Greer, Leslie

From: Martone, Kim

Sent: Thursday, September 03, 2015 1:25 PM

To: Hansted, Kevin

Cc: Olejarz, Barbara; Greer, Leslie; Riggott, Kaila; Roberts, Karen
Subject: FW: Letter of Determination

Attachments: Windham Form 2020 FINAL 9.3.2015.pdf

From: Edwards, Janette [mailto:Janette.Edwards@hhchealth.org]
Sent: Thursday, September 03, 2015 12:55 PM

To: Martone, Kim

Subject: Letter of Determination

Ms. Martone:

Please find attached a Certificate of Need Determination Form, Form 2020, detailing Windham Hospital’s
proposal for the alignment of its critical care unit as a progressive care unit.

The original copy is following via FedEx.

Sincerely,

Janette Edwards

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.
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September 3, 2015

Ms. Kimberly Martone

Director, Operations

Office of Health Care Access

Division of the Department of Public Health
410 Capital Avenue, MS#13 HCA

Hartford, CT 06106

Dear Ms. Martone:

Please find enclosed a Certificate of Need Determination Form, Form 2020 detailing Windham
Community Memorial Hospital’s proposal for the alignment of its Critical Care Unit as a

Progressive Care Unit,
Please don't hesitate to contact me for if you require further information.
Sincerely,
WHEE Edvapnalo
I
Janette Edwards

Director, Planning & Business Development

112 Mansfield Avenue Willimantic, CT 06226 860 456 9116 tel 860 456 0000 fax www.windhamhospital.org



State of Connecticut
Office of Health Care Access
CON Determination Form
Form 2020

All persons who are requesting a determination from OHCA as to whether a CON is
required for their proposed project must complete this Form 2020. The completed form
should be submitted to the Director of the Office of Health Care Access, 410 Capitol
Avenue, MS#13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308.

SECTION I. PETITIONER INFORMATION
If this proposal has more than two Petitioners, please attach a separate sheet,

supplying the same information for each Petitioner in the format presented in the
following table.

Petitioner
Full Legal Name Windham Community Memorial
Hospital
Doing Business As Windham Hospital

Name of Parent Corporation
Hartford HealthCare Corporation

Petitioner's Mailing Address, if Post Office 112 Mansfield Avenue, Windham,
(PO) Box, include a street mailing address CT 06226
for Certified Mail

What is the Petitioner’s Status: NP

P for profit and

NP for Nonprofit
Contact Person at Facility, including Janette Edwards, Director Planning
Title/Position: & Business Development

This Individual at the facility will be the



Petitioner's Designee to receive all
correspondence in this matter.

Contact Person’s Mailing Address, if PO
Box, include a street mailing address for
Certified Mail

Contact Person’s Telephone Number

Contact Person’s Fax Number

Contact Person’s e-mail Address

112 Mansfield Avenue, Windham,
CT 06226

860-456-6800

860-456-6838

Janette.edwards@hhchealth.org

SECTION Il. GENERAL PROPOSAL INFORMATION

a.

b.

SECTION IV. PROPOSAL DESCRIPTION

Proposal/Project Title: Alignment of Critical Care Unit as a Progressive Care Unit

Estimated Total Project Cost: $0

Location of proposal, identifying Street Address, Town and Zip Code:
Windham Hospital, 112 Mansfield Avenue, Windham, CT 06226

List each town this project is intended to serve:
Existing service area (no changes in communities currently served).

Estimated starting date for the project: Upon OHCA's approval of this determination

request.

Please provide a description of the proposed project, highlighting each of its important
aspects, on at least one, but not more than two separate 8.5” X 11" sheets of paper. At
a minimum each of the following elements need to be addressed, if applicable:

s

If applicable, identify the types of services currently provided and provide a copy of each

Department of Public Health license held by the Petitioner.

will be sought, if applicable.

Identify the types of services that are being proposed and what DPH licensure categories

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



The mission of Windham Community Memorial Hospital (“Windham™) is “to enhance the lives
and well being of people in the communities we serve by providing quality health care.” In
furtherance of its mission, Windham is committed to providing access to the right care, in the
right location, and at the right time. To achieve this goal, Windham is proposing to provide
services to patients who have historically received care in its critical care unit (*CCU”) in a new
progressive care unit (“PCU™) without changing the clinical care provided to these patients.

Windham is a 130 bed hospital and currently delivers inpatient care on three (3) inpatient units,
including a 30-bed medical-surgical unit, a 23- bed medical-surgical unit, and a 12-bed unit
historically referred to as the CCU.

The average daily census at Windham for FY 2015 through July is 35 patients for the entire
hospital. The following generally describes the types of patients cared for in the CCU during
this period:

e Average daily census for critical care patients was 2.06 or 17% of total patients treated
on the CCU with a 1.9 day average length of stay (these patients can be treated in PC U);

* Average daily census for intermediate level of care (“ILC”) patients in the CCU was 1.5
or 12.5% of total patients treated on the CCU (these patients do not require CCU/PCU
level of care);

* Average daily census for uncomplicated medical surgical patients was 5.16 or 43% of
patients treated on the CCU (these patients do not require CCU/PCU level of care);

* Overall, the CCU operates at 72.5% occupancy with only 17% needing CCU/PCU
services.

Windham experienced a decline in critical care patient volume and length of stay for patients
cared for in its CCU in recent years and these patients could be cared for in a PCU:

* 2013: 365, average length of stay 3.13 days

e 2014: 366, average length of stay 2.6 days

* 2015: 332 through July, average length of stay 1.9 days

Based on historical utilization and patient acuity to date, Windham proposes to address the
clinical needs of its patients currently cared for in its CCU by transitioning the current 12-bed
CCU to a 4-bed PCU. The proposed PCU will serve the same Windham patients who were
previously treated in its CCU. Patients who will be admitted to the PCU will continue to be
patients who require medical and nursing care beyond general inpatient level of services.

According to the American Association of Critical Care Nurses, progressive care is part of the
continuum of critical care. The following may be applicable to PCU level patients:

* The patient has a persistent unstable status requiring continuous bedside cardiac

and/or respiratory monitoring with frequent blood pressure monitoring as outlined
in the PCU;

* The patient requires acute and/or complex medical monitoring as outlined in the
PCU:



 The patient requires complex nursing treatment regimen; and

e The patient requires medication therapy requiring a higher level of assessment and
intervention. '

PCU patients typically include patients that have a decreased risk of a life-threatening event, a
decreased need for invasive monitoring, increased stability and an increased ability to participate
in their care.” In the last five years, patients who have been treated in the Windham CCU have
met the definition for PCU level of care. The patients requiring progressive care will be
managed with the same technology and staff competency levels that currently exist in the CCU.
The only change will be that there will no longer be a dedicated physical space with 12 beds,
which is clearly not needed based upon census for the last three years. Accordingly, this

proposal will not change the clinical care provided to patients after the transition to the proposed
FCLL

Should Windham patients cared for in the PCU require tertiary care services not available at
Windham, these patients would continue to be transferred like they are from the CCU today. For
example, Hartford Hospital is available to receive these patients and currently does receive these
patients. The Windham Paramedic Program is readily available for necessary transport of these
patients if the need arises during an inpatient stay. All full-time paramedics employed by the
Windham Paramedic Program are critical care transport certified, or are in the process of
receiving certification as a CCEMT-P or FP-C°. This is unique among paramedic transport

services, and it ensures the highest level of care is available to Windham’s patients during
transport.

While the level of services currently provided to patients in the CCU will not change as a result
of the transition to the PCU, it will allow space that is currently being underutilized to be utilized
more efficiently and more responsively to the clinical needs of the community.

The services provided in the CCU will continue to be provided in the PCU. Please see Exhibit 1
for a list of the services currently provided to patients in the CCU, which will remain after the
transition to a PCU.

There is no proposed change to the Windham license, attached as Exhibit 2.

Based upon the foregoing, Windham Hospital respectfully requests confirmation that the
alignment of its Critical Care Unit to a Progressive Care Unit will not require a CON.

! CriticalCareNurse Vol 3 I, No. 3, JUNE 2011

! CriticalCareNurse Vol 31, No. 3, JUNE 2011

¥ In the case of those paramedics who are also on the LifeStar flight crew. These certifications are granted by The Board for Critical Care
Transport Centification.



Exhibit 1

Services provided at Windham CCU will continue at the PCU and will
include:

Management of sudden acute event on admitted medical surgical patient;
Short term ventilator support (post anesthesic or otherwise);
Hemodynamic instability due to hypovolemia, hemorrhage, sepsis, or
other cause;

Central nervous system depression that threatens to compromise airway
and protective reflexes;

Management of renal or electrolyte abnormalities;

Extended intra-operative time and vigorous fluid resuscitation with the
probability of fluid shifts and massive third spacing;

Patients with delirium tremens requiring continuous sedative infusions
without respiratory failure requiring intubation;

Patients requiring continuous observation and pulse oximetry due to upper
airway disease;

Monitoring possible intra-operative cardiac events (i.e. ST changes,
arrhythmias, etc.) which are asymptomatic and patient is
hemodynamically stable;

Arrhythmias that are hemodynamically stable (IE. atrial fibrillation/ flutter,
supra ventricular tachycardia;

Angina pectoris that is hemodynamically stable but requires intravenous
nitroglycerin for prophylaxis of the angina;

Mild to moderate congestive heart failure without signs/symptoms of
shock;

Hypertensive conditions without evidence of end-organ damage;
Patients requiring initiation of and maintenance intravenous infusions of
anti-arrhythmics, and vasoactive inotropic medications:

Patients with a tracheostomy tubes requiring aggressive pulmonary
toileting or requiring arterial blood gases;

Hemodynamically stable patients with evidence of compromised gas
exchange and underlying disease with the potential for worsening
respiratory insufficiency who require frequent observation and/or
continuous positive airway pressure;

Post-op patients after being fully recovered in PACU and meeting all other
CSD criteria; and

Patients requiring monitoring for seizure activity or obstructive slecp
apnea.



Exhibit 2
WINDHAM LICENSE

STATE OF CONNECTICUT
Department of Public Health
LICENSE
License No. 0061
General Hospital
In accordance with the provisions of the General Statutes of Connecticut Section 19a-493:
Windham Community Memorial Hospital, Inc. of Willimantie, CT d/b/a Windham Community
Memorial Hospital, Inc, and Hatch IHospital Corporation is hereby licensed to maintain and
operale a General Hospilal,

Windham Community Memorial Hospital, Inc. and Hatch Hospital Corporation is located
at 112 Mansfield Avenue, Willimantic, CT 06226,

The maximum number of beds shall not exceed at any time:

14 Bassinets
130 General Hospital Beds

This licensz expires September 30, 2015 and may be revoked for cause at any time.
Dated at Hartford, Connecticut, October 1, 2013,

Satellites:
Windham Middle School Health Center, 123 Quarry Street, Willimantic, C1
Windham High School Wellness Center, 355 Hligh Street, Willimantic, CT
*Charles Barrows STEM Academy School-Based Health Center, 141 Tuckie Road, N. Windham, CT

License revised 1o reflect:
*Added (1) Satellite cffective 8/26/13

Qﬂu@ . .’0‘ Ll s

Jewel Mullen, MD, MPH, MPA
Conunissioner




SECTION V. AFFIDAVIT
(Each Petitioner must submit a completed Affidavit.)
Petitioner: Windham Community Memorial Hospital

Project Title: Alignment of Critical Care Unit as a Progressive Care Unit

|, David A. Whitehead, President of Windham Community Memorial Hospital, being duly
sworn, depose and state that the information provided in this CON Determination form
is true and accurate to the best of my knowledge.

/JM,/IZ‘//,ZK//%// /K A

Signature Date”~

" B
Subscribed and sworn to before me on 9/ g // S

_ v . h
- ﬁ///”féfé j/éﬁf&

Notary P/dbliq/(/iemrrﬁssion\er-of---Superior Court

My commission expires: 4{ 30 // ©




Greer, Leslie

From: Hansted, Kevin

Sent: Wednesday, September 09, 2015 9:57 AM
To: Greer, Leslie

Subject: FW: Determination #15-32026-DTR

Leslie, please add the below to the record.
Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

Email: kevin.hansted@ct.gov
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Connectiout Department
of Public Health

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

From: Edwards, Janette [mailto:Janette.Edwards@hhchealth.org]
Sent: Thursday, September 03, 2015 4:27 PM

To: Hansted, Kevin

Subject: RE: Determination #15-32026-DTR

Attorney Hansted,

| am confirming that the services currently provided to patients on the CCU will not change as a result of the transition
to a PCU.

Please let me know if you require any further information.

Janette Edwards

From: Hansted, Kevin [mailto:Kevin.Hansted@ct.gov]
Sent: Thursday, September 03, 2015 1:49 PM




To: Edwards, Janette
Subject: Determination #15-32026-DTR

Dear Ms. Edwards,

| am in receipt of your determination request regarding the alignment of the Critical Care Unit (“CCU”) as a Progressive
Care Unit (“PCU”) at Windham Hospital. Can you confirm for me that all of the services that are currently offered in the
CCU will be offered in the PCU?

Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

Email: kevin.hansted@ct.gov
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Connectiout Department
of Public Health

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

September 9, 2015

Janette Edwards

Director Planning & Business Development
Windham Community Memorial Hospital
112 Mansfield Avenue

Windham, CT 06226

RE:  Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Edwards:

On September 4, 2013, the Office of Health Care Access (“OHCA”) received your Certificate of
Need (“CON”) Determination request on behalf of Windham Community Memorial Hospital
(“Petitioner”) with respect to the alignment of clinical services at Windham Hospital.

Windham Hospital is a licensed nonprofit hospital and part of Hartford HealthCare Corporation.
Windham Hospital currently provides inpatient care on three (3) inpatient units, including a 30-
bed medical-surgical unit, a 23-bed medical-surgical unit, and a 12-bed critical care unit
(“CCU™). The Petitioner is proposing to implement a progressive care unit (“PCU”) in place of
its CCU and reduce the number of beds in the PCU to four (4). The medical services currently
provided in the CCU will continue to be provided in the new PCU to the same patient
population. Also, there is no proposed change to the Petitioner’s license.

Pursuant to Conn. Gen. Stat. § 19a-638(a)(5), a certificate of need is required for the “termination
of inpatient or outpatient services offered by a hospital...” The Petitioner has represented that the
proposed PCU will offer the same clinical care services that are currently offered in the CCU. As
a result, no termination of services is taking place. Therefore, a CON is not required for the
Petitioner’s proposal.

Sincerely,

forrne

Kimberly R. Martone
Director of Operations

C: Rose MclLellan, License and Applications Supervisor, DPH, DHSR

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860} 418-7001  Fax: (860) 418-7053 Email: OHCA@ct.gov
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Attorney Dennis O’Brien

120 Bolivia Street, Willimantic, Connecticut 06226 Tel (860) 423-2860 Fax (860) 423-1533

September 25, 2015
Ms. Kimberly R. Martone
Director of Operations
State of Connecticut
Department of Public Health
Office of Health Care Access
410 Capitol Avenue
P.O. Box 340308
Hartford, CT 06134-0308

ﬁE@EUWE
SEP 29 2015

Office of
HEALTHCARE ACCESS

Re: Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone:

I am writing pursuant to Connecticut General Statutes (C.G.S.) section 19a-638(22)(c)(1),
authorizing any “person” who is unsure whether a certificate of need is required under
section 19a-638 to send a letter to your office asking that you make a determination as to
whether a certificate of need is required. It is my understanding that if a determination is
made that a certificate of need is required, an extensive review process will be undertaken
with opportunity for public input pursuant to C.G.S. sections 19a-639 and 19a-639a.

With all due respect, I believe your office’s prior determination that no certificate of need
is required in the above-entitled matter should be reconsidered and that the processes set
forth in sections 19a-639 and 19a-639a should be undertaken in the interests of due
process of law and all of the many persons certain to be negatively impacted by the
transformation of the Windham Hospital critical care unit (CCU) to what Hartford Health
Care (HHC) is calling a progressive care unit (PCU).

[ have continuously resided in Willimantic, CT for more than forty years, a mile or two
from Windham Community Memorial Hospital (WCMH). I have been a member of the
bar of this state for forty-three years. From 1980 to. 1995, I was chief counsel and deputy
director of Connecticut Legal Services, our statewide legal aid organization. In 1995, [
entered the private practice of law, and I later served as judge of probate for the District
of Windham from January 1, 1999, until I retired from that position on January 5, 2011.

For the final four years of my judgeship, I served as the first administrative judge of the
Northeast Regional Children’s Probate Court at 90 South Park Street, Willimantic,
covering child protection cases from most of two of the eight counties in Connecticut. [
continue to be town attorney for three area towns, Andover, Ashford, and Chaplin, CT.
Today, I am writing to you only in my capacity as an individual “person.”




To: Ms. Kimberly R. Martone
Office of Health Care Access
September 25, 2015

Page Two

According to the 2020 form filed earlier this month by the president of Windham
Hospital, an employee of HHC, the hospital plans “to address the clinical needs of its
patients currently cared for in its CCU by transitioning the current 12-bed CCU to a 4-
bed PCU.” Previously, it was widely publicized by HHC that it planned to eliminate 119
jobs at Windham Hospital. It is impossible for this layperson and experienced public law
lawyer to imagine how these changes will not result in the level of “termination of
inpatient or outpatient services offered by a hospital,” sufficient to require a CON per
C.G.S. section 19a-638(a)(5), and due process of law protections for affected persons
provided in C.G.S. sections 19a-639 and 19a-639a.

There have been at least two well attended public forums here in Willimantic to address
this proposed termination of vital health care services by HHC at WCMH. The latest, led
by our local legislative delegation, was held at the Windham Middle School on Monday,
September 21, 2015. Among the 200 attendees were speakers who are arca medical
professionals, including doctors and nurses. One physician stated that the WCMH
“division of medicine” voted that the ICU should not be terminated in favor of a PCU.

Ever since this very controversial proposal publicly surfaced, [ have heard local

physicians say that the replacement/termination of the ICU and loss of critical care |
personnel and on site capacity 24/7 at WCMH will have a ripple effect, causing loss of |
physician confidence in the emergency care component of the hospital and further |
diminishing patient care and numbers; which will lead to additional cuts in service to this |
community, and possibly to the ultimate demise, literally or figuratively, of WCMH..

As a former legal aid lawyer and children’s court judge here in town, I am very familiar
with the large low income community here. Our school population is pledommantly fow
income, a great many of whom are English Language learners.

Thousands here lack practical access to motor vehicles. Public transportation scrvice in
this urban enclave situated in the most rural county in our state is extremely limited and
inadequate. The loss of our ICU at WCMH and lack of transportation will surely lead to
unavailability of health care services to those in need and dire consequences for some,
perhaps many. In my view this would constitute a termination of services.

The likely consequences of the cutbacks proposed by HHC for WCMH in its 2020 form
are of great magnitude and warrant much more input by citizens, patients and medical
professionals to the OHCA than the HHC provided in its 2020 filing. Again, with all due
respect, the OCHA’s September 9, 2015 determination in this hugely important situation
affecting thousands of people here was made only on the basis of what appears to be a
self-serving form 2020 sworn to by an HHC administrator apparently lacking a



To: Ms. Kimberly R. Martone
Office of Health Care Access
September 25, 2015

Page Three

strong background in health care, rather than by the hospital chief of staff or another
locally experienced physician. As an experienced litigator, I doubt that this affiant would
qualify as an expert witness on the question addressed in his affidavit as to whether the
proposed change would be a termination of service necessitating a CON.

At the very beginning of its form 2020 narrative, HHC/WCMH states that “The mission
of Windham Community Memorial Hospital (‘Windham’) is to enhance the lives and
well being of people in the communities we serve by providing quality health care. In
furtherance of its mission, Windham is committed to providing access to the right care, in
the right location, at the right time.”

Given what many local professional health care providers are saying about the likely
effects of what HHC/WCMH is proposing to do, among many other claims of the
hospital, this rather curious introductory portion of the hospital’s form 2020 in
combination with the entirety of HHC’s proposal should be subjected to close additional
scrutiny by the OHCA in a transparent open ended due process proceeding per state law.,

Not that it is expressly required by law, though it certainly should be, the HHC/WCMH
form 2020 was filed without notice to the public, press or legislators. When HHC
announced the September 9, 2015 determination based only on the 2020, everyone here
with the possible exception of HHC/WCMH administration, was shocked. All things
considered, the magnitude of this situation calls for much more in the way of due process,
and that process is provided for in General Statutes sections 19a-639 and 639a.

On my own behalf, as a “person” within the meaning of C.G.S. sections 19a-
638(22)(c)(1) and 19a-630(14), [ therefore respectfully but firmly ask that the OHCA
reconsider the September 9, 2015 determination based only on the HHC/WCMH form
2020, and conclude that a certificate of need is in fact required in this case, and that all -
CON procedures set forth in the applicable statutes and regulations, including a public
hearing, be implemented before any changes in health care service proposed by
HHC/WCMH may be undertaken,

Thank you for your anticipated attention to my letter and request. Please contact me at
860-208-2345, if you would like additional information from me.

Very truly yours,

C Loue 0
Dennis O’Brien
Attorney at Law




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

September 30, 2015

Dennis O’Brien, Esq.
120 Bolivia Street
Willimantic, CT 06226

RE:  Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Attorney O’Brien:

Thank you for your letter of September 25, 2015 regarding the determination issued by the Office
of Health Care Access (“OHCA™)} under Docket Number 15-32026-DTR.

OHCA understands and appreciates your concerns. In making its determination OHCA’s
jurisdiction is limited by Conn. Gen. Stat. § 19a-638,; specifically § 192-638(a)(5) in this matter.
§ 19a-638(a)(5) mandates that a certificate of need be filed when a hospital is proposing to
terminate inpatient or outpatient services offered by the hospital. The information provided by
Windham Hospital in its 2020 form, and further confirmed via written communications between
OHCA and Windham Hospital, the services currently being offered in the critical care unit will
continue to be offered in the new progressive care unit. While Windham Hospital may be
reducing the extent to which services are being offered, it is not terminating any services.
OHCA’s jurisdiction does not extend to reductions in the hours a particular service is offered or
the number of beds used to offer that service.! Therefore, OHCA has no legal basis upon which it
can require Windham Hospital to file a certificate of need application,

At your convenience, the complete record of this matter can be viewed on OHCA’s website at
http.//www.ct.gov/dph/ohca.

Sigcerely,
LAY ) ans

Kimberly R. Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSR

! Conn. Gen. Stat. § 19a-638(a)(12) requires a certificate of need for an increase in the licensed bed capacity of a
health care facility. However, Windham Hospital is not seeking an increase in its licensed bed capacity.
An Equal Opportunity Provider
(If you requirve aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7033 Email: OHCA@ct.gov




Greer, Leslie

From: Martone, Kim

Sent: Thursday, October 01, 2015 1:53 PM

To: Hansted, Kevin

Cc: Greer, Leslie; Riggott, Kaila; Roberts, Karen

Subject: FW: Emailing - Final letter sent to OHCA for reconsideration regarding CON.pdf
Attachments: Final letter sent to OHCA for reconsideration regarding CON.pdf

From: Gregory Kotecki [mailto:GKotecki@aftct.org]

Sent: Thursday, October 01, 2015 1:26 PM

To: Martone, Kim

Subject: FW: Emailing - Final letter sent to OHCA for reconsideration regarding CON.pdf

Dr. Mullen and Commissioner Martone:
Please accept the attached letter. A hard US mailed version will follow.
Greg Kotecki

AFT Connecticut
AFLCIO, CLC



o
//(@ AFT Connecticut

A Union of Professionals

October 2, 2015

Dr. Jewel Mullen

Commissioner, Department of Public Health
410 Capitol Avenue

P.O. Box 340308

Hartford, CT 06134-0308

Ms. Kimberly Martone

Director, Office of Health Care Access
410 Capitol Avenue

MS#13HCA

Hartford, CT 06134-0308

RE: Request for reconsideration CON 15-32026-DTR form 2020
determination for Windham Hospital Alignment of Services as a
Progressive Care Unit

Dear Dr. Mullen/Ms. Martone:

My name is Greg Kotecki, and | am a Field Representative for the AFT Connecticut,
a Labor Union that represents the registered nurses’ Union at Windham Hospital.
In addition, AFT Connecticut represents the Windham United Union, which is the

Union that represents all of the non-nurse direct care givers at Windham Hospital.

Pursuant to 19a-638 of the Connecticut General Statutes, | am requesting
reconsideration regarding your agency’s decision to not require a CON for the

changes that have taken place at Windham Hospital.

| make my request for a CON reconsideration based on the following

omissions/misrepresentations contained in the Hospital's form 2020 submission:

AFT Connecticut
\FT, AFL-CIO

Teachers

PSRP

{igher Education

Public Employees

Nurses and Health
Professionals

35 Marshall Road
Rocky Hill, CT 06067
860/257-9782

Fax: 860/257-8214

Toll Free: 888/398-3373
www.aftct.org

Jan Hochadel
PRESIDEN']

John Brady, RN
EXECUTIVE VICE PRESIDENT

Jean Morningstar
FIRST VICE PRESIDENT

Ed Leavy
SECRETARY-TREASURER

VICE PRESIDENTS
Erin Benham
Dennis J. Bogusky
Dave Cicarella
Joanne Chapin

Lisa D’Abrosca
Shellye Davis

John DiSette

Patti Fusco

MaryAnn Goggin
David Hayes

Andrea Johnson

Tom Kuroski

Kristen Malloy-Scanlon
Laila A. Mandour
Donna R. Maronde
Bruce LeVine Mellion
Chuck Morrell

Harry Rodriguez

Jim Romano

Kathy Sanner

Martha Shoemaker
Mary Symkowicz



Objection 1

1. Section | Windham Hospital’s clear omission and lack of authority and
standing.

In accordance with the original integration agreement (CON Docket Number: 08-
31178-CON see attached) that resulted in the integration of Windham Community
Memorial Hospital (herein referred to as WCMH) into Hartford Hospital Care
Corporation (herein referred to as HHCC), this newly created and OHCA approved

integrated agreement clearly outlined HHCC’s control over Windham Hospital.

In the original CON that integrated the two entities together, the following was stated

under the Finding of Fact section 4 (page 3 of 13):

Under the proposed integration WCMH will become a wholly-owned subsidiary
of HHCC similar to Hartford Hospital and MidState Medical Center. (June 2,
2008, Letter of Intent)

Also, under the Findings of Fact subsection 12 (page 5 of 13), it stated:

HHCC shall have the following powers and rights as set forth in Section
1.3 of Schedule 1.2:

(a) The sole power to elect and remove, with or without cause
members of the WCMH Board.

{b)- Review and approve, disapprove, or modify annual operating and
capital budgets; significant proposed programs and expenditures, the
purchase of significant operating or capital assets not contemplated in
an approved budget or plan; and the borrowing of any sum in excess of
$1,000,000 with a stated ten of greater than one year.

(c) Approve, disapprove, modify or direct the implementation of
strategic plans, programmatic plans; health care standards of care;
utilization review; and program coordination with other entities or
persons in HHCC's health care system. (emphasis’s added)

(d) Approve or disapprove any voluntary dissolution, merger or
consolidation of WCIMH or the sale, pledging, leasing or transfer of
any substantial amount of WCMH's assets or the creation or
acquisition of any significant subsidiary or affiliate corporation,
significant contracts which WCMH in its discretion may refer to HHCC for
review or approval, the selection of certified public accountants for
WCMH; the filing of any Certificate of Need application for an
expenditure or program outside of WCMH's ordinary business.
(emphasis’s added)




(e) Approve or establish guidelines or parameters for goveming
WCMH's participation in managed care contracts. (September 18, 2008,
Initial Certificate of Need Application, Pre-Closing Amended and
Restated Bylaws or Schedule 1.2 of HHCC and WCMH Integration

Agreement, page 4).
The original CON also mandated the following in subsection 18 a & b:

18. The Applicants stated that:

(a). The day to day operations of WCMH will remain the responsibility of
the WCMH Board of Directors, the Chief Executive Office and
administrative staff,

(b) The reserve powers of the agreement require WIMCH fo get
approval from HHCC for certain fundamental decisions that will be
subject to HHCC's or the members approval (e.q., annual budgets,
major capital _purchases exceeding cerfain _capital thresholds, and
Certificate of Need projects), (Emphasis added)

Therefore, WCMH clearly lacked 'the authority and standing to request a
determination as a single entity. Both HHCC and WCMH should have sought the
desired determination. Form 2020 clearly contemplated such a circumstance as the

form allowed for joint filing in section 1

SECTION |. PETITIONER INFORMATION

If this_proposal has more than two Petitioners, please attach a separate
sheet, supplying the same information for each Petitioner in the format
presented in the following table. (Emphasis added)

Objection 2

2, WCNH’s failure to apply for a CON when it changed its Critical Care Unit
(herein referred to as CCU) designation to a Progressive Care Unit
(herein referred to as a PCU).

In section IV Proposal Description of the submitted 2020 form, WCMH stated:

Windham experienced a decline in critical care patient volume and length of
stay for patients cared for in its CCU in recent years and these patients could

he cared for in a PCU:
o 2013 365. average length of stay 3.13 days

e 2014 366, average length of stay 2.6 days
e 2015 332 through July, average length of stay 1.9 clays



Based on historical utilization and patient acuity to date, Windham proposes to
address the clinical needs of its patients currently cared for in jits CCU by
transitioning the current 12-bed CCU to a 4-bed PCU. The proposed PCU will
serve the same Windburn patients who were previously treated in its CCU,
Patients who will be admitted to the PC1.1 will continue to be patients who
require medical _and _nursing care beyond general _inpatient level of
services. . (Emphasis added)

The Hospital also made certain representations at the bargaining table® with the
Union that the current CCU has, for some time, served as both a recovery room for

Post-Anesthesia Care Unit (herein referred to as PACU) patients as well as a PCU

patients.

Based on this omission both by way of the 2020 form, as well as practice and
disclosure to the Union at the bargaining table, WCMH should have requested a
CON, and OHCA should have demanded one be filed when it changed the level of

care in the CCU to its curfent PCU configuration.

Precedent for this “Retro CON” request can be found in: Certificate need report #
13-31829-DTR Operational Status of certain outpatient services at or by Lawrence
and Memorial Hospital? (herein referred to as L&M). In a letter dated April 2, 2013,

your agency stated the following:

Based upon a review of the matter outlined above, OHCA determines the following:

a. L awrence and Memorial Hospital is required to file a Certificate of Need
request for the termination of its Outpatient Behavioral Medicine
Counseling Services, Obstetrics Clinic Services in March 2008.

b. Associated Specialists of Southeastern Connecticut, Inc., an affiliate of
the Hospital and a health care facility, is required to file a Certificate of
Need request for the establishment of Outpatient Behavioral Medicine
Counseling Services, Obstetric Clinic Services and HIV/AIDS Clinic

Services in April of 2008.

1 The two Unions and the Hospital are currently engaged in decisional bargaining over the closure of the
CCU and the transformation of the CCU into a Progressive Care Unit. Minutes of such negotiations shall be
made available upon request from OHCA.

2 See attached determination



Clearly OHCA has exercised such authority and should in this case as well. In the

L&M case cited, your agency force L&M to file a CON five years after L&M failed

to timely and properly file in the case cited above.

Objection 3

WCMH is currently violating its own CCU Admission/Transfer Orders Policy,

and it does not have any PCU policies in effect at this time

WCMH is currently in violation of its current policies regarding care in the current
CCU. In WCMH’s own CCU policy titled Admission/Transfer Orders Policy (see
attached), it clearly states that “All patients admitted to the CCU require specific
CCU orders, written by attending or covering physician. Orders must be written prior
to patient arriving on the unit.” With WCMH freely admitting that it cares for non-
CCU patients in CCU, it violates its own policy while at the same time does not have
any PCU policies in effect nor did it offer any such policies when it sought OHCA
approval of a PCU designated Unit.

Objection 4

WCNMH failed to disclose that it lacks the necessary transportation for its

critical care unit trained Paramedics.

Should Windham patients cared for in the PCU require tertiary care services not
available at Windham, these patients would continue to be transferred like they are
from the CCU today. For example, Hartford Hospital is available to receive these
patients and currently does receive these patients. The Windham Paramedic
Program is readily available for necessary transport of these patients if the need
arises during an inpatient stay. All full-time paramedics employed by the Windham
Paramedic Program arc critical care transport certified, or are in the process of
receiving certification as a CCEMT-P or PP-0'. This is unique among paramedic
transport services, and it ensures the highest level of care is available to
Windham's patients during transport.

Although there is no dispute that WCMH’s Paramedics have the required
certification for the transportation of critical care patients, WCMH failed to disclose
that it does not have the required transportation vehicles to actually transport
critical care patients. WCMH currently uses SUV-type vehicles only. It does not
have the required Ambulances necessary to transport critically ill patients. WCMH
relies on local government owned and operated ambulances to transport patients to
other facilities. WCMH Paramedics rarely ride the entire transport route when



transporting patients. Therefore, patients cannot possibly benefit from WCMH's
critical care transport certified Paramedics.

OHCA should also note that Marc Scrivener, Chief for the town of Willimantic Fire
Department, stated at public hearing® that this proposal “will increase transport times

and have a chilling effect on recruiting volunteer EMS/paramedics.”

Objection 5

WCMH misrepresented the facts regarding providing the same level of services
Section IV Proposal description.

In Section IV Proposal Description of the 2020 form, the Hospital made certain
misrepresentations describing the level of services that would be provided when
the Hospital converts its CCU to a PCU:

While the level of services currently provided to patients in the CCU will not change
as a result of the transition to the PCU, it will allow space that is currently being
underutilized to be utilized more efficiently and more responsively to the clinical
needs of the community.

The services provided in the CCU will continue to be provided in the PCU. Please
sec Exhibit 1 for a list of the services currently provided to patients in the CCU, which
will remain after the transition to a PCU,

What the Hospital failed to mention is that by changing the level of care from a CCU
model of care to a PCU model of care, the nurse—to-patient ratio will change from
CCU level of care of 1:2 to PCU level of care of 1:4. This is clearly a change that

will severely impact care at WCMH.

In addition, one of the main concerns that exists is in the event that a patient
“crashes,” meaning their condition declines in a very short period of time, the
Hospital does not currently have a plan regarding how that patient will be treated.
We also believe that such a plan would require OHCA'’s approval since the level of

care would be changed.

3 gee attached YouTube video https://www.youtube.com/watch?v=YnsZ3InMquk
6




Objection 6

All of the changes described above constitutes a violation of the original order
that integrated the two entities together: Docket Number: 08-31178-CON, which

stated:
ORDER

Based on the foregoing Findings and Rationale, the Certificate of Need
application of Windham Community Memorial Hospital ("WCMH" or "Hospital")
and Hartford Health Care

Corporation, Inc. ("HHCC") (together referred to as "Applicants”) for the
integration of WCMH into HHCC with no associated capital expenditure, is
hereby Approved, subject to the following conditions: '

1. This authorization expires on January 31, 2010. Should the Applicants
proposal not be completed (i.e. final agreement are executed) by that date, the
Applicants must seek further approval from OHCA to complete the project
beyond that date.

2. Within 60 days of the completion of the integration of WCMH into HHCC,
the Applicants shall file with OHCA; a full copy of any and all signed, dated and
completed final integration agreements including attachments indicating the
integration of WCMH into HHCC has occurred.

3. If in the future there is any change in the ownership structure of WCMH or
its affiliates or any change in control of WCMH, the Applicants shall file a CON
Determination From with OHCA.

4, If in the future there is any change in WCMH service availability as a
direct result of this proposal, the Applicants shall file a CON Determination
Form with OHCA. (Emphasis added)

5. As there is no associated capital expenditure with this proposal, in the
event that the Applicants learn of potential costs associated with this proposal,
the Applicants shall notify OHCA immediately.

Based on the foregoing, including all the supplied information, documents and
ional, we respectively request that your agency immediately reopen this case

ire t N be r qu1red and applied. 7
= @z Date l Q\\ 9\\\ E)

Greg K ec i~

Field Representative
AFT Connecticut
AFL-CIO CLC
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Division of the Department of Pubhc Healtl
A10 Captial Avenue, MS# 13 HCA

Hartiord, CT 06106

Dear Ma, Martone:

Ploase Nind enclosed a Cerlifcate of Mesd Determination Form, Fortm 2020 detailing Windham
Community Memonal Hospital's proposal for the aligrment of its Crtical Care Unil as o
Progrevsive Care Unil, '
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s Janedle Frlwarrks
() Director, Planouug & Business Devolopmaent

{12 Mansficld Avenue  Willimantic, CT 06226 860 456 o116 tel 860 456 0000 fax wenn.windbamhospital.org



State of Connecticut
Office of Health Care Access
CON Determination Form
Form 2020
All persons who are requesting a determination from OHCA as to whether a CONis
required for their proposed project must complete this Form 2020." The completed form

should be submitted to the Director of the Office of Health Care Access, 410 Capitol
Avehue, MS#13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308.

SECTION [. PETITIONER INFORMATION

If this proposal has more than two Petitioners, please attach a separate sheet,
supplying the same information for each Petitioner in the format presented in the

following table. N
Petitioner
Full Legal Name Windham Community Memorial
Hospital
Doing Business As Windham Hospital

Name of Parent Corporation
Hartford HealthCare Corporation

Petitioner's Mailing Address, if Post Office 112 Mansfield Avenue, Windham,
(PO) Box, include a street mailing address CT 06226
for Certified Mail

What is the Petitloner's Status: NP

P for profit and

NP for Nonprofit
Contact Person at Facility, including Janette Edwards, Director Planning
Title/Position: & Business Development

Tbis lndiv‘gdual at thgfg_qﬁli"(y wjll 'bg_t_tj'e o



Petitioner's Designee to receive all
correspondence in this matter.

Contact Person's Mailing Address, if PO 112 Mansfield Avenue, Windham,
Box, include a street mailing address for CT 06226

Certified Mai

Contact Person's Telephone Number 860-456-6800

Contact.Person's Fax Number 860-456-6838

Contact Person's e-mail Address Janette.edwards@hhchealth.org

SECTION ll. GENERAL PROPOSAL INFORMATION
a. Proposal/Project Title: Alignment oféritical Care Unit as a Progressive Care Unit
b. Estimated Total Project Cost: $0

C. Location of proposal, identifying Street Address, Town and Zip Code:
Windham Hospital, 112 Mansfield Avenue, Windham, CT 06226

4. List each town this project is intended to serve:
Exisling service area (no changes in communities currently served).

e, Estimated starting date for the project: Upon OHCA’s approval of this determination
request,

SECTION IV. PROPOSAL DESGRIPTION

Please provide a description of the proposed project, highlighting each of its important
aspects, on at least one, but not more than two separate 8.5" X 11" sheets of paper. At
4 minimum each of the following elements need to be addressed, if applicable:

1, If applicable, identify the types of services currently provided and provide a copy of each
Department of Public Health license held by the Petitioner.

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

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



The mission of Windham Communily Memorial Hospital (“Windham™) is *10 enhance the lives
and well being of people tn the communitics we serve by providing quality health care.” In
furtherance of its mission. Windbam is commiitted Lo providing aceess O the riglit care, in the
yight location, and at the right me. Ta achieve this goal. Windham is proposing to provide
sorvices to patients who have historically received care inits eritical care unit ("CCU™) in a now
progressive care unit (*PCU™ without changding the clinical care provided Lo these patients.

Windham is a 130 bed hospilal and currenlly delivers mpatient care on three (3) inpaticnt units.
including a 30-bed medical-surgical unit, a 93- bed medical-surgical unit. and a 12-bed unit
historically referred ta as the CCU.

I'he average daily census at Windham for FY 2015 through July is 35 patients for the entire
hospital, The following generally describes the types of patients cared for in the CCU during
this period:

o Average daily census for critical care patients wag 2.06 or 17% ol tatal patients treated
on the CCU with a 1.9 day average Jength of stay (these paticnts can be treated in PCUY

e Avcrage daily census for intermediale level of care (“ILC™) patients in the CCU was 1.5
ot 12.5% of total patients treated on the CCU (these paticnts do not require CCU/PCU
level of carc);

»  Average daily census for uncomplicated medical surgical patients was 5.16 or 43% of
patients treated on the CCU (these paticnls do not reguire CCU/PCU level of care).

«  Overall, the CCU operates at 72.5% occupancy with only 17% needing CCU/PCU
services.

Windham experienced a deeline in critical care patient volume and fength of stay for patients
cared for in its CCU in recent years and these patients could be cared [or ina PCU:

e 2013: 365. average length of stay 3.13 days

o 2014: 366, average length of stay 2.6 days

o 2015 332 through July. average length ol stay 1.9 days

Based on historical utilization and patient acuity to date, Windham proposes 0 adddress the
clinical needs of its patients currently cared for in its CCU by transitioning the current 12-bed
CCU to a 4-bed PCU, The proposed PCU will serve the same Windham patients who were
previously treated in its CCU. Patients who will be admitted to the PCU will continue to be
paticnts who require medical and nursing car¢ beyond general inpatient level ol services,

According lo the Amecrican Associalion ol Critical Care Nurses, progressive carc is part of the
continuum ol critical care. The following may be applicable to PCU level patients:
e The patient has a persistent unstable status requiring continuous bedside cardiac
and/ar respiratory monitoring with frequent blood pressure monitoring as outlined
in the PCU:

o T'he patient requires acute and/or complex medical monitoring as outlined in the
PCU



e The paticni requires complex nursing treatment regimen; and.
« The patient requires medication thorapy requiring a higher level of assessment and
intervention.

PCU paticnts typically include paticnts that have a decreased risk of a life-threatening cvent, @
decrensed need for invasive monitoring, increased stability and an increased ability to participate
in their care.? In the last five years, patients who have beeu treated in the Windham CCU have
mel the definition for PCU level of care. The paticnts requiring progressive care will be
managed with the same techinology and staff competency levels that currently exist in the CCU.
The only change will be that there will no longer be a dedicated physical space with 12 beds.
which is clearly not needed based upan eensus for the last three years. Accardingly, this
proposal will not change the clinical care pravided to patients atter the transition to the proposed
PCU.

Should Windham paticnts cared for in the PCU require tertiary care services not available at
Windbam, these patients would continue to be transferred like (hey arc from the CCU today. For
example, Hartford Hospital is available to receive these patients and currently docs receive these
patients. The Windham Paramedic Program is readily available for necessary transport of these
patients if the need arises during an inpaticnt stay. All full-time paramedics eniployed by the
Windham Paramedic Program are critical carc transport certified, or arc in the process of
recetving certification as a CCEMT-P or FP-C’, This is unique among paramedic transport
serviees, and it ensures the highest level of carc'i$ available to Windham's palients during
transport.

While the level of services currently provided (o patients in the CCU will not change us a result
of the transition to the PCU, it will allow space that is currently being underutitized to be utilived
more efficiently and more responsively to the clinical needs of the community.

The services provided in the CCU will continue to be provided in the PCU. Pleasc see Exhibit 1
for a list of the services currently provided to patients in the CCU, which will remain afler the
transition to a PCU.

Therc is no proposed change to the Windham license, attached as Exhibit 2.

Based upon the toregoing, Windham Hospital respeettully requests confirmation that the
alignment of its Critical Care Unit to a Progressive Care Unit will not require a CON,

' CriticalCareNurse Vol 31, Na. 3 JUNE 2011

P CritieniCareNutse Val 31, No, 3, JUNE 201 ]

¥ the case of these pansmedics who are olso an the LileStar Might erne. These centifications are grmied by The Boand for Critieal Catre
Traspor Cetilieation,



Exhibit 1

Services provided at Windham CCU will continue at the PCU and will

include:

=

Management of sudden acute cvent on admitted medical surgical patient;
Short term ventilator support (post ancsthesic or otherwise):
Hemodynamic.instability duc to hypovelemia, hemorrhage, sepsis. or
other cause; .

Central nervous system depression that threatens (0 compromisc ajrway
and protective reflexes;

Management of renal or electrolyte abnormalitics:

Extended intra-operative time and vigorous fluid resuscitation with the
probability of fluid shifls and massive third spacing;

Patients with delirium tremens requiring continuous sedative infusions
without respiratory failure requiring intubation;

Patients requiring continuous observation and pulse oximetry duce to upper
airway discase;

Monitoring possible intra-operative cardine events (i.e. ST changes,
arrhythmias, cte.) which are asymplomatic and patient is
hemodynamically stable;

Arthythmias that are hemodynamically stable (IE. atrial fibritlation/{lutter,
supra ventricular tachycardia;

Angina pectoris that is hémodynamically stable but requires intravenous
nitraglycerin for prophylaxis of the angina, '

Mild to moderate congestive heart failure without signs/symptoms of
shack;

Hypertensive conditions without evidence of end-organ damage;
Palicnts requiring initiation of and maintenance intravenous infusions of
anti-arrhythmics, and vasoactive inotropic medicalions;

Yatients with a fracheostomy tubes requiring aggressive pulmonary
toileting or requiring arterial blood guscs;

Hemodynamically stable-patients with evidence of compromised pas
exchange and underlying disease with the potential for worsening
respiratory insufficiency who require frequent observation and/or
continupus positive aimvay pressure;

Post-op paticats after being fully recovered in PACU and meeting all other
CSD criteriay and

Patients requiring monitoring for seizure activity or obstructive sleep
apnea.



Exhibit 2
WINDHAM LICENSE

STATE OF CONNECTICUT
Department of Public Health
LICTNST
License Na, D06E

(yencral Huospital

In awemdande with the pravisions af “he Gereaal Staltes of Crunesuent Seelien (9a-493
aifal, Tre. o7 Willinumtic, C1dAva Windhans Camranny
)

Windham ¢ ity Memaoriad Hos
o Camaraton is hiereby beensed to aaintadn aned

tfemodal Haspital, Ine, and Hateh Hospit
apere A Cienrza) Hospital

Windbam Community Aemariaf Huspitul, [oe, and Hateh Hosplisd Corporation is lecatd
ot 112 Munsfield Avere, Willimanne, ©01 86226,

The murciream number of heda shall pat egeeed at aoy e

‘$

14 Jassinety
120 Gzperal Hospatal Heds

Thes lieenss expires September 30, 2015 and may b 1avokied for Canse ot uny Hne
N 7

Dated ot Hartiord, Comgsiien, Detaber 1 3y

Sarclfites:
Wirdhass Middle Seboul Haalh Conter, 131 Qurry Susel, Wiiknaatic, {1

Windlaen High Schoul Welliess Ceaner, 355 thyh Sreel, Wikiimantic, <1
~Chatles Bamrws §1EM Academy Schoat-Iased Healts Certer, 141 Tickie Rozd, N Wiadinm, L1

Licznae revised to reflect
= Auakiled (1) Saellite effective 82246713

Jewel Mithten, MDLWTH MPA
Comnnussimes




SECTION V. AFFIDAVIT
(Each Petitioner must submit a completed Affidavit.)
Petitioner: Windham Community Memorial Hospital

Project Title: Alignment of Critical Care Unit as a Progressive Care Unit

|, David A. Whilchead, President of Windham Community Memorial Hospital, being duly
sworn, depose and state that the information provided in this CON Determination form
is true and gccurate to the best of my knowledge.

JM/M /ﬁa/ p5os 5

Srgnatu =} Date””

Subscribed and swom to before me on C/Vj // 5

/7//7/// %ﬂfk .

Notary !76bli(:/§emm1531<jnbr~0f Superior Court

My commission expires: 4{ 3¢ / /i




Greer, Leslie

From: Hansted, Kevin

Sent: Wednesday, September 09, 2015 9:57 AM
To: Greer, Leslie

Subject: FW: Determination #15-32026-DTR

Leslie, please add the below to the record.

Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.0. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

Emalil; kevin.hansted@et.gov

E * :
x L2
}E‘g %;zsaﬁﬁ‘él
Cunnztlicut Departmint
ol Pulsx Healtls

CONFIDENTIAUTY NOTICE: This email and any attachments are for the exclusive and confidantial use of the intended
recipient, If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

From: Edwards, Janette [mailto:Janette.Edwards@hhchealth.orq]
Sent: Thursday, September 03, 2015 4:27 PM
To; Hansted, Kevin

. Suhject: RE: Determination #15-32026-DTR

Attorney Hansted,

j am confirming that the services currently provided to patients on the CCU will not change as a result of the transition
toa PCU.

Please let me know if you require any further information.
Janette Edwards

From: Hansted, Kevin [mallto:Kevin.Hansted@ct.gov]
Sents Thursday, September 03, 2015 1:49 PM




To: Edwards, Janette
Subject: Determination #15-32026-DTR

Dear Ms. Edwards,

I am in receipt of your determination request regarding the alignment of the Critical Care Unit (“CCU") as a Progressive
Care Unit (“PCU") at Windham Hospital. Can you confirm for me that all of the services that are currently offered in the
CCU will be offered in the PCU?

Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave,, MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: B60-418-7044

Email: kevin.hansted@ct.qov

g ﬁw
Cunmectied! Department a
of Pubix Hesith

CONFIDENTIALITY NOTICE: This emnail and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message, If| have sent you this message In error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

Phivoe o messuge, mcloding any ortachenenls s fer thesale ise of the teadsd eeiprentys) arid moy contomn confivieniod and
setadogod mfocmaticon, Any unogtiieeied teview, use, discosiee, or dismbution is probibited, If you are not the indendpd vecipient o

st ol o oot taspansdile for delfivecing the message Lo the itended reeipionn, please contact Vhs sender Iy oply ¢ -mail oo

chestrey afl copies of the onginal message, imciudmg any sttiachrents.,



Office of Health Care Access
Certificate of Need Application

Final Decision

Applicants: Windham Community Memorial Hospital,
Inc. and Hartford Health Care
Corporation, Inc.

Docket Number: 08-31178-CON
Project Title: Integration of Windham Community

Memorial Hospital, Inc. into Hartford
Health Care Corporation, Inc.

Statutory Reference: Sections 192-638, C.G.S.
Filing Date: November 3, 2008
Public Hearing Date: January 6, 2009
Decision Date: January 29, 2009
Default Date: February 1, 2009

Staff: Tillman Foster

Steven W, Lazarus
Sharon Malinowski

Project Description: Windham Community Memorial Hospital, Inc. (“WCMH” or “Hospital”) and
Hartford Health Care Corporation, Inc. (“HHCC”) propose the integration of WCMH into HHCC,
with no associated capital expenditure.

Nature of Proceedings: On November 3, 2008, the Office of Health Care Access (“OHCA”)
received the completed Certificate of Need (“CON”) Application of WCMH and HHCC for the
integration of WCMH into HHCC, with no associated capital expenditure. WCMH and HHCC



Windham Community Memorial Hospital & January 29, 2009
Hartford Health Care Corporation
Final Decision, Docket No.: 08-31178-CON Page 2 of 13

(collectively known as the “Applicants™) are considered to be health care facilities or institutions for
purposes of this CON as defined by Section 19a-630 of the Connecticut General Statutes (“C.G.S.”).

Pursuant to Section 19a-638, C.G.S., a public hearing regarding the CON application was held on
January 6, 2008. On December 8, 2008, the Applicants were notified of the date, time, and place of
the hearing. On December 6, 2008, notices to the public announcing the hearing were published in
The Hartford Courant and on December 8, 2008, in The Chronicle.

Commissioner Cristine A. Vogel served as Presiding Officer. The hearing was conducted as a
contested case in accordance with the provisions of the Uniform Administrative Procedure Act
(Chapter 54 of the Connecticut General Statutes) and Section 19a-638, C.G.S., the Presiding Officer

heard testimony from the Applicants and their witnesses.

OHCA'’s authority to review and approve, modify or deny this proposal is established by Section 19a-
638, C.G.S. The provisions of this section as well as the principles and guidelines set forth in Section
192-637, C.G.S., were fully considered by OHCA in its review.

Findings of Fact

Clear Public Need
Impact on the Applicants’ Current Utilization Statistics
Contribution of the Proposal to the Accessibility and Quality of
Health Care Delivery in the Region

1. Windham Community Memorial Hospital, Inc. (“WCMH?” or “Hospital”) is a Connecticut
corporation located at 112 Mansfield Avenue, Willimantic, Connecticut and operates a 144

licensed bed acute care hospital. (CON Application, 08-31178-CON, HHCC and WCMH Integration
Agreement, Appendix B, and Office of Health Care Access, Hospital Reporting System, FY 2007, Report 400)

2.  Hartford Health Care Corporation (“HHCC”) located at 80 Seymour Street, Hartford,
Connecticut, is the parent corporation of Hartford Hospital, in Hartford and MidState Medical
Center in Meriden. (November 3, 2008, CON Application, page I and Office of Health Care Access, Hospital
Reporting System, FY 2007, Report 400)
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3.  WCMH and HHCC (*Applicants”) are proposing the integration of WCMH into HHCC, with no
associated capital expenditure. (June 2, 2008, Letter of Intent and November 3, 2008, CON Application,
pages 1-8)

4.  Under the proposed integration WCMH will become a wholly-owned subsidiary of HHCC
similar to Hartford Hospital and MidState Medical Center. (June 2, 2008, Letter of Intent)

5. The organization chart of WCMH and its affiliates before integration with HHCC is as follows:

Chart One; WCMH Organization Chart Prior to Integration into HHCC:

| l

Windham Family Windham Windh
N am Physiclan .
Medical Services, P.C. VF“ 25:3;‘1‘[3“’5];’";3‘ Professional Office Hospita’; Med-East Tolland tmaging
(Recrimont s Wt inc. Condo Assot, Inc. Organization, Inc.* Associates, LLC* Center*

For Profit Entty

“Hon-Affitated Entty

Source: CON Application DN 08-31178-CON, Proposed Integration Agreement,
Schedule 2.2

6. The following table lists affiliated and non-affiliated entities currently under WCMH (prior to the
proposed the integration):

Table 1: Affiliated and Non-Affiliated WCMH Enfities

Affiliated Entities
Entity , WCMH Ownership
Percentage
Windham Family Medical Services, P.C. One Hundred Percent
Windham Hospital Foundation, Inc. One Hundred Percent
Windham Professional Office Condominium Association, Inc. One Hundred Percent
Non-Affiliated Entities
Windham Physician — Hospital Organization, Inc. Fifty Percent
Med-East Associates, LLC Fifty Percent
Tolland Imaging Center, LLC Fifteen Percent
Health Connecticut, LLC (Connecticut Hospital Association Entity) | WCMH one of 18
Hospital owners

Note: “Affiliated” entities are describe as having greater than 50% WCMH ownership;
“Non-Affiliated” are described as having 50% or less WCMH ownership
(CON Application, 08-31178-CON, Schedule 2.2 of HHCC and WCMH Integration Agreement,
December 30, 2008 Prefile Testimony, Response to OHCA Interrogatories, page 127 and January 6,
2009, Applicants Public Hearing Testimony)
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7. The organization chart of HHCC before integration with WCMH is as follows:

Chart Two: HHCC Orgamzatxon Chart prior to the proposed Integration:

Source: Hartford Hospital, Docket Number 07-005AR, FY 2007 Annual Reporting

8. The proposed org'é Qﬂl&ﬁ%%a?ggy WCMH and its afilid&taddtbladtegtation into HHCC as Hartford Hospit

follows: artn(f:; Center (Jefferson Hous

Chart Three: WCMH Orgamzatlon Chart After Integration into HHCC:
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10.

11.

Sources: CON Application DN 08-31178-CON, Proposed Integration Agreement,
Schedule 2.2 and Hartford Hospital, Docket Number 07-005AR, FY 2007
Annual Reporting

As of Integration Agreement’s closing date, the Board of Directors of WCMH will consist of
eighteen (18) individuals, three (3) of which are ex-officio, serving on the WCMH Board of

Directors as set forth in Schedule 1.3 of the Integration Agreement. (CON Application, 08-31178-
CON, December 30, 2008, Prefile Testimony and Response to OHCA Interrogatories, HHCC and WCMH
Integration Agreement, page 126)

Section 3.1 of the Pre-Closing Amended and Restated Bylaws (or Schedule 1.2 of Integration
Agreement) sets forth that the WCMH Board shall not consist of any more than 18 directors, and

only HHCC shall have the exclusive right to elect directors or fill any vacancy on WCMH’s Board.
(September 18, 2008, Initial Certificate of Need Application, Pre-Closing Amended and Restated Bylaws or Schedule
1.2 of HHCC and WCMH Integration Agreement, page 4)

Under Article V of the Pre-Closing Amended and Restated Certificate of Incorporation WCMH
shall operate under the management of its Board of Directors having all the necessary corporate
power and authority to own, lease and use its properties and to operate its businesses as now being

conducted as set forth in Clause 2.2 of the Integration Agreement. (September 18, 2008, Initial
Certificate of Need Application, 08-31178-CON, Pre-Closing Amended and Restated Certificate of Incorporation or
Schedule 1.1 of HHCC and WCMH Integration Agreement, Article V)

12. HHCC shall have the following powers and rights as set forth in Section 1.3 of Schedule 1.2:

13.

(a) The sole power to elect and remove, with or without cause members of the WCMH Board.

(b) Review and approve, disapprove, or modify annual operating and capital budgets; significant
proposed programs and expenditures, the purchase of significant operating or capital assets
not contemplated in an approved budget or plan; and the borrowing of any sum in excess of
$1,000,000 with a stated term of greater than one year.

(c) Approve, disapprove, modify or direct the 1mplementat10n of strategic plans, programmatlc
plans; health care standards of care; utilization review; and program coordination with other
entities or persons in HHCC’s health care system.

(d) Approve or disapprove any voluntary dissolution, merger or consolidation of WCMH or the
sale, pledging, leasing or transfer of any substantial amount of WCMH’s assets or the
creation or acquisition of any significant subsidiary or affiliate corporation, significant
contracts which WCMH in its discretion may refer to HHCC for review or approval; the
selection of certified public accountants for WCMH; the filing of any Certificate of Need
application for an expenditure or program outside of WCMH’s ordinary business.

(e) Approve or establish guidelines or parameters for governing WCMH’s participation in

managed care contracts. (September 18, 2008, Initial Certificate of Need Application, Pre-Closing
Amended and Restated Bylaws or Schedule 1.2 of HHCC and WCMH Integration Agreement, page 4)

When WCMH is integrated into HHCC there will be no change in ownership of WCMH’s
affiliated entities except that HHCC will become the sole member of WCMH as set forth Section
1.2 of Schedule 1.2 and the affiliated entities will remain unchanged as listed in Schedule 2.2 of the
Integration Agreement. (September 18, 2008, Initial Certificate of Need Application, Schedule 1.2 of the
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Integration Agreement, Schedule 2.2 of HHCC and WCMH Integration Agreement, December 30, 2008, Prefile
Testimony and Response to OHCA Interrogatories)

14, WCMH shall maintain its Board of Corporators (“Corporators”) consisting of no more than 150
members who are adults who either work or reside in the towns listed in Section 2.4 of Schedule
1.2, but it will serve only in an advisory capacity to WCMH’s Board. (September 18, 2008, Initial
Certificate of Need Application, Pre-Closing Amended and Restated Bylaws or Schedule 1.2 of the HHCC and WCMH
Integration Agreement, page 4)

15. The Independent Practice Association which owns fifty percent of Windham Physician-Hospital

Organization, Inc., supports the proposed Integration of WCMH into HHCC. (Seprember 18, 2008,
Initial Certificate of Need Application, Testimony of Windham Community Memorial Hospital, January 6, 2009,
Public Hearing)

16. The Applicants state that historically, WCMH has had a close relationship with Hartford Hospital
and with respect to medical staff referrals for tertiary level services as well as for other
programmatic collaboration. This relationship has included successful clinical efforts in oncology,
cardiology and emergency medicine. It has also assisted in allowing WCMH to participate in

National Institutes of Health (“NIH") clinical research trials and other research projects.
(September 18, 2008, Initial Certificate of Need Application, Prefile Testimony of Richard A. Brevnik, President and
Chief Executive Officer of Windham Community Memorial Hospital, January 6, 2009, page 5)

17. According to the Applicants:

(a).In spring 2006, a strategic partnership agreement was signed by the Boards of both
organizations,

'(b).In January 2007, the leadership of WCMH, including the Board, Administration and
Medical Staff embarked upon a comprehensive strategic planning process. Principles for
affiliation were identified and given the longstanding relationship of both institutions,
formal discussions were pursued with HHCC. Concurrently with the formal adoption of
the revised strategic plan in early summer 2007, actions were implemented by both
administrations and boards to develop an agreement. These agreements were approved in
August of 2007,

(¢). Formal votes of WCMH were taken in the spring of 2008 and the Corporators of WCMH
took a vote in June 2008, approving this affiliation and the documents necessary for

implementation.
(September 18, 2008, Initial Certificate of Need Application, pages 2-3)

18. The Applicants stated that:

(a). The day to day operations of WCMH will remain the responsibility of the WCMH Board
of Directors, the Chief Executive Office and administrative staff,

(b) The reserve powers of the agreement require WMCH to get approval from HHCC for
certain fundamental decisions that will be subject to HHCC’s or the members approval
(e.g., annual budgets, major capital purchases exceeding certain capital thresholds, and
Certificate of Need projects), and

(¢) No consolidation of services are planned at this time. However, it is possible in
accordance with further development of the HHCC integrated Health Care delivery system
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that certain services will not be duplicated at each member entity. It is also anticipated that
certain administrative, management and technical services may be consolidated more
immediately in order to achieve economies of scale and enhanced quality of service.
(November 3, 2008, Responses to OHCA's Completeness Letter, page 3)

19. According to the Applicants, WCMH will be integral to HHCC plan to advance the quality of
Health Care delivered to residents in the region served by WCMH. (November 3, 2008, Responses to
OHCA's Completeness Letter, page 4)

20. As set forth in Section 8.3 of the Integration Agreement, the HHCC Board of Directors will
continue to be the principal policy making and decision making body for the System.
Accordingly, WCMH management will have system accountability together with internal
reporting relationships. (September 18, 2008, Initial Certificate of Need Application, Section 8.3 of the
Integration Agreement, page 21)

21. The following utilization data is related to WCMH, as reported in the Patient Census Report of
September 2008:

2008 2007
Total WCMH Admissions 5,744 5,742
Medical-Surgical Service - 4,724 4,651
Emergency Dept. Visits 29,054 26,822

(Patient Census Report, September, 2008)

22. WCMH stated that through the proposed integration, it will be better able to recruit primary care
physicians and to explore development of primary care group sites in key locations throughout
WCMBH’s service area. (December 30, 2008, Prefile Testimony of Mr. Richard A. Brvenik, President and Chief
Executive Officer of WCMH, pages 5-6)

23. The Applicants state that the direct benefits of the integration to HHCC include the following
opportunities:

(). Additional opportunities for Clinical research,

(b). Teaching,

(¢) Implementation of quality initiatives,

(d) Shared best practices,

(e) Volume purchasing,

(f) Consolidation of certain administrative services,

(g) Deployment of expensive technologies throughout the system,

(h) Spreading of risk, and

(i) Recruitment of medical talent by virtue of system size and coordinated efforts.
(November 3, 2008, Responses to OHCA's Completeness Letter, page 2)
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24. According to the Applicants, benefits of the integration to be derived by WCMH include the
following opportunities:

(a) Improved ability to recruit physicians,
(b) Increase market share in secondary service area communities,
(c) Access managed care contracting expertise,
(d) Purchase select clinical and administrative services,
. (e) Achieve economies of scale,
(f) Improve the balance sheet by refinancing existing debt,
(g) Increase the services and technology offered locally,
(h) Decrease the out-migration of patients,
(i) Improved ability to access capital at a lower cost, and

(j) Reduce operating costs by being able to utilize the purchasing power of HHCC.
(September 18, 2008, Initial Certificate of Need Application, page 4)

Financial Feasibility of the Proposal and its Impact on the Applicants’
Rates and Financial Condition
Impact of the Proposal on the Interests of Consumers of Health Care
Services and Payers for Such Services
Consideration of Other Section 192-637, C.G.S. Principles and Guidelines

25. The projected three-year incremental revenue from operations, total operating expense and
losses/gains from operations associated with the proposed integration are presented in the table

below:

Table 3: WCMH’s Incremental Financial Projections

Description FY 2009 FY 2010 FY 2011
Incremental Revenue from Operations $0 $0 $0
Incremental Total Operating Expense $(600,000) 3$(600,000) $(600,000)
Incremental Gain from Operations $600,000 $600,000 $600,000
Revenue Over/(Under) Expenses $600,000 $600,000 $600,000

(September 18, 2008, Initial Certificate of Need Application, Financial Attach. I, number 12.C (i)

26. At a minimum is projected to save WCMH $600,000 annually for FYs 2009-2011. The annual
savings is primarily due to better financial terms attributable to WCMH’s new affiliation with
HHCC. (CON Application, 08-31178-CON, Pro Forma Attachment I, Appendix M and Prefile Testimony of Richard
A. Brevnik, President and Chief Executive Officer of Windham Community Memorial Hospital, January 6, 2009,
Public Hearing, page 5)
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©27. HHCC’s current payer mix and projected with the CON proposal is as follows:

Table 4: Current and Three-Year Projected Payer Mix with the CON Proposal

Total HHCC Current Ye.ar 1 Year 2 Year 3

Payer Mix Projected Projected Projected
Payer Mix Payer Mix Payer Mix

Medicare 40% 40% 40% 40%

Medicaid (includes other 12% 12% 12% 12%

medical assistance)

TRICARE and CHAMPUS 3% 3% 3% 3%

Total Government 55% 55% 55% 55%

Commercial Insurers* 45% 45% 45% 45%

Uninsured (1)

Workers Compensation (1)

Total Non-Government 45% 45% 45% 45%

Total Payer Mix 100% 100% 100% 100%

* Includes managed care activity
(1) Included in Commercial Insurers
(September 18, 2008, Initial Certificate of Need Application, page 17)

28. WCMH’’s current payer mix and projected payer mix with the CON proposal is as follows:

Table 5: Current and Three-Year Projected Payer Mix with the CON Proposal

Total WCMH Current Ye_ar 1 Year 2 Year3

Payer Mix Projected Projected Projected
Payer Mix Payer Mix Payer Mix

Medicare* 58% 58% 58% 58%

Medicaid *(inciudes other 20% 20% 20% 20%

medical assistance)

TRICARE and CHAMPUS

Total Government 78% 78% 78% 78%

Commercial Insurers* 21% 21% 21% 21%

Uninsured 1% 1% 1% 1%

Workers Compensation

Total Non-Government 22% 22% 22% 22%

Total Payer Mix 100% 100% 100% 100%

* Includes managed care activity

(1) Included in Commercial Insurers

Based on hospital discharges

(September 18, 2008, Initial Certificate of Need Application, page 17)

29, WCMH stated that the most recent data indicate the payer mix for WCMH as a percent of gross
revenue is: Medicare 39%, Medicaid 17%, commercial insurance 40% and self-pay 4%, which is

significantly less positive than that of the average Connecticut acute care hospital. (December 30,
2008, Prefile Testimony of Richard A. Brevnik, President and Chief Executive Officer of Windham Community
Memorial Hospital)

30. WCMH stated given the demographics of its patients, financial analyses and forecasts showed that
as a free-standing hospital, WCMH would be hard pressed to achieve an operating gains of even
1% in future years, accordingly financial analysts seek operating margins in the range of 4-5% to
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31.

32.

33.

34.

35.

36.

37.

38.

assure future viability and institutional financial health. (December 30, 2008, Prefile Testimony of Richard
A. Brevnik, President and Chief Executive Officer of Windham Community Memorial Hospital)

WCMH stated that it is a safety net provider for the region it serves. In order to sustain this role
WCMH felt it needed to strengthen its long-term financial stability. Consequently becoming a part

of HHCC was viewed as critical to its long-term financial stability. (CON Application, 08-31178-CON,
Schedule 2.2 of HHCC and WCMH Integration Agreement, December 30, 2008, Response to OHCA Interrogatories,
pages 1 & 2)

Richard A. Brevnik, President and Chief Executive Officer of WCMH, stated that in order to
achieve its institutional goals, WCMH required an estimated $43 million dollars in capital over
five year period covering, FY 2007 through 2012. The required capital would be earmarked for the
following purposes:

Refinancing of WCMH’s pension fund;
Refinancing of WCMH’s Long-Term Debit;
Physician recruitment;

Facility upgrades; and

e. Acquiring other medical technologies.
(CON Application, 08-31178-CON, Testimony of Richard A. Brevnik, President and Chief Executive Officer of
Windham Community Memorial Hospital, January 6, 2009, Public Hearing)

o0 op

There is no State Health Plan in existence at this time. (September 18, 2008, Initial Certificate of Need
Application, page 2)

The Applicants stated that this proposal is consistent with each of their respective long-range plans.
(September 18, 2008, Initial Certificate of Need Application, page 2)

The Applicants have improved productivity and contained costs in the past year through the
application of new technology, undertaking energy conservation measures and employing group
purchasing methods. (September 18, 2008, Initial Certificate of Need Application, page 12)

The proposal will not result in any change to the Applicants’ teaching or research responsibilities.
(September 18, 2008, Initial Certificate of Need Application, page 12)

There are no distinguishing characteristics of the Applicants’ patient/physician mix that makes the
proposal unique. (September 18, 2008, Initial Certificate of Need Application, page 12)

The Applicants have sufficient technical and managerial competence and expertise to provide
efficient and adequate service to the public. (September 18, 2008, Initial Certificate of Need Application,
pages 10-11 and Appendix D )




Windham Community Memorial Hospital & January 29, 2009
Hartford Health Care Corporation
Final Decision, Docket No.; 08-31178-CON . Page 11 of 13

Rationale

The Office of Health Care Access (“OHCA”) approaches community and regional need for Certificate
of Need (“CON”) proposals on a case by case basis. CON applications do not lend themselves to
general applicability due to a variety of factors, which may affect any given proposal; e.g. the
characteristics of the population to be served, the nature of the existing services, the specific types of
services proposed to be offered, the current utilization of services and the financial feas1b1hty of the
proposal.

Windham Community Memorial Hospital, Inc. (WCMH”) and Hartford Health Care Corporation, Inc.
("HHCC”) propose the integration of WCMH into HHCC, thereby, making WCMH a wholly owned
subsidiary of HHCC, similar to Hartford Hospital and MidState Medical Center. WCMH has
historically had a close relationship with Hartford Hospital (a subsidiary of HHCC) and its medical
staff for referral for tertiary level services, as well as for other programmatic collaboration. Even
though the Applicants are not planning any consolidation of service at this time, further development
of HHCC integrated Health Care delivery system in the future will lead to certain services not being

duplicated at each member entity of HHCC.

This partnership between the Applicants has been in place since January of 2007 and was formalized
in June of 2008. As a result of this proposed integration, there will be no change in ownership of
WCMH’s affiliated entities, as they will continue to operate under WCMH. HHCC will become the
sole member of WCMH as set forth in the written agreements provided to this agency. The day to day
operations of WCMH will remain the responsibility of the WCMH Board of Directors, the Chief
Executive Officer and Administrative Staff; however, the reserve powers of the agreement between the
Applicants require WMCH to get approval from HHCC for certain fundamental decisions which will

be subject to HHCC’s or the members approval.

This proposal will improve the quality of health care delivered to patients in the region. This proposal
will allow WCMH to improve its ability to recruit physicians, improve its managed care contracts,
refinance its existing debt, access to capital at lower cost and reduce its overall operating costs. HHCC
will intern have opportunities for additional clinical research, shared best practices and deploy
expensive technologies through the system. It appears to OHCA that this proposal is mutually
beneficial for both Applicants. WCMH’s utilization has stayed steady or increased between FY 2007
and 2008 for total admissions, medical surgical services and emergency department, leading OHCA to
believe that the financial challenges appear to be more related to the patient mix. WCMH will be an
integral part of HHCC’s plan to advance the quality of health care delivery to its patients in the region
and the Applicants testified that they will improve access to primary care services. The Applicants,
also stated that currently they will not be terminating any services, however, OHCA realizes that in the
future the reduction of duplicative services may be necessary to further strengthen the financial

viability of the system.

WCMH projects gains from operations, incremental to the proposal of $600,000 for FY's 2009-2011,
the first thee years of the proposal, which is a result of WCMH’s relationship with HHCC which aided
in restructuring of WCMH’s existing debt. This proposal provides longer term financial viability to
the system of care. HHCC is projecting gains from operations, incremental to the proposal of
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$1,850,960, $1,942,000 and $1,238,000, for FYs 2009-2010. WCMH and HHCC’s financial
projections and volumes upon which they are based appear to be reasonable and achievable.
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ORDER

Based on the foregoing Findings and Rationale, the Certificate of Need application of

Windham Community Memorial Hospital (“WCMH” or “Hospital””) and Hartford Health Care
Corporation, Inc. (“HHCC”) (together referred to as “Applicants”) for the integration of WCMH into
HHCC with no associated capital expenditure, is hereby Approved, subject to the following
conditions:

1. This authorization expires on January 31, 2010. Should the Applicants proposal not be
completed (i.e. final agreement are executed) by that date, the Applicants must seek further
approval from OHCA to complete the project beyond that date.

2

Within 60 days of the completioﬁ of the integration of WCMH into HHCC, the Applicants
shall file with OHCA,; a full copy of any and all signed, dated and completed final integration
agreements including attachments indicating the integration of WCMH into HHCC has
occurred,

3. Ifin the future there is any change in the ownership structure of WCMH or its affiliates or any
change in control of WCMH, the Applicants shall file a CON Determination From with
OHCA.

4. If in the future there is any change in WCMH service availability as a direct result of this
proposal, the Applicants shall file a CON Determination Form with OHCA.

5. Asthere is no associated capital expenditure with this proposal, in the event that the
Applicants learn of potential costs associated with this proposal, the Applicants shall notify
OHCA immediately

All of the foregoing constitutes the final order of the Office of Health Care Access in this matter.
By Order of the
Office of Health Care Access

Signed by Commissioner Vogel on January 29, 2009

Date Cristine A. Vogel
Commissioner




STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH

s s Office of Health Care Access
N Yfice of

April 2, 2013

" Pamela J. Kane, Vice President
Physician Practice Management
Lawrence & Memorial Hospital
365 Montauk Avenue

New London, CT 06320

RE:  Certificate of Need Determination; Report Number 13-31829-DTR
Operational Status of certain outpatient services at or by Lawrence & Memorial Hospital

Dear Ms. Kane:

On January 4, 2013, the Office of Health Care Access ("OHCA") initiated an inquiry regarding
the operational status of certain outpatient services at or by Lawrence & Memorial Hospital,
namely Outpatient Behavioral Medicine Counseling Services, Obstetrics Clinic Services and
HIV/AIDS Clinic Sexvices. On Janunary 17,2013 and March 11, 2013, OHCA received
information from the Hospital in response to OHCA questions. OHCA's determination issued:

herein is based on the following information:

1. Lawrence & Memorial Hospital, Inc. ("Hospital") is a general hospital licensed by the
Department of Public Health under Connecticut General Statutes Chapter 368v and is a
health care facility for purposes of Connecticut General Statutes Chapter 368z.

2. -Associated Specialists of Southeastern Connecticut, Inc. is an active, non-stock
corporation affiliated with the Hospital. It is described by the Hospital as a captive
physician practice entity. The following information is found in the notes of the
Hospital's FY 2008 audited financial statements regarding this affiliated entity:

"Effective January 1, 2008, Associated Specialists of Southeastern Connecticut,
Inc. (Associated Specialists) was established. On April 1, 2008, Associated
Specialists began billing under their own provider numbers. This is a wholly
owned entity of the Hospital."

3. The term Health Care Facility as defined in Connecticut General Statutes Chapter 368z
includes "any parent company, subsidiary, affiliate or joint venture, or any combination

theréof, of any such facility or institation.”

An Equal Opportunity Provider
Af you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.0.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Fax: (860) 418-7053" Email: OHCA@ct.gov
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10. The HIV/AIDS Clinic Services continue to be provided by and billed for by Associated
Specialists and remain in the same location.

11. The Hospital remains the provider of Intensive Outpatient Therapy and Inpatient
Psychiatric Unit Care; these services were not transferred to Associated Specialists or to

L&M Physician Association.

12. Connecticut General Statutes §19a-638(a)(2) stated the following at the time of the
fransfer of services which occurred as of April 1, 2008: "Each health care facility or
institution or institution or state health care facility or institution, including any inpatient
rehabilitation facility, which intends to introduce any additional function or service into
its program of health care shall submit to the office, prior to the proposed date of the
institution of such function or service, a request for permission to undertake such function

or service."

13. Connecticut General Statutes §19a-638(a)(3) stated the following at the time of the
transfer of services which occurred as of April 1, 2008: "Each health care facility or
mstitution or state health care facility or institution which intends to terminate a
health service offered by such facility or institution or reduce substantially its total
bed capacity, shall submit to the office, prior to the proposed date of such termination
or decrease, a request to undertake such termination or decrease."

14. The current wording of Connecticut General Statutes §192a-638 (4) requires a Certificate
of Need for the termination of inpatient or outpatient services offered by a hospital,
including, but not limited to, the termination by a short-term acute care hospital or
children's hospital of inpatient and outpatient mental health and substance abuse services.

Based upon a review of the matter outlined above, OHCA determines the following:

a. Lawrence & Memorial Hospital is required to file a Certificate of Need request for the
termination of its Outpatient Behavioral Medicine Counseling Services, Obstetrics Clinic
Services and HIV/AIDS Clinic Services in March of 2008.

b. Associated Specialists of Southeastern Connecticut, Inc., an affiliate of the Hospital and a
health care facility, is required to file a Certificate of Need request for the establishment
of Outpatient Behavioral Medicine Counseling Services, Obstetrics Clinic Services and
HIV/AIDS Clinic Services in April of 2008. -
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TITLE: Admission/Transfer Orders Policy

SCOPE: Critical Care Unit Staff

EFFECTIVE: 7/87 REVIEWED: Triennially

AUTHORED BY: CCU Nurse Manager

REVIEWED BY: Critical Care Commitiee

APPROVED BY: CCU Committee

REVIEWED: 6/88, 5/88, 4/90, 8/81, 5/92, 5/97, 2/02, 8/03, 2/05, 8/07, 11/10

REVISED & APPROVED: 5/83, 4/86, 1/08, 4/02, D1/11

POLICY:

ADMISSION TO CCU: Al patients admitted to the Critical Care Unit (CCU) required specific
CCU orders, written by attending or covering physician. Orders must be
written prior {o patient arriving on the unit.

Exception is during a code/emergency situation

TRANSFERS; When a patient is being down graded and transferred out of the CCU,
the physician Is responsible for rewriting orders for the receiving unit.
Telephone orders may be provided to facilitate the transfer process.

