), Department of Pediatrics, Yale University School
of Medicine; Thesis Advisof: Dr: J ohn Leventha] (1992- 94)

"The Distribution of GABA-containing Neurons in Monkey Fetal Cortex" (Semor
Essay), Department of Neuroanatomy, Yale University; Advisor: Dr. Michael
Schwartz (1990-91)

"A Method for the Fixation of Elastin Dermonstrated by Stress/Strain Characterization,"
Department of Neurophysics, University of Alabama at B1rm1ngham, Advisor:
Dr. Dan W. Unry (1986-88)

PROFESSIONAL RECOGNITION

Fellow of the American Academy of Pediatrics
(FAAP)

BOARD CERTIFICATION
_ ABP Board Certified in General Pediatrics (1998)
LICENSURE -
~ Connecticut .

Available upon request.
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Katherine S. Yacavone
15 Copper Valley Court ¢ Cheshire, CT 06410 « (203) 218-4505

Experience: )
Southwest Community Health Center, Inc. August 1997 — Present

Bridgeport, CT
President/Chief Executive Officer
. Appointed by the Board of Directors to plan, coordinate, and evaluate all operations and
programs to ensure delivery of primary health care setvices to the Bridgeport community.
e Oversee agency budget of $22 million for fiscal year 2017.
s Coordinate all legislative activities, advocate on-local, state, and federal levels regarding
community health center issues. ‘ J
e Ensure compliance with all federal, state and Joint Commission mandates-and reporting
requirements. " _
o  Manage 240 multidisciplinary staff and is responsible for staff hiring, terminating and issuing of
disciﬁlinary actions. ‘
o Staff and coordinate Board of Directors activities. Represent age?cy on several Boards and
- advisory committees.

Chief Operations Officer July 1993 - July 1997
» Oversaw daily health center operations including satellite facilities and program s.
Initiated and implemented program plannLng, marketing, community activities in collaboration

with health center officers.

Executed disciplinary procedures in absence of CEQ.

Interacted with health care and social support égencies in community.
Wrote grants- for the community heaith center.

Health Care Consultant May 1992 - June 1993
e Specialized in grant writing for federal, state and foundation/corporate grants.
» Consulted on administration for health care organizations including program development,
planning and evaluation.

. Hartford Primary.Care Consortium. Inc. ’ ‘ June 1988 - April 1992

Hartford, CT
Executive Director _
s Managed agency functions and responsibility for $750, 000 budget while performing fundraising

and grant writing functions.
o Administered several city-wide health care projects composed of city health providers.

¢ Staff to Board of Directors..
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s Managed employee benefits.
e Participated on State and City Task Forces concerning health issues.

Charter Oak Terrace/Rice Heights Health Center November 1986 — June 1988
Hartford, CT -
Marketing Director ‘

» Supervised community outreach program staff and risk management

. Implemehted federally funded Homeless Health Care Program on a city-wide basis.

» Contributed to grant/proposal writing securing $450,000 in grant funds in 1987.

Health Systems Agency of North Central Connecticut June 1984 — June 1988
Hartford, CT
Staff Associate
e Coordinated the development and production of the 1985 Health Systems Plan and the 1985-
1986 Annual Implementation Plan. :
e Developed and Wrote “Physical Health Profile" for the Community Council of Greater Hartford-
{for use by United-Way)
e Assisted in the research and analysis of the Hebrew Home and Hospltal s Certificate of Need
application for a new facility.

Education _
University of Connecticut  Master of Social Work 1984

University of Connecticut  Bachelor of Arts, Honors 1972

Professional Affiliations

2008 - Present Connecticut Council on Medical Assistance Program Oversight

2002 - Present Advisory Commitiee, Fairfield University School of Nursing

1998 —- 2011 " Board of Directors, Southwestern Area Health Education Center

1997 - Present Board of Directors, Bridgeport Child Advocacy Coalition

1996 - Present Board of Directors, Community Health Center Association of Connecticut
1995 - 2010 Board of Directors, Community Health Network of Connecticut Foundation
1989 - Present National Association of Community Health Centers

Community Affiliations
2001 — 2010 Vice Chair, Cheshire Democratic Town Committee
2001 — Present Cheshire Federated Democratic Women's Club (Non dues paying member)

1996 — Present Cheshire Democratic Town Committee member (Non dues paying member)
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Health Care Use and Spending for Medicaid
Enrollees in Federally Qualified Health Centers
Versus Other Primary Care Settings

Robert 8. Nocon, MHS, Sang Mee Lee, PhD, Ravi Sharsma, PhD, Quyen Npo-Metzger, MD, MPH, Daia B. Mukamel, PhD,
Yue Gao, MPH, Latura M. White, MS, Lefyn Shi, DiPH, MBA, MEA, Mashall H. Chin, MD, MPH, Neda Laiteerapong, MD, MS, and

Elbert S, Huang, MD, MPH

Objectives. To compare health care use and spending of Medicaid-enrollees seen at
Federally qualified health centers versus non-health center setLings in a context of

significant growth.

Methods. Ustng fee-for-service Medlcaid claims from 13 states In 2008, we compared
patjents receiving the majority of their primary care in federally qualified heaith
centers with propensity store-matched comparison groups receiving primary care in

other settings.

. Results. We lound that health center patients had lower use and spending than did
non-health center patients across all services, with 22% Feweér visits and 33% lower
spending on specialty care and 25% Fewer admissions and 27% lower spending on in-
patient cere. Total spending was 24% dower For health center patients.

Conclusions. Our analysis of 2009 Medicaid claims, which includes the largest sample of

states and more recent data than do previous multistate claims studies, demonstrates
that the health center program has provided a cost-efficient setting For primary care for
Medicaid enrollees. (Am J Public Health, 2016;106:1981-~1989. doi10. 2105]AJPH 20186,

303341)

—~

centval pillar of the Affordable Care Act

(ACA; Pub L No. 111-148) is the ex-
pansion of the Medicaid program to inclode
adults younger than 65 years.with incomes up
to 133% of the federal poverty level. Roughly
half of states have formally expanded their
Medicaid programs, and even nonexpansion
states have seen iricreased envollment stem-
ming from greater public awarenéss and
streantlined enrollment processes.’ Medicaid
expansion has raised concerns about the fi-
nancial sustainability of the program and
the availability of health care providers to
see the newly insured.® To improve access
to care for the medically underserved, in-
cluding the newly insured, the ACA also
called for $11 billion in fundmg for fedc_ml]y
qualified health centers,?

Federally qualified health centers receive
grants under Section 330 of the US Public
Health Sexvice Act and currently provide
comprehensive primmary care to roughly 23

November 2016, Vol 106, No. 11 AJPH

million patients® in medically needy areasand
roughly 1 out of 7 Medicaid enrollees.® For
brevity, we will use the term “health center”
throughout this atticle to refer to/these fed-
erally qualified health centers. Health centets
are required to provide nonclinical enabling
services that support access to primary care,

such as case management and transportation.
Health centers are required to be located in, or
provide services to, medically underserved

comumunities, and they are requii‘ed to have
more than half of their goverming board be
health center patients that vepresent the pop-
ulation served. Because of the likelihood of
an expanded role for health centers in the
Medicaid program and ongoing concems re-
garding the costs of the program, it is critical to
understand whether the setting of primary care
for Medicaid recipients has any association
with health service utilization and spending,
The design ind requirements of the health
center program may be particularly well
suited to the complex social and primiary
care needs of Medicaid patients. For example,
the enabling services provided by health
centers may result in physical and mental
health issues being addressed eatlier and in
a more coordinated manner, resulting in
lower health care use and spending for other
services. Although the conceptual un-
derpinnings of the program are clear, the
empitical evidence regarding the impact of
health center care on use and spending has
been conflicting, Previous studies of Medic-
aid envollees receiving primary cave in health
centers have found some associations with
lower heaith care use. A study of 2008
Colerado Medicaid data found health center
use to be associated with lower likelihoods of
emergency departraent (ED) visit, inpatient

ABOUT THE AUTHORS

At the time.of this saedy, Robert 8. Nacon and Sany Mee Lee were with the Depariment of Public Healtl Seteirces, University
of Chieago, Chieago, IL. Yue Gao, Matshall H. Chin, Neda Laitecrapong, and Ethert 8. Huang were twith the Deparinent
of Mediciue, University of Chicage. Ravi Sharia is iwith the Bureart of Primary Health Care, Healtlt Resowrees and
Sevvites Administration, US Department of Flealth and Human Services, Rockeille, MD, Quryen Ngo-Metzger is with the
Agency for Fealtheare Researelr and Quality, Rochyille. Dana B, Mukanel aund Laura M. White were with the Deparineat
of Mediging, University of California, Irvine, Leiyu Shi is with the Johns Hopkins Bloomberg Sefroal of Public Health,
Baftitare, MD.

Comespondence shoreld be:cuf fo Robert 8, Noron, Section of Ceneral Iu{emai':\ledmue, Dc'pnrlumnr of Medicine, Untversity of
Chieago, 3841 8. Marylond Ave, MC2007, Chirngo, 1L 60637 (e-mail: @ e bsel.techicago,edn). Repiiuis can be
orddered at Mip:/ fumav.ajph.org by clicking the “Reprinis” Tink.
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hespitalization, 90-day readnission, and
preventable hospitalization.”

Two multistate Medicaid claimns studies
(a 4-state study using 1994-1995 daca and
a 5-state study of 1992 data) found health
center use to be associuted with fewer pre-
ventable ED visits and hospitalizations.™®
By contrast, other studies have found that
health center cere was associated with higher
use and spending. A 3-state study of 2003
2004 Medicaid claims found greater out~
patient and total spending for health center
patients compared with physiciin office
care,’® and a study of 20042008 data fiom
a national survey of adults included a sub-
group 'énalysis of Medicaid patients that found
health center care to be assaciated with more
ED visits than is non—health center care.!*
Overall, the literature on this topic is limited
by analyses that capture varying orincomplete
utilization and spending outcomes, study
a small number of states, use oldeyr data that
may not reflect current practice pacterns, or
use limited methods for adjusting for differ-
ences in health center and non—health center
patient populations.

We compared utilization and spending
between health center and non—health
center Mediczid enrollees using data from
a large mumber of US states, which can
provide important insight because of the
variability in Medicaid programs across states,
We also examined a broader set of health
care services than have pievious studies,
including primary care, other outpatient care,
preseription drugs, ED wuse, and inpatient
care. Finally, we compared health center
and non~health center patients with a pro-
pensity score—matching approach, which
can provide a more robust adjustment for
observed differences between health center
and non—health center patients,

Althoirgh owr use of 2009 data does riot
allow us to analyze the effect of ACA
Medicaid expansions that began in 2014,
post-ACA claims aré not yet available for
this data set. Our data year allows us to ex-
amine a larger number of Medicaid patients
and states than do more recent years. In
more recent years of Medicaid ¢laims, the
inereasing prevalence of Medicaid managed
care inhibits ¢ross-plan and cross-state com-
parison, becanse these claims do not contain
service~level expenditures and vary in data
quality across states.

1682 Research PeerReviewed WNoconetal,

METHODS

We examined the cross-sectional associa~
tion between primary care seting and a set
of utiization and spending cutcomes anong
fee-for-service Medicaid enrollees in 13 states
in 2009, The 13 states 3n our analysis were
Alabama, California, Colorade, Connecticut,
Flovida, Towa, lllinois, Mississippi, Montana,
North Carolina, Vermont, Texas, and West
Virginia (Table 1), We emphasized the fol-
lowing factors when choosing states to include
in the analysis: geographic diversity, varation
in size, presence of a large number of health
centets and health center Medicaid patients,
likelihood of claiins data befng available in
a imely manner, and high prevalence of fee-
for-service Medicaid elaims. The number of
states we included was limited by our finds
available for data purchase.

Data Collection

We obtained claims from the Medicaid
Analytic eXtract files. We constructed an
analytic data set from Medicsid Analytic
eXeract files that focused on adult,
noneldexly {aged 18-65 years), fee~for-
service users of ambulatory primary care sex-
vices. We excluded all dental, transportation,
and long-term care claims from o analysis.
Because claims data for ofilization and
spending data may not be reliable for Medicaid
managed cave patients, we excluded all daims
in months of data when an enrcllee was in
a medical managed cate program. We also
excluded single months of fee-for-service data
that fell between 2 months of managed care
envollment, Other notable exclusions were
patients with restvicted benefitsanytinie during
the year, those who delivered ababy during the
year, and those who had changing eligibility
over the year, (A fill listing and description of
exclusions are available as a supplemnent to the
online version of this article at http://wnww.
ajph.org.)

We examined use or spending for primary
care, other (nonprimary) outpatient care,
prescription drugs, ED care, inpatient care,
and total health cave spending, which rep-
resents the sum of the previously listed
spending categories. Spending for each type
of utilization represented the sum of total
payments frony Medicaid and thivd-party
payers. Our spending variable did not include
federal support to health centers that occurs

" outside the context of the Medicaid fee~for-

service visit, such as federally backed loan
guatantees for capital improvement projects
and the ability to forgo purchase of private
mualpractice insurance becawse the federal
govermment assiunes responsibility for n1al-
practice settlement and judgment eosts.’?

Our main independent vatiable of interest
was the type of primary care setting. We
categorized patients as either health center or
non-health center patients on the basis of
whether more than half of their pamary care
visits ocenrred in a health center, We also
conducted analyses dividing non—health 'écn_ter
patients into 3 subgroups: physician office
patients, hospital cutpatients, and mixed use
patients, where the mixed use category
comprised those who did not have a mejority
of primary care visits in any 1 setting. To
detennine primary care setting, we used the
national provider identifier, claim type, and
place of service in each claim. 'We created
alisting of health center identifiers fiom Health
Resources and Services Administation data-
bases and Medicare and Medicaid cost reports
and linked that information to the National
Plan and Provider Enumeration System. '

Our adjusted analyses included covariates
to account for factors that influenced health
care utilization and spending. Covariates were
patient demographics (age, race/ethniciry,
gender), insurance characteristics (eligibility
category, months of eligibility, Temporary
Aid for Needy Families program indicator),
disease burden, and US state, For disease
burden, we used'the Chronic Ilness and
Disability Payment System for Medicaid
with the Medicaid Rx model and created
binary varizbles for each category of diagnosis
(e.g., cardiovascular, low) and medication
group (e.g., diabetes) included in sufficient
volume in our study sample, ! !*

One bartier to adjustment in health center
analyses is that Medicaid generally pays health
centers on a per-visit (vs fee—for-service)
basis, Although healthi centers are requived to
use diagnosis codes for billing and quality
reporting, the lack of service-level (as
opposed to encounter-level) claims may
lead to health centers applying a lower vol-
ume of diagnosis codes and the potential
for underdetection of disease burden
for health center patients when using
claims-based risk adjustment. Our adjustment
method mitigates this 1isk by drawing fiom

AJPH Movember 2016, Vol 106, No. 11
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Health Center, No, {%)

Nan-Health Center, No. (%} or Mean =50

iy Core Setngs niod Sites 2009

AJPH RESEARCH

Characteristic or Mean =50 Comblned Physician Office Hospital Outpatient = Mbed Use®
Enrollees 144076 (14) B94 898 (86} 46“‘19§ (44)- o 95599 {5) 339101 (33)
Age,‘y 43 131 40.0 213.7 413 =140 40.5 £13.4 381 =133
female _ (67.0} {67.0) {69.1) {62.9} {65.1)
Racefethnlcity
on-Hispanic White (40.2) {42.1) 4.7 {38.0) - (43,8}
Hispanic or Lating (23.3) (22.8) (25.7} {21.0) . (19.4)
Non-Hispanic Black (20.9} {19.9) . {18.9) (22.9) {20.5)
Non-Hispanic Asian 2.5 2.2 2.9 (1.8) (1.5)
Hispanic of Latino and > 1 race {29 (0.9) (0.9 (1.9) (0.9
Non-Hispanic Native Hawaiian 2.2 {25 {3.0) . 21
Nop-Hispanic American Indian {0.7) (0.9 (0.9 (0.9 (1.9
Non-Hispanfe and > 1 race 0.0y - f0.1) -~ (0.1 (.1} {01
Unknown (8.0 {8.9) (6.5} {11.7} .y
State
California (51.4) {33.2) {33.1) (44.0) {461}
illinets (7.2) .9 {5.6) 33 i)
West Virginfa . t.0) {5.6) {1.5 2.9 (3.8]
Florida 69 21 {13.8) (18.2) 110.0)
Texas (6.9} {16.9) (24,3 {6.2) {t0.0)
Colorado - {6.0) {4.9) {0.7) (103} (9.3}
Connecticut {5.9) {24 {2.5) {80 {1n
Mississippi (2.9} (rn (7.3} (4.0} (9.3)
lowa (2.0 (2.8) {2.5) &n {2.6)
Varmont (1.2) (1.0) (1.4 (0.4) {0.6)
North Carelina (0.5) (1.3) (1.6 {1.4) {0.9)
Alabama {0.1) {©.1) (0.1 {0.3) (3 ) I
Montana {<0.1) <60 {<0.1} 0.2) . 0)
Medicafd eligibility group
Cash, adult (347 (26.4) 224 {33.0) 1300)
Cash, disabled (42.6) (s1.1) {51.8) (#4.2) (52.1)
Medically needy, adult - {6.7) (7.2} {8.6) {4.3) (6.1)
Medically needy, dlsablad (3.1} (2.7 {2.8) . {3.9) (2.8)
Other, adult - 31 (2.4) {25) 2.2 2.3
Other, disabled (&4) 2.8 2.8} (3.9 2.4)
Poverty, adult {4.3) (63) {8.6) {6.9) {3.5)
 Poverly, disabled (1.2 (1.0} {0.8) {t.7) (1.0)
TANF eligible® (5.8} {4.2) (4.0} {4.1) (4.5
Residing in MSA® (82.2) {19.9) (82.2) (85.2) (74.2)
Eligible months 9933 9.9 +33 9.9 +33 92 +£37 18.2 31
Minimum distance from nearest health center, km 48 +67 9,7 131 93 %122 7.7 118 103 =14.4
€BPS risk scored £.90 1,00 IRTEED 112 £1.34 137 =178 103 2148
Use and spending
Primary care
Visits, no. 7.6 £78 86 +89 85 280 82 +10.2 89 9.7,
spending, § 1430 2312 2090 6687 1366 4655 2153 %6383 3053 8686
Lontlnued
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Health Center, No. (%)

Non-Health Center, No, {%) or Mean 5D

. Charatteristic or Mean =SD Combined Physician OFfice Hospital Outpatient Mixed Use®
Other outpatient®
Visits, no, 12,2 £394 16.7 +4535 17.8 493 13.2 +36.2 161 422
Spending, § 1565 +6820 1748 =11278 3799 11§11 3224 211283 3825 +10804
Prestription drug spending, % 2324 £5457 2765 =14540 2805 9469 2986 +36439 2649 7324
Emergency department
Visits, no. 1.2 3.0 14 +34 1.1 28 27+5.8 13 +3.2
Spending, $ 216 634 236 =713 181 %559 432 1229 240 =586
Inpatient .
Visits, no, (5D} 02 x0.8 03 x12 03 =10 0.6 +2.0 0.3 =10
Length of stay,’ no. (D) 0.8 +53 14 475 12 %63 ERIEER 1.2 =66
Spending, $ {SD) 1496 9378 2324 13264 1910 £10494 5610 25508 1859 £11315

Total spending, $ (SD)

7518 £15196 11306 26165

10189 21102

14699 £49310 11865 32310

Note. COPS=Chronlc DIsabillty Payment Systemy, MSA= metropolitan statistical area; TANF =Temporary Ald for Neady Families, Characteristics are derived
from the setting where > 50% of primary care visits oceur. Use and spending is expressed in annual values per patient, The sample size was n=1038 974,

*Mixed use refers to enrollees for whom no single setting accounts For > 50% of primary care visits;
PEnrollee is eligible For TANF program in any month ‘dun'ng the data year.

“Patlent resides in a MSA.

94CDPS risk score derived From concurrent risk welghts is shown here as an indicator of severlty of illness. These values were not used in the moﬁel; rather, we
used binary vaslables For 69 of the individual CDPS dizgnoses. .
“Qther outpatient care is defined as all nonprimary care, nontranspertation, and nondental outpatient claims activity.

Frotsl annualized inpatient length of stay in days.

claimis across all service types (inpatient,

- nonprimary care outpatient, znd presciiption

drngs) to characterize disease severity. Wealso
controlled for 2 geographic variables: residing
in a metropolitan statistical area’® and the
distance from where the patient lived (using
the centroid of the residence zip code)' to
the closest health center delivery site. .

Statistical Analyses

We conducted basic descriptive analyses
of patient charactetistics, utilization, and
spending by assigned primary care setting,
Because the characteristics of health center
patients are unkike those of patients seen in
other settings, we used propensity score
methods to balance potential observed con-

founders,'® The propensity score—matching -

method is a techmque for selecting non—
health center nsers who are matched with
health center users on potentially con-
founding covatiates, This matching
approach resultsin groups that ave comparable
on the basis of the covariates, regardless of
correct model specification of outcomes
and covariates, which is required in the
standard generalized linear model.

1984 Research Peer Reviewed  Nocon et al,

We estimated propensity scores using a lo-
gistic regression model in which receiving
treatmient in 4 health center Is predicted by the
covariates we have descibed. We matched
health center patients and non-health center
patents with replacement using the nearest
neighbor matching method. We then de-
veloped a series of generalized linear models to
assess the effect of primary care setting on uti-
lization and expense outcomes on the matched
smiple. We wsed a log link, assuming neégative
binomizl distribution for utllization and
Y-distribution for expenses. (Further details on
the propersity score match and statistical models
are available as a supplerent to the online
version of this article at hitp://vwavw.ajph.org))

We expressed our results in terms of the
estimated mean of utilization or spending for
each primary care setting and percentage dif-
ference in utilization or spending associated
with the health center primary care setting
relative to the non-health center comparison
group. We conducted a main analysis with all
states pooled, comparing health center to non—
health center patients. In secondary analyses,
we compared health center patients to physi~
cian office, hosp_ita] outpatients, and mixed vse

patients separately. Because Medicaid programs
may vary significantly by state, we also per~
formed separate state-by-state anslyses, We
conducted sensitivity analysis of a range of
subgroup populations, including disabled
beneficiaries and recipients of Temporary Aid
for Needy Families benefits {not shown).

We considered results to be statistcally signif-
icant vsing 2 threshold of P<.Q05 on the basis
of the Bonferroni method of correction for
multiple comparisons.'” We canded out 2l
analyses with SAS version 9.4 (SAS Institute,
Cary, NC). All reported P values are 2-sided,

RESULTS

Our final analyses included 144 076 health
center Medicaid patients and 894 898 non~
health center patients (Table 1). Roughly two
thirds of patients were female, and they had an
average age of 41-years. Most patients were
from mcial/ethuic minerity groups, On an
unadjusted basis, health center patients had
lower levels of utilization and expense across
all service types.
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Before propensity score matching,
health center and non—health center users
differed substantially across several covariates,
including state, Medicaid eligibility category,
distance from the nearest health center site,
and disease burden. After matching, observed
confounders weze balanced (ddta available
as a supplement to the online version of
this article at http:/ /wrww.ajph.org).

When compared with non-health center
patients, patients receiving most of their
primary cate-in health centers experenced

.. lower utilization and spending for all services

examined (Table 2. The l:u'ge;t differences
were in other outpatient visits (15.7 vs 12.2;
~22% difference; Cl=—21%, —24%) and
spending ($2948 vs §1964; —33% difference;
CI=-32%, —35%) as well as inpatient ad-
missions (0.25 vs 0.19; —25% difference;
Cl=—-22%, —27%) and spending ($2047 vs
$1496; —27% difference; CI =—24%, —30%).
Total spending was lower for health center
patients (§9889 vs $7518; 24% difference;
Cl = -23%, -25%). Differencesin ED services
were smaller in magnitude, although health
center patients still had lower ED use (1.3 vs

1.2 visits; —11% difference; CI=-1 0y, —13%)

| TABLE 2—Use and Expense for Health C

and spending (§244 vs $216; —119% difference;
CI=—10%, ~13%).

When compared with the physician office,
hospitat cutpatient, and mixed use groups
(Table 3), the pattern of consistently lower use
and spending for all services held for health
center patients in comparison with hospital
outpatients and mixed use patients, When
compared with physician office patients, there
was no difference in primary cave use for
health center patients, and health center pu~
tients had higher primary carve spending
($1184 vs $1430; 21% difference; CI1=18%,
24%), more ED visits (1.0 vs 1.2; 16% dif-
ference; CI=14%, 18%), and more ED
spending ($186 vs $216; 16% difference;
CE=13%, 18%). Health center patients had
lower use and spending across other services
and lower total spending.

When comparing health center patients to
non—health center patients in each of the 13
study states, we found trends in findings that
were generally consistent across states (Table
4). Total spending was lower for health center
patients across 21l 13 states. In 3 states
(Connecticut, lllinois, and Texas), health
center patients had higher primary cave use or

AJPH RESEARCH

spending, and in Ilinois, health center
patients had higher ED use.

DISCUSSION

In this study of fee-for-service adult
Medicaid enrollees across 13 states, we found
that patients who received the majority of
their primary cave in health centes had lower

. total health care use and spending than did

matched patients who receive primary care in
other settings. The finding of lower total
spending for health center patients was robust
across all primary care comparison settings and
states that we examined. '

When comparing the full range of out-
comes across states, we found that most states
had the same patterns as our miain analyses that
pooled all states. The general consistency of
these findings suggests that there may be
a distinet association between health center
primary care setting and health care use and
spending because each state administers the
Medicaid program independently, with var-
iation in financing, management, and care
programs. Some individual states did have

 Compred Wit tched Non-feich Centr Pt

Health Center (n=144075), Estimate (95% Ci)

Vartable Non-Health Center (n=144075), Estimate {55% CI} Difference,? % (95% CI)
Primary.care
Visits, no, 8.2 (8.2, 8.3) 7.6 (7.6, 7.7 ) - {-8,-1)
Spending, $ 1345 (1815, 1376) 1430 (1418, 1442) ~23 {-24, -21)

Qther outpatient care®

157 (15.5, 15.9)

Visits, ne. 12.2 (120, 12.4) 22 (28, -21)
spending, $ 2948 {2900, 299¢) 1964 (1930, 2000) -33 (35, 33)
prescription drug spending, § 2704 (2664, 2744) 2324 (2296, 2352) =14 (-16,-12}
Emergency department
Visits, no, 13 (13, 14) 12 (12,1 -1 {13, =18}
) Spending, § 244 (240, 247) 216 (213, 219) -11 {-13,-10)
Inpatient .
Admlssfons, no. 0.25 (0.25, 0.26) 0.19 {8.19, 0.20) =25 {-27, 22}
Length of stay,” d 1111, 1.2) 0.8 (0.8, 0.9} -26 (29, ~23)
Spending, $ 2047 {1987, 2114) 1496 (1446, 1548) =27 (-30, -24)
Total spending, $ 9889 (5784, 9996) 7518 (7640, 7597) 24 (25, ~23)

Nete.Ch=confidence Interval. Primary care setting s determined by where > 50% of primary care visits aceur. Use and spending is expressed in annualvalues per
patient. Fach health center patient was matched with 1 nan-health center patient on the basis of the logit of prapensity score, which was estimated using
a loglstic regression adjusting for patient demographlcs {age, racefethnicity, gender), insurance characteristics (Medlcaid eligibllity categary, months of
eligibility, Temporary Ald For Needy Families program beneficiary indicatar), disease burden {on the basis of binary disease diagnosis variables from the Chranic
lilness and Disability Payment System), state, residence in a metropolitan statistical ares, and distance from the closest health center delivery slte,

3A negative percentage difference reflects lower health center utilization or spending.
POther outpatient care is defined as all nonprimary care, nontransportation, and nondental cutpatient claims activity.
“Total annuatized inpatient length of stay In days.
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F'at:ents‘ Umted States, 2099

Physician Office (n=144074)

Hospital Outpatient (n=144071)

Mixed Use® {n= 144074}

Health Center

Utilization or (n=144076), Estimate

Difference From
Health Center %

Difference From
Health Center, %

Difference From
Health Center %

Cost {95% C1) Estimate (95% CI) (o5% C1jb Estimate {95% CI} {95% CI)° Estimate (95% €Iy {95% cIpP
Primary care
Visits, no, 7.6 (16, .1 7.6 (7.6, 7.7) 01,0} 1777, 1.8) {2, -) 8.6 (8.6, 8.7} -12 {12, -11)
Spending, § 1430 (1418, 1442) 1184 {1158, 1211) 21 (18, 24) 1974 (1944, 2004) =28 {-29, -26) 2315 (2283, 2347) -38 (-39, -37)
Other outpatient '
care ' ]
Visits, no. . 12.2 (12, 12.5) 14.4 (14,2, 14.7) -15 (~17,-13) 13.5 {133, 13.7) -8 {-11,-7) 18.5 (18,2, 13.8) =34 {-35, -32)
Spending, § 1970 (1935, 2006) 2842 {2787, 2897)  -31(-32,-29) 3066 (3015, 3117) -36 (-37, -39) 3170 (3125, 3247} =32 (-39, -36)
Presc_ripEinn 2324 (2296,2352) 2716 (2600,2752)  -14 {tg,-13) 3051 (2964, 3 140) -24 (-2, 21} 2709 (2673, 2746) =14 (-16, -13)
- drug ' " .
spending, $
" Emergency
department .
Visits, no, 12(12,12) 1{1, 1} 16 {14, 18) 2.6 (25, 2.6) -54 (54, =53) 1.4 {1.4-1.4) -13 (15, -12)
Spending, % 216 (213, 219) 186 (184, 189) 16 {13, 18) 480 (473, 486) 55 {56, -54) 248 (245, 252) =13 {15, -1y
Inpatient .
“Admissions, 0.19 {0.19, 0.20) 0.22 {p.21, 0.22) -11 {-14,-8) 0.60 {0.59, 0.61) -68 {-89, -67} 0.24 {0.24, 0.25) -21 (23, -19)
no, :
Lepgth of 08 {0.8, 0.9} 0.9 (0.9, 0.95) -9 (13, -4) 28 (2.7, 2.9 =70 (-1, -59) 111 (1.4, 1.1} ~24 (-27, -20)
stay? )
Spending, § 1496 (1445, 1548) 1757 {1702, 1814)  -15{19,-71) 4908 (4799, 5018} 70 (-71,-68) 1893 {1834, 1953) 21 {24, -17)
Total 7530 (7452, 7609} 8791 (B68Y, BBYY)  -14(-16,-13) 13629 (13467, 13793}  -45 (-46,-44) 10439 {t0337,10542)  -28 (29, -27)
spending, $

Note. Cl = confidence interval, Primary care setting is determined by where > 50% of primary care visits occur. Use and spending Is expressed in annual values
per patient. Each hezlth center patient was matched with 1 patient from the physician office, hospitat outpatient, and mixed use settings on the basls of the
logik of propensity score, which was estimated using a multinomlal logistie regression adjusting For patient demographics {age, race/ethnicity, gender),

insurance characteristics {Medicaid eligibllity category, months of eligibitity, Temporary Ald for Needy Famities program beneficiary indicator), disease burden
(on the basts of binary disease diagnosis variables from the Chronic lllness and Disability Payment System), state, residence in a metropolitan statistical area, and

distance from the closest health center delivery site,

*Mixed use indicates enrollees, where no single setting accounts for »50% of primary care visits,
®The negatlve percentage difference reflects lower health center utilization or spending.
“Other outpatient care is defined as all nonprimary care, nontrans;mrtatmn and nendental outpatient claims activity,

9Total annualized inpatient length of stay In days.

results that varied from the trend observed
when all states were pooled. Connecticut,
Tllinois, and Texas had higher primary cave use
or spending for health center patients, and
Tliinois had higher ED use for non—health
center patieufs.

When examining different forms of
non-health center primary care settings
{physician office, hospital outpatient, and
mixed use), we found that most of our
main findings held, except that health
center patients had more primary care
spending and ED use and spending than
did physician office patients,

1986 Research Peer Reviewed  Nocon et al,

One potential interpretation of our results
is that if health centers provide comparable or
higher levels of guality, lower spending may
mean that they are an efficlent form of pri-
mary care, Two other recent studies of health
center primary cace have used data f'rom the
Medical Expenditure Panel Survey'! and
Medicare claims,?® and they similarly found
lower overall health care ude or spending for
health center patients, With respect to quality
of care, short-terin studies (most often 1-2
years) using administrative orsurvey data have
generally found process-based measures of
quality to be comparable or higher among

health centers for similar patient pop-
ulations.! 2" Studies using ccologic designs
have also demonstrated that the establishinent
or expansion of health centers in an'area is
associated with long-term declines in mor-
tality.”*** Recent high-profile studies of
Medicaid have brought intense controversy
over the cost of the program.®® States that
are considering expansion of their Medicaid
programs are engaged in discussions of how
to manage health care spending for newly
insured patients. If our observation of lower
use and cost among health center patients is
owing to health centers providing a more
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TABLEJ,-—Adjusted Percentage Difference (95%ClYin Utilization and Speﬁding, Health _Center Patients Compared W:th Non-Health Center Patients, by State: United Sfates,’ 2009 ;

AL % FL, % 18, % L, % MS, % NC, % T4, % VT, % WV, %
Pifference Difference Difference Difference Difference Difference Difference Difference Difference
Variable (95% ClIy (@s% Clp - (95% C1) {95% CI {95% CI) {95% CI) {55% €Iy (95% C1y (95% Cl}
Matched health 132 9947 2945 10371 M3 748 9509 1728 10022
center patients, no, ’
Primary care .
Visits ) -16 {-36, 10) o3 25,2 3L 6(4,9 -0 (-12,-8) 20(27,-12) -8 11, =1 (71,50 - -15 (H16,-13)
Spending -38 (-60, -5} =31 (34, -28) -34 (~40,-26} 11 (5, 18) 23 (29,15} -33 (-44,-20) 19 (15, 24) «f (11,18} 13 &17,-9)
Other outpatient® '
Visits 48 (=11, 13} ~44 (49,39} -6 [~14,2) -4 (=11, §) 1(-7, 9 =26 (41, -6) 37 (42, 32) 19 (-31,-5) -15 (=20, 10}
Spending =24 (-94, -51) =54 (59, -48) 26 (-39, -10) -25 (-30,-19) 32 {-41,-23) -33{~48,-13) 3B (-42,-34) -3 (37,-5) -24 (31, -16}
Prescription =30 (-64, 38) -2 (26,16} 12 (-22,-2) -26(36,-14) -3 {10, %) =35 (-49,-17) -2t (-25, =15 112,18 (21,14
spending )
Emergency
department )
Visits 11 (47, 132) -4 (-43,-36) -q0 (H45,-34) 16 (9, 25) ! -3 82 21 (=, 51) -9 {14, -3) =9 21,5 15 20,10
Spending ! 16 (-53, 184) -41 (45, 37) 45 (50, -39) 162,10) =5.(-10, B) 13 (190, 41) -4 {=10, 2) ~61-19,9)  -18 {-23,-12)
Inpatient ' .
Admissions No estimate 28 (35,-19) 45 {-56,-33) 33 (42,-24) 19 {-28,-10) 26 (-48, 6} -1 11,100 24 (~48,11) -6 {15, 4)
Length of stay" No estimate 24 (35, -10) -44 (-58,-27). 44 (53,33} 10 (-22, 4} -9 {42, 44) 47,1 A3 (44,280 -5 (417,10
Spending -5 (28,19 =20 (-39, 18) 41 [-36,-20) 50 (=59, 39) ~13.(-24,0) 23 (49, 18) 14 {2, 1) -21 (46,15 11 (22, 3)
Total spending -63 {78, ~37) 32 (36,-29) 27 (32,21} 27 [31,-2) 19 (24,14} =29 (40,-15) -2 [26,-18) 15 {-24,-5) 18 {21, ~94)

Note, Cl=confldence interval. “No estimate” migans that modets for that outcome did not converge'énd no estimate was reached. Primary care setting was determi;ned by where > 50% of primary care

visits occur. Use and spending is expressed in annual values per patient. Each health ceriter patientwas matched with 1 non-health center patient on the basis of the logit of propensity score, which was

estimated using a logistic regression adiusting for patient demographics (age, race/ethnicity; gender), insurance characteristics (Medicald eligibility category, months of eligibility, Temporary Aid For
Needy Families-program beneficiary indicator), disease burden (determined by binary disease diagnosis variables From the Chronic (lness and Disability Payment System), state, residence in
a metrapolitan statistical area, and distance from the closest health center delivery site. The negative percentage difference refiects lower health center utilization or spending.

Anther outpatient care is defined as all nonprimary care, nontranspartatlon. and nondental outpatient claims activity.

bTotal annualized inpatient length of stay in days.
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efficient form of primary cave, then health
center program growth may provide an
avenue for expanding Medicaid in 2 cost-
efficient manner.