G:\Depariment Folders\Quality ManagemenfARCHIVED POLICIES\2041\Patient Care Senvices\CCU_Admission_Transfer Orders Policy 01_11.doc
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TITLE: Critical Care Unit Admission, Transfer, and Discharge Criteria Policy (combined policies) | SCOPE: Hospital - Clinical
EFFECTIVE: 6/07 l REVIEW, Triennjally REVIEWED: 7/2010 REVISED; 11/07, 11/08
REVIEWED BY: Critical Care Unit Committee APPROVED BY: Medical Direclor, Critical Care Unit

PURPOSE:  To establish Admission, Transfer and Discharge criteria and timeliness of orders
for the Critical Care Unit

POLICY:
1. CRITERIA

a. Admission - Patlents are admitted to the CCU based on their need for medical
and nursing care beyond conventional services, and the need for select acute
and/or complex medical diagnostic or treatment regimens. Examples include:

i. Acute Myocardial Infarction (AMI), Life threatening arrhythmias

ii. Continuous drug infusion for anti-archythmic and/or vasopressor
intervention

fii. Acute Pulmonary Edema, Respiratory Failure requiring invasive
Mechanical Ventilation

iv. Acute/Potential evelving System(s) Failure

v. Diabetic Ketoacidosis (DKA) with DKA insulin drip

vi. Invasive Hemodynamic Monitoring

b. Transfer and/or Discharge - Patient no longer requires the scope of services
provided in the CCU. Examples include:
i. Myocardial Infarction is ruled out and cardiovascular status is stable
it. Angina, Congestive Heart Fallure {CHF), arrhythmias are stable or
resolved
iil. Extubated, ABGs within normal limits, Respiratory Failure resolved.
iv. System(s) Fallure resolved
v. DKA resolved and DKA insulin drip discontinued
vi. No invasive hemodynamic monitoring required for assessment/
diagnostic parameters
vii. Renal function improved, no longer requiring acute interventions
; vili. Patient/Family requesting no further acute interventions
ix. Services required are not available at WCMH

2. There are no direcl admissions to the CCU. Al patients must be evaluated in the
Emergency Depariment,

f
l{ 3. Any patient with a critical iliness, who requires admission or transfer to the CCU, must be
i evaiuated by the Attending Physician within 2 hours, with appropriate orders written,

4. Itis the responsibility of the attending or covering physician to assess the patient and
write complete fransfer orders into and out of the CCU.
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TITLE: Discharge and Transfer Policy

SCOPE: Clinical

EFFECTIVE: 4/93 ] REVIEWED: Triennially

AUTHORED BY: Manager Surgical Services

REVIEWED BY: Nurse Executive Commitiee &
Department of Anesthesiology

APPROVED BY: Department of Anesthesiology

REVIEWED: 3/95, 5/96, 7/97, 10/998, 3/99,
11/00, 12/07,12/10, 12/13

REVISED & APPROVED: 4/02, 8/03, 11/04, 1/05,
6/06

POLICY:

1. One-day surgery palients assigned to PACU/CCU/OB for thelr initial recovery may
begin phase 2 recovery or be transferred to the ACU for continued recovery upon
meeting the following criteria or upon approval of their anesthesia provider,

2. All Same Day Surgery and Inpatients assigned to PACU/CCU/OB for their post-
operative recovery will remain in the Recovery area until their condition is deemed
stable by the PACU/CCU/OB RN utilizing the foliowing criteria:

Aldrete score system of 8 or at jeast baseline.

<« Movement and sensation in lower extremities and/or return of
movement and sensation following spinal or epidural anesthesia.
= Post-op dressing/bleeding - within normat limits

« Mental status alert and oriented or returned to baseline level of

a.
b. Post-Anesthesia discharge criteria,
+  Pain management achieved
cansciousness
¢. Patent/stable airway .
d. Stable vital signs X 30 minutes

e. Temperature greater than 86,8,

*Movement is defined as being able fo wiggle {oes.
*Notify Anesthesiologist if further evaluation or assessment is required,

3, Same Day Surgery and in-patients discharged from PACU/CCU/OB will be
transported on a stretcher/bed and be accompanied by a Transport Alde unless the
patient is transferred to the Telemetry Unit or The Critical Care Unit. In the case of
the iatter, a Registered Nurse will accompany the patient. (A one-day surgery patient
may be transported by wheelchalir, recliner chair or stretcher, as patient condition

dictates),

4. Patients may be transferred by the anesthesiologist/CRNA fo the CCU and OB/GYN
Recovery room for recovery when PACU s closed,

§. Patients who have been deemed by the Anesthesiologist and/or the Surgeon to require
more extensive nursing care will be transferred to the Critical Care Unit or other
appropriate special care units for recovery and nursing care,

8. Itis the responsibifity of an anesthesiologist to assess the SDS/inpatients and
document discharge prior to patient's discharge from PACU.

PROCEDURE:

1. The Anesthesiologist and/or operating practitioner will document orders for patient

transfer to Specialty Care Unit.

2. The Post Anesthesia Care Unit Registered Nurse will:
a. Notify Administrative Coordinator/Director/Manager
b. Notify Specialty Care Unit of transfer
¢. Notify Admitting Office for observation admits

G:\Department Folders\Quality Management\ARCHIVED POLICIES\2013\ACUPACU\Discharge and

Transfer Policy 12.13
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TAMILY HEALTH CENTER

October 2, 2015

VIA FIRST CLASS MAIL AND FACSIMILE
Kimberly R. Marton®

Director of Operations '
Connecticut Department of Public Health

Office of Health Care Access

410 Capitol Ave., MS#13HCA

P.O. Box 340308

Hartford, CT 06134-0308

RE: Certificate of Need Determination Report 12-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone:

1 am writing on behalf of the staff, physicians and patients of Generations Family Health Center
(“Gencrations”), the Federally Qualified Health Center (“FQHC”) serving Bastern Connecticut,
regarding the determination that a Certificate of Need (“CON") is not required for Wwindham
Comnuanity Memorial Hospital (“Petitioner” oF “Hospital”) to close its critical care unit
(“CCU") and develop 2 4-bed progressive Care upit (“PCUTM. In the above referenced
Jdetermination, OHCA writes:

«The Petitioner has represented that the proposed PCU will offer the same clinical care
services that are currently offered in the CCU. As & result, no termination of gervices is
taking place. Therefore, a CON is not required for the Petitioner’s proposal.”

It appears that the above finding is inconsistent with facts in this matter as well as information
provided to OHCA in the Petitioner’s submission to OHCA on September 3, 2015, Furst,
Petitioner acknowledges in its Proposal Description that if does indeed provide critical care
services in the CcCU and that at least 2 critically ill patients arc in that unit on & daily basis.
However, Petitioner goes o1 to state that these patients can be cared for in a pCU which is
factually incorrect. Both the Society of Critical Care Medicine and the American Association of
Critical-Care Nurses (*AACM”) regard CCU and PCU as distinct levels of care with specifically

delineated admission criteria and staff competencies.

Progressive Care is a term used by AACM to collectively refer to patient care settings also
known as Intermediate Care, Step-Down Care, Telemetry, Direct Observation or Transitional
Care (Exhibit I). Further, the Society of Critical Care Medicine Guidelines for ICU Admission,
Discharge, and Triage as well 28 the Guidelines on Admission and Discharge for Adult

40 Mansfield Avenue °® Willimantic, Connecticut 06226
| 860.450.7471 ® genhealth.org
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Intermediate Care Units clearly distinguish the two levels of care (Exhibit 2). Petitioner’s
statement that CCU patients can be treated in a PCU does pot comport with published guidelines.

On the second page of the Proposal Description, Petitioner states:

«[q the last five years, patients who have been treated in the Windham CCU have met the
definition for PCU level of care.”

This statement is false. The Hospital’s CCU treats hemodynamically unstable patients as well as
patients with acute respiratory distress and/or failure requiting intubation and mechanical
ventilation. These patients do not meet published admitting criteria for PCU level of care
(Exhibit 2). It is also falge to state that CCU and PCU staff competencies are the same. For
years, AACM has recognized the two hursing practices as distinct and offers unique
credentialing und certification for PCU and CCU (Exhibit 3).

And while Petitioner claims to have paramedic transport available to transfer patients to Hartford
Hospital, Petitioner fails to disclose the increasing demand for these services, that it does not
own an ambulance and the municipality service is BLS only, and without increasing services is
therefore not equipped to deal with the timely transfer of critically ill patients. The Society of
Critical Care Medicine bas published specific guidelines regarding inter-hospital transfers of
critically ill patients (Exhibit 4), Because adequate and appropriate ambulance inter-hospital
transportation does not exist in the rural service arca, Life Star is routinely deployed to transfer

patients that oan be cared for at the Hospital.

Lastly, Petitioner Exhibit 1 lists services that Petitioner proposes to provide in the PCU. Several
of these services are appropriate only t0 a CCU and are inconsistent with published guidelines
(Exhibit 2).

Generations is concerned that OHCA relied on inaccurate representations in making its decision
that a service is not being terminated. CCU care and PCU care are not interchangeable. EBither
Petitioner is terminating critical care services of it is proposing {0 provide critical care in an
inappropriate setting. We believe the former to be true and respectfully request that OHCA
reconsider its determination.

Very truly youwrs,
Arvind Shaw
Chief Executive Officer

cc.
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EXHIBIT 1: AACN Progressive Care Fact Sheet
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Progressive Care Fact Sheet B

Background -
in the early 1970s, major medical center recruiters placed advertisernents for both critical care and :
progressive care nurses in Heart and Lung. nitially, progressive caré units housed post myocardlal 1
infarction patients requiring cardiac monitoring, but not requiring Intensive care and observation. With =
the changing healthcare environment, the aculty of patlents admitted to hospitals steadlly increased

and caused an Increase In the demand for critical care beds. With the increased demand and decreased :
availability of critical care beds, patients were often transferred from critical care units white still i
requiring an increased level of nursing care and vigliance. Patients admitted to critical care units flve to

ten years ago are now routinely admiteed to progressive care.

Progressive care is the term the American Association of Critical-Care Nurses {AACN) uses to collectively
describe areas thatare also referred to as intermediate Care Unlts, Direct Observation Units, Step-down
Units, Telemetry Units, or Transitional Care Units as well as to define 2 specific lavel of patient care.
AACN recognizes the need to define and identify the special needs of progressive care nurses. In 2008,
the Certification Corporation convened a progressive care rursing study of practice. The study of
practice determined the scope of practice, populations served, the core competencies and basic
knowledge and skill requirements of progressive care nurses and provided a foundation for
development of certification exams. Progressive care nUrses across the country participated inthe
study of practice.

pefinition

The American Association of Critical-Care Nurses recognizes progressive care as part of the continuurn of
critical care. AACN Is dedicated to creating @ healthcare system driven by the needs of patients and
tamilles where critical care nurses make their optimal contribution. The AACN Syneigy Mode! for Patient
Careis the conceptual framework that actualizes the vision. 1t defines nursing practice based on the
needs of the patient and the characteristics of the nurse to attain optimal patient Qutcomes.

Progressive care defines the care thatis delivered to patients whose needs fall along the less acute end
of that continuurm. Progressive care patients are moderately stable with less complexity, require
moderate resources and require imtermittent nursing vigllance or are stable with a high potentlal for
becoming unstable and requliie an Increased Intensity of care. Characterlstics of progressive care
patlents Include: a decreased risk of a life-threatening event, a decreased need for invasive monitoring,
increased stability, and an increased ability to participate in thelr care.

Progressive Care patient Location

AACN's Synergy Model assists in defining the progressive care patient. The Synergy Model identifies
patients based on the characteristics and needs that they present and not on the locatlon of the bed
they occupy. Asin criticat care, the geographic domaln of progresslive care is expanding. Care provided
to progressive care patients Is not Imited by geography but is based on the needs and required
interventions of the patient, While specific progressive caré units can be identified, patients requiring
progressive care nursing can be located throughout the hospital.

AACN » 101 Columbia « Aliso Visio, CA92656.4109 T 949 367 2000 « 8OO g99 2226, F 949 362 20720 » www,oacn.org
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According to the Synergy Model, stability, complexity, vulnerability, resiliency, predictability, resource

avallabliity, participation in care and participation in deciston making are the patient characteristics that
describe patient function. The nurse characteristics that typlcally represent comprehensive nursing i
practice include ciinical judgment, advocacy, caring practices, collaboration, systems thinking, response !
1o diversity, clinical ingulry and learning facilltation. The framework, therefore, takes into account the
unpredictabillty of the progressive careé patient and, based on the patient’s and family's needs, the :
competencies of the progressive care nurse. progressive care can be very specialized, with care focused |
on a specific system such as cardiac, or more generalized, as in the care of patients with multi-system
problems. ,

Educational Requirements

Progressive care nursing has expanded beyond the hasle cardiac telemetry that marked its beginning
and now encompasses many of the same rechnologles and therapies that were once limited to critical
care units. To meet the changing needs of the patient, nUrses caring for progressive care patients must
demonstrate competencles that aré influenced by ever changing technology. Progressive care Nurses
must demonstrate the following core competencies:

e Cardiac monitoring techniques and lead placement.
« Basic & advanced life support.
» Basic dysrhythmia interpretation and treatment, including ST segment and Qe interpretation.

e Drugdosage calcutation, continuous medication infusion administration, and patient monitoring
for medication effects.
. “Titration of selected vasoactive medications such as pitrogliycerin.

» Monitoring patients using standardized procedures for pre, intra, and post procedures {i.e.
cardioversion, TEE, cardlac cathetertzation wlith PCl, bronchoscopy, EGD, PEG placement, chest
tube insertion)

e invasive arterial pressure monitoring including equipment setup and troubleshooting,
monitoring and recognition of sIgns and symptoms of patient Instabllity.

s Non-invasive hemodynamic pressure monitoring including equipment setup and
troubleshooting, monitoring and recognition of signs and symptoms of patient instability.

« Recognition of the signs and symptoms of cardiopulmonary emergencles and initlate
standardized interventions to stabilize the patient awalting transfer to crivical care Including
cardioversion, defibrillation and transcutaneous pacing. Seck asslstance as needed.

s Monitoring normal and abrormal diagnostic test results.
« interpretation of ABGS and communicating findings.

« Recognition of indications for and management of patients requiring non-invasive 02 delivery
systems including oral alrways, blpap, and nasal CPAP

e Assessment of the ventilated pqtient to assure delivery of the prescrlbed treatment and patient
response including tracheostomy care, and continUoUs and Intermittent Sp0; monitoring.

AACN ~ 101 Columbia » AMlso Viejo, CA 92656-4109 1T 949 362 2000 - BOO 899 2226+F 949 3472 2020 - W, CIGICN. OF )
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s Managing patients with chest tubes.
o Asslsting with thoracentesis and chest tube Insertion. i
o Administering medications for procedural sedation and monlitor patient’s response.

e Assessing, monitoring and managing patients with stroke, seizure disorders and intracranial
hemotrhage.

« Managing and titrating insulin infusions.
« Recognition of indications for and complications of enteral and parental nutrition

e Assessing, monitoring and managing patients requiring renal therapeutic interventions; e.g.
hemnodialys's, peritoneal dialysis, stents, continuous bladder irrigation, and urostomies

e Management of patients with complex wounds with fistulas, dralns, and vacuum-assisted
closure devices.

e Recognition of signs and symptoms of behovioral emergencies {e.g. dellrlum and dementla,
mood disorders and substance abuse).

e Evaluating the family’s need for enhanced involvement in care 10 facilitate the transition from
hospltal to home.

Reference List
AACN Scope and Standards for Acute and Critical Care Nursing practice. AACN, Aliso Viejo, CA. 2008.

american College of Crirlcal Care Medicine of the Soclety of Critical Care Medlcine: Guldellnes on
admission and discharge for adult Intermediate care unlts, 1997.

AACN s 101 Coluinbia » Aliso Viejo, CA 926564109 T 949 3462 2000 - B00 899 2228+ F 049 362 2020 » www.Qocn.org
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These guidelines can also be found in the March 1999 issue of Critical Care Medicing -
Crir Care Med 1999 Mar; 27(3).633-638

Sccisty of Critical Care Medicine
701 Lee Street

Suite 200

Des Plaines, IL. 60016

Phone: 847/827-6869
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Guidelines for ICU Admission, 1
Discharge, and Triage .
American College of Critical Care Medicine !
of the Society of Critical Care Medicine |
ABSTRACT

Approprinte utilization of Intensive Care Unit {ICU) resourced is an important issue as the nation struggles to contain i
health care expenditurcs. The guidelines proposed here provide models which 1CUs may use in formulating !
adviseion, discharge and triage criteria. A process for implementation, monitoring and performance review of
policies and procedures is also included.

INTRODUCTION

The ICU concept prevalent today proliferated in the 60's (1-3). The first Consensus Conference on Critical Caro
Medicine led by the National Institutes of Health (NIH) in 1983 pointed put that clinical practioe hes Jed to oxpanded
indicationa for admissions to critical care units (4). Mast physicians are of the opinion that the benefits of ICU care
are uwnmeasured rather than uncertain (). Because of the utilzation of expensive resources, 1CUs should, in general,
be reserved for those patients with reversible medical conditions who have & vreasonable proxpect of gubstantial
recovery” {4-6). with recent changes in the health care environment, efficient use of 1CUs has become 2 priority.
Unfortunately, few swdies have examined the indications for and the outcome of ICU care (7-10). Thase that have,
suggest that we may not be categotizing patients accurately. For example, Kraiss, el al. evaluated 106 patients
undergoing carotid endarterectomy OVer a two-ycar period. There was no difference in outeome or complications
between the group admitted to intensive care and thoss admitted to 3 peneral ward (8).

The Ethics Committes of the Sucicty of Critical Care Medicine has previously published a consensus statement on
triage (11)- Guidelines for developing admission and discharge criteria were also proposed (12). The current
docmment is a compilation and vevigion of the previously published guidelines.

[ndividual ICUs, using the guidelines presented below, should create policies specific to their unit. Criteria for ICU
admission and discharge should be explicitly described. In addition, each ICU should dofino the scope of services it
provides, and the patient population it serves, s approved by the professional staff, Specific circumstanices under
which the patients are admitted should also be defined (12-14)- Guidelines and implementation policy should be
written by & multiprofessional team. While the composition of the ICU Commitige may vary, it should assure an
adequate voice for those who regularly provide service to 1ICU patients, including respiralory care practitioners,
purses, physicians, and social worlers.

The 1CU Cominitice ghould revicw the policics of the intensive and intermediate care units. The Commiuee should
alse help educate the staff on admission/dizcharge/ triage oriteria, and cfficiont resource consumption.

Policles written for adnission, discharge, and triage should be reviewed on a regular basis and reviscd as needed.
Revisions should be based on objective datd. Compliance with the policy should be monitored in B0 appropriale
fornm, which in most institutions would be the ICU Committee. A policy should be in place for accommodating
admissions when unit capacity is reached. Options may include limiting clegtive swgery of re-routing critical care
adrpissions from the emerpency department. increasing the Functional capacity of the ICU by poarding patients in
other advanccd care areas {assuming appropriate personnel and technological resources are available) mey be en
alternative to imiting gerviees.
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The admission, discharge, and triage criteria should also recognize paticht 2UIONOIMY; including advance dircctives,
living wills, or durable powers of attorney for health care decisions. [taiso chould indicate who can admit pationts to

the ICU. Specific crodentizling procedures should be in place.
Levels of Recommendations for the Intensive Care Unit

The Intensive Care Unil serves as a place for monitoring and care of patients with potentially severe physiological
instability requiring technical and/or artificial life support. The level of care in an ICU is greater than that available
on the floor or Intermediate Care Unit.

Rating System
Level 1: Convincingly justifiable on scientific evidence alone

Level 2: Reasonably justifiable by available scientific evidence and strongly supported by expert critical
care opinion

Level 3: Adequate goientific evidenco is lacking but widely supported by agvailable dara and critical care
gxpert opinion

1. {Leve!3) The Intensive Care Unit should have designated medical and nursing divectors who are responsible
for assuring sppropriatc patient triage through enforcement of patient admission and discharge eriteria. This
triage must consider tho needs of the patient and institution.

2, (Level3) The physician and nurge directors should determine the limits of care, telemetry, mechanical
yentilation and types of intravenous medications.

3. (Level3)  Intensive Care Unit Committee - A multiprofessional commiltes should be involved in developing
and implementing the admission and discharge criteri.

4, (Level2) The provision of intensive care improves the outcome of critically ill patients.

5. {Level2) An intensivist-led multiprofessional teem improves the OUlCOMES of eritically ill patients as
measured by mortality, length of stay, and resources consumption. (15, 16)

ADMISSION CRITERIA

ICtJ admission criteria should select patients who are likely to benefit from ICU care (2). Griner {dentified two
conditions in which ICU care was of no greater benefit than conventional care {10). Situations involved patients who
were al the two extremes of the rislk of death spsctrum; relatively low risk of death and exceedingly high risk of
death. These groups ¢an be referred to as "too well to benefit" and "too sick to benefit" from critical care gervices,
1CU care has been demonstrated to improve outcome in severely ill, unstable patient populations {17, 18). Defining
the "too well to benefit! and "loo sick to benefit" population may be difficult solely based on diagnosis (7, 19-24).
For exampls, drug overdose patients ave commenty admitted to an [CU. However, Brott et al. {(19), demanstrated
that patients without clinically determined high risk criteria never required 1ICU interventions. Nonetheless, 70% of
these low risk patients were admitted to an ICU for observation.

In addition to difficuities in determining the patient population who are too well or too sick to benefit, the specific
criteria defining “substantial benefit™ are subject lo interpretation. For example, Paz, et al, examined admissions to
the medical ICU following bone marrow transpiantation. Bone marrow transplantation patients undergoing

§031.0/103
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mechanical ventilation had an 1CU discharge rate of only 3.8% compated to 2 discharge rate of £1.3% for those
patients not requiring this therapy (21). Previous published reporis documented similar poor survival rates for
venrilator-requiring bone MArow wansplantation patients (2.5% w0 7.0%) (22-29). Whether a 2.3% to 7% discharge

rate of bone marrow wansplantation patients requiring mechanical ventilation is substantial or not may depend on the
ingtitution, These interpretations will lead to differenced in admission criteria between instiwutions and physicians.

Thus, it i recommended that ICU practitioners understand tools for asseasing severity of illness and prognosis of
critically ill pationts. Thesc instruments in conjunction with clinical judgement represent the best tools currently
available 0 Jetermine prognosis (i1, 2527). 1t should be noted, however, that in genernl, these predictive
instruments have only been applled to patients alrcady admitted to an ICU and have not been tested a8
preadinission gercening toolé.

The 1CU admission decision may be based on geveral models utilizing pricritization, diagnosis, and objective
parameters models. We wish to emphasize that these models are prescited a8 guidelines and individual
institutions must crente gpecific criteria fo meet their gpecial requirements.

prioritization Model

This system defines those that will benefit most from the 1CU (Priority 1) to those that will not benefit at all (Priority
4) from 1CU admissiof.

Priority 1: Thesc 8rc critically ill, unstablc paticnts in need of intensive treatment and monitoring that cannot be
provided outsido of the 1CU- Usually, theso treatments include ventilator support, continuous vasoactive drug
infusions, oftc. Priority 1 paticnts gonerally bave no Jimmity placed on the extent of therapy they are to receive.
Examples of these patients ray include post-operative ot acutc rospiratory failure patients requiring mechanical
ventilatory support and shock or hermodynamically unstable patients receiving invasive imonitaring and/or vagoactive
drugs.

Priorisy 2: ‘These patients require intensive monitoring and may potentially nead immediate intervention. No
therapeutic limits are generslly stipulated for these patients. Examples include patients with chronic comerbid
conditions who develop acute severs medical or surgical illness,

Priority 3: These unstable patients are critically ilf but have a reduced likelihood of recovery because of wndexlying
disease of hatuic of their acute iliness. Priority 3 patiente may receive intensive treatment 1o relieve acute illness but
limits on thierapoutlc offorts may bo sct such as no intubation or eardiopulmonary resuscitation. Examples include

paticnts with metastatic malignancy complicated by tnfection, cardiac ramponade, or airway obatruction.

Priority 4: These are patients who are generally not appropriate for 1ICU admiasion. Admission of these patients
should be on an individual basis, under unusual circumstances and at the discration of the |CU Director. These
patients can be placed in the following categories:

A. Litle ot no anticipated benefit from ICU care based on jow risk of active jntervention thal could not safely be
administersd in @ non-1CU setting (100 well to benefit from ICU cave). Examples include patients with
peripheral vascular surgery, herodynamically stable diabetic ketoacidosis, mild congestive heart failure,

conscious drug overdoss, cte.,

p. Patients wilk terminal and irreversible iliness facing immanent death (too siclk to benefit from 1CU care). For
example: severs irreversible brain damage, irreversible multi-organ system  fatlure, metastatic cancer
unresponsive o chemotherapy and/or radiation thevapy (unless the patient js on & specific treatment protocol),
patients with decision-making capacity who decline intensive care and/or invasive raonitoring and who roceive

comfort care only, brain dead non-ofgen donors, patients in a persistent vegetative state, patients who are
permanently unconseious, etc.

@o11/103
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Diagnosis Model

This model uses specific conditions or diseases 10 determine appropriatencss of ICU admission.

Al

Cardiac Systent

1. Aguto myocardial infarction with complications

2. Cardiogenic shock

3. Complex arrhythmias requiring close monitoring and intervention

4, Acute congestive heatt Sailure with respiratory failure and/or requiring hemodynamic support
5. Hypertensive emergencies

6. Unstable angina, particularly with dysthythmias, hemodynamic instability, or persistent chest pain
7. 5/P cardiac arrest

8. Cardiac tamponade or constriction with hemodynamic instability

9. Dissecting aortic tneurysms

10. Complete heart block

Pulmonary Systeml

Acute respiratory Sailure requiring ventilatory support

Pulmonary emboli with hemodynamic instability

Patients in an intermediate care unit who are demonstrating respiralory deterioration

Need for nursing/respiratory care not available in lesser care areas such s floor of intertnediate

care unit

Massive hernoptysis
Respiratory failure with imminent intubation

B

LAl

2

curologic Disorders

Acute stroke with altored mental status

Coma; metabolic, toxic, or anoxic

Intracranial hemorrhage with potential for herniation

Acute subarachnoid hemorthage

Meningitis with altered mental status oY respiratory compromise

Central nervous system OF neuromuscular disorders with deteriorating neurologic or pulmonary

function

7. Status epilepticus

8 Brain dead or potentially brain dead patients who are being aggressively managed while
delermining organ donation status

9. V2808pasm

10. gevere head injurcd pationts

owma

Drug Ingestion and Drug Overdose

1. Hemodynamically unstable drug ingestion
2, Drug ingestion with significanly altered mental status with inadequate airway protection

3. Seizures following drug ingestion
Gastrointestinal Disorders

1. Life threatening gastrointestinal bleeding including hypotensiot, anging, continued bleeding, of

with comorbid conditions

2.  Fulminant hepalic falhme

3. Severe pancreatitis

4. Esophageal perforation with or without mediastinitis

iZe12/103
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F. Endocrine
1. Diabetic ketoacidosis complicated by hemodynamic instability, altered mental Status, respiratory
insufficiency, or severe acidosls
2 Thyroid storm oF myxedema coma with hemodynarmic jnstability
3 Hyporosmolar state with coma snd/or hemodynamic instability
4, Other endocrine problems such ay adrenal crises with hemodynamic instability
5. Severe hypercalcemnia with altered mental status, requiring hemodynamic monitoring
6 Hypo o hypernatremia with scizures, altered mental status
7 Hypo or hypermagnesenﬁa with hemodynamic compromise of dysrhythmias
& Hypo of hyperkalemia with dysrhythnias of muscular weaknoss
9 Hypophosphatermia with muscular weakness

G. Surgieal
1.  Post-operative patients requiring hemodynamic menitoring/ventilatory support of extensive nuising
care
H. Miscellaneoud

1.  Septic shock with hemodynamic instability

2. Hemodynamic monitoring

3. Clinical conditions roguiring ICU level nursing care

4 Environmental injuries (lightning, near drowning, hypomypenharmia)
5. New/experimental therapies wilh potential for complications

Objective Parameters Model

Objective criteria have been requested, expeoted and teviewcd from individual hospitals as part of the Joint
Commission on Accreditation of Healthcare Organizations' review process of special care upits in the past. While
the review process has recently been changed (13), itis understandable that hospitals would continue to incorporate
objective parameters a3 part of the admitting criteria. The criterla listed, while arxived at by consensus, are by
necessity arbitrary. They mey bo modified based on local circumnstances. Data demonstrating improved outcome
using specific criteria levels are not available.

Vital Signs

+ Pulge<d40or>150 beats/minute

¢ Systolic arterial pressure < 80 mm Hg or 20 mm HE below the patient’s usual pressure
*  Mean atterial pressure < 60 mm Hg

»  Diastolic arterial pressure > 120 mm Hg

*  Teespiratory rate> 35 breaths/minute

Laberatory Values (newly discovered)

Serum sodium < 110 mEq/L or > 170 mEq/L

Serum potassium < 2.0 mEq/L or>7.0 mEq/L

Pa0, < 50 mm Hg

pH<7.lor> N

Serumn glucose > BOO mg/dl

Serum calcium > 15 mg/di

Toxic level of drug or other chemical substauce ina hemodynamically or nenrologically compromised patient
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.Radiagraphy/Ulrmsonography/T omography (newly discovered)

%  Cerebral vascular hemorrthage, contusion o qubavachnoid hemorrhage with altered mental status or foesl
neurological signs

«  Ruptured viscera, bladder, liver, esophageal varices or uterus with hemodynamic instability

»  Djsscoling aortic aneurysrm

Electrocardiogram

~  Myocardial infarction with coraplex arthythmias, hemodynamic {nstabllity or congestive hear failurc
+  Sustained ventriculat tachycardia or ventricular fibrillation

»  Complete heart block with hemodynamic instability

Physical Findings (acute onset)

Unegual puplis in an unconssious patient
Burns covering > 10% BSA

Anutia

Ajrway obstruction

Coma

Continuous seizures

Cyanosis

Cardiac tamponade

&&ii***i

DISCHARGE CRITERIA

The status of patients admitted to an ICU shauld be revised continuously o identify patients who may ne {onget need
ICU care.
A. When a patient’s physiologic status has stabilized and the need for (CU monitoring and care is no longer
necossary

B. When a patient’s physiological status has deteriorated and active interventions Aré mo longer planned,
aischarge to a lowsr level of care is appropriate

Discharge criteria from Critical Care Units should be similar 10 the admitting criteria for the next lovel of
care such ag {ntermediate care where available. However, not all patients TEqUITE intermediate care after Icu
discharge.

TRIAGE

Undes ideal conditions patients would be admitted or discharged strictly on their potential to benefit from ICU care.
Unfortunately, in many instances the number of potentiai [CU patients exceeds the available beds. A method of
prioritizing or triaging patients iz necessary (11, 29). Initiel triage of patients may follow the guidelines given in the
prioritization mode! for admissions. [0 an environment where 1CU adimissions are rigorously screened for benefit,
and discharge i5 Ongoing and continuous, the need for triage i8 minimized.

When al) ICUs and step-down units are fitled, the 1CU/Critical Care Director should have access 0 all of these units
and have the responsibility and authority to admit/discharge patients from thege unite. Triage policies for an
institution should be written. in advance. Triage decisions should be made explicitly, and without bias. Ethnic
origin, race, 8ex, soclal atatus, sexual preference OF financial status should never be considered in triage decisions.
Trisge decisions may he made without patienl. or surogate consent, and can be made despite an anticipated
untoward outcome. Religious or moral convictions may be the basis for providing treatment "if the costs are not
borns by the general society and the provision of such services does not foreclose the treatment of other pattents who
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would benefit from critical care” (30). The topic of triage of critically ill patients hes been recently reviewed by the
Society of Critical Care Medicine Ethics Committee (11). The veader is referred to this document for & more in-
depth discussion of this topic.

PERFORMANCE REVIEW

The performence evaluation and reviow of an ICU should include iis admission/discharge/triage policy. A
ultiprofessional team should roview performance at least annually. In order to adequately roviow performance as it
relates 10 admission, outcome, and the decision-making process, 2 database able to track thess and other variables
would be extremely useful. Severity adjusted outcomes should be utilized whencver possible in order to minimize
the effect of severily of illness on raw mortality data, independent of policy or carc standards. As guidelines to limit
these types of admissions are instituted, care must be taken to track tho pationts gent to other areas to assule
equivaloncy of outcome, length of atay, ote. A mechanism to roview requested admissions that were denied should
be in place to assure appropriateness of both the policy and ihe decision-making process. Conflicts over discharges
should be reviewed so that possible improvements in the discharge policy can be identified and Incorporated.
Readmisstons to the [CU for a similar problem should be monitored closely as they may directly relate to the quality
of the discharge process (31-33). The quality and efficiency of an ICU should be continually examined and
improved through this process. Studies cxamining objective criteria for adinission and benefit of admission to 1CUs
should be encouraged in order to better definc appropriate utilization of this important and expensive rosource.

Administrative Recommendations to Facilitate Appropriate Admissions, Discharges and Delivery of Intenslve
Care Units

A. Porsonnel

1. A Physician Director must be appointed who, on the basis of training, interest, Lype of practice, and
availability can give clinical, administrative and educational direction to the Intengive Care Unit. The
Physician Direstor should meet nGuidelines for the definition of an intensivist and the practico of eritical
care medicine” published by the Sociely of Critical Care Medicine (34). Collaboration with nursing and
ancillary staff should be emphasized. The Director should assume responsibility for assuring the quality,
gafety, end appropriatencss of care in the [ntensive Care Unit. The Director must work collaboratively with

the Directars of other areas in the institution so that patient care, triage, and patient flow are effective and
efficient.

The ultimate authority for ICU admission, discharge, and triage rests with the 1CU Director.

2. An ICU Direclor has the responsibility to ensure that the patients west ICU admission and discharge
critevia. Forma! recognition of the role of the ICU Director should ocour through established hospital
pathways. A knowledge of the various prognostic medels is required of the ICU Director (11). A clearly
written procedure for conflict resolution a5 it relates to admission and discharge of patients must be in
place. \

3. The multiprofessional team of professionals should meet on a regular basis to identify and solve problems
through quality assurance and continuous quality improvement activities.
SUMMARY

The Intensive Care Unit can provide efficient and effective care to the critically ill patients by implementing well
thought out admisslon, discharge, and triage policies and procedures.
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INTRODUCTION

In acute care hospitals, one can identify a patient population that Jdous not require intengive care but needs more care

than that provided on 8 general weard. Theose patients may require frequent monitoring of vital gigns and/or nursing

interventions, but wsnally do not require invasive monitoring. In 2 stady of 706 surgical and medical ICU patients,
this patient population agcounted for approximately 22% of all ICU bed days (V). In a more recont study of 17,440
[C'U admissions, 6,180 patients were adinitted strictly for intensive monitoving, though they had & 1eze (than 10% risk
for requiring retive treatment based on this monitoring (2). Asg consequence, intermediatc caro has been proposed
as & morc appropriatc meand of resource utilization For fhese patients (2-6)- Intenmediate care argag can be
represented A8 multipurpose "progressive care units" or as gingle-orgen gubgpecialty floors such as cardiac telemeuy,

- surgical (thoracic, vascular, etc.), nem-nsurgicallneumlugicnl monitoring arcas, or chyonic ventilator respiralofy ¢are
units {7-11). In light of the recent emphasis on cost containment, the intormediats care unit concept i5 suggested a8 A
strategy that promotes greater flexibility in patient triage, increnscs accessibility to lirnited intensive care and
provides a cost-effective alternative to oritical carc wnit admission, particularly for patients with 8 tow risk of, but
potential for, najor complications and who have been admitted for routine monitoring (7, 11-16}. Moreover, patient
satisfaction may be inereased since an intermediatc carc environment is less noigy and may haye more liberal family
visitation policies (17)-

There are fow reports demonstrating the efficacy of intermediate care a8 @ graded option berwoen conventional ward
care and intensive carc. Most studies areé yetrospective ot uncontrolled observational seriez (13)- There is only ong
randomized, controlled study demonstrating reduced costs without 8 negative impact on outcome (16}. Franklin and
colleagues observed a decrease i the case fatality rate of a large wrban medical service after tho intraduction of an
intermediate care wnit, noting an important reduction {n the number of "low Tisk monitoring" admissions to their
intensive care unit; this unit effectively increased the ready availability of critical care services to those patients most
urgently in need, streamlining the TCU admission process, and attenuating unnecessary ICU stays or delays in
transfer (7). In addition, these changes were asgocinted with fewer ward cardiac arrests, presumably because of more
timely and appropriate levels of observation.

Pyrick et el. sompared the {nitial impact on ICU utilization of opening en intermediate care unit, followed by closure
of that unit (6,12). The intermediate care unit led to carlier extubation and dischargs from the ICU, and shortened
overall length of atay with no change in outcoms, The aveilebility of intermediate carc incroased TCU bed
availability and freed the operaling room gchedule from being ICU-dependent.  Nine years after opening, the
imtermediate care unit was dismantied due o hospital budgetary constraints. This closure led to a fou-fold increase
in 1CU admissions with a lower severity of illness. The lack of stepdown resnurces caused a reduction in triage
flexibility, which negatively impacted on ICU discharge planning and required longer ICU stays for "sicker”
palients. Based on this comparison, intermediate cATC Whs reinstituted (12)-

Intermediate care ceduces hospital costs by decroasing staffing to coincide with the need of the paticnts (2,3). Since
personnel cosls may gomprisc up o 80% of totat 1CU expenses, the savingy afforded by @ reduction in staffing
necessary for paticnts with intermediate severities of illness can be gubstantial (14-18). These zavings may be
overatated if the reduction in nursing staff is parcially offset by the need for additional heaithcare team members (i.¢.,
respiratory therapy)- Similatly, there msy not be a large difference in supplies and capital expendilures if the
reduced use of invasive monitoring s counterbalanced by jmplementalion of any of an increasing artay of
noninvasive moniloring equipraent (3)- However, there tnay be real and substantial gavings from the change in
protocol practice that 0ccurs with transfer out of an 1CU. Douglus et al. (16) established a stepdown facility for the

2
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nchronically critically ill" (ICU length of stay >7 days, hemodynamically gtable). This study is the only prospective,
vandomized trial to wiage patients to an intermediate care unit who qualificd based on prc-established criteria (16}
The role of house officers was eliminated and the pumber of rouline diagnostic laboratory tests and radiographys was
sharply reduced. This change in protocol practice ranslated into "hidden” but substantia) zavings (16).

The investigation by Franklin et al. found a decroase in mortality with intermediato carc, but further rezearch is
needed in this area (7). Sophisticated designs for the study of inlermediate care should include concurvent,
randomized controls rather than veing sequential prospective study periods. Litle attempt has been made to quantify
the impact of intermediate care on reducing ICU readrmssiona ("bouncebacks"), i.e., patients who are discharged
from the ICU and require urgent roturn within 48 to 72 houry (19, 20). The costs of different levels of care must also
be studied, with methods that comntrol for diagnosis, comorbiditics and severity of iliness (13), These kinds of stadies
are needed before the benefits and limitationg of intermediate care can be fully appreciated. Resgearch that evaluales
these guidelines will promote their standardization and improvement, and this may improve paticnt outcormc.

RECOMMENDATIONS

The Ametican College of Critical Care Medicine developed by consensus the following recommendations (0

promote safe tringe of patientd 10 intermediate care units.
Rating System
Level 1z Convincingly justifiabls on sciemtific evidence alone.

Level 2: Reazonably justifiable by available scicntific cvidence and strongly supported by expert
critical care opinion.

Level 3: Adequate scientific evidence is Jacking but widely supported by available data and expert
critical care opinion.

1. (Level 2) The inlermediate care unit gerves as a place for the monitoring and care of patients with moderate or
potentisily scvere physiologic instability, requiring technical support but not necessarily artificial life support.
The Intermediate Care Unit 13 reserved for those patients requiring less care than standard intensive care but more

than that which i3 available from ward cere.

2. (Level 1) The {ntermediate care unit reduces costa, reduces ICU length of stay without increasing bospital length
of stay, does not impact negatively on patient ouicome and improves paticat/family sarigfaction® by providing 8
physical gnvironment that is quieter and calmer than the ICU.

3, (Level 3) The intermediate care umit should have designated Physician and Nurse Directors who can be
responsible for assuring appropriate patient triage through enforcement of the admission and discharge criteria.
Thig triage mudt involve personncl from the general wards, the [CU, the post-anesthesia care unit (i.e., recovery

roorn), and others 5o (it a gystom i3 developed which meeis the needs of the patient and the ingtitution efficiently
and economically.

wShown for pediatric bt not adult ICUs

goz1/193
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4. (Level 3) The Physician and Nurse Dircctors should determine the limits of care that can be rendered in the
intermediale cArc fnit, bascd on institutional needs, staff qualifications arid umit resources. This assessment ‘
includes the extent of imvasive monitoring, telemetry, echanical ventilation and types of intravenous b
medications. s

5. (Lovel 3) Each intermediate care unit should develop gpecific admiesion and discharge policics and proccdurcs, i
patient care standards, and outcome criteria for quality agscasment (continuous guality {mprovement). Tools i
should be developed to monitor ouscomes and other porformanct MEASINES. Compliance with admission and
discharge policies should be monitored and deviations repotted to the hospital quality improverment section for 1

action. i

Listed below ato admission and discharge guidelines with some examples of specific conditions or discascd that "
conld qualify for intermediate cave. |

1. Admission Criteria
A. Cardiac System

1. Low-probability myocardial infarction; rule out myooardial infarction.

2, Hemodynamically stable myocardial infirction.

3. any hemodynamiczlly stable dysrhythmia,

4, Any hemodynamically stable paticnt without ovidonce of myosardial infarction but reguiring temporary
or permanent paocmaker.

5. Mild-to-moderate congestive heart failure without shock (Killip Class 1.

6. Hypertengive urgency without evidence of end-organ damage.

B. Pulmonary System

1. Mcdigally stable vyentilator patients for weaning and chronic care.

2. Hemodynamically slable patients with evidence of compromised £as exchange and underlying disease
with the potential for worsening respiratory insufficiency wWho require frequent observation and/or nasal
continuous positive airway preasure.

4. Patients who require frequent vital signs or aggressive pulmonary physiotherapy.

C. Neurologic Disorders

1. TPadents with catablished, stable stroke who reqoire frequent neurologic assessments OF frequent
guctioning or Larning.

2. Acute tranmatic brain gjury patients who have a Glasgow Coma Scale above 9 but require frequent
monitoring for sigms of neurologic deterioration.

3. Stable severc traumatic brain ijury patients who require frequent positioning and pubmonary toilet,

4. Subarachnoid hemorrhage patients post-aneurysin clipping who require obgervation for signs of
vasospasm or hydrocephalus.

5. Stable neurosurgical patients who require a lumbar drain for treatment of sercbrogpinal fluid leak.

6. Stable cervical spinal cord injured patients.

7. Taticnts with chronle but stable peurologic disorders, guch as neuromuscular dizorders, who
required frequent nursing interventions.

g, Crade!I gubarachnoid hemorrhage patients awaiting surgery.

9, Patients with ventriculostomies who are awake and alert awaiting ventriculo-peritoneal (V-P} shunt.

D. Drug Ingestion and Drug Overdaze

j. Any patient requiring frequent peurologic, pulmonary, of cardiac monitoring for 8 drug
ingestion ot overdose who is hemodynamically stable,

CGiastrointestinal (G1) Disordets

1. Gl bleeding with minimal orthosiatic hypotension responsive to fluid therapy.

2. Variceal bleeding without evidence of bright rod blood by gastric aspirate and stable vital signs.

3. Acuie liver failure with stuble vital signs.
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F. Endoerine

Disbetic ketoacidosis patients requiring constant intravenous infusion of insulin, or frequent injections
of rogular insulin dwing the early regulation phasc afler recovery fiom diabetes ketoacidosis.

2. Hyperosmolar state with resolution of coma.
3. Thyrotoxicosis, hypothyroid state requiring frequent monitering.
G. Surgical
{. The postoperative patient who, following major surgery, is hemodynamically stable but may require
fluid resuscitation and transfusion duc to major fluid shifls,
2. The postoperutive paticnt who requirves close nurse monitoring during the first 24 hrs. Examples

inciude but arc not limited lo carotid endarterectomy: periphetrsl vasculsr rocomstruction; the
neuresurgical patient reqairing frequent neurclogical exams; V-F shunt rovision, ronal transplant, etc.

H. Misccllanepus

1.
2,
3.

4,

Appropriately treated and resolving early sepsis without evidenice of shock or secondary organ fjlure.
Patients requiring closely titrated fluid management.

Obstetrical patients admitted at any point in their pregnancy and postpartum period for treatment of
pre-celampsin/eclampsia or other medical problema.

_Any patiem requiring frequent nursing observation or extensive lime requirement for wound

manegement who doss not fall under the above categories may be considered for admission (cxample:
Addigoin's discase, renal failure, delirium tremens, hypercalcemia),

1. Patients who are ususlly NOT appropriate for admission to Intermediate Care include:

I,

v,

>

Complicated acute myocardial infarction with temporary pacemaker, angina, hemodynamic instability,

gignificant pulmonary edema or significant ventricular dyschythminas.

m Paw

o

Patients requiring heavy nursing lords and titrated patient care of 12 to 24 hrs/day.

Pationts with acute respiratory failure who are recently intubated or at imminent risk of requiring intubation,
Patients requiring invasive hemodynamic monitoring with a pulmonary artery or left airial catheter,

or an infracranial pressure monitor.

Patients i status epilepticus.

Patients with catastrophio brain iliness or injury who are not to be resuscitated and are ot

candidates for organ donation.

o

Patients from whom aggressive modalities of care are being withheld or have been withdrawn, such

that they are recelving enly comfort measures,

Discharge Criteria:

Discharge of patients from an intermediate care unit shall take place:

A. When a patient’s physiologie status has stabilized and the necd for intensive patient monitoring is
no longer neoessary and the patient can be cared for on & gencral unit.

B. When a patient's physiological status has deteriorated and active life support is vequired or highly
likely, the patient will be transferred to a critical care unit per unit-specific protocal.

Administrative Recommendations to Facilitale Appropriate Admissions, Discharges and Delivory of
Intermecliate Care.
A. DPersormel

I. A physician director must be appointed who, on the basis of training, intcrosts, type of practice, and

availability can give clinical, administrative and educational direction to the Intermediate Care Unit.
The Physiclan Director should meet "Guidelines for the definition of an intensivist and the practics of
critical care medicine," publizhed by the Society of Critical Care Medicine (21). Collaboration wilh
nursing and encillary staff should be emphasized. The Director should assume responsibility for
assuring the quality, safely, and appropriateness of care in the intermediate care unit. The Dircofor
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must work ocollaboratively with tho Directors of other areas in the institution o that patient care, wiage,
and patient flow aro offective and efficient.

2. A nursing director shiould be appointed in order to establish precise lings of authority, responsibility,
and accountability for delivery of high-quality, safe ond appropriate putsing care. The Nurse Dircctor
siiould be an RN with & BEN degree and should have had at least 3 yrs experience working in an ICU.
In major waching institutions the Nursc Director should have a graduate degree @.c., M5, MSN) with at
least 5 yrs of experience in critical care nursing. The Nursing Dircctor charcs responsibilily with the
Physician Director for quality of care and paticnt safoty, and cnsures ongoing continuing education and
professional development of the rrainy staffl

3. The exact nurge-to-patient ratio should be based on patient acuity of illness,

Available ancillary staffing should include professionals from respivatory therapy, clinical pharmacy,

nutritional support, social work, and rehabilitation services. These staff members should be integrated

into a multidisciplinary intermediate care unit (eam. They yust interact with the ICU, post-ancathesia
care umit, and other unit staffs,

5  The multidisciplinary team of professionals should meet oh & reghlar basis o identify and solve
problems through qualify assurance and continuous guelity improvement activilics.

»

SUMMARY

The intermediate care unit promotes cfficient and cffective care by increasing the flexibility of patient triage,
utilizing personnel efficiently, and providing cost-effoelive cate.
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AACN Certification Corporation contributes to consumer health and safety through
comprehensive credentialing of nurses 10 ensure their practice is consistent with egtablished
standards of excellence in caring for acutely and criticalty ill patients and their families.

VISION

As the undisputed |eader in credentialing nursas, A

. I

demonstrated that certification con

ACN Certification Corporation has
butes fo achieving optimal outcomes that are consistent

with the goals and values of acutely and critically ill patients and. their families.

VALUES

As the Corporation works to advance its Nissio
obligation to ensure the health and well-being 0

1 and vision and fulfill its purposc and inherent
f patients experiencing acute and critical illness,

the Corporation i8 guided by a set of deeply rvoted values.

¢ Providing leadership to bring all stakehol

excellence and innovation.

ders together to create and foster cultures of

o Acting with integrity and upholding ethical values and principles in all relationships
and in the provision of sound, fair and defensible credentialing programs.
e Committing t@ excellence in credentialing programs by striving to exceed indusiry

standards and expectations.

» Promoting leading edge, research-based credentialing programs that reach diverse

certificants.

o Demonstrating stew ardship through fair and responsible management of resources

and cost-effective business processes.

ETHICS

AACN and AACN Certification Corporation consider the American Nurses Association
(ANA) Code of Bthics for Nurses foundational for aursing practice, providing a framework for
making ethical decisions and fulfilling responsibilities to the public, colleagues and the
profession. AACN Certification Corporation's mission of public protection supports a stendard

The following AACN Certification Corporalion programs hav

of excellence that certified nurses have a responsibility (o read, understand and act in a manner

congruent with the ANA Code of Bthics for Nurses.

o been accredited by the National Commission

for Certifying Agencies (NCCA). the accreditation arm of the Institute for Credentialing Excellence (ICE):

CCRN® (Adult) pPCCN”
CCRN? (Pediatric) cMC®
CCRNC (Neonatal) csc®
CCRN-E™ (Adult)

ACNPC-AG®
ACCNS-AG®
ACCNS-P®
ACCNS-N®

Our advanced practice certification programs. ACCNS-AG, ACCNS-P, ACCNS-N and ACNPC-AG, meet the
National Council of State Boards of Nursing (NCSBN) criteria for APRN certification programs.
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CCRN EXAM HANDBOOK

Acute/Critical Care Nursing certlfication - Adult, Pediatric, Neonatal

As healthcare pecomes increasingly complex and challenging, cartification has amarged as a mark of excellence showing
patients, employers and the public thet a Nurse is qualified and competent, and hag met the rigorous requirements o

achieve spacialty and/or subspecialty certifiaation.

AACN Certification Corporefion programs were erested to protect heslthcare consumers by validating the knowledge of
nurses who care for the acutely and critically ill. We are pleased to provide you with thig handbook with information about

our programs and how t© apply for and take the CCRN certification oxams.

Today, more than 93,000 practicing nurses hold one of more of these oertifications from AACN Ceriification Corporation:

Specialty Certifications

CCRN® is for nurses providing direct bedside care 10 acutely/critically il adult, pediatric o neonatal patlents.

CCRN-E" is for nurses working in a tele-1CU monitoring acutely/critically i adutt patients from a remote location.
CCRNK" I for nurses whose non-bedside practice influences patients, nurses and/or organizations 0 have a positive
impact on the care delivered 10 acutely/critically I adutt, pediateic o neonatal patients.

PCCN?® is for progressive care nurses providing direct bedside care 10 acutely ill adult patients.
CNML is for nurse managers and leaders; offored in partnership with AONE {American Organization of Nurse Executives)
Credentialing Center.

Syubspecialty Cerliflcations
CMC® is for certfied nurses providing direct bedside care 10 acutely and/or crincally 1t aduit cardiac patients

¢seris for cortified nursss providing diract bedside care 10 acutely and/of critically il aduit patients during the first
48 wours after cardiac SUrgery,

Advanced Practice Consensus Model-Based Certlficatlons
ACNPC-AG® is for the adult-gerontology acute care nurse practitioner educated atthe graduate level.

Tha ACCNS credentials are £or clinical nuTSe specialists aducated at the graduate 1avel to provide care across the
continuum from weliness through acute care:

ACCNS-AG? is for the adult-gerontology clinical nurse gpecialist.

ACCNS-P?is for the pediatric clinical nurée speclallst:

ACCNS-N? s for the neonatal clinical nurse specialist.

Advanced Practice Certifications
With implementation of the Consensus Mode! in 2015, ACNPC and CCNS are available as renewal options oniy.

ACNPC? ig for acuts care nurse practitioners educated i provide care 1o adutt patients.
CONS® is for acute/criticsl care ¢clinical care spacialists educated to provide care 10 adult, pediatric of neohatal patients.

We continually sesk to provide guality certification programs that meet the changing needs of nurses and patients,
Please visit WWW.CICOrp.Ofg > Documanits and Handbooks, of call {800) £99.2226 for more information about the

above certifications.

Thank you for your cormmitment 10 patients and their families and to becoming cartified.

AUGUST 2015
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Please direct inquities 10!
mbla, Allsa Viejo, CA 926564109

flcatlon corporation, 101 Colu
2020 * certcorp@aacn.org

AACN Cortl
(800) 899-2226 * Fax: (949) 362-
Piease inciude your AACN customer number with ali correspondence t@ AACN Certification Corporation.
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CCRN® (s a speclalty certlfication for nurses who provide direct bedside care to acutely/critlcally
1l adult, pediatric or neonatal patlents and thalr families. Thasa patlants may bae found In such
units as; intenslve care, cardlac care, camblned ICU/CCU, medtcal/surgical ICU, trauma unit or
orltlcal care transport/flight.
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The following information can be found in the Certification Exam Policy Handhook online at www.certcorp.org >
Documents and Handbooks:

« AACN Certification Programs o Duplicate Score Reports

« Name and Address Changes » Recognition of Cartification

+ Confidentiality of Exam Application Status « Use of Credentials

» Testing Site Information + Daenial of Certification

» Exam Scheduling and Cancellation » Revocation of Certification

+  Onh the Day of Your Exam _ » Review and Appeal of Certification Eligibility
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CCRN CERTIFICATION PROGRAM

CCRN Registered service Mark

CCRN ie a registered servige mark and denctes certification in acute/critical care nursing as granted by AACN
Certification Corporation. Registered nurses who have not achieved CCRN certification. whose CCRN certification
has lapsed or who have chosen Inactive status are not authorized to use the CCRN credential.

Ajthough a comman misconception, CCRN is not an acronym for “critical care registered nurse,” This would imply that
nurses are registered as critical care nurees, whioh is not accurate. E

validated Knowledge and Speclalized Skllls

Each CCRN certification exam i3 based on @ study of practice, also known as a job analysis, which defines the
dimenslons of scute/oritical care practice, jdentifying what is required of registered nurses providing care to acutely/ ‘.;

critically ill patienta.

in the study, acute/critical care nurses across the United States were surveyed to agcartain the gignificance of the |
various elements of their practice. Through an axtensive review and evaluation process, the knowledge, skills and '
abilities crugcial to acute/critical care nursing were defined using the AACN Synergy Model for Patient. Care &3 &n
organizing framework. The CCRN certification exams are based on these skills and abilities and the knowledge

required to perform them.

CCRN certification |5 achieved by those acute/critical care nurses wha pass the CCRN exam in neonatal, pediatric
and/or adult critical care nursing. CCRN gertification denotes to the public those practitioners who posSsess a distinct
and clearly defined body of knowledge celled gouta/critical care nursing.

CCRN Exam Content
The GCRN exams are 3-hour tests consisting of 150 multiple-choice items. Of the 150 items, 125 ars scored and
25 are used 1o gather statistical data on iwem performance for future exams.

The CCRN exams foous on aduly, pediatric and neonata! patient populations. Eignty percent (80%) of each exam
focuses on clinlcal judgment and is age-specifio for the adult, pediatric and neonatal populations. The remsaining
20% covers professional carng and ethical practice. professional caring and ethical practice questions may be ashad
about any e across the life span while clinical judgment guestions are restrictad to adult, naonatal or pediatric

populatians.

CCRN Test Plans

The gontent of the CCRN exams (8 describad In the test plans included in this handbook. Candidates are 1ested on &
varisty of patient care proplems that are organized under major categories. Please note the percentage of the CCRN

exam devoted to gach category.
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CCRN EXAM ELIQIBILITY

Licensure
Current unencurnpered licensure as an RN or APRN in the United States g required.
« An unencumbered license is NGt aurrently being supjected 10 tormal discipline by any state board of nursing
and has no provisions of conditions that limit the nurse's practice in any way.
e If randomiy eelected for audit, you will be asked 10 provide a copy of your RN or APRN license.

« Candidates and CCRN-cartified nurses must notify AACN Certification Corporation within 30 days if any
restriction s placed on their RN or APRN license.

Practice
Candidates must meet one of the following clinical practice requirement options:

« Practice as an RN or APRN for 1,750 hours in direct bedside care of acutely/critically it patients during the
previous 2 years, with 875 of those hours accrued in the most recent year preceding application.

OR

. Practice as an RN of APRN for at least 5 yesrs with @ minimum of 2,000 hours in direct bedside care of
acutely/critically il patients, with 144 of those hours accrued in the most recant ysar preceding application.

Eligible hours are those spent canng for the patient population (adult, pediatria or neonatal) in alignment with the
exam for which you aré applying. A significant portion of the clinical hours for CCRN exam and renewal eligibliity nwust
be spent caring for critically ill patients.

Orientation hours spent shadowing/working with ancther nurse who is the ona with the patient assignment cannot be
counted toward glinical hours for CCRN sligibility; however, orientation hours during which you are the assigned nurse
providing direct bedslde care 10 acutely/critically il patients may be gounted.

Clinical hours must be completed in 8 U.S.-basged or Canada-based facility of in & facility determined to be comparable
1o the US. standard of acute/critical care nursing praatice as evidenced by Magnet Status or Joint Commission
International acoreditation.

Nurses serving as manager, educstor lin-gervice or academic), APRN of preceptor may apply hours spent supervising
nursing students oY nurses atthe bedside.

« MNurges inthese roles must be actively Involved in caring for patients at the bedside; for example, demonstra-
ting how to measure pulmonary artery pressures ot supervising a new employee or student nurse performing
a procedure.

Practice verification

The name and contact information of @ professional associate must be given for verification of aligibility related to
clinical practice hours. If you are randomly selected for audit, this asgociate will need to yverify in writing that you have
met the clinical hour raquirements.

v A professional agsociate is defined as your clinical supervisor of @ colleagus (RN of physician) with whom you
wotk.

AACN Certification Corporation may adopt additional eligibility requirements at its sole disoretion. Any such require-
ments will be designed © establigh, for purposes of CCRN certification, the adequacy of 8 candidate's knowledge in
care of the acutely/critically i
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APPLIOA'I'ION FEES
CCRN Compu\er—Based Exam -
AACN Members $225
Nonmempers $330
CCRN Retest
AACN Mempers $170 ;
Nonmermbers $275 L
CCRN Renewal by Exam -
AACN Members $170
Nonmembars $275 |

§15 fee will be charged for a returned check.

to change without notice. A

n U.S. funds. Fees aré subject
mitting their AACN

payable i
vouchers at a further

or Mmore candidates sub

roups of 10
purchase exam

nts are avallable for 8
Employers may pre-

uter-hased testing discou
in the same enveiope.

Comp
plications

gortification exam ap

discounted rate.
| Information or call

For details about the group and pulk discount programs, visit www.certcorp.org » Genera

{800) 899-2226.
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AACN Certiflcatlon Corporation recommends thal you be ready to test pefore applying for the CCRN exam.

ONLINE APPLICATION PROCESS PAPER APPLICATION PROCESS
r Reglster online for gomputer-based testing at » Paper applications are raquired for those applying
www,certcorp.org > Apply Onling with a group, for paper and penocl exams and for
» Before you get startod, have available the following: testing outside the US.
. RN or APRN license number and expiration date » Complete the applicatlon on pages 41-42 and
. Narne, address, phone and email address of your honor _Btatement on page 43 ‘
clinical supervisor or a profesgiona| colleague (RN « Fillin all requested information, Including that for your
or physlclan) who can verify your practice eliglbiiity RN or APRN license !
+ Credit card {Visa, MasterCard, Discaver or » Include application fee i
American Express) + Credlt card, check or money order '
» Same day processing » Allow 2-3 weeks for processing

~ e

Use your legal name on the application.
This name must match photo identiflcation used for exam entry
and will be the name printed on your certificate.

1. Recoelve notice of processed application
« AACN will send you an email confirming that you have auccessfully applied 1o take the CCRN exam.
2. Recelve approval-to-test amall

« AACN's testing service (AMP) will =end an email and mail a posteard 1o eligible candidates within 5 to 10 days
after the confirmation email that wil include:
. Atoli<free number and online instructiona to schedule your resting appointment
. The S0-day period during which you muat achedule and take the exam
. Your exam identification number, which is your unique AACN customer number preceeded by the
lgtter “C" (e.g., CO01234E6).

+ Ifyou do not recaive an amail or postcard from AMP within 2 weeks of recelving conflrmation emall, please
contact AACN Customer Care at (800) 899-2226.

3. Schedulo the exam

v Upon recelpt of AMP's emall or posteard:
. Confirm that you are &cheduled for the correct certiflecation exam
Promptiy schedule your exam appointment for a date and {ime that falls within your 90-day testing
window

+ Testing Is offered twice daily, Monday through Friday, at 9 a.m. and 1:30 p.m.. Saturday appointments
are avaiiable at some looations.

. To iocate one of the more than 175 AMP testing centers within the U.S., visit www. goAMP.com.

4, Sitfor tho exan:
« Upon campletion of computer-hased exams, results with a score breakdown wili be presentad on-site.
¢ Rezulis of paper and pencil exams will be mailed 1o candidates 3t0 4 weeks following paper testing.

« Successful candidates will receiva their wall certificate within 3 to 4 weehs of passing the exam.

Please ensure that AACN has your gurrent contact Information on record.
Updates may be made online at Wwww.ancn.org/mysecount or emailed to Infe@arcn.org.
For name changes, please call AACN Customer Care at (800) 899-2226.



13/02/2015 FRL

FAY 8604507475 Generations Will admin Ze37/103

12:19

CCRN CERTIFICATION RENEWAL

Renewal Perlod

CCRN certification is granted for @ period of 3 years. Your certification period beging the first day of the menth in
which the CCRN certification exam is passed and ends 3 years later] for example, October 1, 2015 through September
30, 2018. The purpose of gertification renewal is to enhance continued comMpalance.

Renewa! notifications will be mailed and emailed 1o you starting 4 months hefore your scheduled CCRN renewal date.
You are responsible for renewlng your certlfication even If you do not recelve ronowal notiflcation. Refer to
www.certcorp.org for current information.

Elglbliity
candidates for CCRN renewal must meet the following requirements:

«  Current unencurnbered US. RN or APRN ficense thet wes not subjected to formal discipline by any state board
of nursing during the 3-year certification renewal period

» Completion of 432 hours of dirsct pedside carg of acutely/criticalty ill patients as an RN or APRN within the
3-year certification period, with 144 of those hours in the 12-month period preceding the scheduled renewal

date
- Ehigible hours are those spent caring for the patient population {adult, pediatric or neonatal) in which
cartification is held.

« Completion of the required CERPs of talke/pass the CCRN exam

Renewal Optlons
You may seek CCRN certification renewal via Renewal by Synergy CERPs or Renewal by Exam, or you may choose
Inactive status.

» Option1- Renewal by Synergy CERPs

« Meet eilgibllity requirements for CCRN renewa! and complete the Continuing Education Recognition
Point (CERP} Program, which requires 100 CERPs in various categories (A 8 & Q)

« Online Renewal by Synergy CERPS is avaliable to all active CCRNs as parly as 4 months prior to their
scheduled renewal date. For more information, viait www.certcorp.org > Ranew Your Certification.

« For more details, refer to the Rrenewal by Synergy CERPs Brochure and other Synergy CERP resources
available online at WWW.certcorp.org.
» Optlon 2+ Renewal by Exam
+ Mestthe eligibility requirements for CCRN renswal and successfully apply for and sohedule your exam,
. The CCRN exam must pe completed befers your scheduled renewal date.
» You may not take the exam early, then attempt to renew by CERPs if you do not pass.

y Optlon 3 - Inactive Status

« |pactive status is available 1o CORN-certified nurses who do not mest the renewal eligibility requirements
but do not wish 1o l0se their CCRN ceriification gtatus. Inactive status provides CCRN-certified nurses
additional time, ®Q to 3 years from the scheduied renewal date, to meet the sligibility requirements.

+ During the time of inactlve status, the CCRN oradential may not be used.
+ Inactive status may be held more than onoe, but not for two consecutive renewal parlods.

Eor more details, refer 10 the CCRN Renewal Handbook online at www.oer{corp.org > Documsnts and Handbooks.

continued
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CCRN CERTIFICATION RENEWAL (CONTINUED)

CCRN-E Certlfication !
If you work primatily or exclusively in a tela-iCU caring for acutely/critically ill adult patients from a remots jocation and |
do not meet the requirerments for CCRN renewal, CCRN-E renewal may be an option.

For more details, refer tc the CCRN-E Renewal Handbook online at www.certoorp.org. |

CCRN-K Certification

CCRN-K is a new program that validates the clinical specialty knowledge of acute/oritical care nurses who do not exclu- ‘

sively or primarily practice at the bedside. Eligibie practice hours include those in which the nurse applies knowledge in i

a way that influences patients, NUrses and/or organizations o have a positive impact on the care delivered 10 acutely/

critically ifi adult, pediatric or necnatal patients. [

» Nurses with practice hours in roles such as Clinical or Patient Educator, Academic Facuity, Manager/Supervisor,
Clinical Diractor, Nursing Administrator, Case Manager, Transitional Care Coordinator may qualify. Thia ig not

an ail-inciusive list, nor does it maan all nurses working in +hesa roles are sligible for CCRN-K ranewal,

For mare details, refer to the CCRN-K Renewal Handbook online at www.certcorp.org.

Alternative Designations

Atumnus Status

Alumnnus status is for nurses who have been CCRN-certified but no longer provide direct bedside cate to acutely/
critically ill patients for enough hours to meet the clinleal hour requirement for active CCRN certification, but are still
in the nursing profession in some other capacity and wish o remain connected with the credential.

« Renewable every 3 years, the "Alumnus CCRN" designation, written out, may be used on your resumne or befow
your name and credentials on a business card, but may not be used with your signature or on a hame badge.

s 1o be eligible for Alumnus CCRN status, you must have held CCRN certification and have no plans to renew
CCRN certification in the future.

s There are no CE or CERP requirements {0 maintain Alumnus CCRN status.

Retlred Status

Retired status provides the CCRN-certified nurae or Alumnus CCRN who is retiring from the nursing profession with

a continued sensa of carger identity and professional connectadness. Tha Retired CCRN deslgnation recognizes CCRN-
certified nurses for their years of service in the care of acutely/critically ill patients. it also acknowledges thelr pride and
dedication in maintaining their certification.

« To be eligible for Retired CCRN status, you must have been a CCRN without plans of returning to nursing
practice or renewing gertification.

+ The retired nurge must not be working ln any typs of position that requires the possegsion of an RN license.
You are nat eligible if you are changing from bedside practice to another nursing role.

. The "Retlred CCRN" designation, written out, may be used on your resume or below your name and oredentials
oh a busingas card, but may not be used with your sighaturé or on a name badge.

+ There are no CE or CERP requirements to maintain Retired CCRN status.

For more details, please refer to the Alumnus and Retired appiications available online at www.certcorp.org >
Docurnents and Handbooks.
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AACN SYNERGY MODEL FOR PATIENT CARE

Synergy is an evolving phenomeanon that occurs when Individuals work together in mutually enhancing ways toward
a common goal. AACN Certification Corporation is committed to ensuring that certified nursing practice is based on
{he needs of patients. Integration of the AACN Synergy Mods! for patient Care into AACN Certification Corporation's
sertification programs puts emphasis on the patient and says to the world that patients come first,

The Synergy Model creates a comprehensive look at the patient, [Lputs the patient in the center of nursing practice.
The model identifies NUrsing's unique contributions to patient care and uses language to describe the professional
nurse's role, It provides nursing with a venue that clearly states what we do for patients and allows us to startlinking
ourselves to, and defining ourselves within, the context of the patient and patlent putcomes.

NOTE: AACN cartification exams do not test for knowledge of the Synergy Mode! or its terminology: this ie the theoretical
modet within which the tests have been designed.

Patlent Characteristics

The Synergy Mode! encourages nurses to view patients in & holistic manner rather than the "body systems™ medical
model. Each patient and family is unigue, with a varying capacity for health and vulnerability to iliness. Each patient,
regardless of the clinical setting, brings a set of unique characteristics to the care situation. Depending on where they
are on the healthcare continuuim, patients may display varying levels of the following characteristics:

Capacity to return to 2 restorative level of functioning uBing compensatary/coplng machanisme; the ablity 10

Resitlency bounce back quickiy after an Inzult.

Vulnerability susceptibility to actusl of potential steess0rs that may adversely affect patient outcomes.
Stability Aility to maintan a steady<tate equilibTium.

Complexity Intrloats antanglemeant of Iwo or moreé systems (e.g., body, family, therapies).

Extent of resources €&- tachnical, fiscal, parsonal, psychological and gocal) the patient/fa mmily/community

Resource Avallability bring to the situation.

Participation In Care Estent to which patien/family engages in aspects of care.

Participation in

Declsion Making Exteat to which patient/family engages in decision making.

Prodictablitty A characteriatic that aflows one to expect a sartain oourse of gvents Dr course of iliness,

FOR EXAMPLE: ) .

A healthy, uninsured, AD-year-old woman undergoing a pre-empioyment physical could be descrlbed as an individual who
is (@) stable {b) not complex () very predictable {d) resilient {¢) not vulnerable {f) able to participate in decision making
and care, but (g} has inadeguate reaource avaitability.

On the othar hand: a eritically ilf, insured Infant with multisystem organ failure can be deserlbed as an indlvidual wha ls
(8) unstable (b) highly complax {c) unpredictabie (d) highly resitlent {e) vuinerable {f) unable to becomeé involved in
decision making and care, put () has adequate resouTca availability.

continued

10
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AACN SYNERGY MODEL FOR PATIENT CARE (CONTINUED)

Nurse Characteristlcs

Nursing care reflects an integration of knowledge, skills, abilities and experience necessary to meet the needs of
patients and farnilies. Thus, nurse characteristics are derived from patient needs and Include! :

Clinical reazoning. which ingludes clinlcal decision raKing, critical thinkingand a global grasp of the situation, . '

Clinlcal Judgment coupled with nureing skilts acquired through & process of integrating education, experiential knowladge and

evidence-based guldelines
Advocaoy/ Working on another's pehalf and representing he congams of the patient/farnily and nursing staff; sarving as a |
Moral Agency moral agent in identifying and helping to resolve athical and clinical concems within and outside the clinical setting. ;-

Nursing activities that create a compassionate, gupportive and therapeutic environment for patlents and staff,

with the airn of promoting comfort and healing and preventing unnecessary auffering These caring behaviora

include but are not limited 1o vigilance, engagement and responsiveness of caregjvers. Careglvers inglude family

and healthoars personnel. }

Carling Practices

Working with athers (8.« patients, families, healincare providers) ina way that pmmotes/anoouragas sach
Caollaboration perscn’s contributions toward achlaving optimel/resiistic pauent/family goals. Coflaboration Involves intra- and
interdisciplinary work with colleagues and sommunity.

Body of knowiedze and rools that aliow the nuUrse o managa whatever anvircnmental and system resources that

Systoms Thinking axlst for the paﬂent/\‘amily and staff, within or across healthoare systems and non-haglthsare aystems.

The sensitivity to recognize. appreciate and Incorporate diffarences into the provigion of care. Differences mey
Response to Dlversity  include, put are not limited to, individuality, puitural, spintual, gander, race, ethnicity, lifestyle, aacioaconomie,

age and values.
Facliitation of The ability to facilitate garning for patterts/farmilies. U rsing staff, other members of tha healthcare team and
Learning communlty. Ingludes poth formal and informa! facilitation of learning.

The ongoing pracess of questioning and svaluating practice arid providing informed practice. Craatlng changes

Ciinical inquiry througn evidence-bassd pragtice, rasearch utilization and experiential knowledgs.

Nurses become sompetent within each continuum at a jevel that best meets the fluctuating needs of their population
of patients. More compromised patients have maore sgvere of complex needs, requiring nurses to have advanced
knowledge and skilla In an associated continuum.

FOR EXAMPLE:

if the gestalt of a patient were stable but unprediclable, minimalty resilient and vulnerabie, primary competencies of
the nurse would be centered on clinical judgment and caring practices {which inciudes vigiance), if the gestalt of &
patient were vulngrabie, unable to participate in decision making and care, and inadeguate resource availabliity, the
primary competencies of the nutse wouid focus on advocacy and moral agency. collaboraticn and systerns thinking.

Although all sight competencies are eszentis! for contemporary nursing practice, each pssumes more or lens
jmporance dependingona patient’s sharacteristics. Synergy results when a patlont’s neoeads and characterlstics
are matchad with the nurse’s competenclos.

Based on the most recent AACN Certification Corporatlon study of nursing practice, the test plans for AACN
pertification exams reflect the Synergy Mode! as well as findings related to nursing care of the patient population
studied, e.g., adult, pediatric and neonatal.

For more information about the AACN Synergy Mode! for Patlent Care vigit www.certcorp.org.

b
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ADULT CCRN TEST PLAN

Applies to exams taken on ot before October 14, 2015. i

If testing after the above date, refer Lo WWwW.C

I. CLINICAL JUDGMENT (80%)

A. Cardlovasculaf {20%)
1. Acute coronary syndromes {inciuding unstable

ANgina)

2. Acute myocardial infarction/iachemia

(including papillary muscie rupture)

3. Acute peripheral vasaulat insufficiency (e.g.,

acute arterial ocglusion, carotid artery
stenogls, endarterectomy, peripheral stents,
Fem-Pop bypass)

4. Acute pulmenary gdema

5.

Cardiac surgery (@.g. vajve replacement, CABG)

6. Cardiac rauma

7.

Cardiogenic shock

8. Cardiomyopathies (L hypertrophic, dilated,

restrictive, idiopathic)

g, Dysrhythmias
10. Heart failure
411. Hypertensive orisis

12. Hypovolemic shock

13, interventional cardiology (2.8, catheterization)

14. Myocardial sonduction system defects

15. Ruptured of dlsgeeting aneurysm (8-

thoracic, abdominal, thoraco-abdominal)

16. Structurai heart defects (acquired and

gongenital, including valvular dizease)

8. Pulmonary (18%)

1.
2.

Acute lung injury (&.&. ARDS, ROS)
Agute pulmonary smbolus

3, Acute resniratory failure

ertcorp.ofg > Certlflcation News

9, Status asthmaticus

10, Thoracic surgery

11. Thoracic trauma (8. fractured ribs, Ung

cONTUSIONS, tracheal perforation)

C. Endocrine {(5%)
1, Acute hypoglycemia

2. Disbetes inslpidus

3. Diabetic ketoacidosis

4. Hyperglycemic hyperosmolar nonketotic

syndrome (HH NK)

5. Syndrome of inappropriate gecretion of

antidiuretic hormane {SIADH)

D. Hematolngy/lmmunulngy (2%)
1. Coagulopathies (s.2.. ITP, DIC, W

E. Neurology (12%)
1.
2.

3.

Angurysm

Brain death {ireversible cessation of whole
brain function)

Congenital neurclogical abnormalities (2.8
AV malformation)

. Encephalopathy {e.g., ANOXIC, hypoxic-

lschemic, metabolic, infectious)

. Head trauma (e.B. blunt, penetrating skull

fractures)

. HWydrocephalus

. intracranial hemorrhage/intraventricular

hemorrhage (8.8« subarachnold, epidural,
subdural)

Neurologic Infectious disense (9.8., viral,
bacterial)

4 A 4oy Infecti N 9. Nauromuscuiardisorders (e'g..muscular
. Acute resgra ory m‘ecl Tons (e.g., acute dystrophy, Guillain-Barré, myasthenia gravis)
pneumonia, pronchiolitis)
. 10. Neurosurgery
5. Air leak syndromes (€8 pheumothorax, . )
pneumopericardium) 11, Seizure digorders
6. Aspirations (e-&- aspiration pRGUMONIE, 12. Space-occupyinglasions {s.¢., brain tumors)
foreign body) 13. Stroke (e.g., ischemic, hemorrhagic)
7. COPD, asthma, chranic bronchius,
emphysema continuad
8. Puimonary hypertension

13
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ADULT CCRN TEST PLAN (CONTINUED)

F. Gastrolntostinal (%)

1.
2.
3.

4.
5.

=1
7.

Acute abdominal trauma
Acute G hemorrhage

Bowel infarction/obstruction/perforation
(e.g., mesenteric ischemia, adheslons)

Gl surgeries

Hepatic fallure/coma (€.g,, portal
hypertension, cirrhosis, esophageal varices)

Malnutrition and malabsorption
Pancreatitis

G. Renal (6%)

1.
2,
3.

Acute renal failure
Chronic renal failure
Lifethreatening electrolyte Imbalances

H. Multisystom (3%)
1. Asphyxia

2.
3.
4,
B.
6.

7.

8.

Distributive shock {2.g., anaphylax|s}
Multiorgan dysfunction syndrome (MODS)
Multisystemn trauma

Sepsis/septle shock

Systemic inflammatory response syndrome
{8IRS})

Toxic ingestions/inhalations {e.g., drug/
alcohol overdose)

Toxin/drug exposure

t.

Bohavioral/Psychosoclal (4%)
1. Abuse/neglect
2. Antisocial behaviors, aggression, violence
3. Delirium and dementia
4. Developmental delays
8. Failure to thrive
6, Mood disorders and depression

7. Substance dependence (e.g., withdrawal,
drug-seeking behavior, chronic aloohol or drug
dependence)

8, Suicidal behavior

Il. PROFESSIONAL CARING AND ETHICAL PRACTICE
(20%)

A.
B.
C.
D.
E.
F.
G.

Advocacy/Moral agency (3%)
Caring Practices (4%)
Collaboration (4%)

Systems Thinking (2%)
Responsa {o Diversity (2%)
Clinlcal Ingulry (2%)
Racllitation of Learning (3%)

The sum of these percentages Is not 100 due to rounding.

Order of content doaes not necessarily reflect [mportance,
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ADULT CCRN TEST PLAN

TESTABLE NURSI

Cardlovascular

« |dentify/monitor normal and abnormal physical
assessment findings

« Apply leads for cardiac monitoring
» |dentify, interpret and monitor cardiac rhythms

» Monitor hemodynarmic status and recognize signe
and symptoms of hemadynamic instability

« Recognize indications for and manage patients
requiring:
» 12-lead ECG
o arterial line
» cardiac catheterization
o cardiocentesis
o cardioversion
+ central vEnous acoess
. cantral venous pressure monitering
» defibrillation
» PAcatheter
2 SyOz monitoring
. transthoracic pacing
o transvenous pacing
» Manage patients receiving cardiovascular medica-
tions (e.g. thrombolytics, vasogctive agants, platelet
inhibitors, anti-arrhythmic medications)
« Monitor patients and follow protocols for cardiac
surgery
« Recoghize signs and symptoms of cardiovascular
emergencies, initigte interventions and seek
assistance as neadsd
« Racognize indicationg for and manage patients
requiring:
« |ABP
o percutansous coronary Interventions

Pulmonary

» identify and monitor norrnal gnd abnormal physical
assessment findings
« interpret ABGS
+ Monitor patient for regponse to pulmanary medica-
tions (8. pronchodiletors, mucolytics)
. Recognize Indications for and manage patients
requirlng:
o artificlal airway
> bronchoscopy
o chesttubes
o conventiona! modes of mechanical ventilation
o nhigh<frequency mechanical ventiation
o non-invesive positive pressurs ventilation (.8,
BIPAP, CPAP, high-flow nasal cannula)
o Oxygen therapy dellvery devices

NG ACTIONS

o prevention of complications related 0
mechanicai ventilation (e.g., barotraumas,
YAP)

o puimonary therapeutic interventions (8.6
airway clearance, intubation, weaning
extubation) |

¢ respiratory monitoring devices (6.8 3P0,
&v0a, ETCO2) and raport values :

o therapeutic gases (8.8, nitric, heliox, COz2)

o thoracentesis 1

Racognize signs and symptoms of respiratory
emergencies, initiate interventlons and seak
assistance as naeded

Monitor patient and follow protocols fof thoracic and
ENT surgery

Endoctine

Recognize normal and abnormal physical assess-
ment findings

Recognize 6igns and symptoms of endocrine emer-
gencies, iritigte interventions and seek assistance
as needed

Jdgntlfy and monitor normal and abnormail diagnostic
1est results

Implemeant treatment modalities for acute hypo/
hyperglycemia {e.g., insulin therapy)

Monitor patient and foliow protocols for UFgery
related to the endocring system

Manage patients receiving medications and monitor
response

Hematology/Immunology

Recognize normal and abnormel physical Bs3eSs-
ment findings of patients with:

« hematologic problems

» immunologic problems
Identify and monitor normal and abnormal diagnostic
test results (8.6 FT/INR, PTT, fibrinogen, cBC)
Manage patients receiving medioations {e.g., VIG,
sterolds, chemotherapy) and monitor response
Recognize and manage complications asaociated
with transfusion of blood products
Monitor patient and follow protocols pre-, Intra- and
post-procedure (2. plasmapheresis, axchange
Transfusion, autotransfusion)
Recognize signs and symptoms of hematologic/
immunologic emergencies, initiate interventions and
seel assistance as needed

continuad
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ADULT CCRN TEST PLAN
TESTABLE NURSIN

Neurology

|dentify and monitor normal and abnormat physical
asseesment findings

Regognize and monitor normal and abnormal
neurological diagnostic test results (6.8 1CP, head
CT scan, lumbar puncture}

Recognize Indications far and monitor/manage
patient2 requiring neurclogical monitoring devices
and drains

Manage patients recelving medications (2.
mannitol, hypertonio saline, sedation, neuromuscular
blockade, anticonvulsants) and monitor response

Recognize signs and symptoms of heu rological
emetgenaies (€.6. increased Intracranial pressure,
herniation, decreased LOGC, saizura), initiate
interventions and seek mporopriate consultation
Monitor patient and follow protocols pre-. intra- and
pogt-procedure {e.d.. lCP insertion, lumbar puncture)
Monitor patients and follow protocols for neuro-
BUTEEry

Gastrointestinal

Idantify and monitor normal and abnormal physical
assessment findings
Recognize and monitor normal and abnormal
gastrointestinal diagnostic test results
Recognize indications for and manage patients
requiring gastrointestinal:

» monitoring devices (e intra-apdomingl

compartment pressure)

v drains
Manage patients receiving gastrointestinal medica-
tions and monitor response
Monitor patient and follow protocols, pre- Intra~ and
post-procedure (€.6. EGD, PEG placement)
Recognize indications for and complications of
enteral and parenteral nutrition
Monltor patients and follow protocols for gastro—
intestinal surgery :
Recognize signs and symptoms of emergencies
(e.g., G bieed, ischemic bowel), initlete interventions
and seek assistance 88 needed

Renal

16

Recognize normal and abnormal physical assess-
ment findings

Identify and monitor normal end abnormal diagnostic
tegt results

G ACTIONS
{CONTINUED)

Manage patients raceiving renal medications and
monitor respenge
Recognize indicationa for and manage patients
reguiring renal therapeutic intervention {e.g.. CRRT,
Peritoneal dialysis)
Monitor patienis and follow protocois for:

+ renal surgery

o pre- intra-and post-procedure (e.g.. renal

biopsy, ultrasound)

Recognize signs and symptoms of renal emergen-
cies, initlate interventions and seek assistance as
needed

Maultlsystem

]

Recoghize and monitor normal and abnormal
diagnostic test results (e.g., lab, radiclogy)

Recognize indications for and manage patients
undergoing:

+ conunuous sedation

o procedural sedation

e therapeutic hypothermia

Assess patient's paln

Mangge patlents receiving:
» medications (e.g., pain medications, reversal
agents) and monitor response
« non-pharmacologic methods for pain relief
and monitor response
Recognize signs and gymptoms of multisystern
emergencies (e.i. shock states, trauma), initiate
interventions and seek assistance as needed

Bahavioral/ Psychosoclal
« Recognize normal and sbnormal:

s physical and peychosocial assaessment findings
. developmental assessment findings and
provide developmentally appropriate carg

Recognize the need for and manage patients
requiring restraints
Recogniza indioations for and manage patients
requiring behavioral therapeutio interventions
|dentify and monitor normal and abnormal diagnostic
iest results
Manage patients receiving medicationa (€.8- anti-
psychotics, antidepressants) and monitor response
Recognize signs and symptoms of behavioral/
psychosocial amergencies, initiate interventions and
seck Fssistance as needed

igods/102
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ADULT CCRN SAMPLE EXAM QUESTIONS

A patlent with a recent myocardlal nfarction 4,
suddenly develops a Joud systollc murmur. The
most lkely cause le which of the following?

A. pulmonary embaolism

B. congestive neart failure

C. ruptured papillary muscle

D. inoreased systemic vascular reslstanca

A patient with unstable angina has an 1ABP
Inserted, Hemodynamlcs are:

HR 1438 (sinus tachycardia)
MAP 40 mm Hg

PAOP 25 mm Hg

Cl 1.4 L/min/m*

Which of the followIng should pe Included In thie
patfent's plen of care?

5.

A. checking timing of the IABP, decreasing bailoon
to 1.2 frequency

B. stat schocardiogram, furgsemide (Lasix),
checking timing of the 1ABP

C. dobutamina (Dobutrex), isoproterenol {lsuprel),
12-ead ECG

0. adenosine, stat Hgb and Het, dobutamine
(Dohutrex)

The famlly of a critically il patient wishes to
spend the night, which is contrary to visiting
policy. The purse’s best actlon would be te

A adnere to the visiting policy-
B. allow the family to stay in the room.

C. obtain a motel room near tha hospital where
the family can spend the night.

D. aliow one or two family members to stay, then
avaluate the patient’s response.

A patlent who 1s one day post-gastroplasty has a
suddon onpet of restiessnoess, dyspnoa and chest
paln. His heart rate Is 122, and auscultation of
heart sound reveals an Increased !ntanalty of a
pulmonery $2.The most likaly cause Is

A, asplration pneumonia,

B. a spontanecus pneurnothorax.
C. a pleural effusian.

D. a pulmonary embolus.

The nursing staff I8 reslsting being assigned to a
disruptive patlent. An appropriate regolution
would be to

A. ask the physioian to transfer the patient.
B. rotate the patient assignment among staff.

C. confront the family and demand anh end 10 the
disruptive behavior.

D. hold a nursing team conferenos to discuss
possible altarnatives.

A pationt who Is 72 hours postaporative ropalr of
a ruptured abdominal aortle aneuryam suddenly
hecomes dyspnelc with an Increased resplratory
(ate from 24 to 40. An arterlal blood gas sample
obtalned while the patient is rocelving oxygen at
& L/min via nasat cannula revoals the following
rosults:

pH 7.50
pCo: i
p02 48

A chest x-ray 1s obtalned and a “ground-glass-ilke
appearance” 8 reportod. Auscultation of the
junga reveals basilar crackles that were not
previously present. On the basle of this
Information, the nurée should suspect that the
patient has developed

A. a pulmonary emboius.

B. bacterial pneumnania.

C. chronic obstructive pulmonary dizease,
D. gcute respiratory distress gyndrome.

continued
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ADULY CCRN SAMPLE EXAM QUESTIONS (CONTINUED)

7. Members of the nursiag staff are developing
written patlent education materlals for & group
of patients with dlverse reading abliitlos. It would
be most effective for the staff to

A. dasign individual handouts for each patient.
B. develop @ computer-based aducation sarles.

C. write the materials ata fourth-grade reading
level.

D. limit text and provide color plotures.

8. A postoparatlvo patient hae peen In the unit
for 4 days. He wasé unusually disengaged the
previous day, and today he 18 agltated, thinks
stoff 1 trying to polson him and forgot his wife
was at the bedelde an hour ago Other physlo-
\oglcal factors are ruled out. Pharmaceutical
Interventions would Include which of the
following?

A. midazolem (Versed)
B. haloperidol (Hatdol)
¢. propofol {Diprivan)
D. szartraling {Zoloft)

Answars
1.

2
3.
4.
B.
4]
7

EUOUUUU>D

8,

18
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PEDIATRIC CCRN TEST PLAN

Applles to exams taken on or before October 14, 2015. }:
If testing after the above date, refer to www.certoorp.org > Certification News

1. CLINICAL JUDGMENT (80%) ¢. Endocrine {5%) !

A. Cardlovascular (14%) 1. Acuts hypoglycemia ' E

1. Acute puimonary edemea 2. Diabetes insipidus

. Cardiac surgery (e.2., Norwood, BT shunt, 3. Diabetlc ketogcidosis

TOF repalr, arterial awitch) 4. inborn errors of metabolism I

3, Cardiogenic shock 5. Syndrome of inappropriate gecration of

4. Cardiomyopathies (2.2, hypertrophlc, dilated, antidiuretic hormane (SIADH)

restrictive, idiopathic)
5. Dysrhythmias
&. Heart fallure

D. Hamatology/Immunoiogy (3%)
1. Coagulopathies (e£., [TE DIC, HIT

. 2. Oncologic complications
. 7. Hypovolemlc shock

g, Interventional cardiclogy (€.8., catheterization) E. Naurology (14%)
9, Myocardial conduction system defects 1. Acute spinal cord injury i
10. Structural heart defects {acquired and 2. Brain death {irreversible cessation of whole ;
congenital, including valvular disease} brain funation)
3, Congenital neurological gbnormolities
8. Pulmonary (18%) {e.g., myelomeningocele, encephalocele,

AV malformation)
4. Encephalopathy (e.g., anoxic, hypoxle-

1. Acute lung Injury (e.g., ARDS, RDS)

. | , . S )
2. houte pulm-onary err-xbo us ischemic, metabelic, infectious)
3. Acute respiratory failure 5. Head trauma (e.g., blunt, penetrating, shufl
4. Acute respiratory infactions {e.g., acute fractures)
pneumonia, croup, bronchiolitis) 6. Hydrogephalus
5. Alrleak syndromes (e.g. pneumnathorax, 7. Intracranial hemorrhags/intraventricular
pneumopericardium) hemorrhage (¢.8., subarachnoid, epidural,
6. Asplration (g.2., aspiration pnaumonia, subdural)
foreign-body, meconlum) 8. Neurologic infectious disease (e-£.

7. Asthma, chronia bronchitis congenital, viral, bacteriai)

9. Neuromusaular disorders (e.g., muscular
dystrophy, Guiltain-Barre, myasthenia gravis)

10, Neurosurgery

8. Bronchopulmonary dysplasia

9. Congenital anomalies (&.E. diaphragmatic
nernia, trachecesophageal fistula, choanal

atresia, pulmonary hypoplasia, tracheal 11. Seizure disorders

malacia, tracheal stenosis) 12, Space-ccoupying lesions {e.g., brain wmors)
10. Pulmonary hypertension 13, Spinal fusion
11. Status asthmaticus 14. Stroks (e.£., ischemic, hemorrhagic)

12. Thoracic surgery
13. Thoracic trauma (e.g.. fractured ribs, lung
contusions, tracheal perforation)

pontinued
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PEDIATRIC CCRN TEST PLAN (CONTINUED)

F. Gastrolntestlnal (6%}
1.Acute abdominal trauma
2. Acute Gl hemorrhage

3. Bowel infarct'lon/obstruction/perforat‘ton
(& necrotizing enterocolitls, mesenteric
ischemia, adnesions)

4, Gastroesophageai reflux

5. Gl abnormalities (et cmphalocele,
gastrochisis, volvulus, Hirschaprung’s disease,
malrotation, intussusception)

6. Gl surgeries

7. Hepatic failure/coma (8.8« portal
hypertension. cirrhosis, esophageal varices.
billary atresia)

8. Malnutrition and malabsorption

6. Renal (6%)
1. Acute renal faliure
2. Chronic renal failure

3, Life-threatening electrolyte imbalances

H. Multlsystem (11%)
1. Asphyxia
2. Distributive shock (2.8 anaphylaxis)
3. Hemolytle uremic syndrome
4. Multiorgan dysfunction syndrome {(MOLS)
5. Muitisystem trauma
6. Near-drowning
7. Sepsis/septic shoGk

8, Systemic inflammatery response
gyndrome {SIRS)

9. Toxic ingestions/inhalations (6.g., drug/ alcohol
overdose)

10. Toxin/drug exposure

I\ Behavloral/Psychusoclal (3%)
1, Abuse/negiect
2. Developmental delays

1, Failure o thrive

20

{l. PROFESSIONAL CARING AND ETHICAL PRACTICE
(20%)
A. Advocacy/ Moral Agency (2%)
B. Carlng practices {(4%)
C. Collaboration (4%)
p. Systems Thinking {2%)
E. Rasponso 10 piversity (2%)
F. Clinical Inquiry {2%)
G. Facliitation of Leamning (4%)

Order of content does not necessarlly reflect Importance.
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PEDIATRIC CCRN TEST PLAN
TESTABLE NURSING ACTIONS

cardlovascular » puimonary therapeutic interventians (8.£- i
. ) . airway clearante, intubation, weaning, ?
« |dentify/monitor normal and apnormal physical extubsi;tion) n n ng !
asgessment ﬁndmg? o s respiratory monitoring devices (e.g. SPOz !‘.
+ Apply leads for cardiac monitoring Sv0,, ETCO;) and report values o
+ Identify, interpret and monitor cardiac Yhythms . therapeutic gases {e.g., nitric, heliox, COz) L
. Monitor hemodynamic status and recognize Signs o thoracentesis ,
and symploms of hemodynamic instability . Recognize slgns and symptoms of respiratory i
. Rescognize Indications for and manage patients emergencies, INIBL interventions and seek “
requinng: assistance as neaded .L
. 12-sad ECG « Monitor patient and follow protocols for thoracic 1
» arterial line and ENT surgery i
« cardiac catheterization :
. cardioversion Endocrine i
central venous aocess |

o « Recognize normal and abnormal ph sical a5388E |
gentral venous pressure monitorng g phy s

2 1 i
. defibrilation ment findies _
» PAcatheter + Recogniz® signe _and gymproms of endocring emer-
. cardiosentesis gencies, initiate interventions and soek aesigtance
» SvO,monitoring as needad
» transthoracic pacing » |dentify and monitor normat and apbnormal diagnostic
s lransvenous pacing test results
» Manage and rnonitor patients receiving + Implement treatrment modalities for acute hypo/
cardiovascular medications (e-8- thrombolytics, hyperglycemia (e.g., insulin therapy)
vasoactive agents, platelet Inhibitors, anth- . Monitor patient and follow protocols for surgery
arrhythmic medicationg) and follow protocols for related to the endocrine system
cardiac s - - -
ar |ac‘ ursery . « Manage petients recelving medications and monltor
« Raecognize SlEns and symptoms of cardiovascular raspONse
' emergencies, initiate interventions and seek
agsistance as needed Hematology. /Immunology
pulmonary . Recogl?ize: narmal ar}d abnormal physical assess-
) . . ment findings of patients with:
» ldentfy and monitof normal and abnormal physical . hematologic problems
assessment findings » jmmunologic problems
« Interpret ABGS . |dentify and monitor normel and abnormal diagnostic
. Monitor patient for response to putmonary medica- test results (8.8 PT/ INR, PTT, fibrinogen. CBC)
tions (e.g-, bronchodilators, mucoiytics) . Manage patients recelving medications (¢.8. IV1G.
+ Recognize indications {or and manage patients steraids, chematherapy) and monitor (@sponse
requiing: . Recognize and manags complications associated
o artificial airwsy with transfusion of blood products

o bronchoscopy

» chesttubes

» conventional modes of mechanical ventitation
° hlgh-frequendy mechanical ventilation

« Monitor patient and follow protocols pre- intra-
and post-procedure (&8 plasmapheresis, gxchange
tranafuslon, sutotransfusion)

. non-nvasive positive pressure ventilation (&8 . Recognize signs and symproms of hematologic/
BIPAP, CPAP, high-flow nagal cannula) immunologic smergencies, initiate interventions
. oxygen therapy dalivery devices and seek assistance as neaded

o pravention of complications related 1o

mechanical ventilation (e.g., barotraumas, VAP) continued
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PEDIATRIC CCRN TEST PLAN

TESTABLE NURSING

ACTIONS

(CONTINUED)

Neurology
s+ Identify and monitor normal and abnormal physical
assessment findings

rnonitor normal and abnormal neuro-
ICP, head CT scan,

+ Recognize and
logical diagnostic test results (.8
Jumbar puncture)

« Recognize Indications for and monitar/manage
patients requiring neurologicat monltoring devices
and drains

» Manage patients raceiving medications (9.8.
mannitol, hypertonic saline, sedation. neuro-muscu1ar
blockade, anticon\rulsants) and monitor respense

+ Recognize sighs and symptoms of neurological
emergencies (e.Bu increased intracranial pressure,
herniation, decreased LOG, goizure), initiate interven-
tions and seek appropriate consultation

« Monitor patiant and follow protocols pre- intra- and
post-procedura {e.g., ICP insertion, lumpar puncture}

« Monitor patient and follow protocols for neurosurgery

Gastrolntestlnal

+ Identify and monitor hormal and abnormal physical
assessment findings
+ Recognize and monitor normal and aonormal
gastrointestinal diagnostic test results
+ Recognize inclcations for and manage patients with
gastroimastinal:
+ monitoring devices {(8.8. intra-abdominal
compartment prassure)
» drains
» complications of enteral and parentsral
nutrition
. Manage patients receiving gastrointestinal medica-
yions and monitor response
» Monitor pat"lent and foliow protocols, pre- intra-
and post-procedure (e.g., EGD, PEG placement)
« Monitor patients and follow protocois for gastro-
Intestinal surgsry
« Recognize siEgns and symptoms of emergencles
(e.g., G} bleed, ischemic bowa!), initiate interventions
and seek assistance as needed

Renal
+ Recognize normat and abnormal physical B5SESS-
ment findings
« |dentify and monitar normal and abnormal diagnostic
1est results

22

. Manage patients receiving renal medications and
mMOonitor response
+ Recognize indications for and manage patients
requiring renal therapeutic intervention (2.8~ CRRT,
peritoneal dialysis)
« Monitor patients and follow protocols fori
o renal surgery
o pre- intra- and post-procedure (9.8., renal
biopsy, ultrasound)
.« Reoognize SIgNs and symptoms of renal emergencies,
initiate Interventions and seek assistance as needed

Multlsystem

+ Recognize and monitor normal and abnarmal
diagnostic test results (e.B., 18k, radiology)

« Recognize indications for and manage patients
undsrgoing:
» continuous sedation
o procedural segation
s therapeutic hypothermia
+ Assess patient's pain
+ Manage patients receiving:
» medications (&.E- pain medioations, reversal
agents) and mohitor response
a non—pharmacoiogiu methods for pain relief
and monitor response
« Recognize signs and symptoms of multisystem
emergencies (8.8 ghock states, trauma), initiate
interventions and geck assistance as needed

Behavloral/PsychoaoclaI

+ Heoognize normal and abnormal:
o physical and psychosocial assessmment findings
» devalopmental assessment findings and
provide developmentally appropriate care
+ Recognize the need for and manage patients
requiring restraints
« Recognlze indications for and manage patients
requiring behavioral therapeutic interventions
. |dentify and monitot normal and abnormal diagnostic
test results
+ Manage patients receiving medications (8.&. anti-
psychotics, antldepressants) and monitor response
» Recognize signs and symptoms of behavioral/
paychosocial smergencies, initiate Interventions and
soak assistance 83 needed

gy atLs v+
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PEDIATRIC CCRN SAMPLE EXAM QUESTIONS

Whila carmg for a patlent with salicylate
Intoxication, the critlcal care nurse would
anticipate which of the following 68 & primary
treatmont measure?

A. administration of protaming sulfate
5. administration of giucose

¢. transfusion of pached RBCs

D. replacemsnt of fluid and electrolytes

An adoleacent with the dovelopmental age of

a 4-year-old raqulires placement of a chest tuba.
The best way 10 prepare the pationt For thls
procedure le to

A. ugeshort simple sentences and limit
descriptions t0 concrete axplanalions.

g, show the patient a chest tupe and explain
how it will feel.

¢, explainin detail why @ chest tubs i& needed
and how it WOIKS.

D. tellthe parents what will be done zo they can
explain it their child.

Achildls admitted with a gunshot wound to the
haad, accidentally Inflicted by an older albling.
The parents are gvercome with grief and appear
to bo lgnoring the following statements made by
the older sibling: 1t was an accldent. 1 dldn't
mean to do it 'm sorryl” Which of the following
actions by the nurée would be most approprlate?

A. Discuss the importance of gun safety with the
older sibling while the parents are at the
bedside.

g. Seelk additional suppert for the parents for ways
they can assist the older sibling. '

G, Tall the parents that they need 1o provide
support for the older sibling.

p. Teli the older slbling, “Accidents happen. | Know
you didn't mean to do it.”

9.

Which of the following jaboratory findings s
indicative of the ayndromeo of Inappropriato ADH
pecretion (SIADH)?

A, serum sodiurn 148 mEg/L

g, decreased seTum osmolality

C. blood urea nitrogen {BUN) 28 mg/dl
D. serum potassium 5.1 mEag/L

A 3-year-old 18 admitted to the CU with a 10-hour
history of an acute-onset asthma attack. Initial
assessment veveals the followlIng:

gp  112/76 pH 7.25
160 pCOx 35
RR 48 p0:z 40
T $9.6°F/32°C (oral} HCO= 22

tn this situation, which would the nurse expect
initial treatment to Include?

A administration of NaHCOs

B. fiuld reguscitation

C. racemic epinephrine

D, intubatiod

A z-year-old |s experiencing manlfestations ol
digoxin (Lanoxin) toxicity. BP (8 94/60, caplllary
raflli time 18 2 seconds and the electrocardlo-
gram reveals AV block with a heart rate of 60.
Tho critical care nurse would anticipate which
of the following interventlons?

A. performance of cardioversion
B. adrinistration of Atropine
¢. performance of vasovagsl maneuvers

D. monitoring of HR and rhythm and perfusion
status

continued
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PEDIATRIC CCRN SAMPLE EXAM QUESTIONS (CONTINUED)

7. An adoleacent with aathma l8 readmitted Just
a weokl aftor dlscharge from the hospital. 0n
questloning, the nurse leams that the patient
rofuses to use the lnhalers at gohool. The nurse
should : L

A. tall to the teen ahout long-term consequences
of the disease if the treatment plan is not 1
followed. ‘ I

B. talktothe sohool nurse to find out why they
are not monitoring the medications at schoal.

C. help the parents get up a discipiinary contract ",
with the teen. }

D. arrange for the teen 10 attend an agthma
suppork Eroup-

8. An unconscious g-month-old |8 admitted. The
parent roporis the baby fell off the table during
a dlaper change by an older sibling. What
findings would Indicate further Inqulry of the
hlstory?

A. areddened of brulged area on the skull
8. poorly reactive pupils
C. retinal hemorrage

D. alinegar shull fracture

Answers
i. D
2. A
3. B
4. B
5, D
8 D
7. b
8 C
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Applies to exams taken on of vefore October 14, 2015.
If testing after the above date, refer to www.certcorp.org > Certlfication News

L. CLINICAL JUDGMENT (80%)

A. Carillovascular (10%)
1, Cardiogenic ghock
2, Dysrhythmias
3. Heart failure
4. Hypovoiem'lc shock

5. Structural heart defects (8.8 acquired and
congenital, patent ductus arteriosus)

B. Pulmonary (24%)
1, Agute lung injury {e.8- ARDS, ROS)
9. Acuts respiratory failure

3. Acute respiratory infections (€8 acute
pnieumonia, roup, pronchiolitis)

4. Air-lealt syndromes {e.g. pneumothorax, PIE,
pneumoperica rdiurn)

5. Apnea of prematurity

. Aspiration (-8~ aspiration pneumonia,
foreign-body, meconium)

7. Bronchopuimonary dysplasia

§. Congenital anomalies (e.&n diaphragmaﬁc
hernia, tracheoesophageal fistula, chosnal
atreaia, pulmonsary hypoplasia, tracheal
malacia, tracheal stenosis)

0. Pulmonary hypertension
40. Thoracic surgery
11, Transient tachypnea of the newborn

¢, Endocrine {3%)
1. Inborn errors of metabolism
2, Neonatal hypoglycemia {e.g., \DM, LGA, SGA)

D. Homatology/lmmunology (%)
1. Anemia of prematurity
2. Coagulopathies (e.g- ITP, pIC, HIT}
3, Pathological hyperbilirubinem'la
4. Physiological hyperbilirubinemia

8. Rh incompatibilities, ABO incompetibilities.
hydrops feralls

E. Neutology {10%)

4. Birth injuries (.8 caput suycoadansumy, Er's
paisy, ghoulder dystocia)

2, Bragin death {irreversible cessation of whole
brain function)

3. Congenital neurologles! abnormalities (8-
myelomeningocele, encephalocele, AV
malformation)

4. Encephalopathy (e.g., anoxic, hypoxic-
ischemig, metabolic, infectious)

5. Hydrocephatus

&. Intracranial hemorrhage/intraventricular
hemorrnage (€. gubarachnoid, epidurel,
subdural)

7. Neurologic infectious disease (8.8
congenital, viral, bacterial)

a. Neuromuscular dizorders (.E. muscular
dystrophy, Guillain-Barré)

0, Neurosurgery
10. Seizure disorders

F. @astrointestinal (6%)

1. Bowel infarction/obstruct‘lon/parforation (@.4.
necrotizing enterocolitis, mesenteric igchemia,
adhesions)

2. Gastroasophageal reflux

4. @] abnormalities (eEn omphalocele,
gastrochisie, volvulug, Imperforate anus,
Hirscheprung's disease, malrotation,
intussusception}

4. Gl surgerles
5. Hepatic failure/coma {e.&., biliary atresia)
6. Matnutrition and malabsorption

@, Renal (3%)
1. Acute renal failure
2. Life-threatening electrolyte imbalances

continued
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NEONATAL CCRN TEST PLAN (CONTINUED)

H. Multisystem (10%)
1. Asphyxia :
2, Lifathreatening matermnal-fatal complications I: .
(e.g., eclampsia, HELLP syndrome, maternal- ¥
fotal transfusion, abruption placenta, placenta =
previa) B
3. Low birth weight/prematurity

4. Multiorgan dysfunction syndrome (MODS) |
|
5. Sepsis/septic shock

6. Toxin/drug exposure \

b Behavloral/Psychoseclal {T%) |
1. Abuse/neglect
2, Developmental delays _ }
3, Failure to thrive |

4. Substance dependence {e.E.. withdrawal,
maternal alcohol or drug dapendence)

B. Stress in extremely low birth-weight infants

Ii. PROFESSIONAL CARING AND ETHICAL PRACTICE (20%)

A. Advocacy/Moral Agency {3%)
B. Carlng Practices {4%)

C. Collaboratlon (4%)

D. Systoma Thinking (2%)

E. Response fo Diversity (2%)

F. Clinlcal nquiry (2%)

. Facliftation of Learning {3%)

The sum of thase percentages is not 100 due to rounding.

Order of content does not necassarlly reflect importance.

26



19/02/2015 FRT 1%2: 21

FAY 9604307473 Generatlions will admin

Qo5e/103

NEONATAL CCRN TEST PLAN

TESTABLE NURSING ACT {ONS

Cardlovascular

o lgentify/monitor normal and abnorma physical
assessment findings

+ Apply leads for ca rdime monitoring
s Identify, interpret and moniter cardiac rythims

+ Monitor hemodynamic status and recognize Signs
and symptoms of hamodynamic instability

» Recognize indications for and manage patients
requiring:
« 12.ead ECG
o arterial line
» cardlac catheterization
+ cardiocerntesis
o cardioversion
. central venous access
+ central verious pressurs monitonng
¢ defibrillation
o PAcathetef
¢ Sv02 monitoring
. transthoracic pacing
o trangvenous pacing
« Manage patients receiving cardiovagcular medica-
tions (e.g., thrombolytics, vasoactive agents. platelet
inhibitors, anti-arrhythmic medications)

« Monitor patients and follow protocols for cardiac
surgery

+ Recognize signs and symptoms of cardiovascular
emergencles, Initlate Interventions and seek
assistance as nesded

« Hecognize normal fetal ciroulation and transition
to extra-utering Iife

« Recognize indications for and manage petients
requiring umbilical line

Pulmonary

+ |dertify and monitor normal and abnormat physical
gasessment findings

o Interpret ABGS

» Monitor patient for responze 10 pulmonary medica-
tions (&.g., bronchod!ators, mucolytics)

« Recognize indications for and manage patients
requiting:

» artificial airway

o bronchoscopy

¢ chesttubes

. conventional modes of mechanical ventilation

o high-frequency mechanical ventilation

» non-invasive positive pressure ventilation (@.£.
BIPAP, CPAP, high-fiow nasal cannuia)

o oxygen therapy delivery devices
s prevention of complications related to
mechanical ventilation (8.g- parotraumas, VAF)
+ pulmonary therapeutic interventions (&.8.
airway clearance, intubation, weaning,
extubation)
o respiratory monitoring devices (8.8« SPO;,
$v0,, ETCOz ) and report valugs
o« therapeutic gases (.8 nitrie, heliox, CO2)
o tharacentesis
» Recognize signs and symptoms of respiratory emer-
gencles, inltiate interventions and seek assistance
as needed
« Monitor patient and follow protocols for thoracic and
ENT surgery

Endocrlne

+ Recognize normal and abnormal physical 2ssess-
ment findings

« Recognize slgns and symptoms of endocrine emer-
gencies, initiate interventions and seek assistance
as needed

« |dentify and monitor normal and abnormal diggnostic
1est results

+ Implement treatment modatities for acute hypo/
hyperglycemia (€-8. insulin therapy)

« Monitor patient and follow protocols for sUrgery
related to the endocrine system

« Manage patients recelving medications and monitor
rezponss

Hamatology/Immunology

» Recognize normal and abnorma! physical assess-
ment findings of patients with hematoiogic probiems

» Recognize normal and abnormal physical assess-
ment findings of patients with immunologic problems

+ Identify and monilof normai and abnormsl diggnostic
test results (@.£. PT/INR, PTT, fibrinogen, cec)

« Manage patients receiving medications (2.8., VIG,
steroids, chemotherapy) and monitor response

» Recognize and Manage complicatlons associated
with transfusion of blood produsts

« Monitor patient and follow protocols pre- intra- and
post-procedure (8.8 plasmepheresis, axchangs
transfusion, autotransfusion)

» Recognize signs and symptoms of hematologic/
immunologic emargencies, initiste Interventions,
and seelk assistance as needsd

continuad
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NEONATAL cCRN TEST PLAN
YESTABLE NURSING ACTIONS
(CONTINUED)

Nourology . Identify and monitor normal ana apnormal diagnostic o
test results .

. Manage patients receiving renal medications and o
monitor response i

» Identify snd rmonitor normal and abnormal physical
assessment findings

» Recognize and monitor normal and abnormal S . _
neurological diagnostic test results {e.g. ICP. head . Recognize indications for and manage patients i
T scan, lumbar puncture) reguiring renal therapeutic \ntarvention (&.&. CRRT,

» Recoghize indications fof and monitor/manage peritoneal dialysis) |

patients requiriag neurological monitoring devices = Monitor patients and follow protocols for: !
and drains o renal surgery
o pre-, intra- and post-procedure (e rensl \

« Manage patients receiving medications (&£ biopay, UtrB5OUN A
]

rrannitol, hypertonic saling, sedation, NSUromuis~

cular blockade, anticonvuisarits) and monitor . Recognize signs and symptoms of renal emer-
response genoies, initiate interventions and seek assistance
« Recogni ; as needed
gnize sIgNs and symptoms of naurological
emergencies (@& increased intracranial pressure, « Monitor patient and follow protacols pre- intra-
hemniation, decreased LOC, seizure), initiate inter- and post-procadure (8. renal biopsy, ultrasound)
ventions and seek appropriate consultation
« Menitor patient and follow protocols prées intra- Multisystem
and post-procedure {e.g., ICP insertion, lumbar « Recoghize and monitor normal and abnormal
puncture} diagnostic test results (2.2 iab, radiology)
« Monitor patients and follow protocols for neuro- + Recognize indications for and manage patients
surgery undergoing: '
o continuous sadation
Gastrolntestlnal o procedural sedation

« ldentify and monitor normal and abnormal physical > therapsutic hypotherrnla
assessment findings . Assess patient's pain:
» rnanage patients receiving medications {&&n
pain medications, reversal agents) and
monitor responsa

. Recognize and monitor normal and abnormal
gastrolntestlnat diagnostic test resu Its

. Recognize indications for and manage patients , manage patients receiving non-pharmacologic
requiring gastroint'estina'. monitoring devices methods far pain rellef and monitor response
(-8 Im:'ra-‘abdom}nal compartment press?ra) « Recognize signs and symptoms of multisystem

' Recogmza mdiccjutions.for and manage patients emergenaies (e shock states, trauma), initiate

requiring gastromtestmal drains interventions and seek assistance a8 needed

. i\{lanage patients receiving gastrointestinl medica . Recognize indications for and managse patients

tjons and manitor responas undergoing neonatal skin care for low birth weight

+ Monitor patient and follow protoco!s for: infants

» pre- intra- and post—procedure (s-g. EGD:
PEG placement) Behavloral/?sychosoclal
o gastrointestinal Surgsty . Recognize normal end abnormal:

» Recoghize indlcations for and complications of o physical and pSYChOSOC\B‘ assassment

enteral and parenteral nutrition findings

« Recoghnize signs and symptoms of emergenoies . developmental assessment findings and

(e.g., Gl bleed, ischemic powel), initiate interventions provide developmentally appropriate care
and seek agsistance as needed . Recognize the need for and manage patients

requirlng restraints

Rena N .

nal . Recognize indications for and manage patients

» Recognize normal and gbnormal physical assess- requiring behavioral therapeutic interventions
ment findings
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NEONATAL CCRN SAMPLE

After application of a warm saline-soakod gauzo 4,
dressing to an Infant’s abdominal wall defect, the

muost effective meothaod fof preventing evaporative

heat loss 18 to

A. place the infantina warmed isolette.

B. place the infant under @ radiant heat SOUrce.
c. moistan the gauze dressing every 30 minutes.
D. covel the gauze dressing with plastic.

An Infant has just peon Intubated for rasphratory
fallure due to resplratory dlotress syndrome
(RDS). The Infant’s breath gounds are heard on
the rlght slde but not on the 1eft. Which of the
following Interventions would be most
ﬂpproprlate? _

A. leave the tube in position and increase bag
pressure

B. advance the tube until preath sounds are heard
bilaterally : 5.

C. withdraw the tube until preath sounds are haard
pliatarally

D. remove the tube and re-intubate

A preterm Intant with necrotizing onterocoliils
and resultant bawel perfovation has returnad
from the operating room with an lleostomy. The
first step In management of the ostomy should
Include

A contacting the dietitian for recommendationsa
yegarding easily digested formula.

B. contacting the anterostomal nurss {o provide a 6.
pattern for the ostomy appliance.

C. applying & dry sterile drassing over the ostormy.

D, ciinl-testing stool to determing degree of
malabsorption.

475 ganerakions will admin vy~

EXAM QUESTIONS

An Infant at Sﬁawaakn-gaatatlon Is born via
cosarean sectlon. At 4 hours of age, heart rate
}s 155 and resplratery rate |s at 60. Physlcal
assesament reveals grunting, mild ratractions
and nasal flaring. A cheat x-ray reveals parhliar
streaking bliaterally. The followlng arterial blood
gas (ABG) results are obtalned:

pH 7.40
pCO0a 36
POz 40
HCOa 22

Appropriate management of this patlent would
conslst of

A. intubation and mechanical ventilation.
B. surfactant replacement therapy.
C. chasttubeinsertion.

D. oxygen adminigtration via hood.

A maating is planned to discuaa the parents’
athlcal concerns regarding life support
Intervontlons for thelr neonate With Trisomy 18.
The nurse's rolo would bo to

A. assist the parents in articulating their guestions
and concerns.

8. provide legal information regarding end-of-life
decisions.

C. describe reasons for the infant’'s poor prognosis.

D. inform the parents that the gosl of the meeting
is to obtain & DNR order-

An Infant with documented hypoglycemia 1s being
gtarted on @ continuous dextrose Infuslon
following a bolus Injection of glucose. An
appropriate rete of dexirose Infusion would ke

A 1-3 mg/kg/min.
B, 4-8 me/ke/min.
C. 9- 12 mg/kg/min.
D. 43- 16 mg/kg/min.

continued
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NEONATAL CCRN SAMPLE EXAM QUESTIONS (CONTINUED)

An Infant with Jsometrlc hydrops 18 dellverod 9.
at 28-weeka-gestation by coparean soctlon.
Which of the following Interventions ghould be
antlcipated In the Inittal management of this
Infant?
A. agministration of sodium polystyrene sulfonate
(Kayexalale)
B. placement of an umbilical venous catheter and
slow push of O-positive whole blood

C. thoracantesis and/or paracent&sis
D. a gifficu't intubation

The followlng resuits were obtained from 8
cerebrospinal fluld (CSF) sample obtained by
Jumbar puncture:

40 WBC/mm

65% polymorphonuclear cells
Glucose 50 mg/dl '

Proteln 165 mg/dl

Bacteria shown by Gram-stalning

On the basis of thase resuits, tha most
appropriate additional study would Include

A. drawing blood for sedimentation rate.

B. obtgining gurface cultures.

C. continuing monltorng without intervention.
D. obtaining blood and urine cultures.

The mother of an Infant with severe PPHN would
like to hold her infant. The Infant’s oxygen
saturation 18 a8% to B2% at rest and maean blood
pressure 18 28.Tha nurse’s best rosponse would
be (o

A. explain signs and symptoms that demonstraté
instability of the infant.

B. assistthe mother in holding the infant skin-to-
skin.

C. ancourags the mothar to 1alk to the infant.

D. show the mother how o provide gentle infant
massage

Lab tests from the mothet of a neonate roveal
the presence of cocalno. The baby domonstrates
lrritablilty, hypewtonlclty and sleep diaturbances.
Nursing care for the neonate should Includa

A, swadding and periods of undisturbed resl.

. removal of parentsl rights and designation of a
guardian.

C, encouragement of breast feeding and increased
frequency of feedings.

D. mechanical ventilation and sedation.

Answors
1.0
2.C
3.8
4.D
5. A
8. B
7.C
8.D
9. A
A

40.
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CORPORATION i

CCRN EXAM APPLICATION .

1. REGISTRATION INFORMATION PLEASE PRINT CLEARLY. PROCESSING WILL BE DELAYED IF (NCOMPLETE OR NOT LEGIBLE. " :
LEGAL NAME AS IT APPEARS ON YOUR GOVERNMENTASSUED ID CARD IS REQUIRED FOR EXAM,

AACN CUSTOMER: RN/APRN LICENSE: ‘
Number Exp. Date Number State Exp. Dats i

LEGAL NAME! ‘.
Lest, Flrst. Mi Malden i

HOME ADDRESS! i
Cly Hate 7 ;

EMAIL: HOME PHONE! ‘

RUSINESS PHONE:

EMPLOYER NAME;

E£MPLOYER ADDRESE:

Ciy Cats Fad

2. AACN MEMBERSHIP
1 would also iike 10 join/renew/extend my AACN mambership at this time and select member pricing for my exam fees:

{check one box ohly)

0 1-year AACN membership........,........................,.....,...............,.........$78
[ 2-year AACN membership.ewee $:1.48
[ 3-year AACN AETIOETSNID.crramrressss e samereeset I $200

AACN mambership inciudes nonrefundatie $12 and $156 ona-year subscriptions to Crital Care Nurse® and the American Journal of Critical
Care®, fespactivaly. AACN dues are net deductible a3 charitabie goritributions for 1ax purposes, but may be deducted 85 & bUSINGss 5Xpanse
in keaping with Internal Revenue Service regulations.

wWiomher exam fee {5225) + 1-year Membership ($78) = Savinge of 527 over Noamember fes Membership Fee:

s

3. EXAM FOR WHICH YOU ARE APPLYING
[J CCRN Adult 1 cCRN Pedlattlc [ CCRN Neonata

Inftlal Exam Fe¢ Rotest Fea
e

[ Check this bon if you've attached B request and supporting documentation for special esting aceommodatians,

| (check one box only) "

Exam Fea:

- S

=

Total Paymoent:

& —

4. PAYMENT INFORMATION - application must be accompanied by payment
[ Check or money order attached - payable t© AACN Certiftcation Corporation, U.S. funds only.
Bill my credit card Dvisa 0O MasterCerd [} American Express 0 Discover Card

Name on Card ) Signature

Amount Bilisd & Addirees of Payor (T diffsrant than applicant) //’——

7 Floase do not Inciude my name an fists 2old to other organizetions.
Plesse complete pages 2 & 3 of application.

APCCHF Thig application form may be phctocopied and ig algo available onine at WWW.0ercorLore. aeust208 37



16/02/2015 FRI 12:23 FbhX 8604501475 Geneyations will Admin h I

AACN zofd
CERTIFICATION ,
CORPORAT!ON |
CCRN EXAM APPLICATION |
PRINTED LEGAL NAME AACN #

5. DEMOGRAPHIO INFORMATION _ (e
Check one boX in @ach category. {nformation used for statistical purposes and may he used in eligibility determination. i

Peimary Area Employad {J subacuts Gare {28) 3 Technician (21) [} Home Heatth {13) i
O Aoute Hemodizlysis unit (21) O Surglcal 1SV {07 ] Urit Coordinataf (22) [ LongsTarm Acute Cure HoBp. (16) ‘
01 Buen Unit (13) 0 Telg 10U {37) 0 Ot - specily below E] Milivary/Govarnmant Hospital (04} :
T Cardlas Rehabliitation (36) L1 Telematry {20) 9 on-Academic Teaching Moap. {14) ‘|
1 cardiac gurgeny/OR L) () Traume Unit (14} e {99) O RG?I‘SEU! (10 4109 ,
Tl cardiovapcwiar/Surgleal 16U {09) {1 Other - apesify below & g?arte rl:pmigal (ge) :
[] Cathetarization Lab (22y Highest Nuslng Dogree 1 Travel b?:r';a (3?5} )
O} Gombmad AduiPad. 1CU (23} e (©9)  [] Aeaclate’s Dagree T urivetsity Mod. O (03) ‘,
{1 Combined 1GU/CCU (03) £1 Buahelor's Degres 1 Owher - speclfy beiow |
O Goronary Gare Uait 03 primary Povitlon Held {1 Digloma ;
) Gorporate Industsy {28 DO Acedamic Faculty 197)  Dostorato ——— (55)
|['_:jl crig, Care TranapotU/Elgnt {17} gmmte Cara Nurge Eraatitloner (09} [ master's Degiea

Oirect Observation Uit {39) podsida/Staff Nuree {30 -
oy DepX. 2 ] oase Mamogsr (39) Ethnicity Number of Bads In Inatituklon:
[ Genorsl Mad/SUrg. PFloor (18) ) Charge Nurse (4% O Afilean Ametlcen 02
i Home Care (28) T Chinlo Nugse (40) O Agian (05) -
(1 Intenaive Care Unit {02) T Glintoat Coorainator (44 3 Hispanie (02)
Ol intarvantional Cardiology {31} ) Climicpt Direaker (Qd) [ Native Amarican 104) Youre of Experience In NUrGIng:
[ LongTorm Acula Care 27 [ Ciinlsat Nureé apesisilat (08) T PacHic tstander (08)
T Madlcal Cariology (34) {1 Corporate/industry (a4 ] white/Non-Hispania k)
[D] madica! IGU (04) El]Hoauiml Adminiatrator (38) 1 Other - speclly below

Magical Surgical gy (35) Interniat {37}
) Weonatal 1CV 08 3 Logal Nutse Consultant (47) {99) m‘:::]:::: tence tn Acule/ Grlttcal
[m} Neum./Neumaurg]nal 1cY (10} 0 managet (03}
[ Oneciogy Unlt (18) ) Nyrse Anasthelist 02} Primary Typs of Faalilty In Whish
[} Operaling Room (15) T Wurse Eguoator (46) Employed i e——— T
[J Cutpalient olinic (29) £l Nurge Midwlfe (13) =] cgnag,elunwerslw 08)
O pediatrie ICU (05} [l Nurea Practitional {06) ] Community Hospltal (Nonprofit} (oL} Date of Blrth: {mm/od/yy)
[J Privats Practica 38 £ Qutgomes Managar (42) I Communlty Hospital {Profit 02
] Pl'ogfeSﬂNe Gare Unil {18) a Phyaician uﬁ) ] Camgram/mdumry {11
i Racovery Roem/PAGY {14) () Physician Armigtant {17} T Gounty Hospital (07)
£ Respiratory 1CU (08) 1 Reasarcher (18) [ Feders! Hospital (o9
[ atepdewn Unit (39) T3 Rasplratory Therapist (18) 3 HpdosMansged Core (12) Qender: [} Female [ Male

6. HONOR STATEMENT - 3rd pagle of appllcation to be submitted with this form
Complete the Honot Statement on page 39.

7. SUBMIT APPLICATION
Attach Honor gratement 10 this appilcation and submlt with payment 10!

AACN Certification Corporation
4101 Columbia
Aliso Viejo, CA 92856-4109

or fax to: (949) 3622020
pO NOT mali AND fax your appfication - please choose only ONE method.

NOTE: Allow 2 to 3 weeks from the date recelved by AACN Certification Corporation {ar applicatien processing.

Questions? Please visit www.certaofp.org, emall oertcorp@aacn.org or esif us at (800} RQ99-2226.

Please complete page 3 of applicatian (honor statement).

38 pid you include your signed honar statement and fee payment? MIGJST 2016
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CERTIFICATION
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OROGESSING WILL BE DELAVED IF {NCOMPLETE OR NOT LEGIBLE, I
PLEASE PRINT QLEARLY.

NAME: AACN CUSTOMER #: v

Lagt Flrst il -

| herely apply for the CCRN certification exam. Submiasion of this application indicates | have read and understand the exam !
policles and eligibility requirements a5 documented in the CCRN Exam Handbook and the Certification Exem Policy Handbaok.

LICENSURE:! | pozsess 8 current ynencumbered .5 Ry or APRN licenze. My (state) |
nursing license (number) ie due to expire {date). |
An unenoumbered llcenae 1z not currently being subjected 10 formal discipline by any state board of putsing and has no
provigions 07 conditions that limit Tny practice in any way. | understand that | must notify AACN Certification Gorporation

within 30 days if any disciptinary action i taken against my RN or APRN llcense in the future.

PRACTICE: | have fulfiled one of the following clinioal practice raquirement oplions:
+ Practice asanb RN or APRN for 1,750 hours In direct bedalde care of acutely/critically ill patients during the past 2 years,
with 875 of those hours accrued in the most recant year preceding appiication.
OR

» Practice as an AN or APRN for at |east b years with a minimum of 2,000 hours in direct bedside careé of acutely/critically
W patlents, with 144 of those hours accrued In the most recent year preceding application.
These clinical hours were in direct care of the following acutely/eritically ill patient population:

O Adult pediatric O Neonatal (check one box only)

Hours were completed ina U.5-based or Canada-hased facility orin a facility determined to be com parahle to the us.
standard of gcute/critical care nursing practice as gvidenced by Magnat Status of Joint Commission International
accreditation.

PRACTICE VERIFICATION: Following 1 the contact information for my clinical supervisor or a professional colleague (RN or
physician) who can verify thet { have met the clinical hiour eligibility requirements'.

FACILITY NAME:

VERIFIER'S NAME:
Last Firat

VERIFIER'S PHONE NUMBER: VERIFIER'S EMAIL ADDRESE:
You may not fist yaurself or a relative as your veritier.

AUDIT: | understand that my certification application i subject to audit, and failure 1o respond 10 OF pass an audit will resuit
in revocation of certification.

ETHICS: | understand the importance of ethical standards and agree to actina manner congruent with the ANA Code of
Ethics for Nurses.

NON-DISCLOSU RE OF EXAM CONTENT: Submlgsion of this application indlcates my agreement 0 keep the contents of
the cxam confidential and oot disclose or discuss specific exam content with anyene except AACN Certification Corporation.
Par AACN Certification Corporation policy, sharing of exam content 15 cause for revoaation of certifioation.

To the best of my knowledge, the information contained In this application i8 accurate and submitied in good faith. My
signature below indlicates | have read this honor statement and meet the eligibility requirements as outlined.

Appiicantd Signatures Dnte:
38

AUGUST 2045 This form may be photocopled and is also avaiiabie online at Www,Cercerp.org.
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MISSION

AACN Certification Corporation contributes to consumer health and safety through : P
comprehensive credentialing of nurses to cnsure their practice is consistent with established
standards of excellence in caring for acutely and critically ill paticnts and their families. .

VISION

As the undisputed leader in credentialing nurses, AACN Certification Corporation has
demonstrated that certification contributes to achieving optimal outcomes that are consistent
with the goals and values of acutely and critically ill patients and their famlies,

VALUES

As the Corporation works to advance its mission and vision and fulfill its purpose and inherent
obligation to ensure the health and well-being of patients experiencing acute and critical illness,
the Corporation is guided by a set of deeply rooted values. i

o Providing leadership to bring all stakeholders together to create and foster cultures of
excellence and innovation.

o  Acting with integrity and upholding ethical values and principles in all relationships |
and in the provision of sound, fair and defensible credentialing programs.

e Committing to excellence in credentialing programs by striving to exceed industry !
standards and expectations.

¢ Promoting leading edge, research-based credentialing programs that reach diverse :
certificants. ‘

o Demonstrating stewardship through fair and responsible management of resources !
and cost-effective business processes.

ETHICS

AACN and AACN Certification Corporation consider the American Nurses Association
(ANA) Code of Ethics for Nurses foundational for nursing practice, providing a framework for
making ethical decisions and fulfilling responsibilities to the public, colleagues and the
profession. AACN Certification Corporation’s mission of public protection supports a standard
of excellence that certified nurses have a responsibility to read, understand and act in a manner
congruent with the ANA Code of Ethics for Nuxses.

The following AACN Certification Corporation progroms have been accredited by the Natlonal Commission
for Certifying Agencies (NCCA). the acereditation arm of the Institute for Credentialing Excellence (ICE);

CCRN® (Adult) PCCN® ACNPC-AG®

CCRN® (Pediatric) cMmc® ACCNS-AG®
CCRN® (Neonatal) csc® ACCNS-P®
Ny, CCRN-E™ (Adult) ACCNS-N®

4ecaconen ¢

Our advanced practice certification programs, ACCNS-AG, ACCNS-P, ACCNS-N and ACNPC-AG, meet the
National Council of State Boards of Nursing (NCSEN) criteria Jor APRN certification programs.
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AACN

CERTIFICATION
CORPORATION

Certification Organlzation for the Amerjcan Assoclation of Critical-Care Nurses

PCCN EXAM HANDBOOK

Progressive Care Nursing Certlification - Aduit

As healthcare becomes increasingly complex and challenging, certification has amerged as a mark of excelience showing
patients, employers and the public that a nurse is qualified and competent, and has metthe FEOrous requirements 10
achieve specialty and/or subspecialty certification.

AACN Certification Corporation programs were created to protect healthcare consumers by validating the knowladge of
nurses who care for the gcutely and critically . We are pleased 1© provide you with this handbook with information about
our programs and how 1o apply for and take the PCCN gertification exams. !

Today, more than 90,000 practicing nurses hold one or more of these certifications from AACN Certification Corporation:

Speclalty Certificatlons
CCRN® is for nuraes providing direct bedside care acutely and/or critically ill adult, pediatric of neonatal patients.
CCRN-E™ |3 for nurées working in a 1ele4CU monitoring aoutely and/or criticatly il adult patients from @ ramaote location.

CCRN-K™ is for nurses whose non-bedside practice influences patients, nurses and/or organizations t0 have & positive
impact on acutely andyor critioalty il adult, pediatric or hecnatal patients.

PCCN® is for progressive care nurses providing direct bedside care to acutsly il aduit patients.
CNML is for nurse managers and |eaders; offered in partnership with AONE (American Organization of Nurse Executives)
Credentialing Center.

Subspecialty Certifications
eMCe® is for certified nurses providing, direct bedside care 10 acutely and/or critically I adult cardiac patients.

C5C? is for certified nurses providing direct bedside care 1© acutely and/of critically T aduit patignts during the first
48 hours after cardiac surgery.

Advanced Practicé Consensus Model-Based Certifications
ACNPC-AG® s for the adult-gerontology acute care nurae practitioner educated atthe graduate level,
The ACCNS credentials are for clinical nurse specialists educated at the graduate level to provide cara across the
continuum frorm weliness through acute care:
ACCNS-AG® is for the adultgerontology clinical nurse gpecialist.
ACCNS-P? is for the pediatric clinical nurse specialist.
ACCNS-N® is for the neonatal clinical nursa specialist.

Advanced Practice Certitlgations
With implementation of the Congensus Modei in 2015, ACNPC and CCNS are available as renewal options only:
ACNPC?® Ig for acute care purse practitioners educated to provide care 1o adult patients.
CONS? is for acute/critical care clinical care gpecialists educated o provide caré to adult, pediatric oF neonatal patients.
We continually seelcto provide quality certification programs that meet the changing needs of nUrees and patients.

Please visit www.certcorp.org > Documents and Handbooks, or call {BGO) R09.2226 for more \nformation about the
above certifications.

Thank you for your sommitment to patiants and their families and to beceming certified.

FEBRUARY 2015
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PCCN

Please direct inquiries 1o

AACN Certiflcation Corporation, 101 Columbla, Aliso Viejo, CA 92656-4109
(800} g99.2226 * Fax:(949) 362-2020 * ceitcorp@aacn.org

Blease include your AACN customer number with all corresponderica to AACN Cartification Corporation,
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pPCCNe [s 2 apeclalty cartitication for nurses who provide care for aoutely i adult patients,

regardiess of the goographic tocation of thely nursing caré- specialty nuraes Interested in this
gertification may work In such arens 09 Intermedlate care unite; direct obaervation units;

stepdown unlte! tolemetry units; transitional care units; of gmergency departments.
CONTENTS

. eston PIOGEaM e L m———— T A
I .. .
Appl'lcation ———— e ———e &
Application Process ....................................................... 7
Certification I ——— e ———— 89
AACN Synergy Model for Patient CALE o T ...11—12
Test Plan ................................................................ 13-16
gample QUESTIONS wree L m——————— 17
Examnm I —— L ——————— T 19
AACN Products or PCCN Exam Praparation S 20
Forme

PCCN Exam Application (1t and and pages of 3-page application) 21—22
PCCN Exam Honor Statement {3rd page of 3-page appllcation) e —————— T 23

Documents and Handbooks:

, « AACN Certfication Programs « Duplicate Score Reports
| + Name and Address Changes « Recognition of Certification
. Confidentiality of Exam Application Status + Use of Credentials
. Testing Site information « Denial of Certification
« Exam Scheduling and Canceltation « Revocation of Certification
. On the Day of Your Exam + Review and Appeal of Certification Eligibility

The following informatian can pe found in the Certificatian Exam policy Handbook onling at WWW.CEILCorp.org =
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PCCN CERTIFICATION PROGRAM

pefinltion

Progressive Care Certified Nurse {PCCN) certification validates your knowledge of nursing of acutely i\l adult patients o
in your specialty area to hospitals, peers, patients and, most importanty. 10 yourself. PCCN certification promotes v
continuing exoellence R progressive care nursing. AACN recognizes progressive care as part of the continuum of ‘
critical cave. i

PCCN® Reglstored service Mark |
PCCN s a registered gervice mark and denotes certification in progressive care nursing as granted by AACN

Certification Corporation. Registerad nurses who have not achieved PCCN certificatian statug. whose PCCN status |
has lapsed, of who have chosen nactiva status are not authorized to use the PCCN credential.

valldated Knowledge and gpecialized Skills

Each PCCN certification exam is based on d study of practice, also known s @ job analysis. The most recent study,
completed in 2012, defines the dimensiona of acute cora practice, identifying what is required of registered nureas !
providing cereé to acutely il patients.

In the study, acule and critical care nurses across the United States were surveyed 10 ascertain the significance of
the various elements of their practice. Through an axtensive review and evaluation process, the knowledge, skills and
abilities crucial 10 progressive care nursing were defined using the AACN Synatgy Model! for Patient Care as an
organizing framawork. The PCCN certification exam Is based on these skills and abilities and the knowiedge required
1o petform them:

pCCN cartification 18 achieved by those progressive care nurges who pass the PCCN exam in adult progressive care
nursing. PCCN certification denotes 1o the public those practitioners who possess & distinct and ¢clearly defined body
of knowledge called progresslve care nursing.

PCCN Exam Contents

The PCCN exam s 2 F-and-ya-hour test consisting of 125 multiple-choice jtems. Of the 125 items, 100 are scored and
25 are used 10 gather statistica! data on jtem performance for future exams. Please refer 1o the PCCN Test Plan for
detalled content information. The pCCN exam foouses On adult patient populations only.

PCCN Test Plan

The content of the PCCN exam i8 described in the 1gst plan inclugded In this handoook. candidates are tmsted on @
variety of patient care problems that are organized undst major categories. Please note the percentage of the PCCN
axam devoted to each category.
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PCCN EXAM ELIGIBILITY

Licensure
Current unencumbered licensure as an RN or APRN in the United States is required.
+ An unencumbered iicense is not currently being subjected to formai discipline by any state board of nursing
and has no provisions of conditions that limit the nurse's practice in any way.
« |f randomly selscted for audit, you will be agked to provide @ cOpY of your RN or APRN licanse.

+ Candidates and PCCN-certified nurses must notify AACN Certification Corporation within 30 days If any
rastriction is placed on their RN or APRN licansge.

Practice
Candidates must meet one of the following clinical practice requirement options:
« Practice as an RN or APRN for 1,750 hours in direct bedside care of acutely il aduit patients during the
previous 2 years, with 875 of those hours acerued in the most recent year preceding application.
OR

« Practice as an RN or APRN for at least 5 years with a rrinimum of 2,000 hours In direct bedside care of
acutely ill adult patients, with 144 of thosa hours accrued In the most recent year preceding application.

Orientation hours spent shadowing/working with anather nurse who |8 the ane with the patient assignment cannot be
countad toward olinical houra fof PCCN eligibllity; however, orientation hours during which you are the assigned nurse
providing direct bedside care to acutely il adult patients may be counted.

Clinica! practice hours for the PCCN exam and renewal eligibility must be completed in a U.S.-based or Canada-based
facllity or in a focility determined to be comparable to the U.S. standard of acute/critical care nursing practice ag
evidenced by Magnet Status or Joint Commission international accreditation,

Nurses cerving as manager, educator (in-service ar academic), APRN or preceptar may apply thelr hours spent
supervising nursing students or NUrses at the bedside.

+ Nurges in these roles must be actively involved in caring for patients at the bedslde; for example, performing
a procedure or supervising a new employee or studsnt nurse performing & procedure.

Practice Verlflcation
The name and contact information of a professional associate must be given for verification of sligibility related to
clinical practice hours. |f you are randomly selected for audit, this assooiate will need to verify in writing that you have
met the clinical hour requirernents.
v A professional associate is defined as either your olinical supervisor or & colleague (RN or physician) with
whom you work.

" AACN Certification Corporation may adopt additional eligibility reguirernents at Itz sole discretion. Any such require-

ments will be designed to establish, for the purposes of PCCN certification, the adequacy of a candidate's knowledge
in caring for the acutely iil,
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payabie in U.S. funds. Fees are subject to change without notice. A $19 fee will be charged for a returned check.
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APPLICATION FEES

PCCN Computer—Based Exam

AACN Members $175
NOnMEmbers %275
PCCN Retest

AACN Mermbers $135

Nahmambaes 218
PCCN Renewal by Exam

AACN MembsTts $1356

N
Nonmembars $215

ng discounts afe available for groups of 10 or more candidates submitting their AACN
lications in the same envelope. Employers may pre-purchase exam vouchers at a further

For details abouwt the group and bulk discount programs, visit www.certcorp.org > General Information or call

(800) 899-2226.

W'

LIS

- v




SR I
FAX 36045074753 Generatio

14/02/2015 FRI 12: 24 ng Wil

AACN Certification Corporation

ONLINE APPLICATION PROCESS

recommends that you be ready

il

1 Admin

to test hefore applying for the PCCN exam.

PAPER APPLICATION PROCESS

» Ragister online for computer-based teating at
Www.0ertcorp.org = Apply Online
» Before you get started, have available the following:
RN or APRN license number and expiration date
Name, address, phone and email address of Your
clinical supervigor or 8 professional colleague (RN
or physician) who can verify yout practice eligibility
Cradit card (Visa, MasterCard, Discover of
American Express)

» Same day procaessing

) Paper applleatlon.
with a group, for paper and pencil exama
testing outside the U.S.

» Complete the application on pages 21-22 and
honor statement on page 23

Fill in all requested Information, Including that for your

RN or APRN license

» Include application feo

. Crodit card, check or money order

» Allow 2-3 weeks fot processing

s are required for those applying
and for

078/103

/

Use your jcgal name 0
This name must match photo iden
and will be the name printe

n the application.
tiflcatlon used for exam entry

d on your certificate.

1. Recelve notlce of processed appllcation
+  AACN wiit send you an email ¢
2. Rocalve approval-to-tost emall

AACN's test|
after confirmation emall that will include:
Atoll-free numbper and online instru
The 90-day period during which you must
Your exam Identiflcation number, which i
letter “C” {e.8., €00123456).

L

-]
o

* If you do not receive an
contact AACN Customer

3. Schedule the exam

« Upon receipt of AMP's em
Conflrm that you ar
promptly schedule your exam appeintmen
window

Testing is offered twice daily, Monday through Friday,
are avaiable at some jocations. '

« To locate one of the more than 175 AMP
§[t for the exam

Care at (800) £09-2226,

ail or posteard:

{ o

4,
« Upon completion of computerbased exams,
L]

Suc

Plaase ensure that AAGN has
Updates may be made online at www,aacn
For namse changes, p

OTg/

emall or posteard from AMP withi

& acheduled for the correct certificati

Results of paper and pencil exams will be malled 1o candidates 3 to 4 weeks
ceasful candidates will receive thelr wall certificate within 3

yaur current cont

joace call AACN Customer

onfirming that you have sucoessfully applied to take the PCCN exam,

ing gervice {(AMP) wili send an emall and mali a postoard to eligible candidates within 5 to 10 days

ctions to schedule your testing appointmeant
schedule and take the exam
= your unique AACN customer num

ber praceeded by the

n 2 wooks of recelving conflrmation emall, please

on exam

{ a date and time that falis within your 20-day testing

at © a.m. and 1:30 p.m.. Saturday appointments

testing centers within the U.S., vigit www.goAMP.com.

results with 8 soore breakdown will be presentad on-slte.

following paper 1esting.
1o 4 weeks of passing the exam.

act Information.
ount or emailed to Info@aacn.org.
Cars at (800) B99-22286.

myace
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PCCN CERTIFICATION RENEWAL

Renewal Perlod

PCCN cartification s granted for @ period of 3 years. Your cartification peried begins the first day of the month in which
the PCCN certification exam is passed and ends 3 years later; for example, October 1, 2014 through September 30,
2017, The purpose of cartification ranewal 110 enhance continued competence.

Renewal natifications will be maited ano emailed to you gtarting 4 months before your scheduled pPCCN ranewal date,
You are responsible tor renew!ng your cortiflcation even If you do not recelve renewal notification. Refer 10
www.certoorp.oTé for currant information.

Ellgibility
candidates for PCCN renewal must meet the foliowing requirements:

= Current unencumbered u.5. RN or APRN llcense that was not subjected W formal discipiing be any state poard
of nursing during the 3-yearl gertification renewal period

« Completion of 432 hours of direct bedside care of acutely il adult patierts a8 an RN or APRN within the 3-year
certfication period, with 144 of those hours in the 12-month period preceding the socheduled renewal date

« Completion of the required CERPs o take/pass the PCCN exam

Renewal Optlons
You may seek certification renewal vid Renawal by Synergy CERPs o Renewal by Exam, of you may choose Inactive,
Retired or Alumnus status, Do not apply for more than one option-

» Optlon1- Renewal by Synergy CERPs

. Meet eligioility requirements for PCCN renewal and complete the Continuing Education Recognition Point
(CERP) Program, which requires 100 CERPs in various categories A, B&C

. Onling Renewal bY Synergy CERPs is available to all active PCCNs a3 carly as 4 montha priof to their
scheduled renewal date. Far more information vigit Www.certoorp.org > Renew Your Certification.

. For more details refer to the Renewal by Synergy GERPs Brochure and other Synefy CERP resources
available online at Www.cartoorp.org.
y Optlon2- Renewal by Exam
» Mestthe eligibility requirements for PCCN renewal and sucoessfully apply for and schedule your exam.
o The PCCN exam must be completed pelore your scheduled renawal date.
. You may not take the exam early, then attemptto renaw oy CERPS if you do not pass-

» Option 3- Inactive Status

. Inactive status s available to pCCN-certified nurses who do not meet the renewal eligibility requirements
byt da not wish 1o lose thelr PCCN certification status. inactive status provides PCCN—cartiﬁad nursss
additional time, Up to 3 years from the scheduled renewa! date, 10 meet the sligibllity requirements.

« During the time of Inactive atatus, the PCCN credential may not be vsed-
« inactive status may be held more than once, but not fof two consecutive renewal periods,

For more details, refer to the PCCN Rrenewal Handbook available at WWW.Cericorp.org > Documents and Handbooka.

continued
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PCCN CERTIFICATION RENEWAL (CONTINUED)

Alternatlve Designations

Alumnus Status

Alumnus status is for nurses who have been PCCN-certifiad but no fonger provide diract bedside care to acutely ill
patients for enough hours to meet the clinical hour requirement for active PCCN certification, but are gtill in the
nurging profession in some other capacity and wish to remain connected with the credential.

+ Renewable every 3 years, the "Alumnus PCCN” designation, written out, may be used on your resume or below
your name and credentials on a business card, but may not be used with your signature or on a name hadgs.

» To be eligible for Aumnus PCCN status, you must have held PCCN certification and have no plans to renew
PCCN certifioation in the future,

+ There are no CE or CERP requirements to maintain Alumnus PCCN status.

Retired Status

Retired status provides the PCCN-certified nurss or Alurmnus PCCN who s retiring from the nursing profession with
a continued sense of career identity and professional connectedness. The Retired PCCN dasignation recognizes
PCCN-certifled nurses for their years of service at the bedside, it also acknowledges their pride and dedication in
maintaining their cartification.

+ To be eligible for Retired PCCN status, you must have been a PCCN without plans of returning to nursing
practice or renewing certification.

« Tha retired nurse must not be working in any type of position that requires the possession of an RN license.
You are not eligible If you are changing from beds!de practics to anothar nursing role.

+ The "Retired PCCN" designation, written out, may be used on your resume or below your name and
credentials on 8 business card, but may not be used with your signature or on a name badge.

+ There are no CE or CERP requirements to maintain Retired PCCN status.

For more details, refer to the Alumnus and Retired applicationa available cnline at www.certcorp.org > Documents
and Hahdbooks,
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AACN SYNERGY MODEL FOR PATIENT CARE

Synergy 1s an avolving phenomenon 1hat occurs when individuals work together in mutually enhancing ways toward
a cammon goal, AACN Certification Corporation is committed w0 ensuring that certified nursing practice is pased on
the nesds of patients. integration of the AACN Synergy Mocdel for Patient Care into AACN Certification Corporation’s
certiflcation programs puts emphasis on the patient and 5ays to the world that patients come first.

The Synergy Model creates a comprehensive ook at the patient. It puts the patient in the center of nursing practice.
The model identifies pursing's unique contributions to patient caré and uses language 10 describe the professional
nurse's role. It provides nursing with a venue {hat clearly states what we do for patients and allows us to start Hnking
ourselves to, and defining ourselves within, the context of tha patient and patient outcomes.

NOTE: AACN certification exams do not test for knowledge of the Synergy Model o its terminology: this is the theorsti-
cal model within which the tests have baen designed.

Patlient Characteristics

The Synergy Model enoourages nurses 10 vigw patienigin holistic manner rather than the "body systems” medical
model. Each patisnt and family is Unique, with a varying pcapacity for health and vulnerability to iliness. Each patient,

Fosz/103

regerdless of the clinical setting, brings a set of unigue characteristics to the care situation. Depanding oD whers they

are on the healthoare continuum, patients may display varying levels of the following charactenatics:

Capacity to return 10 @ restoratlve leve! of functioning using compensatory/coplng machanisms: the abllity 10

Resilloncy paunce back auickly after an nsult.
Vuineranliity Susceptibility to mctugl or potenlli stressors That may agvergely affect patient outcomes.
e —— e ———
stabiiity Ability to maintain a steady-state equliibrlum.
Complexity intricate entanglemant of twa or more systems (88~ body, family, therapies).
e e——
Reagurge Av aligbility Extant of resources (.2, technical, fizcal, personal, paychologlca'. and soclal) the pat\em/fami.ly/community

pring 1o the gltuation.

Participation In Care Extont to which patlant/ family engages in aspects of care.

e ——————

- ——

partlalpation In . . . .

Declslon Making Extent to which pauent/farmly engagas In declslon making.

Predictabiity A characteriatic that allows one to expect a cettain colrse of avente or courze of ness.
FOR EXAMPLE:

A healthy, uninsured, A0-year-old woman undergoing & pre-employment physical could be deseribed as an Individual who
s (a) stabie (b} not gomplex (¢} very pradictable {d) resifient {e) not vulnerable (f) able 10 participate in decision making

and care, but (g) has inadequate resource availability.

On the other hand: a eritically iil, Insured Infant with muttisystem organ failure can be described as an individual who is
(a) unstable (b} nighly complex {ch unpredictable {d} highly resliient (e) vulnerable {f) unable to become Invalved in
decision making and care, but (g) has adeguate resource availability.

eontinued

1
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AACN SYNERGY MODEL FOR PATIENT CARE (CONTINUED)

Nurse Characterlstics

Nursing care reflects an integration of knowledge, skills, abilities and experience necessary 10 mest the naeds of
patients and farilies. Thus, nurse characteristics are derived from patient needs and include:

Clinical reasoning, which includes clinicat decizion making, critical thinking and a global grasp of the situation,
Clinlcal Judgment coupled with nursing skills ecguired through & process of integrating education, experiential knowladgs and
avidence-bazed guidelines.

Advopaoy,/ Working on ancther's pahaif and representing the canceme of tha patient/farmily and nurslng staff, serving &8 a
Woral Agenecy moral agant In identifying and helping to rescive sthlcal and clinkeal concemne within and outside the clinical setling.

Nursing aotivities that creaté a compassionate, suppartive and therapeulic environmert for patients and staff,
with the aim of promoting aemfort and healing and preventing unnecessary suffering. These caring behaviors
include but are not fimited to vigiiance, engagement and respongiveness af caregivers. Caregivers include family
and nealthcare personnel.

Carlng Practicee

Waorking with othets (8.8., patents, famities, healtheare providers) in a way that promotes/encourages each
Coliaboration person's sontributions toward achigving optimal/realistic patient/family goals. Collaboration involves intra- and
inter-disciplinary work with colleagues and community.

Body of knowledge and tools that allow the nurse 10 manage whatever environmental and systemn resources that

h .
Syatoms Thinking axlst for the patient/family and staff, within or acrost healthgare systems and non-healthcare systems.

The sansitivity to racognize, appreciats and incarporate differences into the provision of care. Differences may
Respones to Plversity Inglude, but are not limited to, Incivituality, cultursl, spirityal, gendes, race, ethnicity, lifestyle, 30ci0eCONGMIC,
age end values.

Facilitatlon of The ahility to facilitate learning far patients/families, nursing ataff, other members of the healihcare team and
Leoarning community. includes voth formal and informal facilitation of learning.

The ongoing process of guestioning and evaluating practice and providing informed practice. Creating changss

Cilnlcal nquiry through avidence-based practice, research utilization and experiential wnowledge.

Nurses become competent within each continuum ata level that best meets the fluctuating needs of their population
of patients. More compromised patients have more severe or complex nesds, requiring nurses to have advanced
knowiedge and gkills in an mssociated continuum,

FOR EXAMPLE:

If the gestalt of a patient were stable but unpredictable, minimally resilient and vulnerable, primary competencles of
the nurse would be centered on clinleal judgment and earing practices (which includes vigllance), If the gestaltofa
patient were vuinerabie, unable to participate in decision making and care, and inadequate resource availability, the
pnimary competencies of the nurse would foous oh advocacy and moral agency, collaboration and systems thinking.

Although all eight cnmpeteni:ies are essential for contemporary nursing practice, each assumes more or less
importance depandingona patient's characteristics. Synergy resuits whon a patient's needs and characteristice
are matched with the nuree's competenciee.

Based on the most recent AACN Certification Corporation study of nursing practice, the test plans for AACN
ertification exams reflect the Synergy Model as well as findings related to nursing care of the adult patient population
studied.

For more information about the AACN Synergy Model for Patient Care visit www.certcorp.org.
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PCCN TEST PLAN

1. CLINICAL JUDGMENT {80%)
A. Cardlovascular (33%)

1.

i

- @O M

10.

14,
12

13.
14.