A second interpretation is that the
patl:erns‘ of utilization and cost reflect char-
acteristics of the health care network accessed
by health center patients—as opposed to
aspects of care within the health center. If
health center providers tend to refer _
patients to other care settings that have lower
use ates or lower spending (because of
access or practice patterns), the nature of
those referral networks may lead to the
observed differences in use and spending.
Although utilization of lower cost specialty
and inpatient care networks may be a desi—
able onscome, policymakers and Medicaid
administrators must ensuce that it does not
limitaccess to high-quality care, For example,
in a recent national survey of health centers
conducted it 2009 and 2013, Lealth center
leaders reported increasing difficulty obtain-
ing specialty or subspecialty appointntents
for their Medicaid patients

A third interpretation is that heaith
center patients may be different from those
in physician offices and hospital outpatient
practices in ways that we are unable to ac-
count for with our data. Qur propensity
score~matching technigues adjust for con-
founding stemming from factors such as
patient demographics, type of Medicaid in-
surance, and the disease burden observed
in our data. However, we are unable to
control for potential confounding becanse
of factors that are not observed in our data
set, and we are unaware of any studies that
identify factors that drive Medicaid patients’
choice of health centers for primary care.

In partcular, administrative claims data pro-
vide limited insight into importait patient
characteristics that may influence utilization
and spending, such as healthy behaviors and
lifestyle. ‘

If our findings aze driven by health center
Medicaid patients being systematically
healthier in ways not observable in claims
data, this would highlight the importance of
ongoing work to improve measuréments of
health and incorporate them into risk ad-
justment and payment schemes,>=* Health
centers have long been known for serving
vulnerable populations with high chronic
disease burdens and health care needs. As

1988 Research Peer Reviewed Nacon et af.

health centers increasingly participate in ac-
countable care organizations and shared
savings arvangements with p_ayeﬁ, it will be
important for health centers and other pro-
viders to thoroughly document the health
needs of their patients and communicate that
information in 2 clearand compelling nanner
to payers and policymakess. ‘

Other limitations in the scope of our
analysis are also important to note. Qur
cross-sectional study canmot provide evidence
of a causal relationship between health center
care and health care use and spending. Al-
though our study includes a large number of
patients across several states, our study sample
excludes important groups of enrollees (e.g.,
Medicaid managed care enrollees, Medicaid—
Medicare duval eligible envollees, long-term
care recipients, and childven), which limits the
generalizability of findings across the Med-
icald program. In particular, becaunse Med-
icald managed cave has grown to becone
the dominant mode of administration for the
Medicaid programs, ongoing study of the
assoclation between primary cave setting
and health care spending in the context of
managed cave is important,

We exanined only Medicaid untlization
and spending; we did not assess quality of care
and cannot make conclusions about cost ef-
fectiveness or overall costs from a socletal
pespective. For example, health centers re-
ceive some federal financial support outside
the scope of Medicaid fee-for-service pay-
ment, and some programs (such as the 340b
drug pricing program, which is prevalent
among health ceniters)™ may lower Medicaid
spending for health center patients. Health
centers also receive federally supported
technical assistance on quality improvement
as well as federal grant funding outside
Medicaid payments that we are unable to
accomit for in our analyses. lia additon, we
cannot account for the unobserved hetero-
geneity across patients of different settings that
is ot captured with propensity score ad-
justment. Finally, although we classified set~

" tings of primary care into health center,

hiospital outpatient, and physician offices, it is
important to acknowledge the wide vatiation
in organizational structure and practices within
thest settings. Future work should analyze the
role of organizational characteristics in the.
relationship between primary care settdng and
utilization, cost, and quality of care,

Cost reduction will continue to play an
important role in ongoing efforts ta improve
the US health care systen, Our analyses
showed that Medicaid patients who obtain
primary care at health centers had lower
use and spending than did similar patients in
other primary care settings. Although we
hypothesize several potential canses for this
association, future studies should work to
empirically identify the mechanisms at work
thatlead to the compelling utilization and cost
differences found in this study. As more
Medicaid data become available for the years
after the implementation of the ACA, it will
also be critical to examine whether the as-
sociations we observed differ for more recent
cohorts. AJPH
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Transforming a Family Medicine Center and
Residency Program Into a Federally Qualified

Health Center

Michael R. Cousineau, DrPH, Hector Flores, MD, Scott Cheng, MPH, Jerry D, Gates, PhD,
‘James H. Douglas, Gerald B. Clute, and Cail E. Coan, MS, MPH

Abstract

The authors describe a family medicine
center before and after a merger between
the Keck Scheol of Medicine of the
University of Southern California, the
California Hospital Medical Center, and
the Eisner Pediatric and Family Medical
LCenter in 2012. The merger provided new
opportunities to stabilize the finandal
base of a clinical practice struggling
finandially and to enhance the training of
residenits and other health professionals

in primary care, which motivated the
partners to consider this new model, «
After 18 months of negotiatiors, they
were able to convert the family medicine

center and residency program into 2

new federally qualified health center.

The beniefits to this new medel include
an increase in both patient volume and
the quality of education, supporting
residency accreditation; a greater number
of residents from U.S. medical schools;
enhanced education and preparation

of primary care physicians for practice

In medically underserved comemunities;

“enhanced reimbursements and new

opportunities far state, local, and federal
grants; and quality improvemnent and new
information technology. The pariners
overcame academic, administrative, legal,

and regulatory obstacles, communication
barriers, and differences in culture and
expectations to achieve this merger, Keys

10 their success include the commitment

of the leaders at the three institutions
1o the goals of the merger, a dedicated
project manager and consultants,
opportunities for new revenue sources
and rermbursements and support from
a pioneering charitable foundation.
The authors condlude by discussing the
implications of using cormmunity health
centers as the focal point for training
primary care clinicians and addressing
waorkforee shortages.

M any have written about the \
projected primary care physician’
shortage. Yet, most medical students
continue to choose specialty training .
rather than careers in primary care.!
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If current trends continue, the'physician
workforce will be vinable to meet

the projected need for primary care
physicians with the advent of the Patient
Protection and Affordable Care Act
{ACA).? particularly in low-income and
rural conununities,

Some have proposed reconsidering where
physicians are trained as dne solution
to the primary care workforce shortage,

+ 'particularly in medically underserved

compunties.” Hospital-based family
medicine residencies increasingly are
becoming unsustainable because many
academic medical centers {AMCs) care
for uninsured patients, which poses a
financial threat to ¢linical practices and
their AMC sponsors? This strain and
proposed reductions in federal funding -
for graduate medical education (GME)*
have contributed to the decline in the
number of family medicine residencies in
the United States."

As hospital-based residencies become
less feasible, physicians’ offices, clinics,
and other ambulatory settings provide
alternative venues for GME training
in primary care.”? Thése venues offer
clear benefits for training primary care
clinicians,” including teaching disease
management models" and promoting

Academic Medicing, Vol. 88, No. 5/ May 2013

interprofessional team-based care.!%#
However, the current GME payment
structute does not easily support

such ambulatory care-based training
programs. Community health centers
(CHCs),"” liowever, have promise as
future training sites because of their

role in the health care safety net.'s»
Currently, over 8,000 CHCs serve over
20 million low-income patients annually
in the United States.® Under the ACA,
the number of CHCs could double and
play an even larger role in serving both
the newly insured and those who remain
uninsured.?! However, CHCs have a
particularly difficult time recruiting

and retaining a primary care workforce
given the competition for the limited

. and declining poel of trained primary

care clinicians.® Still, although health
professionals trained in CHCs may be
move likely td practice in medically
underserved areas, theve are few training
programs formally preparing physicians
to work in such settings.##

Linking a university and a hospital-based
residency program with a CHC creates a
new set of challenges. Mouris and Chen?
noted that 4 successful CHC-based
residency program requires that the
institutions that govern such programs
share a missioggf education, service,
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innovation, and flexibility, However, as
described in another study, administrative
problems and governance issnes were

© the primary obstacles in establishing

effective partmerships for such CHC-
based residency programs.?! Moreover,

managing federally funded CHCs requires

compliance with federal rules concerning
volume, access, and quality of care af each
site, These rules may be incompatible
with the requirements of the residency
program accrediting boards because
residency programs also must ensure
sufficient time for faculty teaching and,
among residents, for learning. Meeting
these requirements is particularly
challenging for family medicine residency
programs becanse of the reguired -
faculty-to-resident ratios, practice space
requirements, a curriculum that includes
a specific number of hospital-based
rotations, and Medicare regulations
governing GME-supported activities.®

In this article, we describe the
conversion of a family medicine center
and residency program into a jointly
operated clinical and educational
collaboration involving a university
medical school, a community hospital,
and a CHC. We also identify barriers,

keys to success, and lessons learned
that we hope will inform other efforts
to build health-center-focused training
programs. To prepare this article, we first
conducted guided interviews with key
leaders from each of the three pariner
organizations, including the Keck
School of Medicine of the University
of Southern California {USC), the
California Hospital Medical Center
{CHMC), and the Eisner Pediatric and
Family Medical Center (EPEMC). We
also interviewed the residents, clinicians,
and faculty at the original family
medicine center. We asked interviewees
about their motivations for the merger
{financial, patient care, organizational,
and training), their expectations in
achieving the merger, challenges and
keys to success in the merger process,
and lessons learned. Additionally, we
reviewed grant propasals, affiliation
agreements, progress reports, meeting
minutes, and other documents related
to the merger process. In this article, we
describe the changes that occurred in
the family medicine center before and
after the merger in five areas: structure
and governanee; revenues and finances;
quality improvement and information
technology; volume of care; and the

residency prograni (see Table 1 fora
comparison of the family medicine
center before and after the merger).

The Family Medicine Center and
Residency Program Before the
Merger

This merger involved three organizations
—the Department of Family Medicine
at the Keck School of Medicine of

USC; CHMC, a cormnunity acute care
hospital in downtown Los Angeles and
sponsor of the residency program; and
EPPMC, a federally qualified health,

- center (FQHC), Each has a long history

of serving South Los Angeles,*® which
includes some of the nation’s most
impoverished communities.® Under a
contract with CHMC, USC has operated
the residency program since 1984 and
continues to oversee the clinical services.
Although all three institutions are
geographically close, there had been little
clinieal integration before the merger, so
this formal affiliation process required
transferring assets, personnel; and clinical
and administrative functions between the
partmer institutions.

Table 1
Overview of a Family Medicine Center Before and After a Merger in 2012 Between the
Keck School of Medicine of the University of Southern California (USC), the

California Hospital Medical Center (CHMC), and the Eisner Pediatric and Fam:!y
Medical Center

Family medicine center designated as a federally qualified

Structure

Family medicine center operates as an independent
compenent of the USC patient care system

health center (FQHC)

Governance

Yoiume of care

Inadequate ‘aitention devoted 1o the overall management of
the family medlcme center and re5|dency prograrn

7180 Patients

‘Revenues and

* $673,000 annual operating defi Gt

""-mi'él,lt_%ﬁa'patienis .
"+ '§150,000 Tranquada grant for managing seniors and

...............

people with disabilities

finances + Reimbursement below costs particularly for patients enrolled )
in public programs + $125,000 medical home demonétration grant from LA.
* No reimbursement for uninsured patienis Care
' » Changed to cast-based reimbursement for Medi-Cal as
FQHC
« $600,000 Health Resources and Servicas Administration
statt-up grant as a new access point
* Annual operating aflcation of $600,000
» Healthy Way LA (LA County 1115b wawer funds)
Information No heaith information technology in place "“Adopted efectronic mediical records, patlent care
technoiogy management system, and billing system
-Quality” Uit focus on quality assurance and improvement and syste}ii's'"mﬁégiﬁﬁgiéd as médica!'ﬁan'{é' demonstration site by LA, Care
improvement of care
Residency program 24 residents; not many U.S. medical school graduates; few New class of residents, all U.5. medical school graduates; i
placed through the Naticnal Resident Matching Program placed through the National Resident Matching Program
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Each institution had a different
motivation for pursuing the conversion
of the family medicine center. Before
the merger, the family medicine center,
for example, had inadequate patient
management systems, and their quality
improvement and billing systems met
the needs of a university such as USC but
not those of a busy community-based
practice with patients with complex
health and social problems. Also, the
famnily medicine center had no operable
health information technology system
that aligned with federal requirements.*

In addition, our review of residency
review committee reports showed a
consistent underperformance in the
number of patients seen by the residents
at the family medicine center, leading

to the residency committee citing - .
deficiencies in their accreditation reports.
In 2010, the family medicine center
reported just over 11,000 patient visits,
fewer than the federally required number
based on the number of residents. In
addition, its patient volume and payer
mix was insufficient to maintain fiscal
solvency—imost patients were covered
by Medi-Cal (California state Medicaid),
and the volume of patients was not high
enough to compensate for the relatively
low per-visit reimbursement rate from
the Medi-Cal program.

Contributing to this less-than-optitnal
patient care volume at the family
medicine center was the time required

for educational activities, Both faculty
and residents had non-clinical-care
responsibilities that limited their ability

to see patients, thus limiting the center’s

* ability to generate the revenue needed to

support the clinical enterprise. This setup
challenged the financial underpinning of
the farnily medicine center, which relied
entirely on patient care reimbursement and
GME payments (which it received through
a contract with CHMC). As a result, the
family medicine center was operating with
an annualized deficit of over $650,000. The
unstable financial state of the center made
it difficult to recruit and retain faculty and
residents. Before the merger, the residency
program could not fill its classes with
graduates of U.S. medical schools, and
leaders at CHMC proposed closing it.

Meanwhile, EPEMC pursued the merger
as an opportunity to incorporate
medical education into the hospital

to expand its commitment to the

community and to begin to solve its
warkforce challenges.

Becanse of these ongoing problems,
USC considered converting the family
medicine center into an FQHC under
the auspices of the university. USC
leaders, however, rejected this approach
because the university could not comply
with the federal regulation that required
a 519 consumer majority on the
governing board of a health center®* An
alternative solution was to merge with
EPEMC, an existing FQHC located in
close proximity to the family medicine
center. A grant from a local foundation
provided the resources for USC to

hire a project manager to oversee the
merger, consultants for grant writing
and organizational transformation, and
program evaluation.

Completing the Merger

Leaders at the three partner institutions
(CHMC, USC, and EPFMC) identified
the administrative and legal obstacles

to the merger, established committees
and subcommittees for overseeing the
transformation, convened meetings
between the clinical and teaching faculty,
and submitted a federal Health Resources
and Services Administration (HRSA)
grant proposal. With the guidance

Clinical care &

Faculty teaching

“

EPMFC

Clinic management
Information systems

Qovemnance

Management
of residency

of a project manager, they developed
affiliation agreements and governance
arrangements and completed personnel
and asset transfets. After 18 months

of planning and difficult negotiations,
USG successfully transferred the family
medicine center to EPEMC. This merger
alone was an achievernent for the partner
institutions, given the complexity of
their organizations, the delicacy of their
negotiations, and the risks associated
with the transfer for all parties,

Structure and governance

This merger brought about some
important changes to the roles and
responsibilities of each institution. The
previously independent family medicine
center becamne an FQHC governed by an
innovative partnership and an oversight
committee with members from all three
partner institutions serving both clinical
and administrative functions, Under the
new model, some areas of responsibility
overlap, whereas others are specific to
each of the partner institutions. CHMC,
for example, continues to sponsor the
residency program and contracts with
USC for-faculty time. Responsibility for
clinical operations and management
shifted from USC to EPFMC, whereas
EPFMC maintained control of its
employees and other management .
functions. Both USC and CHMG-now

Inpatient

Owns residency
Inpatient resources for patient
care
Strategic planning

Figure 1 Governance and management model for a family medicine center after a merger
between the Keck School of Medicine of the University of Southern California {(USC), the

California Hospital Medical Center {CHMC), an

{EPFMC), 2012,
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occupy one seat on the EPFFMC board
of directors, and new committees
that were established to monitor

the transformation process indude
representatives from each institution
(see Figure I).

The merger removed the responsibility
for many of the day-to-day administrative
tasks of running a clinical practice from
the faculty, allowing them to concentrate
instead on teaching, For EPEMC, the
merger provided both new teaching
opportunities and faculty positions for
the clinical staff and access to a new
network of subspecialty physicians.
Teaching residents now engages
physicians at the family medicine center
in education as well as clinical service
activities.

Revenues and finances

The merger provided new opportunities
for expanding and stabilizing funding for
clinical operations at the family medicine
center, and the $650,000 annual operating
deficit was replaced with new funding
sources. For example, the ACA provides
funding for new and expanded CHCs,
called new access points,** On behalf of
the partter institutions, in January 2011,
EPEMC submitted the application to
HRSA to designate the family medicine
center as a new access point.2* HRSA
approved the application a year later
designating the family medicine center

as an FQHC, which entitled it to receive
cost-based reimbursement for Medi-Cal
patients, $600,000 in start-up funding,
and ongoing operational grants.

In addition to this federal revenue source,
the family medicine center tapped into
local funding sources for serving the
uninsured, becanse EPEMC had existing’
contracts with the Los Angeles County
Department of Health Services. These
funding sources included programs
funded under the State of California’s
1115b Medicaid waiver, in which the
family medicine centér previcusly was
ineligible to participate because it had
not been part of the Los Angeles County
Public Private Partnership Program.®

- Under this waiver, the family medicine

center converted the Medi-Cal Seniors
and Persons with Disabilities (SPD)
group into a managed care plan, which
acted as an additional source of revenue,
Because of EPEMC’s relationship with
the L.A. Care health plan, they were able

660

to secure a $125,000 grant to support
SPD patients assigned to the family
medicine center.* Through the same
relationship with L.A. Care, the family
medicine center secured a2 medical home
demonstration grant. These new grants
and contracts erased the family medicine
center’s existing deficit, and today the
ceuter operates with a balanced budget.

Quality improvement and information
technology

As an existing FQHC, EPFMC brought
years of experience running a program
for low-income and working families,
including cultural and linguistic systerns
for patient care management, front

office and appointment systems, quality
improvement, appointment scheduling,
patient education materials, and clinical
management tools. Additionally, EPEMC
provided health information technology
that has allowed the family medicine
center to improve its workflow by
introducing new patient registration,
billing, patient management systems, and
electronic medical records to its day-to-
day operations.

Volume of care

In the year after the merger, patient
volume at the family medicine center
Increased from 11,600 patients to over
13,600 patients. As a result, the family
medicine center is operating more

efficiently and is serving not only 2 more

diverse population but also more patients
with chronic llnesses, with whom

the faculty and residents are trying to
establish ongoing relationships.

The residency program

In the year after the merger, the quality
of the medical school graduates applying
to the residency program improved
dramatically, In 2012, the residency
program filled all eight first-year slots
with U.S.-trained medical students, all of
whom who entered the National Resident
Matching Program for the class of 2012,

Lessons Learned

This collaboration is an innovative
model for training family medicine
residents in a CHC. It combines the
benefits of a community-based teaching
program closely affiliated with a medical
school and a community hospital with
thaose of a training prograrm focused

on the principles of primary care and -
community health. These changes are
Important for the management of the
family medicine center, but they also
enhance the residents’ educational
experiences by exposing them to

these new systems that are based on
performance, quality, and efficiency in a
safety net setting.

The partner institutions overcame
significant barriérs to bring about this
merger, including several administrative
and legal obstacles related to governance,
personnel, procurements, contracts, and
leases, which the litexature has shown
other large organizations have found
difficult to overcome.* Addressing
personnel issues was particulardy
difficult because staff had to agree to
transfer their employment from USC

to EPFMC. In: addition, legal counsel
from all three partner institutions often
raised seemingly insurmountable issues

throughout the merger process.

Although all three partner institutions
had worked together in the past, the
culture underlying each remained quite
different, Safety net hospitals and health
centers focus on the delivery of care and
must overcome the health, economic, and
social disparities of their patients. USC,

a university, however, must address its

" academic mission. The administrative

difficulty in merging these organivations
was exacerbated by these different
cultures and business processes. USC
recognized the need to adapt to a new
environment that emphasized higher
levels of clinical productivity, strict
governance regulations for PQHCs, and
addressing the family medicine center’s
financial deficits, EPEMC recognized the
challenges and time needed for teaching
residents, achieving accreditation faculty-
to-resident ratios, and meeting Medicare
and Medicaid GME regulations about
training residents in nonhospital settings.

In addition, the lack of effective and
timely communication among the
partner institutions threatened to

delay the merger. In some cases, the
project manager was unable to obtain
financial and other data needed

for grant applications and other
adrninistrative tasks in a timely fashion,
The communication between the partner
institutions was often limited by the
restrictions posed by nondisclosure
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and confidentiality agreements and a
desire to avoid creating anxiety among
the staff and residents. In addition, the
staff, residents, and faculty at the family
medicine center were unaware entirely
of some milestones in the merger, such
as when the transfer would occur, who
would be affected, and how it might
change clinical care or residency training
activities or their jobs. Finally, leadets
at the partner institutions are busy
executives without the discretionary
resources and time to accomplish the
myriad tasks that were necessary to bring
about the merget. ’

)
In solving all of these problems, we
identified four key lessons for success:

1. Leaders at the three partner
institations brought an unrelenting
commitment to achieving the ultimate
goal, which helped to eliminate some
of the communication problems that
resulted from the cultural differences
and expectations among the partners.
This commitment has been critical
to the success of other health center
organized teaching programs and
proved to be important to the success
of ours as well.*? These leaders
were able to expedite the approval
process through their own complex
organizations in what otherwise
would have been along process of
review and revision. Instead, they
met all the deadiines for submitting
grant proposals and materials for
overcoming these obstacles.

2. Hiring a project director and
consultants facilitated the resolution
of many of the obstacles faced.

The project director kept the
project on track and navigated the
merger efficiently in spite of the
busy schedules of the leaders at the
partner institutions. The project
manager served asa liaison between
all the committees, developed and
implemented project timelines,
communicated with government
officials, and wrote grant proposals.

3. The opportunities for securing
additional federal and local revenne
sources motivated all parties to
move quickiy to facilitate the merger,
submit applications for funding, and
secure access to new funding streams,
Because of this efficiency, the parties
were able to establish a financially

stable structure for the famnily
medicine center and the residency
program that set it on a course toward
sustainability.

4. Pinancial support from a pioneering
.. local foundation provided the
. resgurces needed for infrastracture
development, grant writing, legal
counsel, and other administrative
tasks.

Although the merger process was a
success, this partnership is only the
beginning of the transformation process.
The partner institutions face ongoing
challenges, including developing or
improving systems to ensure and

better the quality both of the patient

care delivered at the family medicine
center and the training provided by

the residency program. The merger has
brought to the family medicine center

a patient population with significant
chronic diseases and mental health
problems that will require the practice
to reconfigure its patient care delivery
system to emphasize continuous care
and chronic disease management under
a patient-centered medical home model.
Going forward, the center must identify
the appropriate clinical leaders and
empower them with clear and well-
defined lines of authority, accountability,
and governance structures within the
collaborative frameworl. It must also
promote the family medicine center as
an integral setting for training residents
and other health professional students in
patient care.

Going Forward

Connecting a clinical practice and
training program that are financially
struggling to an FQHC can help to
stabilize their financial base while
maintaining the role that academic

and inpatient ingtitutions play in their
management. Replicating our model
with other primary care residencies

in the United States also could help to
close the gap between the need for and
supply of primary care physicians serving
CHCs and other safety net providers.

In addition, training residents in a

CHC will give future physicians a better
understanding of the social determinants
of health and how community agencies
can promote the health of families and
communities.

Academic Medicine, Vol. 88, No. 5/ May 2013

To expand the number of community-
based training sites, however, will require
a review of the regulations governing
residency programs, many of which

now act as barriers to transforming

such practices to better align them with
the goals of primary care. Leaders also
should consider combining iunovative

approaches to training with new ways

of delivering care with the goal of ™
transforming training programs into
settings where research and development
in deploying policy initiatives takes
place, such as the patient-centered
medical home® and accountable care
organization models.’® Moreaver,

leaders should consider expanding this
mode! through the Teaching Health
Center Graduate Medical Education
prograim,* which is designed to increase
the number of primary care residents
and dentists trained in community-
based ambulatory patient care settings.
Pinally, we recommend that institutions -
considering such mergers continue to
study their effects on the cost of health
care, patients’ access to care, and the’
quality of care delivered.
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February 15, 2017
Dear Office of Healthcare Access;

On behalf of the Bridgeport Regional Business Council (BRBC), representing over 700 member companies in the
greater Bridgeport Area, | am writing to you today to support the Certificate of Need application of St. Vincent’s Medical
Center to transition the operation of its Family Health Center outpatient primary health care programs to the Southwest
Community Health Center, a Federally Qualified.Health Center serving residents in Bridgeport, -

Southwest Community Health Center is a Federally Qualified Health Center (FQHC) serving Greater Bridgeport.
Southwest serves all age groups, from children to seniors, with their target population being people living below 200%
of the Federal Poverty Level, uninsured area residents, low-income children and families, and other vulnerable groups,
All patients receive services regardless of their insurance status or ability to pay. in addition to primary medical,
behavioral and oral health care services, Southwest provides prevention and education services, screenings,
immunizations, case management, referrals, follow-up and community outreach.

In addition to its principal site in Bridgeport, Southwest operates seven Bridgeport School Based Health Center sites,
including the Read School Health Center, located one block from St. Vincent’s Medical Center. It.also operates four
additional health and mental health sites of care in Bridgeport.

The collaboration that St. Vincent's Medical Center and Southwest Community Health Center has developed is one
that will ensure that primary health care resources within Greater Bridgeport are maximized and coordinated. In
addition, Southwest is accredited as a Primary Care Medical Home, and brings with it benefits that a hospital-based
clinic cannot provide, including malpractice cost savings due to coverage through the Federal Tort Claims Act, reduced
costs for patients to purchase prescription drugs through the FQHC Section 340B drug program, and eligibility for
those primary care services to receive federal, state, and private grants for recruitment and other costs associated with
providing patient services at an FQHC.

An important community benefit will be the expanded and enhanced specialty care that St. Vincent's will provide to
patients of the clinic. This will reduce the current extended wait times for paflents to see specialty care providers in
critical specialties such as cardiology, neurology, gastroenterology and podiatry, for example. The combination of
these two organizations providing complementary services will help ensure that a majority of the health care needs ¢f

the community are being addressed.

In addition, the fransition helps to meet the triple aim of healthcare: providing hea[thcare at the rowest cost possible,
with the best quality outcomes and a high level of patient satisfaction.

This collaboration will expand and enhance services and reduce duplication of services, providing comprehensive
primary care, behavioral health and specialty care to patients served in this area.

"The BRBC urges you to support unconditionally this transition for the benefit of both this area’s patients and our Iocél
communities,

Sincerely,

/‘Mto;éra f"é‘lvgf«;fm

Mickey Herbert

President and CEO :
10 Middle Street, 14™ Floor, Bridgeport, Connecticut 08604

{203) 335-3800 (ph); (203) 266-0105 (fax); herbert@brbe.org
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City of Bridgeport

Department of Health & Social Services

959 Broad Street, Bridgeport, Connecticut 06604
Telephone (203} 576-7680 * Fax (203) 576-8311

, Maritza Bond, MPH
JOSEPH P. GANIM Director of Health and Social Services
WMayor ‘

February 21, 2017
Dear Office of Healthcare Access,

This letter is written to support the Certificate of Need application of St. Vincent’s Medical
Center to transition the operation of its Family Health Center outpatient primary health care
programs to the Southwest Community Fealth Center, a Federally Qualified Health Center
serving residents in Bridgeport. ‘ '

Southwest Community Health Center is a Federally Qualified Health Center (FQHC) serving
Greater Bridgeport. Southwest serves all age groups, from children to seniors, with their target
population being people living below 200% of the Federal Poverty Level, uninsured area
residents, low-income children and familjes, and other vulnerable groups. All patients receive
services. regardless of their insurance status or ability to pay. In addition to primary medical,
behavioral and oral health care services, Southwest provides prevention and education services,
screenings, immunizations, case management, referrals, follow-up and community outreach.

In addition to its principal site in Bridgeport, Southwest operates seven Bridgeport School Based
Health Center sites, including the Read School Health Center, located one block from St.
Vincent’s Medical Center. It also operates four additional health and mental health sites of care

in Bridgeport. . .

~

The collaboration that St. Vincent's Medical Center and Southwest Community Health Center

has developed is one that will ensure that primary health care resources within Greater

Bridgeport are maximized and coordinated. In addition, Southwest is accredited as a Primary
Care Medical Home, and brings with it benefits that a' hospital-based clinic cannot provide,
including malpractice cost savings due to coveragé through the Federal Tort Claims Act, reduced

costs for patients to purchase prescription drugs through the FQHC Section 340B drug program, .

and eligibility for those primary care services to receive federal, state, and private grants for
recruitment and other costs associated with providing patient services at an FQHC.
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An important community benefit will be the expanded and enhanced specialty care that St.
Vincent’s will provide to patients of the clinic. This will reduce the current extended wait times
for patients to see specialty care providers in critical specialties such as cardiology, neurology,
gastroenterology and podiatry, for example. The combination of these two organizations
providing complementary services will help ensure that a majority of the health care needs of the
community are being addressed. -

In addition, the transition helps to meet the triple aim of healthcare: providing healthcare at the
lowest cost possible, with the best quality outcomes and a high level of patient satisfaction. '

This collaboration will expand and enhance services and reduce duplication of services,
providing comprehensive primary care, behavioral health and specialty care to patients served in
this area.

I (we) urge you to unconditionally support this transition for the benefit of both this area's
patients and our local communities.

Sincerely,

8L

Maritza Bond, MPH
Director of Health

 City of Bridgeport

999 Broad St
Bridgeport, CT 06604
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ONE HUNDRED THIRTEENTH ASSEMBLY DISTRICT

3,56
S

State of Conmecticnt
HOUSE OF REPRESENTATIVES
_ STATE CAPITOL
REPRESENTATIVE JASON D. PERILLO HOUSE REPUBLICAN WHIP

MEMBER
EXECUTIVE AND LEGISLATIVE NOMINATIONS COMMITTEE
FINANCE, REVENUE AND BONDING COMMITTEE
PUBLIC HEALTH COMMITTEE

LEGISLATIVE OFFICE BUILDING, ROOM 4200
300 CAPITOL AVENUE
HARTFORD, CT 06106-1681

HOME: (203) 513-2153
TOLL FREE: (B00) 842-1423

CAPITOL: {860) 240-5700
Jason.Perillo@housegop.cl.gov

February 24, 2017

Dear Office of Healthcare Access,

- This letter is written to Support the Certificate of Need application of St. Vincent’s Medical Center to

transition the operation. of its Fam'ily Health Center outpatient primary health care programs to the

Southwest Communi{y Health Center, a Federally Qualified Health Center serving residents in

Bridgeport.

Southwest Community Health Center is a Federally Qualified Health Center (FQEC) serving Greater
Bridgeport. Southwest serves all age g1-oups, from children to seniors, with their target population being
people living below 200% of the Federal Poverty Level, uninsured area residents, low-income children
‘and families, and other vulnerable groups. All patients receive services regardless of their insurance

status or ability to pay. In addition to primary medical, behavioral and oral health care services,

~ Southwest provides prevention and education services, screenings, immunizations, case management,

referrals, follow-up and cormunity outreach.

In addition to its principal site in Bridgeport, Southwest operates seven Bridgeport School Based Health
Center sites, including the Read School Health Center, located one block from St. Vincent’s Medical

Center. It also operates four additional health and mental health sites of care in Bridgeport.

www.RepPerillo.com
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The collaboration that St. Vincent’s Medical Center and Southwest Community Health Center has
developed is one that will ensure that primary health care resources within Greatei Bridgeport are
maximized and coordinat'ed. In addition, Southwest is accredited as a Primary Care Medical que, and
brings with it benefits that a hospital-based clinic cannot provide, including malpractice cost savings due
to coverage through tﬁe Federal Tort Claims Act, reduced costs for patients to purchase prescription
drugs through the FQHC Section 340B drug program, and eligibility for those primary care services to

receive federal, state, and private grants for recruitment and other costs associated with providing patient -

- services at an FQHC,

An important community benefit will be the expanded and enhanced speci_élty care that St. Vincent’s
will provide to patients of the clinic. This will reduce the current extended wait times for patients to see
specialty care providers in critical specialties such as cardiology, neurology, gastroenterology and
podiatry, for example. The combination of these two organizations providing complementary services

will help ensure that a majority of the health care needs of the community are being addressed.

" In addition, the transition helps to meet the triple aim of healthcare: providing healthcare at the lowest

cost posmble with the best quality outcomes and a high level of patient satisfaction.
This collaboration will expand and enhance services and reduce duplication of services, providing

comprehensive primary care, behavioral health and specialty care to patients served in this area.

T urge you to unconditionally support this transition for the benefit of both this area's patients and our

local communities.

Sincerely,

JLD/L/

Jason Perillo
State Representative
Shelton, 113™ District

cc:  Dianne Auger, Senior Vice President

St. Vincent’s Medical Center
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State of Connecticut
HOUSE OF REPRESENTATIVES
" STATE CAPRITOL
HARTFORD, CONNECTICUT 081086-1591

Representative Christopher Rosario . CHAIRMAN

CHIEF MAJORITY WHIP BLACK & PUERTO RICAN CAUCUS
128" Assembly District :
Cily of Bridgeport } MEMBER
APPROPRIATIONS COMMITTEE
Legislative Office Building - EDUCATION COMMITTEE .
Hartford, Conneclicut 06106 - LABOR COMMITTEE
Office; (860) 240-1375 TRANSPORTAT|ON GOMMITTEE
Christopher.Rosario@cga.ct.gov - .
. APPROPRIATIONS SUBCOMMITTEE CHAIR
ELEMENTARY EDUCATION
February 2017

Office of Health Care Access
P.O. Box 340308

410 Capitol Avenue
Hartford, CT 06134

To WI_10 It May Concern,

This letter is written to support the Certificate of Need .application of St. Vincent’s Medical
Center to transition the operation of its Family Healtli Center outpatient primary health care
programs to the Southwest Community Health Center a Federally Qualified Health Center
serving residents in Bridgeport.

Southwest Community Health Center is a Federally Qualified Health Center (FQHC) serving
Greater Bridgeport. Southwest serves all age groups, from children to seniors, with their target
population being people living below 200% of the Federal Poverty Level, uninsured area
residents, low-income children and families, and other vulnerable groups. All patients receive !
services regardless of their insurance status or ability to pay. In addition to primary medical,
behavioral and oral health care services, Southwest provides prevention and education services,
screenings, immunizations, case management, referrals, follow-up and community outreach.

In addition to its principal site in Bridgeport, Southwest operates seven Bridgeport School Based
Health Center sites, including the Read School Health Center, located one block from St.
Vincent’s Medical Center. It also operates four additional health and mental health sites of care

in Bridgeport.
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The collaboration that St. Vincent’s Medical Center and Southwest Community Health Center
has developed is one that will ensure that primary health care resources within Greater
Bridgeport are maximized and coordinated. In addition, Southwest is accredited as a Primary
Care Medical Home, and brings with it benefits that a hospital-based clinic cannot provide,
including malpractice cost savings due to coverage through the Federal Tort Claims Act, reduced
costs for patients to purchase prescription drugs through the FQHC Section 340B drug program,
and eligibility for those primary care services to receive federal, state, and private grants for
recruitment and other costs associated with providing patient services at an FQHC.

An important community benefit will be the expanded and enhanced specialty care that St.
Vincent’s will provide to patients of the clinic. This will reduce the current extended wait times
for patients to see specialty care providers in critical specialties such as cardiology, neurology,
gastroenterology and podiatry, for example. The combination of these two organizations

" providing complementary services will help ensure that a majority of the health care needs of the

community are being addressed.

In addition, the transition helps to meet the triple aim of healthcale pnov:dmg healthcare at the
lowest cost poss1ble with the best quality outcomes and a high level of patient satisfaction.

This collaboration will expand and enhance services and reduce duplication of services,
providing comprehensive primary care, behavioral health and specialty care to patients served in

this area,

I (we) urge you to unconditionally support this transition for the benefit of both thls area's

patients and our local communities.

Sincerely,

Christopher Rosario _ ‘
State Representative — 128th District

cc: - Dianne Auger, Senior Vice President
St. Vincent’s Medical Center '
file
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United Way - | | UVEUN ”ED

of Coastal Fairfield County

February 8, 2017

Dear Office of Healthcare Access,

This letter is written to support the Certificate of Need application of St. Vincent’s Medical
Center to transition the operation of its Family Health Center outpatient primary health care
programs to the Southwest Comumunity Health Center, a Federally Qualified Health Center
serving residents in Bridgeport.