18,

Acute coronary syndromes

a. non-ST segment elevation myocardial
Infarction

b. ST segment elevation myocardial
infarction

¢. unstable angina

. Acute inflammatory disease {e.g., myo-

carditis, endocarditis, pericarditis)
Ansurysm

a. dissecting
b, repair

. Cardiac surgery {&.g. open chest surgery}

more than 48 hours postoperative

. Cardiac tampenade
. Cardiogenic shock
. Cardiomyopathies

a. dilated (e.g., ischemic/ non-ischemic)
b. hypertrophic
o. strees-induced {e.g., Takotsubo)

. Dysrhythmias

a. bradydysrhythmias

b. conduction defests and blocks

¢, device-related (e.g., 1CD and pacemaksr)
d. lethal ventricutar dysrhythmias

e, tachydysrhythmias

. Genetic cardiac disease {e.g. long QT

syndrome, Brugada syndrome)

Heart failure

a. acute exacerbations (e.g., pulmonary
edema)

b. chronic

Hypertensive crisis

Minimally invasive cardiac surgery (Le., non-

sternal approach)

Septal defects (congenital and acquired)

Valvular heart disease

a. gortic

b. mitral

Vagcular diseese

a. oarotid artery stenosis

b. minimatly Invasive interventions (e.g.,
stents, endografts)

c. paripheral artarial ocglusions

d. peripheral surgical interventions

e. peripheral venous thrombosis

B. Pulmonary {14%)

1. Acute respiratory distress syndrome {ARDS,
to Include acute lung injury or ALL)
2. Exacerbation of COPD
3. Dbstructive sleep apnes
4, Pleural space abnormalitiss and
complications (8.g., pneumothorax,
hemothoray, pleural effusion, empyemay)
5. Pulmonary embolism
6. Pulmonary hyperiension
7. Regpiratory depression (e.g. medication-
induced, decreased-LOC-induced)
8. Respiratory failure
a. acute
b. chronic
9. Reaplratory infections (e.g. pneumonia)
10. Severe asthma
14. Thoracic surgery
a. lobectomy
b. pnaumonectomy

C. Endocrine/Hemotology/Gastrointestinal/
Renal (18%)

1.. Endocrine

a. diabetes meliitus
b. diabetic ketoacidosis
¢. hyperglycemic hyperosmotlar syndrome
(HHS}
d. hypoglycemia
o. metabolic gyndrome
2. Hematology/immunology/Oncology
a. anemia
b. cancer
¢, hemostasis disorders (i.e., coagulopathies)
i. heparininduced thrombocytopenia {HIT)
ii. other drug-induced overdose (2.8,
Cournadin, Pradaxa)
d. immunosuppressive disorders
3. Gastrointestinal
a. functional Gl disorders (e.6., obstruction,
ileus, diabetic gastroparesis, gastro-
esophageal refluy, irritable bowal
syndroms)
b. Gl bleed
i. lower
il. upper
. Gl infections

continued
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PCCN TEST PLAN (CONTINUED)

d. hepatic failure 3. Behavioral/Psychosocial
e. ischernic bowsl s, altered mental status
f, malnutrition (e.g., failure to thrive, b. delirium
malabsorption disorders) c. dementia
g pancreatitis d. peychological disorders
4. Renal L. anxiety disorders
a. scute renal failure if. depression

a. substance abuse
i. alcohol withdrawal

b, chronic renal failure
c. contrast-induced nephropathy

d. end-stage renal disease (FSRD) .ﬁ‘ chronic alcohol abuse
e. electrolyte imbalances \_H. chronic drug abuse_
£. medication-induced ranal failure : iv. drug-seeking behavior

g. nephritc gyndrome

D. Neurology/Multleystem/ Bohavloral (16%) Il. PROFESSIONAL CARING AND ETHICAL PRACTICE (20%)

1. Neurology A
a. cerebrovascular malformation (Inciuding '
aneurysm, AV malformation)
b. encephalopathy (&« hypoxic-ischemic, - ¢. Collaboration
metabolic, edema, infectious, hepatic) D. Systems Thinking
¢. intracranial hemorrhage (8-g. subarachnoid,
spidural, encephalitis)

Advocacy
B. Caring Practices

E. Responso to Diverslty

d. selzure disorders £. Clinical Inguiry
e, stroke (oerebrovascular accident) . Facllitation of Leatning
i, ischemic (embollc)
ii. hemorrhagic
iii. transient ischemic attack (TIA) Order of content does not necessarlly reflect Importance.
2. Multisystem

a, complex wounds and pressure ulcers
b. healthcareacqu‘lred infactions
i. catheter-associated urinary tract
Infections (CAUTY)
ii. central-line—associated bloodstream
infections {CLABSY)
¢, palllative care
d. end-of-iife (e.g., comfort care Measures,
hospice)
8, infectious digengss
i. influenza
ii. multidrug-resistant organisms (&8
MRSA, VRE)
f. pain
g. sepsis continuum
i, systemic inflarnmatory response
gyndrome {8IR3)
ii. sepsis
ili. severe s8psis
jv. saptlc shock
n. shock siates (hypovolemic and anaphylactic)

14
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PCCN TEST PLAN .
TESTABLE NURSING ACTIONS i

CLINICAL JUDGMENT

Cardlovascular

» Perform a comprehensive gardiovascular
assessment
. |dentify, interpret and monitor:
o dygrhythmias
s ST segments
o QTcintervals
« Select leads for cardiac monitoring for the
indicated disease process

« Recognize indgications for and manage patients

requiring hamodynamic rnonitoring using non-
invesiva hernodynamic monitoting

» Monitor hemodynamia status and recognize gigns

and symptoms of hemodynamic Inatability

. Monitor patients and follow protecols for
managing patients with:

s pacemakers

o defibrillation

» arterial/venous sheaths

. transesophageal echocardiogram (TEE)
« MNonitor patients pre- and post-proceduret

. cardioversion

0 pericardiocentesis

» cardiac cathetsrization

» @blation

« arterial ciosure devioces

+ Monitor normal and abnormal cardiovascular
diagnostic test results

« Administer cardiovascular medications and
monitor Fesponse

« Titrate vasoactive medications

+ Recognize signs and symptoms of cardiovascular
emergencies, initiate standardized interventions

and seck assistence a8 needed

. Monitor and manage patient following coronary

Intervention

Pulmonary

« Performa comprehensive pulmonary assessment

+ Monitor normal and abnormal diagnostic test
results

« |nterpret ABGs and report findings

Monitor patient for respanse to pulmonaty
medications

Manage patients requiring non-nvasive Oz or
ventilation delivery systems

» nagal cannula

« face mashk

o venti-mask

« non-rebreather mask

« BIPAP

o CPAP

Manage patients requiring mechanical ventitation -
tracheostomy tube
Manage patients requiring respiratory monitoring
devices:

« continuous SPOz

o intermittent SPO2

o end-tdal COa (capnography)

Recognize signs and symptoms of rezplratory
complications and seek pssistance as needed

Maintain airway
Mahage patients with chest tubes

Assist with procedures:
. thoracentesis
» chest tube ingertion

Administer medications for procedurat {conscious)
sedation and monitor patient response

Endocrlne/Homatology/@aatrolntestlnal/Ranal

Endocring

o identfy signs and symptoms assooiated with
endocrine disarders

» monitor normal and abrormal endocring
diagnostlc test results

+ administer medications and monitor patient
response

» manage and titrate ingulin infugions

, manage patients using insulin pumps

. Hematology/lmmunology/Oncology

o identify signs and symptoms agsociated with

hematoiogic/immunologic/onco'.ogic disorders

« monitor normal and abnormal diagnostic
hematoiogic/immunoiogic/ oncologic test
results

o« administer medications and monitor patient
yesponse

continued
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PCCN YEST PLAN
TESTABLE NURSING ACTIONS
(CONTINUED)

» Gastrointestinal

o perform a comprehensive gastrointestinal
assessment

. monitor normal and abnormal gastrointastinai
diagnostic test results

» recognize indications for and sompiications
of anteral and parenteral nutrition

. administer medications and monltor patient
response :

+ Renal

» Identify normal and abnormal renal assessment
findings

» - monitor normal and abnormal renal diagnostic
test results

« monitor peritoneal dialysis

o identify medications that may cause
nephrotoxicity

. initiate renal protective measures for
nephrotoxic prosedures

Neurology/lvlumayatem/Beha\rloral

» Meurology

« performa comprehensive neurological
assessment

« mahitor normal and abnormal neurological
dimgnostic tast results

. administer medications and monitor patient
response

+ recognize signs and symptoms of increased
intracrarnial pressure

. use ihe NiH Stoke Scale (NIHSS)

» perform bedside screening for dysphagia

+  Multisystem

. administer medications and manitor patient
response

o identify early signs and symptomns cf sepsis
{SIRS criteria)

o initiate early goal-directed therapy (EGDT) for
treating, sepsis

s initiate emergency interventions (&.8. ACLS,
rapld response eam)

. differentiate types of wounds, pressure ulcers,
and deep tissues injuries

« manage patients with complex wounds (@.€..
fistutas, draing, and vecuum-assigted closure
devipes)

« rmanage patients with infections

« manage patients at the end of life

. facilitate the organ/tissue donation process

. Behavioral/Psychosocial

» performa comprehensive psychosodcial,
behavioral and risk assessment

» administer medications ang monitor patient
response

o recognize signs and gymptoms of behavioral
emergencies and initiate interventions

o perform Clinical Institute Withdrawal
assessment (CIWA, CIWA-Ar scale)

. screen patients using e delirlum sgsessment
tool

¢+ implement suicide prevention measures

PROFESSIONAL CARING AND ETHICAL PRACTICE
Systems Thinking

» Informatics

s use word processing applications use imternat
resources to locate patient support groups,
online resources

. use hospital or NUrsing information systems
1o access, enter and retrieve data related 10
patient care

. usa datzbase applications 1o gnter and
retrigve data and information

» conduct online and database jiterature
searches

o use computer applications to document
patlent cara

. use computer applications 10 plan patient
care, including discharge planning

. use information management systems for
patient education

= Use technology-based patient monitoring
cysterms

o operate periphera!/polnt-of-care devices,
bedside and hand-held (&g, smart pump)
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SAMPLE PCCN EXAM QUESTIONS

Two days post admlsslon for rapld atrial fibrihation,
a patlent has been weaned from IV dlitiazem
(Cardizem) to PO adminletration. The patlent devel-
ops new onset of hallucinat!ons, agltation and
disorientation. The most appropriate initlal nurelng
actlon la to

A. obtain an order for lorazepam {Ativan) every slx
hours.

B, assessthe patient's Sp0z and neurclogical status.

C. obtain an order for haloperidel {Haidol) and moritor
QT intervals.

D. consult with the pharmacy regarding a possibie
drug interaction,

A patlent with an extenslve history of substance
abusae Including alcohol, fobacco, methyl amphe-
tamine and 1V heroln use Is suspocted to have
valvular endocarditls. He states he doesn’t under-
gtand how he is now in this sltuation. Which of the
following statementa best retiocts hia dingnosle?

A. ingestion of alcohol causes myocardial depression

B. inhalation of stimulants causes instabiiity W the
alectrical system of the heart

c. contaminated needles can introduce bacteria into
the bloodstréam

D. repeated exposure to nicotine is related to stenocsls
of the ieaflets

A patient with CAD complalns of parasthesla to the
foot. The nurse notes the right foot is cooler than the
other extremity, and poedal pulses are difticult to
palpate. Which additional assessment findings In the
rlght leg would lead the nursa to suspect peripheral
arterial dissase?

A. palior when elevating the extremity
B. redness of the arkle and foot

C. dependent edema

D. engorged varicose veing

After PCI for a STEM, the patlent complains of
shortneas of breath. Crackles are auscultated
throughout all lung flelds. VS: BP 72/50, HR 124,
RR 32, 0:Sat 88% on 21 npsal cannula. Which of
the followlng would be the Immedlate goal for
treatment strategles?

A. volume to enhance venous return

@. diuresis to reduce myocardial workioad

C. antiarrhythmics to restore alsctrical stahility

D, thrombaolytics to eliminate the pulimonary embolus

5.

6.

A patlent who Is 3. week post Mi suddenly becomes
agitated, restloss and diaphoretic, Pulee pressure
dropa to 20 mm Hg. Assessment alao reveals faint
radial and apical pulses that weaken signliflcantly
on Insplration. This pattent ls most Itkely
experiencing

A mitral valve rupture.
B8, pulmonary embolus,
¢C. pulmonary edema.

D, cardiac tamponade,

Which of the following may prodisposeo an IndIvidual
to ventricular flbrillation?

A. hypernatremia and hypomagnesemia
B. hypophosphatemia and hyperchloremia
C. hyparmagnesemia and hyponatremia
D. hyperkalemia and hypocalcemia

Chest auscultation of a patient In status asthmaticus
commonly reveals which of the following?

A, expiratory wheezes

B. inspiratory crackles

C. diminished bilateral presth sounds
D. a pleural friction rub

The famlly of a critically il patient wishes to apend
the night, which1s contrary to the vielting policy.
The nurse's best action would be to

A. adhere to the visiting policy,
g. aliow the family to stay in the room.

C. obtain & motel room near the hospital where the
family may spend the night.

D. allow one or two family members to stay, then
evaluate the patient's response.

Membere of the nurelng etaff are developing written
patlent education materlals for a group of patients
with diverse reading abliities, it would be most
effective for the staff to

A, design Individual handouts for each patient.

B. developa computerbased education series.

c, write the materlals ata fourth-grade reading level.
D. limit text and provide color pictures.

Anawers
1. B 4, B 1. A
2. C 5 D 8 D
3. A 6. D 2. C
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PCCN EXAM BIBLIOGRAPHY

(references used for PCCN item yalldation)

Clinlcal Judgment

American Heart Association. (2010). Guidelines for
Cardlopulmonary Resuscltation and Emergency Cardlo-
vasculsr Carg Science, Available at:

hup:// circ.ahajournals.org/coment/ 122/18_suppl_3.1cc.

Aschenbrenner, D. 3., Cleveland, L. W. & vepable, 8. J.
(2008). Drug Therapy in Nurging. 3rd ed. Philadelphia, PA:
Lippincott Williams & Wilkins.

Bryant, R, & Nix, D. (2011). Acute and Chronic Wounds.
4th ed. 5t. Louls, MO: Mosby.

Chulay. M. & Burna, S. {2010) AACN Eszentlsis of Progres-
siva Care Nursing. New York, NY; McGraw-Hiil.

Copstead, L. & Banasik, J. L. (2009). Pathophysiology:
Blologleal and Behavloral Perspectives. 4thed,
Philadelphla, PA: Saundera/Elsevier.

Emanuel, L, & Librach L. (2014 Palfiative Care: Core Skills
and Clinical Carnpetancies. 2nd ed. &1, Louis, MO:
Elsavier/Saunders.

Hickey, J. V. (2008). The Clinleal Practice of Neurologleal
and Neurosurgical Nursing. 6th ed. Philadelphia, PA:
Lippincott Williams & Wilkins.

McQuiilan, K. A., Von Ryeden, K. T.. Hartsock, R. L.,
Flynn, M. B. & whaten, E., eds, (2009). Traume Nursing:
From Resuscitation through Retiabilitation, 3rd ed.
Philadelphia, PA: Saunders/Elsavier.

Meiner, 8. E. (2010). Gerontological Nursing. Ath ad.
St. Louis, MO: Mosby.

worton, P. G., Fontaine, D, Hudak, C. M. & Gallo, B. M.
{2012). Critical Care Nursing: A Hollatie Approach.
10th ed. Philadelphia, PA: Lippincott Williams & Wilkins,

Mosar, D, & Riege!, B. (2007) Cardiac Nursing: A Compan-
lan to Braunwald's Heart Disease. St. Louls, MO: Saunders.,

Pagana, K. D. & Pagana, T. J. (2008). Mosby's Diagnostic
and Laboratory Tast Reference. ath ed. St, Louis, MO:
Moshy/Elseviet.

Pasero, C. & McCaffrey, M. (2011) Pain Assessment and
pharmacologic Management. St. Louig, MO: Elsevier.

$kidmore-Roth, L. {2012), Mosby's 2012 Nursing Drug
Referance. 2bth ed. 3L Louis, MO: Moshy/Elseviet.

Smeltzer, S., Bare, B. G., Hinkle J. L. & Cheever, K. H.
{2008}, Brunnar and Suddarth’s Texthook of Medical-Surgk
gal Nursing, 14ith ed. Phitadeiphia, PA: Lippincott williams
& Wilkins.

Sole, M. L., Kiein, D. G. & Moseley, M. (2008). introduction

to Critical Care Nursing. 5th ed. Philadelphia, PA: Saunders.

Urden, L. {(2009). Critical Care Nursing: Dlagnosis and Man-
agemernt. 6th ed. &t. Louis, MO: Mosby,

Wesley, K. (2011}, Huszars Aasic Dysrhythmias and Acute
Coronary Syndromes - Interpretation and Management.
Ath ed, St. Louis, MO: Mosby.

Wiggand, D, J. {ed.), (2041). AACN Procedure Menual for
critlcal Care. 6th ed. St. Louis, MO: Saunders.

Woods, S., Sivarajan Froslicher, E. 5. & Motzer, S. U. (2009},
Cardiat Nursing. 6th ed. Philadelphia, PA: Lippincott
Williams & Witking,

Professlonal Caring and Ethlcal Practice

American Association of Critical-Care Nurses. (2005). AACN
Standards for Establishing and Sustaining Healthy Work
Environments: A Journey 1o Exceollence. Available at.
http://www.aacn.org/WD/HWE/ Docs/HWEStandards.pdf.

American Assoclation of Critical-Care Nurses. {2005). AAGN
Standards for Establishing and Sustaining Healthy Work
Environments: A Journey © Excellence. Amerlcan Journal
of Critical Care. 14;187-187.

Amold, E. C. & Boggs, K. U. (2008). interperaonal Relation-
ships. bth ed. Philadelphia, PA Saunders/Elsavier.

Dossey, B. M., Keegan, L. & Guzzetta, C. [2008). Hoflstic
Nuraing: A Handbook for Practice. 5th ed. Boston, MA:
Jones & Bartlslt.

Hardin, 5. R. & Kaplow, R. (eds.). (2005). Synargy for
Ciinleal Exceflence: The AACN Synergy Model for Patlent
Care. Bostan, MA: Janes & Bartlett.

Kaplow, R. & Hardin, §. R. {2007). Critleal Care Nursing:
Synergy for Optimal Outcomes. Boston, MA: Jones &
Bartlett.

purnell, L. {2009). Guide to Cufturafly Competent Health
Care. 2nd d, Philadelphia, PACF. A. Davis.

Many refarences are avallable through AACK; vislt
www.gach.org/bookstors.

More current versions rmay be avallable,

PUBLISHER CONTACTS:

AACN - (800) 899-2226

American Heart Assoclation - {800) 242-8721

Elsavier {Including Moaby, W. B. Saunders and Hanley &
Belfus) ~ (800) 545-2522

E. A. Davls - {800) 323-3555

Jones & Bartlett - (800) 8320034

Lipnincott Willlams & Wiliins - (800) 838-3030
MceGraw-Hill — (2800} 262-4729
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AACN PRODUCTS FOR PCCN EXAM PREPARATION

Description Item #
* Onllne PCCN Seif-Assessment £Xsm (SAE) — mirrors content of PCCN exarm; includes 75 questions with Purchase
answer rationales; score report upon completion to a38¢ss strengths and areas for further study; access for online only at
90 days from purchase date. www.certcorp.org. ‘ :
Oniline PCCN Cartification Review Course: individual Purchase. For additional information, go o
PCCNOD |
www.aacn.org/ondemand. :
I,
AACN Certification and Core Review for High Acuity arid Critleal Care. 6th ad. (2007). Alspach, G. Book and 128800 i
CD-ROM. 192 pages. s
AACN Core Currctlum for Progressive Care Nursing. (2010). AACN. 605 pages. 128140 =
AACN Essentials of Progressive Care Nursing. 3rd ed, (2014). Bums, 8. 560 pages. 128765 i |
AACN Procedure Manual for Critical Care. 6th ed. (2011). Wiegand, D. J. 1,312 pages. 128150 :
AACN Protocols for Practice: Non-nvashe Monltoring. 2nd ed. (2006). Burns, $. 113 pages. 170680
|
AACN Protocols for Practice: Pallistive and End-of-Life lasues In Critieal Care. (2006). Madina, J. & ;
. 170900 |
Puntillo, K, 59 pages, |
ACLS Pocket Reference Cards. (2014), AHA, AACN. Sat of 2. ADOBE2 :
Critical Cara Nursing: A Holistic Approach. 10th ed. (2013). Morton, P. G. & Fontaine, D. K. 1324 pages. 128450 '
Hemodynamic Manitoring Made Incredibly Yisuai! 2nd ed. (2011}, 158 pages. 128642
PCCN Certification Review Course (2011). Avallable in 3 formats: CD-ROM for PC 300902 l
CD-ROM for Mac 301904 1
MP3 301901 i

** Review Packages 8150 avallable; see below. |

PCCN Review Course: Group Participant Packet. {2013). Rauen, C. 143 pages. 300903

* Prgctice PCON Exam Questions, (2013). 120 guestions with rationales. 200405

Progressive Care Nursing Cartification Preparation, Review, and Practice Exams. (2011). Ahrans, T., 128830

Prentice, D. & Kleinpe!l, R. Book and CO-ROM. 823 pages.

Synergy for Clinical Excellence: The AACN Synergy Model for Patient Care. (2005). Hardin, S. & Kaplow, R.

. 100149
235 pages.
Synergy: The Unlque Relationship Between Nurses and Patients, (2007). Curley. M. A. Q. 304 pages. 100148

* Denotes product developed by AACN Certification Carporation,

+% PCCN Review Course Package includes PCCN Review Course, Practice PCCN Exam Questions and AACN Essentials of
Progressive Care Nursing. tem number is 302015 (CD-ROM for PC).

For more detalls and ta place an order, visit www.aacn.org/marketplace, of call AACN Customer Care at
(800) 899-2226, Monday through Friday between 7-30 a.m. and 4:30 p.m. Paclflc Time.
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Online exam registration i available at WWwW.cartcorp.org = Apply Onling.

AACN 10of3
L AA
CERTIFICATION STAPLE CHECK HERE
CORPORATION

PCCN EXAM APPLICATION

1, REGISTRATION INFORMATION PLEASE PRINT CLEARLY. PROCESSING WiLL BE DELAYED IF INCOMPLETE OR NOT LEGIBLE.
LEGAL NAME AS IT APPEARS ON YOUR GOVERNMENT4SSUED 1D CARD I5 REQUIRED FOR EXAM.

AACN GUSTOMER: RN/APRN LICENSE:
Number Exp. Date Number State Exp. Date
LEGAL NAME:
Last First Wil Malden
HOME ADDRESS:
Cily Siata Fil3]
EMAIL; HOME PHONE:
EMPLOYER NAME: BUSINESS PHONE:
EMPLOYER ADDRESS:
City Stae | o

2. AACN MEMBERSHIP
1 would also ke tojoin/renew/extend my AACN membership at this time and seigct member priging for my &xam foes:
(check ong bax only}
M 1-year AACN 1 W L
[ 2-year AACN membership...-
{1 3-year AACN 1L L e
AACN membership includes nonsefundable $12 and $15 cne-year gubgeriptions 1o Critlcal Care Nurse® and the Amerlosr Journe! of Critical
Care®, respectively, AAGN dues are not deductible a8 charitable contributions for tax purposes, but may be deducted as & busingss expense
i keeping with internal Revenue gaervice ragulations.

!
l Membar exam fee (3175) + 1-year Mombarshlp (378) = Savinge of $22 over Nonmember iocL\

3. EXAM FEE

Membership Feo:

 S—

Initiel Exam Fee Retest Feo +

PCCN Adult Exam Fee:

AACN Membar Nonmember AACN Mombar Nanmomber

Check one box only 3 4$176 [1$275 O $136 0O $215

{3 Check this box if you've anached a requestand supperting dogumentation for spacial wsting accommodations.

Total Payments
4. PAYMENT INFORMATION - application must be sccompanied by payment
{1 Check of money order attached — payable to AACN Certiflcation Corporation. U,S. funds only.
Bill my credit card OvVisa Ul MesterCard ] American Express L Discover Card

)

Signature

Mame on Card

Arnount Bliled & Addross of Payor {f cifferart than appllcant)

0 pleass do not include My name on jists sold to pther organizatons.

plagse complete pages 2 & 3 of application.

APCOHW This applicaticn form may pe photocopled and is also available online at www,cei tcorp.oY g, FEBRUARY 2015 21
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5., DEMOGRAPHIC INFORMATION
Check ona bax In each category. information used for statistical purposes.

Primary Araa Employed

O Acuts Homodialysis Undt (21}
£ Burn Unit (13}

O cacdlac Rehsbiiitalion {26)

O cadiat Surgery/OR (36}

[ Cardiovaseulur/Surdical iCU {09)
[ Cahatorlzation Lab (22)

0 Comblhed Adult/Ped. ICU {23)
0 Combined 1CU/CCY {01)

[ Coroaimry Cara Unit {03}

O Crlt. Cara Transpart/Flight {17}
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Objective: The develapment of practice guidelines far the con-
duct of Intra- and Interhospital transport of the critlcally Wl pa-

lent.

pata Source: Expert opinion and a search of Index Medlcus
{rom January 1886 through October 2001 provided the basis for
these guldelines. A tagk force of exparts In the field of patient
trangport provided personal experience and expert opinion.

Study Selectlon and D312 Extraction: Several prospective and
clinical outcome studles were found. However, much of the pub-
lished data comes from rottospective reviews and anecdotal
raports. Euperlence and consensus opinio

“much of thesa guidellnes.

Resuits of Data Synthesis: Each hospital should have 2 for-
malized plan for infra- and interhosplial transport that addrasses

he decision fo transport a crit-
{cally ill patient, either within
a hospital or to another facil-

ity, is based on an assessroent
of the potential benefits of transport
weighed against the potential risks. Crit-
ically ill patients are transported to alter-
nate locations to obtain additional care,
whether technical, cognitive, or proce-
dural, that is not available at the existing
location. Provision of this additional care
may require patient transport to a diag-
nostic department, operating room, OF
specialized care unit within a hospital, o

-

»gqe also p. 300
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Helghtz, L (W) Baytor College of Medicing, Houston, TX
(REFY; Chldren's Hospital of litaburgh, Univarsity of Pitts-
burgh Schoal of Madicing, Piltsburgh, PA {RAQY, Subur-
hen Hospital, Bethesda, MD (LCRY: Henry Ford Hospital,
Datroit, M! (HMH).

Thgse guidelings have baen dovelopad by the Amer-
1ggn College of Crivga! Gare Modicing and the Soolely of
Crivical Care Medicing. Thesa guidelings refloct tne officlal
gplnlon of the Seclety of Critioat Care Madleine and do not
nacessailly raffect, and choulld not ba censtrued to refiect,
the views of cerfiiicaton bodias, ragulatory agencies, of
other medical raview otgantzations.
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n form the basls of

and e) documentatio
a muitidizciplinary te
regularly using a stan

a) pretransport coardination and communication; b) transport
personneél; ¢} trangport equipment; ) monitoring during transport;
n. The transport plan shiould be devetoped by
am and ghauld be evaluated and refined
dard quality Improvement Process.
Conclusion: The transport of critigaliy il patients carrles in-
herent risks. These gutdellnes promote measures to ensurt safe
patlent transport. Although both Intra- and interhospital transport
must comply with vagulations, we bolleve that patient safsty Is
enhanced during transport by establlsting an organized, afficlent
process gupported by appropriate agulpment and personnet. (Crit

Cars Med 2004; 32:256—262)

it may require tyansfer to another hospi-
tal. If a diagnostic test or procedural in-
tervention under consideration 15 un-
likely to alter the management or
outcome of that patient, then the need
for transport must be questioned. When
feasible and safe, diagnostic testing or
simple procedures in unstable or poten-
tially unstable patients often can be per-
formed at the bedside jn the intensive
care unit (1, 2). Financial considerations
ave not a factor when contemplating
moving a critically ill patient,

Critically il! patients are at increased
visk of morbidity and mortality during
transport (3-17). Risk can be minimized
and outcomes improved with careful
planning, the use of appropriately gquali-
fied personnel, and selection and avail-
ability of appropriate equipment {16-37).
During transport, there is no hiatus in
the monitoring or maintenance of a pa-
tient's vital functions. Furthermore, the
accompanying personnel and equipment
are selected by training to provide for any
ongoing or anticipated acute care needs
of the patient.

Ideally, all critical care transports, both
inter- and intrahospital, are performed by

Kev Wonpg: Intrahospiial transport; Interhospital trangport; crit-
\cal care; healih planning; policy making; monltoring; standerds

specially trained individuals. Since there
will almost certainly be situations when 2
specialized team is not available for inter-
hospital transport, each referring and ter-
tary institution must develop contingency
plans using locally available resources for
those instances when the referring facility
cannot perform the transport, A compre-
hensive and effective interhospital transfer
plan can be developed using a systematic
approach comprised of four critical ele-
menits: a) A multidisciplinary team of phy-
sicians, nurses, respiratory therapists, hos-
pital administration, and the local
emergency medical service is formed to
plan and coordinate the process; b) the
teamn conducts a needs assesyment of the
facility that focuses on patient demograph-
ics, transfer volume, transfer patterns, and
available resources (personnel, equipment,
emergency medical service, cormmunica-
tion); ¢) with this data, a written standard-
ized transfer plan is developed and imple-
mented; and d) the transfer plan is
evaluated and refined regularly using a
standard quality irnprovernent process.
This document outlines the minimum
recommendations for transport of the
critically ill patient. Detailed guidelings

Crit Care Med 2004 Vol. 32, No. 1
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targeted Lo the transport of infants and
children have heen published by the
American Acaderny of Pediatrics (23). In-
stitutions performing commercial or or-
ganized interhospital transports are re-
quired to function at and meet a higher
standard, as Lhe requirements for orga-
nized transport services are considerably
more rigorous than the recommenda-
tions in this guideline (24, 38-41).

The references for this guideline were
obtained from a review of Index Medicus
(see key words) from January 1936
through October 2001 and are catego-
rized according to the degree of avidence-
based data employed. The specific cate-
gory assigned to each reference is noted
in the References at the end of this arti-
cle. The lefter a denotes a randomized,
prospective controlled investigation; &
denotes a nonrandomized, concurrent, ot
historical cohort investigation; ¢ denoles
a peer-reviewsd "state-of-the-art” article,
veview article, editorial, or substantial
case series; and ¢ denoles a non-peers
reviewed opinion such as a textbook
slatemnent or official organizational pub-
lication. The asterisk symbol will follow a
staternent of practice standards. This in-
dicates a recommendation by the Ameri-
can College of Critical Care Medicine that
is based on expert opinion and is used in
circumstances where published support-
ing data are unavailable,

INTRAHOSPITAL TRANSPORT

Because the transport of eritically ift
patients to procedures of tests outside
the intensive care unit is potentially haz-
ardous, the transport process must be
organized and efficient. To provide for
this, at least four concerns need to be
addvessed through written intensive care
unit policies and procedures: communi-
cation, personnel, equipment, and moni-
toring.

Pretransport Coortination and Com~
munication. When an alternate feam at a
receiving location will assume manade-
ment responsibility for the patient after
arrival, continuity ol patient care will be
ensured by physician-to-physician and/or
nurse-to-nurse commurication to review
patient condition and the treatment plan
in operation. This communication oceurs
each time patient care responsibility is
transferred. Beflore transport, the receiv-
ing location confirms that it is ready to
receive the patient for immediate proce-
dure or testing. Other members of the
healthcare team (e.g., vespiratory ther-

Crlt Care Med 2004 Vol. 32, No. 1
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apy, hospital security) then are notified as
to the timing of the transport and the
equipment suppost that will be needed.
The responsible physician is made aware
of the transport. Documentation in the
medical record includes the indications
for transport and patient status through-
out the time away from the unit of origin.

Accompanying Personnel. 1t 13
strongly recommended that a minimum of
two people accompany a critically ill pa-
tient.* One of the accormpanying personnel
is usually a nurse who has completed a
competency-hased orientation and has met
previousty described standards for critical
care nurses (42, 43). Additional personnel
mnay include a respiratory therapist, regis-
tered nurse, or critical care technician as
needed. It is strongly recommended that a
physician with training in airway manage-
ment and advanced cardiac life support,
and critical care training or equivalent, ac-
company unstable patients.* When the pro-
cedure is anticipated to be lengthy and the
receiving location is staffed by appropri-
ately trained peysonnel, patient care may be
transferred to those individuals if accept-
able to both parties. This aflows for maxi-
mum utilization of staff and resources. If
care is not transferred, the transport per-
sonnel will remain with the patient until
retuened to the intensive care unit,

Accompanying Equipment. A hlood
pressure monitor (or standard blood
pressure cufl), pulse oximeter, and car-
diac monitor/defibrillator accompany ev-
ery patient without exception.* When
available, a memory-capable monitor
with the capacity for storing and repro-
ducing patient bedside data will allow re-
view of data collected during the proce-
dure and transport. Equipment for airway
management, sized appropriately for
each patient, is also transported with
each patient, as is an oxygen source of
ample supply to provide far projected
needs pius a 30-min reserve.

Basic resuscitation drugs, including
epinephrine and antiarrhythmic agents,
are transported with each patient in the
event of sudden cardiac arrest of arrhyth-
mia. A more complete array of pharma-
cologic agents either accorpanies the ba-
sic agents or is available from supplies
(*crash carts”) located along the trans-
port route and at the receiving Jocation.
Supplemental medications, such as seda-
tives and navcotic analgesics, are consid-
ered in each specific case. An ample sup-
ply of appropriate intravenous fiuids and
continuous drip medications {regulated
by battery-operated infusion pumps) is

ensured. All battery-operated equipment
is fully charged and capable of function-
ing for the duration of the transport. Ifa
physician will not be accompanying the
patient during trangport, protocols must
Ue in place to permit the administration
of these medications and fluids by appro-
priately trained personnel under emer-
gency circumstances,

Ia many hospitals, pediatric patients
share diagnostic and procedural facilities
with adult patients. Under these circum-
stances, a complete set of pediatric resus-
citation equipment and medications will
accompany infants and children during
transport and also will be available in the
diagnostic or procedure area.

For practical reasons, bag-valve venti-
lation is most commonly ernployed dur-
ing intrahospital transports. Portable me-
chanical ventilators are gaining
increasing popularity In this arena, as
they more reliably administer prescribed
minute ventilation and desired oxyden
concentrations. In adults and children, a
default oxygen concentration of 100%
generally is used. However, oxygen con-
centration must be precisely regulated
{or neonates and for those patients with
congenital heart disease who have singie
ventricle physiology or are dependent on
a vight-to-left shunt to maintain systemic
blood flow, For patients requiring me-
chanical ventilation, equipment js opti-
mally available at the recelving location
capable of delivering ventilatory support
equivalent to that being delivered at the
patient’s origin. In mechanically venti-
Jated patients, endotracheal tube position
is noted and secured before transport,
and the adequacy of oxygenation and ven-
tilation is reconfirmed. Occasionally pa-
tients may require modes of ventilation
or ventilator settings not reproducible at
the receiving location or during transpors
tation, Under these circumstances, the
origin location must trial alternate
modes of mechanical ventilation before
transport to ensure acceptability and pa-
tent stability with this therapy. If the
patient is incapable of being maintained
safely with alternate therapy, the visks
and benefits of transport are cautiously
veexamined. If a transport ventilator is to
be employed, it must have alarms to in-
dicate disconnection and excessively high
airway pressures and must have a backup
battery power supply.*

Monitoring During Transport. All crit-
ically ill patients undergoing bransport
raceive the same leve! of basic physiologic
monitoring during transport as they had
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in the intensive care unit, This inciudes,
at a minimum, continuous electrocardio-
graphic monitoring, continuous pulse
oximetry (44), and periodic measurement
of blood pressure, pulse rate, and respi-
ratory rate, In addition, selected patients
may benefit from capnography, continu-
ous intra-arterial blood pressure, pulmo-
nary artery pressure, or intyacranial pres-
sure monitoring. There may be special
circumstances that warrant intermittent
cardiac output or pulmonary artery oc-
clusion pressure measurements.

INTERHOSPITAL TRANSPORT

Patient outcomes depend to a large
degree on the technology and expertise of
personnel available within each health-
care facility. When services are needed
that exceed available resources, a patient
ideally will be transferred to 2 facility that
has the required resources (45). Interho-
spital patient transfers occur when the
benefits to the patient exceed the risks of
the transfer. A decision to transfer a pa-
tient is the responsibility of the attending
physician at the referring institution.
Once this decision has been made, the
transfer is elfected as soon as possible.
When needed, resuscitation and stabiliza-
tion will begin before the transfer {46,
47), realizing that complete stabilization
may be possible only at the receiving fa-
cility.

In the United States, it is essential for
practitioners to be aware of federal and
state laws regarding interhospital patient
transfers, The Emergency Medical Treat-
ment and Active Labor Act (EMTALA)
laws and regulations (updated at intervals
from the 1986 COBRA laws and the 1990
OBRA amendment) define in detail the
legal responsibilities of the transferring
and receiving facilities and practitioners.
The American College of Emergency Phy-
gicians has published a book (48) that
reviews the legal responsibilities of refer-
ring institutions as well as the ramnifica-
Hons of noncompliance with the COBRA/
EMTALA regulations, and it is an
excellent resource for any facility in-
volved in patient transfers. In general,
under COBRA/EMTALA, financlally moti-
vated transfers are illegal and put both
the referring institution and the individ-
ual practitioner at risk for serious penalty
(49, 50).

Current regulations and good medical
practice require that 2 comnpetent patient,
guardian, or the legally authorized yepre-
sentative of an incompetent patient give
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Figure 1. Interfacility transfer algarithm.

informed consent befare interhospital
transfer. The informed consent process
includes a discussion of the risks and
benefits of Eransfer, These discussions are
documented in the medical record before
transfer. A signed consent should be ob-
taired, if possible. If circumstance do not
allow for the informed consent process
{e.g., life-threatening emergency), then
both the indications for transfer and the
reason for not obtaining consent are doc-
umnented in the medical record. The re-

-
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ferring physician always writes an order
for transfer in the medical record.
Several elements are included in the
process of interbospital transfer, and all
fall within minimum guidelines, as de-
scribed subsequently, It is important to
recognize that these process elements
may frequently, and out of necessity, be
implemented simultaneously, espe-
cially when stabilization and treatment
are needed hefore transfer. An algo-
rithm has been developed to guide prac-
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Table 1. Recommended minimum transport equipment

FAY 5604507475 Generations Will Adwmin

Alvway management/onygenation—adult and pediatvic

Adult and pediatric bag-valve systems with oxygen reservoir

Adult and pediatric masks for bag-valve system (multiple sizes as appropriate)
Flenible adeptors tu connect bag-valve system to endotracheal/trachegstomy
tube

End-tidal carbon dioxide monitors (pediatric and adult)

Infant medium- and high-concentration masks with tubing

Maclntosh {aryngoscape blades (#1, #2, #3, #4)

Miller laryngoscope blades (#0, #1, #2)

Endotrachen] tube stylets (adult and pediatric)

Magil forceps {adult and pediatric)

Booted hemoskat

Cuffed endotracheal tubes (5.0, 5.5, 6.0, 6.5, 7.0, 7.5, 8.0)
Uncuffed endotrachesl tubes (2.5, 3.0, 36, 4.9, 4.5, 5.0)
Laryngoseope handles {adult and pedlatrlc)

Extra laryngoscope batterles and light bulbs
Nagopharyngeal alrways (#26, 430)

Oral airways (M0, #3, #2, 43, #14)

Scalpel with blade for ericothyroidotomy

Needle cricothyroidotomny kit

Water-soluble lubricant

Nagal cannulas {adult and pediatric)

Oxygen tubing

PEEP valve {adjustable)

Adhesive tape

Aerosol medication defivery system {nebulizer)

Alcohol swabs

Arrm boards (aduit and pediatric)

Arterial line tubing

Bone marrow needle (for pediatric infusion)

Blood pressure cuffs (neonatal, infant, child, adult large and small)
Butterfly needles (24-gauge, 25-gauge)

Communications backup (e.4.. cellular telephone)

DeSbrillator electrolyte pads or jelly

Dextrostix

ECG monttordefibrillator (preferably with pressure transducer capabilities)
ECG electrades (infant, pediatric, aduiti .
Flashlights with extra batteries

Heimlich valve
Infusion pumps

Intravenous fuid administration tubing (adult and pediatric}
Yu.blood administration tubing

Extension tubing

Three-way stopcacks
Intrevenous cathelers, sizes 14~ (o 24-gauge
Intravenoug solutlonsz {plastic bags)
1000 mb, 500 mL of normal saline
100¢ mL of Ringers lactate
250 ml. of 5% dextroze
Terlgating syringe (60 ml}, catheter tp

Kelley clamp

Hypodermle needles, assorted sizes

Hypodermic ayringes, assorted slzes

Normal saline for lrrigation

Pressure bags for fiuid administration

Pulse oximeler with multiple site adhesive or reusable sensers
Salem sump nasogastric tubes, assorted sizes

Solt restraints for upper and lower extremities

Stethoscope
Suction apparatus

Suckion catheters (#3, #8, #10, #14, tonsil)
Surgical dressings (sponges, Kling, Kerlix}
Tourniquels for venipuncture/lV access

Trauma scissors

The following are considered as needed
Transcutaneous pacemaker
Neonatai/pediatric isolette
Spinal immobilization device
Transport ventllator

PREP, positive end-expiratory pressure; ECG, electrocardiogram; 1V, intravengus.

Crit Care Med 2004 Vol. 32, No. 1

Copyright ® Lippincott Wiliiams & Wilking. Unauthorized reproduction of this article is prohibited.

titioners through the transfer process
{Fig. 1).

Pretransport Coordination and Com-
runication. The referring physician will
identify and contact an admitting physi-
cian at the receiving hospital to accept
the patient in transfer and confirm before
the transfer occurs that appropriate
higher level resources are available. The
recetving physician is given a full descrip-
lion of the patient's condition. At that
time, advice can be requested concerning
treatment and stabilization before trans-
port. The appropriateness of transferring
a patient from an inpatient setting (crit-
ical care unit) to an outpatient setting
{e.g., emergency department) at a receiv-
ing institution must be cautiously exam-
ined. If a physician will not be accornpa-
nying the patient during transport (34),
the referring and accepting physicians
will ensure there is a command physician
for the transport team who will assume
responsibility for medical treatment dur-
ing the transport. It may be appropriate
for this individual to receive a medical
report hefore the team departs.

In some instances {e.g., when a regeiv-
ing institution provides the transport
team), the receiving physician may deter-
mine the mode of transport. However,
the mode of transportation {ground or
air} usually is determined by the trans-
farring physician, in consulfation with
the receiving physician, based on the ur-
gency of the medical condition (stability
of the patient}, time savings anticipated
with air transport, wealher conditions,
medical interventions necessary for on-
foing life support during transfer, and
the availability of personnel and re-
sources (51, 52). The transport service
then will be contacted to confirm its
availahility, to prepare for anticipaled pa-
tient needs during transport, and to co-
ordinate the timing of the transport.

A nurse-to-nurse report is given by the
referring facility to the appropriate nurs-
ing unit at the receiving hospital. Aller-
natively, the report can be given by a
transport team member at the time of
arrival. A copy of the medical record, in-
cluding a patient care summary and all
relevant laboratory and radiographic
studies, will accompany the patient, The
preparation of records should not delay
patient transport, however, as these
records can be forwarded separately (by
facsimile or courier) if and when the ur-
gdency of transfer precludes their assem-
blage beforehand. Under these circum-
stances, the most crifical information i3
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Table 2. Recommended minkmum transport medications

Adenosine, 6 mg/2 mL
Albuterol, 2.5 mg/2 ml
Amiedarone, 150 mg/3 mL
Alropine, 1 mg/10 ml

Calcium ebloride, 1 g/10 mL
Cetacaine/Hurricaime spray
Dextrase 25%, 10 mlL

Dextrose 509, 50 mL

Digoxin, 0.5 mg/2 ml
Diltiazem, 25 mg/8 mL
Diphenhydramine, 50 mg/1 mL
Daparine, 200 mg/b mL
Tpinephrine, L mgr10 mb (1:10,000)

Epinephrine, 1 mgfl mL (1:1000) multiple-dose vial

Fosphenytein, 750 mg/1¢ mL (500 PE mg/10 mL)

Purosemlde, 100 mng/10 mi
Clucagon, 1 mg vial (powder)
Heparin, 1000 units/l mL
Izopvaterencl, 1 mg/s mL

Lahetalol, 40 mg/8 mL

Lidogaine, 100 mg/10 mL
Lidoraine, 2 g/10 mL

Mannitol, 50 g/80 mL

Magnesium #ulfate, 1 /2 mkb
Methylprednisolane, 126 mg/2 mL
Metoprolol, 5 mg/5 mL

Naloxone, 2 mg/2 mlL

Nitroglycerin injection, 50 m#/10 mL
Nitroglycerin tablets, 0.4 mg (bottle)
Nitroprusside, 50 mg/2 mL

Normal saline, 30 mL for injection
Phenobarbital, 65 mg/mL or 130 mg/mL
Potassium chloride, 20 mEg/}0 mL
Procainamide, 1000 mg/1¢ ml.
Sodium bizarbonate, 5 mEg/10 ml.
Sodium bicarbonate, 50 mEq/50 mi.
Sterile watey, 30 ml for injection
Terbutaling, 1 mg/l mbL

Verapamil, 5 mg/2 mbL

The fallowing specialized/controlled medications are added immedialely bafore transport as

indicated

Narcotic analgesics {e.g., morphine, fentany!) (59)
Sedatives/hypnotics {e.d., loraxepam, midazolam, propofol, etomidate, letamine) {59)
Neuromuscular blocking agents (&g, succlaylchellne, pancuronlum, atracurizm, rocuronium)

(60)
Praztaglandin E1
Pulmenary suriactant

communicated verbally, It is strongly
suggested that policies be established
within each institution regarding the
content of documentation and communi-
cation between personnel involved in the
transfer.

Accompanying Personnel, Tt is recom-
mended that a mirimum of iwo people,
in addition to the vehicle operators, ac-
company a critically fll patient during
interhospital transpert.* When trans-
porting unstable patients, the transport
tearm leader shouid he a physician or
nurse {41, 53, 54), preferably with addi-
tional training in transport medicine. For
critical but stable patients, the team
leader may be a paramedic {41). These
individuals provide the essential capabil-
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ities of advanced airway management, in-
travenous therapy, dysrhythmia interpre-
tation and treatment, and basic and
advanced cardiac life support. In the ab-
sence of a physician tearn member, thers
witl be a mechanism by which the trans-
port Learn can communicate with a com-
mand physician. If communication of
this type becomes impossible, the team
will have preauthorization by standing
orders to perform acute lifesaving inter-
ventions. In the absence of a readily avail-
able external transport team, a transport
teamn and vehicle may need to be assem-
bled locally. The development of policies
and procedures for such emergencies is
strongly recommended,

Mininmum Equipment Required Ta-

Ithough both in-
tra- qnd ihte%hos—
. pital  transport
must . comply with regula-
tions,. we believe patient.
safety: Is enhanced during
transport by establishing an
organized efficlent process
sz._zpported by appropriate

equipment and personnel, .

bles 1 and 2 provide a detailed list of the
minimum recommended equipment and
pharmaceuticals needed for safe interho-
spital transport. Emphusis is placed on
atrway and oxygenation, vital signs mon-
itoring, and the pharmaceutical agents
necessary for emergency resuscitation
and stabilization as well as maintenance
of vital functions. Very short or very long
transports may necessitate deviations
from the listed {tems, depending on the
severity and nature of illness or injury.
Furthermore, advances in lknowledge
over time will result in periodic review
and rnodification of these lists. All items
are checked regularly for expiration of
sterility and/or potency, especially when
trangports ave Infrequent. Equipment
function is verified on a scheduled basis,
not at the time of transport when there
may be insufficient time to find replace~
ments.,

Monitoring During Transport. All ¢rit-
{cally ill patjents undergoing interhospi-
tal transport must have, at a minimum,
continuous pulse oximetry, electrocar-
diographic monitoring, and regular mea-
gurement of hlood pressure and respira-
tory vate.* Selected patients, based on
clinical status, may benefit from the
maonitoring of intra-arterial blood pres-
sure {55), central venous pressure, pul-
monary artery pressure, intracranial
pressure, and/or capnography (56). With
mechanically ventilated patients, endo-
tracheal tube position is noted and se-
cured before transport, and the adequacy
of oxygenation and ventilation is recon-
firmed.

Occasionally, patients may require
specialized modes of ventilation not re-
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producible in the transport setling. Un-
der these circumstances, alternate modes
of mechanical ventilation are evaluated
hefore transport to ensure acceptability
and patient stability with this therapy, If
the patient is incapable of being main-
tained safely with alternate ventilator
therapy, the risits and benefits of trans-
port are cautiously reaxamined.

Patient status and management dur-
ing transport are recorded and filed in the
patient medical record at the referring
facility. Copies are provided to the receiv-

“{ng institution.

Preparing a Patient for Interhospital
Transport There is no evidence to sup-
port a “scoop and run” approach to the
interhospital transport, of critically ill pa-
tients. Therefore, referring facilities will,
before transport, begin appropriate eval-
vation and stabilization to the degree
possible to ensure patient safety during
transport. Unnecessary delays may be ex-
perienced if the transport {eam must pere
form lengthy or complex procedures to
stabilize the patient before the transier
(57). Nonessential testing and procedures
will delay transfer and should be avoided.
Information and recornmendations about
this aspect of patient care generally can
be requested from the accepting physi-
cian at the time of initial contact with the
receiving facility.

All critically ill patienis need secure
intravenous access befove transporl. If
peripheral venous access is unavailable,
central venous access is established. If
needed, fluid resuscitation and inotropic
support are initiated, with all intravenous
duids and medications maintained in
plastic (not glass) conlainers. A patient

_ should not be transported before airway
stabilization if it is judged Hkely that air-
way intervention will be needed en route
(a process made more difficult in a mov-
ing vehicle). The airway must be evalu-
ated before tramsport and secured 25 in-
dicated by _endotracheal tube ({or
tracheostomy).™ Laryngeal mask airways
are not an acceptable method of airway
managementl for eritically ill patients un-
dergoing transport. For lrauma victims,
spinal immobilization is maintained dur-
ing transport unless the absence of sig-
nificant spinal injury has been reliably
verified. A nasogastyic tube is inserted in
patients with an ileus or intestinal ob-
struckion and in those requiring mechan-
ical ventilation. A Foley catheter is in-
serted in patients requiring strict fuid
management, for transports of extended
duration, and for patients receiving di-
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uretics. If indicated, chest decornpression
with a chest tube is accomplished before
transport. A Heimlich valve or vacuum
chest drainage system is employed to
maintain decompression. Soft wrist
and/or leg restraints are applied when
agitation could compromise the safety of
the patient or transporl crew, especially
with air transport. If the patient is com-
balive or uncooperative, the use of seda-
tive and/or neuromuscular blocking
agents may be indicated. A neuromuscu-
lar blocking agent should not be used
without sedation and analgesia.

Finally, the patient medical record and
relevant laboratory and radiographic
studies are copied for the receiving facil-
ity. In the United States, a COBRA/
EMTALA checklist is strongly suggested
to ensure compliance with all federal reg-
ulations regarding interhospital patient
transfers. Items on this checklist will in-
clude documentation of initial madical
evaluation and stabilization (to the de-
gree possible), informed consent disclos-
ing benefits and risks of transfer, medical
indications for the transfer, and physi-
clan-to-physician communication with
the names of the accepting physician and
the receiving hospital.
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GENERAL ASSEMBLY
STATE CAPITOL
HARTFORD, CONNECTICUT 08108-1581

Septemboer 30, 2015

Ms. Kimberly R. Martone

Connecticut Department of Public Health
Director of Operations.

Office of Health Care Access

410 Capitol Avenue

P.O. Box 340308

Hartford, Conneéticut 06134-0308

RE: Request to Reopen Certificate of Need (CON) Determination Repert Number 15-32026-DTR
Alignment of Clinical Services at Windharm Hospital

Dear Ms, Martone:

This is a request for the Office of Health Care Access {OHCA) to reopen its September 9, 2015
determination that a “CON.is not required for the Petitioner’s proposal” in the above-entitied matter.
Seg, the final sentence of the September 8, 2015 OHCA determination.

In mid-lune of this year, Windham Community Memorial Hosaital (WCMH) Administrator David
Whitehead held a “community conversation” at Eastern Coninecticut State University (ECSU} outlining
our community’s medical needs and WCMH's plan to address them. Up to 75 providers and interested
area residents attended this session which is regiired as part of the IRS 990 nonprofit status form and
the Affordable Care Act.

During that “community conversation” there was no mention of downsizing or eliminating the ¢ritical
care unit (CCU) at WCMH. A few days later Hartford Health Care (HHC) through its press aide
arinetnced the closure of the CCU at Windham and layoffs of approximately 113 WCMH employees.
This ahfioUncement camie as a surprise to the Windham area community served by WCMH. The
announcement caused providers of healthcare to registertheir concerns with their respective legislators
in fio ungertain terms.

After heating from numerdus constituents, providers, doctors, nurses, and retired hospital nurses,
doctars and social workers, area legislators became very concerned regarding this proposed change. We
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held a press conference at which we expressed our expectations that a CON hearing would be required
if HHC were to close the CCU.

Later, very well attended follow up events were part of our regional process culminating in this letter to
request that CCHA reopen its determination based only on the form 2020 submission of HHC. The
events included three community forums which providers and constituents in the area attended to
present their concerns. At these events, some practicing doctors stated on the record that at their July
“Division of Medicine” meeting there was a Unanimous vote to keep the CCU open and in its current
fully operational state.

Several practicing and retired doctors and nurses stated that if the CCU were to change to a Progressive
Care Unit (PCU) they would be hesitant to send their patients to WCMH because the patient might be
subjected to insufficient care that would put the patient at risk. if patients were to be sent to other
hospitals because of the change to a PCU, then ultimately WCMH and ts patients would be incurring a
termination of services because doctors would lose interest in working in the Windham area.

Historically, Windham has had a difficult time attracting and retaining physiclans, Just a few years ago
WCMH received 58,000,000.00 in state bonding funds for professional offices on site so that WCMH
would be better able to attract and keep doctors in this area. The change from a CCU to a PCU will have
just the opposite affect according to most doctors who addressed this issue at our public forums.

During our legislative forums, we were told about the impact this change might have on our emergency
transportation services. For example, because this region has limited emergency transportation services
and Windham is isolatad from the rest of the state due to the lack of 'any major highway out of this area,
moving critically ill patients to Hartford or elsewhere will cause a hardship on all concerned, One
accident often shuts Route 6 down for hours. Moving critically ill patients by helicopter to Hartford
Hospital because WCMH no longer has a CCU makes no sense financially or otherwise.

This termination of services proposed by HHC will also limit access to the full range of services now
available to our large low income community. Windham has more public housing per capita than any
other town in Connecticut except maybe Hartford. Our population includes many who do not speak
English or have English as their second language. Moving many of these patients to a different area
outside the public transportation system will put an unfalr and impractical burden on families already
strained because of low or no income and language barriers.

The emergency ambulance services are either area Emergency Medical Technictans {(EMTs) volunteers or
paid Wiliimantic Fire Department (WFD) EMTs which may be equipped and willing and able to make a
trip to Hartford or Norwich occasionally, but for them to do so on a regular basis would strain the entire
emergency transpertation service in this region. While Hartford Health at WCMH has paramedic
intercept services it does not have ambulances with which to transport patients.

Another consideration regarding the size and staffing of the CCU is the area population changes that
occur during the spring and fall semesters. This area hosts University of Connecticut and Eastern
Connecticut State University students. The population increases during the fall and spring semesters by
approximately 25,000 students including those who reside on and off campus.

We appreciate the efforts of HHC and OCHA to work to solve the problems of finance and health care
access. A CON hearing will allow healthcare professionals and diverse groups of citizens to present their




views to OHCA regarding the serious limitations these proposed reductions will have on health care
access in the Windham zrea,

Respectfully submitted,

S ar e Lt 0G0

Representative Susan Johnson Senator Mae Flexer Senator Catherine Osten
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Representative Gregg Haddad Representative Linda Orange



Greer, Leslie

Subject: FW: CON Request from the Windham Delegation
Attachments: CONRequest.pdf
Importance: High

From: Palladino, Danielle [mailto:Danielle.Palladino@cga.ct.gov]
Sent: Friday, October 02, 2015 2:34 PM

To: Martone, Kim

Subject: CON Request from the Windham Delegation
Importance: High

Hello Kimberly,

On behalf of Rep. Johnson and the Windham Delegation, please find attached in this email a CON Request.
Thank you for your consideration,

Danielle

Donvielle Palladino-

Legislative Aide, House Democrats

Deputy Majority Leader Representative Michelle Cook, 65" House District
Proudly Serving Torrington

Deputy Majority Leader Representative Susan Johnson, 49t House District
Proudly Serving Windham

Deputy Majority Leader Representative Russell Morin, 28t House District
Proudly Serving Wethersfield

Staff, Task Force on Domestic Workers

860-240-1479
danielle.palladino@cga.ct.gov

LEGAL NOTICE: Certain communications or records received by or sent from this electronic mail account may be subject
to public disclosure pursuant to the Connecticut Freedom of Information Act, Conn. Gen. Stat. § 1-200 et seq.



State of Connecticut

GENERAL ASSEMBLY
STATE CAPITOL
HARTFORD, CONNECTICUT 06106-1591

September 30, 2015

Ms. Kimberly R. Martone

Connecticut Department of Public Health
Director of Operations

Office of Health Care Access

410 Capitol Avenue

P.O. Box 340308

Hartford, Connecticut 06134-0308

RE: Request to Reopen Certificate of Need (CON) Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone:

This is a request for the Office of Health Care Access (OHCA) to reopen its September 9, 2015
determination that a “CON is not required for the Petitioner’s proposal” in the above-entitled matter.
See, the final sentence of the September 9, 2015 OHCA determination.

In mid-June of this year, Windham Community Memorial Hospital (WCMH) Administrator David
Whitehead held a “community conversation” at Eastern Connecticut State University (ECSU) outlining
our community’s medical needs and WCMH'’s plan to address them. Up to 75 providers and interested
area residents attended this session which is required as part of the IRS 990 nonprofit status form and
the Affordable Care Act.

During that “community conversation” there was no mention of downsizing or eliminating the critical
care unit (CCU) at WCMH. A few days later Hartford Health Care (HHC) through its press aide
announced the closure of the CCU at Windham and layoffs of approximately 113 WCMH employees.
This announcement came as a surprise to the Windham area community served by WCMH. The
announcement caused providers of healthcare to register their concerns with their respective legislators
in no uncertain terms.

After hearing from numerous constituents, providers, doctors, nurses, and retired hospital nurses,
doctors and social workers, area legislators became very concerned regarding this proposed change. We
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held a press conference at which we expressed our expectations that a CON hearing would be required
if HHC were to close the CCU.

Later, very well attended follow up events were part of our regional process culminating in this letter to
request that OCHA reopen its determination based only on the form 2020 submission of HHC. The
events included three community forums which providers and constituents in the area attended to
present their concerns. At these events, some practicing doctors stated on the record that at their July
“Division of Medicine” meeting there was a unanimous vote to keep the CCU open and in its current
fully operational state.

Several practicing and retired doctors and nurses stated that if the CCU were to change to a Progressive
Care Unit (PCU) they would be hesitant to send their patients to WCMH because the patient might be
subjected to insufficient care that would put the patient at risk. If patients were to be sent to other
hospitals because of the change to a PCU, then ultimately WCMH and its patients would be incurring a
termination of services because doctors would lose interest in working in the Windham area.

Historically, Windham has had a difficult time attracting and retaining physicians. Just a few years ago
WCMH received $8,000,000.00 in state bonding funds for professional offices on site so that WCMH
would be better able to attract and keep doctors in this area. The change from a CCU to a PCU will have
just the opposite affect according to most doctors who addressed this issue at our public forums.

During our legislative forums, we were told about the impact this change might have on our emergency
transportation services. For example, because this region has limited emergency transportation services
and Windham is isolated from the rest of the state due to the lack of any major highway out of this area,
moving critically ill patients to Hartford or elsewhere will cause a hardship on all concerned. One
accident often shuts Route 6 down for hours. Moving critically ill patients by helicopter to Hartford
Hospital because WCMH no longer has a CCU makes no sense financially or otherwise.

This termination of services proposed by HHC will also limit access to the full range of services now
available to our large low income community. Windham has more public housing per capita than any
other town in Connecticut except maybe Hartford. Our population includes many who do not speak
English or have English as their second language. Moving many of these patients to a different area
outside the public transportation system will put an unfair and impractical burden on families already
strained because of low or no income and language barriers.

The emergency ambulance services are either area Emergency Medical Technicians (EMTs) volunteers or
paid Willimantic Fire Department (WFD) EMTs which may be equipped and willing and able to make a
trip to Hartford or Norwich occasionally, but for them to do so on a regular basis would strain the entire
emergency transportation service in this region. While Hartford Health at WCMH has paramedic
intercept services it does not have ambulances with which to transport patients.

Another consideration regarding the size and staffing of the CCU is the area population changes that
occur during the spring and fall semesters. This area hosts University of Connecticut and Eastern
Connecticut State University students. The population increases during the fall and spring semesters by
approximately 25,000 students including those who reside on and off campus.

We appreciate the efforts of HHC and OCHA to work to solve the problems of finance and health care
access. A CON hearing will allow healthcare professionals and diverse groups of citizens to present their




views to OHCA regarding the serious limitations these proposed reductions will have on health care
access in the Windham area.

Respectfully submitted,
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Representative Susan Johnson Senator Mae Flexer
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Representative Gregg Haddad Representative Linda Orange

Senator Catherine Osten
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Kiraberly R. Martone

Director of Operations

Comecticut Department of Public Health
Office of Health Care Access

410 Capitol Ave., MS#13HCA

P.O. Box 340308

Hartford, CT 06134-0308

Ce of
CARg ACCess 0

RE.  Cenificate of Need Determipation Report 12-32026-DTR
Aligament of Clinical Services at Windham Hospita)

Dear Ms. Martone:

As a local nonprofit orgamization who implements programs that aim to enhance aceess to culturally and
linguistically appropriate healthcare education and increase the diversity, quality, and distribution of future
healthcare professionals within Fastern Connecticut, 1 urge your agency to reconsider its decision to not require
a CON for the service changes taken place at Windbam Hospital. This region is primarily rural with pockets of
urban areas that are comprised of low socioeconomic status’ including veterans and urban Hispanic residents who
are primatily Spanish speaking. Regionalizing healthcare is not an adequate means to quality and equitable care.

Hospitals are considered to be the Jocus of rural health care systems. Not only are impostant health services based
at hospitals, but many of 5 community's health care personnel are either directly employed by or supported by the
local hospital, Furthermore, hospitals are often considered vital to local econowmies as they bring outside dollars
into the communities vig third-party payers, provide Jjobs, stimulate local purchasing, and help attract {ndustry
and retirees.  Pursuant to provisions of the Patient & Affordable Care Act of 2010, nonprofit hospitals where
charged to conduct Commumity Mealth Needs Assessments (CHNA) to determine the health status, behaviors and
eeds of residents within their servioe area to ensure that bospitals make the great impact on comm unity health
status. While the most recent CHNA published in June 2015 identified 12 priority health areas, the report lacked
mclusivity of constituents in the 16 town service area, including provisions to COSUIE services were kept or
maintained where the communities live. Instead, the HMartford Heslth Care and the Professional Research
Consuliasts recommended care for health services primarily outside of the service arcas; developed a survey
instrument that failed to offer surveys to non-English speakers (more than 5% in service arca are Spanish
speakers); and identiticd key informants they falt should be intervieweq, !

* Windham Haspital Community Health Needs Asgesament, ham-f?@fwww..wikid}.&mtEma;;m,Q;gihggij_ﬁmmg@yﬁ&_ty;mummu-nitv—_hmh'h_w_
sare-nepis-ansessment, accessed on October 1, 2015 : B |
Connecting Students o Caraers, Profeasionals fo Cammunities, and Communitios to Rofter Huoalth
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Reducing, eliminating, our outsourcing health services will be detrimental to communities’ ability to access
adequate and timely care, impact our health care workforce, and worsen health, disparities among underserved
communities. The community in Windham County deserve qualzty health care that is delivered in a culturally
and binguistic appropriate manner. Transporting patients to facilities over 30 minutes away can be catastrophic.
In particular, the ability for ambulatory care to effectively communicate with paticots that expenence language
barriers is nonexistent. There has been no published plan on bow Hartford Healfh Care system will deliver these
services and further ipformation is needed to ensure that there are ¢ffective mensures being taken info
consideration,

In closing, I urge that OHCA allow additional evidence to be eatercd into consideration and that a public hearing
be held to allow the opportunity for an equitable process of review and testimonies to be submitted and/or heard,
Wyou wish o contact me, I can be reached at (860) 4658281 oy bond@eastorninbec,gry

Sineerely,

N S
M L

Maritza Bond, MPH
Exccutive Director
Fastern AHEC, Ing.

165 State St. Swite. 313
New London, CT 06320

cor Commmassioner Mullen

Connacting Strdonts to Careers, Prafessionsts fo Communities, and Communiiios & Betier Health
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Eastern AHEC, Inc.
872 Main St.
Willimantic, CT 06226
A|-Ec Mailing Address:
165 Main St. Suite 313
Sastoa oanettiaat New London, CT

Phone: (860)465-8281
www.easternctahec.ora

October 2, 2015 VIA FIRST CLASS MATL. AND FACSIMILE

Kimberly R. Martone

Director of Operations

Connecticut Department of Public Health
Office of Health Care Access

410 Capitol Ave., MS#13HCA

P.O. Box 340308

Hartford, CT 06134-0308

RE: Certificate of Need Determination Report 12-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone:

As a local nonprofit organization who implements programs that aim to enhance access to culturally and
linguistically appropriate healthcare education and increase the diversity, quality, and distribution of future
healthcare professionals within Eastern Connecticut, I urge your agency to reconsider its decision to not require
a CON for the service changes taken place at Windham Hospital. This region is primarily rural with pockets of
urban areas that are comprised of low socioeconomic status’ including veterans and urban Hispanic residents who
are primarily Spanish speaking. Regionalizing healthcare is not an adequate means to quality and equitable care.

Hospitals are considered to be the locus of rural health care systems. Not only are important health services based
at hospitals, but many of a community's health care personnel are either directly employed by or supported by the
local hospital. Furthermore, hospitals are often considered vital to local economies as they bring outside dollars
into the communities via third-party payers, provide jobs, stimulate local purchasing, and help attract industry
and retirees. Pursuant to provisions of the Patient & Affordable Care Act of 2010, nonprofit hospitals where
charged to conduct Community Health Needs Assessments (CHNA) to determine the health status, behaviors and
needs of residents within their service area to ensure that hospitals make the great impact on community health
status. While the most recent CHNA published in June 2015 identified 12 priority health areas, the report lacked
inclusivity of constituents in the 16 town service area, including provisions to ensure services were kept or
maintained where the communities live. Instead, the Hartford Health Care and the Professional Research
Consultants recommended care for health services primarily outside of the service areas; developed a survey
instrument that failed to offer surveys to non-English speakers (more than 5% in service area are Spanish
speakers); and identified key informants they felt should be interviewed.'

! Windham Hospital Community Health Needs Assessment, http://www windhamhospital org/health-community/community-health-
care-needs-assessment, accessed on October 1, 2015
Connecting Students to Careers, Professionals to Communities, and Communities to Better Health




Reducing, eliminating, our outsourcing health services will be detrimental to communities’ ability to access
adequate and timely care, impact our health care workforce, and worsen health disparities among underserved
communities. The community in Windham County deserve quality health care that is delivered in a culturally
and linguistic appropriate manner. Transporting patients to facilitics over 30 minutes away can be catastrophic.
In particular, the ability for ambulatory care to effectively communicate with patients that experience language
barriers is nonexistent. There has been no published plan on how Hartford Health Care system will deliver these
services and further information is needed to ensure that there are effective measures being taken into
consideration.

In closing, I urge that OHCA allow additional evidence to be entered into consideration and that a public hearing
be held to allow the opportunity for an equitable process of review and testimonies to be submitted and/or heard.
If you wish to contact me, I can be reached at (860) 465-8281 or bond(@easternctahec.org

Sincerely,

M o

Maritza Bond, MPH
Executive Director
Eastern AHEC, Inc.

165 State St. Suite. 313
New London, CT 06320

cc: Commissioner Mulien

Connecting Students to Careers, Professionals to Communities, and Communities to Better Health
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VIA FIRST CLASS MAIL AND FACSIMILE OCT -4 2015
Kimberly R. Martone
Director of Operations Office of

HEALTHCARE ACCESS

Connecticut Department of Public Health
Office of Health Care Access

410 Capitol Ave., MS#13HCA

P.O. Box 340308

Hartford, CT 06134-0308

RE: Certificate of Need Determination Report 12-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone:

[ am writing on behalf of the staff, physicians and patients of Generations Family Health Center
(“Generations™), the Federally Qualified Health Center (“FQHC”) serving Eastern Connecticut,
regarding the determination that a Certificate of Need (“CON™) is not required for Windham
Community Memorial Hospital (“Petitioner” or “Hospital”) to close its critical care unit
(“CCU”) and develop a 4-bed progressive care unit (“PCU”). In the above referenced
determination, OHCA writes:

“The Petitioner has represented that the proposed PCU will offer the same clinical care
services that are currently offered in the CCU. As a result, no termination of services is
taking place. Therefore, a CON is not required for the Petitioner’s proposal.”

It appears that the above finding is inconsistent with facts in this matier as well as information
provided to OHCA in the Petitioner’s submission to OHCA on September 3, 2015. First,
Petitioner acknowledges in its Proposal Description that it does indeed provide critical care
services in the CCU and that at least 2 critically ill patients are in that unit on a daily basis.
However, Petitioner goes on to state that these patients can be cared for in a PCU which is
factually incorrect. Both the Society of Critical Care Medicine and the American Association of
Critical-Care Nurses (‘“AACM?”) regard CCU and PCU as distinct levels of care with specifically
delineated admission criteria and staff competencies.

Progressive Care is a term used by AACM to collectively refer to patient care settings also
known as Intermediate Care, Step-Down Care, Telemetry, Direct Observation or Transitional
Care (Exhibit I). Further, the Society of Critical Care Medicine Guidelines for ICU Admission,
Discharge, and Triage as well as the Guidelines on Admission and Discharge for Adult
Intermediate Care Units clearly distinguish the two levels of care (Exhibit 2). Petitioner’s
statement that CCU patients can be treated in a PCU does not comport with published guidelines.
40 Mansfield Ave. o Willimantic, Connecticut 06226
860.450.7471 o genhealth.org




On the second page of the Proposal Description, Petitioner states:

“In the last five years, patients who have been treated in the Windham CCU have met the
definition for PCU level of care.”

This statement is false. The Hospital’s CCU treats hemodynamically unstable patients as well as
patients with acute respiratory distress and/or failure requiring intubation and mechanical
ventilation. These patients do not meet published admitting criteria for PCU level of care
(Exhibit 2). It is also false to state that CCU and PCU staff competencies are the same. For
years, AACM has recognized the two nursing practices as distinct and offers unique
credentialing and certification for PCU and CCU (Exhibit 3).

And while Petitioner claims to have paramedic transport available to transfer patients to Hartford
Hospital, Petitioner fails to disclose the increasing demand for these services, that it does not
own an ambulance and the municipality service is BLS only, and without increasing setvices is
therefore not equipped to deal with the timely transfer critically of ill patients. The Society of
Critical Care Medicine has published specific guidelines regarding inter-hospital transfers of
critically ill patients (Exhibit 4). Because adequate and appropriate ambulance inter-hospital
transportation does not exist in Willimantic, Life Star is routinely deployed to transfer patients
that can be cared for at the Hospital.

Lastly, Petitioner Exhibit 1 lists services that Petitioner proposes to provide in the PCU. Several
of these services are appropriate only to a CCU and are inconsistent with published guidelines
(Exhibit 2).

Generations is concerned that OHCA relied on inaccurate representations in making its decision
that a service is not being terminated. CCU care and PCU care are not interchangeable. Either
Petitioner is terminating critical care services or it is proposing to provide critical care in an
inappropriate setting. We believe the former to be true and respectfully request that OHCA
reconsider its determination.

Very truly yours,
M dlard

Arvind Shaw

Chief Executive Officer

bee.




Generations Family Health Center
October 2, 2015

EXHIBIT 1: AACN Progressive Care Fact Sheet
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Progressive Care Fact Sheet

Background

In the early 1970s, major medical center recruiters placed advertisements for both critical care and
progressive care nurses in Heart and Lung. Initially, progressive care units housed post myocardial
infarction patients requiring cardiac monitoring, but not requiring intensive care and observation. With
the changing healthcare environment, the acuity of patients admitted to hospitals steadily increased
and caused an increase in the demand for critical care beds. With the increased demand and decreased
availability of critical care beds, patients were often transferred from critical care units while still
requiring an increased level of nursing care and vigilance. Patients admitted to critical care units five to
ten years ago are now routinely admitted to progressive care.

Progressive care is the term the American Association of Critical-Care Nurses (AACN) uses to collectively
describe areas that are also referred to as Intermediate Care Units, Direct Observation Units, Step-down
Units, Telemetry Units, or Transitional Care Units as well as to define a specific level of patient care.
AACN recognizes the need to define and identify the special needs of progressive care nurses. In 2008,
the Certification Corporation convened a progressive care nursing study of practice. The study of
practice determined the scope of practice, populations served, the core competencies and basic
knowledge and skill requirements of progressive care nurses and provided a foundation for
development of certification exams. Progressive care nurses across the country participated in the
study of practice.

Definition
The American Association of Critical-Care Nurses recognizes progressive care as part of the continuum of
critical care. AACN is dedicated to creating a healthcare system driven by the needs of patients and
families where critical care nurses make their optimal contribution. The AACN Synergy Model for Patient
Care is the conceptual framework that actualizes the vision. It defines nursing practice based on the
needs of the patient and the characteristics of the nurse to attain optimal patient outcomes.
|

Progressive care defines the care that is delivered to patients whose needs fall along the less acute end

of that continuum. Progressive care patients are moderately stable with less complexity, require

moderate resources and require intermittent nursing vigilance or are stable with a high potential for

becoming unstable and require an increased intensity of care. Characteristics of progressive care [
patients include: a decreased risk of a life-threatening event, a decreased need for invasive monitoring, |
increased stability, and an increased ability to participate in their care.

Progressive Care Patient Location

AACN's Synergy Model assists in defining the progressive care patient. The Synergy Model identifies
patients based on the characteristics and needs that they present and not on the location of the bed
they occupy. As in critical care, the geographic domain of progressive care is expanding. Care provided
to progressive care patients is not limited by geography but is based on the needs and required
interventions of the patient. While specific progressive care units can be identified, patients requiring
progressive care nursing can be located throughout the hospital.

AACN « 101 Columbia « Aliso Viejo, CA 92656-4109 « T 949 362 2000 « 800 899 2226« F 949 362 2020 » www.aacn.org



According to the Synergy Model, stability, complexity, vulnerability, resiliency, predictability, resource
availability, participation in care and participation in decision making are the patient characteristics that
describe patient function. The nurse characteristics that typically represent comprehensive nursing
practice include clinical judgment, advocacy, caring practices, collaboration, systems thinking, response
to diversity, clinical inquiry and learning facilitation. The framework, therefore, takes into account the
unpredictability of the progressive care patient and, based on the patient’s and family's needs, the
competencies of the progressive care nurse. Progressive care can be very specialized, with care focused
on a specific system such as cardiac, or more generalized, as in the care of patients with multi-system
problems.

Educational Requirements

Progressive care nursing has expanded beyond the basic cardiac telemetry that marked its beginning
and now encompasses many of the same technologies and therapies that were once limited to critical
care units. To meet the changing needs of the patient, nurses caring for progressive care patients must
demonstrate competencies that are influenced by ever changing technology. Progressive care nurses
must demonstrate the following core competencies:

e Cardiac monitoring techniques and lead placement.
e Basic & advanced life support.
e Basic dysrhythmia interpretation and treatment, including ST segment and QTc interpretation.

e Drug dosage calculation, continuous medication infusion administration, and patient monitoring
for medication effects.

e Titration of selected vasoactive medications such as nitroglycerin.

e Monitoring patients using standardized procedures for pre, intra, and post procedures (i.e.,
cardioversion, TEE, cardiac catheterization with PCI, bronchoscopy, EGD, PEG placement, chest
tube insertion)

e Invasive arterial pressure monitoring including equipment setup and troubleshooting,
monitoring and recognition of signs and symptoms of patient instability.

e Non-invasive hemodynamic pressure monitoring including equipment setup and
troubleshooting, monitoring and recognition of signs and symptoms of patient instability.

e Recognition of the signs and symptoms of cardiopulmonary emergencies and initiate
standardized interventions to stabilize the patient awaiting transfer to critical care including
cardioversion, defibrillation and transcutaneous pacing. Seek assistance as needed.

e  Monitoring normal and abnormal diagnostic test results.
e Interpretation of ABGs and communicating findings.

e Recognition of indications for and management of patients requiring non-invasive O2 delivery
systems including oral airways, bipap, and nasal CPAP

e Assessment of the ventilated patient to assure delivery of the prescribed treatment and patient
response including tracheostomy care, and continuous and intermittent SpO, monitoring.

AACN + 101 Columbia » Aliso Viejo, CA92656-4109 « T 249 362 2000 « 80O B899 2226« F 949 362 2020 « www aacn.org
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e Managing patients with chest tubes.
e Assisting with thoracentesis and chest tube insertion.
e Administering medications for procedural sedation and monitor patient’s response.

e Assessing, monitoring and managing patients with stroke, seizure disorders and intracranial
hemorrhage.

e Managing and titrating insulin infusions.
e Recognition of indications for and complications of enteral and parental nutrition

e Assessing, monitoring and managing patients requiring renal therapeutic interventions; e.g.
hemodialysis, peritoneal dialysis, stents, continuous bladder irrigation, and urostomies

e Management of patients with complex wounds with fistulas, drains, and vacuum-assisted
closure devices.

e Recognition of signs and symptoms of behavioral emergencies (e.g. delirium and dementia,
mood disorders and substance abuse).

e Evaluating the family's need for enhanced involvement in care to facilitate the transition from
hospital to home.

Reference List
AACN Scope and Standards for Acute and Critical Care Nursing Practice. AACN. Aliso Viejo, CA. 2008.

American College of Critical Care Medicine of the Saciety of Critical Care Medicine: Guidelines on
admission and discharge for adult intermediate care units, 1997.

AACH + 10] Columbia « Aliso Viejo, CA 92656-4109 « T 949 362 2000 « 800 899 2226« F 949 362 2020 « www.oocn.org




Generations Family Health Center
October 2, 2015

EXHIBIT 2: Society of Critical Care Medicine Guidelines for CCU and
PCU




Guidelines for ICU Admission,

Discharge, and Triage
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These guidelines can also be found in the March 1999 issue of Critical Care Medicine --
Crit Care Med 1999 Mar; 27(3):633-638

Society of Critical Care Medicine
701 Lee Street

Suite 200

Des Plaines, IL 60016

Phone: 847/827-6869
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Guidelines for ICU Admission,
Discharge, and Triage

American College of Critical Care Medicine
of the Society of Critical Care Medicine

ABSTRACT

Appropriate utilization of Intensive Care Unit (ICU) resources is an important issue as the nation struggles to contain
health care expenditures. The guidelines proposed here provide models which ICUs may use in formulating
admission, discharge and triage criteria. A process for implementation, monitoring and performance review of
policies and procedures is also included.

INTRODUCTION

The ICU concept prevalent today proliferated in the 60's {1-3). The first Consensus Conference on Critical Care
Medicine led by the National Institutes of Health (NIH) in 1983 pointed out that clinical practice has led to expanded
indications for admissions to critical care units (4). Most physicians are of the opinion that the benefits of ICU care
are unmeasured rather than uncertain (5). Because of the utilization of expensive resources, ICUs should, in general,
be reserved for those patients with reversible medical conditions who have a "reasonable prospect of substantial
recovery” {4-6). With recent changes in the health care environment, efficient use of ICUs has become a priority.
Unfortunately, few studies have examined the indications for and the outcome of ICU care (7-10). Those that have,
suggest that we may not be categorizing patients accurately. For example, Kraiss, et al. evaluated 196 patients
undergoing carotid endarterectomy over a two-year period. There was no difference in outcome or complications
between the group admitted to intensive care and those admitted to a general ward (8).

The Ethics Committee of the Society of Critical Care Medicine has previously published a consensus statement on
triage (11), Guidelines for developing admission and discharge criteria were also proposed (12). The current
document is a compilation and revision of the previously published guidelines.

Individual ICUs, using the guidelines presented below, should create policies specific to their unit. Criteria for ICU
admission and discharge should be explicitly described. In addition, each ICU should define the scope of services it
provides, and the patient population it serves, as approved by the professional staff. Specific circumstances under
which the patients are admitted should also be defined (12-14). Guidelines and implementation policy should be
written by a multiprofessional team, While the composition of the ICU Commiitee may vary, it should assure an
adequate voice for those who regularly provide service to ICU patients, including respiratory care practitioners,
nurses, physicians, and social workers,

The ICU Committee should review the policies of the intensive and intermediate care units. The Committee should
also help educate the staff on admission/discharge/triage criteria, and efficient resource consumption.

Policies written for admission, discharge, and triage should be reviewed on a regular basis and revised as needed.
Revisions should be based on objective data. Compliance with the policy should be monitored in an appropriate
forum, which in most institutions would be the ICU Committes. A policy should be in place for accommodating
admissions when unit capacity is reached. Options may include limiting elective surgery or re-routing critical care
admissions from the emergency department. Increasing the functional capacity of the ICU by boarding patients in
other advanced care areas (assuming appropriate personnel and technological resources are available} may be an
alternative to limiting services.
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The adinission, discharge, and triage criteria should also recognize patient autonomy, including advance directives,
living wills, or durable powers of attorney for health care decisions. It also should indicate who can admit patients to
the ICU. Specific credentialing procedures should be in place.

Levels of Recommendations for the Intensive Care Unit

The Intensive Care Unit serves as a place for monitoring and care of patients with potentially severe physiological
instability requiring technical and/or artificial life support. The level of care in an ICU is greater than that available
on the floor or Intermediate Care Unit.

Rating System
Level 1: Convincingly justifiable on scientific evidence alone

Level 2: Reasonably justifiable by available scientific evidence and strongly supported by expert critical
care opinion

Level 3: Adequate scientific evidence is lacking but widely supported by available data and critical care
expert opinion

1. {Level3)  The Intensive Care Unit should have designated medical and mursing directors who are responsible
for assuring appropriate patient triage through enforcement of patient admission and discharge criteria. This
triage must consider the needs of the patient and institution.

2. (Level3)  The physician and nurse directors should determine the limits of care, telemetry, mechanical
ventilation and types of intravenous medications.

3. (Level 3) Intensive Care Unit Committee - A mulfiprofessional commitiee should be involved in developing
and implementing the admission and discharge criteria.

4. (Level 2)  The provision of intensive care improves the outcome of critically ill patients.

5. (Level 2)  An intensivist-led multiprofessional team improves the outcomes of critically ill patients as
measured by mortality, length of stay, and resource consumption, (13, 16)

ADMISSION CRITERIA

ICU admission criteria should select patients who are likely to benefit from ICU care (2). Griner identified two
conditions in which ICU care was of no greater benefit than conventional care (10). Situations involved patients who
were at the two extremes of the risk of death spectrum; relatively low risk of death and exceedingly high risk of
death, These groups can be referred to as "too well to benefit" and "too sick to benefit" from critical care services.
ICU care has been demonstrated to improve outcome in severely ill, unstable patient populations (17, 18). Defining
the "too well to benefit" and "too sick to benefit" population may be difficult solely based on diagnosis (7, 19-24).
For example, drug overdose patients are commonly admitted to an ICU. However, Brett et al. (19), demonstrated
that patients without clinically determined high risk criteria never required ICU interventions. Nonetheless, 70% of
these low risk patients were admitted to an ICU for observation.

In addition to difficulties in determining the patient population who are foo well or too sick to benefit, the specific
criteria defining "substantial benefit" are subject to interpretation. For example, Paz, et al, examined admissions to
the medical ICU following bone marrow transplantation. Bone marrow transplantation patients undergoing
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mechanical ventilation had an ICU discharge rate of only 3.8% compared to a discharge rate of 81.3% for those
patients not requiring this therapy (21). Previous published reports documented similar poor survival rates for
ventilator-requiring bone marrow transplantation patients (2.5% to 7.0%) (22-24). Whether a 2.5% to 7% discharge
rate of bone marrow transplantation patients requiring mechanical ventilation is substantial or not may depend on the
institution. These interpretations will lead fo differences in admission criteria between institutions and physicians.

Thus, it is recommended that ICU practitioners understand tools for assessing severity of illness and prognosis of
critically ill patients. These instruments in conjunction with clinical judgement represent the best tools currently
available to determine prognosis (11, 25-27). It should be noted, however, that in general, these predictive
instruments have only been applied to patients already admitted to an ICU and have not been tested as
preadmission screening tools.

The ICU admission decision may be based on several models utilizing prioritization, diagnosis, and objective
parameters models. We wish to emphasize that these models are presented as guidelines and individual
institutions must create specific criteria to meet their special requirements.

Prioritization Model

This system defines those that will benefit most from the ICU (Priority 1) to those that will not benefit at all (Priority
4} from ICU admission.

Priority 1: These are critically ill, unstable patients in need of intensive treatment and monitoring that cannot be
provided outside of the ICU. Usually, these treatments include ventilator support, continuous vasoactive drug
infusions, etc. Priority 1 patients generally have no limits placed on the extent of therapy they are to receive.
Examples of these patients may include post-operative or acute respiratory failure patients requiring mechanical
ventilatory support and shock or hemodynamically unstable patients receiving invasive monitoring and/or vasoactive
drugs.

Priority 2: These patients require intensive monitoring and may potentially need immediate intervention. No
therapeutic limits arc generally stipulated for these patients, Examples include patients with chronic comorbid
conditions who develop acute severe medical or surgical illness.

Priority 3: These unstable patients are critically ill but have a reduced likelihood of recovery because of underlying
disease or nature of their acute illness. Priority 3 patients may receive intensive treatment to relieve acute illness but
limits on therapeutic efforts may be set such as no intubation or cardiopulmonary resuscitation. Examples include
patients with metastatic malignancy complicated by infection, cardiac tamponade, or airway obstruction.

Priority 4: These are patients who are generally not appropriate for ICU admission. Admission of these patients
should be on an individual basis, under unusunal circumstances and at the discretion of the ICU Director. These
patients can be placed in the following categories:

A. Little or no anticipated benefit from ICU care based on low risk of active intervention that could not safely be
administered in a non-ICU setting {too well to benefit from ICU care). Examples include patients with
peripheral vascular surgery, hemodynamically stable diabetic ketoacidosis, mild congestive heart failure,
conscious drug overdose, etc.

B. Patients with terminal and irreversible illness facing imminent death (too sick to benefit from ICU care). For
example: severe irreversible brain damage, irreversible multi-organ system failure, metastatic cancer
unresponsive to chemotherapy and/or radiation therapy (unless the patient is on a specific treatment protocol),
patients with decision-making capacity who decline intensive care and/or invasive monitoring and who receive
comfort care only, brain dead non-organ donors, patients in a persistent vegetative state, patients who are
permanently unconscious, etc.
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Diagnosis Model

This model uses specific conditions or diseases to determine appropriateness of ICU admission.

A. Cardiac System
1. Acute myocardial infarction with complications
2, Cardiogenic shock
3. Complex arrhythmias requiring close monitoring and intervention
4. Acute congestive heart failure with respiratory failure and/or requiring hemodynamic support
5. Hypertensive emergencies
6. Unstable angina, particularly with dysthythmias, hemodynamic instability, or persistent chest pain
7. S/P cardiac arrest
8. Cardiac tamponade or constriction with hemodynamic instability
9. Dissecting aortic aneurysms
10. Complete heart block
B. Pulmoenary System
1. Acute respiratory failure requiring ventilatory support
2 Pulmonary emboli with hemodynamic instability
3. Patients in an intermediate care unit who are demonstrating respiratory deterioration
4 Need for nursing/respiratory care not available in lesser care areas such as floor or intermediate
care unit
5. Massive hemoptysis
6. Respiratory failure with imminent intubation
C. Neurologic Disorders
1. Acute stroke with altered mental status
2. Coma: metabolic, toxic, or anoxic
3. Intracranial hemorrhage with potential for herniation
4. Acute subarachnoid hemorrhage
5. Meningitis with altered mental status or respiratory compromise
6. Central nervous system or neuromuscular disorders with deteriorating neurologic or pulmonary
function
7. Status epilepticus
8. Brain dead or potentially brain dead patients who are being aggressively managed while
determining organ donation status
9. Vasospasm
10. Severe head injured patients
D. Drug Ingestion and Drug Overdose
1. Hemodynamically unstable drug ingestion
2. Drug ingestion with significantly altered mental status with inadequate airway protection
3. Seizures following drug ingestion
E. Gastrointestinal Disorders
1. Life threatening gastrointestinal bleeding including hypotension, angina, continued bleeding, or
with comorbid conditions
2. Fulminant hepatic failure
3. Severe pancreatitis
4, Esophageal perforation with or without mediastinitis
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F. Endocrine
1. Diabetic ketoacidosis complicated by hemodynamic instability, altered mental status, respiratory
insufficiency, or severe acidosis

2, Thyreid storm or myxedema coma with hemodynamic instability
3. Hyperosmolar state with coma and/or hemodynamic instability
4, Other endocrine problems such as adrenal crises with hemodynamic instability
5. Severe hypercalcemia with altered mental status, requiring hemodynamic monitoring
6. Hypo or hypernatremia with seizures, altered mental status
7. Hypo or hypermagnesemia with hemodynamic compromise or dysrhythmias
8. Hypo or hyperkatemia with dysthythmias or muscular weakness
9. Hypophosphatemia with muscular weakness
G, Surgical
1. Post-operative patients requiring hemodynamic monitoring/ventilatory support or extensive nursing

care

Miscellaneous

1. Septic shock with hemodynamic instability

2. Hemodynamic monitoring

3 Clinical conditions requiring ICU level nursing care

4 Environmental injuries (lightning, near drowning, hypo/hyperthermia)
5 New/experimental therapies with potential for complications

Objective Parameters Model

Objective criteria have been requested, expected and reviewed from individual hospitals as part of the Joint
Commission on Accreditation of Healthcare Organizations' review process of special care units in the past. While
the review process has recently been changed (13), it is understandable that hospitals would continue to incorporate
objective parameters as part of the admitting criteria. The criteria fisted, while arrived at by consensus, are by
necessity arbitrary, They may be modified based on local circumstances. Data demonstrating improved outcome
using specific criteria levels are not available.

Vital Signs

*  Pulse < 40 or > 150 beats/minute

Systolic arterial pressure < 80 mm Hg or 20 mm Hg below the patient's usual pressure
Mean arterial pressure < 60 mm Hg

Diastolic arterial pressure > 120 mm Hg

Respiratory rate > 35 breaths/minute

* O ¥ ¥

Laboratery Values (newly discovered)

Serum sodium < 110 mEg/L or > 170 mEq/L

Serum potassium < 2.0 mEq/L or > 7.0 mEg/L

Pa0, < 50 mm Hg

pH<71or>77

Serum glucose > 8§00 mg/dl

Serum calcium > 15 mg/di

Toxic level of drug or other chemical substance in a hemodynamically or neurologically compromised patient

* OK X K R ¥ *
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Radiography/Ultrasonography/Tomography (newly discovered)

*  Cerebral vascular hemorrhage, contusion or subarachnoid hemorrhage with altered mental status or focal
neurological signs
Ruptured viscera, bladder, liver, esophageal varices or uterus with hemodynamic instability

*  Dissecting aortic aneurysm

Electrocardiogram

*  Myocardial infarction with complex arrhythmias, hemodynamic instability or congestive heart failure
*  Sustained ventricular tachycardia or ventricular fibrillation

*  Compiete heart block with hemodynamic instability

Physical Findings (acute onset)

Unequal pupils in an unconscious patient
Burns covering > 10% BSA

Anuria

Airway obstruction

Coma

Continuous seizures

Cyanosis

Cardiac tamponade

H*OE ¥ R K ¥ ¥ ¥

DISCHARGE CRITERIA

The status of patients admitted to an ICU should be revised continuously to identify patients who may no longer need
ICU care.
A. When a patient's physiologic status has stabilized and the need for ICU monitoring and care is no longer
necessary

RB. When a patient's physiological status has deteriorated and active interventions are no longer planned,
discharge to a lower level of care is appropriate

Discharge criteria from Critical Care Units should be similar to the admitting eriteria for the next level of
care such as intermediate care where available. However, not all patients require intermediate care after ICU
discharge.

TRIAGE

Under ideal conditions patients would be admitted or discharged strictly on their potential to benefit from ICU care.
Unfortunately, in many instances the number of potential 1CU patients exceeds the available beds. A method of
prioritizing or triaging patients is necessary (11, 29). Initial triage of patients may follow the guidelines given in the
prioritization model for admissions. In an environment where ICU admissions are rigorously screened for benefit,
and discharge is ongoing and continuous, the need for triage is minimized.

When all ICUs and step-down units are filled, the ICU/Critical Care Director should have access to all of these units
and have the responsibility and authority to admit/discharge patients from these units. Triage policies for an
institution should be written in advance. Triage decisions should be made explicitly, and without bias, Ethnic
origin, race, sex, social status, sexual preference or financial status should never be considered in triage decisions.
Triage decisions may be made without patient or surrogate consent, and can be made despite an anticipated
untoward outcome. Religious or moral convictions may be the basis for providing treatment "if the costs are not
borne by the general society and the provision of such services does not foreclose the treatment of other patients who
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would benefit from critical care” (30). The topic of triage of critically ill patients has been recently reviewed by the
Society of Critical Care Medicine Ethics Cornmittee (11). The reader is referred to this document for a more in-
depth discussion of this topic.

PERFORMANCE REVIEW

The performance evaluation and review of an ICU should include its admission/dischargeftriage policy. A
multiprofessional team should review performance at least annually. In order to adequately review performance as it
relates to admission, outcome, and the decision-making process, a database able to track these and other variables
would be extremely useful. Severity adjusted outcomes should be utilized whenever possible in order to minimize
the effect of severity of illness on raw mortality data, independent of policy or care standards. As guidelines to limit
these types of admissions are instituted, care must be taken to track the patients sent to other areas to assure
equivalency of outcome, length of stay, cic. A mechanism to review requested admissions that were denied should
be in place to assure appropriateness of both the policy and the decision-making process. Conflicts over discharges
should be reviewed so that possible improvements in the discharge policy can be identified and incorporated.
Readmissions to the ICU for a similar problem should be monitored closely as they may directly relate to the quality
of the discharge process (31-33). The quality and efficiency of an ICU should be continually examined and
improved through this process. Studies examining objective criteria for admission and benefit of admission to ICUs
should be encouraged in order to better define appropriate utilization of this important and expensive resource.

Administrative Recommendations to Facilitate Appropriate Admissions, Discharges and Delivery of Intensive
Care Units

A. Personnel

1. A Physician Director must be appointed who, on the basis of training, interest, type of practice, and
availability can give clinical, administrative and educational direction to the Intensive Care Unit. The
Physician Director should meet "Guidelines for the definition of an intensivist and the practice of critical
care medicine” published by the Society of Critical Care Medicine (34). Collaboration with nursing and
ancillary staff should be emphasized. The Director should assume responsibility for assuring the quality,
safety, and appropriateness of care in the Intensive Care Unit. The Director must work collaboratively with
the Directors of other areas in the institution so that patient care, triage, and patient flow are effective and
efficient.

The ultimate authority for ICU admission, discharge, and triage rests with the ICU Director.

2. An ICU Director has the responsibility to ensure that the patients meet ICU admission and discharge
criteria. Formal recognition of the role of the ICU Director should occur through established hospital
pathways. A knowledge of the various prognostic models is required of the ICU Director (11). A clearly
written procedure for conflict resolution as it relates to admission and discharge of patients must be in
place.

3. The multiprofessional team of professionals should meet on a regular basis to identify and solve problems
through quality assurance and continuous quality improvement activities.

SUMMARY

The Intensive Care Unit can provide efficient and effective care to the critically ill patients by implementing wel]
thought out admission, discharge, and triage policies and procedures.
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INTRODUCTION

In acute care hospitals, one can identify a patient population that does not require intensive care but needs more care
than that provided on a general ward. These patients may require frequent monitoring of vital signs and/or nursing
interventions, but usually do not require invasive monitoring. In a study of 706 surgical and medical ICU patients,
this patient population accounted for approximately 22% of all ICHJ bed days (1). In a more recent study of 17,440
ICU admissions, 6,180 patients were admitted strictly for intensive monitoring, though they had a less than 10% risk
for requiring active treatment based on this monitoring (2). As a consequence, intermediate care has been proposed
as a more appropriate means of resource utilization for these patients (2-6). Intermediate care areas can be
represented as multipurpose "progressive care units" or as single-organ subspecialty floors such as cardiac telemetry,
surgical (thoracic, vascular, etc.), neurosurgical/neurological monitoring areas, or chronic ventilator respiratory care
units (7-11). In light of the recent emphasis on cost containment, the intermediate care unit concept is suggested as a
strategy that promotes greater flexibility in patient triage, increases accessibility to limited intensive care and
provides a cost-effective aliernative to critical care wnit admission, particularly for patients with a low risk of, but
potential for, major complications and who have been admitted for routine monitoting (7, 11-16). Moreover, patient
satisfaction may be increased since an intermediate care environment is less noisy and may have more liberal family
visitation policies (17).

There are few reports demonstrating the efficacy of intermediate care as a graded option between conventional ward
care and intensive care. Most studies are retrospective or uncontrolled observational series (13). There is only one
randomized, ¢controlled study demonstrating reduced costs without a negative impact on cutcome (16). Franklin and
collcagues observed a decrease in the case fatality rate of a large urban medical service afier the introduction of an
intermediate care unit, noting an important reduction in the number of "low risk monitoring" admissions to their
intensive care unit; this unit effectively increased the ready availability of critical care services to those patients most
urgently in need, streamlining the ICU admission process, and attenuating unnecessary ICU stays or delays in
transfer (7). In addition, these changes were associated with fewer ward cardiac arrests, presumably because of more
timely and appropriate levels of observation.

Byrick et al. compared the initial impact on ICU utilization of opening an intermediate care unit, followed by closure
of that unit (6,12). The intermediate care unit led to earlier extubation and discharge from the ICU, and shortened
overall length of stay with no change in outcome. The availability of intermediate care increased ICU bed
availability and freed the operating room schedule from being ICU-dependent. Nine years after opening, the
intermediate care unit was dismantled duve to hospital budgetary constraints. This closure led to a four-fold increase
in ICU admissions with a lower severity of illness. The lack of stepdown resources caused a reduction in triage
flexibility, which negatively impacted on ICU discharge planning and required longer ICU stays for "sicker"
patients, Based on this comparison, intermediate care was reinstituted {12).

Intermediate care reduces hospital costs by decreasing staffing to coincide with the need of the patients (2,3). Since
personnel costs may comprise up to 80% of total ICU expenses, the savings afforded by a reduction in staffing
necessary for patients with intermediate severities of illness can be substantial (14-18). These savings may be
overstated if the reduction in nursing staff is partially offset by the need for additional healthcare team members (i.e.,
respiratory therapy). Similarly, there may not be a large difference in supplies and capital expenditures if the
reduced use of invasive monitoring is counterbalanced by implementation of any of an increasing array of
noninvasive monitoring equipment (3). However, there may be real and substantial savings from the change in
protocol practice that occurs with transfer out of an ICU. Douglas et al. (16) established a stepdown facility for the

2
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"chronically critically ill" {ICU length of stay >7 days, hemodynamically stable). This stady is the only prospective,
randomized {rial to triage patients to an intermediate care unit who qualified based on pre-established criteria (16).
The role of house officers was eliminated and the number of routine diagnostic laboratory tests and radiographs was
sharply reduced. This change in protocol practice translated into "hidden" but substantial savings (16).

The investigation by Franklin et al. found a decrease in mortality with intermediate care, but further rescarch is
needed in this area (7). Sophisticated designs for the study of infermediate care should include concuwrrent,
randomized controls rather than using sequential prospective study periods. Little attempt has been made to quantify
the impact of intermediate care on reducing ICU readmissions ("bouncebacks"}, i.e., patients who are discharged
from the ICU and require urgent return within 48 to 72 hours (19, 20). The costs of different levels of care must also
be studied, with methods that contrel for diagnosis, comorbidities and severity of iliness (13). These kinds of studies
are needed before the benefits and limitations of intermediate care can be fully appreciated. Research that evaluates
these guidelines will promote their standardization and improvement, and this may improve patient cutcome.

RECOMMENDATIONS

The American College of Critical Care Medicine developed by consensus the following recommendations to
promote safe triage of patients to intermediate care units.

Rating System
Level 1: Convincingly justifiable on scientific evidence alone.

Level 2: Reasonably justifiable by available scientific evidence and strongly supported by expert
critical care opinion,

Level 3: Adequate scientific evidence is lacking but widely supported by available data and expert
critical care opinion.

1. (Level 2) The intermediate care unit serves as a place for the monitoring and care of patienis with moderate or
potentially severe physiologic instability, requiring technical support but not necessarily artificial life support.
The Intermediate Care Unit is reserved for those patients requiring less care than standard intensive care but more
than that which is available from ward care.

2. (Level 1} The intermediate care unit reduces costs, reduces ICU length of stay without increasing hospital length
of stay, does not impact negatively on patient outcome and improves patient/family satisfaction* by providing a
physical environment that is quieter and calmer than the ICU.

3. (Level 3) The intermediate care unit should have designated Physician and Nurse Directors who can be
responsible for assuring appropriate patient triage through enforcement of the admission and discharge criteria.
This triage must involve personnel from the general wards, the ICU, the post-anesthesia care unit (i.e., recovery
room), and others so that a system is developed which meets the needs of the patient and the institution efficiently
and economically.

*Shown for pediatric but not adult ICUs
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4. (Level 3) The Physician and Nurse Directors should determine the limits of care that can be rendered in the
intermediate care unit, based on institutional needs, staff qualifications and unit resources. This assessment
includes the extent of invasive monitoring, telemeiry, mechanical ventilation and types of intravenous
medications.

5. (Level 3) Each intermediate care unit should develop specific admission and discharge policies and procedures,
patient care standards, and outcome criteria for quality assessment (continuous quality improvement). Tools
should be developed to monitor outcomes and other performance measures. Compliance with admission and
discharge policies should be monitored and deviations reported to the hospital quality improvement section for

action.

Listed below are admission and discharge guidelines with some examples of specific conditions or diseases that
could qualify for intermediate care.

I Admission Criteria
A, Cardiac System

Rl on Sl

5.
6.

Low-probability myocardial infarction; rule out myocardial infarction.

Hemodynamically stable myocardial infarction.

Any hemodynamically stable dysrhythmia.

Any hemodynamically stable patient without evidence of myocardial infarction but requiring temporary
or permanent pacemaker.

Mild-to-moderate congestive heart faifure without shock (Killip Class I, II).

Hypertensive urgency without evidence of end-organ damage.

B. Pulmonary System

1.
2.

3.

Medically stable ventilator patients for weaning and chronic care.

Hemodynamically stable patients with evidence of compromised gas exchange and underlying disease
with the potential for worsening respiratory insufficiency who require frequent observation and/or nasal
continuous positive airway pressurc,

Patients who require frequent vital signs or aggressive pulmonary physiotherapy.

C. Neurologic Disorders

1.

2.

8.

9

Patients with established, stable stroke who requite frequent neurologic assessments or frequent
suctioning or turning.

Acute traumatic brain injury patients who have a Glasgow Corma Scale above 9 but require frequent
monitoring for signs of neurologic deterioration.

Stable severe traumatic brain injury patients who require frequent positioning and pulmonary toilet.
Subarachnoid hemorrhage patients post-ancurysm clipping who require observation for signs of
vasospasm or hydrocephalus.

Stable neurosurgical patients who require a lumbar drain for treatment of cerebrospinal fluid leak.
Stable cervical spinal cord injured patients,

Patients with chronic but stable neurologic disorders, such as neuromuscular disorders, who

required frequent nursing interventions.

Grade I-I1 subarachnoid hemorrhage patients awaiting surgery.

Patients with ventriculostomies who are awake and alert awaiting ventriculo-peritoneal (V-P) shunt.

D. Drug Ingestion and Drug Overdose

L.

Any patient requiring frequent neurologic, pulmonary, or cardiac monitoring for a drug
ingestion or overdose who is hemodynamically stable.

E. Gastrointestinal (GI) Disorders

1.
2,
3

GI bleeding with minimal orthostatic hypotension responsive to fluid therapy.
Variceal bleeding without evidence of bright red blood by gastric aspirate and stable vital signs.
Acute liver failure with stable vital signs.
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IL

IIL

V.

F. Endoctine

L.

Diabetic ketoacidosis patients requiring constant intravenous infusion of insulin, or frequent injections
of regular insulin during the early regulation phase afier recovery from diabetes ketoacidosis.

2. Hyperosmolar state with resolution of coma,
3. Thyrotoxicosis, hypothyroid state requiring frequent monitoring.
G. Surgical
1. The postoperative patient who, following major surgery, is hemodynamically stable but may require
fluid resuscitation and transfusion due to major fluid shifts.
2. The postoperative patient who requires close nurse monitoring during the first 24 hrs. Examples

include but are not limited to carotid endarterectomy; peripheral vascular reconstruction; the
neurosurgical patient requiring frequent neurological exams; V-P shunt revision, renal transplant, ete.

H. Miscellaneous

1.
2.
3

4,

Appropriately treated and resolving early sepsis without evidence of shock or secondary organ failure.
Patients requiring closely titrated fluid management.

Obstetrical patients admitted at any point in their pregnancy and postpartum period for treatment of
pre-cclampsia/eclampsia or other medical problems.

Any patient requiring frequent nursing observation or extensive time requirement for wound
management who does not fall under the above categories may be considered for admission (example:
Addison's disease, renal failure, delirium tremens, hypercalcemia).

Patients who are usually NOT appropriate for admission to Intermediate Care include:

>

Complicated acute myocardial infarction with temporary pacemaker, angina, hemodynamic instability,

significant pulmonary edema or significant ventricular dysrhythmias.

gow

Patients requiring heavy nursing loads and titrated patient care of 12 to 24 hrs/day.
Patients with acute respiratory faiture who are recently intubated or at imminent risk of requiring intubation.
Patients requiring invasive hemodynamic monitoring with a pulmonary artery or lefi atrial catheter,

or an intracranial pressure monitor.

mm

Patients in status epilepticus,
Patients with catastrophic brain illness or injury who arc not to be resuscitated and are not

candidates for organ donation.
G. Patients from whom aggressive modalities of care are being withheld or have been withdrawn, such
that they are receiving only comfort measures.

Discharge Criteria:

Discharge of patients from an intermediate care unit shall take place:

A. When a patient's physiologic status has stabilized and the need for intensive patient monitoring is
no longer necessary and the patient can be cared for on a general unit.

B. When a patient's physiological status has deteriorated and active life support is required or highly
likely, the patient will be transferred to a critical care unit per unit-specific protocol.

Administrative Recommendations to Facilitate Appropriate Admissions, Discharges and Delivery of
Intermediate Care.
A. Personnel

L.

A physician director must be appointed who, on the basis of training, interests, type of practice, and
availability can give clinical, administrative and educational direction to the Intermediate Care Unit.
The Physician Director should meet "Guidelines for the definition of an intensivist and the practice of
critical care medicine," published by the Society of Critical Care Medicine (21). Collaboration with
nursing and ancillary staff should be emphasized. The Director should assume responsibility for
assuring the quality, safety, and appropriateness of care in the intermediate care unit. The Director
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must work collaboratively with the Directors of other areas in the institution so that patient care, triage,
and patient flow are effective and efficient,

2. A nursing director should be appointed in order to establish precise lines of authority, responsibility,
and accountability for delivery of high-quality, safe and appropriate nursing care. The Nurse Director
should be an RN with a BSN degree and should have had at least 3 yrs experience working in an ICU.
In major teaching institutions the Nurse Director should have a graduate degree (i.e., MS, MSN) with at
least 5 yrs of experience in critical care nursing. The Nursing Director shares responsibility with the
Physician Director for quality of care and patient safety, and ensares ongoing continuing education and
professional development of the nursing staff,

3. The exact nurse-to-patient ratio should be based on patient acuity of illness.

4. Available ancillary staffing should include professionals from respiratory therapy, clinical pharmacy,
nutritional support, social work, and rehabilitation services. These staff members should be integrated
into a multidisciplinary intermediate care unit team. They must interact with the ICU, post-anesthesia
carc unit, and other unit staffs.

5. The multidisciplinary team of professionals should meet on a regular basis to identify and solve
problems through quality assurance and continuous quality improvement activities.

SUMMARY

The intermediate care unit promotes efficient and effective care by increasing the flexibility of patient triage,
utilizing personnel efficiently, and providing cosi-effective care.
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MISSION

AACN Certification Corporation contributes to consumer health and safety through
comprehensive credentialing of nurses to ensure their practice is consistent with established
standards of excellence in caring for acutely and critically ill patients and their families.

VISION

As the undisputed leader in credentialing nurses, AACN Certification Corporation has
demonstrated that certification contributes to achieving optimal outcomes that are consistent
with the goals and values of acutely and critically ill patients and their families.

VALUES

As the Corporation works to advance its mission and vision and fulfill its purpose and inherent
obligation to ensure the health and well-being of patients experiencing acute and critical illness,
the Corporation is guided by a set of deeply rooted values.

ETHICS

Providing leadership to bring all stakeholders together to create and foster cultures of
excellence and innovation.

Acting with integrity and upholding ethical values and principles in all relationships
and in the provision of sound, fair and defensible credentialing programs.

Committing to excellence in credentialing programs by striving to exceed industry
standards and expectations.

Promoting leading edge, research-based credentialing programs that reach diverse
certificants.

Demonstrating stewardship through fair and responsible management of resources
and cost-effective business processes.

AACN and AACN Certification Corporation consider the American Nurses Association
(ANA) Code of Ethics for Nurses foundational for nursing practice, providing a framework for
making ethical decisions and fulfilling responsibilities to the public, colleagues and the
profession. AACN Certification Corporation’s mission of public protection supports a standard
of excellence that certified nurses have a responsibility to read, understand and act in a manner
congruent with the ANA Code of Ethics for Nurses.

The following AACN Certification Corporation programs have been accredited by the National Commission
Jor Certifying Agencies (NCCA), the accreditation arm of the Institute for Credentialing Excellence (ICE).

CCRN® (Adult) PCCN® ACNPC-AG®
CCRN® (Pediatric) cMC® ACCNS-AG®
CCRN® (Neonatal) csc® ACCNS-P®
CCRN-E™ (Adult) ACCNS-N®

Our advanced practice certification programs, ACCNS-AG, ACCNS-P, ACCNS-N and ACNPC-AG, meet the
National Council of State Boards of Nursing (NCSBN) criteria for AFRN certification programs.
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CCRN EXAM HANDBOOK

Acute/Critical Care Nursing Certification - Adult, Pediatric, Neonatal

As healthcare becomes increasingly complex and challenging, certification has emerged as a mark of excellence showing
patients, employers and the public that a nurse is qualified and competent, and has met the rigorous requirements to
achieve specialty and/or subspecialty certification.

AACN Certification Corporation programs were created to protect healthcare consumers by validating the knowledge of
nurses who care for the acutely and critically ill. We are pleased to provide you with this handbook with information about
our programs and how to apply for and take the CCRN certification exams.

Today, more than 93,000 practicing nurses hold one or more of these certifications from AACN Certification Corporation:

Specialty Certifications
CCRN@ is for nurses providing direct bedside care to acutely/critically ill adult, pediatric or neonatal patients,
CCRN-E™ is for nurses working in a tele-ICU monitoring acutely/criticaily ill adult patients from a remote location.

CCRN-K™ is for nurses whose non-bedside practice influences patients, nurses and/or organizations o have a positive
impact on the care delivered to acutely/critically ill adult, pediatric or neonatal patients.

PCCN® is for progressive care nurses providing direct bedside care to acutely ill adult patients.

CNML is for nurse managers and leaders; offered in partnership with AONE (American Qrganization of Nurse Executives)
Credentialing Center.

Subspecialty Certifications
CMC? s for certified nurses providing direct bedside care to acutely and/or critically ill adult cardiac patients.

CSC® is for certified nurses providing direct bedside care to acutely and/or critically ill adult patients during the first
48 hours after cardiac surgery.

Advanced Practice Consensus Model-Based Certifications
ACNPC-AG® is for the adult-gerontology acute care nurse practitioner educated at the graduate level.
The ACCNS credentials are for clinical nurse specialists educated at the graduate level to provide care across the
continuum from weliness through acute care:
ACCNS-AG? is for the adult-gerontology clinical nurse specialist,
ACCNS-P?is for the pediatric clinical nurse specialist.
ACCNS-N¢ is for the neonatal clinical nurse specialist.

Advanced Practice Certifications
With implementation of the Consensus Maodel in 2015, ACNPC and CCNS are available as renewal options only:

ACNPC® is for acute care nurse practitioners educated to provide care to adult patients.
CCNS® is for acute/critical care clinical care specialists educated to provide care to adult, pediatric or neonatal patients.

We continually seek to provide quality certification programs that meet the changing needs of nurses and patients.
Please visit www.certcorp.org > Documents and Handbooks, or call (800) 899-2226 for more information about the
above certifications.

Thank you for your commitment to patients and their families and to becoming certified.

AUGUST 2015
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Please direct inquiries to:
AACN Certification Corporation, 101 Columbia, Aliso Viejo, CA 92656-4109
(800) 899-2226 + Fax: (949) 362-2020 » certcorp@aacn.org

Piease include your AACN customer number with all correspondence to AACN Certification Corporation.




CCRNE® s a specialty certification for nurses who provide direct bedside care to acutely/critically
ill adult, pediatric or neonatal patients and their families. These patients may be found in such
units as: intensive care, cardiac care, combined ICU/CCU, medical/surgical ICU, trauma unit or
critical care transport/flight.
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CCRN CERTIFICATION PROGRAM

CCRN Registered Service Mark

CCRN is a registered service mark and denotes certification in acute/critical care nursing as granted by AACN
Certification Corporation. Registered nurses who have not achieved CCRN certification, whose CCRN certification
has lapsed or who have chosen Inactive status are not authorized to use the CCRN credential.

Although a common misconception, CCRN is not an acronym for “critical care registered nurse.” This would imply that
nurses are registered as critical care nurses, which is not accurate.

Validated Knowledge and Specialized Skills

Each CCRN certification exam is based on a study of practice, also known as a job analysis, which defines the
dimensions of acute/critical care practice, identifying what is required of registered nurses providing care to acutely/
critically ill patients.

In the study, acute/critical care nurses across the United States were surveyed to ascertain the significance of the
various elements of their practice. Through an extensive review and evaluation process, the knowledge, skills and
abilitias crucial to acute/critical care nursing were defined using the AACN Synergy Model for Patient Care as an
organizing framework. The CCRN certification exams are based on these skills and abilities and the knowledge
required to perform them.

CCRN certification is achieved by those acute/critical care nurses who pass the CCRN exam in neonatal, pediatric
and/or adult critical care nursing. CCRN certification denotes to the public those practitioners who possess a distinct
and clearly defined body of knowledge called acute/critical care nursing.

CCRN Exam Content

The CCRN exams are 3-hour tests consisting of 150 multiple-choice items. Of the 150 items, 125 are scored and
25 are used to gather statistical data on item performance for future exams.

The CCRN exams focus on adult, pediatric and neonatal patient populations. Eighty percent {80%) of each exam
focuses on clinical judgment and is age-specific for the adult, pediatric and neonatal populations. The remaining
20% covers professional caring and ethical practice. Professional caring and ethical practice guestions may be asked
about any age across the life span while clinical judgment questions are restricted to adult, neonatal or pediatric
populations.

CCRN Test Plans

The content of the CCRN exams is described in the test plans included in this handbook. Candidates are tested on a
variety of patient care problems that are organized under major categories. Please note the percentage of the CCRN
exam devoted to each category.



CCRN EXAM ELIGIBILITY

Licensure
Current unencumbered licensure as an RN or APRN in the United States is required.

* An unencumbered license is not currently being subjected to formal discipline by any state board of nursing
and has no provisions or conditions that limit the nurse’s practice in any way.

» If randomly selected for audit, you will be asked to provide a copy of your RN or APRN license.

+ Candidates and CCRN-certified nurses must notify AACN Certification Corporation within 30 days if any
restriction is placed on their RN or APRN license.

Practice

Candidates must mest one of the following clinical practice requirement options:

» Practice as an RN or APRN for 1,750 hours in direct bedside care of acutely/critically ili patients during the
previous 2 years, with 875 of those hours accrued in the most recent year preceding application.

OR

» Practice as an RN or APRN for at least 5 years with a minimum of 2,000 hours in direct bedside care of
acutely/critically ill patients, with 144 of those hours accrued in the most recent year preceding application.

Eligible hours are those spent caring for the patient population {adult, pediatric or necnatal) in alignment with the
exam for which you are applying, A significant portion of the clinical hours for CCRN exam and renewal eligibility must
be spent caring for critically ill patients.

Qrientation hours spent shadowing/working with ancther nurse who is the one with the patient assignment cannot be
counted toward clinical hours for CCRN eligibility; however, orientation hours during which you are the assigned nurse
providing direct bedside care to acutely/critically ill patients may be counted.

Clinical hours must be completed in a U.S.-based or Canada-based facility or in a facility determined to be comparable
to the U.S. standard of acute/critical care nursing practice as evidenced by Magnet Status or Joint Commission
International accreditation.

Nurses serving as manager, educator {in-service or academic), APRN or preceptor may apply hours spent supervising
nursing students or nurses at the bedside.

* Nurses in these roles must be actively involved in caring for patients at the bedside; for example, demonstra-
ting how to measure pulmonary artery pressures or supervising a new employee or student nurse performing
a procedure.

Practice Verification

The name and contact information of a professional associate must be given for verification of eligibility related to
clinical practice hours. If you are randomly selected for audit, this associate will need to verify in writing that you have
met the clinical hour requirements.

« A professional associate is defined as your clinical supervisor or a colleague (RN or physician} with whom you
work.

AACN Certification Corporation may adopt additional eligibility requirements at its sole discretion. Any such require-
menits will be designed to establish, for purposes of CCRN certification, the adequacy of a candidate's knowiedge in
care of the acutely/critically ill.




APPLICATION FEES

CCRN Computer-Based Exam

AACN Members $225

Nonmembers $330

CCRN Retest
AACN Members $170

Nonmembers $275

CCRN Renewal by Exam

AACN Members $170

Nonmembers $275

Payable in U.S. funds. Fees are subject to change without notice. A $15 fee will be charged for a returned check.

Computer-based testing discounts are available for groups of 10 or more candidates submitting their AACN

certification exam applications in the same envelope. Employers may pre-purchase exam vouchers at a further
discounted rate.

For details about the group and bulk discount programs, visit www.certcorp.org > General Information or call
(800} 899-2226.




AACN Certification Corporation recommends that you be ready to test before applying for the CCRN exam.

ONLINE APPLICATION PROCESS

PAPER APPLICATION PROCESS

» Register online for computer-based testing at
www.certcorp.org > Apply Online
» Before you get started, have availabie the following:
* RN or APRN license number and expiration date

* Name, address, phone and email address of your
clinical supervisor or a professional colleague (RN
or physician) who can verify your practice eligibility

» Credit card (Visa, MasterCard, Discover or
American Express)

» Same day processing

¥ Paper applications are required for those applying
with a group, for paper and pencil exams and for
testing outside the U.S.

» Complete the application on pages 41-42 and
honor statement on page 43

« Fill in all requested information, including that for your
RN or APRN license

» Include application fee
= Credit card, check or money order

» Allow 2-3 weeks for processing

~

e

Use your legal name on the application.
This name must match photo identification used for exam entry
and will be the name printed on your certificate.

1. Recelve notice of processed application

+  AACN will send you an email confirming that you have successfully applied to take the CCRN exam.

2. Receive approval-to-test email

« AACN’s testing service (AMP) will send an email and mail a posteard to eligible candidates within 5 to 10 days

after the confirmation email that will include:

o AtollHfree number and online instructions to schedule your testing appointment
o The 90-day period during which you must schedule and take the exam
o Your exam identification number, which is your unique AACN customer number preceeded by the

letter “C" (e.g., CO01234586).

* If you do not receive an email or postcard from AMP within 2 weeks of receiving confirmation email, please

contact AACN Customer Care at (800) 899-2226.
3. Schedule the exam

* Upoen receipt of AMP's email or postcard:

o Confirm that you are scheduled for the correct certification exam
o Promptly scheduie your exam appointment for a date and time that falls within your 90-day testing

window

* Testing is offered twice daily, Monday through Friday, at 9 a.m. and 2:30 p.m.. Saturday appointments

are available at some locations.

* Tolocate one of the more than 175 AMP testing centers within the U.S., visit www.goAMP.com,

4. Sit for the exam

= Upon completion of computer-based exams, results with a score breakdown will be presented on-site.

» Results of paper and pencil exams will be mailed to candidates 3 to 4 weeks following paper testing.

* Successful candidates will receive their wall certificate within 3 1o 4 weeks of passing the exam.

Please ensure that AACN has your current contact information on record.
Updates may be made online at www.aacn.org/myaccount or emailed fo info@aacn.org.
For name changes, please call AACN Customer Care at (800) 899-2226.




CCRN CERTIFICATION RENEWAL

Renewal Period

CCRN certification is granted for a period of 3 years. Your certification period begins the first day of the month in
which the CCRN certification exam is passed and ends 3 years later; for example, October 1, 2015 through September
30, 2018. The purpose of certification renewal is to enhance continued competence.

Renewal notifications will be mailed and emailed to you starting 4 months before your scheduled CCRN renewal date.
You are responsible for renewing your certification even if you do not receive renewal notification. Refer to
www.certcorp.org for current information.

Eligibility
Candidates for CCRN renewal must meet the following requirements:

« Current unencumbered U.S. RN or APRN license that was not subjected to formal discipline by any state board
of nursing during the 3-year certification renewal periocd

= Completion of 432 hours of direct bedside care of acutely/critically ill patients as an RN or APRN within the
3-year certification period, with 144 of those hours in the 12-month period preceding the scheduled renewal
date

o Eligible hours are those spent caring for the patient population (adult, pediatric or necnatal) in which
certification is held.

= Completion of the required CERPs or take/pass the CCRN exam

Renewal Options

You may seek CCRN certification renewal via Renewal by Synergy CERPs or Renewal by Exam, or you may choose
Inactive status.

» Option 1 - Renewal by Synergy CERPs

* Meet eligibility requirements for CCRN renewal and complete the Continuing Education Recognition
Point (CERP} Program, which requires 100 CERPs in various categories {A, B & C).

* Online Renewal by Synergy CERPs is available to all active CCRNs as early as 4 months prior to their
scheduled renewal date. For more information, visit www.certcorp.org > Renew Your Certification.

« For more details, refer to the Renewal by Synergy CERPs Brochure and other Synergy CERP resources
available online at www.certcorp.org.
» Option 2 - Renewal by Exam
* Meet the eligibility requirements for CCRN renewal and successfully apply for and schedule your exam.
» The CCRN exam must be completed befare your scheduled renewal date.
o You may not take the exam early, then attempt to renew by CERPs if you do not pass.

» Option 3 - Inactive Status

* Inactive status is available to CCRN-certified nurses who do not meet the renewal eligibility requirements
but do not wish 1o lose their CCRN certification status. Inactive status provides CCRN-certified nurses
additional time, up to 3 years from the scheduled renewal date, to meet the eligibility requirements.

« During the time of Inactive status, the CCRN credential may not be used.

* Inactive status may be held more than once, but not for two consecutive renewal periods.

For more details, refer to the CCRN Renewal Handbook online at www.certcorp.org > Documents and Handbooks.

continued




CCRN CERTIFICATION RENEWAL (CONTINUED)

CCRN-E Certification
if you work primarily or exclusively in a tele-ICU caring for acutely/critically ill adult patients from a remote location and
do not meet the requirements for CCRN renewal, CCRN-E renewal may be an option.

For more details, refer to the CCRN-E Renewal Handboaok online at www.certcorp.org.

CCRN-K Certification

CCRN-K is a new program that validates the clinical speciaity knowledge of acute/critical care nurses who do not exclu-
sively or primarily practice at the bedside. Eligible practice hours include those in which the nurse applies knowledge in
a way that influences patients, nurses and/or organizations to have a positive impact on the care delivered to acutely/
critically ill adult, pediatric or neonatal patients.

« Nurses with practice hours in roles such as Clinical or Patient Educator, Academic Faculty, Manager/Supervisor,
Clinical Director, Nursing Administrator, Case Manager, Transitional Care Coordinator may gualify. This is not
an all-inclusive list, nor does it mean all nurses working in these roles are eligible for CCRN-K renewal.

For more details, refer to the CCRN-K Renewal Handbook online at www.certcorp.org.

Alternative Designations

Alumnus Status

Alumnus status is for nurses who have been CCRN-certified but no longer provide direct bedside care to acutely/
critically ill patients for enough hours to meet the clinical hour requirement for active CCRN certification, but are still
in the nursing profession in some other capacity and wish to remain connected with the credential.

« Renewable every 3 years, the “Alumnus CCRN" designation, written out, may be used on your resume or befow
your name and credentials on a business card, but may not be used with your sighature or oh a name badge.

= To be eligible for Alumnus CCRN status, you must have held CCRN certification and have no plans to renew
CCRN certification in the future.

+ There are no CE or CERP requirements to maintain Alumnus CCRN status.

Retired Status

Retired status provides the CCRN-certified nurse or Alumnus CCRN who is retiring from the nursing profession with

a continued sense of career identity and professional connectedness. The Retired CCRN designation recognizes CCRN-
certified nurses for their years of service in the care of acutely/critically ill patients. It also acknowledges their pride and
dedication in maintaining their certification.

« To be eligible for Retired CCRN status, you must have been a CCRN without plans of returning to nursing
practice or renewing certification.

« The retired nurse must not be working in any type of position that requires the possession of an RN license.
You are not eligible if you are changing from bedside practice to another nursing role.

» The “Retired CCRN" designation, written out, may be used on your resume or below your name and credentials
on a business card, but may not be used with your signhature or on a name badge.

» There are no CE or CERP requirements to maintain Retired CCRN status.

For more details, please refer to the Alumnus and Retired applications available online at www.certcorp.org >
Documents and Handbooks.




AACN SYNERGY MODEL FOR PATIENT CARE

Synergy is an evolving phenomenon that occurs when individuals work together in mutually enhancing ways toward
a common goal. AACN Certification Corporation is committed to ensuring that certified nursing practice is based on
the needs of patients. Integration of the AACN Synergy Model for Patient Care into AACN Certification Corporation’s
certification programs puts emphasis on the patient and says to the world that patients come first.

The Synergy Model creates a comprehensive look at the patient. It puts the patient in the center of nursing practice.
The model identifies nursing’s unigue contributions to patient care and uses language to describe the professional
nurse's role. It provides nursing with a venue that clearly states what we do for patients and allows us to start {inking
ourselves to, and defining ourselves within, the context of the patient and patient cutcomes.

NOTE: AACN certification exams do not test for knowledge of the Synergy Model or its terminology, this is the theoretical
mode! within which the tests have been designed.

Patient Characteristics

The Synergy Model encourages nurses to view patients in a holistic manner rather than the “body systems” medical
model. Each patient and family is unigque, with a varying capacity for health and vulnerability to illness. Each patient,
regardless of the clinical setting, brings a set of unique characteristics to the care situation. Depending on where they
are on the healthcare continuum, patients may display varying levels of the following characteristics:

Capacity to return o a restorative level of functioning using compensatory/coping mechanisms; the ability to

Resiliency bounce back quickly after an insult.

Vulnerabllity Susceptibility to actual or potential stressors that may adversely affect patient outcomes.
Stability Ability to maintain a steady-state eguitibrium.

Complexity Intricate entanglement of two or more systems (e.g., body, farmily, therapies).

Extent of resources (e.g., technical, fiscal, personal, psychological and soclal) the patient/family/community

Resource Avallabllity bring to the situation,

Participation in Care Extent to which patient/family engages in aspects of care.

Participation in

Decision Making Extent to which patient/farily engages in decision making.

Predictability A characteristic that allows one to expect a certain course of everts or course of iliness,

FOR EXAMPLE:

A healkthy, uninsured, 40-year-old woman undergoing a pre-employment physical could be described as an individual who
is (a) stable (b} not complex (c) very predictable (d) resilient (e) not vulnerable {f} able to participate in decision making
and care, but (g} has inadequate resource availability.

On the other hand: a critically iil, insured infant with multisystem organ failure can be described as an individual who is
(a) unstabie (b} highly complex (c) unpredictable (d) highly resilient (e} vulnerable (f) unable to become involved in
decision making and care, but {g) has adequate resource availability.

continued
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AACN SYNERGY MODEL FOR PATIENT CARE (CONTINUED)

Nurse Characteristics

Nursing care reflects an integration of knowledge, skills, abilities and experience necessary to meet the needs of
patients and families, Thus, nurse characteristics are derived from patient needs and include:

Clinical Judgment

Clinical reasoning, which includes clinical decision making, critical thinking and a global grasp of the situation,
coupled with nursing skills acquired through a process of integrating education, experiential knowledge and
evidence-based guidelines.

Advocaey/
Moral Agency

Working on ancther's behalf and representing the concerns of the patient/family and nursing staff; servingas a
moral agent in identifying and helping to resolve ethical and clinical concerns within and outside the clinical setting,

Caring Practices

Nursing activities that create a compassionate, supportive and therapeutic environment for patients and staff,
with the aim of promoting comfort and healing and preventing unnecessary suffering. These caring behaviors
include but are not limited to vigilance, engagement and responsiveness of caregivers. Caregivers include family
and healthcare personnel,

Collakoration

Working with others (e.g., patients, families, healthcare providers) in a way that promotes/encourages each
person's contributions toward achieving optimal/realistic patient/family goals. Collaboration involves intra- and
inter-disciplinary work with colleagues and compunity.

Systems Thinking

Body of knowledge and tools that allow the nurse to manage whatever environmental and system resources that
exist for the patient/family and staff, within or across healthcare systems and non-heaithcare systems.

Response to Diversity

The sensitivity 1o recognize, appreciate and incorporate differences into the provision of care. Differences may
include, but are not limited to, individuality, cultural, spiritual, gender, race, ethnicity, lifestyte, socicaconamic,
age and values.

Facilitation of
Learning

The ability to facilitate learning for patients/families, nursing staff, other members of the healthcare team and
community, Includes both formal and informal facilitation of learning.

Clinfeal Ingquiry

The ongoing process of questioning and evaluating practice and providing informed practice, Creating changes
through evidence-based practice, research utilization and experiential knowledge.

Nurses become competent within each continuum at a level that best meets the fluctuating needs of their population
of patients. More compromised patients have more severe or complex needs, requiring nurses to have advanced
knowledge and skills in an associated continuum.

FOR EXAMPLE:

If the gestalt of a patient were stable but unpredictabte, minimally resilient and vulnerable, primary competencies of
the nurse would be centered on clinical judgment and caring practices {which includes vigilance). If the gestalt of a

patient were vulnerable, unable to participate in decision making and care, and inadequate resource availability, the
primary competencies of the nurse would focus on advocacy and moral agency, collabaration and systems thinking.

Although all eight competencies are essential for contemporary nursing practice, each assumes more or less
importance depending on a patient's characteristics. Synergy resuits when a patient’s needs and characteristics
are matched with the nurse’s competencies.

Based on the most recent AACN Certification Corporation study of nursing practice, the test plans for AACN
certification exams reflect the Synergy Modef as well as findings related to nursing care of the patient population
studied, e.g., adult, pediatric and neonatal.

For more information about the AACN Synergy Model for Patient Care visit www.certcorp.org.
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ADULT CCRN TEST PLAN

\ 1y

f
F

M
If testing afte

I. CLINICAL JUDGMENT (80%)

A. Cardiovascular (20%)

1;

00 ~N oo U0 b

16.

Acute coronary syndromes (including unstable
angina)

. Acute myocardial infarction/ischemia

(including papillary muscle rupture)

. Acute peripheral vascular insufficiency (e.g.,

acute arterial occlusion, carotid artery
stenosis, endarterectomy, peripheral stents,
Fem-Pop bypass)

. Acute pulmonary edema

. Cardiac surgery (e.g., valve replacement, CABG)
. Cardiac trauma

. Cardiogenic shock

. Cardiomyopathies (e.g., hypertrophic, dilated,

restrictive, idiopathic)

. Dysrhythmias
10.
11.
12.
13.
14,
15.

Heart failure

Hypertensive crisis

Hypovolemic shock

Interventional cardiology (e.g., catheterization)
Myocardial conduction system defects

Ruptured or dissecting aneurysm (e.g.,
thoracic, abdominal, thoraco-abdominal)

Structural heart defects (acquired and
congenital, including valvular disease)

B. Pulmonary (18%)

1.

Acute lung injury (e.g., ARDS, RDS)

2. Acute pulmonary embolus
3.
4

. Acute respiratory infections (e.g., acute

Acute respiratory failure

pneumonia, bronchiolitis)

. Air leak syndromes (e.g., pneumothorax,

pneumopericardium)

. Aspirations (e.g., aspiration pneumonia,

foreign body)

. COPD, asthma, chronic bronchitis,

emphysema

. Pulmonary hypertension

lice . o sk s P b A 4B
en on or before October 14, 2015.

9. Status asthmaticus

10. Thoracic surgery

11. Thoracic trauma (e.g., fractured ribs, lung
contusions, tracheal perforation)

C. Endocrine (5%)

1. Acute hypoglycemia

]

. Diabetes insipidus

w

. Diabetic ketoacidosis

o~

. Hyperglycemic hyperosmolar nonketotic
syndrome (HHNK)

5. Syndrome of inappropriate secretion of
antidiuretic hormone (SIADH)

D. Hematology/Immunology (2%)

1. Coagulopathies (e.g., ITP, DIC, HIT)

E. Neurology (12%)

1. Aneurysm

2. Brain death (irreversible cessation of whole
brain function)

3. Congenital neurological abnormalities (e.g.,
AV malformation)

4. Encephalopathy (e.g., anoxic, hypoxic-
ischemic, metabolic, infectious)

5. Head trauma (e.g., blunt, penetrating skull
fractures)

6. Hydrocephalus

7. Intracranial hemorrhage/intraventricular
hemorrhage (e.g., subarachnoid, epidural,
subdural)

8. Neurologic infectious disease (e.g., viral,
bacterial)

9. Neuromuscular disorders (e.g., muscular
dystraphy, Guillain-Barré, myasthenia gravis)

10. Neurosurgery

11. Seizure disorders

12. Space-occupying lesions (e.g., brain tumors)
13. Stroke (e.g., ischemic, hemorrhagic)

continued
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ADULT CCRN TEST PLAN (CONTINUED)

F. Gastrointestinal (6%)

1.
2.
3.

Acute abdominal trauma
Acute Gl hemorrhage

Bowel infarction/obstruction/perforation
{e.g., mesenteric ischemia, adhesions})

4, Gl surgeries

. Hepatic faillure/coma (e.g., portal

hypertension, cirrhosis, esophageal varices)

6. Mainutrition and malabsorption

7. Pancreatitis

G. Renal {(6%)

1. Acute renal failure

2.
3.

Chronic renal failure

Life-threatening electrolyte imbatances

H. Multisystem (8%)
1. Asphyxia

2.
. Muttiorgan dysfunction syndrome (MODS)

@D 0 kW

Distributive shock (e.g., anaphylaxis)

. Multisystem trauma
. Sepsis/septic shock
. Systemic inflammatory response syndrome

(SIRS)

. Toxic ingestions/inhalations (e.g., drug/

alcohol overdose)

. Toxin/drug exposure

. Behavioral/Psychosocial (4%)

1.

. Antisacial behaviors, aggression, violence

~ & U e W N

8.

Abuse/neglect

. Delirium and dementia

. Developmental delays

. Faiture to thrive

. Mood discrders and depression

. Substance dependence (e.g., withdrawal,

drug-seeking hehavior, chronic alcohol or drug
dependence)

Suicidal behavior

Il. PROFESSIONAL CARING AND ETHICAL PRACTICE

{20%)

A. Advocacy/Moral Agency (3%)
B. Caring Practices {4%)

C. Collaboration {4%)

D. Systems Thinking (2%)

E. Response to Diversity {(2%)

F. Clinical Inquiry (2%)
G. Facilitation of Learning (3%)

The sum of these percentages is not 100 due to rounding.

Order of content does not necessarily reflect importance.




ADULT CCRN TEST PLAN
TESTABLE NURSING ACTIONS

Cardiovascular

Identify/manitor normal and abnormal physical
assessment findings

Apply leads for cardiac monitoring
Identify, interpret and monitor cardiac rhythms

Monitor hemodynamic status and recognize signs
and symptoms of hemodynamic instability

Recognize indications for and manage patients
requiring:

o 12-lead ECG

o arterial line

o cardiac catheterization

o cardiocentesis

o cardioversion

o central venous access

o central venous pressure monitoring

v defibrillation

v PA catheter

o Sv0> monitoring

o transthoracic pacing

o fransvenous pacing

Manage patients receiving cardiovascular medica-
tions (e.g., thrombolytics, vasoactive agents, platelet
inhibitors, anti-arrhythmic medications)

Monitor patients and follow protocols for cardiac
surgery
Recognize signs and symptoms of cardiovascular
emergencies, initiate interventions and seek
assistance as needed
Recognize indications for and manage patients
requiring:

o |ABP

¢ percutaneous coronary interventions

Pulmonary

identify and monitor normal and abhormal physical
assessment findings

Interpret ABGs

Monitor patient for response to pulmonary medica-
tions {e.g., bronchodilators, mucolytics)

Recognize indications for and manage patients
requiring:

o artificial airway

+ bronchoscopy

o chest tubes

o conventional modes of mechanical ventiiation

o high-frequency mechanical ventilation

o non-invasive positive pressure ventilation (e.g.,

BIPAP, CPAP, high-flow nasal cannula)
o oxygen therapy delivery devices

o prevention of complications related to
mechanical ventilation {e.g., barotraumas,
VAP)

o pulmonary therapeutic interventions (e.g.,
airway clearance, intubation, weaning,
extubation)

o respiratory monitoring devices {e.g., SPO2,
Sv(02, ETCO2) and report values

o therapeutic gases (e.g., nitric, heliox, CO2)

o thoracentesis

Recognize signs and symptoms of respiratory

emergencies, initiate interventions and seek
assistance as needed

Monitor patient and follow protocols for thoracic and
ENT surgery

Endocrine

Recognize normal and abnormal physical assess-
ment findings

Recognize signs and symptoms of endocrine emer-
gencies, initiate interventions and seek assistance
as needed

ldentify and monitor normal and abnormal diagnostic
test results

implement treatment modalities for acute hypo/
hyperglycemia (e.g., insulin therapy)

Monitor patient and foliow protocols for surgery
related to the endocrine system

Manage patients receiving medications and monitor
response

Hematology/Immunoiogy

Recognize normal and abnormal physical assess-
ment findings of patients with:

« hematologic problems

¢ immunologic problems

ldentify and monitor normal and abnormal diagnostic
test results (e.g., PT/INR, PTT, fibrinogen, CBC)
Manage patients receiving medications (e.g., IViG,
steroids, chemotherapy) and monitor response

Recognize and manage complications associated
with transfusion of blood products

Monitor patient and follow protocols pre-, intra- and
post-procedure (e.g., plasmapheresis, exchange
Transfusion, autotransfusion)

Recognize signs and symptoms of hematologic/
immunologic emergencies, initiate interventions and
seek assistance as needed

continued
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ADULT CCRN TEST PLAN
TESTABLE NURSING ACTIONS

(CONTINUED)

Neurology

Identify and monitor normal and abnormal physical
assessment findings

Recognize and monitor normal and abnormal
neurological diagnostic test results (e.g., ICP, head
CT scan, lumbar puncture}

Recognize indications for and monitor/manage
patients requiring neurological monitoring devices
and drains

Manage patients receiving medications (e.g.,
mannitol, hypertonic saline, sedation, neuromuscular
blockade, anticonvulsants) and monitor response

Recognize signs and symptoms of neurological
emergencies (e.g., increased intracranial pressure,
herniation, decreased LOC, seizure), initiate
interventions and seek appropriate consultation

Monitor patient and follow protocols pre-, intra- and
post-procedure {(e.g., ICP insertion, lumbar puncture)

Monitor patients and follow protocols for neuro-
surgery

Gastrointestinal

Identify and monitor normal and abnormal physicai
assessment findings

Recognize and monitor normal and abnormal
gastrointestinal diagnostic test results

Recognize indications for and manage patients
requiring gastrointestinal:

o monitoring devices (e.g., intra-abdominal

compartment pressure)

o draing
Manage patients receiving gastrointestinal medica-
tions and rmonitor response
Monitor patient and follow protocols, pre-, intra- and
post-procedure (e.g., EGD, PEG placement)
Recognize indications for and complications of
enteral and parenteral nutrition
Moniter patients and follow protocols for gastro-
intestinal surgery
Recognize signs and symptoms of emergencies
(e.g., Gl bleed, ischemic bowel), initiate interventions
and seek assistance as needed

Renal

16

Recognize normal and abnormal physical assess-
ment findings

Identify and monitor normal and abnormal diagnostic
test results

Manage patients recelving renal medications and
monitor response

Recognize indications for and manage patients
requiring renal therapeutic intervention (e.g., CRRT,
Peritoneal dialysis)

Monitor patients and foliow protocols for:
o renal surgery
e pre- intra- and post-procedure (e.g., renal
biopsy, ultrasound)
Recognize signs and symptoms of renal emergen-
cies, initiate interventions and seek assistance as
needed

Multisystem

Recognize and monitor normal and abnormal
diagnostic test results (e.g., lab, radiology)

Recognize indications for and manage patients
undergoing.:

o cOrtinuous sedation

o procedural sedation

o therapeutic hypothermia

Assess patient's pain

Manage patients receiving:
o medications (e.g., pain medications, reversal
agents) and monitor response
s non-pharmacologic methods for pain relief
and monitor response

Recognize signs and symptoms of multisystem
emergencies (e.g., shock states, trauma), initiate
interventions and seek assistance as needed

Behavioral/Psychosocial

Recognize normal and abnormal:
o physical and psychosocial assessment findings
o developmental assessment findings and
provide developmentally appropriate care
Recognize the need for and manage patients
requiring restraints
Recognize indications for and manage patients
requiring behavioral therapeutic interventions
Identify and monitor normal and abnormal diagnostic
test results
Manage patients receiving medications (e.g., anti-
psychotics, antidepressants) and monitor response
Recognize signs and symptoms of behavioral/
psychosocial emergencies, initiate interventions and
seek assistance as needed




1.

ADULT CCRN SAMPLE EXAM QUESTIONS

A patient with a recent myocardial infarction 4,
suddenly develops a loud systolic murmur. The
most likely cause is which of the following?

A. pulmonary embolism
B. congestive heart failure
C. ruptured papillary muscle

D. increased systemic vascular resistance

A patient with unstable angina has an IABP
inserted. Hemodynamics are:

HR 148 (sinus tachycardia}
MAP 40 mm Hg

PAOP 25 mm Hg

cl 1.4L/min/m?

Which of the following should be included in this
patient’s plan of care?

A. checking timing of the 1ABP, decreasing balloon
to 1:2 frequency

B. stat echocardiogram, furosemide (Lasix),
checking timing of the IABP

C. dobutamine (Dobutrex), isoproterenol (Isuprel), 6.

12-lead ECG

D. adenosine, stat Hgb and Het, dobutamine
{Dobutrex)

The family of a critically itl patient wishes to
spend the night, which is contrary to visiting
policy. The nurse’s best action would be to

A. adhere 1o the visiting policy.
B. allow the family to stay in the room.

C. obtain a motel room near the hospital where
the family can spend the night.

D. allow one or two family members to stay, then
evaluate the patient’s response.

A patient who is one day post-gastroplasty has a
sudden onset of restlessness, dyspnea and chest
pain. His heart rate is 122, and auscultation of
heart sound reveals an increased intensity of a
pulmonary $2. The most likely cause is

A. aspiration pneumonia.

B. a spontaneous pneumothorax.
C. a pleural effusion.
D.

a pulmonary embolus.

The nursing staff is resisting being assigned to a
disruptive patient, An appropriate resolution
would be to

A. ask the physician to transfer the patient.
B. rotate the patient assignment among staff.

C. confront the family and demand an end to the
disruptive behavior.

D. hold a nursing team conference to discuss
possible alternatives.

A patient who is 72 hours postoperative repair of
a ruptured abdominal aortic aneurysm suddenly
bhecomes dyspneic with an increased respiratory
rate from 24 to 40. An arterial blood gas sample
obtained while the patient is receiving oxygen at
6 L/min via nasal cannula reveals the following
results:

pH 7.50
pCO2 31
p02 48

A chest x-ray is obtained and a “ground-glass-like
appearance” is reported. Auscultation of the
lungs reveals basilar crackles that were not
previously present. On the basis of this
information, the nurse should suspect that the
patient has developed

A. a pulmanary embolus.
B. bacterial pneumonia.
C. chronic obstructive pulmonary disease.

D. acute respiratory distress syndrome.

continued
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ADULT CCRN SAMPLE EXAM QUESTIONS (CONTINUED)

Members of the nursing staff are developing
written patient education materials for a group
of patients with diverse reading abilities. It would
be most effective for the staff to

A. design individual handouts for each patient.
B. develop a computer-based education series.

C. write the materials at a fourth-grade reading
level.

D. limit text and provide color pictures.

A postoperative patient has been in the unit
for 4 days. He was unusually disengaged the
previous day, and today he is agitated, thinks
staff is trying to poison him and forgot his wife
was at the bedside an hour ago, Other physio-
logical factors are ruted out. Pharmaceutical
interventions would include which of the
following?

A. midazolem {Versed)
B. haloperidol (Haldol)
C. propofol {Diprivan)
D. sertraline {Zoloft)

Answers
i. C
2, A
3 D
4, D
b, D
6. D
7. C
8 B




PEDIATRIC CCRN TEST PLAN

Annlince tn evarmie talkan nn oy Before Detohber 14 201 5
APPRIIES 10 exams tarnen on or vefore Uctober 14, 2ULS

If testing after the above date, refer to www.cericorp.org > Certification News

. CLINICAL JUDGMENT (80%) C. Endocrine (5%)

A. Cardiovascular (14%)
1. Acute pulmonary edema
2,

3. Cardiogenic shock

4. Cardiomyopathies (e.g., hypertrophic, dilated,

1. Acute hypoglycemia
. Diabetes insipidus

Cardiac surgery (e.g., Norwood, BT shunt, - Diabetic ieioacidoals

TOF repair, arterial switch) . Inborn errors of metabolism

o B~ W N

. Syndrome of inappropriate secretion of
antidiuretic hormone (SIADH)

restrictive, idiopathic)
D. Hematology/Immunology (3%)

5. Dysrhythmias !
) 1. Coagulopathies (e.g., ITP, DIC, HIT)
6. Heart failure
) 2. Oncologic complications
7. Hypovolemic shock
8. Interventional cardiology (e.g., catheterization) E. Neurology (14%)
9. Myocardial conduction system defects 1. Acute spinal cord injury
10. Structural heart defects (acquired and 2. Brain death (irreversible cessation of whole
congenital, including valvular disease) brain function)
3. Congenital neurological abnormalities
B. Pulmonary (18%) (e.g., myelomeningocele, encephalocele,
1. Acute lung injury (e.g., ARDS, RDS) AV malformation)

4. Encephalopathy (e.g., anoxic, hypoxic-

% eute pulmonary smbatus ischemic, metabolic, infectious)
3. Acute respiratory failure 5. Head trauma (e.g., blunt, penetrating, skull
4. Acute respiratory infections (e.g., acute fractures)
pneumeonia, croup, bronchiolitis) 6. Hydrocephalus
5. Airleak syndromes (e.g., pneumothorax, 7. Intracranial hemorrhage/intraventricular
pneumopericardium) hemorrhage (e.g., subarachnoid, epidural,
6. Aspiration (e.g., aspiration pneumonia, subdural)
foreign-body, meconium) 8. Neurologic infectious disease (e.g.,
7. Asthma, chronic bronchitis congenital, viral, bacterial)

8. Bronchopulmonary dysplasia

9. Congenital anomalies (e.g., diaphragmatic

10.
11.
12.
13.

9. Neuromuscular disorders (e.g., muscular
dystrophy, Guillain-Barré, myasthenia gravis)

hernia, tracheoesophageal fistula, choanal 10. Neurosurgery

atresia, pulmonary hypoplasia, tracheal 11. Seizure disorders

malacia, tracheal stenosis) 12. Space-occupying lesions (e.g., brain tumors)
Pulmonary hypertension 13. Spinal fusion

Status asthmaticus 14. Stroke (e.g., ischemic, hemorrhagic)

Thoracic surgery
Thoracic trauma (e.g., fractured ribs, lung
contusions, tracheal perforation)

continued
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PEDIATRIC CCRN TEST PLAN (conTINUED)

F. Gastrointestinal (6%)

1. Acute abdominal trauma

2.
3.

Acute Gl hemorrhage

Bowel infarction/obstruction/perforation
{e.g., necrotizing enterocolitis, mesenteric
ischemia, adhesions)

4. Gastroesophageal reflux

. Gl abnormalities {e.g., omphalocele,

gastrochisis, volvulus, Hirschsprung's disease,
malrotation, intussusception)

6. Gl surgeries

7. Hepatic failure/coma {e.g., portal

8.

hypertension, cirrhosis, esophageal varices,
biliary atresia)

Mainutrition and malabsorption

G. Renal (6%)

1.
2.
3.

Acute renal failure
Chronic renal failure

Lifethreatening electrolyte imbalances

H. Multisystem {11%)

1.

. Distributive shock (e.g., anaphylaxis)

00~ O M W N

10.

Asphyxia

. Hemolytic uremic syndrome

. Multiorgan dysfunction syndrome (MODS)
. Multisystem trauma

. Near-drowning

. Sepsis/septic shock

. Systemic inflammatery response

syndrome (SIRS)

. Toxic ingestions/inhalations (e.g., drug/alcohol

overdose)
Toxin/drug exposure

I. Behavioral/Psychosocial (3%)

1.
2,
3.

Abuse/neglect
Developmental delays
Failure to thrive

Il. PROFESSIONAL CARING AND ETHICAL PRACTICE
{20%)
A. Advocacy/Moral Agency (2%)
B. Caring Practices (4%)
C. Collaboration (4%)
D. Systems Thinking {2%)
E. Response to Diversity (2%)
F. Clinical Inquiry (2%)
G. Facilitation of Learning (4%)

Order of content does not necessarily reflect importance.




PEDIATRIC CCRN TEST PLAN
TESTABLE NURSING ACTIONS

Cardfovascular

Identify/menitor normal and abnormal physical
assessment findings

Apply leads for cardiac monitoring
Identify, interpret and monitor cardiac rhythms

Monitor hemodynamic status and recoghize signs
and symptoms of hemodynamic instability

Recognize indications for and manage patients
requiring:

¢ 12-lead ECG

o arterial line

o cardiac catheterization

o cardioversion

o central venous access

o central venous pressure monitoring

o defibriliation

¢ PA catheter

o cardiocentesis

o Sv0,monitoring

o transthoracic pacing

o fransvenous pacing

Manage and monitor patients receiving
cardiovascular medications (e.g., thrombolytics,
vasoactive agents, platelet inhibitors, anti-
arrhythmic medications) and foliow protocols for
cardiac surgery

Recognize signs and symptoms of cardiovascular

emergencies, initiate interventions and seek
assistance as needed

Pulmonary

Identify and menitor normat and abnormal physical
assessment findings

Interpret ABGs

Monitor patient for response to pulmonary medica-
tions (e.g., bronchodilators, mucolytics)

Recognize indications for and manage patients
requiring:
o artificial airway
o bronchoscopy
o chesttubes
o conventional modes of mechanical ventilation
o high-frequency mechanical ventilation
o hon-invasive positive pressure ventilation (e.g.,
BIPAP, CPAP, high-flow nasal cannula)
o oxygen therapy delivery devices
o prevention of complications related to
mechanical ventilation (e.g., barotraumas, VAP)

o pulmonary therapeutic interventions (e.g.,
airway clearance, intubation, weaning,
extubation)

o respiratory monitoring devices (e.g., SPO,,
Sv0,, ETCO, } and report values

o therapeutic gases (e.g., nitric, heliox, C0O,)

o thoracentesis

Recognize signs and symptoms of respiratory

emergencies, initiate interventions and seek
assistance as needed

Monitor patient and follow protocols for thoracic
and ENT surgery

Endocrine

Recognize normal and abnormal physical assess-
ment findings

Recognize signs and symptoms of endocrine emer-
gencies, initiate interventions and seek assistance
as needed

ldentify and monitor normal and abnormail diagnostic
test results

Implement freatment modalities for acute hypo/
hyperglycemia (e.g., insulin therapy)

Monitor patient and follow protocols for surgery
related to the endocrine system

Manage patients receiving medications and monitor
response

Hematology/Immunology

Recognize normal and abnormal physical assess-
ment findings of patients with:

o hematologic problems

o immunologic problems

Identify and monitor normal and abnormal diagnostic
test results (e.g., PT/INR, PTH, fibrinogen, CBC)
Manage patients receiving medications {e.g., IVIG,
steroids, chemotherapy) and monitor response
Recognize and manage complications associated
with transfusion of blood products

Monitor patient and follow protocols pre-, intra-

and post-procedure (e.g., plasmapheresis, exchanges
transfusion, autotransfusion)

Recognize signs and symptoms of hematologic/
immunologic emergencies, initiate interventions
and seek assistance as needed

continued
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PEDIATRIC CCRN TEST PLAN
TESTABLE NURSING ACTIONS

(CONTINUED)

Neuroiogy

identify and monitor normal and abnormal physical
assessment findings

Recognize and monitor normal and abnormal neuro-
logical diagnostic test results (e.g., ICP, head CT scan,
lumbar puncture)

Recognize indications for and monitor/manage
patients requiring neurological monitoring devices
and drains

Manage patients receiving medications (e.g.,
mannitol, hypertonic saline, sedation, neuro-muscular
blockade, anticonvulsants) and monitor response
Recognize signs and symptoms of neurological
emergencies (e.g., increased intracranial pressure,
herniation, decreased LOC, seizure), initiate interven-
tions and seek appropriate consultation

Monitor patient and follow protocols pre-, intra- and
post-procedure (e.g., ICP insertion, lumbar puncture}

Monitor patient and follow protocols for neurosurgery

Gastrointestinal

Identify and monitor normal and abnormal physical
assessment findings

Recognize and moenitor normal and abnormal
gastrointestinal diagnostic test results

Recognize indications for and manage patients with
gastrointestinal:
o monitoring devices (e.g., intra-abdominal
compartment pressure)
o drains
o complications of enteral and parenteral
nutrition

Manage patients receiving dastrointestinal medica-
tions and monitor response

Monitor patient and follow protocols, pre-, intra-
and post-procedure (e.g., EGD, PEG placement)
Monitor patients and follow protocols for gastro-
inteslinal surgery

Recognize signs and symptoms of emergencies
(e.g., Gl bleed, ischemic howel), initiate interventions
and seek assistance as needed

Renal
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Recognize normal and abnormal physical assess-
ment findings

Identify and menitor normal and abnormal diagnostic
test results

Manage patients receiving renal medications and
monitor response

Recognize indications for and manage patients
requiring renal therapeutic intervention (e.g., CRRT,
peritoneal dialysis)
Monitor patients and follow protocols for:
o renal surgery
o pre-, intra- and post-procedure {e.g., renal
biopsy, ultrasound)

Recognize signs and symptoms of renal emergencies,
initiate interventions and seek assistance as needed

Multisystem

Recognize and monitor normal and abnormal
diagnostic test resuits (e.g., lab, radiclogy)

Recognize indications for and manage patients
undergoing:
o continuous sedation
o procedural sedation
o therapeutic hypothermia
Assess patient's pain
Manage patients receiving:
o medications (e.g., pain medications, reversal
agents) and monitor response
o non-pharmacologic methods for pain relief
and monitor response
Recognize signs and symptoms of multisystem
emergencies {e.g., shock stales, trauma), initiate
interventions and seek assistance as needed

Behavioral/Psychosocial

Recognize normal and abnormal:
o physical and psychaosocial assessment findings
« developmental assessment findings and
provide developmentally appropriate care
Recognize the need for and manage patients
requiring restraints
Recognize indications for and manage patients
requiring behavioral therapeutic interventions
Identify and monitor normal and abnormal diagnostic
test results
Manage patients receiving medications {e.g., anti-
psychotics, antidepressants) and monitor response
Recognize signs and symptoms of behavioral/

psychosocial emergencies, initiate interventions and
seek assistance as needed




PEDIATRIC CCRN SAMPLE EXAM QUESTIONS

While caring for a patient with salicylate
intoxication, the critical care nurse would
anticipate which of the following as a primary
treatment measure?

A. administration of protamine sulfate
B. administration of glucose

C. transfusion of packed RBCs
D.

replacement of fluid and electrolytes

An adolescent with the developmental age of

a 4-year-old requires placement of a chest tube.
The best way to prepare the patient for this
procedure is to

A. use short simpie sentences and limit
descriptions to concrete explanations.

B. show the patient a chest tube and explain
how it will feel.

C. expiain in detail why a chest tube is needed
and how it works.

B. tell the parents what will be done so they can
explain it to their child.

A child is admitted with a gunshot wound to the
head, accidentally inflicted by an older sibling.
The parents are overcome with grief and appear
to be ignoring the following statements made by
the older sibling: “It was an accident. I didn’t
mean to do it. I'm sorry!?” Which of the foliowing
actions by the nurse would be most appropriate?

A. Discuss the importance of gun safety with the
older sibling while the parents are at the
bedside.

B. Seek additional support for the parents for ways
they can assist the older sibling.

C. Tell the parents that they need to provide
support for the older sibling.

D. Tell the older sibling, “Accidents happen. | know
you didn’t mean to do it.”

4,

Which of the following laboratory findings is
indicative of the syndrome of inappropriate ADH
secretion (SIADH)?

A. serum sodium 148 mEqg/L

B. decreased serum osmolality

C. blood urea nitrogen (BUN) 28 mg/dl
D. serum potassium 5.1 mEqg/L

A 3-year-old is admitted to the 1CU with a 10-hour
history of an acute-onset asthma attack. Initial
assessment reveals the following:

BP  112/76 pH 7.25
HR 160 pCo: 35
RR 48 p0: 40
T 89.6°F/32°C {oral) HCOs 22

In this situation, which would the nurse expect
initial treatment to include?

A. administration of NaHCOz
B. fluid resuscitation
C. racemic epinephrine

D. intubation

A 2-year-old is experiencing manifestations of
digoxin (Lanoxin) toxicity. BP is 94/60, capillary
refill time is 2 seconds and the electrocardio-
gram reveals AV block with a heart rate of 60.
The critical care nurse would anticipate which
of the following interventions?

A. performance of cardioversion

B. administration of Atropine

C. performance of vasovagal maneuvers
D

. monitoring of HR and rhythm and perfusion
status

continued
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PEDIATRIC CCRN SAMPLE EXAM QUESTIONS (CONTINUED)

An adolescent with asthma is readmitted just

a week after discharge from the hospital. On
questioning, the nurse learns that the patient
refuses to use the inhalers at school. The nurse
should

A. talk to the teen about long-term consequences
of the disease if the treatment plan is not
followed.

B. talk to the school nurse to find out why they
are not monitoting the medications at school.

C. help the parents set up a disciplinary contract
with the teen.

D. arrange for the teen to attend an asthma
support group.

An unconscious 5-month-old is admitted. The
parent reporis the baby fell off the table during
a diaper change by an older sibling, What
findings would indicate further inquiry of the
history?

A. areddened or bruised area on the skull
B. poorly reactive pupils

C. retinal hemorrhage

D. alinear skull fracture

Answers
1. D
2. A
3. B
4. B
5. D
6. D
7. D
8. C
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I. CLINICAL JUDGMENT (80%)

A. Cardiovascular (10%)

1.
2,
3.
4,
B,

Cardiogenic shock
Dysrhythmias
Heart failure
Hypovolemic shock

Structural heart defects (e.g., acquired and
congenital, patent ductus arteriosus)

B. Pulmonary (24%)

1.
2
3.