Southwest Community Health Center is a Federally Qualified Health Center (FQHC) serving
Greater Bridgeport. Southwest serves all age groups, from children to seniors, with their targst
population being people living below 200% of the Federal Poverty Level, uninsured area
- residents, low-income children and families, and other vulnerable groups. All patients receive j '
services regardless of their insurance status or ability to pay. In addition to primary medical,
‘behavioral and oral health care services, Southwest provides prevention and education services,
screenings, immunizations, case management, referrals, follow-up and community outreach.

In addition to its principal site in Bridgeport, Southwest operates seven Bridgeport School Based
Health Center sites, including the Read School Health Center, located one block from St.
Vincent’s Medical Center. It also opelates four additional health and mental health sites of care

in Bridgeport.

The collaboration that St. Vincent’s Medical Center and Southwest Community Health Center .
has developed is one that will ensure that primary health care resouices within Greater
Bridgeport are maximized and coordinated. In addition, Southwest is accredited as a Primary
Care Medical Home, and brings with it benefits that a hospital-based clinic cannot provide, :
including malpractice cost savings-due to coverage through the Federal Tort Claims Act, reduced
costs for patients to purchase presctiption drugs through the FQHC Section 340B drug program,
and eligibility for those primary care services to receive federal, state, and private grants for !
recruitment and othér costs associated with prov1d1ng patient services at an FQHC. ‘

An important comumunity benefit will be the expanded and enhanced specialty care that St.
Vincent’s will provide to patients of the clinic. This will reduce the current extended wait times
for patients to see specialty care providers in critical specialties such as cardiclogy, neurology,
‘ gastroenterology and podiatry, for example. The combination of these two organizations
providing complementary services will help ensure that a majority of the health care needs of the
conmunity are being addressed.

Bx5 Main Street © 10th Floor » Bridgeport, CT 06604-4915

tel 203-334-5106 © fax 203-334-3297
snitedwayeicorg
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Office of Healthcare Access
February 8, 2017
Page 2

In addition, the transition helps to meet the triple aim of healthcare: providing healthcare at the
lowest cost possible, with the best quality outcomes and a high level of patient satisfaction.

This collaboration will expand and enhance services and reduce duplication of services,
providing comprehensive primary care, behavioral health and specialty care to patients served in

this area.

T urge you to unconditionally support this transition for the benefit of both this area's patients and
our local communities. -

Most Sincerely,

Y

" Merle Berke-Schlessel, Esq.

President and CRO

MBS/dlr
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SOUTHWEST COMMUNITY HEALTH CENTER, INC.
AND

ST. VINCENT’S MEDICAL CENTER

LETTER OF INTENT
February 7, 2017

This Letter of Intent (this "LOI") sets forth the intentions and understanding of the parties with
respect to a transfer of certain assets of St. Vincent’s Medical Center (“St. Vincent’s”) to
Southwest Community Health Center, Inc. (“Southwest” and together with St. Vincent's, each a
“Party” and collectively, the “Parties”). Such transfer of certain assets of St. Vincent'’s to
Southwest is referred to herein as the “Contemplated Asset Transfer.”

L. Parties.

St. Vincent’s, located in Bridgeport, Connecticut, is a tertiary care hospital that provides
community-based primary care services, including internal medicine, women’s health
care services and pediatric care and some specialty services at its Lindley Street location
(“Clinic Location™) to the patients of the City of Bridgeport and the surrounding
communities (the “Community”). ~

Southwest, a federally qualified health center, also located in Bridgeport, provides
outpatient primary care services, including pediatrics, internal medicine, behavioral
healthcare, substance abuse, dental care and women’s health care services (“Primary
Care Services ) to individuals in need of such services int the Community.

IL Background.

Southwest believes that it can fulfill its health care mission by maintaining and expanding
access to the Primary Care Services in the Community by creating a satellite clinic which
it would operate at the Clinic Location. The Parties are fully committed to working
closely with each other to effectuate a transfer of care and certain assets relating to St.
Vincent’s clinic operations at the Clinic Location. From and after the closing of the
Contemplated Asset Transfer, it is contemplated that Southwest will provide primary care
services at the Clinic Location to the former patients of St. Vincent’s that have elected to
continue their treatment with Southwest at the Clinic Location as well as other new
community patients who seek services at the Clinic Location, and that Southwest will
continue to offer primary care clinical training experience for St. Vincent’s medical
residents in its graduate medical educational programs (the “Residents”) upon Southwest
beginning to provide Primary Care Services at the Southwest-operated Clinic Location.
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IIl.  Guiding Principles.

St. Vincent’s and Southwest share a mutual commitment to provide Primary Care
Services to members of the Community. The Parties recognize that the transfer of certain
of St. Vincent’s’ assets to Southwest will support their respective missions, identities and
community roles. The transfer of care is intended to be seamless and expand and
enhance the amount and type of Primary Care Services available to the Community.

IV. Confidentiality/Publicity.

That certain Confidentiality Agreement, dated February 4, 2016, by and between St.
Vincent’s and Southwest (the “Confidentiality Agreement”), a copy of which is attached
hereto as Annex A, is incorporated herein by reference.

Y. Access: Conduct of Business.

Each Party shall provide the other Party access to their respective facilities, books and
records and shall cause their respective officers, managers, employees, accountants and
other agents and representatives to cooperate fully with such other Party and its
representatives in connection with such other Party’s due diligence investigation related
to the Contemplated Asset Transfer. Each Party acknowledges and agrees that the scope
of its respective due diligence shall take into account such Party’s role in the transaction
as transferor or transferee, as applicable. Neither Party shall be under any obligation to
continue with its due diligence investigation or negotiations regarding the Definitive
Agreements (defined below) if, at any time, the results of its due diligence investigation
are not satisfactory to such Party for any reason in its sole discretion. If either Party
determines not to continue its due diligence investigation or negotiations, it shall notify
the other Party in writing and this LOI will terminate as of the date of such notice.

Until the Definitive Agreements have been duly executed and delivered by the Parties
(and as may be more fully set forth therein), or unti! the termination of the LOI as of the
Regulatory Approvals Date (as defined below) or the Outside Date (defined below) or as
set forth in the preceding paragraph, St. Vincent’s shall conduct its business at the Clinic
Location only in the ordinary course consistent with past practice and shall not engage in
any extraordinary transactions.

~ YL Expenses.

Each Party will be responsible for its own fees and expenses related to its evaluation of
and entry into the Contemplated Asset Transfer described herein, except as expressly
provided otherwise herein, or agreed to in writing. Notwithstanding the preceding
sentence, (i) St. Vincent’s will pay any and all fees and expenses related to obtaining the
Certificate of Need (as defined below), provided that Southwest will pay any and all fees
and expenses related to any legal or other advice it elects to obtain in connection with the
Certificate of Need; and (ii) Southwest will pay any and all fees and expenses related to
obtaining approval for the Change of Scope Request (as defined below).

'517269%v6
4851-8869-0496, v. 1 .
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VII. [Exclusivity; Right of First Refusal.

Prior to the expiration of this LOI, in accordance with the terms described herein, St.
Vincent’s agrees not to enter into any agreement involving the transfer of assets or
operations with respect to the-Clinic Operations with any other Federally Qualified -
Health Center or community health centers that receive funding under Section 330 of the
Public Health Service Act (“FQHCs"”), other than Southwest, unless Southwest first
receives a written offer from St. Vincent’s to engage in the same transaction on equal or
better terms than such other FQHC. Southwest will have fifteen (15) business days to
consider any such written offer.

YIII. General Terms.

Transfer of Assets: St. Vincent’s shall sell, transfer and convey to Southwest, and
Southwest shall acquire and accept from St. Vincent’s, certain assets
of St. Vincent’s, including such furniture, machinery, fixtures,
equipment, operational assets (but generally excluding contracts),
client lists, business and client records, and intellectual property
associated with the conduct of the St. Vincent’s’ services. and
identified pursuant to a mutually agreeable Asset Transfer
Agreement and related documents (collectively, the “Assets”™).

Medical Records: The Parties will enter into a Medical Records Custody Agreement

' " wherein Southwest agrees to maintain custody of the medical records
of St. Vincent’s patients cared for at the Clinic Location in
accordance with the applicable State and Federal regulatory
requirements.

Sublease: - Southwest shall sublease a portion of the premises leased by St.
Vincent’s at the Clinic Location under a certain Lease Agreement
dated as of December 11, 2006, by and between St. Vincent’s and
Roy Realty, L.L.C. (the “Landlord”), as amended (the “Lease”™),
pursuant to a sublease agreement by and between Southwest and St.
Vincent’s (the “Sublease™). The parties shall cooperate in good
faith with the Landlord to prepare the documentation effecting the
Sublease. Any leasehold improvement allowances under the Lease
shall be proportionally allocated to Southwest in connection with the
Sublease in a manner to be determined by the Parties in their sole
discretion and set forth in the Definitive Agreements.

Consideration: The consideration for the Contemplated Asset Transfer shall be the
agreement of Southwest to: (1) provide Primary Care Services,
including internal medicine, women’s health care services,

_ behavioral health and pediatric care to members of the community
served by St. Vincent’s; (2) enter into the Sublease; and (3) solely to
the extent expressly agreed to by Southwest in the Definitive
Agreements, assume certain clinical service obligations of> St.

3

5172699v6
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Vincent’s. In addition, (1) the Parties will discuss whether and the
extent to which St. Vincent’s would compensate Southwest for direct
and indirect graduate medical education expenses associated with the
teaching of medical residents who have clinical rotations at the
Southwest operated-Clinic Location; and (2) for a period of five (5)
years following the Closing Date, St. Vincent’s will pay to
Southwest certain subsidies in such amounts and on such terms and
conditions as shall be mutually agreed to by the Parties and provided
for in the Asset Transfer Agreement or other Definitive Agreement
(the “Community Benefit Grant”). In order to comply with certain -
safe harbor provisions for Federally Qualified Health Centers under
the Medicare Prescription Drug, Improvement, and Modermization
Act of 2003, such funds shall not place restrictions on patients’
freedom’ of choice or the independent medical judgment of health
care professionals providing services.

Employment Matters:  Southwest will advertise available employment positions at the
Southwest-operated Clinic Location, and St. Vincent’s will permit its
employees to be available to be interviewed by Southwest
concerning prospective employment by Southwest prior to the
Closing Date. Southwest will give hiring preference to employees of
St. Vincent’s that meet Southwest’s credentialing requirements and
employment policies over other prospective hires not affiliated with

. St. Vincent’s. Subject fo receipt and review of employment
applications, background and reference checks, any offer of
employment to an employee of St. Vincent’s shall (i) be made on
terms and conditions of employment as are reasonably determined
by Southwest, taking into account such employee’s current role, title
and compensation at St. Vincent’s, (ii) commence as of the Closing
Date (as defined below), and (iii) be contingent upon completion of
the closing of the Contemplated Asset Transfer. Effective as of the
Closing Date, St. Vincent’s will terminate the employment of all of
its employees who are employed by St. Vincent’s on the Closing
Date, and who accept such offers of employment and are hired by
Southwest.

Client Notices: For a period of nine (9) months following the Closing Date, St. -
Vincent’s will provide marketing services to inform current and
prospective clients of the Contemplated Asset Transfer and the
continuation of the provision of Primary Care Services at the
Southwest-operated Clinic Location, the type and extent of such
marketing services to be determined by the Parties in their sole
discretion and set forth in the Definitive Agreements. Promptly
following the Closing Date and subject to applicable laws and
regulations, St. Vincent’s shall deliver notices, in a form mutually
agreeable to the Parties, to each client of the Clinic Location within

5172695v6
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the period of three (3) years prior to the Closing Date, notifying them
of the closing of the Contemplated Asset Transfer.

Residency Program: Following the closing of the Contemplated Asset Transfer,
‘ Southwest will permit up to eight (8) residents, or such greater

number of residents as may be agreed by the Parties from time to
time, at any one time in internal medicine to rotate through and
receive training at the Southwest-operated Clinic Location.
Southwest acknowledges that the residents will provide services in
all respects in a manner consistent with the Ethical and Religious
Directives for Catholic Health Care Services as published by the
United States Conference of Catholic Bishops, Washington, D.C. of
the Roman Catholic Church or its successor as amended from time to
time and as interpreted by Bishop of the Diocese of Bridgeport. A
copy of such Directives is available at
http://www.uscch.org/about/doctrine/ethical-and-religious-
directives/. In the event that a resident is limited in the care he or -
she may provide to a patient of the Clinic Location by virtue of the
Ethical and Religious Directives for Catholic Health Care Services,
such resident shall be required to refer the patient to a qualified |
Southwest provider at the Clinic Location who can provide the
medical service. St. Vincent’s will continue to manage the resident
rotation program; provided, however, Southwest will retain
responsibility for all patient services rendered by the residents.
Notwithstanding, St. Vincent’s shall maintain professional liability
coverage for the residents who provide services at the Southwest-
operated Clinic Location. The agreement between the Parties with
respect to the residency program will be set forth in a separate
agreement between the Parties (the “Residency Agreement”).

Teaching Physicians: Teaching physicians for residents at the Southwest-operated Clinic
Location will be St. Vincent’s teaching physicians leased or
otherwise contracted to Southwest. The Parties will enter into an
agreement, on terms acceptable to the Parties in their sole discretion,
addressing such. leasing or other contractual arrangement (the
“Teaching Physician Agreement”).

Specialty Services: The Parties will discuss the possibility of St. Vincent’s providing
certain specialty services at the Southwest-operated Clinic Location
for patients of Southwest at the Clinic Location. Southwest shall be
responsible for contracting directly with a third-party for the
provision of women’s health care services.

Operating Committee:  During the five (5) year period associated with the Community
Benefit Grant, the Parties ‘shall form a joint advisory committee
focused on coordinating services at the Clinic Location in a manner .
that enhances quality, access, patient outcomes and the cost-

5
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effectiveness of care (the “Operating Committee”). The size and
charter of the Operating Committee will be determined by the
Parties.

Quality

Committee: For as long as St. Vincent’s provides specialty services at the
Southwest-operated Clinic Location, the Parties shall form a quality
~ committee focused on the quality and safety of clinical services
‘provided at the Clinic Location (the “Quality Committee”). The size
and charter of the Quality Committee will be determined by the
Parties.

Definitive Documents: ~ The Parties shall prepare initial drafts of the Asset Transfer
Agreement and related documents, including but not limited to a Bill
of Sale, Medical Records Custody Agreement, Sublease, Residency
Agreement, Teaching Physician Agreement, Form of Patient Notice
and Charter of the Joint Operating Committee (collectively, the
“Definitive Agreements™), containing reasonable and customary
representations, warranties, indemnities, conditions, covenants and
agreements by St. Vincent’s and Southwest.

Regulatory Matters:  The parties anticipate that certain government and/or regulatory
approvals will be required to consummate the Contemplated Asset
Transfer. Southwest agrees to cooperate (in accordance with Section
4 of the Confidentiality Agreement) with St. Vincent’s’ efforts to
obtain a Certificate of Need (the “Certificate of Need”) from the
State of Connecticut Office of Health Care Access to terminate
providing healthcare services in Connecticut at the Clinic Location.
In addition, Southwest will file a Change of Scope request (the
“Change of Scope Regquest”) with the Health Resources & Services
Administration (the “HRSA™) in order to begin providing services at
the Clinic Location. The parties agree to work in good faith to
obtain the Certificate of Need and HRSA approval for the Change of
Scope Request as soon as possible, but in any event before
September 30, 2017 (the “Regulatory Approvals Date”).

Conditions to Closing:  The closing of the Contemplated Asset Transfer shall be subject to
the following conditions:

1. Execution of the Definitive Agreements, on mutually
agreeable terms and conditions, with respect to the Contemplated
Asset Transfer and related documentation;

2. Completion by each of Southwest and St. Vincent’s and
their respective representatives of a due diligence investigation
of the other Party, the results of which are satisfactory to

.
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Southwest and St. Vincent’s, as the case may be, in its sole
discretion;

3. No material adverse change in St. Vincent’s or Southwest’s
business, condition, assets, operations or prospects;

4. Receipt of the Certificate of Need approval and HRSA
approval of the Change of Scope Request; and

5. Receipt of any necessary internal and third party approvals,
consents, permits, licenses, etc. (including, without limitation
any appllcable regulatory and/or governmental agency approvals
and landlord consent to the Sublease).

Subject to the satisfaction of all conditions precedent to closing, the
Parties intend that the Contemplated Asset Transfer described in this
LOI shall close on or about September 30, 2017 (the “Closing
Date™).

This LOI is not intended to constitute a complete statement of the Contemplated Asset Transfer
and does not create a legally binding agreement or commitment of either Party, except as to this
paragraph, and Sections IV, V, VI and VII hereqf, each of which is intended to be legally
binding. This LOI may be executed in any number of counterparts, each of which shall be
deemed an original, but all of which shall constitute one and the same instrument. The executed
counterparts may be delivered by PDF or facsimile and such PDF or facsimile counterparts shall
be deemed originals, This LOI shall be governed and construed and enforced in accordance with
the laws of the State of Connecticut, without regard to conflicts of laws principles. The binding
provisions of this LOI shall be binding upon and inure to the benefit of the parties hereto and
their respectlve helrs executors, legal representatives, successors and permitted assigns. The -
binding provisions of this LOI may be amended, modified, changed, waived, discharged, or
terminated only by an instrument in writing signed by the Party against which such amendment,
modification, change, waiver, discharge or termination is sought to be enforced. Unless sooner
termmated in accordance with the terms hereof, this LOI shall expire and terminate as of
December 31, 2017 (the “Outside Date”), or, if either the Certificate of Need or the approval of
the Change of Scope Request is denied, this LOI shall expire and terminate as of ten (10) days
after the denial date, unless the Parties mutually agree in writing to extend the LOI term.

[Signature page follows.]
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IN WITNESS WHEREQF, the parties have executed this LOI as of the date set forth
above.

SoUTHEWEST COMMUNITY HEALTH CENTER, INC.

- V
By: “7\%71’@%@ LS ‘ AL o
Name: ﬂ:.ﬁl-&{f he 5. %ca;\/on e _
Title: '&09\‘MU+ : / ¢ &O r

ST. VINCENT’S MEDICAL CENTER

By: K @/ & %
Name: Vincerd C. Cﬁ-ﬁaﬂuq
Title: Pmﬁ(ﬂ&d*ani (=0
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CONFIDENTIALITY AGREEMENT

CONFIDENTIALITY AGREEMENT, dated as of February Y, 2016, by and among
St. Vincent’s Medical Center (“Sft Vincent’s”) and Southwest Commumty Health Center Inc.
(“Southwest”).

WHEREAS, 8t. Vincent’s and Southwest (collectively, the “Parties” and each, a “Party”) desire
to enter into discussions for the purpose of exploring a potential alignment strategy with respect to
St. Vincent’s Family Health Clinic (the “Potential Alignment); and

WHEREAS, the Parties intend such discussions to be conﬁdential and may disclose certain
confidential and proprietary information to each other in connection with their discussions regarding the
Potential Alignment; and

WHEREAS, the Parties desire to enter into this Agreement to protect the confidentiality of such
discussions and information..

NOW THEREFORE, in consideration of the agreements contained herein, and for other good and
valuable consideration, the receipt and sufficiency of which are hereby ackrowledged, the Parties hereby
agree as follows:

1. Confidentiality.

a. The Parties each agree not to disclose this Agreement, the subject matter of this
Agreement or any potential transactions or dealings contemplated hereby to any third parties except for
their professional, legal and financial advisors, officers, directors, senior management and executive
employees. In the case of St. Vincent’s, this exception also includes Ascension Health and its affiliates
" (and their respective professional, legal and financial advisors, officers, directors, senior management and

-executive employees) and St. Vincent’s President’s/Strategic Council. Each Party shall be responsible to

ensure that any individuals receiving information related to the Potential Alignment shall themselves
abide by the terms of this Agreement.

b. The Parties further recognize and agree that certain confidential and proprietary
information relating to the operations of the Parties and their affiliates (such confidentidl and proprietary
information is hereinafter referred to as the “Confidential Information”) may have been or may be
exchanged between the Parties in the conduct of their discussions, Confidential Information, in whatever
form, media or stage of development may include, without limitation, financial statements of each Party
and such Party’s affiliates, the number of procedures and charges for such procedures in.such Party’s
existing health care facilities, summaries and projections, marketing reports, planning and operational
materials, plans and specifications, forms of contracts and agreements, intellectual and intangible property
of such Party, trade secrets, the identity of vendors of goods and services and the terms by which vendors
supply goods and services to such Party, information concerning budgeting models and analyses, program
and data bases, patient lists, price lists and data relating to the pricing of services marketed or provided by
such Party or any of its affiliates, information contained in procedural manuals, memoranda, guides,
computer programs and records and the operations of such Party, any information marked “Confidential”
by the Party disclosing such information and any information disclosed in writing without a
conspicuously designated “Confidential” or “Proprletary” that would be apparent to a reasonable person,
familiar with the Party’s business and the industry in which it operates, that such information is of a
confidential or proprietary nature the maintenance of which is important to the Party. A Party receiving
Confidential Information is referred to herein as the “Receiving Party.” A Party disclosing Confidential
Information is refetred to herein as the “Disclosing Party.”
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c. All Confidential Information at all times shall be maintained by the Receiving Party as
confidential consistent with the terms of this Agreement and, without the appropriate prior written
consent of the Disclosing Party, shall not be used for any purpose other than in support of efforts to
explore possible dealings related to the Potential Alignment.

d. Notwithstanding any provisions of this Agreement, no obligation of confidentiality shall
exist as to:

(@) information or materials that are in the public domain at the time of the
disclosure by the Disclosing Party to the Receiving Party or thereafter become part of the public
domain throngh no act or omission of the Receiving Party;

(i) information that the Receiving Party can demonstrate was already in its
possession prior to the date of disclosure hereunder and was not suh_;ect to any obhgatlon of
confidentiality,

(iii)' information that was lawfully disclosed to the Receiving Party after the date
hereof by a third party who has a lawful right to disclose such information and is not subject to
any confidentiality obligations;

(iv)  information independently developed by the Receiving Party without reliance on
the Confidential Information provided by the Disclosing Party; or

) information approved for release by written authorization of the Disclosing Party,
but only to the extent of such authorization, .

e If a Receiving Party is requested or required by a governmental agency or instrumentality
to disclose any Confidential Information, such Receiving Party will provide the Disclosing Party with
prompt notice of such request so that the Disclosing Party may seek any appropriate protective orders
and/or waive compliance with the provisions of this Agreement. If a protective order cannot be obtained
or a waiver is not provided, but the Receiving Party is still required to disclose Confidential Information
to the government agency or instrumentality, the Receiving Party will furnish only that portion of the

Confidential Information that it is advised by counsel.is legally required and, at the request of the

Disclosing Party, will use reasonable efforts to obtain assurance that confidential treatment will be
accorded such Confidential Information, it being understood that such reasonable efforts shall be at the
cost and expense of the Disclosing Party.

f."  Confidential Information provided by a Disclosing Party shall be deemed to be the

property of the Disclosing Party. This Agreement shall not be interpreted or construed as granting any
license or other right under or with respect to any trade secret or other proprietary right of the Disclosing
Party.
g The Receiving Party acknowledges that the Confidential Information received from the
Disclosing Party hereunder constitutes valiable confidential, commercial, business and proprietary
information of the Disclosing Party and that serious economic disadvantage or irreparable harm may
result for the Disclosing Party if the Receiving Party breaches its nondisclosure obligations under this
Agreement. Accordingly, in the event of threat of disclosure of any Confidential Information, or breach
of this Agreement by the Receiving Party, the Disclosing Party shall be entitled to injunctive relief,
specific performance and other equitable relief, without proof of monetary damages or the need to post a
bond.

o —
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h. The Receiving Party understands and acknowledges that neither the Disclosing Party nor
any of its representatives makes any representation or warranty, express or implied, as to the accuracy or
completeness of the Confidential Information. The Receiving Party agrees that neither the Disclosing
Party nor any of its representatives shall have any liability to the Receiving Party or to any of its
representatives relating to or resulting from the use of the Confidential Information or any errors therein
or omissions therefrom, it being understood and agreed that any representations or warranties with respect
to such Confidential Information shall be set forth in the definitive documents with respect to a Potential
Alignment when, as and if executed between the Parties (“Definitive Documents™).

i. If the Parties discontinue discussions or agree not to enter into a Potential Alignment, or
if a Disclosing Party requests the return of its Confidential Information at any time for any reason, the
Receiving Party will return to the Disclosing Party all Confidential Information and copies thereof
(regardless how such Confidential Information or copies are maintained) in the Receiving Party’s
possession. Notwithstanding the return of any Confidential Information to the Disclosing Party or any
termination or expiration of this Agreement, the rights and obligations of the Parties with respect to
confidentiality of the Confidential Information, including but not limited to any Confidential Information
that remains in the possession of a Receiving Party, shall survive.

-2, Publicity, Neither of the Parties hereto nor their affiliates will make any public announcement

and will keep strictly confidential the existence of this Agreement and the discussions regarding the
Potential Alignment, and will not issue any press release or other public statement relating thereto,
without the express consent of the'other Party hereto.

3. Binding Commitment. The terms of this Agreement ate intended to create legal and binding
obligations of the Parties; provided, however, that this Agreement does noft, and is not intended to create,
any legal obligation of any Party to continue discussions regarding a Potential Alignment, to eater into
any Potential Alignment or to obligate any Party to refrain from entering into any agreement or
negotiation with any third party.

4, Expenses; . BEach Party shall be responsible for its own legal, consulting and other expenses
incurred in connection with the negotiation of this Agreement and of discussions regarding any Potential
Alignment, as well as the negotiation of the Definitive Documents and the consummation of any Potential
Alignment, unless the Parties otherwise agree in writing. If the Parties enter into Definitive Documents

with -respect to a Potential Alignment, and if the Potential Alignment described in the Definitive
Documents would require certificate of need approval by the State of Connecticut Department of Public
Health Office of Health Care Access (“CHCA™), (i) Southwest acknowledges and agrees that it will be a
co-applicant with St. Vincent's on the certificate of need application filed with OHCA and agrees to "
cooperate with St. Vincent’s in the preparation of such application and participate in any hearing or '
appeal associated with such application as requested by St. Vincent’s, and (ii) Southwest shall not be
required to incur any costs or expenses associated with St. Vincent’s preparation of, or any filing fees
associated with, such application; provided, that Southwest shall be solely responsible for costs or
expenses associated with any legal, consulting or other services Southwest chooses fo obtain in
connection with the cooperation or participation described in clause (i) of this sentence.

5. Governing Law. This Agreement shall be governed by the substantive laws of the State of
Conniecticut without regard to the conflicts of law principles thereof. The Parties comsent to the
jurisdiction of the courts of the State of Connecticut and of any federal court located in Connecticut in
connection with any action or proceeding arising out of this Agreement. The Parties waive any objection
they may have to the laying of venue in the state or federal courts located in Fairfield County,
Connecticut in connection with any action or proceeding arising out of this Agreement.
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6. Entirety. This Agreement constitutes the entire understanding and agreement between the Parties
with respect to its subject matter and supersedes all prior or contemporaneous agreements,
representations, warranties and understandings of the Parties, whether oral or written.

7. Miscellaneous. Neither Party may transfer or assign all or any of its rights, obligations or benefits
hereunder in whole or in part to any third party, without the prior written consent of the other Party,
except that St. Vincent’s may assign its rights hereunder to an entity confrolling, controlled by or under
common control with St, Vincent’s, This Agreement may be amended only by written agreement, signed
by a duly authorized officer of each Party. This Agreement may be executed in counterparts (and the
same may be delivered by means of facsimile or pdf file), each of which shall be deemed an original and
to constitute one and the same instrument, No failure or delay by a Party in exercising its rights
hereunder shall operate as a waiver or preclude any further or other exercise of such rights. The
unenforceability of any provision of this Agreement shall not affect the validity or enforceability of any
other provisions of this Agreement, which shall remain in full force and effect, and the unenforceable
provision shall be deemed modified to the minimum extent required to permit its enforcement in a manner
most closely approximating the intention of the Parties as expressed herein.

8. Compliance. The Parties wish to comply with applicable trade regulation and antitrust laws. The
exchange of Confidential Information as contemplated by this Agreement is simply to facilitate
discussions with respect to the Potential Alignment as set forth above. The Parties agree that for the
purpose of such discussions the following topics shall not be discussed or any information relating thereto
shared between the Parties unless and until the Parties have determined whether a procedure for the
exchange of such information is necessary and have agreed upon such procedure:

fee schedules, pricing, rate or other reimbursement information;
salaries and benefits;
marketing plans, market evaluations or strategic plans; ‘
- material strategic or proprietary information about present or future patients, and referral
sources; -
negotiations with payors such as insurance companies and managed care plans; and

pp o

he

Parties.

The Parties acknowledge and agree that they remain as competitors and that they shall operate their
respective businesses in the ordinary course of business at all times while this Agreement is in effect.
Notwithstanding the foregoing, the Parties acknowledge that, depending on the structure of a Potential

Alignment, Definitive Documents may need to address the transition of patients or employees, or other '

matters relating to the transition of care, and the Parties agree to reasonably cooperate with each other,
subject to applicable legal requirements, with respect to these matters.

9. HIPAA. Notwithstanding any provision of this Agreement to the contrary, the Parties agree to
comply with all state and federal laws and regulations concerning the confidentiality of individually
identifiable healthcare information, including, but not limited to, the Health Insurance Portability and
Accountability Act of 1996, as amended (“HIPAA™), and the regulations promulgated thereunder.

Evaluation of the Con_ﬁdentlal Information shall be considered part of the healthcare operations of the
Parties hereto, provided that the Parties will not disclose to each other protected patient health information
of a particular patient.
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IN WITNESS WHEREOF, the Parties have executed this Agreement as of the date set forth above.

ST. VINCENT'S MEDICAL CENTER

By:
Name: StohrfMarcus, MD. - ~
Title: President and Chief Executive Officer

SOUTHWEST COMMUNITY HEALTH CENTER,
INC.

By:
Name:
Title:
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IN WITNESS ‘WHEREOF, the Parties have executed this Agreement as:of the date sct forth above.

ST. VINCENT’S MEDICAL-CENTER:

By}
Name: -Stuatt Marcus, M.D:.
Title: Presidentand Chief Exgcutive Officer

SOUTAWEST COMMUNITY HEALTH CENTER,
ING.

By: St hoinesS: %f’/{am) :
Néitier Raflharpde S. %i'.cm?omé '
Title: Preesde ot e
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CHARITY CARE POLICIES
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Summary of Financial Assistance Policy

St. Vincent's Medical Center has a commitment to and respect for each person’s dignity with a special concern

for those who struggle with barriers to access healthcare services. St. Vincent’s Medical Center has an equal
commitment to manage its healthcare resources as a service to the entire community. In furtherance of these
principles, St. Vincent's Medical Center provides financial assistance for certain individuals who receive emergency
or other medically necessary care from St. Vincent’s Medical Center This summary prowdes a brief overview of St.
Vincent'’s Medical Center Financial Assistance Pollcy

Who Is Eligible? .
You may be able to get financial assistance. Financial assistance is generally determined by your total household

income as compared to the Federal Poverty Level. If your income is less than or equal to 250 % of the Federal
Poverty Level, you will receive a 100% charity care write-off on the portion of the charges for which you are
responsible, except for a small flat charge for services] . If your income is above 250 % of the Federal Poverty

Level but does not exceed 400 % of the Federal Poverty Level, you may receive discounted rates on a sliding scale.
Patients who are eligible for financial assistance will not be charged more for eligible care than the amounts generally
billed to patients with insurance coverage.,

What Services Are Covered?
The Financial Assistance Policy applies to emergency and other medically necessary care, These terms are defined in
the Financial Assistance Policy. Elective services are not covered by the Financial Assistance Policy.

How Can | Apply?
To apply for financial assistance, you typically will complete a written application and provide supporting
documentation, as described in the Financial Assistance Policy and the Financial Assistance Policy application.

How Can | Get Help with an Application?

* For help with a Financial Assistance Policy applicatnon you may contact Charity Fmancral Counselor at 203-576- -

6257,

How Can | Get More Information?

Copies of the Financial Assistance Policy and Financial Assistance Pohcy application form are available at
stvincents.org/financial-assistance and at the Charity Financial Counselor and Patient Access depariment. Free
copies of the Financial Assistance Policy and Financial Assistance Policy application aiso can be obtained by mail by
Contacting Charity Financial Counselor 203-576-6257 also Patient Access 203-576-5074 and Customer Service 203-
576-5384. Additional information about the Financial Assistance Policy also is available at Charity Financial Counselor
at St. Vincent's Medical Center or by telephone at 203-576-6257.

What If | Am Not Eligible?
If you do not qualify for financial assistance under the Financial Assistance Policy, you may qualify for other types of
assistance. For more information, please contact Charity Financial Counselor at St. Vincent’s Medical Center or by

" telephone at 203-576-5384

Translations of the Financial Assistance Policy, the Financial Assistance Policy application, and this plain language
summary are available in the following languages upon request: English, Spanish and Portuguese.

goritor hands / SHARPER MINDS

Elizabeth Pereira - Charity Counselor Patient Acceis_s ' | '_
(203) 576-6257 / F (203) 382-2430 StVlI]C(‘)Ilt S
2800 Main Street, Bridaeport, CT, 06606 / eperatraOst\flncents org Mgdtcal Center o,
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ST. VINCENT’S MEDICAL CENTER

FINANCIAL ASSISTANCE POLICY
Effective as of July 1, 2016

POLICY/PRINCIPLES

It is the policy of St. Vincent’s Medical Center (the “Organization™) to ensure a socially just
practice for providing emergency or other medically necessary care at the Organization’s
facilities. This policy is specifically designed to address the financial assistance eligibility for
patients who are in need of financial assistance and receive care from the Organization.

L.

All financial assistance will reflect our commitment to and reverence for individual human
dignity and the common good, our special concern for and solidarity with persons living in
poverty and other vulnerable persoms, and our commitment to distributive justice and
stewardship.

This policy applies to all emergency and other medicaily necessary services provided by the
Organization, including employed physician services and behavioral health. This policy does
not apply to .payment arrangements for elective procedures or other care that 1s not
emergency care or otherwise medically necessary.

The List-of Providers Covered by the Financial Assistance Policy provides a list of any
providers delivering care within the Organization’s facilities that specifies which are covered
by the financial assistance policy and which are not.

o~

DEFINITIONS

For the purposes of this Policy, the following definitions apply:

e “501(r)” means Section 501(r) of the Internal Revenue Code and the regulations
promulgated thereunder.

s “Amount Generally Billed” or “AGB” means, with respect to emergency or other
medically necessary care, the amount generally billed to individuals who have insurance
covering such care.

¢ “Community” means the City of Brldgeport Connecticut, and the Towns of Falrﬁeld
Easton, Monroe, Trumbull and Stratford, Connecticut.

¢ “Emergency Care” means care to freat a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain, psychiatric disturbances and/or
symptoms of substance abuse) such that the absence of immediate medical attention may
result in:

a.  Placing the health of the individual (or, with respect to a pregnant woman, her unborn
child) in serious jeopardy; or

b.  Serious impairment to bodily functions; or

¢.  Serious dysfinction of any bodily organ or part; or

d. Withrespect to a pregnant woman who is having contractions —

Page 1 of 6
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1. That there is inadequate time to effect a safe transfer to another hospital before
delivery; or

2. That transfer may pose a threat to the health or safety of the woman or the unborn
child.

¢ “Medically Necessary Care” means care that is determined to be medically necessary
following a determitation of clinical merit by a licensed provider. In the event that care
lequested by a Patient covered by this policy is determined not to be medically necessary
by a reviewing physician, that determination also must be confirmed by the admlttmg or
referring physician:

s “Qrganization” means St. Vincent’s Medical Centcl

¢ “Patient” means those persons who receive emergency or medically necessary care at the
Organization and the person who is financially responsible for the care of the patient.

Financial Assistance Provided

Financial assistance described in this section is limited to Patients that live in the Community:

1.

Page 2 of 6

Patients with income less than or equal to 250% of the Federal Poverty Level (“FPL”),
will be eligible for 100% charity care write off on that portion of the charges for
services for which the Patient is responsible following payment by an insurer, if any.
At a minimum, Patjents with incomes above 250% of the FPL but not exceeding 400%
of the FPL, will receive a sliding scale discount on 'that portion of the charges for
services provided for which the Patient is responsible following payment by an insurer,
if any. A Patient eligible for the sliding scale discount will not be charged more than
the calculated AGB charges. The sliding scale discount is set forth on Attachment 1to
this Policy.
Patients with demonstrated financial needs with income greater than 400% of the FPL
may be eligible for consideration under a “Means Test” for some discount of their
charges for services from the Organization based on a substantive assessment of their
ability to pay. To complete the “Means Test” assessment, St. Vincent’s Medical Center
will require the following documentation:

a. household family size

b. annual income

¢. household expenses

d. medical expenses

e.- disability expenses
A Patient eligible for the “Means Test” discount will not be cha1ged more than the
calculated AGB charges.
Eligibility for financial assistance may be deteunmed at any point in the revenue cycle
and may include the use of presumptive scoring to determine eligibility notw:thstandmg

an applicant’s failure to complete a financial assistance application (“FAP

Application™).