Acute lung injury (e.g., ARDS, RDS)
Acute respiratory failure

Acute respiratory infections (e.g., acute
pneumonia, croup, bronchiolitis)

. Air-leak syndromes (e.g., pneumothorax, PIE,

pneumopericardium)

5. Apnea of prematurity

. Aspiration (e.g., aspiration pneumonia,

foreign-body, meconium)

. Bronchopulmonary dysplasia

8. Congenital anomalies (e.g., diaphragmatic

9.
10.
11.

hernia, tracheoesophageal fistula, choanal
atresia, pulmonary hypoplasia, tracheal
malacia, tracheal stenosis)

Pulmonary hypertension
Thoracic surgery

Transient tachypnea of the newborn

C. Endocrine (3%)

1.
2,

Inborn errors of metabolism

Neonatal hypoglycemia (e.g., IDM, LGA, SGA)

D. Hematology/Immunology (6%)

1. Anemia of prematurity

a b~ W N

. Coagulopathies (e.g., ITP, DIC, HIT)
. Pathological hyperbilirubinemia
. Physiological hyperbilirubinemia

. Rh incompatibilities, ABO incompatibilities,

hydrops fetalis

E. Neurology (10%)

1.

Birth injuries (e.g., caput succedaneum, Erb's
palsy, shoulder dystocia)

. Brain death (irreversible cessation of whole

brain function)

. Congenital neurological abnormalities (e.g.,

myelomeningocele, encephalocele, AV
malformation)

. Encephalopathy (e.g., anoxic, hypoxic-

ischemic, metabolic, infectious)

. Hydrocephalus

6. Intracranial hemorrhage/intraventricular

9.
10.

hemorrhage (e.g., subarachnoid, epidural,
subdural)

. Neurologic infectious disease (e.g.,

congenital, viral, bacterial)

. Neuromuscular disorders (e.g., muscular

dystrophy, Guillain-Barré)
Neurosurgery

Seizure disorders

F. Gastrointestinal (6%)

1.

Bowel infarction/obstruction/perforation (e.g.,
necrotizing enterocolitis, mesenteric ischemia,
adhesions)

2. Gastroesophageal reflux

3. Gl abnormalities (e.g., omphalocele,

gastrochisis, volvulus, imperforate anus,
Hirschsprung's disease, malrotation,
intussusception)

4, Gl surgeries

5. Hepatic failure/coma (e.g., biliary atresia)

6. Malnutrition and malabsorption

G. Renal (5%)

1.
2,

Acute renal failure

Life-threatening electrolyte imbalances

continued
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1.

NEONATAL CCRN TEST PLAN (CONTINUED)

H. Multisystem (10%)
1. Asphyxia

2. Life-threatening maternal-fatal complications
{e.g., eclampsia, HELLP syndrome, maternal-
fetal transfusion, abruption placenta, placenta
previa)

3. Low birth weight/prematurity
4. Multiorgan dysfunction syndrome (MODS)
5. Sepsis/septic shock

6. Toxin/drug exposure

i. Behavioral/Psychosocial {7%)
1. Abuse/neglect
2. Developmental delays
3. Failure to thrive
4

. Substance dependence {e.g., withdrawal,
maternal alcohol or drug dependence)

5. Stress in extremely low birth-weight infants

PROFESSIONAL CARING AND ETHICAL PRACTICE {20%)

A. Advocacy/Moral Agency (3%)
B. Caring Practices (4%)

C. Collaboration {4%)

D. Systems Thinking (2%)

E. Response to Diversity (2%)

F. Clinical Inquiry (2%)

G. Facllitation of Learning (3%)

The sum of these percentages Is not 100 due to rounding.

Order of content does not necessarily reflect importance.
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NEONATAL CCRN TEST PLAN
TESTABLE NURSING ACTIONS

Cardiovascular

+ |dentify/monitor normal and abnormal physical
assessment findings

« Apply leads for cardiac manitoring
* Identify, interpret and monitor cardiac rhythms

+ Monitor hemodynamic status and recognize signs
and symptoms of hemodynamic instability

* Recognize indications for and manage patients
requiring:
o 12dead ECG
o arterial line
o cardiac catheterization
s cardiocentesis
o cardioversion
o central venous access
» central venous pressure monitoring
o defibrillation
o PA catheter
o Sv02 monitoring
o transthoracic pacing
o transvenous pacing

» Manage patients receiving cardiovascular medica-
tions (e.g.. thrombolytics, vasoactive agents, platelet
inhibitors, anti-arrhythmic medications)

* Monitor patients and foliow protocols for cardiac
surgery
* Rocoghize signs and symptoms of cardiovascular

emergencies, initiate interventions and seek
assistance as needed

* Recognize normal fetal circulation and transition
to extra-uterine life

* Recognize indications for and manage patients
requiring umbilical line

Pulmonary

« |dentify and monitor normal and abnormal physical
assessment findings

* Interpret ABGs

* Monitor patient for response to pulmonary medica-
tions (e.g., bronchoedilators, mucolytics)

¢ Recognize indications for and manage patients
requiring:

o artificial airway

o pbronchoscopy

o chest tubes

o conventional modes of mechanical ventilation

o high-frequency mechanical ventilation

o norn-invasive positive pressure ventilation (e.g.,
BIPAP, CPAP, high-flow nasal cannula)

o oxygen therapy delivery devices
o prevention of complications related to
mechanical ventilation {e.g., barctraumas, VAP)
o pulmonary therapeutic interventions (e.g.,
airway clearance, intubation, weaning,
extubation)
o respiratory monitoring devices (e.g., SPOz,
SvQa, ETCO2 ) and report values
o therapeutic gases (e.g., nitric, heliox, COz)
o thoracentesis
+ Recognize signs and symptoms of respiratory emer-
gencies, initiate interventions and seek assistance
as needed

* Monitor patient and follow protocols for thoracic and
ENT surgery

Endocrine

* Recognize norma! and abnormal physical assess-
ment findings
* Recognize signs and symptoms of endocrine emer-

gencies, initiate interventions and seek assistance
as needed

s |dentify and monitor normal and abnormal diagnostic
test results

« Implement treatment modalities for acute hypo/
hypergiycemia {e.g., insulin therapy)

« Monitor patient and follow protocols for surgery
related to the endocrine system

+ Manage patients receiving medications and monitor
response

Hematology/Immunology

* Recognize normal and abnormal physical assess-
ment findings of patients with hematologic problems

¢ Recognize normal and abnormal physical assess-
merit findings of patients with immunologic problems

» ldentify and monitor normal and abnormal diagnostic
test results (e.g., PT/INR, PTT, fibrinogen, CBC})

* Manage patients receiving medications (e.g., IVIG,
steroids, chemotherapy) and monitor response

» Recognize and manage complications associated
with transfusicn of blood products

+ Monitor patient and follow protocols pre-, intra- and
post-procedure (e.g., plasmapheresis, exchange
transfusion, autotransfusion)

* Recoghize signs and symptoms of hematologic/
immunologic emergencies, initiate interventions,
and seek assistance as needed

continued
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NEONATAL CCRN TEST PLAN
TESTABLE NURSING ACTIONS

(CONTINUED)

Neurology

Identify and monitor normal and abnormal physical
assessment findings

Recognize and monitor normat and abnormal
neurological diagnostic test results {e.g., ICP, head
CT scan, lumbar puncture)

Recognize indications for and monitor/manage
patients requiring neurological monitoring devices
and drains

Manage patients receiving medications (e.g.,
mannitol, hypertonic saline, sedation, neuromus-
cular blockade, anticonvulsants) and monitor
response

Recognize signs and symptoms of neurclogical
emergencies (e.g., increased intracranial pressure,
herniation, decreased LOC, seizure), initiate inter-
ventions and seek appropriate consultation

Menitor patient and follow protocols pre-, intra-
and post-procedure (e.g., ICP insertion, lumbar
puncture)

Menitor patients and follow protocols for neuro-
surgery

Gastrointestinal

-

Identify and monitor normal and abnormal physical
assessment findings

Recognize and monitor normal and abnormal
gastrointestinal diagnostic test results

Recognize indications for and manage patients
requiring gastrointestinal monitoring devices
{e.g., intra-abdominal compartment pressure)

Recognize indications for and manage patients
reguiring gastrointestinal drains

Manage patients receiving gastrointestinal medica-
tions and monitor response

Meonitor patient and follow protocols for:
o pre-, intra- and post-procedure (e.g., EGD,
PEG placement)
o gastrointestinal surgery

Recognize indications for and complications of
enteral and parenteral nutrition

Recognize signs and symptoms of emergencies
(e.g., Gl hieed, ischemic bowel), initiate interventions
and seek assistance as needed

Renal
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Recognize normal and abnormal physical assess-
ment findings

Identify and monitor normal and abnormal diagnostic
fest results

Manage patients receiving renal medications and
monitor response

Recognize indications for and manage patients
requiring renal therapeutic intervention {e.g., CRRT,
peritoneal dialysis)

Monitor patients and follow protocols for:
o renal surgery
o pre-, intra- and post-procedure {e.g., renal
biopsy, ultrasound)
Recognize signs and symptoms of renal emer-
gencies, initiate interventions and seek assistance
as needed

Monitor patient and follow protocols pre-, intra-
and post-procedure {e.g., renal biopsy, ultrasound)

Multisystem

Recognize and monitor normal and abnormal
diagnostic test results (e.g., lab, radiclogy)

Recoghize indications for and manage patients
undergoing:

¢ continuous sedation

o procedural sedaticn

« therapeutic hypothermia

Assess patient's pain:
¢ manage patients receiving medications (e.g.,
pain medications, reversal agents} and
monitor response
o manage patients receiving non-pharmacologic
methods for pain relief and monitor response

Recognize signs and symptoms of multisystem
emergencies (e.g., shock states, trauma), initiate
interventions and seek assistance as needed

Recognize indications for and manage patients
undergoing neonatal skin care for low birth weight
infants

Behavioral/Psychosocial

Recognize normal and abnormatk:
o physical and psychosocial assessment
findings
o developmental assessment findings and
provide developmentally appropriate care

Recognize the need for and manage patients
requiring restraints

Recognize indications for and manage patients
requiring behavioral therapeutic interventions




NEONATAL CCRN SAMPLE EXAM QUESTIONS

1. After application of a warm saline-soaked gauze

dressing to an infant’s abdominal wall defect, the
most effective method for preventing evaporative
heat loss is to

A. place the infant in a warmed isolette.

B. place the infant under a radiant heat source.
C. moisten the gauze dressing every 30 minutes.
D. cover the gauze dressing with plastic.

An infant has just been intubated for respiratory
failure due to respiratory distress syndrome
(RDS). The infant's breath sounds are heard on
the right side but not on the left. Which of the
following interventions would be most
appropriate?
A. leave the tube in position and increase bag
pressure

B. advance the tube until breath sounds are heard
bilaterally

C. withdraw the tube until breath sounds are heard
bilaterally

D. remove the tube and re-intubate

A preterm infant with necrotizing enterocolitis
and resultant bowel perforation has returned
from the operating room with an ileostomy. The
first step in management of the ostomy should
include

A. contacting the dietitian for recommendations
regarding easily digested formula.

B. contacting the enterostomal nurse to provide a
pattern for the ostomy appliance.

C. applying a dry sterile dressing over the ostomy.

D. clini-testing stool to determine degree of
malabsorption.

4.

An infant at 38-weeks-gestation is horn via
cesarean section. At 4 hours of age, heart rate
is 55 and respiratory rate is at 60. Physical
assessment reveals grunting, mild retractions
and nasal flaring. A chest x-ray reveals perihilar
streaking bilaterally. The following arterial blood
gas (ABG) results are obtained:

pH 7.40
pCO2 35
pO2z 40
HCOs 22

Appropriate management of this patient would
consist of

A. intubation and mechanical ventilation.
B. surfactant replacement therapy.
C. chest tube insertion.

D. oxygen administration via hood.

A meeting is planned to discuss the parents’
ethical concerns regarding life support
interventions for their neonate with Trisomy 18.
The nurse's rote would be to

A. assist the parents in articulating their questions
and concerns.

B. provide legal information regarding end-of-life
decisions.

C. describe reasons for the infant's poor prognosis.

D. inform the parents that the goal of the mesting
is to obtain & DNR order.

An infant with documented hypoglycemia is being
started on a continuous dextrose infusion
following a bolus injection of glucose. An
appropriate rate of dextrose infusion would be

A. 1-3 mg/kg/min.
B. 4 -8 mg/kg/min.
C. 9-12 mg/kg/min.
D. 13- 16 mg/kg/min.

continued
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NEONATAL CCRN SAMPLE EXAM QUESTIONS (CONTINUED)

An infant with isometric hydrops is delivered 9.

at 28-weeks-gestation by cesarean section.
Which of the following interventions should be
anticipated in the initial management of this
infant?

A. administration of sodium polystyrene sulfonate
{Kayexalate}

B. placement of an umbilical venous catheter and
slow push of O-positive whole blood

C. thoracentesis and/or paracentesis
D. a difficult intubation

The following results were obtained from a

cerebrospinal fluid (CSF) sample obtained by 10.

lumbar puncture:

40 WBC/mm

65% polymorpghonuclear cells
Glucose 50 mg/di

Protein 165 mg/dl

Bacteria shown by Gram-staining

On the basis of these results, the most
appropriate additienal study would include
A. drawing blood for sedimentation rate.

B. obtaining surface cultures.

C. continuing monitoring without intervention.

D. obtaining blood and urine cultures.

The mother of an infant with severe PPHN would
like to hold her infant. The infant’s oxygen
saturation is 88% to 92% at rest and mean blood
pressure is 28, The nurse’s best response would
be to

A. explain signs and symptoms that demonstrate
instability of the infant.

B. assist the mother in holding the infant skin-to-
skin,

C. encourage the mother to talk to the infant.

D. show the mother how to provide gentle infant
massage.

Lab tests from the mother of a neonate reveal
the presence of cocaine. The baby demonstrates
irritability, hypertonicity and sleep disturbances.
Nursing care for the neonate should include

A. swaddling and periods of undisturbed rest.

B. removal of parental rights and designation of a
guardian.

C. encouragement of breast feeding and increased
frequency of feedings.

D. mechanical ventilation and sedation.

Answers
1. D
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American Heart Assaciation - {800) 242-8721
Blaclowelf Publishing - (877) 762-2974
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Jones & Bartlett - (800) 832-0034
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Neonatal Network - (888} 642-8465
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AACN PRODUCTS FOR CCRN EXAM PREPARATION

CCRN - General Item #
AACN Certification and Core Review for High Acuity and Critical Care. 6th ed, (2007). Alspach, G. Book and 128800
CD-ROM. 192 pages.
AACN Core Curriculum for Critical Care Nursing. 6th ed. {2008). Alspach, G. 962 pages. 128700
AACN Procedure Manual for Critical Care. 6th ed. (2011). Wiegand, D, J. 1,312 pages. 128150
ACLS Pocket Reference Cards. {2011). AHA, AACN, Set of 2. 400862
Synergy for Clinical Excellence: The AACN Synergy Model for Patient Care. (2005). Hardin, 8. & Kaplow, R.
100149
235 pages.
Synergy: The Unique Relationship Between Nurses and Patients. (2007). Curley, M. A, Q. 304 pages. 100148
CCRN - Adult ltem #
* Online Adult CCRN/CCRN-E/CCRN-K Self-Assessment Exam (SAE) - mirrors content of CCRN, CCRN-E Purchase
and CCRN-K exams; includes 60 questions with correct answers and rationales; score report upon online only at
completion to assess strengths and areas for further study; access for 90 days from purchase date. www.certcorp.org.
Online Adult CCRN/CCRN-E/CCRN-K Certification Review Course: Individual Purchase. AACN. For additional
) B ACCRNQD
information, go to www.aacn.org/ondemand.
Aduit CCRN/CCRN-E/CCRN-K Certification Review Course (2011). Available in 3 formats: CD-ROM for PC 301950
CD-ROM for Mac 301951
MP3 301973
** Review packages also available; see below.
* Aduit Practice CCRN/CCRN-E/CCRN-K Exam Questions. 6th ed. {2009). 190 questions.. 200305
CCRN - Pediatric Item #
Online Pediatric CCRN/CCRN-K Certification Review Course: Individual Purchase. For additional information,
PEDCCRNOD
go to www.aacn.org/ondemand.
AACN Core Curriculum for Pediatric Critical Care Nursing. 2nd ed. (2008). Slota, M. 889 pages. 128870
Pediatric CCRN/CCRN-K Certification Review Course {2011). Available in 3 formats: CD-ROM for PC 301982
CD-ROM for Mac 301981
MP3 301980
*%% Review Packages also available; see next page.
* Padiatric Practice CCRN/CCRN-K Exam Questions. 6th ed. {2009). 130 guestions. 200205
continued

34 OFCRH8 AUGUST 2015
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CCRN - Neonatal item #
Certification & Core Review for Neonatal Intensive Care Nursing. 4th ed. (2011). Watson, R. 168 pages. 128720
Core Curriculum for Neonatal Intensive Care Nursing. 5th ed. (2014). Verklan, M. & Walden, M. 1,040 pages. 128710
Neonatal COCRN/CCRN-K Review Course on Audio CD. (2006). 301990
Neonatal CCRN/CCRN-K Review Course on DVD. {2006). 301850
* Neonatal Practice CCRN/CCRN-K Exam Questions. 6th ed. (2009). 125 guestions. 200105

* Denotes product developed by AACN Certification Corporation.

*% Adult CCRN/CCRN-E/CCRN-K Review Packages include Adult CCRN/CCRN-E/CCRN-K Review Course, Adult Practice
CCRN/CCRN-E/CCRN-K Exam Questions and AACN Core Curriculum for Critical Care Nursing. Item numbers are
302010 (CD-ROM for PC), 302012 (CD-ROM for Mac) and 302005 (MP3}.

**% Padiatric CCRN/CCRN-K Review Packages include Pediatric/Neonatal CCRN/CCRN-K Review Course, Pediatric Practice CCRN/
CCRN-K Exam Questions and AACN Core Curriculum for Pediatric Critical Care Nursing. ltem numbers are 302011 (CD-ROM for
PC), 302008 (CD-ROM for Mac) and 302006 (MP3).

For more details and to place an order, visit www.aacn.org/marketplace, or call AACN Customer Care at (800) 899-2226,
Monday through Friday between 7:30 a.m. and 4:30 p.m. Pacific Time.

OFCRHE AUGUST 2015 35




THIS PAGE INTENTI@NALLY LEFT BLANK



AACN

CERTIFICATION

CORPORATION

Onhne exam regisiration is available al www.certcorp org = 4pply Online

1. REGISTRATION INFORMATION

CCRN EXAM APPLICATION

PLEASE PRINT CLEARLY. PROCESSING WILL BE DELAYED IF INCOMPLETE OR NOT LEGIBLE.
LEGAL NAME AS [T APPEARS ON YOUR GOVERNMENT-ISSUED D CARD IS REQUIRED FOR EXAM.

AACN CUSTOMIER: RN/APRN LICENSE:
Numbear Exp. Date Number State Exp. Date
LEGAL NAME:
Last First Ml Maiden
HOME ADDRESS:
City State 2P
EMAIL: HOME PHONE:
EMPLOYER NAWIE: BUSINESS PHONE:
EMPLOYER ADDRESS:
City State ZIP

2. AACN MEMBERSHIP
1 would also like to join/renew/extend my AACN membership at this time and select member pricing for my exam fees:
{check one hox only)

2 1-year AACN MEmDErSNID.. e ercrsesss v s vavesassassessas e sasssssessasens $78
3 2-year AACN MembershiD. i s e s e issssissssss $148
3 3-year AACN MembErshiD.. . o eeeeceetesiseicsn cessrssrsssrsasssmscesns $200

AACN membership inciudes nonrefundable $12 and $15 one-year subscriptions to Critical Care Nurse® and the Amerfcan Journal of Critical
Care®, respectively. AACN dues are not deductible as charitable contributions for tax purposes, but may be deducted as a business expense
in keeping with Internal Revenue Service regulations.

Member exam fee ($225) + 1-year Membership ($78) = Savings of $27 over Nonmember fee

Membership Fee:

3. EXAM FOR WHICH YOU ARE APPLYING $—
£] CCRN Adult [J CCRN Pediatric 1] CCRN Neonatal {check one box only) +
Initial Exam Fee Retest Fee Exam Fee:
CCRN
AACN Member Nonmember AACN Member Nonmember 5
Check one box only [1$225 0 $330 %170 %275 -

[ Check this box if you've attached a request and supporting documentation for special testing accommodations,

PAYMENT INFORMATION - application must be accompanied by payment

Total Payment:

S

[0 Check or money order attached - payable to AACN Certification Corporation. U.S. funds only.

Bill my credit card

1 Visa

[ MasterCard

O American Express [ Discover Card

Credit Card #

Exp. Date (mm/yy} |

Name on Card

Sighature

Amount Billed $

Address of Payor (if different than applicant)

U Please do not include my name on lists sold to other organizations.

APCCHF

This apphcation form may be photocapied and is alsc avallakle aning at www.cerfcorp.org

Please complete pages 2 & 3 of application.
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AACN

CERTIFICATION

CORPORATION

PRINTED LEGAL. NAME

CCRN EXAM APPLICATION

AACN #

20f3

5. DEMOGRAPHIC INFORMATION
Check one box in each category. Information used for statistical purposes and may be used in eligibility determination.

38

Primary Area Employed

1 Acute Hemodialysis Unit (24)
O Burn Unit (13)

1 Cardiac Rehabilitation (28)

[J Cardiac Surgery/CR (36}

[J Cardiovasculaz/Surgical iCU {09)
[1 Catheterization Lab (22)

[ Combined Adult/Ped, ICU {23)
L1 Combined ICU/CCU (D1}

[ Coronary Care Unit (03)

3 Corporate Industry (24)

[ Crit. Care Transport/Flight (17)
[ Direct Coservation Unit (39}
O3 Emergency Dept. {12)

.3 General Med,/Surg. Floor {18)
[} Home Care (25}

[ intensive Care Unit (02)

O interventionat Cardiology (31)
O Long-Term Acute Care (27}

[1 Medical Cardiology (34)

1 Medical IGU (04)

O Medical Surgical ICU (35)

[ Neonatal iCU (06)

O Neuro./Neurosurgical ICU (10)
[J Oncology Unit (19)

1 Operating Reom (15)

O Qutpatient Clinic (29)

[ Pediatric ICU {05)

[ Private Practice (32)

[ Progressive Care Unit {16)

[ Recovery Room/PACU (14)

LI Respiratory ICU (08)

[ Stepdown Unit {301

[J Subacute Care (28)
O Surgical ICU (O7)

L1 TeledCU (37)

1 1elemstry (20

O Jrauma Unit (11)

1 Other ~ specify befow

(99)

Primary Positfon Held

[} Agademic Faculty (O7)

[T Acute Gare Nusse Practitionar (09)
1 Bedside/Staff Nurse (01)
[3J Case Manager (39}

I Charge Nurse (45)

LI Clinic Nurse (40)

1 €linical Coordinator (443

O Glinical Director (04)

O Clinical Nurse Specialist (02)
[ Corporate/industry (11)

[ Hospital Administrator (38)
[ Internist {37)

[T Legal Nurse Consuliant (47}
] Manager (03)

[ Nurse Anesthetist {D2)

[ Nurse Educator (46}

[ Nurse Midwife (13}

[ Nurse Practitioner (05)

O Qutcomes Manager (42)

[ 1 Physician (18}

O Physician Assistant (17)

[ Researcher (18}

[] Respiratory Therapist (19)

2 Technician {21)
[ Unit Coardinator (22)
1 Gther - specify below

(99)

Highest Nursing Degree
[ Associate's Degree

1 Bachelor's Degree

1 Diploma

1 Doctorate

[ Master's Degree

Ethniclty

L] African American (02)

[ Asian (08)

O Hispanic {03)

[ Native Ametican (04)

O Pacific Islander (06)

1 White/Non-Hispanic {01)
L1 Other - specify below

99

Primary Type of Facility in Which
Employed

O Collega/University (08}

O Community Hospital (Nonprofit) (0L}
] Community Hospital (Profit) (02}

L1 Corporate/Industry (11)

L1 County Hospita! (07)

] Federal Hospital (05

[1 HMO/Managed Care (12)

HONOR STATEMENT - 3rd page of application to be submitted with this form
Complete the Honor Statement on page 39.

SUBMIT APPLICATION

Attach Honor Statement to this application and submit with payment to:

AACN Certification Corporation

101 Columbia

Aliso Viejo, CA 92656-4109
or fax to: (949) 362-2020
DO NOT mail AND fax your application - please choose only ONE method.

[J Home Health {13)

O Long-Term Acute Care Hosp. (16)
[ Military/Goversment Hospital (04)
[J Non-Academic Teaching Hosp, {1.4)
[ Registry (10)

[ Self-Employed {09)

O state Hospital (06)

L1 Travel Nurse {15)

I University Med. Ctr. (03)

L1 Other - specify below

(99)

Nuraber of Beds in Institution:

Years of Experlence In Nursing:

Years of Experlence in Acute/Critical
Care Nursing:

Date of Birth: (mm/dd/yy)

Gender: []female [ Male

NOTE: Aliow 2 to 3 weeks from the date received by AACN Certification Corporation for application processing.

Questions? Please visit www.certcorp.org, email certcorp@aacn.org or call us at (800) 899-2226.

Did you include your signed honor statement and fee payment?

Please complete page 3 of application (honor statement).
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Online exam registration is available at www.cerfcorp.org > Apply Online.
AACN Jof3

CERTIFICATION
CORPORATION

CCRN EXAM HONOR STATEMENT
PROCESSING WILL BE DELAYED IF INCOMPLETE OR NOT LEGIBLE.
PLEASE PRINT CLEARLY.

NAME: AACN CUSTOMER #:
Last First MI

| hereby apply for the CCRN certification exam. Submission of this application indicates | have read and understand the exam
policies and eligibility requirerments as documented in the CCRN Exam Handbook and the Certification Exam Policy Handbook.

LICENSURE: | possess a current unencumbered U.S. RN or APRN license. My {state)
nursing license {number) is due to expire (date).
An unencumbered license is not currently being subjected to formal discipline by any state board of nursing and has no
provisions or conditions that limit my practice in any way. | understand that 1 must notify AACN Certification Corporation
within 30 days if any disciplinary action is taken against my RN or APRN license in the future.

PRACTICE: | have fulfilled one of the following clinical practice requirement options:

= Practice as an RN or APRN for 1,750 hours in direct bedside care of acutely/critically ill patients during the past 2 years,
with 875 of those hours accrued in the most recent year preceding application,
OR
+ Practice as an RN or APRN for at least 5 years with a minimum of 2,000 hours in direct bedside care of acutely/critically
ill patients, with 144 of those hours accrued in the most recent year preceding application.
These clinical hours were in direct care of the following acutely/critically ill patient population:
O Adult [ Pediatric [0 Neonatal (check one box only)
Hours were completed in a U.S.-based or Canada-based facility or in a facility determined to be comparable to the U.S.

standard of acute/critical care nursing practice as evidenced by Magnet Status or Joint Commission International
accreditation.

PRACTICE VERIFICATION: Foliowing is the contact information for my clinical supervisor or a professional colleague (RN or
physician) who can verify that | have met the clinical hour eligibility requirements:

VERIFIER'S NAME: FACILITY NAME:
Last First

VERIFIER'S PHONE NUMBER: VERIFIER'S EMAIL ADDRESS:

You may not list yourself or a relative as your verifier.

AUDIT: | understand that my certification application is subject to audit, and failure to respond to or pass an audit will result
in revocation of certification.

ETHICS: | understand the importance of ethical standards and agree to act in a manner congruent with the ANA Code of
Ethics for Nurses.

NON-DISCLOSURE OF EXAM CONTENT: Submission of this application indicates my agreement to keep the contents of
the exam confidential and not disclose or discuss specific exam content with anyone except AACN Certification Corporation.
Per AACN Certification Corporation policy, sharing of exam content is cause for revocation of certification.

To the best of my knowledge, the information contained in this application is accurate and submitted in good faith. My
signature below indicates | have read this honor statement and meet the eligibility requirements as outlined.

Applicant’s Signature: Date:

AUGUST 2015 This form may he photocopied and is also available online at www.certcorp.org. 39
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MISSION

AACN Certification Corporation contributes to consumer health and safety through
comprehensive credentialing of nurses to ensure their practice is consistent with established
standards of excellence in caring for acutely and critically ill patients and their families.

VISION

As the undisputed leader in credentialing nurses, AACN Certification Corporation has
demonstrated that certification contributes to achieving optimal outcomes that are consistent
with the goals and values of acutely and critically ill patients and their families.

VALUES

As the Corporation works to advance its mission and vision and fulfill its purpose and inherent
obligation to ensure the health and well-being of patients experiencing acute and critical illness,
the Corporation is guided by a set of deeply rooted values.

e Providing leadership to bring all stakeholders together to create and foster cultures of
excellence and innovation.

e Acting with integrity and upholding ethical values and principles in all relationships
and in the provision of sound, fair and defensible credentialing programs.

e Committing to excellence in credentialing programs by striving to exceed industry
standards and expectations.

e Promoting leading edge, research-based credentialing programs that reach diverse
certificants.

e Demonstrating stewardship through fair and responsible management of resources
and cost-effective business processes.

ETHICS

AACN and AACN Certification Corporation consider the American Nurses Association
(ANA) Code of Ethics for Nurses foundational for nursing practice, providing a framework for
making ethical decisions and fulfilling responsibilities to the public, colleagues and the
profession. AACN Certification Corporation’s mission of public protection supports a standard
of excellence that certified nurses have a responsibility to read, understand and act in a manner
congruent with the ANA Code of Ethics for Nurses.

The following AACN Certification Corporation programs have been accredited by the National Commission
Jor Certifying Agencies (NCCA), the accreditation arm of the Institute for Credentialing Excellence (ICE):

e, CCRN® (Adult) PCCN® ACNPC-AG®
’#NCC A ! CCRN® (Pediatric) CMC® ACCNS-AG"
N#X | CCRN® (Neonatal) csc® ACCNS-P®
\ CCRN-E™ (Adult) ACCNS-N®

™ Aechepmen 0

Our advanced practice certification programs, ACCNS-AG, ACCNS-P, ACCNS-N and ACNPC-AG, meet the
National Council of State Boards of Nursing (NCSBN) criteria for APRN certification programs.
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PCCN EXAM HANDBOOK

Progressive Care Nursing Certification - Adult

As healthcare becomes increasingly complex and challenging, certification has emerged as a mark of excellence showing
patients, employers and the public that a nurse is qualified and competent, and has met the rigorous requirements to
achieve specialty and/or subspecialty certification.

AACN Certification Corporation programs were created to protect healthcare consumers by validating the knowledge of
nurses who care for the acutely and critically ill. We are pleased to provide you with this handbook with information about
our programs and how to apply for and take the PCCN certification exams.

Today, more than 90,000 practicing nurses hold one or more of these certifications from AACN Certification Corporation:

Specialty Certifications
CCRN® is for nurses providing direct bedside care to acutely and/or critically ill adult, pediatric or necnatal patients.
CCRN-E™ is for nurses working in a tele-lCU monitoring acutely and/or critically ill adult patients from a remote location.

CCRN-K"™ is for nurses whose non-bedside practice influences patients, nurses and/or organizations to have a positive
impact on acutely and/or critically ill adult, pediatric or neonatal patients,

PCCN? is for progressive care nurses providing direct bedside care to acutely ill adult patients.

CNML is for nurse managers and leaders; offered in partnership with AONE (American Organization of Nurse Executives)
Credentialing Center.

Subspecialty Certifications
CMC? s for certified nurses providing direct bedside care to acutely and/or critically ill adult cardiac patients.

CSC? is for certified nurses providing direct bedside care to acutely and/or critically ill adult patients during the first
48 hours after cardiac surgery.

Advanced Practice Consensus Model-Based Certifications
ACNPC-AG? is for the adult-gerontology acute care nurse practitioner educated at the graduate level.
The ACCNS credentials are for clinical nurse specialists educated at the graduate level to provide care across the
continuum from wellness through acute care:
ACCNS-AG® is for the adult-gerontology clinical nurse specialist.
ACCNS-P?®is for the pediatric clinical nurse specialist.
ACCNS-N® is for the neonatal clinical nurse specialist.

Advanced Practice Certifications
With implementation of the Consensus Model in 2015, ACNPC and CCNS are available as renewal options only:
ACNPC? is for acute care nurse practitioners educated to provide care to adult patients.
CCNS@ is for acute/critical care clinical care specialists educated to provide care to adult, pediatric or necnatal patients.

We continually seek to provide quality certification programs that meet the changing needs of nurses and patients.
Please visit www.certcorp.org > Documents and Handbooks, or call (800) 892-2226 for more information about the
above certifications.

Thank you for your commitment to patients and their families and to becoming certified.

FEBRUARY 2015




PCCN

|
Please direct inguiries to:

AACN Certification Corporation, 101 Columbia, Aliso Viejo, CA 92656-4109
(800) 899-2226 + Fax: (949) 362-2020 -« certcorp@aacn.org |

Please include your AACN customer number with all correspondence to AACN Certification Corporation.




PCCN® is a specialty certification for nurses who provide care for acutely iil adult patients,
regardless of the geographic location of their nursing care. Speciaity nurses interested in this
certification may work in such areas as intermediate care units; direct observation units;
stepdown units; telemetry units; transitional care units; or emergency departments,

CONTENTS
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PCCN Exam Honor Statement (3rd page of 3-page application) v rmvrrrrrtssisssees s smsassssmss s sssn e sesemsansens 23

The following information can be found in the Certification Exam Policy Handbook online at www.certcorp.org >
Documents and Handbooks:

* AACN Certification Programs = Duplicate Score Reports

* Name and Address Changes » Recognition of Certification

« Confidentiality of Exam Application Status « Use of Credentials

= Testing Site Information + Denial of Certification

* Exam Scheduling and Cancellation * Revocation of Certification

* On the Day of Your Exam « Review and Appeal of Certification Eligibility




PCCN CERTIFICATION PROGRAM

Definition

Progressive Care Certified Nurse (PCCN) certification validates your knowledge of nursing of acutely ill adult patients
in your specialty area to hospitals, peers, patients and, most importantly, to yourseif. PCCN certification promotes
continuing excellence in progressive care nursing. AACN recognizes progressive care as part of the continuum of
critical care.

PCCN® Registered Service Mark

PCCN is a registered service mark and denotes certification in progressive care nursing as granted by AACN
Certification Corporation. Registered nurses who have not achieved PCCN certification status, whose PCCN status
has lapsed, or who have chosen Inactive status are not authorized to use the PCCN credential.

Validated Knowledge and Specialized Skills

Each PCCN certification exam is based on a study of practice, also known as a job analysis. The most recent study,
completed in 2012, defines the dimensions of acute care practice, identifying what is required of registered nurses
providing care to acutely ill patients.

In the study, acute and critical care nurses across the United States were surveyed to ascertain the significance of
the various elements of their practice. Through an extensive review and evaluation process, the knowledge, skills and
abilities crucial to progressive care nursing were defined using the AACN Synergy Model for Patient Care as an
organizing framework. The PCCN certification exam is based on these skills and abilities and the knowledge required
to perform them.

PCCN certification is achieved by those progressive care nurses who pass the PCCN exam in adult progressive care
nursing. PCCN certification denotes to the public those practitioners who possess a distinet and clearly defined body
of knowiledge called progressive care nursing.

PCCN Exam Contents

The PCCN exam is a 2-and-¥z-hour test consisting of 125 multiple-choice items. Of the 125 items, 100 are scored and
25 are used to gather statistical data on item performance for future exams. Please refer to the PCCN Test Plan for
detailed content information. The PCCN exam focuses on adult patient populations only.

PCCN Test Plan

The content of the PCCN exam is described in the test plan inciuded in this handbook. Candidates are tested on a
variety of patient care problems that are organized under major categories. Please note the percentage of the PCCN
exam devoted to each category.




PCCN EXAM ELIGIBILITY

Licensure
Current unencumbered licensure as an RN or APRN in the United States is required.

* An unencumbered license is not currently being subjected to formal discipline by any state board of nursing
and has no provisions or conditions that limit the nurse’s practice in any way.

« if randomly selected for audit, you will be asked to provide a copy of your RN or APRN license.

» Candidates and PCCN-certified nurses must notify AACN Certification Corporation within 30 days if any
restriction is placed on their RN or APRN license.

Practice
Candidates must meet one of the following clinical practice requirement options:

« Practice as an RN or APRN for 4,750 hours in direct bedside care of acutely ill adult patients during the
previous 2 years, with 875 of those hours accrued in the most recent year preceding application.

OR

* Practice as an RN or APRN for at [east 5 years with a minimum of 2,000 hours in direct bedside care of
acutely ill adult patients, with 144 of those hours accrued in the most recent year preceding application.

Orientation hours spent shadowing/working with another nurse who is the one with the patient assignment cannot be
counted toward clinical hours for PCCN eligibility; however, orientation hours during which you are the assigned nurse
providing direct bedside care 1o acutely ill adult patients may be counted.

Clinical practice hours for the PCCN exam and renewal eligibility must be completed in a U.S.-based or Canada-based
facility or in a facility determined to be comparable to the U.S. standard of acute/ctitical care nursing practice as
evidenced by Magnet Status or Joint Commission International accreditation.

Nurses serving as manager, educator {in-service or academic), APRN or preceptor may apply their hours spent
supervising nursing students or nurses at the bedside.

* Nurses in these roles must be actively involved in caring for patients at the bedside; for exampte, performing
a procedure or supervising a new employee or student nurse performing a procedure.

Practice Verification

The name and contact information of a professional associate must be given for verification of eligibility related to
clinical practice hours. If you are randomly selected for audit, this associate will need to verify in writing that you have
met the clinical hour requirements.

« A professional asscciate is defined as either your clinical supervisor or a colleague (RN or physician) with
whom you work.

AACN Certification Corporation may adopt additional eligibility requirements at its sole discretion. Any such require-
ments will be designed to establish, for the purposes of PCCN certification, the adequacy of a candidate’s knowledge
in caring for the acutely ill.




APPLICATION FEES

PCCN Computer-Based Exam

AACN Members $175

Nonmembers $275

PCCN Retest
AACN Members $135

Nonmembers $215

PCCN Renewal by Exam

AACN Members $135

Nonmembers $215

Payable in U.S. funds. Fees are subject to change without notice. A $15 fee will be charged for a returned check.

Computer-based testing discounts are available for groups of 10 or more candidates submitting their AACN

certification exam applications in the same envelope. Employers may pre-purchase exam vouchers at a further
discounted rate.

For details about the group and bulk discount programs, visit www.certcorp.org > General Information or call
(800) 899-2226.



AACN Certification Corporation recommends that you be ready to test before applying for the PCCN exam.

ONLINE APPLICATION PROCESS PAPER APPLICATION PROCESS
» Register online for computer-based testing at » Paper applications are required for those applying
www.certcorp.org > Apply Online with a group, for paper and pencil exams and for
» Before you get started, have available the following: testing outside the U.S,
» RN or APRN license number and expiration date » Complete the application on pages 21-22 and
» Name, address, phone and email address of your honor statement on page 2?’ _ '
clinical suUpervisorora professiona| Co||eague {RN ¢ Fill in all requested information, |ﬂC|Ud|ng that fOI'yOUI’
or physician) who can verify your practice eligibility RN or APRN license
« Credit card {Visa, MasterCard, Discover or ¢ Include application fee
American Express) + Credit card, check or money order
» Same day processing » Allow 2-3 weeks for processing

~ /

Use your legal name on the application.
This name must match photo identification used for exam entry
and will be the name printed on your certificate.

1. Receive notice of processed application
* AACN will send you an email confirming that you have successfully applied to take the PCCN exam.
2. Receive approval-to-test email
+ AACN's testing service {AMP) will send an email and mail a posteard to eligible candidates within 5 to 10 days
after confirmation email that will include:

o Atoll-free number and online instructions to schedule your testing appointment

o The 90-day period during which you must schedule and take the exam

o Your exam identification number, which is your unigue AACN customer number preceeded by the
letter "C” (e.g., CO0123456).

= [f you do not receive an email or postcard from AMP within 2 weeks of receiving confirmation email, please
contact AACN Customer Care at (300} 899-2226.
3. Schedule the exam
* Upon receipt of AMP's email or postcard:

o Confirm that you are scheduled for the correct certification exam

o Promptly schedule your exam appointment for a date and time that falls within your 90-day testing
window

= Testing is offered twice daily, Monday through Friday, at 9 a.m. and 1:30 p.m.. Saturday appointments
are available at some locations.

* Tolocate one of the more than 175 AMP testing centers within the U.S., visit www.goAMP.com.

4, Sit for the exam
« Upon completion of computer-based exams, results with a score breakdown will be presented on-site.
* Results of paper and pencil exams will be mailed to candidates 3 to 4 weeks following paper testing.

+ Successful candidates will receive their wall certificate within 3 to 4 weeks of passing the exam.

Please ensure that AACN has your current contact information.
Updates may be made online at www.aacn,.org/myaccount or emailed to info@aacn.org.
For name changes, please call AACN Customer Care at (B00) 899-2226.




PCCN CERTIFICATION RENEWAL

Renewal Period

PCCN certification is granted for a period of 3 years. Your certification period begins the first day of the month in which
the PCCN certification exam is passed and ends 3 years later; for example, October 1, 2014 through September 30,
2017. The purpose of certification renewal is to enhance continued competence.

Renewal notifications will be mailed and emailed to you starting 4 months before your scheduled PCCN renewal date.
You are responsible for renewing your certification even if you do not receive renewal notification. Refer to
www.certcorp.org for current information.

Eligibility
Candidates for PCCN renewal must meet the following requirements:

= Current unencumberad U.S. RN or APRN license that was not subjected to formal discipline be any state board
of nursing during the 3-year certification renewal period

« Completion of 432 hours of direct bedside care of acutely iil adult patients as an RN or APRN within the 3-vyear
certification period, with 144 of those hours in the 12-month period preceding the scheduled renewal date

* Completion of the required CERPs or take/pass the PCCN exam

Renewal Options
You may seek certification renewal via Renewal by Synergy CERPs or Renewal by Exam, or you may choose Inactive,
Retired or Alumnus status. Do not apply for more than one option.

» Option 1- Renewal by Synergy CERPs

*  Meet eligibiiity requirements for PCCN renewal and complete the Continuing Education Recognition Point
{CERP) Program, which requires 100 CERPs in various categories (A, B & C).

« Online Renewal by Synergy CERPs is available to all active PCCNs as early as 4 months prior to their
scheduled renewal date. For more information visit www.certcorp.org > Renew Your Certification.

* For more details refer to the Renewal by Synergy CERPs Brochure and other Synergy CERP resources
available online at www.certcorp.org.
» Option 2 - Renewal by Exam
« Meet the eligibility requirements for PCCN renewal and successfully apply for and schedule your exam.
o The PCCN exam must be completed before your scheduled renewal date.
o You may not take the exam eatly, then attempt to renew by CERPs if you do not pass.

» Option 3 - Inactive Status

» |nactive status is available to PCCN-certified nurses who do not meet the renewal eligibility requirements
but do not wish to lose their PCCN certification status. Inactive status provides PCCN-certified nurses
additional time, up to 3 years from the scheduled renewal date, to meet the eligibility requirements,

+ During the time of Inactive status, the PCCN credentiat may not be used.

» Inactive status may be held more than once, but not for two consecutive renewal periods.

For more details, refer to the PCCN Renewal Handbook available at www.certcorp.org > Documents and Handbooks.

continued




PCCN CERTIFICATION RENEWAL (CONTINUED)

Alternative Designations

Alumnus Status

Alumnus status is for nurses who have been PCCN-certified but no longer provide direct bedside care to acutely ill
patients for enough hours to meet the clinical hour requirement for active PCCN certification, but are still in the
nursing profession in some other capacity and wish to remain connected with the credential.

Renewablie every 3 years, the "Alumnus PCCN” designation, written out, may be used on your resume or below
your name and credentials on a business card, but may not be used with your signhature or on a name badge.

To be eligible for Alumnus PCCN status, you must have held PCCN cettification and have no plans to renew
PCCN certification in the future.

There are no CE or CERP requirements to maintain Alumnus PCCN status.

Retired Status

Retired status provides the PCCN-certified nurse or Alumnus PCCN who is retiring from the nursing profession with
a continued sense of career identity and professional connectedness. The Retired PCCN designation recognizes
PCCN-certified nurses for their years of service at the bedside. It also acknowledges their pride and dedication in
maintaining their certification.

To be eligible for Retired PCCN status, you must have been a PCCN without plans of returning to nursing
practice or renewing certification.

The retired nurse must not be working in any type of position that requires the possession of an RN license.
You are not eligible if you are changing from bedside practice to another nursing role.

The “Retired PCCN" designation, written out, may be used on your resume or befow your name and
credentials on a business card, but may not be used with your signature or on a name badge.

There are no CE or CERP requirements to maintain Retired PCCN status.

For more details, refer to the Alumnus and Retired applications available online at www.certcorp.org > Documents
and Handbooks.
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AACN SYNERGY MODEL FOR PATIENT CARE

Synergy is an evolving phenomenon that occurs when individuals work together in mutually enhancing ways toward
a common goal. AACN Certification Corporation is committed to ensuring that certified nursing practice is based on
the needs of patients. Integration of the AACN Synergy Model for Patient Care into AACN Certification Corporation’s
ceriification programs puts emphasis on the patient and says to the world that patients come first.

The Synergy Mode! creates a comprehensive look at the patient. It puts the patient in the center of nursing practice.
The model identifies nursing’s unigue contributions to patient care and uses language to describe the professional
nurse's role. It provides nursing with a venue that clearly states what we do for patients and allows us to start linking
ourselves to, and defining ourselves within, the context of the patient and patient outcomes.

NOTE: AACN certification exams do not test for knowledge of the Synergy Model or its terminology; this is the theoreti-
cal model within which the tests have been designed.

Patient Characteristics

The Synergy Model encourages nurses to view patients in a holistic manner rather than the “body systems” medical
model. Each patient and family is unigue, with a varying capacity for health and vulnerability to illness. Each patient,
regardless of the clinical setting, brings a set of unigue characteristics to the care situation. Depending on where they
are on the healthcare continuum, patients may display varying levels of the following characteristics:

Capagcity to return 1o a restorative level of functioning using compensatory/coping mechanisms, the ability to

Resiliency bounce back quickly after an insult.

Vulnerability Susceptibility to actual or potential stressors that may adversely affect patient outcomes.
Stability Ability to maintain a steady-state equilibrium,.

Complexity Intricate entanglement of two or more systems (e.g., body, family, therapies).

Extent of resources (e.g., technical, fiscal, personal, psychological and social} the patient/family/community

Resource Availability bring to the situation.

Participation in Care Extent to which patient/family engages in aspects of care.

Participation in

Decision Making Extent to which patient/family engages in decision making,

Predictability A characteristic that allows one to expact a certain course of events or course of iliness.

FOR EXAMPLE:

A healthy, uninsured, 40-year-old woman undergoing a pre-employment physical could be described as an individual who
is {a) stable {b} not complex (c) very predictable (d) resilient (e} not vulnerable (f) able to participate in decision making
and care, but {(g) has inadequate resource availability.

On the other hand; a critically ill, insured infant with multisystem organ failure can be described as an individual who is
(a) unstable (b} highly complex {¢} unpredictable (d) highly resilient (e) vulnerable {f} unable to become involved in
decision making and care, but (g} has adequate resource availability.

continued
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AACN SYNERGY MODEL FOR PATIENT CARE (conTINUED)

Nurse Characteristics

Nursing care reflects an integration of knowledge, skills, abilities and experience necessary to meet the needs of
patients and families. Thus, nurse characteristics are derived from patient needs and include:

Clinical reasoning, which includes clinical decision making, critical thinking and a global grasp of the situation,
Clinical Judgment coupled with nursing skills acquired through a process of integrating education, experientiat knowiedge and
evidence-based guidelines.

Advocacy/ Working on another's behalf and reprasenting the concams of the patient/family and nursing staff; servingas a
Morai Agency moral agent in identifying and helping to resolve ethical and clinical concerns within and outside the clinical setting.

Nursing activities that create a compassionate, supportive and therapeutic environment for patients and staff,
with the aim of promoting comfort and healing and preventing unnecessary suffering. These caring behaviors
include but are not limited to vigilance, engagement and responsiveness of caregivers. Caregivers include family
and healthcare personnel.

Caring Practices

Working with others (e.g., patients, families, healthcare providers) in a way that promotes/encourages each
Collaboration person's contributions toward achieving optimal /realistic patient/family goals. Collaboration involves intra- and
inter-disciplinary work with colleagues and community.

Body of knowledge and tcols that allow the nurse to manage whatever environmental and system resources that

Systems Thinking exist for the patient/family and staff, within or across healthcare systems and non-healthcare systems.,

The sensitivity 1o recognize, appreciate and incorporate differences into the provision of care. Differences may
Response to Diversity  include, but are not limited to, individuality, cultural, spiritual, gender, race, ethnicity, lifestyle, sociceconomic,
age and values.

Facilitation of The ability to facilitate tearning for patients/families, nursing staff, other members of the healthcare team and
Learning community. Includes both formal and informal facilitation of learning.

The ongoing process of questioning and evaluating practice and providing informed practice. Creating changes

Clinical | A . I o
nical Inquiry through evidence-based practice, research utilization and experiential knowledge.,

Nurses become competent within each continuum at a levef that best meets the tluctuating needs of their population
of patients. More compromised patients have more severe or complex needs, requiring nurses to have advanced
knowledge and skills in an associated continuum.

FOR EXAMPLE:

If the gestalt of a patient were stable but unpredictable, minimally resilient and vulnerable, primary competencies of
the nurse would be centered on clinical jJudgment and caring practices (which includes vigilance). If the gestalt of a
patient were vulnerable, unable to participate in decision making and care, and inadequate resource availability, the
primary competencies of the nurse would focus on advocacy and moral agency, collaboration and systems thinking.

Although all eight competencies are essential for contemporary nursing practice, each assumes more or less
importance depending on a patient’s characteristics. Synergy results when a patient’s needs and characteristics
are matched with the nurse’s competencies.

Based on the most recent AACN Certification Corporation study of nursing practice, the test plans for AACN
certification exams reflect the Synergy Model as well as findings related to nursing care of the adult patient population
studied.

For more information about the AACN Synergy Model for Patient Care visit www.certcorp.org.
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PCCN TEST PLAN

I. CLINICAL JUDGMENT (80%) B. Putmonary (14%)
A. Cardiovascular {33%) 1. Acute respiratory distress syndrome (ARDS,

1. Acute coronary syndromes

to include acute lung injury or ALI)

a. non-ST segment elevation myocardial 2. Exacerbation of COPD
infarction 3. Obstructive sleep apnea

b. ST segment elevation myocardial 4. Pleural space abnormalities and
infarction complications {e.g., pneumothorax,

¢. unstable angina
2. Acute inflammatory disease (e.g., myo-

hemothorax, pleural effusion, empyema)

. Pulmonary embolism

carditis, endocarditis, pericarditis}) 6. Pulmonary hypertension
3. Aneurysm 7. Respiratory depression (e.g., medication-
a. dissecting induced, decreased-LOC-induced)
b. repair 8. Respiratory failure
4, Cardiac surgery (e.g., open chest surgery) a. acute
more than 48 hours postoperative b. chronic

5. Cardiac tamponade

. Respiratory infections {e.g., pneumonia)

6. Cardiogenic shock 10. Severe asthma
7. Cardiomyopathies 11. Thoracic surgery
a. dilated {e.g., ischemic/non-ischemic) a. lobectomy

h. hypertrophic
c. stress-induced (e.g., Takotsubo}

8. Dysrhythmias
a. bradydysrhythmias
b. conduction defects and blocks
c. device-related (e.g., ICD and pacemaker)
d. lethal ventricular dysrhythmias
e. tachydysrhythmias

9. Genetic cardiac disease (e.g., long QT
syndrome, Brugada syndrome}

10. Heart failure

b. pheumonectomy

€. Endocrine/Hemotology/Gastrointestinal/
Renal (18%)

1.

Endocrine

a. diabetes mellitus

b. diabetic ketoacidosis

¢. hyperglycemic hyperosmolar syndrome
{HHS)

d. hypoglycemia

e. metabolic syndrome

a. acute exacerbations (.g., pulmonary 2. Hematology/Immunology/Oncology
edema) a. anemia
b. chronic b. cancer

11. Hypertensive crisis

12. Minimally invasive cardiac surgery (i.e., non-
sternal approach)

13. Septal defects {congenital and acquired)
14. Valvular heart disease

a. aortic
b, mitral

15, Vascular disease

c. hemostasis disorders (i.e., coagulopathies)
i. heparin-induced thrombocytopenia (HIT)
ii. other drug-induced overdose (e.g.,
Coumadin, Pradaxa)
d. immunosuppressive disorders

. Gastrointestinal

a. functional Gl disorders (e.g., obstruction,
ileus, diabetic gastroparesis, gastro-
esophageal reflux, irritable bowel

a. carotid artery stenosis syndrome)

b. minimally invasive interventions (e.g., h. Gl bleed
stents, endografts) i. lower

c. peripheral arterial occlusions ii. upper

o

. peripheral surgical interventions
e. peripheral venous thrombaosis

c. Gl infections

continued
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g.

PCCN TEST PLAN (CONTINUED)

. hepatic failure
. ischemic bowel
. malnutrition (e.g., failure to thrive,

malabsorption disorders)
pancreatitis

4, Renal

w, D Q0 O o

. acute renal failure

. chronic renal failure

. contrast-induced nephropathy

. end-stage renal disease (ESRD)
. electrolyte imbalances

. medication-induced renal failure

g

nephritic syndrome

D. Neurclogy/Multisystem/Behavioral {15%)
1. Neurclogy

a.

cerebrovascular malformation (including
aneurysm, AV malformation)

. encephalopathy {e.g., hypoxicischemic,

metabolic, edema, infectious, hepatic)

. intracranial hemorrhage (e.g., subarachnoid,

epidural, encephalitis)

. seizure disorders
. stroke (cerebrovascular accident)

i. ischemic {embolic)
ii. hemorrhagic
i, transient ischemic attack (TIA)

2. Multisystem

a.
b.

complex wounds and pressure ulcers
healthcare-acquired infections
i. catheter-associated urinary tract
infections {CAUTI)
ii, central-line-associated bloodstream
infections {CLABSI)

. palliative care
. end-of-life {e.g., comfort care measures,

hospice)

. infectious diseases

i. influenza
il. multidrug-resistant organisms (e.g.,
MRSA, VRE}

. pain
. sepsis continuum

i. systemic inflammatory response
syndrome (SIRS)
ii. sepsis
iii. severe sepsis
iv. septic shock

. shock states (hypovolemic and anaphylactic)

3. Behavioral/Psychosocial
a. altered mental status
b. delirium
¢. dementia
d. psychological disorders
i. anxiety disorders
ii. depression
e. substance abuse
i. atcohol withdrawal
it. chronic alcohol abuse
iii. chronic drug abuse
iv. drug-seeking behavior

Il. PROFESSIONAL CARING AND ETHICAL PRACTICE (20%)

A. Advocacy

Caring Practices
Collaboration
Systems Thinking
Response to Diversity
Clinical Inquiry

oM MmEow®

Facilitation of Learning

Order of content does not necessarily reflect importance.



PCCN TEST PLAN
TESTABLE NURSING ACTIONS

CLINICAL JUDGMENT

Cardiovascular

* Perform a comprehensive cardiovascular
assessment

« ldentify, interpret and monitor:
e dysrhythmias
o STsegments
o QTc intervals

* Select leads for cardiac monitoring for the
indicated disease process

« Recognize indications for and manage patients
requiring hemodynamic monitoring using non-
invasive hemodynamic monitoring

» Monitor hemodynamic status and recognize signs
and symptoms of hemodynamic instability

» Monitor patients and follow protocols for
managing patients with:
o pacemakers
o defibrillation
o arterial/venous sheaths
o transesophageal echocardiogram (TEE)

« Monitor patients pre- and post-procedure:

o cardioversion

o pericardiocentesis

o cardiac catheterization
o ablation

o arterial closure devices

* Monitor normal and abnormal cardiovascular
diagnostic test resulis

» Administer cardiovascular medications and
monitor response

« Titrate vasoactive medications

* Recognize signs and symptoms of cardiovascular
emergencies, initiate standardized interventions
and seek assistance as needed

« Monitor and manage patient following coronary
intervention
Pulmonary
« Perform a comprehensive pulmonary assessment

« Monitor normal and abnormal diagnestic test
results

« Interpret ABGs and report findings

Monitor patient for response to pulmonary
medications

Manage patients requiring non-invasive Oz or
ventilation delivery systems

o nasal cannula

o face mask

o venti-mask

s hon-rebreather mask

o BiPAP

o CPAP

Manage patients requiring mechanical ventilation -
tracheostomy tube

Manage patients requiring respiratory monitoring
devices:

o continuous SPOz
o intermittent SPO2
o end-tidal COz (capnography)

Recognize signs and symptoms of respiratory
complications and seek assistance as needed

Maintain airway
Manage patients with chest tubes

Assist with procedures:
o thoracentesis
o chest tube insertion

Administer medications for procedural (conscious)
sedation and monitor patient response

Endocrine/Hematology/Gastrointestinaj/Renal

Endocrine

o identify signs and symptoms associated with
endocrine disorders

o monitor normal and abnormal endocrine
diagnostic test results

o administer medications and monitor patient
response

o manage and titrate insulin infusions

o manage patients using insulin pumps

Hematology/Immunoclogy/Oncology

o identify signs and symptoms associated with
hematologic/immunologic/oncologic disorders

« monitor normal and abnormal diagnostic
hematologic/immunologic/oncologic test
results

¢ administer medications and monitor patient
response

continued
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PCCN TEST PLAN
TESTABLE NURSING ACTIONS
(CONTINUED)

« (Gastrointestinal

[}

perform a comprehensive gastrointestinal
assessment

monitor normal and abnormal gastrointestinal
diagnostic test resulls

recognize indications for and complications

of enteral and parenteral nutrition

administer medications and monitor patient
response

* Renal

]

identify normal and abnormal renal assessment
findings

monitor normal and abnormal renal diagnostic
test results

monitor peritoneal dialysis

identify medications that may cause
nephrotoxicity

initiate renal protective measures for
nephrotoxic procedures

Neurology/Muitisystem/Behavioral

16

« Neurology

[}

[+

[+]

perform a comprehensive neurological
assessment

monitor normal and abnormal neurological
diagnostic test results

administer medicalions and monilor patient
response

recognize signs and symptoms of increased
intracranial pressure

use the NIH Stroke Scale (NIHSS)

perform bedside screening for dysphagia

*+ Multisystem

[+]

administer medications and monitor patient
response

identify early signs and symptoms of sepsis
(SIRS criteria)

initiate early goal-directed therapy (EGDT) for
treating sepsis

initiate emergency interventions (e.g., ACLS,
rapid response team)

differentiate types of wounds, pressure ulcers,
and deep tissues injuries

manage patients with complex wounds {(e.g.,
fistulas, drains, and vacuum-assisted closure
devices)

manage patients with infections

manage patients at the end of life

facilitate the organ/tissue donation process

* Behavioral/Psychosocial

L]

perform a comprehensive psychosocial,
behavioral and risk assessment

administer medications and monitor patient
response

recognize signs and symptoms of behavioral
emergencies and initiate interventions
perform Clinical Institute Withdrawal
Assessment (CIWA, CIWA-Ar scale)

screen patients using a delirium assessment
tool

implement suicide prevention measures

PROFESSIONAL CARING AND ETHICAL PRACTICE

Systems Thinking

« Informatics

0

use word processing applications use internet
resources to locate patient support groups,
online resources

use hospital or nursing information systems
to access, enter and retrieve data related to
patient care

use database applications to enter and
retrieve data and information

conduct online and database literature
searches

use computer applications to document
patient care

use computer applications to plan patient
care, including discharge planning

use information management systems for
patient education

use technology-based patient monitoring
systems

operate peripheral/point-of-care devices,
bedside and hand-held {(e.g., smart pump)




2.

SAMPLE PCCN EXAM QUESTIONS

Two days post admissfon for rapid atrial fibrillation, 5.
a patient has been weaned from IV diltiazem

(Cardizem) to PO administration. The patient devel-

ops new onset of hallucinations, agitation and
disorientation. The most appropriate initial nursing

action is to

A. obtain an order for lorazepam {Ativan) every six
hours.

B. assess the patient's Sp0: and neurological status.

C. obtain an order for haloperidol (Haldol) and monitor
QT intervals.

D. consult with the pharmacy regarding a possible 6.
drug interaction.

A patient with an extensive history of substance

abuse including alcohol, tobacco, methyl amphe-

tamine and IV heroin use is suspected to have

valvular endocarditis. He states he doesn’t under-

stand how he is now in this situation. Which of the
following statements best reflects his diagnosis? 7

A. ingestion of alcohol causes myocardial depression

B. inhalation of stimulants causes instability to the
electrical system of the heart

C. contaminated needles can introduce bacteria into
the bloodstream

D. repeated exposure to nicotine is related to stencsis
of the leaflets 8.

A patient with CAD complains of parasthesia to the
foot. The nurse notes the right foot is cooler than the
other extremity, and pedal pulses are difficuit to
palpate. Which additional assessment findings in the
right leg would lead the nurse to suspect peripheral
arterial disease?

A. pallor when elevating the extremity

B. redness of the ankle and foot

C. dependent edema

D. engorged varicose veins

After PCI for a STEME, the patient complains of
shortness of breath. Crackles are auscuitated
throughout all lung fields. VS: BP 72/50, HR 124,
RR 32, 0. Sat 88% on 2L nasal cannula. Which of
the following would be the immediate goal for
treatment strategies?

A. volume to enhance venous return

B. diuresis to reduce myocardial workload

C. antiarrhythmics to restore electrical stability

D. thrombolytics to eliminate the pulmonary embolus

A patient who is 1 week post Ml suddenly becomes
agitated, restless and diaphoretic. Pulse pressure
drops to 20 mm Hg. Assessment also reveals faint
radial and apical pulses that weaken significantly
on inspiration. This patient is most likely
experiencing

A. mitral valve rupture.
8. pulmonary embolus.
C. pulmonary edema.

D. cardiac tamponade.

Which of the following may predispose an individual
to ventricular fibrillation?

A. hypernatremia and hypomagnesermia
B. hypophosphatemia and hyperchloremia
C. hypermagnesemia and hyponatremia
D. hyperkalemia and hypocalcemia

Chest auscultation of a patient in status asthmaticus
commonly reveals which of the following?

A. expiratory wheezes

B. inspiratory crackles

C. diminished bilateral breath sounds
D. a pleural friction rub

The family of a critically ifl patient wishes to spend
the night, which is contrary to the visiting policy.
The nurse’s best action would be to

A. adhere to the visiting policy.
B. allow the family to stay in the room.

C. obtain a motel room near the hospital where the
family may spend the night.

D. allow one or two family members to stay, then
evaluate the patient's response.

Membhers of the nursing staff are devetoping written
patient education materials for a group of patients
with diverse reading abilities. it would be most
effective for the staff to

A. design individual handouts for each patient.

B. develop a computer-based education series.

C. write the materials at a fourth-grade reading level.
D. limit text and provide color pictures.

Answers
1. B 4, B 7. A
2. C 5 D 8 D
3 A 6. D 9. C
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EXHIBIT 4: Society of Critical Care Medicine Guidelines for Inter- and
Intra-Hospital Transport of Critically Ill Patients




Special Articles

Guidelines for the inter- and intrahospital transport of criticaily ill

patients™

Jonathan Warren, MD, FCCM, FCCP; Robert E. Fromm Jr, MD, MPH, MS; Richard A. Orr, MD;
Leo C. Rotello, MD, FCCM, FCCP, FACP; H. Mathilda Horst, MD, FCCM; American College of Critical Care

Medicine

Objective: The development of pracfice guidelines for the con-
duct of intra- and interhospital transport of the critically il pa-
tient.

Data Source: Expert opinion and a search of Index Medicus
from January 1986 through October 2001 provided the basis for
these guidelines. A task force of experts in the field of patient
transpori provided persanal experience and expert opinion.

Study Selection and Data Exiraction: Several prospective and
clinical outcome studies were found. However, much of the pub-
lished data comes from retrospective reviews and anecdotal
reports. Experience and consensus opinion form the basis of
much of these guidelines.

Resulis of Dala Synthesis: Each hospital should have a for-
malized plan for intra- and interhospital transport that addresses

a} pretransport coordination and communication; b) transport
personnel; ¢) transport equipment; d) monitoring during transport;
and e} documentation. The fransport pfan should be developed by
a muitidisciplinary team and should be evaiuated and refined
regularly using a standard quality improvement process.

Conclusion: The transport of critically ill patients carries in-
herent risks. These guidelines promote measures fo ensure safe
patient transport. Although both intra- and interhospital transport
must comply with regulations, we believe that patient safety is
enhanced during transport by establishing an erganized, efficient
process supported by appropriate equipment and personnel. (Grit
Care Med 2004; 32:256-262)

Key Worns: intrahospital transport; interhospital transport; crit-
ical care; health planning; policy making; monitoring; standards

he decision to transport a crit-

ically ill patient, either within

a hospital or to ancther facil-

ity, is based on an assessment
of the potential benefits of transport
weighed against the potential risks. Crit-
ically ill patients are transported to alter-
nate locations to obtain additional care,
whether technical, cognitive, or proce-
dural, that is not available at the existing
lacation. Provision of this additional care
may require patient transport fo a diag-
nostic department, operating room, or
specialized care unit within a hospital, or

*See also p. 305.

From Northwest Community Hospital, Arlington
Heights, IL. (JW); Baylor College of Madicine, Houston, TX
{REF); Children’s Hospital of Pittsburgh, University of Pitis-
hurgh School of Medicing, Pitisburgh, PA (RAQC); Subur-
han Hospital, Bethesda, MD {LCR); Henry Ford Haspital,
Detroit, M (HMH).

These guidelines have been developed by the Amer-
ican Coflege of Critical Care Medicine and the Society of
Critical Care Medicine. These guidelines reflect the official
opinion of the Society of Critical Care Medicine and do not
necessarily reffact, and should not be constrired to reflect,
the views of cerlification bodies, regulatary agencies, or
other medical review organizations.

Copyright © 2004 by Lippincott Willlams & Wilkins
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it may require transfer to another hospi-
tal. If a diagnostic test or procedural in-
tervention under consideration i{s un-
likely to alter the management or
outcome of that patient, then the need
for transport must be questioned. When
feasible and safe, diagnostic testing or
simple procedures in unstable or poten-
tially unstable patients often can be per-
formed at the bedside in the intensive
care unit (1, 2}. Financial considerations
are not a factor when contemplating
moving a critically ill patient.

Critically ill patients are at increased
risk of morbidity and mortality during
transport (3-17). Risk can be minimized
and outcomes improved with careful
planning, the use of appropriately quali-
fied personnel, and selection and avail-
ability of appropriate equipment (16-37).
During transport, there is no hiatus in
the monitoring or maintenance of a pa-
tient's vital functions. Furthermore, the
accompanying personnel and equipment
are selected by training to provide for any
ongoing or anticipated acute care needs
of the patient.

Ideally, all critical care transports, both
inter- and intrahospital, are performed hy

specially trained individuals. Since there
will almost certainly be situations when a
specialized team is not available for inter-
hospital transport, each referring and ter-
Hary institution must develop contingency
plans using locally available resources for
those instances when the referring facility
cannot perform the transport. A compre-
hensive and effective interhospital transfer
plan can be developed using a systemnatic
approach comprised of four critical ele-
ments: a) A multidisciplinary team of phy-
sicians, nurses, respiratory therapists, hos-
pital administration, and the local
emergency medical service is formed to
plan and coordinate the process; b) the
teamn conducts a needs assessment of the
facility that focuses on patient dernograph-
ics, transfer volume, transfer patterns, and
available resources (personnel, equipment,
emergency medical service, communica-
tion); ¢) with this data, a written standard-
ized transfer plan is developed and imple-
mented; and d) the transfer plan is
evaluated and refined regularly using a
standard quality improvernent process.
This document outlines the minimum
recornmendations for transport of the
critically iHl patient. Detailed guidelines

Crit Care Med 2004 Vol, 32, No. t
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targeted to the transport of infants and
children have been published by the
American Academy of Pediatrics (23). In-
stitutions performing commercial or or-
ganized interhospital transports are re-
quired to function at and meet a higher
standard, as the requirements for orga-
nized transport services are considerably
more rigorous than the recommenda-
tions in this guideline (24, 38—41).

The references for this guideline were
obtained from a review of Index Medicus
(see key words) from January 1986
through October 2001 and are catego-
rized according to the degree of evidence-
based data employed. The specific cate-
gory assigned te each reference is noted
in the References at the end of this arti-
cle, The letter ¢ denotes a randomized,
prospective controlled investigation: b
denotes a nonrandomized, concurrent, or
historical cohort investigation; ¢ denotes
a peer-reviewed “state-of-the-art” article,
review article, editorial, or substantial
case series; and o denotes a non-peer-
reviewed opinion such as a textbook
statement or official organizational pub-
lication. The asterisk symbol will follow a
statement of practice standards. This in-
dicates a recommendation by the Ameri-
can College of Critical Care Medicine that
is based on expert opinion and is used in
circurnstances where published support-
ing data are unavailable.

INTRAHOSPITAL TRANSPORT

Because the transport of critically ill
patients to procedures or tests outside
the intensive care unit is potentially haz-
ardous, the transport process must be
organized and efficient. To provide for
this, at least four concerns need to be
addressed through written intensive care
unit policies and procedures: communi-
cation, personne], equipment, and moni-
toring.

Pretransport Coordination and Com-
munication. When an alternate feam at a
receiving location will assume rmanage-
ment responsibility for the patient after
arrival, continuity of patient care will be
ensured by physician-to-physician and/or
nurse-to-nurse comimunication to review
patient condition and the treatment plan
in operation. This communication occurs
each time patient care vesponsibility is
transferred. Before transport, the receiv-
ing location confirms that it is ready to
receive the patient for immediate proce-
dure or testing, Other members of the
healthcare team (e.g., respiratory ther-

{rit Care Med 2004 Vol. 32, No. 1

apy, hospital security) then are notified as
to the timing of the transport and the
equipment support that will be needed.
The responsible physician is made aware
of the transport. Documentation in the
medical record includes the indications
for transport and patient status through-
out the timne away from the unit of origin.

Accompanying Personnel. It is
strongly recommended that a minimum of
two people accompany a critically ill pa-
tient.* One of the accompanying personnel
is usually a nurse who has completed a
competency-based orientation and has met
previously described standards for critical
care nurses (42, 43). Additional personnel
may include a respiratory therapist, regis-
tered nurse, or critical care technician as
needed. It is strongly recommended that a
physician with training in airway manage-
ment and advanced cardiac life support,
and critical care training or equivalent, ac-
company unstable patients.* When the pro-
cedure is anticipated to be lengthy and the
receiving location is staffed by appropri-
ately trained personnel, patient care may be
transferred to those individuals if accept-
able to both parties. This allows for maxi-
mum utilization of staff and resources. If
care is not transferred, the transport per-
sonnel will remain with the patient until
returned to the intensive care unit.

Accompanying Equipmeni. A blood
pressure monitor (or standard blood
pressure cuff), pulse oximeter, and car-
diac monitor/defibrillator accompany ev-
ery patient without exception.* When
available, a memory-capable monitor
with the capacity for storing and repro-
ducing patient bedside data will allow re-
view of data collected during the proce-
dure and transport. Equipment for airway
management, sized appropriately for
each patient, is also fransported with
each patient, as is an oxygen source of
ample supply to provide for projected
needs plus a 30-min reserve.

Basic resuscitation drugs, including
epinephrine and antiarrhythmic agents,
are transported with each patient in the
event of sudden cardiac arrest or arrhyth-
mia. A more complete array of pharma-
cologic agents either accompanies the ba-
sic agents or is available from supplies
(“crash carts”) located along the trans-
port route and at the receiving location.
Supplemental medications, such as seda-
tives and narcotic analgesics, are consid-
ered in each specific case. An ample sup-
ply of appropriate intravenous fluids and
continuous drip medications {regulated
by battery-operated infusion pumps) is

ensured. Ail battery-operated equipment
is fully charged and capable of function-
ing for the duration of the transport, If a
physician will not be accompanying the
patient during transport, protocols must
be in place to permit the administration
of these medications and fluids by appro-
priately trained personnel under emer-
gency circumstances,

In many hospitals, pediatric patients
share diagnostic and procedural facilities
with adult patients. Under these circum-
stances, a complete set of pediatric resus-
citation equipment and medications will
accompany infants and children during
transport and also will be available in the
diagnostic or procedure area.

For practical reasons, bag-valve venti-
lation is most commonly employed duy-
ing intrahospital transports. Portable me-
chanical ventilators are gaining
increasing popularity in this arena, as
they more reliably administer prescribed
minute ventilation and desired oxygen
concentrations. In adults and children, a
default oxygen concentration of 100%
generally is used. However, oxygen con-
centration must be precisely regulated
for neonates and for those patients with
congenital heart disease who have single
ventricle physiology or are dependent on
a right-to-left shunt to maintain systemic
bleod flow. For patients requiring me-
chanical ventilation, equipment is opti-
matly available at the receiving location
capable of delivering ventilatory support
equivalent to that being delivered at the
patient’s origin. In mechanically venti-
lated patients, endotracheal tube position
is noted and secured before transport,
and the adequacy of oxygenation and ven-
tilation is reconfirmed. Occasionally pa-
tients may require modes of ventilation
or ventilator settings not reproducible at
the receiving location or during transpor-
tation. Under these circumstances, the
origin focation must trial alternate
modes of mechanical ventilation before
transport to ensure acceptability and pa-
tienf stability with this therapy. If the
patient is incapable of being maintained
safely with alternate therapy, the risks
and benefits of transport are cautiously
reexamined. If a transport ventilator is to
be employed, it must have alarms to in-
dicate disconnection and excessively high
airway pressures and must have a backup
battery power supply.*

Monitoring During Transport. All crit-
ically ill patients undergoing iransport
receive the same level of basic physiologic
monitoring during transport as they had
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in the intensive care unit. This includes,
at a minimum, continuous electrocardio-
graphic monitoring, continuous pulse
oximetry (44), and periodic measurement
of blood pressure, pulse rate, and respi-
ratory rate. In addition, selected patients
may benefit from capnography, continu-
ous intra-arterial blood pressure, pulmo-
nary artery pressure, or intracranial pres-
sure monitoring, There may be special
circumstances that warrant intermittent
cardiac output or pulmonary artery oc-
clusion pressure measurements.

INTERHOSPITAL TRANSPORT

Patient outcomes depend to a large
degree on the technology and expertise of
persenne] available within each health-
care facility. When services are needed
that exceed available resources, a patient
ideatly will be transferred to a facility that
has the required resources (45). Interho-
spital patient transfers occur when the
benefits to the patient exceed the risks of
the transfer. A decision to transfer a pa-
tient is the responsibility of the attending
physician at the referring institution.
Once this decision has been made, the
transfer is effected as soon as possible.
When needed, resuscitation and stabiliza-
tion will begin before the fransfer (46,
47), realizing that complete stabilization
may be possible only at the receiving fa-
cility.

In the United States, it is essential for
practitioners to be aware of federal and
state laws regarding interhospital patient
transfers. The Emergency Medical Treat-
ment and Active Labor Act (EMTALA)
laws and regulations (updated at intervals
from the 1986 COBRA laws and the 1990
OBRA amendment) define in detail the
tegal responsibilities of the transferring
and receiving facilities and practitioners,
The American College of Emergency Phy-
sicians has published a book {48) that
reviews the legal responsibilities of refer-
ring institutions as well as the ramifica-
tions of noncompliance with the COBRA/
EMTALA regulations, and it is an
excellent resource for any facility in-
volved in patient transfers. In general,
under COBRAVEMTALA, financially moti-
vated transfers are illegal and put both
the referring institution and the individ-
ual practitioner at risk for serious penalty
{49, 50).

Current regulations and good medical
practice require that a competent patient,
guardian, or the legally authorized repre-
sentative of an incompetent patient give
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Assess patient condition.
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e
|
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—
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¢} fluid resuscitation

d) laboratory/x-ray evalualion

| YES
NO \

|

Compare benefits and risks of transfar.
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YES
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b resources
¢) bed avaltability
d} patient preference [
|

Identfy and commuaicate with receiving physician.

Has transfer been accepted? |
! I

YES

l
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a) cast

b} patient acuity

¢} distance

4} weather canditions

Mobilize ¥ p 5, transfer equipment, and
phamaceuticals.

Nurse-to-nurse repart 1o receiving facility.
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lnm__—__. N ———

Patient sedation as neaded.
Restrainis as needed.
Medical record keeping during fransport.
Follow protocols. {
Lf‘ ications with medical commantd as needed.

b

When completed, evaluate
transfer for quality improvemenl.

Figure 1. Interfacility transfer algorithm.

informed consent before interhospital
transier. The informed consent process
includes a discussion of the risks and
benefits of transfer, These discussions are
documented in the medical record before
transfer. A signed consent should be ob-
tained, if possible. If circumstance do not
allow for the informed consent process
(e.g., life-threatening emergency}, then
both the indications for transfer and the
reason for not obtaining consent are doc-
umented in the medical record. The re-

Continue cusrent

NO—-—-¥ manpagement plan,

ferring physician always writes an order
for transfer in the medical record.
Several elements are included in the
process of interhospital transfer, and all
fall within minimum guidelines, as de-
scribed subsequently. It is important to
recognize that these process elements
may frequently, and out of necessity, be
implemented simultaneously, espe-
cially when stabilization and treatment
are needed before transfer. An algo-
rithm has been developed to guide prac-
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Table 1. Recommended minimum transport equipment

Airway management/oxygenation—adult and pediatric
Adult and pediatric bag-valve systems with oxygen reservoir
Adult and pediatric masks for bag-valve system (multiple sizes as appropriate)
Flexible adaptors to connect bag-valve systern to endotracheal/tracheostomy
tube
End-tidal carbon dioxide monitors {pediatvic and adult)
Infant medium- and high-concentration masks with tubing
Macintosh laryngoscope blades (#1, #2, #3, #4)
Miller laryngoscope blades (#0, #1, #2)
Endotracheal tube stylets (adult and pediatric)
Magil forceps {adult and pediatric)
Booted hemostat
Cuffed endotracheal tubes (5.0, 5.5, 6.0, 6.5, 7.0, 7.5, 8.0)
Uncuffed endotracheal tubes (2.5, 3.0, 3.5, 4.0, 4.5, 5.0)
Laryngoscope handles (adubt and pediatric)
Extra laryngoscope batteries and light bulbs
Nasopharyngeal airways (#26, #30)
Oral airways (#0, #1, #2, #3, #1)
Scalpel with blade for cricothyroidotomy
Needle cricothyroidotomy kit
Water-soluble lubricant
Nasal cannulas (adult and pediatric)
Oxygen tubing
PEEP valve (adjustable)
Adhesive tape
Aerosol medication delivery system (nebulizer)
Alcohol swabs
Arm boards (adult and pediatric)
Arterial line tubing
Bone marrow needle {for pediatric infusion)
Blood pressure cuffs (neonatal, infant, child, adult large and small)
Butterfly needles (23-gauge, 25-gauge)
Comrunications backup (e.g., cellular telephone)
Defibrillator electrolyte pads or jelly
Dextrostix
ECG monitor/defibrillator {preferably with pressure transducer capabilities)
ECG electrodes (infant, pediatric, aduft)
Flashlights with extra batteries
Heimlich valve
Infusion pumps
Intravenous fluid administration tubing (adult and pediatric)
Y-blood administration tubing
Extension tubing
Three-way stopcocks
Intravenous catheters, sizes 14- to 24-gauge
Intravenous solutions (plastic bags)
1000 mL, 500 mL of normal saline
1000 mL of Ringers lactate
250 mL of 5% dextrose
Irrigating syringe (60 ml), catheter tip
Kelley clamp
Hypodermic needles, assorted sizes
Hypodermic syringes, assorted sizes
Normal saline for irrigation
Pressure bags for fluid administration
Pulse oximeter with multiple site adhesive or reusable sensors
Salem sump nasogastric tubes, assorted sizes
Soft restraints for upper and lower extremities
Stethoscope
Suction apparatus
Suction catheters (#5, #8, #10, #14, tonsil)
Surgical dressings (sponges, Kling, Kerlix)
Tourniquets for venipuncture/[V access
Trauma scissors
The following are considered as needed
Transcutaneous pacemaker
Neonatal/pediatric isolette
Spinal immobilization device
Transport ventilator

PEEP, positive end-expiratory pressure; ECG, electrocardiogram; [V, intravenous.
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titioners through the transfer process
(Fig. 1).

Pretransport Coordination and Com-
munication, The referring physician will
identify and contact an admitting physi-
cian at the receiving hospital to accept
the patient in transfer and confirm before
the transfer occurs that appropriate
higher level resources are available. The
receiving physician is given a full descrip-
tion of the patient’s condition. At that
time, advice can be requested concerning
treatment and stabilization before trans-
port. The appropriateness of transferring
a patient from an inpatient setting (crit-
ical care unit) to an outpatient setting
(e.d., emergency department) at a2 receiv-
ing institution must be cautiously exam-
ined. If a physician will not be accompa-
nying the patient during transport (34),
the referring and accepting physicians
will ensure there is a command physician
for the transport team who will assume
responsibility for medical treatrnent dur-
ing the transport. It may be appropriate
for this individual to receive a medical
report before the team departs,

In some instances (e.g., when a receiv-
ing institution provides the transport
team), the receiving physician may deter-
mine the mode of transport. However,
the mode of transportation (ground or
air) usuvally is determined by the trans-
ferring physician, in consultation with
the receiving physician, based on the ur-
gency of the medical condition (stability
of the patient), time savings anticipated
with air transport, weather conditions,
medical interventions necessary for on-
going life support during transfer, and
the availability of personnel and re-
sources (51, 52). The transport service
then wili be contacted to confirm its
availability, to prepare for anticipated pa-
tient needs during transport, and to co-
ordinate the timing of the transport.

A nurse-to-nurse report is given by the
referring facility to the appropriate nurs-
ing unit at the receiving hospital. Alter-
natively, the report can be given by a
transport team member at the time of
arrival. A copy of the medical record, in-
cluding a patienf care summary and all
relevant laboratory and radiographic
studies, will accompany the patient, The
preparation of records should not delay
patient transport, however, as these
records can be forwarded separately (by
facsimile or courier) if and when the ur-
gency of transfer precludes their assem-
blage beforehand. Under these circum-
stances, the most critical infermation is
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Table 2. Recommended minimum transpert medications

Adenosine, 6 mg/2 mL
Albuterol, 2.5 mg/2 mL
Amicdarene, 150 mg/3 mL
Atropine, 1 mg/10 ml
Calcium chleride, 1 /10 mL
Cetacaine/Hurricaine spray
Dextrose 25%, 10 mL

Dextrose 50%, 50 mL

Digoxin, (.5 mg/Zz mL
Diltiazem, 25 mg/5 mL
Diphenhydramine, 50 mg/1 mL
Dopamine, 200 mg/5 mL
Epinephrine, 1 mg/10 mL (1:10,000}

Epinephrine, 1 mg/l mL (1:1000) multiple-dose vial

Fosphenytoin, 750 mg/10 mL (500 PE mg/1} mL)

Furosemide, 100 mg/10¢ mL
Glucagon, 1 mg vial {powder}
Heparin, 1000 units/1 mL
Isoproterenol, 1 mg/5 mL

Labetalol, 40 mg/8 mlL,

Lidocaine, 100 mg/10 mL

Lidocaine, 2 g/10 mL

Mannitol, 50 g/50 ml

Magnesium sulfate, 1 g/2 mL
Methylprednisolone, 125 mg/2 mL
Metoprolol, 5§ mg/5 ml.

Naloxone, 2 mg/2 mL

Nitroglycerin injection, 50 mg/10 mL
Nitroglycerin tablets, 0.4 mg (bottle)
Nitroprusside, 50 mg/2 mL

Normal saline, 30 mL for injection
Phenobarbital, 65 mg/mL or 130 mg/mL
Potassium chloride, 20 mEg/10 mL
Procainamnide, 1000 mg/10 mL
Sodiurn bicarhonate, 5 mEq/10 mL
Sodium bicarbonate, 50¢ mEq/50 mL
Sterile water, 30 ml. for injection
Terbutaline, 1 mg/1 mL

Verapamil, 5 mg/2 mL

The following specialized/controlled medications are added immediately before transport as

indicated

Narcotic analgesics (e.g., morphine, fentanyl) (59}
Sedatives/hypnotics (e.g., lorazepam, midazolam, propofol, etomidate, ketamine) (59)
Neuromuscular blocking agents (e.g. succinylcheline, pancuronium, atracurium, rocuroniumy}

(60)
Prostaglandin E1
Pulmonary surfactant

communicated verbally, It is strongly
suggested that policies be established
within each institution regarding the
content of documentation and communi-
cation between personnel involved in the
transfer,

Accompanying Personnel, 1t is recom-
mended that a minimum of two people,
in addition te the vehicle operators, ac-
company a critically ill patient during
interhospital transport.* When trans-
porting unstable patients, the transport
team leader should be a physician or
nurse (41, 53, 54), preferably with addi-
tional training in transport medicine. For
critical but stable patients, the team
leader may be a paramedic (41). These
individuals provide the essential capabil-
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ities of advanced airway management, in-
travenous therapy, dysrhythmia interpre-
tation and treatment, and basic and
advanced cardiac life support. In the ab-
sence of a physician team member, there
will be a mechanism by which the trans-
port team can communicate with a com-
mand physician. If communication of
this type becomes impossible, the team
will have preauthorization by standing
orders to perform acute lifesaving inter-
ventions. In the absence of a readily avail-
able external transport team, a transport
team and vehicle may need to be assem-
bled locally. The development of policies
and procedures for such emergencies is
strongly recommended.

Minimum Equipment Required. Ta-

 tra- and inierhos-

“supported by appropriate

 equipment and personnel.

bles 1 and 2 provide a detailed list of the
minimum recommended equipment and
pharmaceuticals needed for safe interho-
spital transport. Emphasis is placed on
airway and oxygenation, vital signs mon-
itoring, and the pharmaceutical agents
necessary for emergency resuscitation
and stabilization as well as maintenance
of vital functions. Very short or very long
transports may necessitate deviations
from the listed items, depending on the
severity and nature of illness or injury.
Furthermore, advances in knowledge
over time will result in periodic review
and modification of these lists, All items
are checked regularly for expiration of
sterility and/or potency, especially when
transports are infrequent. Equipment
function is verified on a scheduled basis,
not at the time of transport when there
may be insuificient time to find replace-
ments,

Monitoring During Transport. All crit-
ically ill patients undergoing interhospi-
tal transport must have, at a minimum,
continuous pulse oximetry, electrocar-
diographic monitoring, and regular mea-
surement of blood pressure and respira-
tory rate.* Selected patients, based on
clinical status, may benefit from the
monitoring of intra-arterial blood pres-
sure (55}, central venous pressure, pul-
monary artery pressure, intracranial
pressure, and/or capnography (56). With
mechanically ventilated patients, endo-
tracheal tube position is noted and se-
cured before transport, and the adequacy
of oxygenation and ventilation is recon-
firmed.

Occasionally, patients may require
specialized modes of ventilation not re-
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producible in the transport setting, Un-
der these circumstances, alternate modes
of mechanical ventilation are evaluated
before transport to ensure acceptability
and patient stability with this therapy. If
the patient is incapable of being main-
tained safely with alternate ventilator
therapy, the risks and benefits of trans-
port are cautiously reexamined,

Patient status and management dur-
ing transport are recorded and filed in the
patient medical record at the referring
facility. Copies are provided to the receiv-
ing institution.

Preparing a Patient for Inferhospital
Transport There is no evidence to sup-
port a “scoop and run” approach to the
interhospital transport of critically ill pa-
tients. Therefore, referring facilities will,
before transport, begin appropriate eval-
uvation and stabilization to the degree
possible to ensure patient safety during
transport, Unnecessary delays may be ex-
perienced if the transport team must per-
form lengthy or complex procedures to
stabilize the patient before the transfer
(57). Nonessential testing and procedures
will delay transfer and should be avoided.
Information and recommendations about
this aspect of patient care generally can
be requested from the accepting physi-
cian at the time of initial contact with the
receiving facility.

All critically ill patients need secure
intravenous access before transport, If
peripheral venous access is unavailable,
central venous access is established. If
needed, fluid resuscitation and inotropic
support are initiated, with all intravenous
fluids and medications maintained in
plastic (not glass} containers. A patient
should not be transported before airway
stabilization if it is judged likely that air-
way intervention will be needed en route
(a process made more difficult in a mov-
ing vehicle). The airway must be evalu-
ated before transport and secured as in-
dicated by endotracheal tube {(or
tracheostomy).* Laryngeal mask airways
are not an acceptable method of airway
management for critically ill patients un-
dergoing transport. For trauma victims,
spinal immobilization is maintained dur-
ing transport unless the absence of sig-
nificant spinal injury has been reliably
verified. A nasogastric tube is inserted in
patients with an ileus or intestinal ob-
struction and in those requiring mechan-
ical ventilation, A Foley catheter is in-
serted in patients requiring strict fluid
management, for transports of extended
duration, and for patients receiving di-

Crit Care Med 2004 Vol. 32, No. 1

uretics. If indicated, chest decompression
with a chest tube is accomplished before
transport. A Heimlich valve or vacuum
chest drainage system is employed to
maintain decompression. Soft wrist
and/or leg restraints are applied when
agitation could compromise the safety of
the patient or transport crew, especially
with air transport. If the patient is com-
bative or uncooperative, the use of seda-
tive and/or neuromuscular blocking
agents may be indicated. A neuromuscu-
lar blocking agent should not be used
without sedation and analgesia.

Finally, the patient medical record and
relevant laboratory and radiographic
studies are copied for the receiving facil-
ity. In the United States, a COBRA/
EMTALA checklist is strongly suggested
to ensure compliance with all federal reg-
ulations regarding interhospital patient
transfers. Items on this checklist will in-
clude documentation of initial medical
evaluation and stabilization (to the de-
gree possible), informed consent disclos-
ing benefits and risks of transfer, medical
indications for the transfer, and physi-
cian-to-physician communication with
the names of the accepting physician and
the receiving hospital.
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é@@ STATE OF CONNECTICUT
%ﬁ DEPARTMENT OF PUBLIC HEALTH
&@%wﬁz OFFICE OF HEALTH CARE ACCESS

FAX SHEET

TO: DENNIS O'DRIEN, ESQ

FAX: 860 423-1533

AGENCY: ATTORNEY AT LAW

FROIM: OHCA

DATE: 10/9/15 Times

NIUMBER OF PAGES: 2

(tmckadinzg cronsmilrcal sheet

Comments: ]
Pleasc sce attached regarding Windham Community Memorial Hospital

If vou would like the attachments sent to you electronically please call
me with your email address.

PLEASE PEHONE Barbara K. Olejarz IF THERE ARFE ANY TRANSMISSION
PROBLEMS.

Phone: (860) 418-7001 Fax: (860) 418-7055

410 Capitol Ave., MSHIZHCA
P.O.Box 340308
Earyord, CT 061354




Olejarz, Barbara

M
From: Olejarz, Barbara
Sent: Thursday, October 08, 2015 3:09 PM
To: ‘daniellepalladino@cga.ct.gov’; 'bond@easternctaho/c.org’; ‘gkotecki@aftct.org’;
'ashaw@henhealth.org' - Cabid #eassiben 0/ ¢/ u
Cc: McLellan, Rose; Martone, Kim; Hansted, Kevin
Subject: Windham Community Memorial Hospital
Attachments: 32026-4.pdf; Pages from Pages from 32026-1.pdf; Pages from Pages from 32026-2.pdf
10/8/15

The attached letter has gone out to Windham Community Memorial Hospital (DN15-32026) regarding Alignment of
Clinical Services at Windham.

Barbara K. QOlejarz

Administrative Assistant for Kimberly Martone
Office of Health Care Access

Department of Public Health

Phone: (86) 418-7005
Email: Barbara.Olejarz@ct.gov




Olejarz, Barbara

From: Maritza Bond <bond®@easternctahec.org>
Sent: Thursday, October 08, 2015 4:13 PM

To: Olejarz, Barbara

Subject: Re: Windham Community Memorial Hospital

Thank you for making the request to Windham Hospital.

Sent using OWA for iPhone

From: Olejarz, Barbara <Barbara.Olejarz@ct.gov>
Sent: Thursday, October 8, 2015 3:16:46 PM

To: Maritza Bond

Subject: FW: Windham Community Memorial Hospital

From: Olejarz, Barbara

Sent: Thursday, October 08, 2015 3:09 PM

To: 'daniellepalladinc@cga.ct.gov' <daniellepalladino@cga.ct.gov>; ‘bond @easternctahoc.org’
<hond@easternctahoc.org>; 'gkotecki@aftct.org' <gkotecki@aftct.org>; 'ashaw@henhealth.org'
<ashaw@henhealth.org>

Cc: McLellan, Rose <Rose.C.McLellan@ct.gov>; Martone, Kim <Kimberly.Martone@ct.gov>; Hansted, Kevin
<Kevin.Hansted@ct.gov>

Subject: Windham Community Memarial Hospital

10/8/15

The attached letter has gone out to Windham Community Memorial Hospital {DN15-32026) regarding Alignment of
Clinical Services at Windham.

Barbara K. Olejarz

Administrative Assistant for Kimberly Martone
Office of Health Care Access

Department of Public Health

Phone: {86) 418-7005

Email: Barbara.Olejarz@ct.gov
!
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Ole'!arz, Barbara

From: Palladino, Danielle <Danielle.Palladino@cga.ct.gov>
Sent: Thursday, October 08, 2015 3:37 M

To: _ Olejarz, Barbara

Subject: RE: Windham Community Memorial Hospital

Thank you for sending this over. | appreciate it.

Danielle Palladino-

Legislative Aide, House Democrats

Deputy Majority Leader Representative Michelle Cook, 65t House District
Proudly Serving Torrington

Deputy Majority Leader Representative Susan Johnson, 49t House District
Proudly Serving Windham

Deputy Majority Leader Representative Russell Morin, 28t House District
Proudly Serving Wethersfield

Staft, Task Force on Domestic Workers

860-240-1479
danielle.palladino@cga.ct.gov

LEGAL NOTICE: Certain communications or records received by or sent from this electronic mail account may be subject
to public disclosure pursuant to the Connecticut Freedom of Information Act, Conn. Gen. Stat. § 1-200 et seq.

From: Olejarz, Barbara [mailto:Barbara.Olejarz@ct.gov]
Sent: Thursday, October 08, 2015 3:20 PM

To: Palladine, Danielle

Subject: Windham Community Memorial Hospital

10/8/15

The attached letter has gone out to Windham Community Memorial Hospital (DN15-32026) regarding Alignment of
Clinical Services at Windham.

Barbara K. Olejarz

Administrative Assistant for Kimberly Martone
Office of Health Care Access

Department of Public Health

Phone: (86} 418-7005

Emai!: Barbara.Olejarz@ct.gov
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Olejarz, Barbara

From: Edwards, Janette <Janette.Edwards@hhchealth.org>
Sent: Tuesday, October 13, 2015 10:24 AM

To: Olejarz, Barbara

Cc: Martone, Kim; Hansted, Kevin

Subject: RE: Windham Community Memorial Hospital
Barbara,

I am in receipt of your email and the attachments.

Thank you,
Janette Edwards

From: Olejarz, Barbara [Barbara.Olejarz@ct.gov]
Sent: Thursday, October 08, 2015 2:12 PM

To: Edwards, Janette

Cc: Martone, Kim;-Hansted, Kevin

Subject: Windham Community Memorial Hospital

10/8/15

Attached is a letter regarding the alignment of clinical services at Windham Community Memaorial Hospital. Please let
me know that you have received this email and that you were able to openit,

Thank you
Barbara K. Olejarz

Administrative Assistant for Kimberly Martone |
Office of Health Care Access 1

Department of Public Health !
Phone: (86) 418-7005

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distributioti is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy alf copies of the original message, including any attachments,
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40 Mansficld Avenue

Willimantic, CT 06226 G E N ERAT O N S

Phone: (860) 456-6270 .o il

Fax: (860) 450-7475 FAMILY HEALTH CENTER
R EGEDV L‘E
ll 0CT 2.8 2015
FaX Office of
HEALTHCARE ACCESS

To: Kimberly R. Martone, Director of Operations  From: Arvind Shaw, CEO

Fax: 860-418-7053 Pages: (16) including cover sheet
Phone: ‘ Date: ___October 28, 2015
Re: Certificate of Need Determination Report 15-32026-DTR,

Alipnment of Clinical Services at Windham Hospital

[ Urgent O For Review [ Please Comment [ Please Reply [ Please Recycle |

o Comments:

Arvind Shaw

Chief Executive Officer

Generations Family Health Center
40 Mansfield Avenue

Willimantic, CT 06226

Main Phone: 860-450-7456 X-6200
Direct Number: 860-456-6200

Fax: 860-450-7475

E-Mail: ashaw@genhealth.org

The information contained in this facsimile is confidential and privileged, and is intended only for the use of the
named receiver. If you are not the named receiver or the person responsible for delivering this facsimile to the
named receiver, you are notified that any use of this facsimile or its contents, including any dissemination or
copying, is strictly prohibited.
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October 28, 2015
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VIA FIRST CLASS MAIL AND FACSIMILE
Kimberly R. Martone

Director of Operations

Connecticut Department of Public Health

Office of Health Care Access

410 Capitol Ave., MS#13HCA

P.O. Box 340308

Hartford, CT 06134-0308

RE: Certificate of Need Determination Report 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone:

I am writing on behalf of the staff, physicians and patients of Generations Family Health Center
(“Generations™), the Federally Qualified Health Center (“FQHC”) serving Eastern Connecticut,
regarding the letter dated October 22, 2015 filed by Windham Community Memorial Hospital
(“Petitioner” or “Hospital”) in response to OHCA’s letter dated October 8, 2015 concerning
Petitioner’s plan to close its critical care unit (“CCU”) and develop a 4-bed progressive care unit
(“PCU”). Petitioner’s response fails to adequately address the issues raised in our letter to
OHCA dated October 2, 2015.

Specifically, Petitioner’s response fails to address the contradictory representation that all
patients treated in its CCU can be treated in a PCU or ILC. In fact, Petitioner’s own Request for
Determination acknowledges treating patients requiring CCU level of care:

“Average daily census for critical care patients was 2.06 or 17% of patients treated on the
CCU...” (DN 15-32026-DTR, page 5 of OHCA record).

Some of these patients, in accordance with Petitioner’s own CCU Admission Criteria, are adults
requiring intubation and mechanical ventilation for acute respiratory distress and/or failure to
CCIL

Fur:gher, Petitioner differentiates CCU and PCU/ILC levels of care when it states in its October
22" letter:

“Windham’s definition of intermediate care is consistent with the AACN definition of
progressive care, and this fact has not changed.” (DN 15-32026-DTR, page 280 of
OHCA record)

40 Mansfield Avenue ® Willimantic, Connecticut 06226
860.450.7471 e genhealth.org




The above statement is troubling in three regards. First, Petitioner’s Intermediate Care
Admission Criteria — as well as the AACN guidelines — exclude patients with acute respiratory
distress/failure requiring intubation and mechanical ventilation (DN 15-32026-DTR, page 339 of
OHCA record). Second, this statement and the implied interchangeable terminology does not
comport with statements made in Petitioner’s Request for Determination:

“Average daily census for intermediate level of care (“ILC”) patients in the CCU was 1.5
or 12.5% of total patients treated on the CCU (these patients do not need CCU/PCU level
of care)”. (DN 15-32026-DTR, page 5 of OHCA record)

Third, Petitioner’s decision to close the CCU is in direct contradiction to the stated needs of the
Hospital’s medical staff to maintain CCU services. During the Division of Medicine meeting
held July 15, 2015, those present unanimously voted against Petitioner’s proposal to terminate
CCU services (Exhibit 1). The physician assessment of need for CCU services at the Hospital
has not changed in the intervening months as evidenced by the letter to the editor of The
Chronicle dated October 25, 2015 written by Nelson C. Walker II, MD (Exhibit 2).

Petitioner also fails to address the significant patient transport issues raised in our letter of
October 2™, which leads to a discussion of the differences between DN 15-31981-DTR and
Petitioner’s proposal. Unlike Petitioner, Western Connecticut Health Network has Emergency
Medical Services in both New Milford (transferring site) and Danbury (receiving site) that
provides emergency medical care and state-of-the-art ambulances. Further, New Milford
Hospital is a satellite campus of Danbury Hospital and is fully integrated, providing for seamless
transfers. It must be noted that New Milford is 15.7 miles (23 minutes) away from Danbury
whilst the Hospital is 27.9 miles (40 minutes) away from Hartford Hospital without traffic.
Minutes count when transporting critically ill patients.

Another significant difference between DN 15-31981-DTR and Petitioner’s proposal is that New
Milford Hospital did not terminate critical care services. New Milford Hospital did not and does
not admit patients requiring intubation and mechanical ventilation for acute respiratory
distress/failure. Conversely, Petitioner dees have a history of admitting patients to its CCU who
require intubation and mechanical ventilation for acute respiratory distress/failure. If Petitioner
is to follow its own admission criteria and national guidelines, its proposal requires that
Petitioner terminate providing CCU level of care and discontinue the admission of patients with
acute respiratory distress and/or failure requiring intubation and mechanical ventilation.

Generations remains concerned that Petitioner continues to offer specious arguments when
representing that a service is not being terminated. We are troubled by the tenor of Petitioner’s
statement;

“Notwithstanding the Final Decision Order for Docket No. 08-31178, the only reason that
Windham requested the above-referenced Determination was because there was
precedent in the State wherein another hospital requested a Determination in connection
with the transition of critical care services to a progressive care unit (“PCU”).” (DN 15-

32026-DTR, page 279 of OHCA record.)




The above statement causes our physicians, staff and patients to wonder whether the Petitioner
will seek Determinations regarding its plans to terminate its Sleep Lab, Surgery Clinic and
Wound Clinic at the Hospital, or mammography and bone density services in Hebron as outlined
in Petitioner’s East Region Transition Plan (Exhibit 3). Willimantic is a medically underserved
community that is geographically isolated and without reasonable access to another acute care
provider. We respectfully request that OHCA reconsider its Determination and find that a
Certificate of Need is needed to terminate CCU services at the Hospital.

Very Truly Yours,
Arvind Shaw

Chief Executive Officer

Bce



Generations Family Health Center
October 28, 2015

EXHIBIT 1: Division of Medicine Minutes




Windham Hospital

Division of Medicine Meeting
Wednesday, July 15, 2015
12:00 Noon, Bernard & Desrosier Room

In attendance: Mary Barry, M.D.; Michelle Boudreau, D.0O.; Eugene Ciccone, M.D.; Kenneth
Dardick, M.D.; Kismat Detroja, M.D.; Craig Elliott, M.D.; Mark Fisherkeller, M.D.; John Foley,
M.D.; Morton Glasser, M.D.; Steve Goldblatt, M.D.; Michael Kilgannon, M.D.; Anne Lovejoy,
M.D.; Ayaz Madraswalla, M.D.; Syera Mathews, M.D.; Nadia Nashid, M.D.; Marlene Schwartz,
M.D.; Gregory Shangold, M.D., Chair; Charles Shooks, M.D. (phone); Amer Skopic, D.O.;
Victorio Te, M.D.; Nelson Walker, M.D.; Deborah Weidner, M.D.(phone); Chair; Dana Wiseman,
M.D.; Sharon Lee, Medical Staff Coordinator.

Dziedzic, . _ Dy
M.D.; Ajit K .D.; dulian .D.; Ann Semolic;‘M.D.; Robert
Sidman, M. CEQ; Cary Trantalis, RN, MSN,

Officer for the entire organization.

II. Approval of Prior Month’s Minutes. Dr. Detroja made a motion to approve the June
17, 2015 Division of Medicine meeting minutes. Motion was seconded. Vote was taken
with all in favor (19), none opposed, and motion carries.

ITI. Section Reports.
Cardiology.

Dr. Shangold reported that a lot more Cardiology patients are going to Hartford directly
from the ED. Discussion ensued about what type of cardiology patients are being
transferred. We are tracking data to see how it goes over next 3 mos. Dr. Ciccone asked
if we can track the outcome of those transfers. Dr. Lovejoy made a motion that the
hospital create a system whereby patients transferred are subsequently tracked so we can
better understand which patients benefit from transferring. Dr. Mathews seconded the

1




motion. Discussion: Dr. Detroja asked what kind of data we looking for. Dr. Shangold
said he can work on which metrics would be useful. Dr. Barry suggested creating a group
of people who can look at it, i.e. a subcommittee. Someone from the hospital will
organize and collect data. Then we will see who from the Medical Staff will participate.
Dr. Lovejoy said the key is whether the patient can be safely treated here. Vote was
taken with all in favor (21), none opposed, and motion carries. Dr. Shangold will draft a
letter to Drs. Bundy and Sidman with a copy to Cary Trantalis.

Cancer Committee. Dr. Barry reported that there are no nurse navigators anymore. We
have a triage system for that, She will send information to the Medical Staff. This is a
huge ioss. Dr. Bundy said that Thomas Yakoubian from Hartford Hospital is on standby to
replace Pat Zikorus in respect to the cancer screening component.

Sleep
multitude of

Pediatrics, Family Practice,
dicine, Emergency Medicine,

Administrative Report. None. No administrative representative present.
New Business.

Cornerstone Services. Dr. Shangold said we should take the rest of the time to discuss
the cornerstone service plan presented. His understanding was that the hospital was
going to maintain an inpatient census of 30-34 which includes potentially 2 boarded in the
ED with no ICU level care. LOS would not exceed 4 days; on average. We can talk about
what we will keep and not keep. The Sleep Lab and Wound Clinic are big cuts. Dr. Foley
said the Wound Clinic is being closed and the Surgical Group will be assuming
responsibility for it. Pertaining to Cardioclogy, he said they will continue to provide
services but will define what would be available, Each department head was asked to put
together a list of who can stay and who can’t; Cardiology submitted its recommendations
to Dr. Sidman last night. . It is not much different than what’s been going on. Dr. Foley

2




said he looked at every admission for last year. Dr. Lovejoy is concerned that Hospitalists
are not involved. Dr. Detroja is and will talk with all the Hospitalists. Start date is Aug.
8" for cap of 30-34 patients and no ICU. Dr. Fisherkeller said we don’t even know if
there’s a CON needed for ICU closure, we don’t know the time process. This is 3 weeks
away. Staffing is involved. Dr. Mathews asked when we will stop admitting ICU patients.

Dr. Kilgannon said that he sits on MEC and that he is disappointed that neither Cary nor
David was there. We are not getting answers from Administration. Nobody has asked
for feedback from the Medical Staff on making decisions.

Referring to cardiclogy input urgently, Dr. Foley said it depends on your comfort level,
Dr. Shangold said we are trying to figure out a triage system, they want us to work on
this. Dr. Lovejoy said we need guidelines. Dr. Glasser: If we are accepting 35, think of
the next epidemic, patignts,:waiting in the ED, you are sending.|

is the average they'd hke to hlt but |ts really 4- 7. We don’t want intense hlgh level of
care, severe sepsis, septic shock, acute MI, etc. will likely be transferred after
stabilization. We need to take care of them here, which may include an initial surgery but
post-surgery they may need to be transferred. We still have obligations to take care of
patients to get CCU level of care until they are safe to transfer,

Dr. Barry said the Division of Medicine needs to take a stand and make it clear to
Administration that it is completely unacceptable to not have an ICU. Surgeons are
beside themselves, We will be deteriorating multiple services. Dr. Barry made a
motion that we, the Division of Medicine find the concept of no ICU completely
unacceptable. Dr. Madraswalla said he would reconsider sending patients here but they
might need to go to Manchester. To subject a patient to go to the ED and possibly get
transferred is unacceptable. If surgery is done and we can’t put them on a ventilator,
this is unbelievable.




Dr. Walker is in favor of the motion. We are clinicians. This was a business decision
started when HHC came in. They have not enhanced our services. You have to invest
money, time, and talent. It has been two years now. HHC would like to see Windham
close. Meanwhile this is unacceptable for the community; patients can't get to Hartford
Hospital. It's all about the doctor patient relationship and continuity of care.

Dr. Bundy said they were asked at the meeting at Stott how we can move this forward.
There is a large voice to be heard. It is important that the voice of the individual practices
be heard with appropriate correspondence to our leaders. There are those in offices and
those here in the hospital when people show up here. These are two separate voices.

Dr. Foley’s reaction to the motion that we will fight to keep the ICU open is that board
certified intensive care people are not available 24 hours a day. There is no cardiology to
Dr. Kl!gannon said _we understand. meone

no cone will
d Jeff Flaks

the hospltal not HHC

The motion made by Dr. Barry was re-read, "We, the Division of Medicine, find the
concept of no ICU completely unacceptable.” Motion was seconded. Vote was taken
and unanimously approved (20), 1 abstention, and motion carries.

Meeting was adjourned 1:12 PM.

Respectfully submitted, Reviewed and approved,
Sharon K. Lee Gregory L. Shangold, M.D.
Medical Staff Coordinator Chair, Division of Medicine
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FXHIBIT 2: Nelson C. Walker II, MD Letter to the Editor
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The Editor of The Chronicle
1 Chronicle Road
Willimantic, CT 06226

Qctober 25, 2015

Editor:

Hartford Health Care (HHC) must hear and listen to the community and medical staff of
Windham COMMUNITY Memecrial HOSPITAL (WCMH)

In response to the front page article in The Chronicle on 10/24/15, it is important to remember
that “The Hospital" is WCMH is not just HHC. In 2009 WCMH was merged into HHC to
hopefully strengthen its position in a rapidly changing Health Industry which has now evolved
tnto Corporate controlled delivery of health care services. According to Moody's Investors

Services, ""HHC is a large integrated healthcare delivery system including six acute care hospitals and a
large employed physician group with a combined $2.4 billion revenue base and 85,000 admissions

operating in multiple markets in ceniral Connecticut.” Many of the physicians in our community are
now employees of HHC which has changed the dynamics of how WCMH is run. Since HHC
took over management of WCMH, our community hospital has gone from being financiatly
solvent to over 8 million doflar in losses per year.. We are constantly being reminded about how
much money the hospital is losing, which has fueled the vicious cycle of further cuts by HHC,
leading to less service and less revenue. This erosion in service has laft our community with
fewer Pulmonologist/intensivist, cardiologist, and trained experienced nurses to care for the
patients in the intensive care unit (ICU). The issue of eliminating the intensive care unit (ICU)
and calling it a progressive care unit (PCU) is just the tip of the iceberg for what has happened
to our community hospital. WCMH has fewer surgeons, there is no longer a full time neurclogist
and other physicians that have served our contmunity have had to relocate their offices. HHC's
solution has not been to support the providers who supply the services to the community or
bring in more providers and added service, but rather cut back and lay off, which has forced our
community physicians to refer elsewhere and transfer patients out of their community and home
environment. WCMH and the community it serves is not better off by the management of HHC
and patients have lost access to care in our community because of it. HHC has not invested in
our community, it has syphoned patients and their revenues away to other institutions.




HHC corporate headquarters is in Hartford and WCMH has been lumped into the Eastern
Region with a focus on Backus Hospital in Norwich. This is not the orientation for much of the
community that WCMH has traditionally served. If an ambulance is called to the University of
Connecticut it wouid take the patient to WCMH and | dare say the patient would not be thinking
of going ta Norwich. WCMH President and CEQ, David Whitehead has his office in Narwich at
Backus Hospital. Prior to the merger with HHC, the CEQ of WOMH would attend all the key
iarge meetings of the medical staff, including Med Exec and the Division of Medicine. 1t is at
these meetings that clinical services are reviewed and discussed, often with input, give and take
by the haspital administraticn. This has all changed since WCMH was taken over by HHC and
merged into the Eastern Region with Backus Hospital. Mr. Whitehead does not attend the
division of Medicine meetings. He was marked as absent on May 19 when significant changes
in cardiology coverage at WCMH were discussed. On July 15, 2015, when the Division of
Medicine voted unanimously that “We, the Division of Medicine, find the concept of no ICU
completely unacceptable” Mr. Whitehead and HHC administration was again not present to
hear the discussion about their announced decision to close the {CU. Mr. Whitehead does not
want to hear let alone listen to what our community has to say, even though HHC is supposed
to be serving us not just Hartford, Norwich and corporate headquarers.

The way things are going under the management of HHC, WCMH will loss the C for community
and H for hospital. { am not naive about the challenges and difficult times hospitals face to cover
expenses and supply the quality of care we all deserve, but to read "Hospital says public
hearing is not needed” makes me shudder. It is not the community or those that work at WCMH
that are saying this, it is HHC managing our community hospital to wither on the vine. When Mr,
Whitehead talks in the Chreonicle about “Cornerstene of Care” this shouid be coming from
dialogue with the community and the medical staff of WCMH, not just what HHC corporate
headquarters thinks we want or should hear. When 3000 members of cur community sign a
petition to be heard, | hope the Office of Health Care Access (OHCA) listens to the people of the
community who need the access to care.

Respectively,

d'/‘r.

Nelson C. Walker i, MD, Chief section of Family Medicine at WCMH
Nwalker@mfp1.com
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EXHIBIT 3: East Region Transition Plan




June 23, 2015

East Region Transition plan

Why changes are needed

As you know, the healthcare environment has been extremely challenging.
— Woe have taken huge cuts in our state and federal payments
— We are dealing with declining inpatient volume and increased competition
— And there is an increased reliance on government payments.

We cannot live in the world as we might wish it to be, In our desired world, hospitals and doctors
would be paid fairly for taking care of the cldest and poorest of our patients.

In order to remain open and accessible for all who rely on us, we are making some very difficult
decisions.

What the changes are

Job reductions across Hartford HealthCare have been announced, and whenever possible we are
taking advantage of attrition, position vacancies and retirements to minimize the impact on pecple.
We are also taking other steps to reduce costs.

The job reductions and changes are being made at every level and every region at HHC,
- In all, 335 FTEs (full-time equivalents) and 418 positions will be affected.

Here in the East Region, we anticipate a reduction of 105 FTEs, impacting 142 positions -- 119
positions at Windham and 23 positions at Backus.

The impact on Windham is magnified because we must transform the health care delivery system
there to focus on cornerstone services. For the past five years, financial losses at Windham have

totaled mere than $17 million, with another nearly $8 million projected for this fiscal year, which

averages out to $11,000 per day. This is despite the incredible efforts of Windham Hospital staff

who do their work in the most efficient, cost effective manner.

However, this is not just a Windham Hospital issue. At both Backus and Windham, we will continue
to face a harsh economic environment, so we must be proactive at Backus as well. We must
collaborate with one another and our community partners to continue to meet the needs of the
communities that we serve, and offer them a seamless, coordinated system of care that provides
access at Backus, Windham and throughout our health care delivery network.

We are committed to keeping Windham Hospital’s doors open, offering cornerstone services and
serving as a gateway for patients to get the right care at the right place at the right time.

At Windham Hospital, our community has told us that cornerstone services include, but are not
limited to:

- Emergency Care

- Cardiology

- Oncology

- Women’s health

- Diagnostic Imaging




- Short stay inpatient care

- Other coordinated services on the campus and nearby.
Changes at Windham Hospital will include (some of these may require reguiatory action)

- Staffing to 32 inpatient beds

- Not providing CCU-level care

- No longer offering complex inpatient surgery

- Transferring Interventional Radiology to the OR

- No longer offering Sleep Lab/Clinic

- We are working to transfer General Surgery/Wound Care Clinic to another place in the health
system

- No longer offer radiology school

- No longer offering mammography and bone density at Hebron’s Women'’s Center

- Transfer the Meals on Wheels to Home Program to HHC at home

Changes at Backus and Windham include:

- Downsize and regicnalize various community benefit and support services, including nutrition
and diabetes.

- No lenger offer librarian services when the current librarian retires

- Close Auxiliary coffee shop at Windham and the Medical Office Building coffee shop at Backus

- Exploring lab efficiencies

- General management changes.
Changes at Backus include:

- Closing of simulation fab
- Elimination of ID physician relationship around antibiotic stewardship
- Decentralization of EKG

- Reorganization of Care Management

We are currently finalizing plans and affected colleagues will be notified starting next week. We
will, of course, be compassionate and fair in completing this reduction. We will offer our departing
colleagues all appropriate support and assistance.

We understand this announcement may cause anxiety, and want to assure you that our plans fully
support our patients and families and keep our values in the forefront as we reduce staff.

These changes are difficult but necessary so we can be here for the people who rely on us,

The reductions and program changes are needed to deal with the financial pressures we face. Qur
total HHC Medicaid reductions from the State of Connecticut amount to $100 million over five
years.

Our decisions were based on data, not "what we've always done” or emctions. We cannct live in
the world as we might wish it to be. We need to face the economic realities that are prevalent
throughout healthcare in cur system, the state and the nation.




« We can't sacrifice the future to sustain a past that is honorable, but is no longer our reality. The
time for transformation is now, so we can create a sustainabie future for the region.

»  We are not just cutting. We are investing in the jobs, facilities and technologies that will allow
Hartford HealthCare to lead in the new era of healthcare.

+ We are especially focused on providing more outpatient care, including the addition of ambulatory
centers.

*» We are committed to keeping Windham Hospital open and accessible to all who rely on us for their
care. We pledge to continue to provide the cornerstone services that our community needs locally.
We will continue to work colflaboratively to enable access to the specialty care services that our
affiliation with Hartford HealthCare makes possible.

» We can — and we must — remain a cornerstone of care for this community.

Miscellaneous Q&A

Q. Does Cary Trantalis” new position as Vice President, Clinical Services and Operations, mean that we
are adding to our executive salaries?

A. No. Cary is continuing her operations duties and taking on added responsibilities following the

resignation of Mary Bylone and James O’Dea’s transfer to a system-level position.

Q. There is talk of outscurcing food and nutrition, environmental services and patient transport. What

does that mean for Windham and Backus?

A. The system is exploring a consultant partnership to manage these services. We are exploring only

management consultant services, and would do so only if it means providing more efficient and better

services.

Q. Will we be replacing neurologist Dr. Michelle Boudreau at Windham Hospital?

A. We are working with the HHCMG to provide neurology services for the Windham area at the new

Vernon Family Health Center and she will take new general patients, movement disorder patients and

Medicaid patients. We can continue to make referrals to Dr. Anthony Alessi and Neurclogy Associates

of Norwich.

Q. The media is reporting on executive salaries at Hartford HealthCare. Why are executive salaries as

much as they are?

A. Executive compensation is market driven, data driven and subject to rigorous board oversight and
government regulation. Hospitals and health systems need to attract experienced, talented leaders
capable of improving care, expanding access and supporting staff in the face of diminishing resources.
Compensation must be competitive and set at levels that will draw and keep top talent. In addition to
managing advanced medical services and technology, extensive physical plants, highly educated and
skilled staff, hospital executives often are responsible for an array of services beyond the hospital
which can include physician groups, primary care offices, clinical laboratory networks, surgery centers,
long-term care organizations and home health organizations.
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October 28, 2015

VIA FIRST CLASS MAIL AND FACSIMILE
Kimberly R. Martone

Director of Operations

Connecticut Department of Public Health

Office of Health Care Access

410 Capitol Ave., MS#13HCA

P.O. Box 340308

Hartford, CT 06134-0308

RE: Certificate of Need Determination Report 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone:

[ am writing on behalf of the staff, physicians and patients of Generations Family Health Center
(“Generations™), the Federally Qualified Health Center (“FQHC”) serving Eastern Connecticut,
regarding the letter dated October 22, 2015 filed by Windham Community Memorial Hospital
(“Petitioner” or “Hospital”) in response to OHCA's letter dated October 8, 2015 concerning
Petitioner’s plan to close its critical care unit (“CCU”) and develop a 4-bed progressive care unit
(“PCU™). Petitioner’s response fails to adequately address the issues raised in our letter to
OHCA dated October 2, 2015.

Specifically, Petitioner’s response fails to address the contradictory representation that all
patients treated in its CCU can be treated in a PCU or ILC. In fact, Petitioner’s own Request for
Determination acknowledges treating patients requiring CCU level of care:

“Average daily census for critical care patients was 2.06 or 17% of patients treated on the
CCU . ..”" (DN 15-32026-DTR, page 5 of OHCA record).

Some of these patients, in accordance with Petitioner’s own CCU Admission Criteria, are adults
requiring intubation and mechanical ventilation for acute respiratory distress and/or failure to
CCU.

Furctlher, Petitioner differentiates CCU and PCU/ILC levels of care when it states in its October
22" letter:

“Windham’s definition of intermediate care is consistent with the AACN definition of
progressive care, and this fact has not changed.” (DN 15-32026-DTR, page 280 of
OHCA record)

40 Mansfield Avenue ¢ Willimantic, Connecticut 06226
860.450.7471 e genhealth.org
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The above statement is troubling in three regards, First, Petitioner’s Intermediate Care
Admission Criteria — as well as the AACN guidelines — exclude patients with acute respiratory
distress/failure requiring intubation and mechanical ventilation (DN 15-32026-DTR, page 339 of
OHCA record). Second, this statement and the implied interchangeable terminology does not
comport with statements made in Petitioner’s Request for Determination:

“Average daily census for intermediate level of care (“ILC”) patients in the CCU was 1.5
or 12.5% of total patients treated on the CCU (these patients do not need CCU/PCU level
of care)”. (DN 15-32026-DTR, page 5 of OHCA record)

Third, Petitioner’s decision to closc the CCU is in direct contradiction to the stated needs of the
Hospital’s medical staff to maintain CCU services. During the Division of Medicine meeting
held July 15, 2015, those present unanimously voted against Petitioner’s proposal to terminate
CCU services (Exhibit 1). The physician assessment of need for CCU services at the Hospital
has not changed in the intervening months as evidenced by the letter to the editor of The
Chronicle dated October 25, 2015 written by Nelson C. Walker II, MD (Exhibit 2).

Petitioner also fails to address the significant patient transport issues raised in our letter of
October 2™, which leads to a discussion of the differences between DN 15-31981-DTR and
Petitioner’s proposal. Unlike Petitioner, Western Connecticut Health Network has Emergency
Medical Services in both New Milford (transferring site) and Danbury (receiving site) that
provides emergency medical care and state-of-the-art ambulances. Further, New Milford
Hospital is a satellite campus of Danbury Hospital and is fully integrated, providing for seamless
transfers. It must be noted that New Milford is 15.7 miles (23 minutes) away from Danbury
whilst the Hospital is 27.9 miles (40 minutes) away from Hartford Hospital without traffic.

Minutes count when transporting critically ill patients,

Another significant difference between DN 15-31981-DTR and Petitioner’s proposal is that New
Milford Hospital did not terminate critical care services. New Milford Hospital did not and does
not admit patients requiring intubation and mechanical ventilation for acute respiratory
distress/failure. Conversely, Petitioner does have a history of adiitting patients to its CCU who
reguire intubation and mechanical ventilation for acute respiratory distress/failure, If Petitioner
is to follow its own admission criteria and national guidelines, its proposal requires that
Petitioner terminate providing CCU level of care and discontinue the admission of patients with
acute respiratory distress and/or failure requiring intubation and mechanical ventilation.

Generations remains concerned that Petitioner continues to offer specious arguments when
representing that a service is not being terminated. We are troubled by the tenor of Petitioner’s

statement:

“Notwithstanding the Final Decision Order for Docket No. 08-31178, the only reason that
Windham requested the above-referenced Determination was because there was
precedent in the State wherein another hospital requested a Determination in connection
with the transition of critical care services to a progressive care unit (“PCU”).” (DN 15-
32026-DTR, page 279 of OHCA record.)
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The above statement causes our physicians, staff and patients to wonder whether the Petitioner
will seek Determinations regarding its plans to terminate its Sleep Lab, Surgery Clinic and
Wound Clinic at the Hospital, or mammography and bone density services in Hebron as outlined
in Petitioner’s East Region Transition Plan (Exhibit 3). Willimantic is a medically underserved
community that is geographically isolated and without reasonable access to another acute care
provider. We respectfully request that OHCA reconsider its Determination and find that a
Certificate of Need is needed to terminate CCU services at the Hospital.

Very Truly Yours,

Arvind Shaw
Chief Executive Officer

Bee
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Generations Family Health Center
October 28, 2015

EXHIBIT 1: Division of Medicine Minutes
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Windham Hospital

Division of Medicine Meeting
Wednesday, July 15, 2015
12:00 Noon, Bernard & Desrosier Room

In attendance: Mary Barry, M.D.; Michelle Boudreau, D.0O.; Eugene Ciccone, M.D.; Kenneth
Dardick, M.D.; Kismat Detroja, M.D.; Craig Elliott, M.D.; Mark Fisherkeller, M.D.; John Foley,
M.D.; Morton Glasser, M.D.; Steve Goldblatt, M.D.; Michael Kilgannon, M.D.; Anne Lovejoy,
M.D.; Ayaz Madraswalla, M.D.; Syera Mathews, M.D.; Nadia Nashid, M.D.; Marlene Schwartz,
M.D.; Gregory Shangoid, M.D., Chair; Charles Shooks, M.D. (phone); Amer Skopic, D.O.;
Victorio Te, M.D.; Nelson Walker, M.D.; Deborah Weidner, M.D.(phone)}; Chair; Dana Wiseman,
M.D.; Sharon Lee, Medical Staff Coordinator.

O Y
) 4% ; Mark
/, 35]

"’és, ‘f/r”/ Shald Kelly,
; Ann Semoll .D.; Robert

2 1L en" tlons Dr. Wﬁéman is now
ef?ts in Wllllma(ﬁhc “Br. Glasser is st‘T/f;Chlef Medical

Officer for the entire organization.

I1II. Approval of Prior Month's Minutes. Dr. Detroja made a motion to approve the June
17, 2015 Division of Medicine meeting minutes. Motion was seconded. Vote was taken
with all in favor (19), none opposed, and motion carries.

ITI. Section Reports.
Cardiology.

Dr. Shangold reported that a lot more Cardiclogy patients are geoing to Hartford directly
from the ED. Discussion ensued about what type of cardiclogy patients are being
transferred. We are tracking data to see how it goes over next 3 mos. Dr. Ciccone asked
if we can track the outcome of those transfers. Dr. Lovejoy made a motion that the
hospital create a system whereby patients transferred are subsequently tracked so we can
better understand which patients benefit from transferring. Dr. Mathews seconded the

1
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motion. Discussion: Dr. Detroja asked what kind of data we looking for. Dr. Shangold
said he can work on which metrics would be useful. Dr. Barry suggested creating a group
of people who can look at it, i.e. a subcommittee. Someone from the hospital will
organize and collect data. Then we will see who from the Medical Staff will participate.
Dr. Lovejoy said the key is whether the patient can be safely treated here. Vote was
taken with all in favor (21), none opposed, and motion carries. Dr. Shangold will draft a
letter to Drs. Bundy and Sidman with a copy to Cary Trantalis.

Cancer Committee. Dr. Barry reported that there are no nurse navigators anymore. We
have a triage system for that. She will send information to the Medical Staff. This is a
huge loss. Dr. Bundy said that Thomas Yakoubian from Hartford Hospital is on standby to
replace Pat Zikorus in respect to the cancer screening component.

Dr. Bundy }r%;ported that tp -,,yfﬁlegp:.,.-,; dicing
’7’91‘ the impe @’f‘ cuts. W ' pest eliort
, al colleagy bs to mamtaln f'imuch as we
/; “for all o;/vyou and all speﬁfﬂltles Sieep
5 multitude of
We/ re tryi ;to salvage it. 4& we had had
K ve gone (Kﬁng w;% We aﬁ?&’/ i ,%g on bug’ 55 as usual,
ce ﬁ’ybrﬁitte'd it will :é reviewed by

0
o . %’
o] jgﬁjormal reééfft Pediatrics, )Iy Practice,

‘,.;’;éeq%;fme, Interrga? M%%cine, Emerge éy Medicine,

Neurology, and Psychiatfy
Administrative Report. None. No administrative representative present.
New Business.

Cornerstone Services. Dr. Shangold said we should take the rest of the time to discuss
the cornerstone service plan presented. His understanding was that the hospital was
going to maintain an inpatient census of 30-34 which includes potentially 2 boarded in the
ED with no ICU level care. LOS would not exceed 4 days; on average. We can talk about
what we will keep and not keep. The Sleep Lab and Wound Clinic are big cuts. Dr. Foley
said the Wound Clinic is being closed and the Surgicai Group will be assuming
responsibility for it. Pertaining to Cardiology, he said they will continue to provide
services but will define what would be available. Each department head was asked to put
together a list of who can stay and who can’t; Cardiology submitted its recommendations
to Dr. Sidman last night. . It is not much different than what’s been going on. Dr. Foley

2
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said he looked at every admission for last year. Dr. Lovejoy is concerned that Hospitalists
are not involved. Dr. Detroja is and will talk with all the Hospitalists. Start date is Aug.
8™ for cap of 30-34 patients and no ICU. Dr. Fisherkeller said we don’t even know if
there’s a CON needed for ICU closure, we don‘t know the time process. This is 3 weeks
away. Staffing is invoived. Dr. Mathews asked when we will stop admitting ICU patients,

Dr. Kilgannon said that he sits on MEC and that he is disappointed that neither Cary nor
David was there. We are not getting answers from Administration. Nobody has asked
for feedback from the Medical Staff on making decisions,

Referring to cardiology input urgently, Dr. Foley said it depends on your comfort level.
Dr. Shangold said we are trying to figure out a triage system, they want us to work on
this, Dr. Lovejoy said we need guidelines Dr. Glasser: If we are accepting 35, think of

the pext epidemic, patients : g.lots of.beopl tvho live

in 5 é{%?{jmty and? = . }}; /}? iyqf/fjfﬁstay is

coﬁé}ésmg “Sgme patn ' very comphc%?d 35 will be

ﬂuu:kly '@/;‘;( f"ared with admigsion diagnoses

ov% he last yf/é r. JL{ ‘eme | . Dr. Shﬁpgold said we a:"%lt about 250
£D. Dn/;%’ thik

y 30 e%als 9 a day; wé’/gjeed to get it

)K/////"Kd?

}1’(5 per mtfg :
;, ‘e will i}fg poor {?.e peqpy ";’},g sent hatrie that should

to 5. D"'

b y/ﬁ%ﬂm?’/ﬁf}/‘

to gjgg"to Hartford. Thgﬁ we will have

%?
o

D ;//f.'-}ﬂg) r idnz%ﬁ and a 2-7 day stay is more
i s -
averdgs, D b M-: ] Ing tg gaintain 4 CCU figds. 2-4 days

is the average they'd ﬁke to hlt'but |ts really 4- 7/‘ We don’t want intensé hlgh level of
care, severe sepsis, septic shock, acute MI, etc. will likely be transferred after
stabilization. We need to take care of them here, which may include an initial surgery but
post-surgery they may need to be transferred. We still have obligations to take care of
patients to get CCU level of care until they are safe to transfer.

Dr. Barry said the Division of Medicine needs to take a stand and make it clear to
Administration that it is completely unacceptable to not have an ICU. Surgeons are
beside themselves. We will be deteriorating multiple services. Dr. Barry made a
motion that we, the Division of Medicine find the concept of no ICU completely
unacceptable. Dr. Madraswalla said he would reconsider sending patients here but they
might need ta go to Manchester. To subject a patient to go to the ED and possibly get
transferred is unacceptable. If surgery is done and we can’t put them on a ventilator,
this is unbelievable,
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Dr. Walker is in favor of the motion. We are clinicians. This was a business decision
started when HHC came in. They have not enhanced our services. You have to invest
money, time, and talent. It has been two years now. HHC would like to see Windham
close. Meanwhile this is unacceptable for the community; patients cant get to Hartford
Hospital, It’s all about the doctor patient relationship and continuity of care.

Dr. Bundy said they were asked at the meeting at Stott how we can move this forward.
There is a large voice to be heard. It is important that the voice of the individual practices
be heard with appropriate correspondence to our leaders. There are those in offices and
those here in the hospital when people show up here. These are two separate voices.

Dr. Foley’s reaction to the motion that we will fight to keep the ICU open is that board
certified intensive care people are not available 24 hours a day. There is no cardiology to

support, this. ‘ . ligannon sa[d derstar Jf,s0meone

cra; s i ' ) enial fine. Da;%/%{;’? 2/%’?;’/ Mf ;éf)ésare to

m&_}étaln tﬁéw 4 5 ’ (gjre transf fé’%

Dré",ﬁkoplc ask f I we jgse $11,000 a dé%%’iand patients
- 1?%

The motion made by Dr. Barry was re-read, “We, the Division of Medicine, find the
concept of no ICU completely unacceptable.” Motion was seconded. Vote was taken
and unanimously approved (20), 1 abstention, and motion carries.

Meeting was adjourned 1:12 PM.

Respectfully submitted, Reviewed and approved,
Sharon K. Lee Gregory L. Shangold, M.D.
Medical Staff Coordinator Chair, Division of Medicine
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Generations Family Health Center
October 28, 2015

EXHIBIT 2: Nelson C. Walker II, MD Letter to the Editor
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The Editor of The Chronicle
1 Chronicle Road
Willimantic, CT 086226

October 25, 2015

Editor:

Hartford Health Care (HHC) must hear and listen to the community and medical staff of
Windham COMMUNITY Memorial HOSPITAL (WCMH)

in response to the front page articie in The Chronicle an 10/24/15, it is important to remember
that "The Hospital” ie WCMH is not just HHC. In 2009, WCMH was merged into HHC to
hopefully strengthen its position in a rapidly changing Health Industry which has now evolved
into Corporate controlled delivery of health care services. According to Moody's Investors
Services, "HHMC is a large integrated healthcare delivery system including six acute care hospitals and a
large employed physician group with a combined $2.4 billion revenue base and 85,000 admissions
operating in multiple markets in central Connecticut.” Many of the physicians in our community are
now employees of HHC which has changed the dynamics of how WCMH is run. Since HHC
took over management of WCMH, our community hospital has gone from being financially
solvent to over 8 million doliar in |losses per year., We are constantly being reminded about how
much money the hospital is losing, which has fueled the vicious cycle of further cuts by HHC,
leading to less service and less revenue. This erosion in service has left our community with
fewer Pulmonologist/intensivist, cardiologist, and trained experienced nurses to care for the
patients in the intensive care unit (ICU). The issue of eliminating the intensive care unit (ICU)
and calling it a progressive care unit (PCU) is just the tip of the iceberg for what has happened
to our community hospital. WCMH has fewer surgeons, there is no longer a full time neurologist
and other physicians that have served our community have had to relocate their offices. HHC's
solution has not been to support the providers who supply the services to the community or
bring in more providers and added service, but rather cut back and lay off, which has forced our
community physicians to refer elsewhere and transfer patients out of their community and home
environment. WCMH and the community it serves is not better off by the management of HHC
and patients have lost access to care in our community because of it. HHC has nol invested in
our cotmmunity, it has syphoned patients and their revenues away to other institutions,

[doo11/0016
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HHC corporate headquarters s in Hartford and WCMH has been lumped into the Eastern
Region with a focus on Backus Hospital in Norwich. This is not the orientation for much of the
community that WCMH has traditionally served. If an ambulance is called to the University of
Connecticut it would take the patient to WCMH and | dare say the patient would not be thinking
of going to Norwich. WCMH President and CEQ, David Whitehead has his office in Norwich at
Backus Hospital. Pricr to the merger with HHC, the CEO of WCMH would attend all the key
large meetings of the medica! staff, including Med Exac and the Division of Medicine. itis at
these meetings that clinical services are reviewed and discussed, often with input, give and take
by the hospital administration. This has all changed since WCMH was taken over by HHC and
merged into the Eastern Region with Backus Hospital. Mr. Whitehead does not attend the
division of Medicine meetings. He was marked as absent on May 19 when significant changes
in cardiology coverage at WCMH were discussed. On July 15, 2015, when the Division of
Medicine voted unanimously that “Wae, the Division of Medicine, find the concapt of no iCU
completely unacceptable” Mr. Whitehead and HHC administration was again not present to
hear the discussion about their announced decision to close the ICU. Mr. Whitehead does not
want to hear let alone listen to what our community has to say, even though HHC is supposed
to be serving us not just Hartford, Norwich and corporate headquarters.

The way things are going under the management of HHC, WCMH will loss the C for community
and H for hospital. | am not naive about the challenges and difficult times hospitals face to cover
expenses and supply the quality of care we all deserve, but to read "Hospital says public
hearing is not needed” makes me shudder. It is not the community or those that work at WCMH
that are saying this, it is HHC managing our community hospital to wither on the vine. When Mr.
Whitehead talks in the Chronicle about “Cornerstone of Care” this should be coming from
dialogue with the community and the medical staff of WCMH, not just what HHC corporate
headquarters thinks we want or shouid hear. When 3000 members of our community sign a
petition to be heard, | hope the Office of Health Care Access (OHCA) listens to the people of the
community who need the access to care.

Raspectively,

el o) T

Neison C. Walker ll, MD, Chief section of Family Medicine at WCMH
Nwalker@mfp1.com
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Generations Family Health Center
October 28, 2015

EXHIBIT 3: East Region Transition Plan
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June 23, 2015

East Region Transition plan

Why changes are needed

* As you know, the healthcare environment has been extremely challenging.
- Woe have taken huge cuts in our state and federal payments
—  We are dealing with declining inpatient volume and increased competition
— And there is an increased reliance on government payments.

+ We cannot live in the world as we might wish it to be. In our desired world, hospitals and doctors
would be pald fairly for taking care of the oldest and poorest of our patients,

s In order to remain open and accessible for all who rely on us, we are making some very difficult
decisions.

What the changes are

= Job reductions acress Hartford HealthCare have heen announced, and whenever possible we are
taking advantage of attrition, position vacancies and retirements to minimize the impact on people.
We are also taking other steps to reduce costs.

+« The job reductions and changes are being made at every level and every region at HHC,
— Inall, 335 FTEs (full-time equivalents) and 418 positions will be affected.

» Here in the East Region, we anticipate a reduction of 105 FTEs, impacting 142 positions -- 119
positions at Windham and 23 positions at Backus.

s The impact on Windham is magnified because we must transform the health care delivery system
there to focus an cornerstone services, For the past five years, financial losses at Windham have
totaled more than $17 million, with another nearly $8 miilion projected for this fiscal year, which
averages out to $11,000 per day, This is despite the incredible efforts of Windham Hospitai staff
who do their work In the most efficient, cost effective manner.

» However, this is not just a Windham Hospital issue. At both Backus and Windham, we will continue
to face a harsh economic environment, so we must be proactive at Backus as well. We must
collaborate with one another and our community partners to continue to meet the needs of the
communities that we serve, and offer them a seamless, coordinated system of care that provides
access at Backus, Windham and throughout our heaith care delivery networlk.

» We are committed to keeping Windham Hospital’s doors open, offering cornerstone services and
serving as a gateway for patients to get the right care at the right place at the right time.

» At Windham Hospital, our community has told us that cornerstone services include, but are not
limited to:

- Emergency Care

- Cardiology

- Oncology

- Women’s heatth

- Diagnostic Imaging
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- Short stay inpatient care

- Other coordinated services an the campus and nearby.
» Changes at Windham Hospital will include (some of these may require regulatory action)

- Staffing to 32 inpatient beds

- Not providing CCU-level care

- No longer offering complex inpatient surgery

- Transferring Interventional Radiology to the OR

- No longer offering Sleep Laby/Clinic

- We are working to transfer General Surgery/Wound Care Clinic to another place in the health
system

- No longer offer radiology school

- No longer offering mammography and bone density at Hebron’s Women's Center

- Transfer the Meals on Wheels to Home Program to HHC at home

= Changes al Backus and Windham include:

- Downsize and regionalize various community benefit and support services, including nutrition
and diabetes.

- No longer offer librarian services when the current librarian retires

- Close Auxiliary coffee shop at Windham and the Medical Office Building coffee shop at Backus

- Exploring lab efficiencies

- General management changes,
Changes at Backus include:

- Closing of simulation lab

- Elimination of 1D physician relationship around antibiotic stewardship
- Decentralization of EKG

- Reorganization of Care Management

«  We are currently finalizing plans and affected colleagues will be notified starting next week. We
will, of course, be compassionate and fair in completing this reduction. We will offer our departing
colleagues all appropriate support and assistance.

» We understand this announcement may cause anxiety, and want to assure you that our plans fully
support our patients and families and keep our vaiues in the forefront as we reduce staff.

+ These changes are difficult but necessary so we can be here for the peaple who rely on us.

« The reductions and program changes are needed to deal with the financial pressures we face. Our
total HHC Medicaid reductions from the State of Connecticut amount to $100 million over five
years,

» Our decisions were based on data, not “what we’ve always done” or emotiaons. We cannot live in
the world as we might wish it to be. We need to face the economic realities that are prevalent
throughout healthcare in our system, the state and the nation.
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+ We can't sacrifice the future to sustain a past that Is honorabie, but is no longer our reality. The
time for transformation is now, so we can create a sustainable future for the region.

» Wae are not just cutting. We are investing in the jobs, facilities and technologies that will allow
Hartford HealthCare to lead in the new era of healthcare.

+ We are especially focused on providing more outpatient care, including the addition of arnbulatory
centers,

«  We are committed to keeping Windham Hospital open and accessible to ail who rely on us for their
care. We pledge to continue to provide the cornerstone services that our community needs locally.
We will continue to work collaboratively to enable access to the specialty care services that our
affiliation with Hartford HealthCare makes possible.

» We can — and we must — remain a cornerstone of care for this cornmunity.

Miscellaneous Q&A

Q. Does Cary Trantalis’ new position as Vice President, Clinical Services and QOperations, mean that we
are adding to our executive salaries?

A. No, Cary Is continuing her operations duties and taking on added responsibilities following the

resignation of Mary Bylone and James O'Dea’s transfer to a system-level position.

Q. There is talk of outsourcing food and nutrition, environmental services and patient transport. What

does that mean for Windham and Backus?

A. The system is exploring a consultant partnership to manage these services. We are exploring only

management consultant services, and would do so only if it means providing more efficlent and better

services,

Q. Will we be replacing neurologist Dr. Michelle Boudreau at Windham Hospital?

A. We are working with the HHCMG to provide neurology services for the Windham area at the new

Vernon Family Health Center and she wiil take new general patients, movement disorder patients and

Medicaid patients. We can continue to make referrals to Dr. Anthony Alessi and Neurology Associates

of Norwich.

Q. The medla [s reporting on execuetive salarles at Hartford HealthCare. Why are executive salaries as

much as they are?

A. Executive compensation Is market driven, data driven and subject to rigorous board oversight and
government regulation. Hospitals and health systems need to attract experienced, talented leaders
capable of improving care, expanding access and supporting staff in the face of diminishing resources.
Cormpensation musk be competitive and set at levels that will draw and keep top talent. In addition to
managing advanced medical services and technology, extensive physical plants, highly educated and
skilled staff, hospital executives often are responsible for an array of services beyond the hospital
which can include physician groups, primary care offices, clinical laboratory networks, surgery centers,
long-term care organizations and home health organizations.




Greer, Leslie

From: Martone, Kim

Sent: Friday, October 23, 2015 9:41 AM

To: Hansted, Kevin

Cc: Greer, Leslie; Olejarz, Barbara

Subject: FW: Windham Community Memorial Hospital
Attachments: Letter to OHCA FINAL.pdf

From: Edwards, Janette [mailto:Janette.Edwards@hhchealth.org]
Sent: Thursday, October 22, 2015 5:01 PM

To: Martone, Kim

Cc: 'Feldman, Joan'

Subject: RE: Windham Community Memorial Hospital

Please find attached the response from Windham Hospital, as requested by OHCA on 10/8/2015.
The original copy will follow via FedEXx.

Please let me know if you require any further information.

Sincerely,

Janette Edwards

From: Olejarz, Barbara [mailto:Barbara.Olejarz@ct.gov]
Sent: Thursday, October 08, 2015 2:13 PM

To: Edwards, Janette

Cc: Martone, Kim; Hansted, Kevin

Subject: Windham Community Memorial Hospital

10/8/15

Attached is a letter regarding the alignment of clinical services at Windham Community Memorial Hospital. Please let
me know that you have received this email and that you were able to open it.

Thank you

Barbara K. Olejarz

Administrative Assistant for Kimberly Martone
Office of Health Care Access

Department of Public Health

Phone: (86) 418-7005

Email: Barbara.Olejarz@ct.gov
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Kimberly Martone

Director of Operations

State of Connecticut Department of Public Health
Office of Health Care Access

410 Capital Avenue, MS#13HCA

PO Box 340308

Hartford, CT 06134

Re: Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone,

In response to your letter dated October 8, 2015, on behalf of Windham Community Memorial Hospital
(“Windham,” or “WCMH?”), I am writing to confirm the accuracy of all statements and representations
made by Windham in connection with the above-referenced submission.

The Request for Determination submitted to the Office of Health Care Access (“OHCA”) on September
3, 2015, is in alignment with the Final Decision Order for Docket No. 08-31178-CON, “Windham
Community Memorial Hospital & Hartford HealthCare Corporation” (Exhibit 1). Condition 4 of the
Order states “if in the future there is any change in WCMH service availability as a direct result of this
proposal, the Applicants shall file a CON Determination Form with OHCA.” Notwithstanding the Final
Decision Order for Docket No. 08-31178, the only reason that Windham requested the above-referenced
Determination was because there was precedent in the State wherein another hospital requested a
Determination in connection with the transition of critical care services to a progressive care unit
(“PCU”). See Exhibit 4. As stated in the September 30, 2015, letter from OHCA to Attorney Dennis
O’Brien, “although Windham is reducing the extent to which critical care services are being offered, it is
not terminating any services” (Exhibit 2).

This is further supported by OHCA’s September 9 determination that no Certificate of Need (“CON™)
was required to transition to a PCU model of care (Exhibit 3). This determination states, “Pursuant to
Conn. Gen. Stat. § 19a-638(a)(5), a certificate of need is required for the ‘termination of inpatient or
outpatient services offered by a hospital...” The Petitioner has represented that the proposed PCU will
offer the same clinical care services that are currently offered in the CCU. As a result, no termination of
services is taking place. Therefore, a CON is not required for the Petitioner’s proposal.”

OHCA had made the same determination for previous proposals. Specifically, this same determination
applied for Certificate of Need Determination Report Number 15-31981-DTR, “Alignment of Clinical
Services at New Milford Hospital” (Exhibit 4). In that Request for Determination, New Milford Hospital
proposed to transition its critical care unit (“CCU”) to a progressive care unit to better manage its patient
population and bridge the gap between a critical care unit and the care delivered within its current
medical-surgical units. As in the case of Windham Hospital, New Milford stated it would maintain the
same level of care and competencies post progressive care unit transition and, also like Windham would
not be terminating any inpatient services currently provided.
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In addition, and as requested by OHCA, Windham Hospital leadership has carefully reviewed all of the
documentation submitted by various individuals to OHCA in opposition to OHCA’s decision confirming
that Windham did not need a CON in connection with its alignment of its existing critical care unit as a
progressive care unit. While we truly appreciate the feedback and the commitment that these individuals
have all demonstrated on behalf of Windham, we do not agree with their position that Windham has
terminated a service.

As stated in the September 3" submission, the same level of service that Windham provides today to
patients cared for in its space designated as the critical care unit will continue to be provided to
Windham’s patients, but within a progressive care model (See Exhibit 6 for the list of services filed in the
original request for Determination by Windham Hospital). Clinical competencies will not be reduced,
and services appropriate for the acuity level of patients treated by Windham will continue to be provided.

The need to transition the critical care unit to a progressive care unit at Windham was precipitated by a
declining average daily census for critical care patients, as well as the patient acuity treated in the clinical
space to date. The American Association of Critical Care Nurses (“AACN”) “Progressive Care Fact
Sheet” (Exhibit 5) cites progressive care as a part of the continuum of critical care, and “patients admitted
to critical care units five to ten years ago are now routinely admitted to progressive care.” The AACN
defines progressive care as care delivered to patients who “fall along the less acute end” of the critical
care spectrum. Additionally, the AACN describes progressive care nursing competencies as
encompassing many of the “same technologies and therapies that were once limited to critical care units.”
The critical care patients treated in the Windham critical care unit meet the definition of progressive care
patients.

Windham cannot provide the same level of care that is provided by tertiary and quaternary hospitals.
Tremendous resources are required to provide such critical care, including the latest medical technology
and life-saving equipment; 24/7 staffing by board certified intensivists, specifically trained to address
complex medical needs of critically ill patients, and supported by a variety of specialists not available at
Windham Hospital, and certified critical care nurses, referred to as “CCRNs.”" Windham is capable, and
well equipped, however, to treat patients requiring lower-acuity critical care and progressive care
services, as evidenced by its “Intermediate Care Guidelines for patients in the Critical Care Unit:
Admissions, Down-grades, Transfers, and Discharge Criteria Policy” and its “Critical Care Unit

1 CCRN certification is a credential granted by AACN Certification Corporation (Exhibit 7). CCRNs meet specific standards,
including holding a current and unencumbered licensure as an RN or APRN and clinical practice requirements: eligibility is
granted upon passing an exam which is accredited by the National Commission for Certifying Agencics. The AACN states “the
CCRN exam is for nurses who work al the bedside of acutely and/or critically ill patients in areas such as ICUs, CCUs,
respiratory ICUs, surgical ICUs, medical/surgical ICUs, cardiac/surgical ICUs, neuro/neurosurgical ICUs, PICUs, NICUs,
critical care transport/flight, trauma units, emergency departments and in nurse anesthesia — or in other units as appropriate.
Final determination of eligibility is not based on unit type but on patient acuity, as patient placement varics by facility and bed
availability” [emphasis added]. No registered nurses currently employed by Windham Hospital hold the CCRN certification
simply because Windham nurses do not have the type of experience that would qualify them to achieve or maintain certification.
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Admission, Transfer, and Discharge Criteria Policy” (Exhibit 8). Windham’s definition of intermediate
care is consistent with the AACN definition of progressive care, and this fact has not changed. The
progressive care unit at Windham will attain efficient management of resources and operational
efficiencies which are vital to the sustainability of Windham, while still enabling the provision of the right
care, at the right time, in the right place for patients.

Based on historical utilization and patient-complexity (as represented in the original Determination
submitted to OHCA) Windham will address the clinical needs of its critical care patients, and create
sustainable operational efficiencies, by transitioning the current 12-bed unit historically referred to as the
critical care unit at Windham Hospital to a unit that includes four progressive-care beds and eight
medical/surgical beds. Windham Hospital is creating a progressive care unit where the critical care unit
currently exists.

In summary, the level of care that Windham currently provides falls along the less acute end of the critical
care spectrum and that is exactly what will continue to be provided in a progressive care unit. Based on
OHCA’s Determination, the transition is currently underway. Windham, not unlike New Milford
Hospital, has appropriately allocated its limited resources in the most efficient manner so that it can
continue to best serve the community’s health needs.

If you have any further questions, please let me know.

David A. Whitehead

President
Windham Community Memorial Hospital

Sincerely,

cc: Joan Feldman, Esq.



Affidavit

Petitioner:  Windham Community Memorial Hospital

Project Title: Alignment of Critical Care Unit as a Progressive Care Unit (15-32026-DTR)

I, David A. Whitehead, President of Windham Community Memorial Hospital, being duly
sworn, depose and state that the information provided in the enclosed letter is true and
accurate to the best of my knowledge.

# 7 L i

Signature Dat

Subscribed and sworn to before me on. () Ct 6 oo - CQQL ADLS

Qcéf;ta, 77,(/1,23_)

Notary Public/Commissioner of Superior Court

My commission expires: _ /(/30 /20,7
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Office of Health Care Access
Certificate of Need Application

Final Decision

Applicants: Windham Community Memorial Hospital,
Inc. and Hartford Health Care
Corporation, Inc.

Docket Number: 08-31178-CON

Project Title: Integration of Windham Community
Memorial Hospital, Inc. into Hartford
Health Care Corporation, Inc.

Statutory Reference: Sections 19a-638, C.G.S.
Filing Date: November 3, 2008
Public Hearing Date: January 6, 2009
Decision Date: January 29, 2009
Default Date: February 1, 2009

Staff: Tillman Foster

Steven W. Lazarus
Sharon Malinowski

Project Description: Windham Community Memorial Hospital, Inc. (“WCMH™ or “Hospital™) and
Hartford Health Care Corporation, Inc. (“HHCC™) propose the integration of WCMH into HHCC,
with no associated capital expenditure.

Nature of Proceedings: On November 3. 2008, the Office of Health Care Access (“OHCA™)
received the completed Certificate of Need (“CON™) Application of WCMH and HHCC for the
integration of WCMH into HHCC, with no associated capital expenditure. WCMH and HHCC
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(collectively known as the “Applicants™) are considered to be health care facilities or institutions for
purposes of this CON as defined by Section 19a-630 of the Connecticut General Statutes FCG.87)

Pursuant to Section 19a-638, C.G.S., a public hearing regarding the CON application was held on
January 6, 2008. On December 8, 2008, the Applicants were notified of the date, time, and place of
the hearing. On December 6, 2008, notices to the public announcing the hearing were published in
The Hartford Courant and on December 8, 2008, in The Chronicle.

Commissioner Cristine A. Vogel served as Presiding Officer. The hearing was conducted as a
contested case in accordance with the provisions of the Uniform Administrative Procedure Act
(Chapter 54 of the Connecticut General Statutes) and Section 19a-638, C.G.S., the Presiding Officer
heard testimony from the Applicants and their witnesses.

OHCA’s authority to review and approve, modify or deny this proposal is established by Section 19a-
638, C.G.S. The provisions of this section as well as the principles and guidelines set forth in Section
19a-637, C.G.S., were fully considered by OHCA in its review.

Findings of Fact

Clear Public Need
Impact on the Applicants’ Current Utilization Statistics
Contribution of the Proposal to the Accessibility and Quality of
Health Care Delivery in the Region

1. Windham Community Memorial Hospital, Inc. (*“WCMH?” or “Hospital™) is a Connecticut
corporation located at 112 Mansfield Avenue, Willimantic, Connecticut and operates a 144
licensed bed acute care hospital. (CON Application, 08-31178-CON, HHCC and WCMH Integration
Agreement, Appendix B, and Office of Health Care Access, | lospital Reporting System, IFY 2007, Report 400)

2. Hartford Health Care Corporation (*HHCC”) located at 80 Seymour Street, Hartford,
Connecticut, is the parent corporation of Hartford Hospital, in Hartford and MidState Medical
Center in Meriden. (November 3, 2008, CON Application, page | and Office of Health Care Access, Hospital
Reporting System, FY 2007, Report 400)
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3. WCMH and HHCC (“Applicants™) are proposing the integration of WCMH into HHCC, with no
associated capital expenditure. (June 2, 2008, Letter of Intent and November 3. 2008, CON Application,
pages [-8)

4. Under the proposed integration WCMH will become a wholly-owned subsidiary of HHCC
similar to Hartford Hospital and MidState Medical Center. (June 2, 2008, Letter of Intent)

5. The organization chart of WCMH and its affiliates before integration with HHCC is as follows:

Chart One: WCMH Organization Chart Prior to Integration into HHCC:

.

Windham Family Windham ici
. " Windham Physician 5
Medical Semtfl. P.C. Tz::;:};oﬁa'cm Professional Office Hospital Med-East Tolland 'mfg'“q
(Rweriiment & Mot i Ine. Condo Assoc, Inc. Organization, Inc.* Associates, LLC* ol

For Proft Ensty
“Non-AMkated Entity

Source: CON Application DN 08-31178-CON, Proposed Integration Agreement,
Schedule 2.2

6. The following table lists affiliated and non-affiliated entities currently under WCMH (prior to the
proposed the integration):

Table 1: Affiliated and Non-Affiliated WCMH Entities

Affiliated Entities
Entity WCMH Ownership
Percentage
Windham Family Medical Services, P.C. One Hundred Percent
Windham Hospital Foundation, Inc. One Hundred Percent
Windham Professional Office Condominium Association, Inc. One Hundred Percent
Non-Affiliated Entities
Windham Physician — Hospital Organization, Inc. Fifty Percent
Med-East Associates, LLC Fifty Percent
Tolland Imaging Center, LLC Fifteen Percent
Health Connecticut, LLC (Connecticut Hospital Association Entity) | WCMH one of 18
Hospital owners

Note: “Affiliated™ entities are describe as having greater than 50% WCMH ownership;
“Non-Affiliated” are described as having 50% or less WCMH ownership
(CON Application, 08-31178-CON, Schedule 2.2 of HHCC and WCMH Integration Agreement,
December 30, 2008 Prefile Testimony, Response to OHCA Interrogatories, page 127 and January 6,
2009, Applicants Public Hearing Testimony)
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7. The organization chart of HHCC before integration with WCMH is as follows:

Chart Two: HHCC Organization Chart prior to the proposed Integration:

Source: Hartford Hospital, Docket Number 07-0054AR, FY 2007 Annual Reporting

8. The proposed orZAQIFREGRRRIHAY WCMH and its afMidStateiMedieatation into HHCC as Hartford Hospital
artners
follows: "_ab}’ Center (Jefferson House)

Chart Three: WCMH Organization Chart After Integration into HHCC:
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Sources: CON Application DN 08-31178-CON, Proposed Integration Agreement,
Schedule 2.2 and Hartford Hospital, Docket Number 07-0054AR, Y 2007
Annual Reporting

9. Asof Integration Agreement’s closing date, the Board of Directors of WCMH will consist of
eighteen (18) individuals, three (3) of which are ex-officio. serving on the WCMH Board of
Directors as set forth in Schedule 1.3 of the Integration Agreement. (CON Application, 08-31178-
CON, December 30, 2008, Prefile Testimony and Response to OHCA Interrogatories, HHCC and WCMH
Integration Agreement, page 126)

10. Section 3.1 of the Pre-Closing Amended and Restated Bylaws (or Schedule 1.2 of Integration
Agreement) sets forth that the WCMH Board shall not consist of any more than 18 directors, and

only HHCC shall have the exclusive right to elect directors or fill any vacancy on WCMH’s Board.
(September 18, 2008, Initial Certificate of Need Application, Pre-Closing Amended and Restated Byvilaws or Schedule
1.2 of HHCC and WCMH Integration Agreement, page 4)

11. Under Article V of the Pre-Closing Amended and Restated Certificate of Incorporation WCMH
shall operate under the management of its Board of Directors having all the necessary corporate
power and authority to own, lease and use its properties and to operate its businesses as now being

conducted as set forth in Clause 2.2 of the Integration Agreement. (September 18, 2008, Initial
Certificate of Need Application, 08-31178-CON, Pre-Closing Amended and Restated ‘ertificate of Incorporation or
Schedule 1.1 of HHCC and WCMH Integration Agreement, Article V)

12. HHCC shall have the following powers and rights as set forth in Section 1.3 of Schedule 1.2:

(a) The sole power to elect and remove, with or without cause members of the WCMH Board.