Eligibility for financial assistance must be determined for any balance for Whlch the
patient with financial need is responsible.

The process for Patients and families to appeal an Organization’s decisions regarding
eligibility for financial assistance is as follows:

4832-1043-9731, v. 1
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a. The patient or family member may submit a letter in writing to the St. Vincent’s
Medical Center’s Charity Appeals Committee (the “Appeals Committee™)
appealing the financial assistance decision. The financial assistance decision
will include instructions on how to submit a request to the appeals committee.

b. All appeals will be considered by the Appeals Committee, and decisions of the
Appeals Committee, will be sent in writing to the Patient or family that filed the
appeal.

QOther Assistance for Patients Not Eligible for Financial Assistance

Patients who are not eligible for financial assistance, as described above, still may qualify for
other types of assistance offered by the Organization. In the interest of completeness, these other
types of assistance are listed here, although they are not need-based and are not intended to be
subject to 501(r) but are included here for the convenience of the community served by St.
Vincent’s Medical Center. :

1. Uninsured Patients who are not eligible for financial assistance will be provided a
discount based on the discount provided to the highest-paying payor for that
Organization. The highest paying payor must account for at least 3% of the
Organization’s population as measured by volume or gross patient revenues. If a single
payor does not account for this minimum level of volume, more than one payor contract
should be averaged such that the payment terms that are used for averaging account for
at least 3% of the volume of the Organization’s business for that given year.

2. Uninsured and insured Patients who are not eligible for financial assistance may receive
a prompt pay discount. The prompt pay discount may be offered in addition to the
uninsured discount described in the immediately preceding paragraph.

3. Free Bed Funds — are gifts provided to the Organization to endow a “free bed” that can

be used to provide medical care to those who cannot afford it. It is not a governmental

program but a charitable donation administered by the Organization.
4. Other Assistance Funds such as, but not limited to, grants and St. Vincent’s Medical
Center Foundation, Inc. (Swim Across the Sound). '

To be ehglble for the Free Bed Fund and Other Assistance Funds, a patient must meet the

' specific criteria of the fund See Attachment 2.

Limitations on Charges for Patients Eligible for Financial Assistance

Patients eliéib]e for Financial Assistance will not be charged individually more than AGB for

emergency and other medically necessary cate and not more than gross charges for all other
medical care. The Organization calculates one or more AGB percentages using the “look-back”
method and including Medicare fee-for-service and all private health insurers that pay claims to
the Organization, all in accordance with 501¢r). A free copy of the AGB calculation description
and percentage(s) may be obtained by contacting the Charity Financial Counselor at
St. Vincent’s Medical Center at 203-576-6257, in writing at 2800 Main Street, Bridgeport CT,
06606, Attention: Charity Financial Counselor or emailing Financial Assistance@Stvincents.org.

Page 3 of 6
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Applying for Financial Assistance and Qther Assistance

A Patient may qualify for financial assistance through presumptive scoring eligibility or by
applying for financial assistance by submitting a completed FAP Application. A Patient may be
denied financial assistance if the Patient provides false information on a FAP Application or in
connection with the presumptive scoring eligibility process. The FAP Application and FAP
Application Instructions are available on line at stvincents.org/financial-assistance or by
contacting the Charity Financial Counselor at St. Vincent’s Medical Center at 203-576-6257, in
writing at 2800 Main Street, Bridgeport CT, 06606, Attention: Charity Financial Counselor or

emailing Financial. A ssistance@Stvincents.org.

Billing and Collections

The actions that the Organization may take in the event of nonpayment are described in a
separate billing and collections policy. A free copy of the billing and collections policy may be
obtained by calling the Patient Customer Service Call Center at 203-576-5384, in writing at 2720
Main Street, Bridgeport CT, 06606 Attention: Customer Service Department or visit us on line at
stvincents.org/financial-assistance.

Interpretation

This policy is intended to comply with 501(t), except where specifically indicated. This policy,
together with all applicable procedures, shall be interpreted .and applied in accordance with
501(r) except where specifically indicated,

Pege 4 of 6
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Attachment 1
ST. VINCENT’S MEDICAL CENTER

SLIDING SCALE DISCOUNT.
Effective as of July 1, 2016’

Based on Federal Poverty Guidelines (FPL)
| Hospital Based [npatient & Outpatient Services

Monthly Income 250% 350% | 400%
Charity Care

Family Size 1 2,475 3,465 3,960
2 3,338 4,673 5,340
3 4,200 - 5,880 . 6,720
4 5,083 7,088 8,100

¢ 5 5,925 8,295 0,480

6 6,788 9,503 10,860
7 7,652 10,713 12,243
8 8,51¢ 11,926 13,630

Annual Income

Income as a % of FPL 250% 350% 400%

Family Size 1 $29,700 41,580 47,520
2 $40,050 £6,070 64,080
3 $50,400 70,560 80,640
4 $60,750 85,050 97,200
5 $71,100 99,540° 113,760

] $81,450 114,030 130,320 |,

7 $91,825 128,555 146,920 |
8 $102,225 143,115 163,560

8VHS Discount 100% 80% 70%

Page 5 of 6
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Attachment 2

St. Vincent’s Medical Center
Free Bed Funds

Below is a listing of the Free Bed Funds listing of St Vincent’s Medical Center,

If you believe you may qualify for one of the Free Bed funds listed below, you may request to

have your case for financial assistance presented to St. Vincent’s Medical Center. The Executive Director
of Revenue Cycle has the authority to grant fiee bed fimds based on financial and personal need. To
obtain further information, including ar application, please contact a Financial Counselor at 203-576-

6257,

Baker Fund . ' _
Available to Bridgeport Fire & Police Departments. The patient must present verification that

he/she is a member of the Bridgeport Fire or Police department.

Harral Fund : .
Member of St. Augustine’s Parish. The patient must present a letter from St. Augustine’s

Parish (Bridgeport, CT) confirming patient’s membership status.

Hubbell Fund
Alumni of St. Vincent’s College or Bridgeport Hospital School of Nursing, who reside in

Bridgeport and are active in the Nursing of the Sick.

Klein Fund . .
Funds to assist pediatric patients. Must provide a copy of patient’s birth certificate or Baptismal

certificate. )

Ladies of Charity Fund

Letter verifying membership in the Ladies of Charity organization.

Conlin Fund :
Assistance for low-income patients. Must provide proof of income and assets and a letter of

denial from available third party sources.

Brodbeck Fund ‘ .
" Emergency room services. Must provide proof of income and assets and a letter of denial from

available third party sources.

Page 6 of 6
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W- SOUTHWEST

CAMMUNITT NCARPA ELareT

THE SLIDING FEE DISCOUNT POLICY

Sliding Fee Discount Schedule {SFDS})

Patients either uninsured or underinsured who have personal or household income below
the 200% of Federal Poverty Level (FPL) are eligible to receive Sliding Fee Discount on
services provided by SW.

A corresponding SFDS to the fees must be established and be based on a patient’s ability to
pay. ‘

The SFDS must correspend to the SW established fee schedules.

Efigibility for the SFDS is based only on a patient’s annual income and family size under the
U.S. Department of Health and Human Services (HHS) annual Federal Poverty Guidelings
(FPG)

Family is defined as: a group of two people or more {one of whom is the householder)
related by birth, marriage, or adoption and residing together; all such people {including
related subfamily members) are considered as members of one family, *(Source; NHSC
SFDP Mar. 2016)

Income includes: earnings, unemployment compensation, worker’s compensation, Social

. Security Income, Supplemental Security Income, public assistance, veteran’s payments, .

survivor benefits, pension or retirement income, interest, dividends, rents, royalties,

. income from estates, trusts, educational assistance, alimony, child support, assistance from

outside the household, and other miscellaneous sources. Noncash benefits (such as food
stamps and housing subsidies) do not count. * {Source; NHSC SFDP Mar. 2016)

Patient will fill out Sliding Fee Eligibility Form, sign it and provide required documentation to
qualify for the discount.
Income ver:f:cat:on, discussed and documented in Patient Check-ln procedures

Eligibility determination process must be conducted in an efficient, respectful, and culturally
appropriate manner.

Eligibility determination process must be documented.

Required documentation must be given to the patient in writing.
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Patient’s eligibility for the SFDS should be renewed every twelve months.

The SFDSA must have at least three discount pay classes above 100 percent and at or below
200 percent of the FPG.

Exception to this is the E IS Program (Part C) sliding fee SFDS. |

Charges for patients with annual income less the 100% of the prevailing FPG, will be

charged a nominal fee.

Nominal charge must be a fixed fee that does not feflect true value of service{s) provided.

If certain procedures require devices or supplies other than the customary medical or dental
supplies, patients in the “below 100%"“category will be required to payl the established fee for |
these costs.

Financial Counselors {FC) must explain to the patient the additional chargeé.'

Patient privacy and confidentiality must be protected throughout the process.

Patients refusing to provide required documentatioﬁ to assess income and family s.ize, will be
considered ineligible for Sliding Fee discounts,

The SFDS must be revised annually, to reflect annual updates to the FPG.

. The Sliding Fee Eligibility form has to be also in Spanish.

The SFDS must be reviewed and approved every year by the Board of Directors.

05-02-2017
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SOREE T AR ESSE
Annual Household Income Table
Effective: February 29, 2018
SLIDING FEE DISCOUNT CATEGORIES

To quialify for category A you must Broduce any of the following documents;

Incomé Tax Form 1040{fi ?,ﬁukfé@ldesééﬁﬁfj»;D?:sajbﬂity;Un:eimpIo}lmeﬁt.

I émployeid last fotr pay stubs o delimiing Gurreht Jncema, THIS S I addtion fo 1040
Faimily size must be documented

Eligibility for all other calegories requires documeniation

Poveriy levels are adjusled annualy based on the published Federal income Poveriy Table.

Family incoriie level income level

7 v =
Size s E
W00 % %2 lRPLE Y H134% 5 166% DIEPL S 1674~ 200% of FR : Ahove 200% of FAIL

income level incoms level

11,880] | 11,881 - 15,800] {15801 - 198,721| | 19,722 - 23,760| {23,781 - andup

16,020{ } 16,021~ 21,307] {21,308 - 26,503| |26,594 - 32,040| | 32,041 - andup

20,160] | 20,161 - 26,813| | 26,814 - 33.468| | 33467 - 40,320| {40,321 - andup

24,300} | 24301 - 32,319 {32,320 - 40,338| | 40,330 - 48,600| | 48,601 - andu

28,440| ;28441 - 37.825| {37,825 - 47,210] | 47,211 - 56,880 | 56,881 ~ andup

32,580 | 32,681 - 43,331] ;48,332 -, 54,083 | 54,084 - 65,160| | 65,161 - and up

36,730| | 36,731 - 48,851| {48,862 - ©0,972] {60,973 - 73460( 173461 - andup

40,800¢ | 40,891 - 54,384} | 54,385 - 67,877| | 67.878 - 81,780| | 81,781 -~ andup

45,050] | 45,051 - 58,017| | 59,918 - 74.783 74,784 - 90,100] | 80,101 - andup.

49,210] | 49,211 - 65440| | 65,450 - 81,680] | 81,600 -~ ©8,420! | 08421 - andup_

CURRENT DISCOU!
INCOME CATEGORIES

MEDICAL SERVICES Nominal fee $20,00] | 70.0% £0.0%

DENTAL SERVICES Nom]pal fee $30,00] | 40.0% 20.0%

BEHAVIORAL HEALTH SERVICES Nominal fee § 10.00] | 35.6% 75.0%
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MARCUM

ACCOUNTANTS & ADVISORS

INDEPENDENT AUDITORS’ REFORT

To the Board of Directors
St. Vincent’s Medical Cenfer

We have audited the accompanying financial statements of St. Vincent’s Medical Center and
Subsidiaries (the Medical Center), which comprise the consolidated balance sheets as of
September 30, 2016 and 2015, and the related consolidated statements of operations and changes
in net assets and cash flows for the years then ended, and the related notes to the financial

statements. ) ‘
Management’s Responsibility fo,'" the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements
in accordance with accounting principles generally accepted in the United States of America; this
includes the design, implementation, and maintenance of internal control relevant to the
preparation and fair presentation of financial statements that are free from material misstatement,
whether due to fraud or error.

Auditors’ Responsibility

Our responsibility is to express an opinion on these financial statements based on our audits. We
gonducted our audits in accordance with auditing standards generally accepted in the United
States of America. Those standards require that we plan and perform the audit to obtain
reasonable assurance about whether the financial statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and
disclosures in the financial statements. The procedures selected depend on the auditors’
judgment, including the assessment of the risks of material misstatement of the financial
statements, whether due to fraud or error. In making those risk assessments, the auditor
considers internal control relevant to the entity’s preparation and fair presentation of the financial
statements in order to design audit procedures that are appropriate in the circumstances, but not
for the purpose of expressing an opinion on the effectiveness of the entity’s internal control.
Accordingly, we express no such opinion. An audit also includes evaluating the appropriateness
of accounting polices used and the reasonableness of significant accounting estimates made by
management, as well as evaluating the overall presentation of the financial statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a

basis for our audit opinion.

7]
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Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects,
the consolidated financial position of the Medical Center as of September 30, 2016 and 2015,
and the consolidated results of their operations and changes in net assets and their cash flows for
the years then ended in accordance with accounting principles generally accepted in the United
States of America.

Emphasis of Matter

As discussed in Note 1, effective January 1, 2016, St. Vincent’s Health Services Corporation
(SVHS) distributed its membership interest in the Medical Center to Ascension Health, and
Ascension Health contributed its membership interest in SVHS to the Medical Center. Upon the
effectiveness of these transactions, Ascension Health became the sole member of the Medical
Center, and the Medical Center became the sole member of SVHS. The accompanying 2015
. consolidated financial statements include subsidiaries of SVHS that became subsidiaries of the
Medical Center in 2016 and were not formerly included in the Medical Center’s previously
issued 2015 consolidated financial statements. Our opinion is not modified with respect to this

matter.

Hartford, CT :
February 17, 2017 .
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ST. VINCENT’S MEDICAL CENTER AND SUBSIDIARIES

CONSOLIDATED BALANCE SHEETS

(Dollars in Thousands)
SEPTEMBER 30, 2016 AND 2015
2016 2015
Assets
Current Assets ‘
Cash and cash equivalents $ 6,656 § 7,449
Accounts receivable, less allowance for
doubtful accounts ($20,300 in 2016
and $27,400 in 2015) 46,108 70,492
Inventories and other current assets 17,349 18,213
Total Current Assets 70,113 96,154
Interest in Iavestments Held by Ascension 38,914 321,091
Board-Deéignated Investments and
Assets Limited as to Use
Noncurrent pledges receivable, net 357 628
Board-designated investments . 16,720 14,201
Temporarily or permanently restricted 28,388 28,284
Total Board-Designated Investments and
Assets Limited as to Use 45,465 43,113
Property and Equipment ‘
Land and improvements _ 14,582 14,523
Buildings, leasehold improvements and eqmpment 487,938 475,278
Construction in progress - 6,401 8,634
508,921 498,435
Less accumulated depreciation : _ (317,582) (296,408)
ez Total Pmperty and Eqmpment net 191,339 202,027
' Capltallzed Sofiware Costs,net 20,230 22,967
Other Assets ~ ' ' 16,722 15,956
Total Assets 3 382,783 § 701,308
The accompénying notes are an infegral part of these consolidated financial statements.
3
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ST. VINCENT’S MEDICAL CENTER AND SUBSIDIARIES

CONSOLIDATED BALANCE SHEETS (CONTINUED)
(Dollars in Thousands)

SEPTEMBER 30, 2016 AND 2015

Liabilities and Net Assets

Current Liabilities
Accounts payable and accrued liabilities
Current portion of long-term debt
Due to System, net
Estimated third-party payor settlements
Other current liabilities

Total Current Liabilities

Noncurrent Liabilities
Long-term debt
Self-insurance liabilities
Pension and other postretirement [iabilities
Other liabilities |

Total Noncurrent Liabilities .
Total Liabilities
Net Assets
Unrestricted
Temporarily restricted
Permanently restricted

Total Net Assets

Total Liabilities and Net Assets

The accompanying notes are an integral pavt of these consolidated financial statements.

4

2016 2015
4400 § 46,545
1,500 1,614
6,305 4,223
17,909 9,476
- 484
69,814 62,342
54,346 54,935
3,879 3,803
23,317 8,113

11,815 10,497 -
93,357 77,348
163,171 139,690
191,357 533,334
15,307 15,414
12,948 12,870
219,612 561,618
382,783 § 701,308
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ST. VINCENT’S MEDICAL CENTER AND SUBSIDIARIES

CONSOLIDATED STATEMENTS OF OPERATIONS AND CHANGES IN NET ASSETS

(Dollars in Thousands)

FOR THE YEARS ENDED SEPTEMBER 30, 2016 AND 2015

Operating Revenues
Net patient service revenue
Less provision for doubtfil accounts

Net patient service revenue, less
provision for doubtful accounts

Other revenues
Net assets released from restrictions for operations

Total Operating Revenues

Operating Expenses
Salaries and wages
Employee benefits
Purchased services
Professional fees
Supplies
Insurance
Interest
Depreciation and amortization
Provider tax
Other,

Total Operating Expenses Before
Restructuring Losses

Loss from Operations
Before Restructuring Losses

Restructuring Losses

Loss from Operations

Nonoperating Gains (Losses)
Investment return, net
Other

Total Nonoperating Gains (Losses), net

Deficiency of Revenues and Gains
Over Expenses and Losses

The accompanying notes are an integral part of these consolidated financial statements. |

2016 2015
$ 483465 466,454
26,362 24,067
457,103 442,387
47,354 44,801
1,961 1,307
506,458 488,495
218,910 225,187
53,186 53,104
71,436° 57,091
26,032 23,155
58,754 57,684
9,960 0,187
1,800 1,791
27221 26,783
24,306 18,202
35,550 35,027
527,155 508,201
(20,697) (19,706)
(2,187) -
(22,884) (19,706)
8,031 (12,409)
(1,091) (768)
6,940 (13,177)
(15,944) (32,883)

N

5
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ST. VINCENT’S MEDICAL CENTER AND SUBSIDIARIES
CONSOLIDATED STATEMENTS OF OPERATIONS AND CHANGES IN NET ASSETS
/ (CONTINUED)
(Dollars in Thousands)

FOR THE YEARS ENDED SEPTEMBER 30, 2016 AND 2015

2016 2015

Unrestrictéd Net Assets

Deficiency ofrevenues and gains

over expenses and losses $ (15,944) $ (32,883)
Transfers to System (328,194) (31,246)
Net assets released fiom resfrictions _
for propeity acquisitions ' 619 43

Pension and other postretirement liability adjustments 1,751 1,015

Other (209) --
Decrease in Unrestricted Net Assets - (341,977) (63,071)
Temporarily Restricted Net Assets ,

Contributions 1,964 1,261

Investment return 1,256 1,266

Net change in unrealized losses on investments (574) (1,480)

Net assets released from restrictions (2,580) - (1,350)

Other (173) (33)
Decrease in Temporarily )

Restricted Net Assets : (107) (336)
Permanently Restricted Net Assets

Contributions ‘ 78 107
Inc;reasé in Permanently Restricted Net Assets 78 _ 107
Decrease in Net Assets (342,006) . (63,300)
Net Assets - Beginning 561,618 624,918

219,612 § 561,618

Net Assets - Ending $

The accompanying notes are an integral purt of these consolidated financial statements,

6
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ST. VINCENT’S MEDICAL CENTER AND SUBSIDIARIES

CONSOLIDATED rSTA’I‘EIVIEI\T'I’S OF CASH FLOWS

(Dollars in Thousands)

FOR THE YEARS ENDED SEPTEMBER 30, 2016 AND 2015

Cash Flows from Operating Activities
Decrease in net assets
Adjustments to reconcile change in net assets to
net cash provided by operating activities:
Depreciation and amortization
Pension and other postretirement liability adjustments
Restricted contributions and net jnvestment return
Net change in unrealized (gains) losses
on investments
Transfers to System, net
Changes in operating assets and liabilities:
Interest in investments held by Ascension
Accounts receivable, net
Inventories and other current assets
" Accounts payable and accrued liabilities
Estimated third-party payor settlements
QOther current liabilities
Pension and other posiretirement liabilities
Other liabilities

! .
Net Cash Provided by Operating Activities

Cash Flows from Investing Activities
Property and equipment additions
Software in development
Decrease in assets limited as to use - restricted
Increase in other assets

Net Cash Used in Investing Activities

2016 2015
$  (342,006) (63,300)
27221 26,783
(1,751) (1,015)
(3.298) (2,634)
(3,006) 21,886
328,194 31,246
(6,133) 45373
24384 (2,903)
864 3.364
(2,445) (8.732)
8433 (1,166)
(484) 149
15,204 6,914
1,394 693
46,571 56,658
(10,693) (15,861)
(3,103) (2,267)
(2,352) (2,526)
(766) (3.159)
(16,914) 23,813)

The accompanying notes are an integral part of these consolidated financial statements.

7
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ST. VINCENT’S MEDICAL CENTER AND SUBSIDIARIES

CONSOLIDATED STATEMENTS OF CASH FLOWS (CONTINUED)
(Dollars in Thousands)

FOR THE YEARS ENDED SEPTEMBER 30, 2016 AND 2015

2016 2015

Cash Flows from Financing Activities

Transfers to System $ (33,045) § (30,491)

Repayment of long-term debt . (703) (839)

Restricted contributions and net investment return 3,298 2,634
Net Cash Used in Financing Activities ' (30,450) (28,696)
Net Change in Cash and Cash Equivalents (793) 4,149
Cash and Cash Equivalents - Beginning o 7449 3,300
Cash and Cash Equivalents - Ending $ 6,656 $ 7,449-

The accompanying notes are an infegral part of these consolidated financial staiements,

8
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Applicant: 5t. Vincent's Medical Center
Fmancla| Waorksheet (A)

Please provide one year of actual resulls and three years of projections of Total Entity revenue, expense and volume statistics

NON-PROFIT

without, mcremental !o and with the CON pruposa! in the fullom____g reporting format:

4y

T

A0

p-2I17 00211

L $278,536. ¢

L!NE Total En |tv FY17 FY17 FY18 FY18 FY19 FY1% FY20 FY20
Projected  [Projected |Projected Projected |Projected |Projected Projected  |Projected  |Projected Projected  |Projected <
Description Incremental |With CON Incremental With CONTE
" A QPERATING REVENUE ™ pet L5
1 |Total Gross Patient Revenue $1,548,392 1,427,000
2 |Less: Allowances $1,040,682 926,300 $984,833
3 [Less: Charity Care $25,000 $25,000 $26.523
4 |Less; Qther Deductions $0 -
-~ iNet Patignt Service Raventi i $486.089 $473,700 502;548:
5 |Medicare $186,816 |’ $1B8,816 $182,100 $187,563 $193,180
6 |Medicaid $91.720 [ $91,720 $88,400 $92,082. $94,844
7__|CHAMPUS & TriCare
8 |Other

($32.765)

(§32,000)

$207,533

(532,560)

.- Total Government . #77v 4278536 $271500° 1 $279,645 $285,034"
Commerciat Insurers $197.001 $197,001 $192,000 $197,760 $203,693
Uninsured $25,649 $25,649 $25,000 $25750 $26,523
Self Pa $17.648 $17.648 $17.200 $17.716 518,247
Workers Compensation

. Hﬂomer Operaling R Revenue

17 [Net Assets Releasad from Restriclions

OTAL OPERATING-REV.ENU

1__|Salaries and Wages $218,810 $201,056 $207 088 {$1,438)
2 |Fringe Benefits $53,186 $52,839 $52.839 $54 424 ($464)
3 |Physicians Fees $19.867 $19.867 [ $19,300 $19.879 $20,475 ($566)
4  |Supplies ard Drugs $58,754 $56.813 $55,100 $56.753 $58,456 {$58)
5 |Depreciation and Amorization $27.221 $26,510 $25,800 $26,574 $27 371 $90

& _|Provision for Bad Debts-Other” $1,279 $1.279 $1,200 30 $1,236 $1,273 $0

7 _ |Interest Expense $1,800 $2.003 $2,000 $2,060 $2,122 30

8 |Malpractice Insurance Cost $9,860 $9,960 $10.506 $10.821 $12

9 [Lease Expense $8,025 $8,025 $8,446 $8.692

0_|Other Operating Expenses $130,340 ] $129,861 $123,085 $126,778

S TOTAL DOPERATING EXPENSES

'$517:182

Hospital Operating Margin

2__[Hospilal Non Operating Margin

3 |Hospital Total Margin

[OLUME STATISTICS'

1 _|Inpatient Discharges 16,201

2 | Outpatient Visits 602,810 602,810
B TOTALVOLUME: 1901 5:619;0117] 54,810 {;=% {16,000} 39,810
*Tota) amount should equal 1he total amount ch cell line "Net Patient Revenue” Row 14,

*Provide the amount of any transaction assoclated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011
°Provide projected inpatient and/or outpatient stalistics for any new services and provide aclual and prejected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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WHEREAS, St. Vincent’s Medical Center (the “Medical Center”) operates the Family Health
Center located at 762 Lindley Street, Bridgeport, Connecticut (the “Family Health Center”),
which provides community-based primary care services, including internal medicine, women’s
health care services, pediatric care and certain specialty services to patients of Bridgeport and the
surrounding communities (the “Community™); and

WHEREAS, Southwest Community Health Center, Inc. (“SWCHC?”), a federally qualified health
center, also located in Bridgeport, Connecticut, provides outpatient primary care services,
including pediatrics, internal medicine, behavioral healthcare, substance abuse, dental care and
women’s health care services (“Primary Care Services™) to individuals in need of such services in

the Community; and

WHEREAS, the Medical Center and SWCHC share a mutual commitment to provide Primary
Care Services to members of the Community and have determined that through collaboration they
have the opportunity to expand access to health care services and enhance quality oversight of the
healthcare provided at the Family Health Center, while concurrently reducing the cost. of

providing these services; and

WHEREAS, such collaboration would include, among other things, (i) the Medical Center’s
transfer to Southwest of certain assets relating to the Family Health Center, (if) SWCHC’s
sublease of a portion of the premises leased by the Medical Center at 762 Lindley Street,
(iii} SWCHC’s agreement to provide Primary Care Services to members of the community served
by St. Vincent’s, and (iv) the Medical Center’s provision of a community benefit grant for a
period of five years to subsidize the operations of SWCHC at 762 Lindley Street and certain
specialty services to members of the community; and

WHEREAS, management has presented to the Executive Committee a proposed letter of intent
between the Medical Center and Southwest outlining the proposed collaboration between the
Medical Center and SWCHC and in a form approved in principle by the Board of Directors of

SWCHC; and

WHEREAS, after due consideration, on January 10, 2017, the Executive Committee of the
Board of Directors determined that it is in the best interest of the Medical Center and patients in
the Community, and in furtherance of the Medical Center’s charitable and exempt purposes, to
enter into the letter of intent in the form presented to the Executive Committee with such changes
therein as the Medical Center deemed necessary or appropriate (the “Letter of Intent”) and the
Medical Center has executed and delivered the Letter of Intent to SWCHC.

NOW, THEREFORE, BE IT

RESOLVED, that the Board of Directors hereby ratifies, confirms and approves in all respects
the Medical Center’s execution and delivery of the Letter of Intent in the form presented at this
meeting, and all documents, instruments, agreements and certificates referénced therein or
required in accordance with the terms thereof; and be it further

RESOLVED, the President and Chief Executive Officer of the Medical Center or his designee
(each, an “Authorized Officer”) is hereby authorized and empowered, in the name and on behalf
of the Medical Center, to negotiate, execute and deliver any and all definitive documents,
instruments, agreements and certificates as contemplated by the Letter of Intent or as such
Authorized Officer shall deem necessary or appropriate in connection with the transactions
contemplated by the Letter of Intent, all in such form as such Authorized Officer shall approve,
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such approval to be conclusively evidenced by the Authorized Officer’s execution and delivery
thereof; and be it further

RESOLVED, that each Authorized Officer is hereby authorized, empowered and directed, in the
name and on behalf of the Medical Center, to take or cause to be taken any and all acts necessary
or appropriate to effectuate the transactions contemplated by the Letter of Intent, including,
without limitation, submitting a Certificate of Need Application to the State of Connecticut
Department of Public Health, Office of Health Care Access, and the execution, delivery and/or
filing of all notices or documents and the payment of all fees contemplated by or required in
connection therewith; and be it further

RESOLVED, that each Authorized Officer is hereby authorized, empowered and directed, in the
name and on behalf of the Medical Center, to take such other and further actions, including the
execution and delivery of such documents, certificates, agreements or instruments, and the
provision of such notices and obtaining of such third party consents, as they or any one of them
shall deem necessary, appropriate or desirable to carry out the purpose and intent of the foregoing
resolutions and to effectuate the transactions contemplated thereby; and be it further

RESOLVED, that all actions previously taken by any of the Authorized Officers or any
representative of the Medical Center in furtherance of any of the foregoing resolutions or the
transactions contemplated thereby are hereby approved, ratified and confirmed; and be it further

RESOLVED, that any Authorized Officer be, and hereby is, authorized to certify the adOptlon of
these resolutions.
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Olejarz, Barbara

From: Carney, Brian

Sent: Thursday, June 01, 2017 9:20 AM

To: Kurt.bassett@stvincents.org

Cc: Riggott, Kaila; Fernandes, David; Rival, Jessica; Olejarz, Barbara

Subject: Completeness letter for Docket 17-32165-CON

Attachments: 32165 St Vincent Termination of Primary Care.pdf; 32165 St Vincent Termination of

Primary Care.docx

Good morning Mr. Bassett,

Please see the attached completeness letter in the above referenced matter. Please confirm receipt of this email and
provide your written responses to OHCA no later than July 31, 2017, 4:30 pm.

Sincerely,
Brian A. Carney

Brian Carney, MBA

Associate Research Analyst

Connecticut Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13HCA
Hartford, CT 06134-0308

Phone - 860-418-7014
brian.carney@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

| Governor
Raul Pino, M.‘D., M.PH. ES Nancy W’yman
Commissioner Lt. Governor
Office of Health Care Access
Via Email Only
June 1, 2017

Mr. Kurt Bassett

Director of Strategic Planning
St. Vincent’s Medical Center
2800 Main Street

Bridgeport, CT 06606
Kurt.bassett@stvincents.org

RE: Certificate of Need Application: Docket Number: 17-32165-CON
Termination of Primary Care Clinic Services
Certificate of Need Completeness Letter

Dear Mr.Bassett:

On May 2, 2017, OHCA received the Certificate of Need application from St. Vincent’s Medical
Center (“Applicant” or “Hospital”) seeking authorization to terminate primary care clinic
services at the Family Health Center (“FHC”), located at 762 Lindley Street, Bridgeport, CT.
OHCA requests additional information pursuant to Connecticut General Statutes §19a-639a(c).
Please ““reply all’” to electronically confirm receipt of this email as soon as you receive it.
Provide responses to the questions below in both a Word document and PDF format as an
attachment to a responding email. Please email your responses to both of the following email
addresses: OHCA@ct.gov and Kaila.Riggott@ct.gov.

Paginate and date your response (i.e., each page in its entirety). Repeat each OHCA question
before providing your response. Information filed after the initial CON application submission
(e.g., completeness response letter, prefiled testimony, late file submissions, etc.) must be
numbered sequentially from the Applicant’s preceding document. Begin your submission using
Page 215 and reference “Docket Number: 17-32165-CON.”
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Saint Vincent’s Medical Center Page 2 of 3
Docket Number: 17-32165-CON

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request for additional information no later than sixty days after the date this
request was transmitted. Therefore, please provide your written responses to OHCA no later than
July 31, 2017, 4:30 p.m., otherwise your application will be automatically considered
withdrawn.

1) Inregard to the new specialty services planned for the Lindley Street location (page 14 of
the application):
a. provide the expected start date for each new service;
b. explain whether additional physicians will need to be hired; and
c. confirm that all specialty service physicians at this location will accept Medicaid.

2) Page 12 of the application states the wait times for cardiology, endocrinology, neurology,
gastroenterology and ophthalmology range from three to six months.
a. describe how the proposal will help reduce specialty care wait times;
b. explain the anticipated timeframe for accomplishing this goal; and
c. provide an estimate of future wait times anticipated for each specialty service,
following adoption of the proposal.

3) Page 7 of the application states that the Applicant will enter into a five-year Community
Benefit and Support Agreement with Southwest Community Health Center, Inc.
(“SWCHC”) to provide financial support to cover SWCHC's transition and other "ramp
up" expenses at the Lindley Street service location.

a. provide an estimate of the financial support dollar amount that will be committed
in total and on a yearly basis;

b. explain where the financial support commitment appears in the Financial
Worksheet (if not included, revise worksheet to include the financial support
commitment); and

c. provide a copy of the proposed SWCHC Community Benefit and Support
Agreement.

4) Revise the FY 2020 “Projected Incremental”” column on Financial Worksheet A (page
211) as it appears to be incorrect. Both “Net Patient Service Revenue” and “Total
Operating Revenue” reflect $0, resulting in “Income from Operations” of $1,944,000.
Adjust the FY 2020 “Projected With CON” as necessary, based on your changes to the
incremental column.

5) Provide an explanation for the FY 2017 decline in Pediatric Care (-1.5%) and Specialty
Care Clinic (-7.7%) visits (Table 5 on page 25 of the application).

6) Please explain the basis for the projected Specialty Care Clinic visit increases of 26%,
22% and 7% respectively, for FY 2018, FY 2019 and FY 2020.
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Saint Vincent’s Medical Center Page 3 of 3
Docket Number: 17-32165-CON

7) Revise Table 6 on page 26 of the application. “Current Year” should be based on the
most recently completed fiscal year (FY 2016) - include projections through FY 2020.

8) Provide SWCHC'’s projected FY 2018-FY 2020 patient volume and payer mix for Adult
Primary Care and Pediatric Care services at the Lindley Street location. Will SWCHC be
able to accommodate the entire SVC primary care patient population currently served at
the Lindley Street service location?

9) Will any new or additional facilities fees be imposed following the transition of primary
care services to SWCHC?

If you have any questions concerning this letter, please contact Kaila Riggott at (860) 418-7037.

Sincerely,

Brian A. Carney
Associate Research Analyst
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Olejarz, Barbara

From: Bassett, Kurt <Kurt.Bassett@ascension.org>

Sent: Thursday, June 01, 2017 9:39 AM

To: Carney, Brian

Cc: Riggott, Kaila; Fernandes, David; Rival, Jessica; Olejarz, Barbara
Subject: RE: Completeness letter for Docket 17-32165-CON

Email received.

Kurt Bassett

Director — Strategic Planning

St. Vincent's Health Services
2800 Main Street

Bridgeport, CT 06606

Office: 475-210-6264

(Please note new office number)

From: Carney, Brian [mailto:Brian.Carney@ct.gov]

Sent: Thursday, June 01, 2017 9:20 AM

To: Bassett, Kurt

Cc: Riggott, Kaila; Fernandes, David; Rival, Jessica; Olejarz, Barbara
Subject: Completeness letter for Docket 17-32165-CON

Good morning Mr. Bassett,

Please see the attached completeness letter in the above referenced matter. Please confirm receipt of this email and
provide your written responses to OHCA no later than July 31, 2017, 4:30 pm.

Sincerely,
Brian A. Carney

Brian Carney, MBA

Associate Research Analyst

Connecticut Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13HCA
Hartford, CT 06134-0308

Phone - 860-418-7014
brian.carney@ct.gov
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CONFIDENTIALITY NOTICE:

This email message and any accompanying data or files is confidential and may contain privileged information
intended only for the named recipient(s). If you are not the intended recipient(s), you are hereby notified that the
dissemination, distribution, and or copying of this message is strictly prohibited. If you receive this message in
error, or are not the named recipient(s), please notify the sender at the email address above, delete this email
from your computer, and destroy any copies in any form immediately. Receipt by anyone other than the named
recipient(s) is not a waiver of any attorney-client, work product, or other applicable privilege.



User, OHCA

From: Feldman, Joan <JFeldman@goodwin.com>
Sent: Monday, July 31, 2017 11:39 AM

To: User, OHCA; Riggott, Kaila

Subject: Docket Number: 17 - 32165-CON
Attachments: CON Application.pdf

Kaila:

Attached for your consideration, you will find the responses to your letter dated June 1, 2017 in connection with St.
Vincent's Medical Center's application to terminate its primary care clinic services.

Thank you.
Joan
Joan W. Feldman Tel (860) 251-5104
Shipman & Goodwin wue Partner Fax (860) 251-5211
COUNSELORS AT LAW One Constitution Plaza jfeldman@goodwin.com
Hartford, CT 06103-1919 www.shipmangoodwin.com

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.

b% please consider the environment before printing this message



‘ SHIPMAN &
A GOODWIN..*

COUNSELORS AT LAW

Joan W. Feldman
Phone: (860) 251-5104
Fax: (860) 251-5211
jfeldman@goodwin.com

July 31,2017
By email: OHCA@ct.gov

Mr. Brian A. Carney

Associate Research Analyst
Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13HCA
Hartford, CT 06134

Re: Certificate of Need Application: Docket Number: 17-32165-CON
Termination of Primary Care Clinical Services
Certificate of Need Completeness Letter

Dear Mr. Carney:

Reference is made to OHCA’s letter to St. Vincent’s Medical Center dated June 1, 2017. Set
forth below are each of the questions included in the letter followed by our response.

1) Inregard to the new specialty services planned for the Lindley Street location (page 14 of
the application):

a. provide the expected start date for each new service;

The specialty services will no longer be located at the Lindley Street Location as
previously planned and as represented in the above-referenced CON application.
Instead, the St. Vincent’s specialty clinics will be at a new medical office building
leased by the St. Vincent’s Medical Center located at 2979 Main Street,
Bridgeport, Connecticut, approximately .4 tenths of a mile from the Lindley Street
Location. Since submitting the above-referenced CON application, St. Vincent’s
Medical Center has had fully updated and furnished specialty space become
available. This Main Street space is much larger, has ample parking, is on a bus
route, and is beautifully built out. There will be a care coordinator stationed at the
Lindley Street Location who will be responsible for scheduling the specialty visits
at 2979 Main Street so the referral is seamless. The expense saved by St.
Vincent’s Medical Center in not having to renovate the Lindley Street Location
will help finance the additional specialty services. The new schedule of services
is planned to commence as follows:

ONE CONSTITUTION PLAZA HARTFORD, CONNECTICUT 06103-1919 860-251-5000 WWW.SH!PMANGOO%\?{RCOM (7/31/17)



Mr. Brian A. Carney
July 31, 2017
Page 2

Endocrinology - January 2018
Infectious Disease - January 2018
Gastroenterology - March 2018
Cardiology - January 2018
Podiatry - January 2018

General Surgery - January 2018
Ophthalmology - January 2018
Neurology - January 2018
Orthopedics - January 2018
Nephrology - January 2018
Rheumatology - March 2018
Pulmonology - March 2018
Nutritional Counseling - January 2018

b. explain whether additional physicians will need to be hired; and

To the extent that there is additional capacity for our physicians who are currently
covering our specialty clinics, St. Vincent’s Medical Center will use these same
physicians to cover the specialty clinic hours by adding additional hours to their
schedule. New Physicians will be hired to cover the pulmonology and
rheumatology specialty clinics. In addition, additional cardiology and orthopedic
physicians will be contracted to cover additional hours. Plans also call for
including one full time gastroenterologist.

c. confirm that all specialty service physicians at this location will accept Medicaid.
All specialty physicians will accept Medicaid patients.

2) Page 12 of the application states the wait times for cardiology, endocrinology, neurology,
gastroenterology and ophthalmology range from three to six months.

a. describe how the proposal will help reduce specialty care wait times;

Cardiology clinic offerings are increasing from 6 hours per month to 60 hours per
month, endocrinology hours are doubling from 3 hour to 6 hours monthly,
neurology clinic hours are doubling from 6 hours to 12 hours monthly, and
ophthalmology clinic hours are doubling from 3 to 6 hours monthly.
Gastroenterology hours are increasing dramatically from 9 hours monthly to 80
hours monthly. All of these additional hours will create ample new appointment
slots which can be filled with these patients who would currently need to be put
on a wait list.

0216 (7/31/17)



Mr, Brian A. Carney

July 31, 2017
Page 3

Specialty Now hours | Proposed
per Month | hours per
Month
cardiology 6 60
endocrinology 3 6
neurology 6 12
ophthalmology |3 6
gastroenterology | 9 80
rheumatology 0 6
infectious 6 8
disease
general surgery | 12 24
Neurology 6 12
orthopedics 3 48
nephrology 3 6
podiatry 6 12
nutritional 8 32
counseling
pulmonary 0 16

explain the anticipated timeframe for accomplishing this goal;

We anticipate that we will start scheduling patients immediately and it is likely
that by 4 to 6 months after the new specialty clinic schedule is implemented that
the current wait lists will be significantly reduced and soon comparable to wait
times for patients seeing specialists in private practice.

provide an estimate of future wait times anticipated for each specialty service,

following adoption of the proposal.




Mr. Brian A. Carney

July 31, 2017
Page 4

Endocrinology - Less than 2 weeks
Infectious Disease - Approximately 2 weeks
Gastroenterology - Less than 2 weeks
Cardiology - Less than 1 week

Podiatry - Less than 2 weeks

General Surgery - Less than 2 weeks
Ophthalmology - Approximately 2 weeks
Neurology - Less than 2 weeks

Orthopedics - Less than 2 weeks
Nephrology - Approximately 2 weeks
Rheumatology - Approximately 2 weeks
Pulmonary- Less than 2 weeks

Nutritional Counseling - Approximately 2 weeks

3) Page 7 of the application states that the Applicant will enter into a five-year Community
Benefit and Support Agreement with Southwest Community Health Center, Inc.
(“SWCHC”) to provide financial support to cover SWCHC's transition and other "ramp
up" expenses at the Lindley Street service location.

a.

C.

provide an estimate of the financial support dollar amount that will be committed
in total and on a yearly basis;

Financial support for the first year is up to $964,649.
Financial support for the second year is up to $954,297.
Financial support for the third year is up to $889,905.
Financial support for the fourth year is up to $740,807.
Financial support for the fifth year is up to $716,150.

explain where the financial support commitment appears in the Financial
Worksheet (if not included, revise worksheet to include the financial support

commitment); and

Financial Support is included in “Other Expenses”. Please see revised Financial
Worksheet (Attachment SVMC Table A.1)

provide a copy of the proposed SWCHC Community Benefit and Support
Agreement.

Please see attached hereto.

4) Revise the FY 2020 “Projected Incremental” column on Financial Worksheet A (page
211) as it appears to be incorrect. Both “Net Patient Service Revenue” and “Total
Operating Revenue” reflect $0, resulting in “Income from Operations™ of $1,944,000.

0218 (7/31/17)



Mr. Brian A. Carney
July 31, 2017

Page 5

5)

6)

7

Adjust the FY 2020 “Projected With CON™ as necessary, based on your changes to the
incremental column.

Please see revised Attachment SVMC Table A.1 to reflect adjusted operating income for
2020 at column “s™, line 51.

Provide an explanation for the FY 2017 decline in Pediatric Care (-1.5%) and Specialty
Care Clinic (-7.7%) visits (Table 5 on page 25 of the application).

Pediatrics had a physician unexpectedly out on FMLA for approximately two months
which resulted in reduced hours for pediatric patients. Specialty clinics hours were
reduced resulting in reduced clinic hours for nephrology 4 hours/month; cardiology 8§
hours/month; and infectious disease 4 hours/month based upon reduced physician
availability.

Please explain the basis for the projected Specialty Care Clinic visit increases of 26%,
22% and 7% respectively, for FY 2018, FY 2019 and FY 2020.

Specialty clinic hours will be increased dramatically from approximately 60 hours per
month to over 300 hours per month. During the first two years, visits are projected to
grow based on current wait list patients as well as new SWCHC patients. Such increase
in visits will carry into year two as full clinic potential is realized and will eventually
begin to level off in year three as we meet the specialty needs of area patients.

Revise Table 6 on page 26 of the application. “Current Year” should be based on the
most recently completed fiscal year (FY 2016) - include projections through FY 2020.

0219
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Mr. Brian A. Carney
July 31, 2017

Page 6
TABLE 7
APPLICANT’S CURRENT & PROJECTED PAYER MIX
Current Projected
Payer FY 2016* FY 2017* FY 2018** FY 2019* FY 2020**
Discharges % Discharges % Discharges % Discharges % Discharges %
Medicare* 2,225 10% 2,198 10% 523 10% 640 10% 685 10%
Medicaid* 14,239 64% 14,066 64% 3,344 64% 4,096 64% 4,384 64%
CHAMPUS & 0 0% 0 0% 0 0% 0 0% 0 0%
TriCare
Total 16,464 74% 16,264 74% 3,876 74% 4,736 74% 5,069 74%
Government
Commercial 445 2% 440 2% 95 2% 128 2% 137 2%
insurers
Uninsured 5,340 24% 5,274 24% 1,254 24% 1,538 24% 1,644 24%
Workers 0 0% 0 0% 0 0% 0 0% 0 0%
Compensation
Total Non- 5,785 26% 5,714 26% 1,349 26% 1,664 26% 1,781 26%
Government
Total Payer 22,249 100% 21,978 100% 5,225 100% 6,400 100% 6,850 100%
Mix

* Includes managed care activity.
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections
provided. New programs may leave the “current” column blank.

8) Provide SWCHC’s projected FY 2018-FY 2020 patient volume and payer mix for Adult
Primary Care and Pediatric Care services at the Lindley Street location. Will SWCHC be
able to accommodate the entire SVMC primary care patient population currently served
at the Lindley Street service location? - Yes

TABLE 6
PROJECTED UTILIZATION BY SERVICE
Projected Volume
Service* FY 2018** FY 2019** FY 2020**
Adult Primary Care 17,344 17,344 17,344
Pediatric Care 7,800 7,800 7,800
Total 25,144 25,144 25,144

* tdentify each service type by location and add lines as necessary. Provide the number of
visits/discharges as appropriate for each service listed.

** |f the first year of the proposal is only a partial year, provide the first partial year and then the
first three full FYs. Add columns as necessary. If the time period reported is not identical to the
fiscal year reported in Table 4 of the application, provide the date range using the mm/dd
format as a footnote to the table.
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Mr. Brian A. Carney
July 31, 2017

Page 7
SWCHC Projected Payer Mix
Percentage Volume Percentage Volume Percentage Volume
2018 2018 2019 2019 2020 2020
COMMERCIAL 4% 1006 5% 1258 5% 1258
SELF PAY 22% 5532 21% 5280 20% 5029
MEDICARE 10% 2514 10% 2514 10% 2514
MEDICAID 64% 16,092 64% 16,092 65% 16,343

SWCHC has committed to allowing the St. Vincent’s Medical Center’s internal medicine
residents to continue to rotate through Lindley Street Location and SWCHC will staff the
primary care and pediatric services to cover all the Lindley Street Location patients.

9) Will any new or additional facilities fees be imposed following the transition of primary
care services to SWCHC?

No new fees or additional facility fees will be imposed as a result of this proposal.

If you have any questions regarding the above or the attached information, please contact the
undersigned.

Very truly yours

Telding —
Jogn¥eldman, Esq.

Shipman & Goodwin LLP

On behalf of

Kurt Bassett

Director of Strategic Planning

St. Vincent’s Medical Center
Cc: Kaila Riggott (Kaila.Riggott@ct.gov)

Enclosures
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Draft 7/31/17
COMMUNITY BENEFIT GRANT AGREEMENT

This AGREEMENT (this “Agreement”) is entered into as of , 2017
(the “Effective Date”), by and between Southwest Community Health Center, Inc.
(“SWCHC?”) and St. Vincent’s Medical Center (“Hospital”) (individually a “Party,” and
collectively the “Parties”).

BACKGROUND

The Hospital is a charitable, nonprofit corporation pursuant to Section 501(c)(3) of the
Internal Revenue Code and an acute care hospital and medical center located in Bridgeport,
Connecticut.

In furtherance of its Mission, the Hospital has historically operated a primary care
clinic located at 762 Lindley Street, Bridgeport, Connecticut (the “Lindley Street Location”),
serving uninsured and underinsured patients (the “Lindley Street Clinic”). To date, the
Lindley Street Clinic’s focus has been on providing a medically underserved population of
patients in the greater Bridgeport area (the “Service Area”) with access to quality primary care
services (the “Services”). The Hospital believes that the Services are important to the greater
Bridgeport community (the “Community”).

The Hospital has determined that the most efficient and effective way to ensure that
individuals and families in the Service Area have increased access to such Services is to work
with a provider with proven experience in providing primary care medical and other services
to medically underserved populations and which is capable of assuming the responsibility of
providing the Services to individuals and families in the Service Area.

SWCHC is a federally qualified health center (“FQHC”) that receives federal grant
support from the Health Resources and Services Administration (*“HRSA”) within the United
States Department of Health and Human Services (“DHHS”) pursuant to Section 330 of the
Public Health Service Act, to provide, or arrange for the provision of, high quality,
cost-effective, community-based comprehensive primary and preventive health care and related
services (including, but not limited to, ancillary and enabling services) to medically
underserved communities in the Service Area, regardless of the individual’s or family’s ability
to pay for such services.

Because SWCHC is able to provide more comprehensive primary care services to the
same patient population that utilizes the Lindley Street Clinic, the Hospital has proposed to
SWCHC that SWCHC assume full responsibility for the Lindley Street Clinic. The Hospital,
in turn, will allocate more of its resources to providing specialty medical services to the
Community. Subject to state and federal regulatory approvals, SWCHC is desirous of
assuming operational responsibility for the Lindley Street Clinic, as it would fully complement
the other primary care services offered by SWCHC. To facilitate the transition of the Lindley
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Street Clinic from the Hospital to SWCHC and support the availability of health care services
for underserved persons in the Community, and in furtherance of the Hospital’s Mission, and
recognizing the interest of Service Area residents and governmental agencies in having a
comprehensive primary care health center provide health care services in the Service Area, the
Hospital intends to provide a community benefit grant (“Community Benefit Grant”).

Simultaneously with the execution and delivery of this Agreement, the Parties are
entering into a Master Agreement (the “Master Agreement”), and certain other agreements
referenced in the Master Agreement, setting forth the terms and conditions on which SWCHC
will assume full responsibility for the operation of the Lindley Street Clinic.

NOW, THEREFORE, in consideration of the covenants contained in this Agreement
and other good and valuable consideration, the receipt and sufficiency of which are hereby
acknowledged, it is mutually agreed as follows:

1. Compliance. It is the intention of the Parties hereto that this Agreement fully comply
with the requirements of 42 U.S.C. 1320a-7b(b)(3)(I) and 42 C.F.R. §1001.952(w) and all
other applicable laws and regulations. To the extent that it is determined by either Party’s
legal counsel or the Federal government that this Agreement is not fully compliant with any
applicable law or regulation, the Parties agree to reform it to fully comply. Specifically,

1.1  The amount of the Community Benefit Grant will not be conditioned or varied
based upon (or otherwise determined by taking into account in any way) the volume or value
of any referrals or other business generated between SWCHC and the Hospital, which referrals
or business are reimbursed, in whole or in part, under Medicare, Medicaid, CHIP, or any
other federal health care program;

1.2 The amount of the Community Benefit Grant will contribute meaningfully
to SWCHC’s ability to maintain or increase the availability, or enhance the quality, of the
services provided to the medically underserved populations at the Lindley Street Clinic.
During the Term of this Agreement, and upon any renewals of this Agreement, the Parties
will re-evaluate the Agreement annually to ensure that the Community Benefit Grant is
satisfying, and is reasonably expected to continue satisfying, this standard, and will
document such evaluation contemporaneously. The Parties will make such documentation
available to the Secretary of DHHS upon request;

1.3 The Community Benefit Grant relates directly to services provided by
SWCHC as part of the scope of SWCHC’s Section 330 of the Public Health Service Act
(“Section 330”) grant, and SWCHC reasonably expects the arrangement to contribute
meaningfully to SWCHC’s ability to maintain or increase the access, or enhance the
quality, of services provided to a medically underserved population;

1.4  SWCHC and the Hospital agree that each Party’s health care professionals
retain the right to refer patients to any providers they deem appropriate, based on their
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professional judgment, and that all patients served by either Party retain the right to
request referrals to any providers of their choosing. During the term of the Agreement,
SWCHC shall provide its patients with notice, in a timely fashion and in a manner
reasonably calculated to be effective and understood by the patient, of their freedom to
choose any willing provider or supplier. For the avoidance of doubt, the Parties
understand and agree that SWCHC will retain the right to contract with other
providers/suppliers;

1.5 SWCHC and Hospital agree to maintain a list of all agreements between the
Parties. This list shall be centrally located, updated regularly, and maintained in a manner that
preserves the historical record of arrangement, and made available for review by the Secretary
of the DHHS upon request; and

1.6 All SWCHC patients shall be advised, upon request, of the existence and
nature of this Agreement in a timely fashion and in a manner reasonably calculated to be
effective and understood by the patient

2. Grant Funds.

2.1 The Hospital shall provide funding to cover certain operational deficits and costs
incurred by SWCHC relating to the Lindley Street Clinic for the period of ,

2017 through , 2018 (the “First Period”), the period of
, 2018 through , 2019 (the “Second Period”), the period of
, 2019 through , 2020 (the “Third Period”), the period
of , 2020 through , 2021 (the “Fourth Period”), and the
period of , 2021 through September 30, 2022 (the “Fifth Period”)

(collectively, such funding is referred to as the “Grant Funds” and each such period is referred
to as a “Period”). The Grant Funds are intended to contribute meaningfully to SWCHC’s
ability to maintain or increase the availability, or enhance the quality, of health care services
provided to the medically underserved populations served by the Lindley Street Clinic (the
“Permitted Purpose™). The amount of the Grant Funds paid by the Hospital to SWCHC for each
quarter during the Term shall be based on a review of the Lindley Street Clinic’s budgeted
activities versus its actual activities as further described in this Section 2, subject to the
maximum amounts set forth in Section 2.2 of this Agreement.

2.2 Notwithstanding anything to the contrary set forth in this Agreement:

(a) For the First Period, the Grant Funds paid by the Hospital to SWCHC will
not exceed $964,649, including a $150,000 contingency fund for unexpected expenses
unrelated to clinical operations for such First Period;

(b) For the Second Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $954,297, including a $100,000 contingency fund for unexpected
expenses unrelated to clinical operations for such Second Period;
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(c) For the Third Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $889,903, including a $75,000 contingency fund for unexpected expenses
unrelated to clinical operations for such Third Period;

(d) For the Fourth Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $740,807; and

(e) For the Fifth Period, the Grant Funds paid by the Hospital to SWCHC will
not exceed $716,150.

The term “Contingency Fund” shall refer to the contingency funds set forth above for each of the
First, Second and Third Periods. The term “Maximum Community Benefit Grant” shall refer the
maximum amounts set forth above for each Period.

2.3 The Parties shall meet on a quarterly basis to discuss the reasonableness of
expenses during the previous quarter and to perform the reconciliation referred to below with
respect to Grant Funds for the then-current quarter.

(a) With respect to the first quarter during the Term, the Hospital shall
advance by no later than the first day of such first quarter, an amount equal to
(i) twenty-five percent (25%) of the Maximum Community Benefit Grant for the First
Period less (ii) the Contingency Amount for the First Period, or Two Hundred Three
Thousand Six Hundred Sixty-Two and 25/100 Dollars ($203,662.25).

(b) After the first quarter during the Term, the Grant Funds will be paid to
SWCHC in quarterly installments (each, a “Quarterly Installment™) in an amount equal to
(i) twenty-five percent (25%) of the difference between the Maximum Community
Benefit Grant for the applicable Period less (ii) the Contingency Fund for the applicable
Period, subject to the maximum amounts set forth in Section 2.5 and subject to the
reconciliation process described in Section 2.3(c).

(© After the first quarter during the Term, SWCHC shall provide the Hospital
with a profit and loss statement for previous quarter with respect to the Lindley Street
Clinic’s teaching services (such services, as agreed by the Parties, are referred to as
“Teaching Services™) and non-teaching services (such services, as agreed by the Parties,
are referred to as “Non-Teaching Services”) (the “Quarterly P&L”). If the Quarterly
P&L has a loss for the Teaching Services and Non-Teaching Services for such previous
quarter as a result of lower than budgeted revenues or greater than budgeted expenses (so
long as such expenses are of a type set forth in the Lindley Street Clinic budget or are
otherwise approved by both Parties), then the Quarterly Installment will be increased by
the amount of such loss; provided that in no event will the total Grant Funds for any
Period exceed the maximum amount specified in Section 2.2 of this Agreement. If the
Quarterly P&L has a profit for the Teaching Services and Non-Teaching Services for
such previous quarter, the Quarterly Installment will be reduced by the amount of such
profit or, if requested by the Hospital, shall be returned to the Hospital by SWCHC
within 45 days.
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(d) Payment of the Quarterly Installment will be due within forty-five (45)
days of such reconciliation.

2.4  The Contingency Fund or any portion thereof will only be paid to SWCHC based
on need and as agreed upon by SWCHC and the Hospital.

2.5 The Parties will meet at least annually to review the Lindley Street Clinic budget
for the upcoming Period and the profit and loss statement for the Lindley Street Clinic’s
Teaching Services and Non-Teaching Services for the prior Period (the “Annual P&L”). If the
Annual P&L has a profit with respect to such Teaching Services and Non-Teaching Services for
such prior Period independent of any Grant Funds paid to SWCHC, then SWCHC shall return to
the Hospital an amount of Grant Funds equal to the amount of such profit.

2.6 If, at any time during the term of this Agreement, the core financial assumptions
prove faulty (e.g., material change in payer mix or patient volume) and/or other exigent
circumstances occur such that SWCHC is unable to operate the Lindley Street Clinic in
accordance with such core assumptions and/or there are unanticipated material deviations
between the Lindley Street Clinic budget and actual financial performance, either Party may
request a special meeting of the Parties to determine what reasonable options are available to
address the circumstances, including but not limited to an adjustment in the Lindley Street Clinic
budget and the Grant Funds amount; provided, however, that in no event will the Grant Funds
amount exceed the applicable limit set forth in Section 2.5 of this Agreement.

2.7 SWCHC covenants and agrees that it will use the Grant Funds only for the
Permitted Purpose and for no other purpose and further that the Grant Funds shall not be used for
any activity that would violate the Ethical and Religious Directives for Catholic Health Care
Services as promulgated by the United States Conference of Catholic Bishops, Washington,
D.C., of the Roman Catholic Church or its successor (the “Directives™).

2.8  The obligation of the Hospital to pay any Deficit Grant Funds shall be subject to
the fulfillment of the following conditions precedent:

(a) SWCHC shall provide to the Hospital an executed certification in the
form of Exhibit A hereto, prior to the first day of each quarterly period during the
Term of this Agreement.

(b) The representations and warranties contained in Section 6 of the Master
Agreement shall be true and correct on and as of the date of each payment of Deficit
Grant Funds as though made on and as of such date; SWCHC shall have complied with
the covenants set forth in Section 16 of this Agreement; and no default under this
Agreement shall have occurred or be continuing on the date of such payment or would
result from the making of such payment.

(© The payment of the Community Benefit Grant shall not contravene any
federal, state of local law, rule or regulation applicable to the Hospital or SWCHC.
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(d) The Parties shall have obtained all necessary governmental approvals
relating to (i) termination of the Services by the Hospital, including but not limited to
approval from the Office of Health Care Access of the Connecticut Department of
Public Health of the certificate of need application filed by the Hospital with respect to
such termination, (ii) the provision of Services by SWCHC, including but not limited to
all required approvals from HRSA, including the Change in Scope for the activities
described herein, and (iii) appropriate licensure from the Connecticut Department of
Public Health, including an operating license issued to SWCHC for the Services to be
provided at the Lindley Street Location.

(e) All proceedings in connection with the making of the Community Benefit
Grant and the other transactions contemplated by this Agreement and the Master
Agreement between the Parties of even date herewith, and all documents incidental
thereto, shall be reasonably satisfactory to the Hospital.

2.9  On an annual basis, the Parties shall meet to review the Community Benefit
Grant and the scope and availability of Services provided by SWCHC in the Service Area and
to evaluate the impact of the Community Benefit Grant on SWCHC’s operations (an
“Evaluation”) in accordance with Section 1.2 above; provided, however, that the Parties may
conduct an Evaluation more frequently than annually upon a reasonable request by the Hospital
or SWCHC. Such Evaluation shall be documented in writing by the Parties.

3. Term of Agreement. The effective date of this Agreement shall be the Effective Date
and shall terminate on , 2022 (the “Term”) unless sooner terminated as set
forth below.

4, Termination of Agreement.

4.1  For Breach. Notwithstanding any of the provisions in this Agreement to the
contrary, prior to the expiration of the Term, either Party may terminate this Agreement upon
written notice to the other Party in the event of such other Party’s breach of a material ‘
provision of this Agreement, which breach remains uncured for a period of thirty (30) days
following receipt of written notice specifying the breach complained of.

4.2  Tax-Exempt or Medicare/Medicaid Status. Notwithstanding any of the
provisions in this Agreement to the contrary, prior to the expiration of the Term, either Party
may terminate this Agreement upon written notice to the other Party if the other Party loses its
(i) tax-exempt status, (ii) eligibility status in a federal or state health care program, including
but not limited to Medicare or Medicaid; or (iii) state facility licensure or, in the case of
SWCHC, Federally Qualified Health Care status.

4.3  Bankruptcy. This Agreement shall immediately terminate upon: (i) the
bankruptcy, insolvency, or cessation of operations of either Party, as applicable, or the filing
of any voluntary petition for bankruptcy, dissolution, liquidation, or winding-up of the affairs
of either Party, as applicable, or any assignment by either Party, as applicable, for the benefit
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of creditors; or (ii) the filing of any involuntary petition for bankruptcy, dissolution,
liquidation, or winding-up of the affairs of either Party, as applicable, which petition is not
dismissed within ninety (90) days of the date upon which it is filed.

4.4  Hospital Termination Rights. The Hospital shall have the right to terminate this
Agreement upon written notice to SWCHC upon the occurrence of any of the following events:

(a) SWCHC shall cease to operate the Lindley Street Clinic at the Lindley
Street Location.

(b) SWCHC shall (i) merge or consolidate with another entity, including but
not limited to another FQHC; (ii) become affiliated with, or sponsored by, another entity,
including but not limited to another FQHC; (iii) sell or dispose of all or substantially all
of its assets; or (iv) any entity shall have the authority to, directly or indirectly, manage or
control the management, operations or governance of SWCHC, including but not limited
to the ability to appoint any members of the board of directors of SWCHC; unless in each
case the successor entity assumes the obligations of SWCHC under this Agreement and
the other agreements entered into between SWCHC and the Hospital on the Effective
Date.

(©) Any written agreement between the Hospital and SWCHC is not renewed
or is terminated for any reason by either Party or SWCHC is in default under any
written agreement between the Hospital and SWCHC.

Upon any termination of this Agreement by the Hospital, the Hospital shall have no further
obligations under this Agreement, including the obligation to make any payment of Deficit
Grant Funds after the date of termination.

4.5  Termination without Cause. Notwithstanding any of the provisions in this
Agreement to the contrary, the Parties may mutually agree to terminate this Agreement at any
time.

5. Modification for Prospective Legal Events. In the event any state, federal, or local
laws or regulations, now existing or enacted, promulgated, or amended after the effective date
of this Agreement, are interpreted by judicial decision, by a regulatory agency, or reasonably
by either Party’s legal counsel (which shall be a firm of recognized standing) in such a manner
as to indicate that the structure of this Agreement may be in violation of such laws or
regulations or may jeopardize the tax exempt status of either Party (an “Adverse Event”), the
Parties hereto shall negotiate in good faith to amend this Agreement as necessary. To the
maximum extent possible, any amendment to this Agreement effected shall preserve the
underlying economic and financial arrangements between the Parties. Notwithstanding the
foregoing, a Party shall not be obligated to agree to an amendment to this Agreement if that
Party in good faith disagrees, in a writing delivered to the other Party, that an Adverse Event
has occurred, or if the Parties cannot, using good faith efforts within sixty (60) days of either
Party’s notification in writing to the other Party that an Adverse Event has occurred, mutually
agree upon amendments to this Agreement as necessary to cure such Adverse Event.
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6. Confidentiality.

6.1  Each Party will require access to certain confidential and/or proprietary
information relating to the business, financial, and strategic condition of the other Party, which
may be in written, oral, or electronic format (“Confidential Information”). The term
Confidential Information shall not include information that is or becomes publicly available
through no fault of either Party.

6.2  Each Party acknowledges that the Confidential Information furnished by the
other Party during the course of the negotiations and due diligence contemplated hereunder is a
valuable, special, and unique asset of the Party furnishing such Confidential Information
(hereinafter, the “Furnishing Party”). Accordingly, each Party agrees that, except as
specifically provided herein, it will not disclose to any person, institution, entity, company, or
any other third party, directly or indirectly, any Confidential Information, without the prior
written consent of the Furnishing Party or as required by law.

(a) Each Party agrees that Confidential Information shall be disclosed to its
corporate members, members of its Board, staff, contractors, or other agents, and in
the case of the Hospital or potential successors-in-interest to the Hospital only: (i) on a
need-to-know basis, and (ii) for the purpose of planning, negotiations and due diligence
review contemplated by this Agreement or for the purpose of due diligence review by a
potential successor-in-interest to the Hospital. Each Party shall require its Board
members, staff, contractors, other agents and potential successors-in-interest who
receive Confidential Information regarding the other Party to comply with the standards
set forth in this Section.

(b) Each Party agrees that Confidential Information shall be disclosed to
federal and state government bodies for the purpose of implementing this Agreement
and obtaining applicable approvals relating thereto.

6.3  Nothing in this Agreement shall prohibit a Party from making any disclosure of
Confidential Information that, in the good faith opinion of such Party making the disclosure, is
required by law. If disclosure of the Confidential Information is required, the Party making
the disclosure shall promptly notify the Furnishing Party, in order to permit the Furnishing
Party an opportunity to object to such disclosure and/or to obtain a court order or other reliable
assurance that confidential treatment shall be accorded to the disclosed Confidential
Information.

6.4  Each Party warrants that, to its knowledge as of the date of this Agreement’s
execution and at the time of any subsequent disclosure, it is permitted to disclose to the other
Party, as provided herein, its respective Confidential Information and that such disclosure does
not, and will not, violate the rights of any third party.
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6.5  Each Party shall retain title and all rights to the Confidential Information that
has been disclosed to the other Party. Upon request, each Party agrees to return promptly to
the other Party all Confidential Information and to not retain any copies, extracts, or other
reproductions, in whole or in part, of such returned Confidential Information.

6.6  This Section 6 regarding the obligation of both Parties to keep confidential all
Confidential Information, regardless of the manner of transmission, survives the expiration or
termination of this Agreement.

7. Notices. Any and all notices, designations, consents, offers, acceptances or other
communication required to be given under this Agreement shall be in writing and delivered in
person or sent by registered or certified mail, return receipt requested, postage prepaid, to the
following addresses:

If to SWCHC: Kathy Yacavone, President/CEO
Southwest Community Health Center, Inc.
Bridgeport, Connecticut 06606

If to Hospital: St. Vincent’s Medical Center
2800 Main Street
Bridgeport, Connecticut 06606
Attention: President and Chief Executive Officer

The foregoing addresses may be changed and/or additional persons may be added thereto by
notifying the other Party hereto in writing and in the manner hereinafter set forth. All notices
shall be effective upon receipt.

8. Independent Contractors. The Parties shall remain separate and independent entities.
None of the provisions of this Agreement are intended to create, nor shall be deemed or
construed to create, any relationship between or among the Parties other than that of
independent contractors. Except as otherwise provided, neither of the Parties shall be
construed to be the agent, partner, co-venturer, employee or representative of the other Party.

9. Governing Law. This Agreement is made pursuant to and shall be governed by the
laws of the State of Connecticut, as well as all applicable Federal laws, regulations, and
policies, including, but not limited to, all laws, rules, policies, and other terms applicable to
SWCHC'’s Section 330 grant.

10.  Severability. The provisions of this Agreement are not severable. In the event that
any one or more provisions of this Agreement are deemed null, void, illegal, or unenforceable,
the Parties shall renegotiate or terminate the remaining provisions of this Agreement unless the
Parties mutually agree in writing that the invalidity, illegality, or unenforceability of said
provision does not materially change the obligations of the Parties under this Agreement, in
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which case this Agreement shall be construed in all respects as if such invalid or unenforceable
provisions have been omitted.

11.  Third-Party Beneficiaries. The Agreement is not intended to benefit, and shall not be
construed to benefit, any person or entities other than the Parties hereto, or to create any
third-party beneficiary right for any other person or entities.

12.  Assignment. Neither Party may assign, delegate, or transfer this Agreement, or its
rights and obligations hereunder, without the other Party’s express, prior written consent
except as expressly permitted in this Agreement. Hospital may assign this Agreement without
such consent to (a) any entity that controls, is controlled by or is under common control with
Hospital or (b) any successor-in-interest to the operations and assets of Hospital; provided,
however, that Hospital shall remain liable for its obligations under this Agreement. Any
assignment attempted without such consent shall be void. The provisions of this Agreement
shall be binding upon and shall inure to the benefit of the Parties hereto and their duly
authorized transferees, successors and assigns.

13.  Entire Agreement; Amendments. This Agreement and its attachments represent the
Parties’ complete understanding regarding the subject matter herein. Any amendment to this
Agreement shall be in writing and signed by both Parties. Except for any specific provision
being amended, this Agreement shall remain in full force and effect after such amendment.
This Agreement supersedes any other agreements or understandings between the Parties,
whether oral or written, relating to the subject matter of this Agreement including, without
limitation, that certain Letter of Intent between the Parties dated February 7, 2017. No such
other agreements or understandings may be enforced by any Party nor may they be employed
for interpretation purposes in any dispute involving this Agreement.

14.  Authority. Each signatory to this Agreement represents and warrants that he or she
possesses all necessary capacity and authority to act for, sign, and bind the respective entity on
whose behalf he or she is signing.

15. Government Access. If Section 952 of the Medicare and Medicaid Amendments of
1980, 42 U.S.C. §1395x(v)(1)(1), is applicable to this Agreement, SWCHC agrees upon
written request, to make available to the Secretary of DHHS, the Comptroller General or any
of their duly authorized representatives, all contracts, books, documents and records of
SWCHC necessary to certify the nature and extent of costs associated with the services
furnished under this Agreement. All books and records described in this Section shall be
maintained and made available for a period of four (4) years after the last date that services
were rendered under this Agreement. The provisions of the Medicare and Medicaid
Amendments of 1980, including Section 952 thereof, and the rules and regulations adopted
from time to time thereunder, are incorporated herein by reference, and SWCHC agrees to be
bound thereby. This Section shall survive the termination of this Agreement.

16.  Covenants of SWCHC. During the term of this Agreement:
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16.1 Medicaid Eligibility. SWCHC shall use reasonable efforts to determine
eligibility of patients of the Lindley Street Clinic for the Medicaid Program and assist patients
in obtaining Medicaid coverage.

16.2  Collections from Patients. SWCHC shall make reasonable efforts to collect
payment from patients for Services provided by SWCHC at the Lindley Street Clinic within the
limits of HRSA rules for FQHCs and SWCHC’s then-current collections policy and
procedures, as shall be provided to the Hospital upon request.

16.3 Reporting Requirements.

(a) SWCHC shall furnish to the Hospital upon request (i) unaudited financial
statements, (ii) when due, annual audited financial statements, documents or reports
that SWCHC is required to file with any federal agencies relating to its FQHC status,
costs or reimbursement, and (iii) such other financial statements, reports, instruments
and documents as the Hospital may reasonably request from time to time.

(b) SWCHC shall provide the Hospital, promptly after the commencement
thereof, notice of each action, suit or proceeding before any court or other
governmental authority or other regulatory body or any arbitrator in which SWCHC is
a party, which may adversely affect its condition or operations, financial or otherwise.

() Maintenance of Permits. SWCHC shall maintain all permits, licenses,
authorizations and approvals required for the lawful operation of its business, including
without limitation, approval as an FQHC, and all such licenses and approvals as
required under federal and state law.

(d) Conduct of Business/Insurance. SWCHC shall conduct its business in a
commercially reasonable manner in accordance with all applicable laws, rules and
regulations and maintain such insurance policies as are standard for a like organization
located in the Service Area.

(d) Provision of Services. SWCHC shall operate the Lindley Street Clinic at
the Lindley Street Location and provide the Services, including adult and pediatric
primary care and primary care obstetrics and gynecology, including prenatal health
services, to all residents of the Service Area, regardless of ability to pay.

17.  Ethical and Religious Directives. The Parties acknowledge that the operations of the
Hospital are in accordance with the Ethical and Religious Directives for Catholic Health Care
Services as promulgated by the United States Conference of Catholic Bishops, Washington,
D.C., of the Roman Catholic Church or its successor (the “Directives”) and that the principles
and beliefs of the Roman Catholic Church are a matter of conscience to the Hospital. The
Directives  are  located at  http://www.uscchb.org/issues-and-action/human-life-and-
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dignity/health-care/upload/Ethical-Religious-Directives-Catholic-Health-Care-Services-fifth-
edition-2009.pdf. It is the intent and agreement of the Parties that this Agreement shall not be
construed to require the Hospital to violate said Directives in its operation and all parts of this
Agreement must be interpreted in a manner that is consistent with said Directives.

18.  Corporate Responsibility. The Hospital has a Corporate Responsibility Program (the
“Program”) which has as its goal to ensure that the Hospital complies with federal, state and
local laws and regulations. The Program focuses on risk management, the promotion of good
corporate citizenship, including the commitment to uphold a high standard of ethical and legal
business practices, and the prevention of misconduct. SWCHC acknowledges the Hospital’s
commitment to the Program and agrees to ensure that its personnel comply and cooperate with,
and participate in, the Program as applicable to the performance of business transactions under
this Agreement.

[THE NEXT PAGE IS THE SIGNATURE PAGE.]
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IN WITNESS WHEREOF, the Parties have caused this Agreement to be executed as
of the date set forth above by their duly-authorized representatives.

Southwest Community Health Center, Inc. St. Vincent’s Medical Center
By By:
Its Its
Date: Date:
13
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EXHIBIT A

FORM OF CERTIFICATION

Date:

Southwest Community Health Center, Inc. (“SWCHC”) hereby certifies to St. Vincent’s
Medical Center, pursuant to the terms and conditions of the Community Benefit Grant
Agreement dated as of , 2017, by and between SWCHC and St. Vincent’s Medical
Center (the “Agreement”), as follows:

1. All Deficit Grant Funds (as defined in the Agreement) received by SWCHC were
used only for the Permitted Purpose (as defined in the Agreement) in accordance with the terms
of the Agreement.

2. The representations and warranties contained in Section 6 of the Master
Agreement (as defined in the Agreement) are true and correct as of the date of this Certification
as though made on as and as of the date hereof;, SWCHC is in compliance with all covenants set
forth in Section 16 of the Agreement; and all conditions precedent to the making of a payment of
Deficit Grant Funds set forth in Section 2.6 of the Agreement have been satisfied.

3. SWCHC hereby confirms that no default under the Agreement has occurred or
is continuing as of the date of this Certification or would result from the next payment of
Deficit Grant Funds to be paid by the Hospital to SWCHC pursuant to this Agreement.

4. The undersigned is duly authorized to make this certification on behalf of
SWCHC.

SOUTHWEST COMMUNITY HEALTH
CENTER, INC.

By:
Name:
Title:
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Olejarz, Barbara

From: Riggott, Kaila

Sent: Wednesday, August 02, 2017 3:25 PM

To: Carney, Brian; Fernandes, David; Olejarz, Barbara
Cc: Hansted, Kevin; Martone, Kim

Subject: FW: Docket Number: 17 - 32165-CON
Attachments: CON Application.pdf

Please add to the record. Kim and Kevin, | followed up with Joan Feldman because we had not heard from her and they
have decided not to request that some of the completeness responses be redacted/held confidential.

Kaila Riggott, MPA

Planning Specialist

State of Connecticut

Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13-HCA
Hartford, CT 06134

phone: 860.418.7037

fax: 860.418.7053

http:/ WWW/Ct gov/ohca
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From: Riggott, Kaila

Sent: Monday, July 31, 2017 11:47 AM

To: Carney, Brian <Brian.Carney@ct.gov>; Fernandes, David <David.Fernandes@ct.gov>
Subject: FW: Docket Number: 17 - 32165-CON

Completeness response for St. V’s. They are requesting that certain information be kept confidential/redacted and are
sending a separate email regarding that request (for Kevin’s consideration), so please don’t have anything posted until
he decides on that matter. He is telecommuting today, so | will forward you his response once | hear from him. Please
confirm with Joan that we received the responses. Thanks!

Kaila Riggott, MPA

Planning Specialist

State of Connecticut

Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13-HCA
Hartford, CT 06134

phone: 860.418.7037

fax: 860.418.7053
http://www/ct.gov/ohca




Connecticut Department dz‘{pn Gt
of Public Health Accwe

From: Feldman, Joan [mailto:JFeldman@goodwin.com]

Sent: Monday, July 31, 2017 11:39 AM

To: User, OHCA <OHCA@ct.gov>; Riggott, Kaila <Kaila.Riggott@ct.gov>
Subject: Docket Number: 17 - 32165-CON

Kaila:
Attached for your consideration, you will find the responses to your letter dated June 1, 2017 in connection with St.
Vincent's Medical Center's application to terminate its primary care clinic services.

Thank you.
Joan
Joan W. Feldman Tel (860) 251-5104
Shipman & Goodwin we Partner Fax (860) 251-5211
COUNSELORS AT LAW One Constitution Plaza jfeldman@goodwin.com
Hartford, CT 06103-1919 www.shipmangoodwin.com

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.

% please consider the environment before printing this message



‘ SHIPMAN &
A GOODWIN..*

COUNSELORS AT LAW

Joan W. Feldman
Phone: (860) 251-5104
Fax: (860) 251-5211
jfeldman@goodwin.com

July 31,2017
By email: OHCA@ct.gov

Mr. Brian A. Carney

Associate Research Analyst
Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13HCA
Hartford, CT 06134

Re: Certificate of Need Application: Docket Number: 17-32165-CON
Termination of Primary Care Clinical Services
Certificate of Need Completeness Letter

Dear Mr. Carney:

Reference is made to OHCA’s letter to St. Vincent’s Medical Center dated June 1, 2017. Set
forth below are each of the questions included in the letter followed by our response.

1) Inregard to the new specialty services planned for the Lindley Street location (page 14 of
the application):

a. provide the expected start date for each new service;

The specialty services will no longer be located at the Lindley Street Location as
previously planned and as represented in the above-referenced CON application.
Instead, the St. Vincent’s specialty clinics will be at a new medical office building
leased by the St. Vincent’s Medical Center located at 2979 Main Street,
Bridgeport, Connecticut, approximately .4 tenths of a mile from the Lindley Street
Location. Since submitting the above-referenced CON application, St. Vincent’s
Medical Center has had fully updated and furnished specialty space become
available. This Main Street space is much larger, has ample parking, is on a bus
route, and is beautifully built out. There will be a care coordinator stationed at the
Lindley Street Location who will be responsible for scheduling the specialty visits
at 2979 Main Street so the referral is seamless. The expense saved by St.
Vincent’s Medical Center in not having to renovate the Lindley Street Location
will help finance the additional specialty services. The new schedule of services
is planned to commence as follows:

ONE CONSTITUTION PLAZA HARTFORD, CONNECTICUT 06103-1919 860-251-5000 WWW.SH!PMANGOO%\?{RCOM (7/31/17)



Mr. Brian A. Carney
July 31, 2017
Page 2

Endocrinology - January 2018
Infectious Disease - January 2018
Gastroenterology - March 2018
Cardiology - January 2018
Podiatry - January 2018

General Surgery - January 2018
Ophthalmology - January 2018
Neurology - January 2018
Orthopedics - January 2018
Nephrology - January 2018
Rheumatology - March 2018
Pulmonology - March 2018
Nutritional Counseling - January 2018

b. explain whether additional physicians will need to be hired; and

To the extent that there is additional capacity for our physicians who are currently
covering our specialty clinics, St. Vincent’s Medical Center will use these same
physicians to cover the specialty clinic hours by adding additional hours to their
schedule. New Physicians will be hired to cover the pulmonology and
rheumatology specialty clinics. In addition, additional cardiology and orthopedic
physicians will be contracted to cover additional hours. Plans also call for
including one full time gastroenterologist.

c. confirm that all specialty service physicians at this location will accept Medicaid.
All specialty physicians will accept Medicaid patients.

2) Page 12 of the application states the wait times for cardiology, endocrinology, neurology,
gastroenterology and ophthalmology range from three to six months.

a. describe how the proposal will help reduce specialty care wait times;

Cardiology clinic offerings are increasing from 6 hours per month to 60 hours per
month, endocrinology hours are doubling from 3 hour to 6 hours monthly,
neurology clinic hours are doubling from 6 hours to 12 hours monthly, and
ophthalmology clinic hours are doubling from 3 to 6 hours monthly.
Gastroenterology hours are increasing dramatically from 9 hours monthly to 80
hours monthly. All of these additional hours will create ample new appointment
slots which can be filled with these patients who would currently need to be put
on a wait list.

0216 (7/31/17)



Mr, Brian A. Carney

July 31, 2017
Page 3

Specialty Now hours | Proposed
per Month | hours per
Month
cardiology 6 60
endocrinology 3 6
neurology 6 12
ophthalmology |3 6
gastroenterology | 9 80
rheumatology 0 6
infectious 6 8
disease
general surgery | 12 24
Neurology 6 12
orthopedics 3 48
nephrology 3 6
podiatry 6 12
nutritional 8 32
counseling
pulmonary 0 16

explain the anticipated timeframe for accomplishing this goal;

We anticipate that we will start scheduling patients immediately and it is likely
that by 4 to 6 months after the new specialty clinic schedule is implemented that
the current wait lists will be significantly reduced and soon comparable to wait
times for patients seeing specialists in private practice.

provide an estimate of future wait times anticipated for each specialty service,

following adoption of the proposal.




Mr. Brian A. Carney

July 31, 2017
Page 4

Endocrinology - Less than 2 weeks
Infectious Disease - Approximately 2 weeks
Gastroenterology - Less than 2 weeks
Cardiology - Less than 1 week

Podiatry - Less than 2 weeks

General Surgery - Less than 2 weeks
Ophthalmology - Approximately 2 weeks
Neurology - Less than 2 weeks

Orthopedics - Less than 2 weeks
Nephrology - Approximately 2 weeks
Rheumatology - Approximately 2 weeks
Pulmonary- Less than 2 weeks

Nutritional Counseling - Approximately 2 weeks

3) Page 7 of the application states that the Applicant will enter into a five-year Community
Benefit and Support Agreement with Southwest Community Health Center, Inc.
(“SWCHC”) to provide financial support to cover SWCHC's transition and other "ramp
up" expenses at the Lindley Street service location.

a.

C.

provide an estimate of the financial support dollar amount that will be committed
in total and on a yearly basis;

Financial support for the first year is up to $964,649.
Financial support for the second year is up to $954,297.
Financial support for the third year is up to $889,905.
Financial support for the fourth year is up to $740,807.
Financial support for the fifth year is up to $716,150.

explain where the financial support commitment appears in the Financial
Worksheet (if not included, revise worksheet to include the financial support

commitment); and

Financial Support is included in “Other Expenses”. Please see revised Financial
Worksheet (Attachment SVMC Table A.1)

provide a copy of the proposed SWCHC Community Benefit and Support
Agreement.

Please see attached hereto.

4) Revise the FY 2020 “Projected Incremental” column on Financial Worksheet A (page
211) as it appears to be incorrect. Both “Net Patient Service Revenue” and “Total
Operating Revenue” reflect $0, resulting in “Income from Operations™ of $1,944,000.
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Mr. Brian A. Carney
July 31, 2017

Page 5

5)

6)

7

Adjust the FY 2020 “Projected With CON™ as necessary, based on your changes to the
incremental column.

Please see revised Attachment SVMC Table A.1 to reflect adjusted operating income for
2020 at column “s™, line 51.

Provide an explanation for the FY 2017 decline in Pediatric Care (-1.5%) and Specialty
Care Clinic (-7.7%) visits (Table 5 on page 25 of the application).

Pediatrics had a physician unexpectedly out on FMLA for approximately two months
which resulted in reduced hours for pediatric patients. Specialty clinics hours were
reduced resulting in reduced clinic hours for nephrology 4 hours/month; cardiology 8§
hours/month; and infectious disease 4 hours/month based upon reduced physician
availability.

Please explain the basis for the projected Specialty Care Clinic visit increases of 26%,
22% and 7% respectively, for FY 2018, FY 2019 and FY 2020.

Specialty clinic hours will be increased dramatically from approximately 60 hours per
month to over 300 hours per month. During the first two years, visits are projected to
grow based on current wait list patients as well as new SWCHC patients. Such increase
in visits will carry into year two as full clinic potential is realized and will eventually
begin to level off in year three as we meet the specialty needs of area patients.

Revise Table 6 on page 26 of the application. “Current Year” should be based on the
most recently completed fiscal year (FY 2016) - include projections through FY 2020.

0219
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Mr. Brian A. Carney
July 31, 2017

Page 6
TABLE 7
APPLICANT’S CURRENT & PROJECTED PAYER MIX
Current Projected
Payer FY 2016* FY 2017* FY 2018** FY 2019* FY 2020**
Discharges % Discharges % Discharges % Discharges % Discharges %
Medicare* 2,225 10% 2,198 10% 523 10% 640 10% 685 10%
Medicaid* 14,239 64% 14,066 64% 3,344 64% 4,096 64% 4,384 64%
CHAMPUS & 0 0% 0 0% 0 0% 0 0% 0 0%
TriCare
Total 16,464 74% 16,264 74% 3,876 74% 4,736 74% 5,069 74%
Government
Commercial 445 2% 440 2% 95 2% 128 2% 137 2%
insurers
Uninsured 5,340 24% 5,274 24% 1,254 24% 1,538 24% 1,644 24%
Workers 0 0% 0 0% 0 0% 0 0% 0 0%
Compensation
Total Non- 5,785 26% 5,714 26% 1,349 26% 1,664 26% 1,781 26%
Government
Total Payer 22,249 100% 21,978 100% 5,225 100% 6,400 100% 6,850 100%
Mix

* Includes managed care activity.
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections
provided. New programs may leave the “current” column blank.

8) Provide SWCHC’s projected FY 2018-FY 2020 patient volume and payer mix for Adult
Primary Care and Pediatric Care services at the Lindley Street location. Will SWCHC be
able to accommodate the entire SVMC primary care patient population currently served
at the Lindley Street service location? - Yes

TABLE 6
PROJECTED UTILIZATION BY SERVICE
Projected Volume
Service* FY 2018** FY 2019** FY 2020**
Adult Primary Care 17,344 17,344 17,344
Pediatric Care 7,800 7,800 7,800
Total 25,144 25,144 25,144

* tdentify each service type by location and add lines as necessary. Provide the number of
visits/discharges as appropriate for each service listed.

** |f the first year of the proposal is only a partial year, provide the first partial year and then the
first three full FYs. Add columns as necessary. If the time period reported is not identical to the
fiscal year reported in Table 4 of the application, provide the date range using the mm/dd
format as a footnote to the table.
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Mr. Brian A. Carney
July 31, 2017

Page 7
SWCHC Projected Payer Mix
Percentage Volume Percentage Volume Percentage Volume
2018 2018 2019 2019 2020 2020
COMMERCIAL 4% 1006 5% 1258 5% 1258
SELF PAY 22% 5532 21% 5280 20% 5029
MEDICARE 10% 2514 10% 2514 10% 2514
MEDICAID 64% 16,092 64% 16,092 65% 16,343

SWCHC has committed to allowing the St. Vincent’s Medical Center’s internal medicine
residents to continue to rotate through Lindley Street Location and SWCHC will staff the
primary care and pediatric services to cover all the Lindley Street Location patients.

9) Will any new or additional facilities fees be imposed following the transition of primary
care services to SWCHC?

No new fees or additional facility fees will be imposed as a result of this proposal.

If you have any questions regarding the above or the attached information, please contact the
undersigned.

Very truly yours

Telding —
Jogn¥eldman, Esq.

Shipman & Goodwin LLP

On behalf of

Kurt Bassett

Director of Strategic Planning

St. Vincent’s Medical Center
Cc: Kaila Riggott (Kaila.Riggott@ct.gov)

Enclosures
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Draft 7/31/17
COMMUNITY BENEFIT GRANT AGREEMENT

This AGREEMENT (this “Agreement”) is entered into as of , 2017
(the “Effective Date”), by and between Southwest Community Health Center, Inc.
(“SWCHC?”) and St. Vincent’s Medical Center (“Hospital”) (individually a “Party,” and
collectively the “Parties”).

BACKGROUND

The Hospital is a charitable, nonprofit corporation pursuant to Section 501(c)(3) of the
Internal Revenue Code and an acute care hospital and medical center located in Bridgeport,
Connecticut.

In furtherance of its Mission, the Hospital has historically operated a primary care
clinic located at 762 Lindley Street, Bridgeport, Connecticut (the “Lindley Street Location”),
serving uninsured and underinsured patients (the “Lindley Street Clinic”). To date, the
Lindley Street Clinic’s focus has been on providing a medically underserved population of
patients in the greater Bridgeport area (the “Service Area”) with access to quality primary care
services (the “Services”). The Hospital believes that the Services are important to the greater
Bridgeport community (the “Community”).

The Hospital has determined that the most efficient and effective way to ensure that
individuals and families in the Service Area have increased access to such Services is to work
with a provider with proven experience in providing primary care medical and other services
to medically underserved populations and which is capable of assuming the responsibility of
providing the Services to individuals and families in the Service Area.

SWCHC is a federally qualified health center (“FQHC”) that receives federal grant
support from the Health Resources and Services Administration (*“HRSA”) within the United
States Department of Health and Human Services (“DHHS”) pursuant to Section 330 of the
Public Health Service Act, to provide, or arrange for the provision of, high quality,
cost-effective, community-based comprehensive primary and preventive health care and related
services (including, but not limited to, ancillary and enabling services) to medically
underserved communities in the Service Area, regardless of the individual’s or family’s ability
to pay for such services.

Because SWCHC is able to provide more comprehensive primary care services to the
same patient population that utilizes the Lindley Street Clinic, the Hospital has proposed to
SWCHC that SWCHC assume full responsibility for the Lindley Street Clinic. The Hospital,
in turn, will allocate more of its resources to providing specialty medical services to the
Community. Subject to state and federal regulatory approvals, SWCHC is desirous of
assuming operational responsibility for the Lindley Street Clinic, as it would fully complement
the other primary care services offered by SWCHC. To facilitate the transition of the Lindley
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Street Clinic from the Hospital to SWCHC and support the availability of health care services
for underserved persons in the Community, and in furtherance of the Hospital’s Mission, and
recognizing the interest of Service Area residents and governmental agencies in having a
comprehensive primary care health center provide health care services in the Service Area, the
Hospital intends to provide a community benefit grant (“Community Benefit Grant”).

Simultaneously with the execution and delivery of this Agreement, the Parties are
entering into a Master Agreement (the “Master Agreement”), and certain other agreements
referenced in the Master Agreement, setting forth the terms and conditions on which SWCHC
will assume full responsibility for the operation of the Lindley Street Clinic.

NOW, THEREFORE, in consideration of the covenants contained in this Agreement
and other good and valuable consideration, the receipt and sufficiency of which are hereby
acknowledged, it is mutually agreed as follows:

1. Compliance. It is the intention of the Parties hereto that this Agreement fully comply
with the requirements of 42 U.S.C. 1320a-7b(b)(3)(I) and 42 C.F.R. §1001.952(w) and all
other applicable laws and regulations. To the extent that it is determined by either Party’s
legal counsel or the Federal government that this Agreement is not fully compliant with any
applicable law or regulation, the Parties agree to reform it to fully comply. Specifically,

1.1  The amount of the Community Benefit Grant will not be conditioned or varied
based upon (or otherwise determined by taking into account in any way) the volume or value
of any referrals or other business generated between SWCHC and the Hospital, which referrals
or business are reimbursed, in whole or in part, under Medicare, Medicaid, CHIP, or any
other federal health care program;

1.2 The amount of the Community Benefit Grant will contribute meaningfully
to SWCHC’s ability to maintain or increase the availability, or enhance the quality, of the
services provided to the medically underserved populations at the Lindley Street Clinic.
During the Term of this Agreement, and upon any renewals of this Agreement, the Parties
will re-evaluate the Agreement annually to ensure that the Community Benefit Grant is
satisfying, and is reasonably expected to continue satisfying, this standard, and will
document such evaluation contemporaneously. The Parties will make such documentation
available to the Secretary of DHHS upon request;

1.3 The Community Benefit Grant relates directly to services provided by
SWCHC as part of the scope of SWCHC’s Section 330 of the Public Health Service Act
(“Section 330”) grant, and SWCHC reasonably expects the arrangement to contribute
meaningfully to SWCHC’s ability to maintain or increase the access, or enhance the
quality, of services provided to a medically underserved population;

1.4  SWCHC and the Hospital agree that each Party’s health care professionals
retain the right to refer patients to any providers they deem appropriate, based on their
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professional judgment, and that all patients served by either Party retain the right to
request referrals to any providers of their choosing. During the term of the Agreement,
SWCHC shall provide its patients with notice, in a timely fashion and in a manner
reasonably calculated to be effective and understood by the patient, of their freedom to
choose any willing provider or supplier. For the avoidance of doubt, the Parties
understand and agree that SWCHC will retain the right to contract with other
providers/suppliers;

1.5 SWCHC and Hospital agree to maintain a list of all agreements between the
Parties. This list shall be centrally located, updated regularly, and maintained in a manner that
preserves the historical record of arrangement, and made available for review by the Secretary
of the DHHS upon request; and

1.6 All SWCHC patients shall be advised, upon request, of the existence and
nature of this Agreement in a timely fashion and in a manner reasonably calculated to be
effective and understood by the patient

2. Grant Funds.

2.1 The Hospital shall provide funding to cover certain operational deficits and costs
incurred by SWCHC relating to the Lindley Street Clinic for the period of ,

2017 through , 2018 (the “First Period”), the period of
, 2018 through , 2019 (the “Second Period”), the period of
, 2019 through , 2020 (the “Third Period”), the period
of , 2020 through , 2021 (the “Fourth Period”), and the
period of , 2021 through September 30, 2022 (the “Fifth Period”)

(collectively, such funding is referred to as the “Grant Funds” and each such period is referred
to as a “Period”). The Grant Funds are intended to contribute meaningfully to SWCHC’s
ability to maintain or increase the availability, or enhance the quality, of health care services
provided to the medically underserved populations served by the Lindley Street Clinic (the
“Permitted Purpose™). The amount of the Grant Funds paid by the Hospital to SWCHC for each
quarter during the Term shall be based on a review of the Lindley Street Clinic’s budgeted
activities versus its actual activities as further described in this Section 2, subject to the
maximum amounts set forth in Section 2.2 of this Agreement.

2.2 Notwithstanding anything to the contrary set forth in this Agreement:

(a) For the First Period, the Grant Funds paid by the Hospital to SWCHC will
not exceed $964,649, including a $150,000 contingency fund for unexpected expenses
unrelated to clinical operations for such First Period;

(b) For the Second Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $954,297, including a $100,000 contingency fund for unexpected
expenses unrelated to clinical operations for such Second Period;
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(c) For the Third Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $889,903, including a $75,000 contingency fund for unexpected expenses
unrelated to clinical operations for such Third Period;

(d) For the Fourth Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $740,807; and

(e) For the Fifth Period, the Grant Funds paid by the Hospital to SWCHC will
not exceed $716,150.

The term “Contingency Fund” shall refer to the contingency funds set forth above for each of the
First, Second and Third Periods. The term “Maximum Community Benefit Grant” shall refer the
maximum amounts set forth above for each Period.

2.3 The Parties shall meet on a quarterly basis to discuss the reasonableness of
expenses during the previous quarter and to perform the reconciliation referred to below with
respect to Grant Funds for the then-current quarter.

(a) With respect to the first quarter during the Term, the Hospital shall
advance by no later than the first day of such first quarter, an amount equal to
(i) twenty-five percent (25%) of the Maximum Community Benefit Grant for the First
Period less (ii) the Contingency Amount for the First Period, or Two Hundred Three
Thousand Six Hundred Sixty-Two and 25/100 Dollars ($203,662.25).

(b) After the first quarter during the Term, the Grant Funds will be paid to
SWCHC in quarterly installments (each, a “Quarterly Installment™) in an amount equal to
(i) twenty-five percent (25%) of the difference between the Maximum Community
Benefit Grant for the applicable Period less (ii) the Contingency Fund for the applicable
Period, subject to the maximum amounts set forth in Section 2.5 and subject to the
reconciliation process described in Section 2.3(c).

(© After the first quarter during the Term, SWCHC shall provide the Hospital
with a profit and loss statement for previous quarter with respect to the Lindley Street
Clinic’s teaching services (such services, as agreed by the Parties, are referred to as
“Teaching Services™) and non-teaching services (such services, as agreed by the Parties,
are referred to as “Non-Teaching Services”) (the “Quarterly P&L”). If the Quarterly
P&L has a loss for the Teaching Services and Non-Teaching Services for such previous
quarter as a result of lower than budgeted revenues or greater than budgeted expenses (so
long as such expenses are of a type set forth in the Lindley Street Clinic budget or are
otherwise approved by both Parties), then the Quarterly Installment will be increased by
the amount of such loss; provided that in no event will the total Grant Funds for any
Period exceed the maximum amount specified in Section 2.2 of this Agreement. If the
Quarterly P&L has a profit for the Teaching Services and Non-Teaching Services for
such previous quarter, the Quarterly Installment will be reduced by the amount of such
profit or, if requested by the Hospital, shall be returned to the Hospital by SWCHC
within 45 days.
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(d) Payment of the Quarterly Installment will be due within forty-five (45)
days of such reconciliation.

2.4  The Contingency Fund or any portion thereof will only be paid to SWCHC based
on need and as agreed upon by SWCHC and the Hospital.

2.5 The Parties will meet at least annually to review the Lindley Street Clinic budget
for the upcoming Period and the profit and loss statement for the Lindley Street Clinic’s
Teaching Services and Non-Teaching Services for the prior Period (the “Annual P&L”). If the
Annual P&L has a profit with respect to such Teaching Services and Non-Teaching Services for
such prior Period independent of any Grant Funds paid to SWCHC, then SWCHC shall return to
the Hospital an amount of Grant Funds equal to the amount of such profit.

2.6 If, at any time during the term of this Agreement, the core financial assumptions
prove faulty (e.g., material change in payer mix or patient volume) and/or other exigent
circumstances occur such that SWCHC is unable to operate the Lindley Street Clinic in
accordance with such core assumptions and/or there are unanticipated material deviations
between the Lindley Street Clinic budget and actual financial performance, either Party may
request a special meeting of the Parties to determine what reasonable options are available to
address the circumstances, including but not limited to an adjustment in the Lindley Street Clinic
budget and the Grant Funds amount; provided, however, that in no event will the Grant Funds
amount exceed the applicable limit set forth in Section 2.5 of this Agreement.

2.7 SWCHC covenants and agrees that it will use the Grant Funds only for the
Permitted Purpose and for no other purpose and further that the Grant Funds shall not be used for
any activity that would violate the Ethical and Religious Directives for Catholic Health Care
Services as promulgated by the United States Conference of Catholic Bishops, Washington,
D.C., of the Roman Catholic Church or its successor (the “Directives™).

2.8  The obligation of the Hospital to pay any Deficit Grant Funds shall be subject to
the fulfillment of the following conditions precedent:

(a) SWCHC shall provide to the Hospital an executed certification in the
form of Exhibit A hereto, prior to the first day of each quarterly period during the
Term of this Agreement.

(b) The representations and warranties contained in Section 6 of the Master
Agreement shall be true and correct on and as of the date of each payment of Deficit
Grant Funds as though made on and as of such date; SWCHC shall have complied with
the covenants set forth in Section 16 of this Agreement; and no default under this
Agreement shall have occurred or be continuing on the date of such payment or would
result from the making of such payment.

(© The payment of the Community Benefit Grant shall not contravene any
federal, state of local law, rule or regulation applicable to the Hospital or SWCHC.
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(d) The Parties shall have obtained all necessary governmental approvals
relating to (i) termination of the Services by the Hospital, including but not limited to
approval from the Office of Health Care Access of the Connecticut Department of
Public Health of the certificate of need application filed by the Hospital with respect to
such termination, (ii) the provision of Services by SWCHC, including but not limited to
all required approvals from HRSA, including the Change in Scope for the activities
described herein, and (iii) appropriate licensure from the Connecticut Department of
Public Health, including an operating license issued to SWCHC for the Services to be
provided at the Lindley Street Location.

(e) All proceedings in connection with the making of the Community Benefit
Grant and the other transactions contemplated by this Agreement and the Master
Agreement between the Parties of even date herewith, and all documents incidental
thereto, shall be reasonably satisfactory to the Hospital.

2.9  On an annual basis, the Parties shall meet to review the Community Benefit
Grant and the scope and availability of Services provided by SWCHC in the Service Area and
to evaluate the impact of the Community Benefit Grant on SWCHC’s operations (an
“Evaluation”) in accordance with Section 1.2 above; provided, however, that the Parties may
conduct an Evaluation more frequently than annually upon a reasonable request by the Hospital
or SWCHC. Such Evaluation shall be documented in writing by the Parties.

3. Term of Agreement. The effective date of this Agreement shall be the Effective Date
and shall terminate on , 2022 (the “Term”) unless sooner terminated as set
forth below.

4, Termination of Agreement.

4.1  For Breach. Notwithstanding any of the provisions in this Agreement to the
contrary, prior to the expiration of the Term, either Party may terminate this Agreement upon
written notice to the other Party in the event of such other Party’s breach of a material ‘
provision of this Agreement, which breach remains uncured for a period of thirty (30) days
following receipt of written notice specifying the breach complained of.

4.2  Tax-Exempt or Medicare/Medicaid Status. Notwithstanding any of the
provisions in this Agreement to the contrary, prior to the expiration of the Term, either Party
may terminate this Agreement upon written notice to the other Party if the other Party loses its
(i) tax-exempt status, (ii) eligibility status in a federal or state health care program, including
but not limited to Medicare or Medicaid; or (iii) state facility licensure or, in the case of
SWCHC, Federally Qualified Health Care status.

4.3  Bankruptcy. This Agreement shall immediately terminate upon: (i) the
bankruptcy, insolvency, or cessation of operations of either Party, as applicable, or the filing
of any voluntary petition for bankruptcy, dissolution, liquidation, or winding-up of the affairs
of either Party, as applicable, or any assignment by either Party, as applicable, for the benefit
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of creditors; or (ii) the filing of any involuntary petition for bankruptcy, dissolution,
liquidation, or winding-up of the affairs of either Party, as applicable, which petition is not
dismissed within ninety (90) days of the date upon which it is filed.

4.4  Hospital Termination Rights. The Hospital shall have the right to terminate this
Agreement upon written notice to SWCHC upon the occurrence of any of the following events:

(a) SWCHC shall cease to operate the Lindley Street Clinic at the Lindley
Street Location.

(b) SWCHC shall (i) merge or consolidate with another entity, including but
not limited to another FQHC; (ii) become affiliated with, or sponsored by, another entity,
including but not limited to another FQHC; (iii) sell or dispose of all or substantially all
of its assets; or (iv) any entity shall have the authority to, directly or indirectly, manage or
control the management, operations or governance of SWCHC, including but not limited
to the ability to appoint any members of the board of directors of SWCHC; unless in each
case the successor entity assumes the obligations of SWCHC under this Agreement and
the other agreements entered into between SWCHC and the Hospital on the Effective
Date.

(©) Any written agreement between the Hospital and SWCHC is not renewed
or is terminated for any reason by either Party or SWCHC is in default under any
written agreement between the Hospital and SWCHC.

Upon any termination of this Agreement by the Hospital, the Hospital shall have no further
obligations under this Agreement, including the obligation to make any payment of Deficit
Grant Funds after the date of termination.

4.5  Termination without Cause. Notwithstanding any of the provisions in this
Agreement to the contrary, the Parties may mutually agree to terminate this Agreement at any
time.

5. Modification for Prospective Legal Events. In the event any state, federal, or local
laws or regulations, now existing or enacted, promulgated, or amended after the effective date
of this Agreement, are interpreted by judicial decision, by a regulatory agency, or reasonably
by either Party’s legal counsel (which shall be a firm of recognized standing) in such a manner
as to indicate that the structure of this Agreement may be in violation of such laws or
regulations or may jeopardize the tax exempt status of either Party (an “Adverse Event”), the
Parties hereto shall negotiate in good faith to amend this Agreement as necessary. To the
maximum extent possible, any amendment to this Agreement effected shall preserve the
underlying economic and financial arrangements between the Parties. Notwithstanding the
foregoing, a Party shall not be obligated to agree to an amendment to this Agreement if that
Party in good faith disagrees, in a writing delivered to the other Party, that an Adverse Event
has occurred, or if the Parties cannot, using good faith efforts within sixty (60) days of either
Party’s notification in writing to the other Party that an Adverse Event has occurred, mutually
agree upon amendments to this Agreement as necessary to cure such Adverse Event.
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6. Confidentiality.

6.1  Each Party will require access to certain confidential and/or proprietary
information relating to the business, financial, and strategic condition of the other Party, which
may be in written, oral, or electronic format (“Confidential Information”). The term
Confidential Information shall not include information that is or becomes publicly available
through no fault of either Party.

6.2  Each Party acknowledges that the Confidential Information furnished by the
other Party during the course of the negotiations and due diligence contemplated hereunder is a
valuable, special, and unique asset of the Party furnishing such Confidential Information
(hereinafter, the “Furnishing Party”). Accordingly, each Party agrees that, except as
specifically provided herein, it will not disclose to any person, institution, entity, company, or
any other third party, directly or indirectly, any Confidential Information, without the prior
written consent of the Furnishing Party or as required by law.

(a) Each Party agrees that Confidential Information shall be disclosed to its
corporate members, members of its Board, staff, contractors, or other agents, and in
the case of the Hospital or potential successors-in-interest to the Hospital only: (i) on a
need-to-know basis, and (ii) for the purpose of planning, negotiations and due diligence
review contemplated by this Agreement or for the purpose of due diligence review by a
potential successor-in-interest to the Hospital. Each Party shall require its Board
members, staff, contractors, other agents and potential successors-in-interest who
receive Confidential Information regarding the other Party to comply with the standards
set forth in this Section.

(b) Each Party agrees that Confidential Information shall be disclosed to
federal and state government bodies for the purpose of implementing this Agreement
and obtaining applicable approvals relating thereto.

6.3  Nothing in this Agreement shall prohibit a Party from making any disclosure of
Confidential Information that, in the good faith opinion of such Party making the disclosure, is
required by law. If disclosure of the Confidential Information is required, the Party making
the disclosure shall promptly notify the Furnishing Party, in order to permit the Furnishing
Party an opportunity to object to such disclosure and/or to obtain a court order or other reliable
assurance that confidential treatment shall be accorded to the disclosed Confidential
Information.

6.4  Each Party warrants that, to its knowledge as of the date of this Agreement’s
execution and at the time of any subsequent disclosure, it is permitted to disclose to the other
Party, as provided herein, its respective Confidential Information and that such disclosure does
not, and will not, violate the rights of any third party.

4852.9728-1355, v. 9 0230 (7/31/17)



6.5  Each Party shall retain title and all rights to the Confidential Information that
has been disclosed to the other Party. Upon request, each Party agrees to return promptly to
the other Party all Confidential Information and to not retain any copies, extracts, or other
reproductions, in whole or in part, of such returned Confidential Information.

6.6  This Section 6 regarding the obligation of both Parties to keep confidential all
Confidential Information, regardless of the manner of transmission, survives the expiration or
termination of this Agreement.

7. Notices. Any and all notices, designations, consents, offers, acceptances or other
communication required to be given under this Agreement shall be in writing and delivered in
person or sent by registered or certified mail, return receipt requested, postage prepaid, to the
following addresses:

If to SWCHC: Kathy Yacavone, President/CEO
Southwest Community Health Center, Inc.
Bridgeport, Connecticut 06606

If to Hospital: St. Vincent’s Medical Center
2800 Main Street
Bridgeport, Connecticut 06606
Attention: President and Chief Executive Officer

The foregoing addresses may be changed and/or additional persons may be added thereto by
notifying the other Party hereto in writing and in the manner hereinafter set forth. All notices
shall be effective upon receipt.

8. Independent Contractors. The Parties shall remain separate and independent entities.
None of the provisions of this Agreement are intended to create, nor shall be deemed or
construed to create, any relationship between or among the Parties other than that of
independent contractors. Except as otherwise provided, neither of the Parties shall be
construed to be the agent, partner, co-venturer, employee or representative of the other Party.

9. Governing Law. This Agreement is made pursuant to and shall be governed by the
laws of the State of Connecticut, as well as all applicable Federal laws, regulations, and
policies, including, but not limited to, all laws, rules, policies, and other terms applicable to
SWCHC'’s Section 330 grant.

10.  Severability. The provisions of this Agreement are not severable. In the event that
any one or more provisions of this Agreement are deemed null, void, illegal, or unenforceable,
the Parties shall renegotiate or terminate the remaining provisions of this Agreement unless the
Parties mutually agree in writing that the invalidity, illegality, or unenforceability of said
provision does not materially change the obligations of the Parties under this Agreement, in
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which case this Agreement shall be construed in all respects as if such invalid or unenforceable
provisions have been omitted.

11.  Third-Party Beneficiaries. The Agreement is not intended to benefit, and shall not be
construed to benefit, any person or entities other than the Parties hereto, or to create any
third-party beneficiary right for any other person or entities.

12.  Assignment. Neither Party may assign, delegate, or transfer this Agreement, or its
rights and obligations hereunder, without the other Party’s express, prior written consent
except as expressly permitted in this Agreement. Hospital may assign this Agreement without
such consent to (a) any entity that controls, is controlled by or is under common control with
Hospital or (b) any successor-in-interest to the operations and assets of Hospital; provided,
however, that Hospital shall remain liable for its obligations under this Agreement. Any
assignment attempted without such consent shall be void. The provisions of this Agreement
shall be binding upon and shall inure to the benefit of the Parties hereto and their duly
authorized transferees, successors and assigns.

13.  Entire Agreement; Amendments. This Agreement and its attachments represent the
Parties’ complete understanding regarding the subject matter herein. Any amendment to this
Agreement shall be in writing and signed by both Parties. Except for any specific provision
being amended, this Agreement shall remain in full force and effect after such amendment.
This Agreement supersedes any other agreements or understandings between the Parties,
whether oral or written, relating to the subject matter of this Agreement including, without
limitation, that certain Letter of Intent between the Parties dated February 7, 2017. No such
other agreements or understandings may be enforced by any Party nor may they be employed
for interpretation purposes in any dispute involving this Agreement.

14.  Authority. Each signatory to this Agreement represents and warrants that he or she
possesses all necessary capacity and authority to act for, sign, and bind the respective entity on
whose behalf he or she is signing.

15. Government Access. If Section 952 of the Medicare and Medicaid Amendments of
1980, 42 U.S.C. §1395x(v)(1)(1), is applicable to this Agreement, SWCHC agrees upon
written request, to make available to the Secretary of DHHS, the Comptroller General or any
of their duly authorized representatives, all contracts, books, documents and records of
SWCHC necessary to certify the nature and extent of costs associated with the services
furnished under this Agreement. All books and records described in this Section shall be
maintained and made available for a period of four (4) years after the last date that services
were rendered under this Agreement. The provisions of the Medicare and Medicaid
Amendments of 1980, including Section 952 thereof, and the rules and regulations adopted
from time to time thereunder, are incorporated herein by reference, and SWCHC agrees to be
bound thereby. This Section shall survive the termination of this Agreement.

16.  Covenants of SWCHC. During the term of this Agreement:
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16.1 Medicaid Eligibility. SWCHC shall use reasonable efforts to determine
eligibility of patients of the Lindley Street Clinic for the Medicaid Program and assist patients
in obtaining Medicaid coverage.

16.2  Collections from Patients. SWCHC shall make reasonable efforts to collect
payment from patients for Services provided by SWCHC at the Lindley Street Clinic within the
limits of HRSA rules for FQHCs and SWCHC’s then-current collections policy and
procedures, as shall be provided to the Hospital upon request.

16.3 Reporting Requirements.

(a) SWCHC shall furnish to the Hospital upon request (i) unaudited financial
statements, (ii) when due, annual audited financial statements, documents or reports
that SWCHC is required to file with any federal agencies relating to its FQHC status,
costs or reimbursement, and (iii) such other financial statements, reports, instruments
and documents as the Hospital may reasonably request from time to time.

(b) SWCHC shall provide the Hospital, promptly after the commencement
thereof, notice of each action, suit or proceeding before any court or other
governmental authority or other regulatory body or any arbitrator in which SWCHC is
a party, which may adversely affect its condition or operations, financial or otherwise.

() Maintenance of Permits. SWCHC shall maintain all permits, licenses,
authorizations and approvals required for the lawful operation of its business, including
without limitation, approval as an FQHC, and all such licenses and approvals as
required under federal and state law.

(d) Conduct of Business/Insurance. SWCHC shall conduct its business in a
commercially reasonable manner in accordance with all applicable laws, rules and
regulations and maintain such insurance policies as are standard for a like organization
located in the Service Area.

(d) Provision of Services. SWCHC shall operate the Lindley Street Clinic at
the Lindley Street Location and provide the Services, including adult and pediatric
primary care and primary care obstetrics and gynecology, including prenatal health
services, to all residents of the Service Area, regardless of ability to pay.

17.  Ethical and Religious Directives. The Parties acknowledge that the operations of the
Hospital are in accordance with the Ethical and Religious Directives for Catholic Health Care
Services as promulgated by the United States Conference of Catholic Bishops, Washington,
D.C., of the Roman Catholic Church or its successor (the “Directives”) and that the principles
and beliefs of the Roman Catholic Church are a matter of conscience to the Hospital. The
Directives  are  located at  http://www.uscchb.org/issues-and-action/human-life-and-
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dignity/health-care/upload/Ethical-Religious-Directives-Catholic-Health-Care-Services-fifth-
edition-2009.pdf. It is the intent and agreement of the Parties that this Agreement shall not be
construed to require the Hospital to violate said Directives in its operation and all parts of this
Agreement must be interpreted in a manner that is consistent with said Directives.

18.  Corporate Responsibility. The Hospital has a Corporate Responsibility Program (the
“Program”) which has as its goal to ensure that the Hospital complies with federal, state and
local laws and regulations. The Program focuses on risk management, the promotion of good
corporate citizenship, including the commitment to uphold a high standard of ethical and legal
business practices, and the prevention of misconduct. SWCHC acknowledges the Hospital’s
commitment to the Program and agrees to ensure that its personnel comply and cooperate with,
and participate in, the Program as applicable to the performance of business transactions under
this Agreement.

[THE NEXT PAGE IS THE SIGNATURE PAGE.]
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IN WITNESS WHEREOF, the Parties have caused this Agreement to be executed as
of the date set forth above by their duly-authorized representatives.

Southwest Community Health Center, Inc. St. Vincent’s Medical Center
By By:
Its Its
Date: Date:
13
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EXHIBIT A

FORM OF CERTIFICATION

Date:

Southwest Community Health Center, Inc. (“SWCHC”) hereby certifies to St. Vincent’s
Medical Center, pursuant to the terms and conditions of the Community Benefit Grant
Agreement dated as of , 2017, by and between SWCHC and St. Vincent’s Medical
Center (the “Agreement”), as follows:

1. All Deficit Grant Funds (as defined in the Agreement) received by SWCHC were
used only for the Permitted Purpose (as defined in the Agreement) in accordance with the terms
of the Agreement.

2. The representations and warranties contained in Section 6 of the Master
Agreement (as defined in the Agreement) are true and correct as of the date of this Certification
as though made on as and as of the date hereof;, SWCHC is in compliance with all covenants set
forth in Section 16 of the Agreement; and all conditions precedent to the making of a payment of
Deficit Grant Funds set forth in Section 2.6 of the Agreement have been satisfied.

3. SWCHC hereby confirms that no default under the Agreement has occurred or
is continuing as of the date of this Certification or would result from the next payment of
Deficit Grant Funds to be paid by the Hospital to SWCHC pursuant to this Agreement.

4. The undersigned is duly authorized to make this certification on behalf of
SWCHC.

SOUTHWEST COMMUNITY HEALTH
CENTER, INC.

By:
Name:
Title:
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User, OHCA

From: Fernandes, David

Sent: Wednesday, August 23, 2017 8:47 AM

To: Riggott, Kaila; User, OHCA

Subject: FW: Questions pertaining to 17-32165-CON
FYI

David Fernandes

Planning Analyst (CCT)

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue, Hartford, Connecticut 06134

P: (860) 418-7032|F: (860) 418-7053 | E: David.Fernandes@ct.gov
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From: Bassett, Kurt [mailto:Kurt.Bassett@ascension.org]

Sent: Tuesday, August 22, 2017 2:06 PM

To: Fernandes, David <David.Fernandes@ct.gov>

Cc: Martone, Kim <Kimberly.Martone@ct.gov>; Carney, Brian <Brian.Carney@ct.gov>
Subject: RE: Questions pertaining to 17-32165-CON

Thank you for the follow up email. | did receive your message and we are putting together a response and will follow up
with you as soon as possible.

Thanks,

Kurt Bassett

Director — Strategic Planning

St. Vincent's Health Services
2800 Main Street

Bridgeport, CT 06606

Office: 475-210-6264

(Please note new office number)

From: Fernandes, David [mailto:David.Fernandes@ct.gov]
Sent: Tuesday, August 22, 2017 2:03 PM

To: Bassett, Kurt

Cc: Martone, Kim; Carney, Brian

Subject: Questions pertaining to 17-32165-CON

*** Attention: This is an external email. Use caution responding, opening attachments or clicking on links. ***
1



Dear Mr. Bassett,

Following up on the message left on your voice mail on August 18", OHCA is in the process of reviewing your
completeness responses in the above referenced application. Pages 223-226 contain the “Community Benefit Grant
Agreement” which outlines the proposal for SWCHC to assume full responsibility for the Lindley Street Clinic. Upon
review of this draft agreement and the application, it is unclear what would happen if SWCHC was unable to continue to
operate the clinic for the full length of the agreement.

Can you clarify whether SVMC would reassume provision of those services at the Lindley Street Clinic in the event
SWCHC was unable to?

On an unrelated note, please indicate the actual months used to project the full fiscal year 2017 columns, found on
financial worksheet A on page 222.

Please respond to this email at your earliest convenience.

David

David Fernandes

Planning Analyst (CCT)

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue, Hartford, Connecticut 06134

P: (860) 418-7032|F: (860) 418-7053 | E: David.Fernandes@ct.gov
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CONFIDENTIALITY NOTICE:

This email message and any accompanying data or files is confidential and may contain privileged information
intended only for the named recipient(s). If you are not the intended recipient(s), you are hereby notified that the
dissemination, distribution, and or copying of this message is strictly prohibited. If you receive this message in
error, or are not the named recipient(s), please notify the sender at the email address above, delete this email
from your computer, and destroy any copies in any form immediately. Receipt by anyone other than the named
recipient(s) is not a waiver of any attorney-client, work product, or other applicable privilege.



Olejarz, Barbara

From: Carney, Brian

Sent: Monday, August 28, 2017 2:56 PM

To: Olejarz, Barbara

Cc: Riggott, Kaila; Fernandes, David

Subject: FW: Questions pertaining to 17-32165-CON
Hi Barbara,

If you haven’t already, can you please add this the Table of Record.
Thanks,

Brian

From: Bassett, Kurt [mailto:Kurt.Bassett@ascension.org]

Sent: Friday, August 25, 2017 10:38 AM

To: Fernandes, David <David.Fernandes@ct.gov>

Cc: Martone, Kim <Kimberly.Martone@ct.gov>; Carney, Brian <Brian.Carney@ct.gov>; Riggott, Kaila
<Kaila.Riggott@ct.gov>

Subject: RE: Questions pertaining to 17-32165-CON

Mr. Fernandes,

The proposed Community Benefit and Support Agreement ("Agreement") between St. Vincent’s and SWCHC is intended
to be a transitional support agreement and both St. Vincent’s and SWCHC have little expectation that the Agreement
will be terminated before the planned five-year term ends. However, once SWCHC assumes responsibility for the clinic
(subject to OHCA's approval), it is SWCHC’s obligation and commitment to continue to operate the clinic with or without
the Community Benefit and Support Agreement. If for some reason, SWCHC could not support the population, SWCHC
would notify HRSA and the Federal government would likely assist SWCHC or open up the service area to other

FQHCs. As stated in the Agreement, the parties plan to meet and discuss any ongoing commitments from St.

Vincent's. As a FQHC, we believe that SWCHC has the necessary expertise and resources to effectively care for this
population with much success. Notwithstanding, St. Vincent’s is committed to providing specialty services to this
population beyond the term of the Community Benefit and Support Agreement, and will continue to have its internal
medicine residency program providing services at the Lindley Street Clinic Location.

| hope this is sufficiently responsive to OHCA’s inquiry. If not, please let me know as soon as possible.

You asked that we indicate the actual months used to project the full fiscal year 2017 columns, as found on financial
worksheet A on page 222. Actual data for the months of July through December 2016 were used, along with estimated
numbers for January through June 2017.

Please let us know if you have any further questions.

Best,

Kurt

Kurt Bassett
Director — Strategic Planning



St. Vincent's Health Services
2800 Main Street

Bridgeport, CT 06606

Office: 475-210-6264

(Please note new office number)

From: Fernandes, David [mailto:David.Fernandes@ct.gov]
Sent: Tuesday, August 22, 2017 2:03 PM

To: Bassett, Kurt

Cc: Martone, Kim; Carney, Brian

Subject: Questions pertaining to 17-32165-CON

*** Attention: This is an external email. Use caution responding, opening attachments or clicking on links. ***

Dear Mr. Bassett,

Following up on the message left on your voice mail on August 18", OHCA is in the process of reviewing your
completeness responses in the above referenced application. Pages 223-226 contain the “Community Benefit Grant
Agreement” which outlines the proposal for SWCHC to assume full responsibility for the Lindley Street Clinic. Upon
review of this draft agreement and the application, it is unclear what would happen if SWCHC was unable to continue to
operate the clinic for the full length of the agreement.

Can you clarify whether SVMC would reassume provision of those services at the Lindley Street Clinic in the event
SWCHC was unable to?

On an unrelated note, please indicate the actual months used to project the full fiscal year 2017 columns, found on
financial worksheet A on page 222.

Please respond to this email at your earliest convenience.

David

David Fernandes

Planning Analyst (CCT)

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue, Hartford, Connecticut 06134

P: (860) 418-7032|F: (860) 418-7053 | E: David.Fernandes@ct.gov
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This email message and any accompanying data or files is confidential and may contain privileged information
intended only for the named recipient(s). If you are not the intended recipient(s), you are hereby notified that the
dissemination, distribution, and or copying of this message is strictly prohibited. If you receive this message in
error, or are not the named recipient(s), please notify the sender at the email address above, delete this email
from your computer, and destroy any copies in any form immediately. Receipt by anyone other than the named
recipient(s) is not a waiver of any attorney-client, work product, or other applicable privilege.



Olejarz, Barbara

From: Carney, Brian

Sent: Tuesday, August 29, 2017 10:53 AM

To: Kurt.Bassett@ascension.org

Cc: Riggott, Kaila; Fernandes, David; Olejarz, Barbara

Subject: Docket Number: 17-32165-CON - Deemed Complete
Attachments: 17-32165-CON Notification of Application Deemed Complete.pdf
Follow Up Flag: Follow up

Flag Status: Flagged

Dear Mr. Bassett,

Please see the attached letter deeming the above-referenced application complete. Please confirm receipt of this email
and corresponding attachment.

Sincerely,
Brian A. Carney

Brian Carney, MBA

Associate Research Analyst

Connecticut Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13HCA
Hartford, CT 06134-0308

Phone - 860-418-7014
brian.carney@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy
Governor
Raul Pino, M.D., M.PH.

S Nancy Wyman
Commissioner y Wy

Lt. Governor

Office of Health Care Access

Via Email Only
August 29, 2017

Kurt Bassett

Director of Strategic Planning
St. Vincent’s Medical Center
2800 Main Street

Bridgeport, CT 06606
Kurt.Bassett@ascension.org

RE: Certificate of Need Application: Docket Number: 17-32165-CON
Termination of Primary Care Clinic Services
Certificate of Need Completeness Letter

Dear Mr. Bassett:

This letter is to inform you that, pursuant to Section 19a-639a (d) of the Connecticut General Statutes,
the Office of Health Care Access has deemed the above-referenced application complete, as of August
29, 2017.

If you have any questions concerning this letter, please contact Kaila Riggott at (860) 418-7037.

S|rlcere|y, Digitally signed by

fﬂw i ¢ il . Brian Carney

./ Date: 2017.08.29
Brian A. Carney 10:39:45 -04'00'
Associate Research Analyst

Phone: (860) 418-7001 e Fax: (860) 418-7053
410 Capitol Avenue, P.O. Box 340308
DPH Hartford, Connecticut 06134-0308
www.ct.gov/dph
Affirmative Action/Equal Opportunity Employer

Connecticut Department
of Public Health



Olejarz, Barbara

From: Carney, Brian

Sent: Tuesday, August 29, 2017 2:27 PM
To: Olejarz, Barbara

Subject: FW: Docket Number: 17 - 32165-CON
Attachments: CON Application.pdf

fyi

From: Riggott, Kaila

Sent: Wednesday, August 2, 2017 3:25 PM

To: Carney, Brian <Brian.Carney@ct.gov>; Fernandes, David <David.Fernandes@ct.gov>; Olejarz, Barbara
<Barbara.Olejarz@ct.gov>

Cc: Hansted, Kevin <Kevin.Hansted@ct.gov>; Martone, Kim <Kimberly.Martone@ct.gov>

Subject: FW: Docket Number: 17 - 32165-CON

Please add to the record. Kim and Kevin, | followed up with Joan Feldman because we had not heard from her and they
have decided not to request that some of the completeness responses be redacted/held confidential.

Kaila Riggott, MPA

Planning Specialist

State of Connecticut

Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13-HCA
Hartford, CT 06134

phone: 860.418.7037

fax: 860.418.7053
http://www/ct.gov/ohca
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From: Riggott, Kaila

Sent: Monday, July 31, 2017 11:47 AM

To: Carney, Brian <Brian.Carney@ct.gov>; Fernandes, David <David.Fernandes@ct.gov>
Subject: FW: Docket Number: 17 - 32165-CON

Completeness response for St. V’s. They are requesting that certain information be kept confidential/redacted and are
sending a separate email regarding that request (for Kevin’s consideration), so please don’t have anything posted until
he decides on that matter. He is telecommuting today, so | will forward you his response once | hear from him. Please
confirm with Joan that we received the responses. Thanks!

Kaila Riggott, MPA
Planning Specialist
State of Connecticut



Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13-HCA
Hartford, CT 06134

phone: 860.418.7037

fax: 860.418.7053
http://www/ct.gov/ohca
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From: Feldman, Joan [mailto:JFeldman@goodwin.com]
Sent: Monday, July 31, 2017 11:39 AM

To: User, OHCA <OHCA@ct.gov>; Riggott, Kaila <Kaila.Riggott@ct.gov>
Subject: Docket Number: 17 - 32165-CON

Kaila:

Attached for your consideration, you will find the responses to your letter dated June 1, 2017 in connection with St.
Vincent's Medical Center's application to terminate its primary care clinic services.

Thank you.
Joan
Joan W. Feldman Tel (860) 251-5104
Shipman & Goodwin we Partner Fax (860) 251-5211
COUNSELORS AT LAW One Constitution Plaza jfeldman@goodwin.com
Hartford, CT 06103-1919 www.shipmangoodwin.com

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.

% please consider the environment before printing this message



‘ SHIPMAN &
A GOODWIN....*

COUNSELORS AT LAW

Joan W. Feldman
Phone: (860) 251-5104
Fax: (860) 251-5211
jfeldman@goodwin.com

July 31, 2017
By email: OHCA@ct.gov

Mr. Brian A. Carney

Associate Research Analyst
Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13HCA
Hartford, CT 06134

Re: Certificate of Need Application: Docket Number: 17-32165-CON
Termination of Primary Care Clinical Services
Certificate of Need Completeness Letter

Dear Mr. Carney:

Reference is made to OHCAs letter to St. Vincent’s Medical Center dated June 1, 2017. Set
forth below are each of the questions included in the letter followed by our response.

1) Inregard to the new specialty services planned for the Lindley Street location (page 14 of
the application):

a. provide the expected start date for each new service;

The specialty services will no longer be located at the Lindley Street Location as
previously planned and as represented in the above-referenced CON application.
Instead, the St. Vincent’s specialty clinics will be at a new medical office building
leased by the St. Vincent’s Medical Center located at 2979 Main Street,
Bridgeport, Connecticut, approximately .4 tenths of a mile from the Lindley Street
Location. Since submitting the above-referenced CON application, St. Vincent’s
Medical Center has had fully updated and furnished specialty space become
available. This Main Street space is much larger, has ample parking, is on a bus
route, and is beautifully built out. There will be a care coordinator stationed at the
Lindley Street Location who will be responsible for scheduling the specialty visits
at 2979 Main Street so the referral is seamless. The expense saved by St.
Vincent’s Medical Center in not having to renovate the Lindley Street Location
will help finance the additional specialty services. The new schedule of services
is planned to commence as follows:

ONE CONSTITUTION PLAZA HARTFORD, CONNECTICUT 06103-19189 860-251-5000 WWW.SHIF‘MANGOOQ%&COM {7;31l17}



Mr. Brian A. Carney
July 31, 2017
Page 2

Endocrinology - January 2018
Infectious Disease - January 2018
Gastroenterology - March 2018
Cardiology - January 2018
Podiatry - January 2018

General Surgery - January 2018
Ophthalmology - January 2018
Neurology - January 2018
Orthopedics - January 2018
Nephrology - January 2018
Rheumatology - March 2018
Pulmonology - March 2018
Nutritional Counseling - January 2018

b. explain whether additional physicians will need to be hired; and

To the extent that there is additional capacity for our physicians who are currently
covering our specialty clinics, St. Vincent’s Medical Center will use these same
physicians to cover the specialty clinic hours by adding additional hours to their
schedule. New Physicians will be hired to cover the pulmonology and
rheumatology specialty clinics. In addition, additional cardiology and orthopedic
physicians will be contracted to cover additional hours. Plans also call for
including one full time gastroenterologist.

c. confirm that all specialty service physicians at this location will accept Medicaid.
All specialty physicians will accept Medicaid patients.

2) Page 12 of the application states the wait times for cardiology, endocrinology, neurology,
gastroenterology and ophthalmology range from three to six months.

a. describe how the proposal will help reduce specialty care wait times;

Cardiology clinic offerings are increasing from 6 hours per month to 60 hours per
month, endocrinology hours are doubling from 3 hour to 6 hours monthly,
neurology clinic hours are doubling from 6 hours to 12 hours monthly, and
ophthalmology clinic hours are doubling from 3 to 6 hours monthly.
Gastroenterology hours are increasing dramatically from 9 hours monthly to 80
hours monthly. All of these additional hours will create ample new appointment
slots which can be filled with these patients who would currently need to be put
on a wait list.

0216 (7/31/17)



Mr. Brian A. Carney

July 31, 2017
Page 3
b.
C.

Specialty Now hours | Proposed
per Month | hours per
Month
cardiology 6 60
endocrinology 3 6
neurology 6 12
ophthalmology | 3 6
gastroenterology | 9 80
rheumatology 0 6
infectious 6 8
disease
general surgery | 12 24
Neurology 6 12
orthopedics 3 48
nephrology 3 6
podiatry 6 12
nutritional 8 32
counseling
pulmonary 0 16

explain the anticipated timeframe for accomplishing this goal;

We anticipate that we will start scheduling patients immediately and it is likely
that by 4 to 6 months after the new specialty clinic schedule is implemented that
the current wait lists will be significantly reduced and soon comparable to wait
times for patients seeing specialists in private practice.

provide an estimate of future wait times anticipated for each specialty service,

following adoption of the proposal.




Mr. Brian A. Carney

July 31, 2017
Page 4

Endocrinology - Less than 2 weeks
Infectious Disease - Approximately 2 weeks
Gastroenterology - Less than 2 weeks
Cardiology - Less than 1 week

Podiatry - Less than 2 weeks

General Surgery - Less than 2 weeks
Ophthalmology - Approximately 2 weeks
Neurology - Less than 2 weeks

Orthopedics - Less than 2 weeks
Nephrology - Approximately 2 weeks
Rheumatology - Approximately 2 weeks
Pulmonary- Less than 2 weeks

Nutritional Counseling - Approximately 2 weeks

3) Page 7 of the application states that the Applicant will enter into a five-year Community
Benefit and Support Agreement with Southwest Community Health Center, Inc.
(“SWCHC?”) to provide financial support to cover SWCHC's transition and other "ramp
up" expenses at the Lindley Street service location.

a.

provide an estimate of the financial support dollar amount that will be committed
in total and on a yearly basis;

Financial support for the first year is up to $964,649.
Financial support for the second year is up to $954,297.
Financial support for the third year is up to $889,905.
Financial support for the fourth year is up to $740,807.
Financial support for the fifth year is up to $716,150.

explain where the financial support commitment appears in the Financial
Worksheet (if not included, revise worksheet to include the financial support

commitment); and

Financial Support is included in “Other Expenses”. Please see revised Financial
Worksheet (Attachment SVMC Table A.1)

provide a copy of the proposed SWCHC Community Benefit and Support
Agreement.

Please see attached hereto.

4) Revise the FY 2020 “Projected Incremental” column on Financial Worksheet A (page
211) as it appears to be incorrect. Both “Net Patient Service Revenue™ and “Total
Operating Revenue” reflect $0, resulting in “Income from Operations™ of $1,944,000.
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Mr. Brian A. Carney
July 31, 2017

Page 5

S)

6)

7

Adjust the FY 2020 “Projected With CON” as necessary, based on your changes to the
incremental column.

Please see revised Attachment SVMC Table A.1 to reflect adjusted operating income for
2020 at column “s”, line 51.

Provide an explanation for the FY 2017 decline in Pediatric Care (-1.5%) and Specialty
Care Clinic (-7.7%) visits (Table 5 on page 25 of the application).

Pediatrics had a physician unexpectedly out on FMLA for approximately two months
which resulted in reduced hours for pediatric patients. Specialty clinics hours were
reduced resulting in reduced clinic hours for nephrology 4 hours/month; cardiology 8
hours/month; and infectious disease 4 hours/month based upon reduced physician
availability.

Please explain the basis for the projected Specialty Care Clinic visit increases of 26%,
22% and 7% respectively, for FY 2018, FY 2019 and FY 2020.

Specialty clinic hours will be increased dramatically from approximately 60 hours per
month to over 300 hours per month. During the first two years, visits are projected to
grow based on current wait list patients as well as new SWCHC patients. Such increase
in visits will carry into year two as full clinic potential is realized and will eventually
begin to level off in year three as we meet the specialty needs of area patients.

Revise Table 6 on page 26 of the application. “Current Year” should be based on the
most recently completed fiscal year (FY 2016) - include projections through FY 2020.

0219
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Mr. Brian A. Carney
July 31, 2017

Page 6
TABLE 7
APPLICANT'S CURRENT & PROJECTED PAYER MIX
Current Projected
Payer FY 2016** FY 2017* FY 2018** FY 2019* FY 2020**

Discharges % Discharges % Discharges % Discharges % Discharges %
Medicare* 2,225 10% 2,198 10% 523 10% 640 10% 685 10%
Medicaid* 14,239 64% 14,066 64% 3,344 64% 4,096 64% 4,384 64%
CHAMPUS & 0 0% 0 0% 0 0% 0 0% 0 0%
TriCare
Total 16,464 T74% 16,264 74% 3,876 T74% 4,736 74% 5,069 74%
Government
Commercial 445 2% 440 2% 95 2% 128 2% 137 2%
Insurers
Uninsured 5,340 24% 5,274 24% 1,254 24% 1,536 24% 1,644 24%
Workers 0 0% 0 0% 0 0% 0 0% 0 0%
Compensation
Total Non- 5,785 26% 5714 26% 1,349 26% 1,664 26% 1,781 26%
Government
Total Payer 22,249 100% 21,978 100% 5,225 100% 6,400 100% 6,850 100%
Mix

* Includes managed care activity.
** Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections
provided. New programs may leave the “current” column blank.

8) Provide SWCHC'’s projected FY 2018-FY 2020 patient volume and payer mix for Adult
Primary Care and Pediatric Care services at the Lindley Street location. Will SWCHC be
able to accommodate the entire SVMC primary care patient population currently served
at the Lindley Street service location? - Yes

TABLE 6
PROJECTED UTILIZATION BY SERVICE

Projected Volume
Service* FY 2018%* FY 2019** FY 2020**
Adult Primary Care 17,344 17,344 17,344
Pediatric Care 7,800 7,800 7,800
Total 25,144 25,144 25,144

* Identify each service type by location and add lines as necessary. Provide the number of
visits/discharges as appropriate for each service listed.

** If the first year of the proposal is only a partial year, provide the first partial year and then the
first three full FYs, Add columns as necessary. If the time period reported is not identical to the
fiscal year reported in Table 4 of the application, provide the date range using the mm/dd
format as a footnote to the table.
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Mr. Brian A. Carney
July 31, 2017

Page 7
SWCHC Projected Payer Mix
Percentage Volume Percentage Volume Percentage Volume
2018 2018 2019 2019 2020 2020
COMMERCIAL 4% 1006 5% 1258 5% 1258
SELF PAY 22% 5532 21% 5280 20% 5029
MEDICARE 10% 2514 10% 2514 10% 2514
MEDICAID 64% 16,092 64% 16,092 65% 16,343

SWCHC has committed to allowing the St. Vincent’s Medical Center’s internal medicine
residents to continue to rotate through Lindley Street Location and SWCHC will staff the
primary care and pediatric services to cover all the Lindley Street Location patients.

9) Will any new or additional facilities fees be imposed following the transition of primary
care services to SWCHC?

No new fees or additional facility fees will be imposed as a result of this proposal.

If you have any questions regarding the above or the attached information, please contact the
undersigned.

Very truly yours

Telding—
Jogn¥Feldman, Esq.

Shipman & Goodwin LLP

On behalf of

Kurt Bassett

Director of Strategic Planning

St. Vincent’s Medical Center
Cc: Kaila Riggott (Kaila.Riggott@ct.gov)

Enclosures
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Draft 7/31/17
COMMUNITY BENEFIT GRANT AGREEMENT

This AGREEMENT (this “Agreement”) is entered into as of , 2017
(the “Effective Date”), by and between Southwest Community Health Center, Inc.
(“SWCHC”) and St. Vincent’s Medical Center (“Hospital”) (individually a “Party,” and
collectively the “Parties”).

BACKGROUND

The Hospital is a charitable, nonprofit corporation pursuant to Section 501(c)(3) of the
Internal Revenue Code and an acute care hospital and medical center located in Bridgeport,
Connecticut.

In furtherance of its Mission, the Hospital has historically operated a primary care
clinic located at 762 Lindley Street, Bridgeport, Connecticut (the “Lindley Street Location™),
serving uninsured and underinsured patients (the “Lindley Street Clinic”). To date, the
Lindley Street Clinic’s focus has been on providing a medically underserved population of
patients in the greater Bridgeport area (the “Service Area”) with access to quality primary care
services (the “Services”). The Hospital believes that the Services are important to the greater
Bridgeport community (the “Community”).

The Hospital has determined that the most efficient and effective way to ensure that
individuals and families in the Service Area have increased access to such Services is to work
with a provider with proven experience in providing primary care medical and other services
to medically underserved populations and which is capable of assuming the responsibility of
providing the Services to individuals and families in the Service Area.

SWCHC is a federally qualified health center (“FQHC”) that receives federal grant
support from the Health Resources and Services Administration (“HRSA”) within the United
States Department of Health and Human Services (*DHHS”) pursuant to Section 330 of the
Public Health Service Act, to provide, or arrange for the provision of, high quality,
cost-effective, community-based comprehensive primary and preventive health care and related
services (including, but not limited to, ancillary and enabling services) to medically
underserved communities in the Service Area, regardless of the individual’s or family’s ability
to pay for such services.

Because SWCHC is able to provide more comprehensive primary care services to the
same patient population that utilizes the Lindley Street Clinic, the Hospital has proposed to
SWCHC that SWCHC assume full responsibility for the Lindley Street Clinic. The Hospital,
in turn, will allocate more of its resources to providing specialty medical services to the
Community. Subject to state and federal regulatory approvals, SWCHC is desirous of
assuming operational responsibility for the Lindley Street Clinic, as it would fully complement
the other primary care services offered by SWCHC. To facilitate the transition of the Lindley
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Street Clinic from the Hospital to SWCHC and support the availability of health care services
for underserved persons in the Community, and in furtherance of the Hospital’s Mission, and
recognizing the interest of Service Area residents and governmental agencies in having a
comprehensive primary care health center provide health care services in the Service Area, the
Hospital intends to provide a community benefit grant (“Community Benefit Grant™).

Simultaneously with the execution and delivery of this Agreement, the Parties are
entering into a Master Agreement (the “Master Agreement”), and certain other agreements
referenced in the Master Agreement, setting forth the terms and conditions on which SWCHC
will assume full responsibility for the operation of the Lindley Street Clinic.

NOW, THEREFORE, in consideration of the covenants contained in this Agreement
and other good and valuable consideration, the receipt and sufficiency of which are hereby
acknowledged, it is mutually agreed as follows:

1. Compliance. It is the intention of the Parties hereto that this Agreement fully comply
with the requirements of 42 U.S.C. 1320a-7b(b)(3)(I) and 42 C.F.R. §1001.952(w) and all
other applicable laws and regulations. To the extent that it is determined by either Party’s
legal counsel or the Federal government that this Agreement is not fully compliant with any
applicable law or regulation, the Parties agree to reform it to fully comply. Specifically,

1.1  The amount of the Community Benefit Grant will not be conditioned or varied
based upon (or otherwise determined by taking into account in any way) the volume or value
of any referrals or other business generated between SWCHC and the Hospital, which referrals
or business are reimbursed, in whole or in part, under Medicare, Medicaid, CHIP, or any
other federal health care program;

1.2 The amount of the Community Benefit Grant will contribute meaningfully
to SWCHC’s ability to maintain or increase the availability, or enhance the quality, of the
services provided to the medically underserved populations at the Lindley Street Clinic.
During the Term of this Agreement, and upon any renewals of this Agreement, the Parties
will re-evaluate the Agreement annually to ensure that the Community Benefit Grant is
satisfying, and is reasonably expected to continue satisfying, this standard, and will
document such evaluation contemporaneously. The Parties will make such documentation
available to the Secretary of DHHS upon request;

1.3  The Community Benefit Grant relates directly to services provided by
SWCHC as part of the scope of SWCHC'’s Section 330 of the Public Health Service Act
(“Section 330”) grant, and SWCHC reasonably expects the arrangement to contribute
meaningfully to SWCHC’s ability to maintain or increase the access, or enhance the
quality, of services provided to a medically underserved population;

1.4  SWCHC and the Hospital agree that each Party’s health care professionals
retain the right to refer patients to any providers they deem appropriate, based on their
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professional judgment, and that all patients served by either Party retain the right to
request referrals to any providers of their choosing. During the term of the Agreement,
SWCHC shall provide its patients with notice, in a timely fashion and in a manner
reasonably calculated to be effective and understood by the patient, of their freedom to
choose any willing provider or supplier. For the avoidance of doubt, the Parties
understand and agree that SWCHC will retain the right to contract with other
providers/suppliers;

1.5 SWCHC and Hospital agree to maintain a list of all agreements between the
Parties. This list shall be centrally located, updated regularly, and maintained in a manner that
preserves the historical record of arrangement, and made available for review by the Secretary
of the DHHS upon request; and

1.6 All SWCHC patients shall be advised, upon request, of the existence and
nature of this Agreement in a timely fashion and in a manner reasonably calculated to be
effective and understood by the patient

2., Grant Funds.

2.1 The Hospital shall provide funding to cover certain operational deficits and costs
incurred by SWCHC relating to the Lindley Street Clinic for the period of :

2017 through , 2018 (the “First Period”), the period of
, 2018 through , 2019 (the “Second Period”), the period of
, 2019 through , 2020 (the “Third Period”), the period
of , 2020 through , 2021 (the “Fourth Period”), and the
period of , 2021 through September 30, 2022 (the “Fifth Period™)

(collectively, such funding is referred to as the “Grant Funds” and each such period is referred
to as a “Period”). The Grant Funds are intended to contribute meaningfully to SWCHC’s
ability to maintain or increase the availability, or enhance the quality, of health care services
provided to the medically underserved populations served by the Lindley Street Clinic (the
“Permitted Purpose™). The amount of the Grant Funds paid by the Hospital to SWCHC for each
quarter during the Term shall be based on a review of the Lindley Street Clinic’s budgeted
activities versus its actual activities as further described in this Section 2, subject to the
maximum amounts set forth in Section 2.2 of this Agreement.

2.2 Notwithstanding anything to the contrary set forth in this Agreement:

(a) For the First Period, the Grant Funds paid by the Hospital to SWCHC will
not exceed $964,649, including a $150,000 contingency fund for unexpected expenses
unrelated to clinical operations for such First Period;

(b) For the Second Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $954,297, including a $100,000 contingency fund for unexpected
expenses unrelated to clinical operations for such Second Period;
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(c) For the Third Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $889,905, including a $75,000 contingency fund for unexpected expenses
unrelated to clinical operations for such Third Period;

(d) For the Fourth Period, the Grant Funds paid by the Hospital to SWCHC
will not exceed $740,807; and

(e) For the Fifth Period, the Grant Funds paid by the Hospital to SWCHC will
not exceed $716,150.

The term “Contingency Fund” shall refer to the contingency funds set forth above for each of the
First, Second and Third Periods. The term “Maximum Community Benefit Grant” shall refer the
maximum amounts set forth above for each Period.

2.3 The Parties shall meet on a quarterly basis to discuss the reasonableness of
expenses during the previous quarter and to perform the reconciliation referred to below with
respect to Grant Funds for the then-current quarter.

(a) With respect to the first quarter during the Term, the Hospital shall
advance by no later than the first day of such first quarter, an amount equal to
(1) twenty-five percent (25%) of the Maximum Community Benefit Grant for the First
Period less (ii) the Contingency Amount for the First Period, or Two Hundred Three
Thousand Six Hundred Sixty-Two and 25/100 Dollars ($203,662.25).

(b) After the first quarter during the Term, the Grant Funds will be paid to
SWCHC in quarterly installments (each, a “Quarterly Installment’) in an amount equal to
(i) twenty-five percent (25%) of the difference between the Maximum Community
Benefit Grant for the applicable Period less (ii) the Contingency Fund for the applicable
Period, subject to the maximum amounts set forth in Section 2.5 and subject to the
reconciliation process described in Section 2.3(c).

(©) After the first quarter during the Term, SWCHC shall provide the Hospital
with a profit and loss statement for previous quarter with respect to the Lindley Street
Clinic’s teaching services (such services, as agreed by the Parties, are referred to as
“Teaching Services™) and non-teaching services (such services, as agreed by the Parties,
are referred to as “Non-Teaching Services™) (the “Quarterly P&L”). If the Quarterly
P&L has a loss for the Teaching Services and Non-Teaching Services for such previous
quarter as a result of lower than budgeted revenues or greater than budgeted expenses (so
long as such expenses are of a type set forth in the Lindley Street Clinic budget or are
otherwise approved by both Parties), then the Quarterly Installment will be increased by
the amount of such loss; provided that in no event will the total Grant Funds for any
Period exceed the maximum amount specified in Section 2.2 of this Agreement. If the
Quarterly P&L has a profit for the Teaching Services and Non-Teaching Services for
such previous quarter, the Quarterly Installment will be reduced by the amount of such
profit or, if requested by the Hospital, shall be returned to the Hospital by SWCHC
within 45 days.
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(d) Payment of the Quarterly Installment will be due within forty-five (45)
days of such reconciliation.

2.4 The Contingency Fund or any portion thereof will only be paid to SWCHC based
on need and as agreed upon by SWCHC and the Hospital.

2.5  The Parties will meet at least annually to review the Lindley Street Clinic budget
for the upcoming Period and the profit and loss statement for the Lindley Street Clinic’s
Teaching Services and Non-Teaching Services for the prior Period (the “Annual P&L™). If the
Annual P&L has a profit with respect to such Teaching Services and Non-Teaching Services for
such prior Period independent of any Grant Funds paid to SWCHC, then SWCHC shall return to
the Hospital an amount of Grant Funds equal to the amount of such profit.

2.6  If, at any time during the term of this Agreement, the core financial assumptions
prove faulty (e.g., material change in payer mix or patient volume) and/or other exigent
circumstances occur such that SWCHC is unable to operate the Lindley Street Clinic in
accordance with such core assumptions and/or there are unanticipated material deviations
between the Lindley Street Clinic budget and actual financial performance, either Party may
request a special meeting of the Parties to determine what reasonable options are available to
address the circumstances, including but not limited to an adjustment in the Lindley Street Clinic
budget and the Grant Funds amount; provided, however, that in no event will the Grant Funds
amount exceed the applicable limit set forth in Section 2.5 of this Agreement.

2.7  SWCHC covenants and agrees that it will use the Grant Funds only for the
Permitted Purpose and for no other purpose and further that the Grant Funds shall not be used for
any activity that would violate the Ethical and Religious Directives for Catholic Health Care
Services as promulgated by the United States Conference of Catholic Bishops, Washington,
D.C., of the Roman Catholic Church or its successor (the “Directives”).

2.8  The obligation of the Hospital to pay any Deficit Grant Funds shall be subject to
the fulfillment of the following conditions precedent:

(a) SWCHC shall provide to the Hospital an executed certification in the
form of Exhibit A hereto, prior to the first day of each quarterly period during the
Term of this Agreement.

(b) The representations and warranties contained in Section 6 of the Master
Agreement shall be true and correct on and as of the date of each payment of Deficit
Grant Funds as though made on and as of such date; SWCHC shall have complied with
the covenants set forth in Section 16 of this Agreement; and no default under this
Agreement shall have occurred or be continuing on the date of such payment or would
result from the making of such payment.

(c) The payment of the Community Benefit Grant shall not contravene any
federal, state of local law, rule or regulation applicable to the Hospital or SWCHC.

Ln
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(d) The Parties shall have obtained all necessary governmental approvals
relating to (i) termination of the Services by the Hospital, including but not limited to
approval from the Office of Health Care Access of the Connecticut Department of
Public Health of the certificate of need application filed by the Hospital with respect to
such termination, (ii) the provision of Services by SWCHC, including but not limited to
all required approvals from HRSA, including the Change in Scope for the activities
described herein, and (iii) appropriate licensure from the Connecticut Department of
Public Health, including an operating license issued to SWCHC for the Services to be
provided at the Lindley Street Location.

(e) All proceedings in connection with the making of the Community Benefit
Grant and the other transactions contemplated by this Agreement and the Master
Agreement between the Parties of even date herewith, and all documents incidental
thereto, shall be reasonably satisfactory to the Hospital.

2.9 On an annual basis, the Parties shall meet to review the Community Benefit
Grant and the scope and availability of Services provided by SWCHC in the Service Area and
to evaluate the impact of the Community Benefit Grant on SWCHC’s operations (an
“Evaluation”) in accordance with Section 1.2 above; provided, however, that the Parties may
conduct an Evaluation more frequently than annually upon a reasonable request by the Hospital
or SWCHC. Such Evaluation shall be documented in writing by the Parties.

3. Term of Agreement. The effective date of this Agreement shall be the Effective Date
and shall terminate on , 2022 (the “Term”) unless sooner terminated as set
forth below.

4. Termination of Agreement.

4.1  For Breach. Notwithstanding any of the provisions in this Agreement to the
contrary, prior to the expiration of the Term, either Party may terminate this Agreement upon
written notice to the other Party in the event of such other Party’s breach of a material
provision of this Agreement, which breach remains uncured for a period of thirty (30) days
following receipt of written notice specifying the breach complained of.

4.2  Tax-Exempt or Medicare/Medicaid Status. Notwithstanding any of the
provisions in this Agreement to the contrary, prior to the expiration of the Term, either Party
may terminate this Agreement upon written notice to the other Party if the other Party loses its
(i) tax-exempt status, (ii) eligibility status in a federal or state health care program, including
but not limited to Medicare or Medicaid; or (iii) state facility licensure or, in the case of
SWCHC, Federally Qualified Health Care status.

4.3  Bankruptcy. This Agreement shall immediately terminate upon: (i) the
bankruptcy, insolvency, or cessation of operations of either Party, as applicable, or the filing
of any voluntary petition for bankruptcy, dissolution, liquidation, or winding-up of the affairs
of either Party, as applicable, or any assignment by either Party, as applicable, for the benefit
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of creditors; or (i1) the filing of any involuntary petition for bankruptcy, dissolution,
liquidation, or winding-up of the affairs of either Party, as applicable, which petition is not
dismissed within ninety (90) days of the date upon which it is filed.

4.4  Hospital Termination Rights. The Hospital shall have the right to terminate this
Agreement upon written notice to SWCHC upon the occurrence of any of the following events:

(a) SWCHC shall cease to operate the Lindley Street Clinic at the Lindley
Street Location.

(b) SWCHC shall (i) merge or consolidate with another entity, including but
not limited to another FQHC:; (ii) become affiliated with, or sponsored by, another entity,
including but not limited to another FQHC:; (iii) sell or dispose of all or substantially all
of its assets; or (iv) any entity shall have the authority to, directly or indirectly, manage or
control the management, operations or governance of SWCHC, including but not limited
to the ability to appoint any members of the board of directors of SWCHC; unless in each
case the successor entity assumes the obligations of SWCHC under this Agreement and
the other agreements entered into between SWCHC and the Hospital on the Effective
Date.

(c) Any written agreement between the Hospital and SWCHC is not renewed
or is terminated for any reason by either Party or SWCHC is in default under any
written agreement between the Hospital and SWCHC.

Upon any termination of this Agreement by the Hospital, the Hospital shall have no further
obligations under this Agreement, including the obligation to make any payment of Deficit
Grant Funds after the date of termination.

4.5  Termination without Cause. Notwithstanding any of the provisions in this
Agreement to the contrary, the Parties may mutually agree to terminate this Agreement at any
time.

o Modification for Prospective Legal Events. In the event any state, federal, or local
laws or regulations, now existing or enacted, promulgated, or amended after the effective date
of this Agreement, are interpreted by judicial decision, by a regulatory agency, or reasonably
by either Party’s legal counsel (which shall be a firm of recognized standing) in such a manner
as to indicate that the structure of this Agreement may be in violation of such laws or
regulations or may jeopardize the tax exempt status of either Party (an “Adverse Event”), the
Parties hereto shall negotiate in good faith to amend this Agreement as necessary. To the
maximum extent possible, any amendment to this Agreement effected shall preserve the
underlying economic and financial arrangements between the Parties. Notwithstanding the
foregoing, a Party shall not be obligated to agree to an amendment to this Agreement if that
Party in good faith disagrees, in a writing delivered to the other Party, that an Adverse Event
has occurred, or if the Parties cannot, using good faith efforts within sixty (60) days of either
Party’s notification in writing to the other Party that an Adverse Event has occurred, mutually
agree upon amendments to this Agreement as necessary to cure such Adverse Event.
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6. Confidentiality.

6.1 Each Party will require access to certain confidential and/or proprietary
information relating to the business, financial, and strategic condition of the other Party, which
may be in written, oral, or electronic format (“Confidential Information”). The term
Confidential Information shall not include information that is or becomes publicly available
through no fault of either Party.

6.2  Each Party acknowledges that the Confidential Information furnished by the
other Party during the course of the negotiations and due diligence contemplated hereunder is a
valuable, special, and unique asset of the Party furnishing such Confidential Information
(hereinafter, the “Furnishing Party”). Accordingly, each Party agrees that, except as
specifically provided herein, it will not disclose to any person, institution, entity, company, or
any other third party, directly or indirectly, any Confidential Information, without the prior
written consent of the Furnishing Party or as required by law.

(a) Each Party agrees that Confidential Information shall be disclosed to its
corporate members, members of its Board, staff, contractors, or other agents, and in
the case of the Hospital or potential successors-in-interest to the Hospital only: (i) on a
need-to-know basis, and (ii) for the purpose of planning, negotiations and due diligence
review contemplated by this Agreement or for the purpose of due diligence review by a
potential successor-in-interest to the Hospital. Each Party shall require its Board
members, staff, contractors, other agents and potential successors-in-interest who
receive Confidential Information regarding the other Party to comply with the standards
set forth in this Section.

(b) Each Party agrees that Confidential Information shall be disclosed to
federal and state government bodies for the purpose of implementing this Agreement
and obtaining applicable approvals relating thereto.

6.3  Nothing in this Agreement shall prohibit a Party from making any disclosure of
Confidential Information that, in the good faith opinion of such Party making the disclosure, is
required by law. If disclosure of the Confidential Information is required, the Party making
the disclosure shall promptly notify the Furnishing Party, in order to permit the Furnishing
Party an opportunity to object to such disclosure and/or to obtain a court order or other reliable
assurance that confidential treatment shall be accorded to the disclosed Confidential
Information.

6.4  Each Party warrants that, to its knowledge as of the date of this Agreement’s
execution and at the time of any subsequent disclosure, it is permitted to disclose to the other
Party, as provided herein, its respective Confidential Information and that such disclosure does
not, and will not, violate the rights of any third party.
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6.5  Each Party shall retain title and all rights to the Confidential Information that
has been disclosed to the other Party. Upon request, each Party agrees to return promptly to
the other Party all Confidential Information and to not retain any copies, extracts, or other
reproductions, in whole or in part, of such returned Confidential Information.

6.6  This Section 6 regarding the obligation of both Parties to keep confidential all
Confidential Information, regardless of the manner of transmission, survives the expiration or
termination of this Agreement.

7. Notices. Any and all notices, designations, consents, offers, acceptances or other
communication required to be given under this Agreement shall be in writing and delivered in
person or sent by registered or certified mail, return receipt requested, postage prepaid, to the
following addresses:

If to SWCHC: Kathy Yacavone, President/CEO
Southwest Community Health Center, Inc.
Bridgeport, Connecticut 06606

If to Hospital: St. Vincent’s Medical Center
2800 Main Street
Bridgeport, Connecticut 06606
Attention: President and Chief Executive Officer

The foregoing addresses may be changed and/or additional persons may be added thereto by
notifying the other Party hereto in writing and in the manner hereinafter set forth. All notices
shall be effective upon receipt.

8. Independent Contractors. The Parties shall remain separate and independent entities.
None of the provisions of this Agreement are intended to create, nor shall be deemed or
construed to create, any relationship between or among the Parties other than that of
independent contractors. Except as otherwise provided, neither of the Parties shall be
construed to be the agent, partner, co-venturer, employee or representative of the other Party.

9. Governing Law. This Agreement is made pursuant to and shall be governed by the
laws of the State of Connecticut, as well as all applicable Federal laws, regulations, and
policies, including, but not limited to, all laws, rules, policies, and other terms applicable to
SWCHC’s Section 330 grant.

10.  Severability. The provisions of this Agreement are not severable. In the event that
any one or more provisions of this Agreement are deemed null, void, illegal, or unenforceable,
the Parties shall renegotiate or terminate the remaining provisions of this Agreement unless the
Parties mutually agree in writing that the invalidity, illegality, or unenforceability of said
provision does not materially change the obligations of the Parties under this Agreement, in
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which case this Agreement shall be construed in all respects as if such invalid or unenforceable
provisions have been omitted.

11. Third-Party Beneficiaries. The Agreement is not intended to benefit, and shall not be
construed to benefit, any person or entities other than the Parties hereto, or to create any
third-party beneficiary right for any other person or entities.

12.  Assignment. Neither Party may assign, delegate, or transfer this Agreement, or its
rights and obligations hereunder, without the other Party’s express, prior written consent
except as expressly permitted in this Agreement. Hospital may assign this Agreement without
such consent to (a) any entity that controls, is controlled by or is under common control with
Hospital or (b) any successor-in-interest to the operations and assets of Hospital; provided,
however, that Hospital shall remain liable for its obligations under this Agreement. Any
assignment attempted without such consent shall be void. The provisions of this Agreement
shall be binding upon and shall inure to the benefit of the Parties hereto and their duly
authorized transferees, successors and assigns.

13. Entire Agreement; Amendments. This Agreement and its attachments represent the
Parties’ complete understanding regarding the subject matter herein. Any amendment to this
Agreement shall be in writing and signed by both Parties. Except for any specific provision
being amended, this Agreement shall remain in full force and effect after such amendment.
This Agreement supersedes any other agreements or understandings between the Parties,
whether oral or written, relating to the subject matter of this Agreement including, without
limitation, that certain Letter of Intent between the Parties dated February 7, 2017. No such
other agreements or understandings may be enforced by any Party nor may they be employed
for interpretation purposes in any dispute involving this Agreement.

14.  Authority. Each signatory to this Agreement represents and warrants that he or she
possesses all necessary capacity and authority to act for, sign, and bind the respective entity on
whose behalf he or she is signing.

15.  Government Access. If Section 952 of the Medicare and Medicaid Amendments of
1980, 42 U.S.C. §1395x(v)(1)(I), is applicable to this Agreement, SWCHC agrees upon
written request, to make available to the Secretary of DHHS, the Comptroller General or any
of their duly authorized representatives, all contracts, books, documents and records of
SWCHC necessary to certify the nature and extent of costs associated with the services
furnished under this Agreement. All books and records described in this Section shall be
maintained and made available for a period of four (4) years after the last date that services
were rendered under this Agreement. The provisions of the Medicare and Medicaid
Amendments of 1980, including Section 952 thereof, and the rules and regulations adopted
from time to time thereunder, are incorporated herein by reference, and SWCHC agrees to be
bound thereby. This Section shall survive the termination of this Agreement.

16.  Covenants of SWCHC. During the term of this Agreement:
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16.1 Medicaid Eligibility. SWCHC shall use reasonable efforts to determine
eligibility of patients of the Lindley Street Clinic for the Medicaid Program and assist patients
in obtaining Medicaid coverage.

16.2 Collections from Patients. SWCHC shall make reasonable efforts to collect
payment from patients for Services provided by SWCHC at the Lindley Street Clinic within the
limits of HRSA rules for FQHCs and SWCHC'’s then-current collections policy and
procedures, as shall be provided to the Hospital upon request.

16.3 Reporting Requirements.

(a) SWCHC shall furnish to the Hospital upon request (i) unaudited financial
statements, (ii) when due, annual audited financial statements, documents or reports
that SWCHC is required to file with any federal agencies relating to its FQHC status,
costs or reimbursement, and (iii) such other financial statements, reports, instruments
and documents as the Hospital may reasonably request from time to time.

(b) SWCHC shall provide the Hospital, promptly after the commencement
thereof, notice of each action, suit or proceeding before any court or other
governmental authority or other regulatory body or any arbitrator in which SWCHC is
a party, which may adversely affect its condition or operations, financial or otherwise.

(c) Maintenance of Permits. SWCHC shall maintain all permits, licenses,
authorizations and approvals required for the lawful operation of its business, including
without limitation, approval as an FQHC, and all such licenses and approvals as
required under federal and state law.

(d) Conduct of Business/Insurance. SWCHC shall conduct its business in a
commercially reasonable manner in accordance with all applicable laws, rules and
regulations and maintain such insurance policies as are standard for a like organization
located in the Service Area.

(d) Provision of Services. SWCHC shall operate the Lindley Street Clinic at
the Lindley Street Location and provide the Services, including adult and pediatric
primary care and primary care obstetrics and gynecology, including prenatal health
services, to all residents of the Service Area, regardless of ability to pay.

17.  Ethical and Religious Directives. The Parties acknowledge that the operations of the
Hospital are in accordance with the Ethical and Religious Directives for Catholic Health Care
Services as promulgated by the United States Conference of Catholic Bishops, Washington,
D.C., of the Roman Catholic Church or its successor (the “Directives”) and that the principles
and beliefs of the Roman Catholic Church are a matter of conscience to the Hospital. The
Directives  are  located at  http://www.usccb.org/issues-and-action/human-life-and-
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dignity/health-care/upload/Ethical-Religious-Directives-Catholic-Health-Care-Services-fifth-
edition-2009.pdf. It is the intent and agreement of the Parties that this Agreement shall not be
construed to require the Hospital to violate said Directives in its operation and all parts of this
Agreement must be interpreted in a manner that is consistent with said Directives.

18.  Corporate Responsibility. The Hospital has a Corporate Responsibility Program (the
“Program”) which has as its goal to ensure that the Hospital complies with federal, state and
local laws and regulations. The Program focuses on risk management, the promotion of good
corporate citizenship, including the commitment to uphold a high standard of ethical and legal
business practices, and the prevention of misconduct. SWCHC acknowledges the Hospital’s
commitment to the Program and agrees to ensure that its personnel comply and cooperate with,
and participate in, the Program as applicable to the performance of business transactions under
this Agreement.

[THE NEXT PAGE IS THE SIGNATURE PAGE.]

12
4852-9728-1355, v. 9 0234 (7/31/17)



IN WITNESS WHEREOF, the Parties have caused this Agreement to be executed as
of the date set forth above by their duly-authorized representatives.

Southwest Community Health Center, Inc. St. Vincent’s Medical Center
By: By
Its Its
Date: Date:
13
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EXHIBIT A

FORM OF CERTIFICATION

Date:

Southwest Community Health Center, Inc. (“SWCHC”) hereby certifies to St. Vincent’s
Medical Center, pursuant to the terms and conditions of the Community Benefit Grant
Agreement dated as of , 2017, by and between SWCHC and St. Vincent’s Medical
Center (the “Agreement”), as follows:

L All Deficit Grant Funds (as defined in the Agreement) received by SWCHC were
used only for the Permitted Purpose (as defined in the Agreement) in accordance with the terms
of the Agreement.

2 The representations and warranties contained in Section 6 of the Master
Agreement (as defined in the Agreement) are true and correct as of the date of this Certification
as though made on as and as of the date hereof; SWCHC is in compliance with all covenants set
forth in Section 16 of the Agreement; and all conditions precedent to the making of a payment of
Deficit Grant Funds set forth in Section 2.6 of the Agreement have been satisfied.

3 SWCHC hereby confirms that no default under the Agreement has occurred or
1s continuing as of the date of this Certification or would result from the next payment of

Deficit Grant Funds to be paid by the Hospital to SWCHC pursuant to this Agreement.

4, The undersigned is duly authorized to make this certification on behalf of
SWCHC.

SOUTHWEST COMMUNITY HEALTH
CENTER, INC.

By:

Name:

Title:

14
4852-9728-1355, v. 9 0236

(7/31/17)



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannel P. Malloy

‘ Governor
Raul Pino, ‘M._D., M.PH. Nancy Wyman
Commissioner Lt. Governor
Office of Health Care Access
Certificate of Need
Final Decision
Applicant: St. Vincent’s Medical Center

2800 Main Street
Bridgeport, CT 06606

Docket Number: 17-32165-CON

Project Title: Termination of Primary Care Services

Project Description: St. Vincent’s Medical Center (“SVMC” or “Applicant”), seeks authorization
to terminate outpatient primary care clinic services at the Family Health Center (“FHC”).

Procedural History: The Applicant published notice of its intent to file a Certificate of Need
(“CON”) application in the Connecticut Post (Bridgeport) on February 16, 17 and 19, 2017. On
May 2, 2017, the Office of Health Care Access (“OHCA?”) received the CON application from
the Applicant for the above-referenced project and deemed the application complete on
September 29, 2017. OHCA received no responses from the public concerning the proposal and
no hearing requests were received from the public per Connecticut General Statutes (*“Conn.
Gen. Stat.”) § 19a-639a(e). Deputy Commissioner Addo considered the entire record in this
matter.

D PH Phone: (860) 418-7001 e Fax: (860) 418-7053
410 Capitol Avenue, MS#13HCA
Hartford, Connecticut 06134-0308
www.ct.gov/dph
Affirmative Action/Equal Opportunity Employer

necticut Department




St. Vincent’s Medical Center Page 2 of 8
Docket Number: 17-32165-CON

10.

Findings of Fact and Conclusions of Law
SVMC is a 397-bed acute-care hospital located in Bridgeport, Connecticut. Ex. A, p. 5

FHC, located at 762 Lindley Street Bridgeport, Connecticut, has been operated by SVMC
since 1996 and was established to provide primary care services to at-risk or vulnerable
populations. FHC also provides limited specialty services® at the same location. Ex. A, pp. 5, 12

SVMC has experienced ongoing operating losses at FHC. These losses are primarily
attributable to FHC’s payer mix, which has a disproportionate level of medically uninsured
and underinsured patients. Ex. A, pp. 5, 12

These FHC operating losses have limited SVMC’s ability to provide specialty care at FHC
and have contributed to extended wait times for patients seeking appointments: over three
months for cardiology, endocrinology and neurology; over four months for gastroenterology
and up to six months for ophthalmology. Ex. A, p. 12

To avoid further losses and address inadequate resources for specialty care, the Applicant
proposes to terminate primary care services at FHC and to transition these same services to
Southwest Community Health Center, Inc., (“SWCHC”). Ex. A, p. 6

SWCHC is a licensed Federally Qualified Health Center (“FQHC?”) with five locations in
the Bridgeport area. SWCHC provides primary care and supportive enabling services (e.g.,
education, translation and facilitation of transportation) to area residents. Ex. A, p. 6

SWCHC will begin providing primary care (including obstetrics and gynecology) and
behavioral health services at FHC following OHCA approval. FHC patients will gain access
to SWCHC's dental health services, provided at 968 Fairfield Avenue and 46 Albion Street,
Bridgeport. Ex. A, pp. 6, 12; http://www.swchc.org/health-care-services/dental/

SWCHC will enter into a professional services agreement to maintain the same physician
group providing obstetrics and gynecology at FHC. Ex. A, pp. 7, 12, 30

SVMC will continue to provide specialty services, but at a new location: 2979 Main Street in
Bridgeport. The new location is only four tenths of a mile from FHC, is larger, has ample
parking and is located on a bus route. Ex. A, p. 6; Ex. H, p. 215

The addition of behavioral health care services at the Lindley Street location will allow for
collaboration between SVMC and SWCHC's behavioral health and primary care teams and
integrated treatment plans. Ex. A, p. 14

! Specialty services include: cardiology, endocrinology, neurology, ophthalmology, gastroenterology, infectious
diseases, general surgery, orthopedics, nephrology, podiatry, nutritional counseling and pulmonary.

2 FQHCs are community-based organizations that receive higher level reimbursement along with state and Federal
support, such as U.S. Health Resources & Services Administration (HRSA) grants and 340B pricing discounts for
pharmaceutical products to provide comprehensive primary and preventative care. Ex. A, pp. 1, 15.
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11. SVMC and SWCHC will form an operating committee to monitor access, patient outcomes,
and efficiency issues, and establish a committee for monitoring the quality and safety of
services provided at the Lindley Street location. Ex. A, p. 16

12. SVMC will hire two new physicians to provide pulmonology and rheumatology specialty
clinic services at the new location. In addition, specialty services in general surgery,
infectious disease treatment, nephrology, nutritional counseling, orthopedics and podiatry
will have expanded hours as a result of the proposal. Ex. C, pp. 216-217

13. In order to reduce significant wait times, SVMC plans to convert its part-time
gastroenterologist to full-time and increase service hours available at its new location for
cardiology, endocrinology, neurology, gastroenterology and ophthalmology (see table
below).

TABLE 1
SVMC SPECIALTY SERVICE LINE HOURS
Specialty Current Proposed
) ; Monthly Monthly % change
Service Line Hours Hours
Cardiology 6 60 900%
Endocrinology 3 6 100%
Neurology 6 12 100%
Gastroenterology 9 80 789%
Ophthalmology 3 6 100%

Ex. A, p. 14; Ex. C, pp. 216-218

14. SWCHC will implement electronic health record technology at the Lindley Street location,

allowing for data exchange between patients, providers, payers and health registries. Ex. A, p.
16; https://www.nextgen.com/electronic-health-records-ehr

15. To ensure there are no interruptions in services, the Applicant will transition Primary Care
services to SWCHC over a 12-month period and provide notice to FHC patients explaining
the transition. Ex. A, pp. 7, 30.

16. Historical utilization volume is shown in the table below:

TABLE 2
FHC HISTORICAL UTILIZATION BY SERVICE

Actual Volume (cases)
Service FY 2014 | FY 2015 | FY 2016 | FY 2017*
Pediatric and Adult Primary Care 12,936 | 15,583 | 17,756 17,832
Specialty Care 4,104 4,281 4,493 4,1462
Total 17,040 19,864 22,249 21,9782

FY 2017 represents annualized volume based on 6 months (October 2016 through March 2017)
2Decrease in FY 2017 due to reduced hours at specialty clinic
Ex. A, pp. 20, 25; Ex. C, p. 219
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17. Specialty care volumes are anticipated to grow as a result of hiring a pulmonologist and a
rheumatologist as well as increasing specialty service hours substantially at the new location.

TABLE 3
SVMC PROJECTED SPECIALTY CARE UTILIZATION

Projected Volume (cases)
Service FY 2018 FY 2019 FY 2020

Specialty Care 5,225 6,400 6,850
Ex. A, p. 25; Ex. C, pp. 219-220.

18. SVMC will enter into a five-year Community Benefit and Support Agreement, transitioning
the operation of the Lindley Street location clinic to SWCHC and provide funding to help

cover operational expenses through 2022.
Ex. A, pp. 7, 18; Ex. C, pp. 218, 225-228.

19. SVMC has experienced operating losses over the past two years and anticipates similar
results in FY 2017 (see table below).

TABLE 4
SVMC HISTORICAL REVENUES AND EXPENSES
FY 2015 FY 2016 FY 2017*
Revenue from Operations $488,495 $506,458 $508,182
Total Operating Expenses? $508,201 $529,342 $517,182
Gain/Loss from Operations $(19,706) $(22,884) $(9,000)

!Annualized based on 6 months (July-December 2016)
2Significant expenses contributing to an overall operating loss are; salaries and wages, fringe
benefits, supplies and drugs, depreciation and amortization and physician fees.

Ex. A, pp. 5, 15, 207; Ex. C, p. 222; Ex,F. p 1

20. SVMC anticipates incremental gains of $22,000, $949,000 and $986,000 in FY 2018 through
FY 2020, respectively, due to its ability to offset the loss in revenue by reducing operating
expenses associated with the proposal, including salaries and wages, fringe benefits,
physician fees, supplies and drugs and lease expense. Ex. A, pp. 5, 12, 15, 207; Ex. C, p. 222.

21. The FHC service area includes the towns of Bridgeport, Stratford, Shelton, Fairfield, Easton,
Trumbull and Monroe. Ex. A, p. 23.
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22. The Applicant does not expect any changes to the patient population or payer mix. Medicaid
recipients will continue to account for more than half (64%) of patients served.

TABLE 5
FHC HISTORICAL & SVMC PROJECTED SPECIALTY CARE PAYER MIX!
Actual Current Projected
Payer FY 2016 FY 20172 FY 2018 FY 2019 FY 2020
Visits % Visits % Visits % Visits % Visits %

Medicare* 2225 | 10% | 2198 | 10% 523 | 10% 640 | 10% 685 | 10%
Medicaid* 14,239 | 64% | 14,066 | 64% | 3,344 | 64% | 4,096 | 64% | 4384 | 64%
CHAMPUS o| 0% o| 0% 0| 0% o| 0% o| 0%
Total 16,464 | 74% | 16,264 | 74% | 3.876 | 74% | 4,736 | 74% | 5069 | 74%
Government
Commercial 445 | 2% 440 | 2% o5 | 2% 128 2% 137 | 2%
Insurers
Uninsured 5340 | 24% | 5274 | 24% | 1,254 | 24% | 1,536 | 24% | 1,644 | 24%
\évorkers . o| 0% o| 0% 0| 0% o| 0% o| 0%

ompensatlon
g"ta' Non- 5785 | 260 | 5714 | 26% | 1,349 | 26% | 1664 26% | 1,781 | 26%

overnment
Total Payer Mix 22249 | 100% | 21,978 | 100% | 5,225 | 100% | 6,400 | 100% | 6,850 | 100%

LFY 2016 and FY 2017 represent Lindley Street volume, while FY 2018-FY 2020 represent SVMC specialty care
2 FY 2017 represents annualized volume based on 6 months (October 2016 through March 2017)
Ex. A, pp. 17, 19, 26, 87; Ex. C, p. 220

23. There will be no changes in SVMC'’s charity care policy. All SVMC specialty care
physicians will accept Medicaid. Ex. A, p. 16; Ex. C, p. 216

24. SWCHC has a sliding fee scale payment policy that is based upon financial need and is
consistent with federal guidelines for FQHCs. Ex. A, p. 16

25. There will be no new fees or additional facility fees imposed by SWCHC as a result of this
proposal. Ex. C, p. 221

26. OHCA is currently in the process of establishing its policies and standards as regulations.
Therefore, OHCA has not made any findings as to this proposal’s relationship to any
regulations not yet adopted by OHCA. (Conn. Gen. Stat. § 19a-639(a)(1))

27. This CON application is consistent with the Statewide Health Care Facilities and Service
Plan. (Conn. Gen. Stat. § 19a-639(a)(2)) (Ex. A, pp. 10-11).

28. The Applicant has established that there is a clear public need for the proposal. (Conn. Gen.
Stat. § 19a-639(a)(3)) (Ex. A, pp. 11-13).

29. The Applicant has demonstrated that the proposal is financially feasible. (Conn. Gen. Stat. § 19a-
639(a)(4)) (Ex. A, pp. 4, 15; Ex. C, p. 222).
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30. The Applicant has satisfactorily demonstrated that the proposal will increase quality and

accessibility and maintain the cost effectiveness of health care delivery in the region. (Conn.
Gen. Stat.§ 19a-639(a)(5)) (Ex. A, pp. 13-16).

31. The Applicant has shown that there would be no change in the provision of health care
services to the relevant populations and payer mix, including access to services by Medicaid
recipients. (Conn. Gen. Stat. § 19a-639(a)(6)) (Ex. A, pp. 17, 26).

32. The Applicant has satisfactorily identified the population to be affected by this proposal.
(Conn. Gen. Stat. § 19a-639(a)(7)) (Ex. A, pp. 11, 21).

33. The Applicant’s historical provision of treatment in the service area supports this proposal.
(Conn. Gen. Stat. § 19a-639(a)(8)) (Ex. A, pp. 21-22).

34. The Applicant has satisfactorily demonstrated that the proposal would not result in an

unnecessary duplication of existing services in the area. (Conn. Gen. Stat. § 19a-639(a)(9)) (Ex. A, p.
22).

35. The Applicant has demonstrated that there will be no reduction in access to services by
Medicaid recipients or indigent persons. (Conn. Gen. Stat. § 19a-639(a)(10)) (Ex. A, p. 17).

36. The Applicant has demonstrated that the proposal will not negatively impact the diversity of

health care providers and patient choice in the region. (Conn. Gen. Stat. § 19a-639(a)(11)) (Ex. A, p.
22).

37. The Applicant has satisfactorily demonstrated that the proposal will not result in any

consolidation that would affect health care costs or access to care. (Conn. Gen. Stat. § 19a-
639(a)(12)) (Ex. A, p. 17).
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Discussion

CON applications are decided on a case by case basis and do not lend themselves to general
applicability due to the uniqueness of the facts in each case. In rendering its decision, OHCA
considers the factors set forth in Conn. Gen. 8 19a-639(a). The Applicants bear the burden of
proof in this matter by a preponderance of the evidence. Jones v. Connecticut Medical
Examining Board, 309 Conn. 727 (2013).

Since 1996, SVMC has operated FHC, which provides primary and specialty care services to at-
risk or vulnerable populations. SVMC has experienced ongoing operating losses at FHC,
attributable to serving a high proportion of medically uninsured/ underinsured patients. FHC’s
payer mix has produced inadequate cost-of-care reimbursement, has limited the ability to provide
specialty care at the Lindley Street location and contributed to lengthy patient wait times. As a
result, SVMC proposes to terminate primary care services at FHC and to transition these same
services to SWCHC. FF2-FF5

SWCHC will provide primary care (including obstetrics and gynecology) and behavioral health
services at the Lindley Street location. Dental care will also be available at one of two SWCHC
FQHC locations. SVMC will continue providing specialty services, but at a new location. The
new facility is close to the Lindley Street location, is larger, provides ample parking and is on a
bus route. SVMC will increase gastroenterologist coverage to full-time and hire two new
specialty physicians to provide pulmonology and rheumatology services. Service hours will be
expanded significantly. FF7; FF9; FF12-FF13

Adding behavioral health care will help create more integrated treatment plans to better
coordinate the medical and behavioral health needs of patients. SVMC and SWCHC will form
operating and quality committees to monitor access, efficiency, patient outcomes and review the
quality and safety of services. Patients will benefit from new SVMC specialty offerings,
expanded service hours and reduced wait times, with no additional cost to the patient. Finally,
the proposal preserves access for Medicaid patients, which account for nearly two-thirds of
FHC’s payer mix. FF10-FF13; FF22-FF25

The proposal will allow SVMC to significantly reduce its expenses and realize incremental
operating gains in excess of $940,000 in FY 2019 and FY 2020. Thus, the proposal is financially
feasible. FF19-FF20

Based on the foregoing factors, the Applicant has satisfactorily demonstrated that quality and
access to both primary and specialty care services in the region will be enhanced for all relevant
patient populations, including Medicaid and indigent persons. These benefits are consistent with
the Statewide Health Care Facilities and Services Plan.
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Order

Based upon the foregoing Findings and Discussion, the Certificate of Need application
requesting authorization to terminate primary care services at SVMC’S Family Health Center in
Bridgeport, Connecticut is hereby APPROVED.

All of the foregoing constitutes the final order of the Office of Health Care Access in this matter.

By Order of the
Department of Public Health
Office of Health Care Access

11/27/2017

Date Yvonne T Addo, MBA
Deputy Commissioner
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Please see attached final decision for Docket Number: 17-32165-CON, St. Vincent Medical Center’s termination of

primary care services.

Barbara K. Olejarz

Administrative Assistant to Kimberly Martone
Office of Health Care Access

Department of Public Health
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