(b) Review and approve, disapprove, or modify annual operating and capital budgets; significant
proposed programs and expenditures, the purchase of significant operating or capital assets
not contemplated in an approved budget or plan; and the borrowing of any sum in excess of
$1,000,000 with a stated term of greater than one year.

(¢) Approve, disapprove, modify or direct the implementation of strategic plans, programmatic
plans; health care standards of care; utilization review; and program coordination with other
entities or persons in HHCC’s health care system.

(d) Approve or disapprove any voluntary dissolution, merger or consolidation of WCMH or the
sale, pledging, leasing or transfer of any substantial amount of WCMH?’s assets or the
creation or acquisition of any significant subsidiary or affiliate corporation, significant
contracts which WCMH in its discretion may refer to HHCC for review or approval; the
selection of certified public accountants for WCMH; the filing of any Certificate of Need
application for an expenditure or program outside of WCMH’s ordinary business.

(e) Approve or establish guidelines or parameters for governing WCMH’s participation in
managed care contracts. (September 18, 2008, Initial Certificate of Need Application, Pre-Closing
Amended and Restated Bylaws or Schedule 1.2 of HHCC and WCMH Integration Agreement, page 4)

13. When WCMH is integrated into HHCC there will be no change in ownership of WCMH’s
affiliated entities except that HHCC will become the sole member of WCMH as set forth Section
1.2 of Schedule 1.2 and the affiliated entities will remain unchanged as listed in Schedule 2.2 of the
Integration Agreement. (September 18, 2008, Initial Certificate of Need Application, Schedule 1.2 of the
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Integration Agreement, Schedule 2.2 of HHCC and WCMH Integration Agreement, December 30, 2008, Prefile
Testimony and Response to OHCA Interrogatories)

14. WCMH shall maintain its Board of Corporators (“Corporators™) consisting of no more than 150
members who are adults who either work or reside in the towns listed in Section 2.4 of Schedule
1.2, but it will serve only in an advisory capacity to WCMH’s Board. (September 18, 2008, Initial
Certificate of Need Application, Pre-Closing Amended and Restated Bylaws or Schedule 1.2 of the HIICC and WCMH
Integration Agreement, page 4)

15. The Independent Practice Association which owns fifty percent of Windham Physician-Hospital
Organization, Inc., supports the proposed Integration of WCMH into HHCC. (September 18, 2008,
Initial Certificate of Need Application, Testimony of Windham Community Memorial | lospital, January 6, 2009,
Public Hearing)

16. The Applicants state that historically, WCMH has had a close relationship with Hartford Hospital
and with respect to medical staff referrals for tertiary level services as well as for other
programmatic collaboration. This relationship has included successful clinical efforts in oncology,
cardiology and emergency medicine. It has also assisted in allowing WCMH to participate in

National Institutes of Health (“NIH”) clinical research trials and other research projects.
(September 18, 2008, Initial Certificate of Need Application, Prefile Testimony of Richard A. Brevnik, President and
Chief Executive Officer of Windham Community Memorial Hospital, January 6, 2009, page 5)

17. According to the Applicants:

(a).In spring 2006, a strategic partnership agreement was signed by the Boards of both
organizations,

(b).In January 2007, the leadership of WCMH, including the Board, Administration and
Medical Staff embarked upon a comprehensive strategic planning process. Principles for
affiliation were identified and given the longstanding relationship of both institutions,
formal discussions were pursued with HHCC. Concurrently with the formal adoption of
the revised strategic plan in early summer 2007, actions were implemented by both
administrations and boards to develop an agreement. These agreements were approved in
August of 2007,

(¢). Formal votes of WCMH were taken in the spring of 2008 and the Corporators of WCMH
took a vote in June 2008, approving this affiliation and the documents necessary for

implementation.
(September 18, 2008, Initial Certificate of Need Application, pages 2-3)

18. The Applicants stated that:

(a). The day to day operations of WCMH will remain the responsibility of the WCMH Board
of Directors, the Chief Executive Office and administrative staff,

(b) The reserve powers of the agreement require WMCH to get approval from HHCC for
certain fundamental decisions that will be subject to HHCC’s or the members approval
(e.g., annual budgets, major capital purchases exceeding certain capital thresholds, and
Certificate of Need projects), and

(¢) No consolidation of services are planned at this time. However, it is possible in
accordance with further development of the HHCC integrated Health Care delivery system
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19.

20.

21.

22,

23.

that certain services will not be duplicated at each member entity. It is also anticipated that
certain administrative, management and technical services may be consolidated more

immediately in order to achieve economies of scale and enhanced quality of service.
(November 3, 2008, Responses to OHCA s Completeness Letter, page 3)

According to the Applicants, WCMH will be integral to HHCC plan to advance the quality of

Health Care delivered to residents in the region served by WCMH. (November 3, 2008, Responses to
OHCA's Completeness Letter, page 4)

As set forth in Section 8.3 of the Integration Agreement, the HHCC Board of Directors will
continue to be the principal policy making and decision making body for the System.
Accordingly, WCMH management will have system accountability together with internal
reporting relationships. (September 18, 2008, Initial Certificate of Need Application, Section 8.3 of the
Integration Agreement, page 21)

The following utilization data is related to WCMH, as reported in the Patient Census Report of
September 2008:

2008 2007
Total WCMH Admissions 5,744 5,742
Medical-Surgical Service 4,724 4.651
Emergency Dept. Visits 29,054 26,822

(Patient Census Report, September, 2008)

WCMH stated that through the proposed integration, it will be better able to recruit primary care
physicians and to explore development of primary care group sites in key locations throughout
WCMH's service area. (December 30, 2008, Prefile Testimony of Mr. Richard A. Brvenik, President and Chief
Executive Officer of WCMH, pages 5-6)

The Applicants state that the direct benefits of the integration to HHCC include the following
opportunities:

(a). Additional opportunities for Clinical research,

(b). Teaching,

(¢) Implementation of quality initiatives,

(d) Shared best practices,

(e) Volume purchasing,

(f) Consolidation of certain administrative services,

(2) Deployment of expensive technologies throughout the system,

(h) Spreading of risk, and

(i) Recruitment of medical talent by virtue of system size and coordinated efforts.
(November 3, 2008, Responses to OHCA 's Completeness Letter, page 2)
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24. According to the Applicants, benefits of the integration to be derived by WCMH include the
following opportunities:

(a) Improved ability to recruit physicians,

(b) Increase market share in secondary service area communities,
(c) Access managed care contracting expertise,

(d) Purchase select clinical and administrative services,

(e) Achieve economies of scale,

(f) Improve the balance sheet by refinancing existing debt,

() Increase the services and technology offered locally,

(h) Decrease the out-migration of patients,

(i) Improved ability to access capital at a lower cost, and

() Reduce operating costs by being able to utilize the purchasing power of HHCC.
(September 18, 2008, Initial Certificate of Need Application, page 4)

Financial Feasibility of the Proposal and its Impact on the Applicants’
Rates and Financial Condition
Impact of the Proposal on the Interests of Consumers of Health Care
Services and Payers for Such Services
Consideration of Other Section 19a-637, C.G.S. Principles and Guidelines

25. The projected three-year incremental revenue from operations, total operating expense and

losses/gains from operations associated with the proposed integration are presented in the table

below:

Table 3: WCMH’s Incremental Financial Projections

Description FY 2009 FY 2010 FY 2011
Incremental Revenue from Operations 50 $0 $0
Incremental Total Operating Expense $(600,000) $(600,000) $(600,000)
Incremental Gain from Operations $600,000 $600,000 $600,000
Revenue Over/(Under) Expenses $600,000 $600,000 5600,000

(September 18, 2008, Initial Certificate of Need Application, Financial Attach. I, number 12.C (i)

26. Ata minimum is projected to save WCMH $600,000 annually for FYs 2009-2011. The annual
savings is primarily due to better financial terms attributable to WCMH’s new affiliation with
HHCC. (CON Application, 08-31178-CON, Pro Forma Attachment I, Appendix M and Prefile Testimony of Richard
A. Brevnik, President and Chief Executive Officer of Windham Community Memorial Hospital, January 6, 2009,

Public llearing, page 5)
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27. HHCC’s current payer mix and projected with the CON proposal is as follows:

Table 4: Current and Three-Year Projected Payer Mix with the CON Proposal

Total HHCC Year 1 Year 2 Year 3
Current R . .
Payer Mix Projccte_d Progccte'(l Projectcfl
Payer Mix Payer Mix Payer Mix
Medicare 40% 40% 40% 40%
Medicaid (includes other 12% 12% 12% 12%
medical assistance)
TRICARE and CHAMPUS 3% 3% 3% 3%
Total Government 55% 55% 55% 55%
Commercial Insurers* 45% 45% 45% 45%

Uninsured (1)
Workers Compensation (1)
Total Non-Government 45% 45% 45% 45%
Total Payer Mix 100% 100% 100% 100%
* Includes managed care activity
(1) Included in Commercial Insurers
(September 18, 2008, Initial Certificate of Need Application, page 17)

28. WCMH’s current payer mix and projected payer mix with the CON proposal is as follows:

Table 5: Current and Three-Year Projected Payer Mix with the CON Proposal

Total WCMH c Year 1 Year2 Year3
urrent . 2 s
Payer Mix Prolcctefl Pro;cctcfi PrOJectefJ
Payer Mix Payer Mix Payer Mix

Medicare* 58% 58% 58% 58%

Medicaid *(includes other 20% 20% 20% 20%

medical assistance)

TRICARE and CHAMPUS

Total Government 78% 78% 78% 78%

Commercial Insurers* 21% 21% 21% 21%

Uninsured 1% 1% 1% 1%

Workers Compensation

Total Non-Government 22% 22% 22% 22%

Total Payer Mix 100% 100% 100% 100%

* Includes managed care activity

(1) Included in Commercial Insurers

Based on hospital discharges

(September 18, 2008, Initial Certificate of Need Application, page 17)

29. WCMH stated that the most recent data indicate the payer mix for WCMH as a percent of gross
revenue is: Medicare 39%, Medicaid 17%, commercial insurance 40% and self-pay 4%, which is

significantly less positive than that of the average Connecticut acute care hospital. (December 30,
2008, Prefile Testimony of Richard A. Brevnik, President and Chief Executive Officer of Windham Community
Memorial Hospital)

30. WCMH stated given the demographics of its patients, financial analyses and forecasts showed that
as a free-standing hospital, WCMH would be hard pressed to achieve an operating gains of even
[% in future years, accordingly financial analysts seek operating margins in the range of 4-5% to
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31.

32.

33.

34.

35.

36.

37.

38.

assure future viability and institutional financial health. (December 30, 2008, Prefile Testimony of Richard
A. Brevnik, President and Chief Executive Officer of Windham Community Memorial Hospital)

WCMH stated that it is a safety net provider for the region it serves. In order to sustain this role
WCMH felt it needed to strengthen its long-term financial stability. Consequently becoming a part
of HHCC was viewed as critical to its long-term financial stability. (CON Application, 08-31178-CON,
Schedule 2.2 of HHCC and WCMH Integration Agreement, December 30, 2008, Response to OHCA Interrogatories,
pages | & 2)

Richard A. Brevnik, President and Chief Executive Officer of WCMH., stated that in order to
achieve its institutional goals, WCMH required an estimated $43 million dollars in capital over
five year period covering, FY 2007 through 2012. The required capital would be earmarked for the
following purposes:

Refinancing of WCMH’s pension fund;
Refinancing of WCMH’s Long-Term Debt:
Physician recruitment;
Facility upgrades; and
¢. Acquiring other medical technologies.
(CON dpplication, 08-31178-CON, Testimony of Richard A. Brevnik, President and C hief Executive Officer of
Windham Community Memorial Hospital, January 6, 2009, Public | learing)

SE

There is no State Health Plan in existence at this time. (September 18, 2008, Initial Certificate of Need
Application, page 2)

The Applicants stated that this proposal is consistent with each of their respective long-range plans.
(September 18, 2008, Initial Certificate of Need Application, page 2)

The Applicants have improved productivity and contained costs in the past year through the
application of new technology, undertaking energy conservation measures and employing group
purchasing methods. (September 18, 2008, Initial Certificate of Need Application, page 12)

The proposal will not result in any change to the Applicants’ teaching or research responsibilities.
(September 18, 2008, Initial Certificate of Need Application, page 12)

There are no distinguishing characteristics of the Applicants’ patient/physician mix that makes the
proposal unique. (September 18, 2008, Initial Certificate of Need Application, page 12)

The Applicants have sufficient technical and managerial competence and expertise to provide
efficient and adequate service to the public. (Seprember 18, 2008, Initial Certificate of Need Application,
pages 10-11 and Appendix D )
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Rationale

The Office of Health Care Access (“OHCA™) approaches community and regional need for Certificate
of Need (“CON™) proposals on a case by case basis. CON applications do not lend themselves to
general applicability due to a variety of factors, which may affect any given proposal; e.g. the
characteristics of the population to be served, the nature of the existing services, the specific types of
services proposed to be offered, the current utilization of services and the financial feasibility of the
proposal.

Windham Community Memorial Hospital, Inc. (WCMH”) and Hartford Health Care Corporation, Inc.
("HHCC?) propose the integration of WCMH into HHCC, thereby, making WCMH a wholly owned
subsidiary of HHCC, similar to Hartford Hospital and MidState Medical Center. WCMH has
historically had a close relationship with Hartford Hospital (a subsidiary of HHCC) and its medical
staff for referral for tertiary level services, as well as for other programmatic collaboration. Even
though the Applicants are not planning any consolidation of service at this time, further development
of HHCC integrated Health Care delivery system in the future will lead to certain services not being
duplicated at each member entity of HHCC.

This partnership between the Applicants has been in place since January of 2007 and was formalized
in June of 2008. As a result of this proposed integration, there will be no change in ownership of
WCMH’s affiliated entities, as they will continue to operate under WCMH. HHCC will become the
sole member of WCMH as set forth in the written agreements provided to this agency. The day to day
operations of WCMH will remain the responsibility of the WCMH Board of Directors, the Chief
Executive Officer and Administrative Staff; however, the reserve powers of the agreement between the
Applicants require WMCH to get approval from HHCC for certain fundamental decisions which will
be subject to HHCC’s or the members approval.

This proposal will improve the quality of health care delivered to patients in the region. This proposal
will allow WCMH to improve its ability to recruit physicians, improve its managed care contracts,
refinance its existing debt, access to capital at lower cost and reduce its overall operating costs. HHCC
will intern have opportunities for additional clinical research, shared best practices and deploy
expensive technologies through the system. It appears to OHCA that this proposal is mutually
beneficial for both Applicants. WCMH’s utilization has stayed steady or increased between FY 2007
and 2008 for total admissions, medical surgical services and emergency department, leading OHCA to
believe that the financial challenges appear to be more related to the patient mix. WCMH will be an
integral part of HHCC’s plan to advance the quality of health care delivery to its patients in the region
and the Applicants testified that they will improve access to primary care services. The Applicants,
also stated that currently they will not be terminating any services; however, OHCA realizes that in the
future the reduction of duplicative services may be necessary to further strengthen the financial
viability of the system.

WCMH projects gains from operations, incremental to the proposal of $600,000 for FYs 2009-2011,
the first thee years of the proposal, which is a result of WCMH’s relationship with HHCC which aided
in restructuring of WCMH’s existing debt. This proposal provides longer term financial viability to
the system of care. HHCC is projecting gains from operations, incremental to the proposal of
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$1.850,960. $1,942,000 and $1,238,000, for FYs 2009-2010. WCMH and HHCC’s financial
projections and volumes upon which they are based appear to be reasonable and achievable.
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ORDER

Based on the foregoing Findings and Rationale, the Certificate of Need application of

Windham Community Memorial Hospital (“WCMH” or “Hospital™) and Hartford Health Care
Corporation, Inc. (“HHCC”) (together referred to as “Applicants™) for the integration of WCMH into
HHCC with no associated capital expenditure, is hereby Approved, subject to the following
conditions:

I This authorization expires on January 31, 2010. Should the Applicants proposal not be
completed (i.e. final agreement are executed) by that date, the Applicants must seek further
approval from OHCA to complete the project beyond that date.

(R

Within 60 days of the completion of the integration of WCMH into HHCC, the Applicants
shall file with OHCA; a full copy of any and all signed, dated and completed final integration
agreements including attachments indicating the integration of WCMH into HHCC has
occurred.

3. Ifin the future there is any change in the ownership structure of WCMH or its affiliates or any
change in control of WCMH, the Applicants shall file a CON Determination From with
OHCA.

4. Ifin the future there is any change in WCMH service availability as a direct result of this
proposal, the Applicants shall file a CON Determination Form with OHCA.

5. As there is no associated capital expenditure with this proposal, in the event that the
Applicants learn of potential costs associated with this proposal, the Applicants shall notify
OHCA immediately

All of the foregoing constitutes the final order of the Office of Health Care Access in this matter.
By Order of the
Office of Health Care Access

Signed by Commissioner Vogel on January 29, 2009

Date Cristine A. Vogel
Commissioner
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
":g@‘ oo Office of Health Care Access

September 30, 2015

Dennis O’Brien, Esq.
120 Bolivia Street
Willimantic, CT 06226

RE:  Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Attorney O’Brien:

Thank you for your letter of September 25, 2015 regarding the determination issued by the Office
of Health Care Access (“OHCA”) under Docket Number 15-32026-DTR.

OHCA understands and appreciates your concerns. In making its determination OHCA’s
jurisdiction is limited by Conn. Gen. Stat. § 192-638: specifically § 19a-638(a)(5) in this matter.
§ 19a-638(a)(5) mandates that a certificate of need be filed when a hospital is proposing to
terminate inpatient or outpatient services offered by the hospital. The information provided by
Windham Hospital in its 2020 form, and further confirmed via written communications between
OHCA and Windham Hospital, the services currently being offered in the critical care unit will
continue to be offered in the new progressive care unit. While Windham Hospital may be
reducing the extent to which services are being offered, it is not terminating any services.
OHCA'’s jurisdiction does not extend to reductions in the hours a particular service is offered or
the number of beds used to offer that service.! Therefore, OHCA has no le gal basis upon which it
can require Windham Hospital to file a certificate of need application.

At your convenience, the complete record of this matter can be viewed on OHCA’s website at
http://www.ct.gov/dph/ohca.

Sincerely,
/{{,//l/f/}/} a

Kimberly R. Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSR

' Conn. Gen. Stat. § 19a-638(a)(12) requires a certificate of need for an increase in the licensed bed capacity of a
health care facility. However, Windham Hospital is not seeking an increase in its licensed bed capacity.
An Equal Opportunity Provider
(If you require aid/accommodation to participate Jully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7053 Email: OHCA@ct.gov



Exhibit 3



; STATE OF CONNECTICUT
gﬁﬁ DEPARTMENT OF PUBLIC HEALTH
b : & Ace
“@@% %ﬁﬁ Olffice of Health Care Access
September 9, 2015

Janette Edwards

Director Planning & Business Development
Windham Community Memorial Hospital
112 Mansfield Avenue

Windham, CT 06226

RE:  Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Edwards:

On September 4, 20135, the Office of Health Care Access (“OHCA”™) received your Certificate of
Need (“CON™) Determination request on behalf of Windham Community Memorial Hospital
(“Petitioner”) with respect to the alignment of clinical services at Windham Hospital.

Windham Hospital is a licensed nonprofit hospital and part of Hartford HealthCare Corporation.
Windham Hospital currently provides inpatient care on three (3) inpatient units, including a 30-
bed medical-surgical unit, a 23-bed medical-surgical unit, and a 12-bed critical care unit
(“CCU”). The Petitioner is proposing to implement a progressive care unit (“PCU”) in place of
its CCU and reduce the number of beds in the PCU to four (4). The medical services currently
provided in the CCU will continue to be provided in the new PCU to the same patient
population. Also, there is no proposed change to the Petitioner’s license.

Pursuant to Conn. Gen. Stat. § 19a-638(a)(5), a certificate of need is required for the “termination
of inpatient or outpatient services offered by a hospital...” The Petitioner has represented that the
proposed PCU will offer the same clinical care services that are currently offered in the CCU. As
a result, no termination of services is taking place. Thercfore, a CON is not required for the
Petitioner’s proposal.

Sincerely,

YA S
Kimberly R, Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSR

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860} 418-7001 Fax: (860) 418-7053 Email: OHCA@ct.gov
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Greer, Leslie

e e ]
From: Martone, Kim
Sent: Tuesday, February 24, 2015 3:59 PM
To: Hansted, Kevin
Cc: Greer, Leslie
Subject: FW: OHCA Determination
Attachments: OHCA Determination 02 24 2015.pdf
Importance: High

From: Johnson, Michelle [mailto:Michelle.Johnson@wchn.org]
Sent: Tuesday, February 24, 2015 3:43 PM

To: Martone, Kim

Cc: Herlihy, Sally

Subject: OHCA Determination

Importance: High

Sent on behalf of Sally Herlihy, VP Planning, Western Connecticut Health Network:

Please find attached a Determination Request on behalf of Western Connecticut Health Network, Inc. If you have any
questions please contact Sally Herlihy, VP Planning at 203-739-4903, or sally.herlihy@wchn.org.

The original document will be sent to the OHCA offices by mail.

Thank you.

Michelle Johnson
Executive Assistant to Senior Administrators
Western Connecticut Health Network

203-739-4935

( WESTERN CONINECTICLIT
/" HEALTH NETWORK

UANBURY HOSPITAL - NEW MILFORD HOSPITAL

s). IF it is not clear that you are the intended recipient, you are hereby notified that you
pying or distribution or dissemination is strictly prohibited. If you suspect that you have
Western Connecticut Health Network immediately by email reply to the sender, and delete the

This transmittal is intended for a particular add
red this transmittal in error; any re
this transmittal in error, please notify

transmittal and any attachments.
READER BEWARE: Internet e-mail is inhel ently insecure and occasionally unreliable. Please contact the sender if you wish to arrange for
secure communication or to verify the contents of this message.



State of Connecticut
Office of Health Care Access
CON Determination Form
Form 2020

All persons who are requesting a determination from OHCA as to whether a CON is
.required for their proposed project must complete this Form 2020. The completed form
should be submitted to the Director of the Office of Health Care Access, 410 Capitol
Avenue, MS#13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308.

SECTION I. PETITIONER INFORMATION

If this proposal has more than two Petitioners, please attach a separate sheet,

supplying the same information for each Petitioner in the format presented in the
following table.

o ~ Petitioner
The Danbury Hospital

" Full Legal Name

' Doing Business As [ New Milford Hospital

' Name of Parent Corporation | Westemn Connecticut Health
| | Network, Inc. (WCHN)

| Petitioner's Mailing Address, if Post Office ' 24 Hospital Avenue
- (PO) Box, include a street mailing address | Danbury, CT 06810
! for Certified Mail

' What is the Petitioner’s Status; | NP
P for profit and |
NP for Nonprofit

i

!
| Contact Person at Facility, including | Sally F. Herlihy, MBA, FACHE
| Title/Position: . VP, Planning

| This Individual at the facility will be the 4




Petitioner's Designee to receive all |

' correspondence in this matter.
i

| Contact Person’s Mailing Address, if PO | 24 Hospital Avenue

Box, include a street mailing address for Danbury, CT 06811

Certified Mail
Contact Person's Telephone Number '203-739-4903 L e
Z e R Ve e et i S

Contact Person’s Fax Number 203-739-1974
Contact Person's e-mail Address ‘sally.herlihy @wchn.org

P

SECTION Il. GENERAL PROPOSAL INFORMATION

a.

b.

e.

Proposal/Project Title: Alignment of Clinical Services
Estimated Total Project Cost: $0

Location of proposal, identifying Street Address, Town and Zip Code: New
Milford Hospital, 21 Elm Street, New Milford, CT 06776

List each town this project is intended to serve: Existing communities (no
changes)

Estimated starting date for the project: March 2015

SECTION IV. PROPOSAL DESCRIPTION

Please provide a description of the proposed project, highlighting each of its important
aspects, on at least one, but not more than two separate 8.5” X 11” sheets of paper. At
a minimum each of the following elements necd to be addressed, if applicable:

1

If applicable, identify the types of services currently provided and provide a copy of
each Department of Public Health license held by the Petitioner.

Identify the types of services that are being proposed and what DPH licensure
categories will be sought, if applicable.

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

2




Overview

WCHN’s mission is to “improve the health of every person we serve through the efficient
delivery of excellent, innovative and compassionate care.” In furtherance of this
mission, we endeavor to provide the right care, at the right place and the right time.
WCHN has been considering the appropriate management of the continuum of critical
care patients at the New Milford Hospital (NMH) campus and the appropriate utilization
of the recently opened new Critical Care Unit at the Danbury Hospital campus (DH)
which features the latest medical technology and life-saving equipment, along with
round-the-clock access to the specialists (neurologists, cardiologists, nephrologists,
infectious diseases, etc.) required to deliver their care. Since 2009 (well before NMH'’s
affiliation with WCHN), NMH has been transferring the most critically-ill patients from
NMH to DH based on determinations by the NMH medical staff that DH offered critically-
ill and injured patients a higher level of care. WCHN now desires to efficiently address
the clinical needs of NMH’s inpatients by consolidating its CCU beds within a
progressive care unit located within NMH's 3-East medical-surgical unit. There is no
proposed change to the DH license (see Exhibit 1).

Background

At NMH, the inpatient clinical care is currently provided in two locations, a 35-bed
medical surgical unit located on its third-floor (referred to as “3-East”), and an 8-bed
critical care unit located on the second floor of the same building (called the “CCU”).
The average daily census (“ADC”) at NMH for medical surgical patients during FY14
was 20 patients, with an ADC of only 2 patients in the CCU throughout FY14 and
current FY15 (Q1) and no material change in activity from FY13. The CCU is operating
at 25% occupancy (2 of the 8 available beds) and there is an average length of stay of
4.0 days. The CCU beds located on the second floor have separate staffing, and are
underutilized, resulting in inefficiency.

Discussion

Based on the patient-complexity and historical utilization of the CCU at NMH, NMH
proposes to implement a progressive care unit on its third floor, within its medical-
surgical unit on 3-East. This efficient management of clinical and operational resources
supports the provision of the right care, in the right location, at the right time. This
approach also bridges the gap between a critical care unit complexity level of service
and the care provided on the current medical-surgical unit:

e The American Association of Critical Care Nurses (‘“AACN") recognizes
progressive care as part of the continuum of critical care.

» Per AACN, progressive care patients are moderately stable with less
complexity, require moderate resources and require intermittent nursing
vigilance or are stable with high potential for becoming unstable and require an
increased intensity of care.

o Characteristics of progressive care patients include: a decreased risk
of a life-threatening event, a decreased need for invasive monitoring,
increased stability, and an increased ability to participate in their care.

3



The patients who have been treated on the second floor in the CCU satisfy the definition
of progressive care patients. There will be no change in the clinical care provided for
these patients with co-location of the progressive care unit within the 3-East medical-
surgical unit:
* The co-location of patients on 3-East will offer additional nursing resources and
efficiencies to better address patient needs.
 The patients will be managed with the same level of technology that currently
exists in the separate CCU. The centralized monitoring will be relocated and the
unit will be upgraded with wireless monitoring, ensuring the same standard of
care with no reduction in capabilities.
e DH’s new state of the art ICU opened in October 2014. It is staffed by
intensivists, specially trained to address the complex medical needs of critically il
patients and supported by a variety of specialists not available at NMH.

We respectfully request confirmation that consolidation of the second floor CCU at NMH
with the third floor 3-East medical surgical unit will not require a CON.



SECTION V. AFFIDAVIT

(Each Petitioner must submit a completed Affidavit.)

Petitioner: The Danbury Hospital

Project Title: Alignment of Clinical Services

|, Dan DeBarba, EVP, Western Connecticut Health Network, Inc., and President, The
Danbury Hospital, being duly sworn, depose and state that the information provided in

this CON Determination form is true and accurate to the best of my knowledge.

IOH

Signature

25y )5
Date / /

Subscribed and sworn to before me on od -2 IS

Notary Public/Commissioner of Superior Court

My commission expires: j l[\, a‘fj Jl_0jq



Exhibit |
The Danbury Hospital License

STATE OF CONNECTICUT
Department of Public Health
LICENSE
License No. 0039

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

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

The Daubury Hospital is located ar 24 Hospital Avenue, Danbury, CT 06810,
The maximum number of beds shall not exceed at any time:

26 Bassinets
430 General Hospital Beds

This license expires September 30, 2015 and may be revoked for cavse at any time.
Dated at Hartford, Connecticut, October 1,2013.

Satellites:
*New Milford Hospital Campus, 21 Elm Streef, New Milford, CT
*New Milford Hospital Behavioral Health Services, 23 Poplar Street, New Milford, CT
Center for Child and Adolescent Treatment Services, 152 West Street, Danbury, CT
Community Center for Behavioral Health (ADH-PHP), 152 West Street, Danbury, CT
The Pediatric Health Center, 70 Main Strect, Danbury, CT
Seifert & Ford Community Health Center, 70 Main Street, Danbury, CT
Ridgeficld Surgical Center, 901 Ethan Allen Highway, Ridgefield, CT

License revised to reflect:
*Added (2) satellites and increase of 85 General Beds because The Danbury Hospital merged and took
over New Milford Hospital effective 10/1/14.

2&%( fht lee rv
Jewel Mullen, MDD, MPH, MPA
Commissioner




Greer, Leslie
[ — .

From: Hansted, Kevin

Sent: Friday, February 27, 2015 9:15 AM

To: Greer, Leslie

Cc: Martone, Kim

Subject: FW: Determination Report 15-31981-DTR

Leslie, please add the below to the record.
Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

From: Herlihy, Sally [mailto:Sally.Herlihy@wchn.org]
Sent: Friday, February 27, 2015 8:47 AM

To: Hansted, Kevin

Subject: RE: Determination Report 15-31981-DTR

Dear Attorney Hansted,

The medical services provided in the CCU at New Milford Hospital will continue to be provided in the progressive care unit
without any change. Some examples of these services follow:

¢ Unstable Non-invasive ventilation i.e. CPAP or BIPAP

* Hemodynamic instability due to hypovolemia, hemorrhage, sepsis, or other cause

e Central nervous system depression that threatens to compromise airway and protective reflexes

e Severe impairment of renal function or severe electrolyte abnormalities

» Patients requiring extended post-operative care

e Extended intra-operative time and vigorous fluid resuscitation with the probability of fluid shifts and massive third
spacing

» Patients requiring frequent assessments(solid organ injury or abdominal pain with the possibility of emergent
surgery

e Patients with delirium tremens requiring continuous Ativan drip without respiratory failure requiring intubation
Patients requiring continuous observation and pulse oximetry due to upper airway disease such as epiglottitis or
tumor

e Possible intra-operative events (i.e. ST changes, arrhythmias, etc.) which are asymptomatic and
hemodynamically stable

e Arrhythmias that are hemodynamically stable (IE. atrial fibrillation/flutter, supra ventricular tachycardia



e @& o @

Angina pectoris, that is hemodynamically stable but requires intravenous nitroglycerin for prophylaxis of the
angina

Mild to moderate congestive heart failure without signs/symptoms of shock

Hypertensive urgency without evidence of end-organ damage

Drug drips appropriate for PCU management as defined by the institutional critical care committee.

Patients requiring initiation of and maintenance intravenous infusions of anti-arrhythmics, and vasoactive inotropic
medications.

Patients with a tracheostomy tube requiring aggressive pulmonary toileting or requiring arterial blood gases than
once per eight hours. Suctioning is provided every 4 hours or less.

Hemodynamically stable patients with evidence of compromised gas exchanges and underlying disease with the
potential for worsening respiratory insufficiency who require frequent observation and/or continuous positive
airway pressure

Post-op patients after being fully recovered in PACU and meeting all other CSD criteria

Patients requiring monitoring for seizure activity (should be controlled with anticonvulsant medication)

Patient requiring vital signs, lab tests, neuro checks, peripheral pulse checks, | & O no more often than every two
hours routinely. Exceptions: a) patient' s receiving blood products and B) certain 1V infusions, and C) Dilantin
loading doses may have more frequent vital signs

Patient requiring monitoring for obstructive sleep apnea

Please reach out if you require additional information.
Sincerely,

Sally

Sally F. Herlihy, FACHE
Vice President, Planning
Western Connecticut Health Network

203-739-4903

From: Hansted, Kevin [mailto:Kevin.Hansted@ct.gov]
Sent: Thursday, February 26, 2015 11:44 AM

To: Herlihy, Sally

Subject: Determination Report 15-31981-DTR

Dear Ms. Herlihy,

I am in recent of your determination request concerning the consolidation of New Milford Hospital’s CCU beds into a
progressive care unit. Please provide a list of medical services currently provided in the CCU along with a list of the
medical services proposed to be offered in the progressive care unit.

Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this

2



message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.



" STATE OF CONNECTICUT
S %ﬁ DEPARTMENT OF PUBLIC HEALTH
"L%& - Office of Health Care Access

March 11, 2015

Sally F. Herlihy, MBA, FACHE

Vice President, Planning

Western Connecticut [Health Network, Inc.
24 Hospital Avenue

Danbury, CT 06810

RE:  Certificate of Need Determination Report Number 15-31981-DTR
Alignment of Clinical Services at New Milford Hospital

Dear Ms. Herlihy:

On February 24, 2015, the Office of Health Care Access (“OHCA”) received your Certificate of
Need (“CON”) Determination request on behalf of Western Connecticut Health Network, Inc.

(“Petitioner”) with respect to the alignment of clinical services at New Milford Hospital i
(“NMH™). |

NMH is a licensed nonprofit hospital and part of the Western Connecticut Health Network, Inc.
NMH currently provides inpatient critical care in two locations, a 35-bed medical surgical unit
located on its third-floor, and an 8-bed critical care unit (*CCU”) located on the second floor of |
the same building. NMH is proposing to implement a progressive care unit on its third floor,
within its medical surgical unit. The medical services currently provided in the CCU will
continue to be provided in the new progressive care unit without any change.

Pursuant to Conn, Gen. Stat. § 19a-638(a)(5), as amended by P.A. 14-168, a certificate of need is
required for the “termination of inpatient or outpatient services offered by a hospital...” The
Petitioner has represented that the proposed progressive care unit will offer the same clinical care
services that are currently offered in the CCU and the medical surgical unit will remain
operational once the progressive care unit is opened. As a result, no termination of services is
taking place. Therefore, a CON is not required for the Petitioner’s proposal.

Sincerely,
VA L=
Kimberly R. Martone

Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSR

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.0.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Fax: (860) 418-7053 Email: OHCA@ct.gov
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TRANSMITTED/STORED : MAR. 11. 2015 1:28PM
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DEPARTMENT OF PUBLIC HEALTE
w OFFICE OF HEALTH CARE ACCESS

FAX SHEXT

gﬁfﬁ" STATE OF CONNECTICUT
e

TO: Sally ¥. Herlihy
FAX: oS TI7—LF7Y

AGENCY: WCHN

FROM: OHC.A

DATE: 3/11/15 Time:

NUMBER OF PAGES: 2

@ncluding ransmital sheet

B AR - N e e e e )

Comments:
Determination for Report Number 15-31981-IDTR is attached.

PLEASE PITONE Barbara K. Qlejarz IF THERE ARE ANY TRANSMISSION
PROBLEMS.

FPhone: (860) 418-7001 Fax: (860) 418-7053

410 Capitol Ave., MSHIZHCA
P.O.Bux 340308
Hargord, CI° 0613+
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Progressive Care Fact Sheet

Background

in the early 1970s, major medical center recruiters placed advertisernents for both critical care and
progressive care nurses in Heart and Lung. Initially, progressive care units housed post myocardial
infarction patients requiring cardiac menitoring, but not requiring Intensive care and observation. With
the changing healthcare environment, the aculty of patlents admitted to hospitals steadlly Increased
and caused an Increase In the demand for critical care beds. With the increased demand and decreased
availability of critical care beds, patients were often transferred from critical care units white still
requiring an increased level of nursing careé and vigliance. Patients admitted to critical care units five to
ten years ago are now routinely admitted to progressive care.

Progressive care is the term the American Assaciation of Critical-Care Nurses (AACN) uses to collectively
describe areas that are also referred to as intermediate Care Unlts, Direct Observation Units, Step-down
Units, Telernetry Units, or Transitional Care Units as well as to define a specific level of patlent care.
AACN recognizes the need to define and identify the special needs of progressive care Nurses. In 2008,
the Certification Corporation convened a progressive care nursing study of practice. The study of
practice determined the scope of practice, populations served, the core competencies and baslc
knowledge and skill requirements of progressive care nurses and provided a foundation for
development of certlfication exams. Progressive care nurses across the country participated in the
study of practice.

pefinition

The American Association of Critical-Care Nurses recognizes progressive care as part of the continuum of
critical care. AACN Is dedicated to creating a healthcare system driven by the needs of patients and
familles where critical care nurses make their optimal contribution. The AACN Synergy Model! for Patient
Care is the conceptual framework that actualizes the vision. It defines nursing practice based on the
needs of the patient and the characteristics of the nurse 0 attain optimal patient outcomes.

Progressive caré defines the care thatis delivered to patlents whose needs fall along the less acute end
of that continuum. Progressive care patients are moderately stable with less complexity, require
moderate resources and requlre [ntermittent nursing vigllance or are stable with a high potentlal for
becoming unstable and require an Increased Intensity of care. Characterlstics of progressive care
patlents Include: 3 decreased risk of a life-threatening event, a decreased need for invasive monitoring,
increased stability, and an increased ability to participate in thelr care.

Progressive Care patient Location

AACN's Synergy Model assists in defining the progressive care patient. The Synergy Model identifies
patients based on the characteristics and needs that they present and not on the locatlon of the bed
they occupy. Asin critical care, the geographic domaln of progressive carels expanding. Care provided
to progressive care patients Is not limited by geography but is based on the needs and required
interventions of the patlent, While specific progressive care units can be identified, patients requiring
progressive care nursing can be located throughout the hospltal.
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According to the Synergy Model, stability, complexity, vulnerability, resiliency, predictability, resource
avallabliity, participation in care and participation in decision making are the patient characterlstics that 13
describe patient function. The nurse characteristics that typlcally represent comprehensive nursing !
practice include clinical judgment, advocacy, caring practices, collahoratlon, systems thinking, response '
to diversity, clinical inqulry and learning facilltation. The framework, therefore, takes into account the :
unpredictability of the progressive care patient and, based on the patient’s and famlly's needs, the :
competencies of the progressive care nurse. progressive care can be very specialized, with care focused
on a specific system such as cardiac, or more generalized, as in the care of patients with multi-system
problems, ,

Educational Requirements

Progressive care nursing has expanded beyond the baslc cardiac telemetry that marked its beginning
and now encompasses many of the same technologles and therapies that were once {imited to critical
care units. To meet the changing needs of the patient, nurses caring for progressive care patients must
demonstrate competencies that are influenced by ever changing technology. Progressive care nurses
must demonstrate the following core competencies:

o Cardiac monitoring technigues and lead placement.
o Basic & advanced life support.
e Basic dysrhythmia interpretation and treatment, Including ST segment and QTc interpretation.

s Drugdosage calculation, continuous medication infusion administration, and patient monitoring
for medication effects.

s ‘Titration of selected vasoactive medicatlons such as nitroglycerin.

o Monitoring patients using standardized procedures for pre, Intra, and post procedures (i.e.
cardioversion, TEE, cardlac catheterization with PC), bronchoscapy, EGD, PEG placement, chest
tube insertion)

e Invasive arterial pressure monitoring including equipment setup and troubleshooting,
manitoring and recognition of signs and symptoms of patient Instabllity.

s Non-Invasive hemodynamic pressure monitoring including equipment setup and
troubleshooting, monitoring and recognition of signs and symptoms of patlent instability.

» Recognition of the signs and symptoms of cardiopulmonary emergencies and Initiate
standardized interventions to stabilize the patient awalting transfer to critical care Including
cardioversion, defibrillation and transcutaneous pacing. Seek assistance as needed.

e Monitoring normal and abniormal diagnostic test results.
« Interpretation of ABGs and communicating findings.

¢ Recognition of indications for and management of patlents requiring non-invasive 02 delivery
systems including oral alrways, bipap, and nasal CPAP

e Assessment of the ventilated patient 10 assure delivery of the prescribed treatment and patlent
response including tracheostomy care, and continuous and Intermittent Sp02 monitoring.
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s Managing patients with chest tubes. .
s Assisting with thoracentesis and chest tube Insertion. [
o Administering medications for procedural sedation and monitor patient’s response.

» Assessing, monitoring and managing patients with stroke, seizure disorders and intracranial
hemorrhage.

e Managing and titrating insulin infusions.
¢ Recognition of indications for and complications of enteral and parental nutrition !

e Assessing, monitoring and managing patients requiring renal therapeutic interventions; &.g.
hemeodialysis, peritoneal dialysis, stents, continuous bladder irrigation, and urostomies

e Management of patients with complex wounds with fistulas, dralns, and vacuum-assisted
closure devices.

¢ Recognition of signs and symptoms of behavloral emergencles (€.g. deltrium and dementla,
mood disorders and substance abuse).

o Evaluating the family's need for enhanced involvement in care 10 facilitate the transition from
hospltal to home.

Reference List
AACN Scope and Standards for Acute and Critical Care Nursing Practice, AACN, Aliso Viejo, CA. 2008.

American College of Critical Care Medlcine of the Soclety of Critical Care Medlcine: Guldellnes on
admission and discharge for adult Intermediate care units, 1997.
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Greer, Leslie

%

From: Martone, Kim

Sent: Thursday, September 03, 2015 1:25 PM

To: Hansted, Kevin

Cc: Olejarz, Barbara; Greer, Leslie; Riggott, Kaila; Roberts, Karen
Subject: FW: Letter of Determination

Attachments: Windham Form 2020 FINAL 9.3.2015.pdf

From: Edwards, Janette [mailto:Janette.Edwards@hhchealth.orq]
Sent: Thursday, September 03, 2015 12:55 PM

To: Martone, Kim

Subject: Letter of Determination

Ms. Martone:

Please find attached a Certificate of Need Determination Form, Form 2020, detailing Windham Hospital's
proposal for the alignment of its critical care unit as a progressive care unit.

The original copy is following via FedEx.

Sincerely,

Janette Edwards

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.



. J
Windham b
Hospital

Connect to healthier.

September 3, 2015

Ms. Kimberly Martone

Director, Operations

Office of Health Care Access

Division of the Department of Public Health
410 Capital Avenue, MS#13 HCA

Hartford, CT 06106

Dear Ms. Martone:

Please find enclosed a Certificate of Need Determination Form, Form 2020 detailing Windham
Community Memorial Hospital's proposal for the alignment of its Critical Care Unit as a

Progressive Care Unit.
Please don't hesitate to contact me for if you require further information.
Sincerely,

VHEE Evamnato

Janette Edwards

Director, Planning & Business Development

112 Mansfield Avenue Willimantic, CT 06226 860 456 9116 tel 860 456 0000 fax www.windhamhospital.org



State of Connecticut
Office of Health Care Access
CON Determination Form

Form

All persons who are requestin

2020

g a determination from OHCA as to whether a CON is

required for their proposed project must complete this Form 2020. The completed form

should be submitted to the Di
Avenue, MS#13HCA, P.O. Box

SECTION I. PETITIONER INF ORMATION

If this proposal has more than two
supplying the same inform
following table.

Full Legal Name

Doing Business As

Name of Parent Corporation

Petitioner's Mailing Address, if Post Office
(PO) Box, include a street mailing address
for Certified Mail

What is the Petitioner's Status:
P for profit and
NP for Nonprofit

Contact Person at F acility, including
Title/Position:
This Individual at the facility will be the

rector of the Office of Health Care Access, 410 Capitol
340308, Hartford, Connecticut 06134-0308.

Petitioners, please attach a separate sheet,
ation for each Petitioner in the format presented in the

Petitioner
Windham Community Memorial
Hospital

Windham Hospital

Hartford HealthCare Corporation

112 Mansfield Avenue, Windham,
CT 06226

NP

Janette Edwards, Director Planning
& Business Development



Petitioner's Designee to receive all
correspondence in this matter.

Contact Person's Mailing Address, if PO
Box, include a street mailing address for
Certified Mail

Contact Person’s Telephone Number

Contact Person’s Fax Number

Contact Person’s e-mail Address

112 Mansfield Avenue, Windham,
CT 06226

860-456-6800

860-456-6838

Janette.edwards@hhchealth.org

SECTION Il. GENERAL PROPOSAL INFORMATION

d.

b.

SECTION IV. PROPOSAL DESCRIPTION

Please provide a description of the proposed project, highlighting each of its important
aspects, on at least one, but not more than two separate 8.5" X 11" sheets of paper. At

Proposal/Project Title: Alignment of Critical Care Unit as a Progressive Care Unit

Estimated Total Project Cost: $0

Location of proposal, identifying Street Address, Town and Zip Code:
Windham Hospital, 112 Mansfield Avenue, Windham, CT 06226

List each town this project is intended to serve:
Existing service area (no changes in communities currently served).

Estimated starting date for the project: Upon OHCA’s approval of this determination

request.

a minimum each of the following elements need to be addressed, if applicable:

1. If applicable, identify the types of services currently provided and provide a copy of each
Department of Public Health license held by the Petitioner.

2.

Identify the types of services that are bein
will be sought, if applicable.

g proposed and what DPH licensure categories

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



The mission of Windham Community Memorial Hospital (*Windham™) is “to enhance the lives
and well being of people in the communities we serve by providing quality health care.” In
furtherance of its mission, Windham is committed to providing access to the right care, in the
right location, and at the right time. To achieve this goal, Windham is proposing to provide
services to patients who have historically received care in its critical care unit (*CCU™) in a new
progressive care unit (“PCU”) without changing the clinical care provided to these patients.

Windham is a 130 bed hospital and currently delivers inpatient care on three (3) inpatient units,
including a 30-bed medical-surgical unit, a 23- bed medical-surgical unit, and a 12-bed unit
historically referred to as the CCU.

The average daily census at Windham for FY 2015 through July is 35 patients for the entire
hospital. The following generally describes the types of patients cared for in the CCU during
this period:

® Average daily census for critical care patients was 2.06 or 17% of total patients treated
on the CCU with a 1.9 day average length of stay (these patients can be treated in PCU);

* Average daily census for intermediate level of care (*ILC”) patients in the CCU was 1.5
or 12.5% of total patients treated on the CCU (these patients do not require CCU/PCU
level of care);

* Average daily census for uncomplicated medical surgical patients was 5.16 or 43% of
patients treated on the CCU (these patients do not require CCU/PCU level of care);

® Overall, the CCU operates at 72.5% occupancy with only 17% needing CCU/PCU
services.

Windham experienced a decline in critical care patient volume and length of stay for patients
cared for in its CCU in recent years and these patients could be cared for in a PCU:
o 2013: 365, average length of stay 3.13 days
2014: 366, average length of stay 2.6 days
2015: 332 through July, average length of stay 1.9 days

Based on historical utilization and patient acuity to date, Windham proposes to address the
clinical needs of'its patients currently cared for in its CCU by transitioning the current 12-bed
CCU to a4-bed PCU. The proposed PCU will serve the same Windham patients who were
previously treated in its CCU. Patients who will be admitted to the PCU will continue to be
patients who require medical and nursing care beyond general inpatient level of services.

According to the American Association of Critical Care Nurses, progressive care is part of the
continuum of critical care. The following may be applicable to PCU level patients:
e The patient has a persistent unstable status requiring continuous bedside cardiac

and/or respiratory monitoring with frequent blood pressure monitoring as outlined
in the PCU:;

¢ The patient requires acute and/or complex medical monitoring as outlined in the
PCU;



® The patient requires complex nursing treatment regimen; and

® The patient requires medication therapy requiring a higher level of assessment and
intervention. '

PCU patients typically include patients that have a decreased risk of a life-threatening cvent, a
decreased need for invasive monitoring, increased stability and an increased ability to participate
in their care.” In the last five years, patients who have been treated in the Windham CCU have
met the definition for PCU level of care. The patients requiring progressive care will be
managed with the same technology and staff competency levels that currently exist in the CCU.
The only change will be that there will no longer be a dedicated physical space with 12 beds,
which is clearly not needed based upon census for the last three years. Accordingly, this

proposal will not change the clinical care provided to patients after the transition to the proposed
PCU.

Should Windham patients cared for in the PCU require tertiary care services not available at
Windham, these patients would continue to be transferred like they are from the CCU today. For
example, Hartford Hospital is available to receive these patients and currently does receive these
patients. The Windham Paramedic Program is readily available for necessary transport of these
patients if the need arises during an inpatient stay. All full-time paramedics employed by the
Windham Paramedic Program are critical care transport certified, or are in the process of
receiving certification as a CCEMT-P or FP-C>. This is unique among paramedic transport

services, and it ensures the highest level of care is available to Windham’s patients during
transport.

While the level of services currently provided to patients in the CCU will not change as a result
of the transition to the PCU, it will allow space that is currently being underutilized to be utilized
more efficiently and more responsively to the clinical needs of the community.

The services provided in the CCU will continue to be provided in the PCU. Please see Exhibit 1

for a list of the services currently provided to patients in the CCU, which will remain after the
transition to a PCU.

There is no proposed change to the Windham license, attached as Exhibit 2.

Based upon the foregoing, Windham Hospital respectfully requests confirmation that the
alignment of'its Critical Care Unit to a Progressive Care Unit will not require a CON.

! CriticalCareNurse Vol 31, No. 3, JUNE 2011

? CriticalCareNurse Vol 31, No, 3, JUNE 2011

' In the case of those paramedics who are also on the LifeStar flight crew. These centifications are granted by The Board for Critical Care
Transpont Centification.



Exhibit 1

Services provided at Windham CCU will continue at the PCU and will
include:

Management of sudden acute event on admitted medical surgical patient;
Short term ventilator support (post anesthesic or otherwise);
Hemodynamic instability due to hypovolemia, hemorrhage, sepsis, or
other cause;

Central nervous system depression that threatens to compromise airway
and protective reflexes:

Management of renal or electrolyte abnormalities;

Extended intra-operative time and vigorous fluid resuscitation with the
probability of fluid shifts and massive third spacing;

Patients with delirium tremens requiring continuous sedative infusions
without respiratory failure requiring intubation;

Patients requiring continuous observation and pulse oximetry due to upper
airway discase;

Monitoring possible intra-operative cardiac events (i.e. ST changes,
arrhythmias, etc.) which are asymptomatic and patient is
hemodynamically stable:

Arrhythmias that are hemodynamically stable (IE. atrial fibrillation/ flutter,
supra ventricular tachycardia;

Angina pectoris that is hemodynamically stable but requires intravenous
nitroglycerin for prophylaxis of the angina;

Mild to moderate congestive heart failure without signs/symptoms of
shock;

Hypertensive conditions without evidence of end-organ damage;
Patients requiring initiation of and maintenance intravenous infusions of
anti-arrhythmics, and vasoactive inotropic medications;

Patients with a trachcostomy tubes requiring aggressive pulmonary
toileting or requiring arterial blood gascs;

Hemodynamically stable patients with evidence of compromiscd gas
exchange and underlying disease with the potential for worsening
respiratory insufficiency who require frequent observation and/or
continuous positive airway pressure;

Post-op patients after being fully recovered in PACU and meeting all other
CSD criteria; and

Patients requiring monitoring for scizure activity or obstructive sleep
apnea.



Exhibit 2
WINDHAM LICENSE

STATE OF CONNECTICU'T
Department of Public Health
LICENSE
License No, 0061
Greneral Hospital
I aceordance with the provisions of the Gerera! Stawles of Connecticut Section 19a-393:
Windham Community Memorial Hospital, Inc. of Willimantic, CT &b/ Windham Community
Memworial Hospital, Inc. and Hatch Hospital Corporation is hereby licensed 1o maimain and
operale a General Hospital.

Windham Community Memorial Hospital, Inc. and Hatch Hospital Corporation is located
ot 112 Munstield Avenue, Willimantic, CT 056226,

The maximum number of beds shall not exceed at any time:

14 Baszmets
130 General Hospital Beds

Thes licensz expires September 30, 2015 and may be revoked for cause at any time.
Dated at Harttord, Connecticut, October 1, 2013,
Satellites:

Windham Middle School Health Center, 123 Quarry Sucet, Willuzaatic, C1

Waindham iigh School Welliiess Center, 355 ligh Street, Willimantic, CT
*Charles Barrows STEM Academy School-Rased Health Cenrer, 141 Tuckic Road, N. Windham, CT

License revised to reflect:
= Added (1) Satellite cffective 8/26/13

q:-:ﬂc;,- e .’}f 7: Wl Ben i
s

Jewel Mullen, MD, MPH, MP’A
Canunissioner




SECTION V. AFFIDAVIT

(Each Petitioner must submit a completed Affidavit.)
Petitioner: Windham Community Memorial Hospital

Project Title: Alignment of Critical Care Unit as a Progressive Care Unit

I, David A. Whitehead, President of Windham Community Memorial Hospital, being duly
sworn, depose and state that the information provided in this CON Determination form
is true and accurate to the best of my knowledge.

Signatu

i A

rd

Date” ~

Subscribed and sworn to before me on C/Vﬁ // S

. At ’F—‘\ﬁs / .
Notary P/ClbIicl:!qgmmissidnbr-of-Superior-Gourt

My commission expires: {30 /s ¢




Greer, Leslie

— o e
From: Hansted, Kevin
Sent: Wednesday, September 09, 2015 9:57 AM
To: Greer, Leslie
Subject: FW: Determination #15-32026-DTR

Leslie, please add the below to the record.
Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

Email: kevin.hansted@ct.qov

Connecticut Department
of Public Health

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

From: Edwards, Janette [mailto:Janette. Edwards@hhchealth.org]
Sent: Thursday, September 03, 2015 4:27 PM

To: Hansted, Kevin

Subject: RE: Determination #15-32026-DTR

Attorney Hansted,

I am confirming that the services currently provided to patients on the CCU will not change as a result of the transition
to a PCU.

Please let me know if you require any further information.

Janette Edwards

From: Hansted, Kevin [mailto:Kevin.Hansted@ct.gov]
Sent: Thursday, September 03, 2015 1:49 PM




To: Edwards, Janette
Subject: Determination #15-32026-DTR

Dear Ms. Edwards,

Iam in receipt of your determination request regarding the alignment of the Critical Care Unit (“CCU”) as a Progressive

Care Unit (“PCU") at Windham Hospital. Can you confirm for me that all of the services that are currently offered in the
CCU will be offered in the PCU?

Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

Email: kevin.hansted@ct.qov

Connecticut Department
of Public Health

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.



STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

September 9, 2015

Janette Edwards

Director Planning & Business Development
Windham Community Memorial Hospital
112 Mansfield Avenue

Windham, CT 06226

RE:  Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms, Edwards:

On September 4, 2015, the Office of Health Care Access (“OHCA”) received your Certificate of
Need (“CON”) Determination request on behalf of Windham Community Memorial Hospital
(“Petitioner”) with respect to the alignment of clinical services at Windham Hospital.

Windham Hospital is a licensed nonprofit hospital and part of Hartford HealthCare Corporation.
Windham Hospital currently provides inpatient care on three (3) inpatient units, including a 30-
bed medical-surgical unit, a 23-bed medical-surgical unit, and a 12-bed critical care unit
(“CCU?). The Petitioner is proposing to implement a progressive care unit (“PCU”) in place of
its CCU and reduce the number of beds in the PCU to four (4). The medical services currently
provided in the CCU will continue to be provided in the new PCU to the same patient
population. Also, there is no proposed change to the Petitioner’s license.

Pursuant to Conn. Gen. Stat. § 19a-638(a)(5), a certificate of need is required for the “termination
of inpatient or outpatient services offered by a hospital...” The Petitioner has represented that the
proposed PCU will offer the same clinical care services that are currently offered in the CCU. As
a result, no termination of services is taking place. Therefore, a CON is not required for the
Petitioner’s proposal.

Sincerely,

for¥ D
Kimberly R. Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSR

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, Jax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Fax: (860) 418-7053 Email: OHCA@ct.gov
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS

rax T

TO: JANETTE EDWARDS

FAX: 860 456 6R3R

AGENCY: WINDHAM COMMUNITY MEMORIAL HOSPITAL

FROM: OonCa

DATE: 9/9/15 3 Tioac:

NUMBER OF PAGES: 2

(Inciuding tranyrmiital 3freds
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Comments: Attached is tho determination regarding Report Number 15-32026-DTR
Regarding Alignment of Clinical Services at Windham Hospital

ILEASE PHONE Barbara K. Olejarz IF THERE ARE ANY TRANSMISSION
PROBLEMS.

Phorne: (860) 413-7001 Fax: (860) 418-7053

410 Capitol Ave., MSHIIHCA
P .O.Box 340308
Hartford, OT 06134
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FAQ

Page 1 of 5

HOME - CCRNREVIEW COURSE < CERTIFICATIOI

Member Access:

(888) 852-7729 |
info@ccrnreview.com

User Name

X &

Frequently Asked Questions

What does CCRN Mean?

CCRN is a board certification that can be obtained by nurses who care for patients in the acute
and/or critical care settings. CCRN is a registered trademark and does not stand for "Critical C:
Registered Nurse" but rather is affirmation of certification that a registered nurse (RN) or advar
practice registered nurse (APRN) has met the American Association of Critical-Care Nurses (AA
eligibility requirements and has successfully passed the CCRN examination.

CCRN certification is granted by AACN. Registered nurses, who have not successfully obtainec
certification or those with CCRN certification that has lapsed or become inactive, are not authc
use the CCRN credentials.

What is CCRN Certification?

CCRN certification is a board certification granted by AACN Certification Corporation. It validat
register nurse has achieved a level of knowledge in nursing necessary to care for patients in th
care and/or critical care setting. CCRN certification denotes that the registered nurse is qualifie
component, as well as, has met the rigorous certification requirements set forth by AACN nec:
achieve board certification status.

Why should | obtain a CCRN certification?

Obtaining your CCRN certification allows you to enhance and maintain an up-to-date knowle:
in acute and critical care nursing necessary to provide safe and effective care for acutely ill pat
confirms that you have achieved a higher level of clinical knowledge and that you are commit
promoting excellence in nursing. In addition, most hospitals, facilities, and organizations offer
incentives for nurses who obtain and maintain board certification status.

How do | prepare for the CCRN?
The adult CCRN review online program, (featured by Laura Gasparis ), is a comprehensive revie
program designed to thoroughly prepare the RN or APRN working in the acute and/or critical

https://www.ccrnreview.com/faq 10/19/2015
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setting for the adult CCRN certification exam. The training in offered entirely online and may t
accessed from any internet-based computer. The learner will have the ability to review course
materials at his or hers own paced, anytime, anywhere. In addition, we strongly recommend ti
clinicians complete all of the CCRN review practice exam questions and review the test plan ir
CCRN Handbook by AACN. The CCRN examination handbook can be found at
www.aacn.org/wd/certifications/docs/ccrn-exam-handbook.pdf

What are the current CCRN examination requirements?
Candidates must have an unrestricted/valid RN or APRN license in the United States

Candidates must meet one of the following clinical requirements in order to take the CCRN ex

° Option 1: Practice as an RN or APRN for 1,750 hours in direct bedside care of acutely a
critically ill patients during the previous 2 years, with 875 of those hours accrued in the

recent year preceding application.

OR

° Option 2: Practice as an RN or APRN for at least 5 years with a minimum of 2,000 ho
direct bedside care of acutely and/or critically ill patients, with 144 of those hours acct

the most recent year preceding application.

> Eligible hours are those spent caring for one patient population (adult, pediatric or nec
alignment with the exam for which you are applying.

° Hours must be completed in a U.S.-based or Canada-based facility or in a facility dete
to be comparable to the U.S. standard of acute/critical care nursing practice, as evider
Magnet Status or Joint Commission International accreditation.

+ For more information about CCRN exam eligibility, please refer to the CCRN Exam Handkt

http://www.aacn.org/wd/certifications/docs/ccrn-exam-handbook.pdf

https://www.ccrnreview.com/faq 10/19/2015
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Who is eligible to sit for the CCRN certification exam?

The CCRN exam is for nurses who work at the bedside of acutely and/or critically ill patients ir
such as ICUs, CCUs, respiratory ICUs, surgical ICUs, medical/surgical ICUs, cardiac/surgical ICl
neuro/neurosurgical ICUs, PICUs, NICUs, critical care transport/flight, trauma units, emergenc
departments and in nurse anesthesia - or in other units as appropriate.

Final determination of eligibility is not based on unit type but on patient acuity, as patient plac
varies by facility and bed availability.

When is the CCRN exam offered?
The CCRN exam is offered via computer-based testing year-round, Monday through Saturday
than 175 testing centers across the United States.

What are the application fees for the CCRN examination?

» CCRN Computer-Based Exam (initial exam): AACN Members $225.00 and Nonmembers
$330.00

- CCRN Retest Exam: AACN Members $170.00 and Nonmembers $275.00

- CCRN Renewal Exam: AACN Members $170.00 and Nonmembers $ 275.00

How do | register for the CCRN exam?

Online Application Process: Same day Processing
You can register for the adult CCRN examination online (for the computer-based test) at
www.certcorp.org> Apply Online

Before you start online application process, please have the following information:

* RN or APRN license number and expiration date
» Name, address, phone number, and email address of you clinical supervisor or profession
colleague (RN or physician) whom can verify your practice eligibility

« Valid credit card (Visa, MasterCard, Discover, or American Express)

Paper Application Process: Allow 2-3 weeks for Processing
Paper applications are required for candidates applying with a group, for paper and pencil exar
for testing outside the United States.

Complete the application process in the CCRN exam handbook on pages 41-42 and the honot

statement on page 43. Be sure to complete all requested information on application and inclu
application fees in the form of check, money order, or credit card.

https://www.ccrnreview.com/faq 10/19/2015
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We strongly recommend that you thoroughly review the materials outlined in our CCRN onlin
program and review the CCRN exam handbook set-forth by AACN. The CCRN examination hz
can be found at www.aacn.org/wd/certifications/docs/ ccrn-exam-handbook.pdf.

How long is the CCRN Exam?
The CCRN is a 3-hour timed exam, consisting of 150 questions; 125 of the questions are score:
remaining 25 questions are used to gather statistical data for future exams. The exam questior

based on AACN Synergy's Model for Patient care. For details, please refer to the CCRN exam
handbook.

After | take the CCRN exam, how soon will | know if | passed the exam?

Candidates who complete the computer-based exam will receive their results and final score
immediately upon test completion. Those who complete the exam via paper and pencil shoul
their results by regular mail within three to four weeks after testing.

Once | have successfully passed the CCRN examination, when does my certification expires?
CCRN certification is valid for a period of 3-years and may be renewed every 3 years by retakir
CCRN exam or by meeting the requirements of the renewal by Synergy CERPs (Continuing Ec
Recognition Points) program during the 3-year certification period.

What if | don’t pass the CCRN exam on the first attempt, can | re-take the exam?
Yes, candidates who do not pass the CCRN exam are eligible to re-take the exam for a discour
retest fee up to four times in a 12-month period.

How do | renew my CCRN?

You may seek to renew your CCRN certification every 3 years by re-taking/passing the CCRN
by Synergy CERPs, or you may choose inactive status.

Eligibility for Renewal:

° You must have maintained a valid/unrestricted RN or APRN license in the United Stai
Unrestricted license, meaning that your license was not subjected to formal discipline

states board of nursing during the 3-year certification renewal period.

o Completion of 432 hours of direct bedside care of acutely and/or critically ill patients
or APRN within the 3-year certification period, with 144 of those hours being complet

12-month period preceding the scheduled renewal date.

https://www.ccrnreview.com/faq 10/19/2015
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+ Eligible hours are those hours spent caring for the patient populations (i.e., adult, pediatric
neonatal) in which your current certification is held.
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WINDHAM COMMUNITY MEMORIAL HOSPITAL, INC. PAGE: 1 OF: 1 !

TITLE: Critical Care Unit Admission, Transfer, and Discharge Criteria Policy (combined policies) | SCOPE: Hospital - Clinical

EFFECTIVE: 6/07

J REVIEW: Triennially REVIEWED: 7/2010 REVISED: 11/07, 11/09

REVIEWED BY: Critical Care Unit Committee APPROVED BY: Medical Director, Critical Care Unit

PURPOSE: To establish Admission, Transfer and Discharge criteria and timeliness of orders
for the Critical Care Unit

POLICY:
1. CRITERIA

a. Admission - Patients are admitted to the CCU based on their need for medical
and nursing care beyond conventional services, and the need for select acute
and/or complex medical diagnostic or treatment regimens. Examples include:

I.
ii.
iii.
iv.

V.
Vi.

Acute Myocardial Infarction (AMI), Life threatening arrhythmias
Continuous drug infusion for anti-arrhythmic and/or vasopressor
intervention

Acute Pulmonary Edema, Respiratory Failure requiring invasive
Mechanical Ventilation

Acute/Potential evolving System(s) Failure

Diabetic Ketoacidosis (DKA) with DKA insulin drip

Invasive Hemodynamic Monitoring

b. Transfer and/or Discharge - Patient no longer requires the scope of services
provided in the CCU. Examples include:;

jii.
iv.
V.
vi.
vii.
viii.
ix.

Myocardial Infarction is ruled out and cardiovascular status is stable
Angina, Congestive Heart Failure (CHF), arrhythmias are stable or
resolved

Extubated, ABGs within normal limits, Respiratory Failure resolved.
System(s) Failure resolved

DKA resolved and DKA insulin drip discontinued

No invasive hemadynamic monitoring required for assessment/
diagnostic parameters

Renal function improved, no longer requiring acute interventions
Patient/Family requesting no further acute interventions

Services required are not available at WCMH

2. There are no direct admissions to the CCU. All patients must be evaluated in the

Emergency Department.

3. Any patient with a critical iliness, who requires admission or transfer to the CCU, must be
evaluated by the Attending Physician within 2 hours, with appropriate orders written.

4. ltis the responsibility of the attending or covering physician to assess the patient and
write complete transfer orders into and out of the CCU.



WINDHAM COMMUNITY MEMORIAL HOSPITAL, INC. PAGE: 1 OF: 1

TITLE: Intermediate Care Guidelines for patients in the SCOPE: Hospital - Clinical
Critical Care Unit: Admissions, Down-grades, Transfer,
and Discharge Criteria Policy

EFFECTIVE: 9/09 REVIEW: Triennially REVIEWED: REVISED:
(New Policy)
REVIEWED BY: Critical Care Unit Committee APPROVED BY: Medical Director, Critical Care Unit

PURPOSE: The Intermediate Level of Care designation is reserved for patients who require
monitoring due to a moderate or potentially severe physiologic instability, requiring necessary
technical support, but not artificial life support. Intermediate care is reserved for patients who
require less care than standard intensive care but more than what is available on the medical-
surgical units.

POLICY:
1. CRITERIA

a. Admissions, CCU down grades or transfers into the CCU: Patients who
require an Intermediate Level of Care designation may include:
i. Cardiac
1. Low probability of myocardial infarct (M1); rule-out MI
2. Hemodynamically stable M, arrhythmia
3. Mild to moderate CHF (Class I, Il)
4. Hypertensive urgency without evidence of end-organ damage
ii. Pulmonary
1. Medically stable ventilator patient for weaning or chronic care
2. Hemodynamically stable, compromised gas exchange/underlying
disease that is at risk for worsening respiratory insufficiency
3. Frequent vital signs or aggressive pulmonary physiotherapy
iii. Neurologic
1. Established, stable stroke with frequent vitals signs, neurologic
assessment or frequent suctioning and turning
2. Patients with chronic but stable neurologic or neuromuscular
disorders who require frequent nursing intervention
iv. Drug Ingestion/Overdose
1. Any patient requiring frequent neurologic, pulmonary, or cardiac
monitoring for drug ingestion or overdose who is
hemodynamically stable.
v. Gastrointestinal (Gl) Disorders
1. Gl bleed with minimal orthostatic hypotension, responsive to fluid
therapy
2. Variceal bleeding without evidence of bright red blood by gastric
aspirate and stable vital signs.
3. Acute liver failure with stable vital signs
vi. Endocrine
1. Diabetic Ketoacidosis (DKA) in early regulation phase (recovery
from DKA) requiring constant intravenous infusions of insulin
and/or frequent injections of regular Insulin with appropriate
monitoring



WINDHAM COMMUNITY MEMORIAL HOSPITAL, INC. PAGE: 2 OF: 1

TITLE: Intermediate Care Guidelines for patients in the SCOPE: Hospital - Clinical
Critical Care Unit: Admissions, Down-grades, Transfer,
and Discharge Criteria Policy

T
EFFECTIVE: 9/09 I REVIEW: Triennially J REVIEWED: | REVISED:
(New Policy) N |
f REVIEWED BY: Critical Care Unit Committee LAPPROVED BY: Medical Director, Critical Care Unit |
vii. Surgical

1. Post-operative patient following major surgery who is
hemodynamically stable but requires fluid resuscitation and
transfusion due to fluid shifts

viii. Miscellaneous

1. Treated and resolving sepsis without evidence of shock or
secondary organ failure
Patients requiring closely titrated fluid management
Patients requiring frequent nursing observations or extensive
time (> 60 minutes) for wound management

2.
3;

b. Transfer and/or Discharge - Patient no longer requires the Intermediate scope
of services provided in the CCU. Examples include:

i. Patient physiologic status is stabilized and need for intensive monitoring
is not necessary; patient can be cared for on general medical-surgical
unit

ii. Patient physiological status has deteriorated and active life support is
required or highly likely; the patient will be transferred to a CCU level of
care.

iii. Patient/Family requesting no further acute interventions
iv. Services required are not available at WCMH

2. There are no direct admissions to the CCU for the Intermediate Level of Care. All
patients must be evaluated in the Emergency Department. Nursing discretion should be
used when transporting a patient from the ED to the CCU (monitoring patient during
transport).

3. Itis the responsibility of the attending or covering physician to assess the patient and
write complete transfer orders into and out of the CCU.

References:

Guidelines on Admissions and Discharges for Adult Intermediate Care Unit (1998). Critical Care
Medicine, 26(3), 607 - 610.

Meyer, M. (2003). Avoid PCU Bottlenecks With Proper Admission and Discharge Criteria.
Nursing Management, 3(6), 31 - 35.
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Kimberly Martone m ik 1 J
Director of Operations 0CT 2 4) 2015
State of Connecticut Department of Public Health :
Office of Health Care Access HE ALT?PCHA%SEO!{CCESS
410 Capital Avenue, MS#13HCA
PO Box 340308
Hartford, CT 06134

Re: Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Martone,

In response to your letter dated October 8, 2015, on behalf of Windham Community Memorial Hospital
(“Windham,” or “WCMH”), [ am writing to confirm the accuracy of all statements and representations
made by Windham in connection with the above-referenced submission.

The Request for Determination submitted to the Office of Health Care Access (“OHCA”) on September
3, 2015, is in alignment with the Final Decision Order for Docket No. 08-31178-CON, “Windham
Community Memorial Hospital & Hartford HealthCare Corporation” (Exhibit 1). Condition 4 of the
Order states “if in the future there is any change in WCMH service availability as a direct result of this
proposal, the Applicants shall file a CON Determination Form with OHCA.” Notwithstanding the Final
Decision Order for Docket No. 08-31178, the only reason that Windham requested the above-referenced
Determination was because there was precedent in the State wherein another hospital requested a
Determination in connection with the transition of critical care services to a progressive care unit
(“PCU”). See Exhibit 4. As stated in the September 30, 2015, letter from OHCA to Attorney Dennis
O’Brien, “although Windham is reducing the extent to which critical care services are being offered, it is
not terminating any services” (Exhibit 2).

This is further supported by OHCA’s September 9 determination that no Certificate of Need (“CON)
was required to transition to a PCU model of care (Exhibit 3). This determination states, “Pursuant to
Conn. Gen. Stat. § 19a-638(a)(5), a certificate of need is required for the ‘termination of inpatient or
outpatient services offered by a hospital...” The Petitioner has represented that the proposed PCU will
offer the same clinical care services that are currently offered in the CCU. As a result, no termination of
services is taking place. Therefore, a CON is not required for the Petitioner’s proposal.”

OHCA had made the same determination for previous proposals. Specifically, this same determination
applied for Certificate of Need Determination Report Number 15-31981-DTR, “Alignment of Clinical
Services at New Milford Hospital” (Exhibit 4). In that Request for Determination, New Milford Hospital
proposed to transition its critical care unit (“CCU”) to a progressive care unit to better manage its patient
population and bridge the gap between a critical care unit and the care delivered within its current
medical-surgical units. As in the case of Windham Hospital, New Milford stated it would maintain the
same level of care and competencies post progressive care unit transition and, also like Windham would
not be terminating any inpatient services currently provided.
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In addition, and as requested by OHCA, Windham Hospital leadership has carefully reviewed all of the
documentation submitted by various individuals to OHCA in opposition to OHCA’s decision confirming
that Windham did not need a CON in connection with its alignment of its existing critical care unit as a
progressive care unit. While we truly appreciate the feedback and the commitment that these individuals
have all demonstrated on behalf of Windham, we do not agree with their position that Windham has
terminated a service.

As stated in the September 3™ submission, the same level of service that Windham provides today to
patients cared for in its space designated as the critical care unit will continue to be provided to
Windham’s patients, but within a progressive care model (See Exhibit 6 for the list of services filed in the
original request for Determination by Windham Hospital). Clinical competencies will not be reduced,
and services appropriate for the acuity level of patients treated by Windham will continue to be provided.

The need to transition the critical care unit to a progressive care unit at Windham was precipitated by a
declining average daily census for critical care patients, as well as the patient acuity treated in the clinical
space to date. The American Association of Critical Care Nurses (“AACN”) “Progressive Care Fact
Sheet” (Exhibit 5) cites progressive care as a part of the continuum of critical care, and “patients admitted
to critical care units five to ten years ago are now routinely admitted to progressive care.” The AACN
defines progressive care as care delivered to patients who “fall along the less acute end” of the critical
care spectrum. Additionally, the AACN describes progressive care nursing competencies as
encompassing many of the “same technologies and therapies that were once limited to critical care units.”
The critical care patients treated in the Windham critical care unit meet the definition of progressive care
patients.

Windham cannot provide the same level of care that is provided by tertiary and quaternary hospitals.
Tremendous resources are required to provide such critical care, including the latest medical technology
and life-saving equipment; 24/7 staffing by board certified intensivists, specifically trained to address
complex medical needs of critically ill patients, and supported by a variety of specialists not available at
Windham Hospital, and certified critical care nurses, referred to as “CCRNs.”! Windham is capable, and
well equipped, however, to treat patients requiring lower-acuity critical care and progressive care
services, as evidenced by its “Intermediate Care Guidelines for patients in the Critical Care Unit:
Admissions, Down-grades, Transfers, and Discharge Criteria Policy” and its “Critical Care Unit

! CCRN certification is a credential granted by AACN Certification Corporation (Exhibit 7). CCRNs meet specific standards,
including holding a current and unencumbered licensure as an RN or APRN and clinical practice requirements; eligibility is
granted upon passing an exam which is accredited by the National Commission for Certifying Agencies. The AACN states “the
CCRN exam is for nurses who work at the bedside of acutely and/or critically ill patients in areas such as ICUs, CCUs,
respiratory [CUs, surgical ICUs, medical/surgical ICUs, cardiac/surgical ICUs, neuro/neurosurgical ICUs, PICUs, NICUs,
critical care transport/flight, trauma units, emergency departments and in nurse anesthesia — or in other units as appropriate,
Final determination of eligibility is 1ot based on unit type but on patient acuity, as patient placement varies by facility and bed
availability” [emphasis added]. No registered nurses currently employed by Windham Hospital hold the CCRN certification
simply because Windham nurses do not have the type of experience that would qualify them to achieve or maintain certification.
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Admission, Transfer, and Discharge Criteria Policy” (Exhibit 8). Windham’s definition of intermediate
care is consistent with the AACN definition of progressive care, and this fact has not changed. The
progressive care unit at Windham will attain efficient management of resources and operational
efficiencies which are vital to the sustainability of Windham, while still enabling the provision of the right
care, at the right time, in the right place for patients.

Based on historical utilization and patient-complexity (as represented in the original Determination
submitted to OHCA) Windham will address the clinical needs of its critical care patients, and create
sustainable operational efficiencies, by transitioning the current 12-bed unit historically referred to as the
critical care unit at Windham Hospital to a unit that includes four progressive-care beds and eight
medical/surgical beds. Windham Hospital is creating a progressive care unit where the critical care unit
currently exists.

In summary, the level of care that Windham currently provides falls along the less acute end of the critical
care spectrum and that is exactly what will continue to be provided in a progressive care unit. Based on
OHCA'’s Determination, the transition is currently underway. Windham, not unlike New Milford
Hospital, has appropriately allocated its limited resources in the most efficient manner so that it can
continue to best serve the community’s health needs.

If you have any further questions, please let me know.
Sincerely,
David A. Whitehead

President
Windham Community Memorial Hospital

cc: Joan Feldman, Esq.




Affidavit

Petitioner:  Windham Community Memorial Hospital

Project Title: Alignment of Critical Care Unit as a Progressive Care Unit (15-32026-DTR)

I, David A. Whitehead, President of Windham Community Memorial Hospital, being duly
sworn, depose and state that the information provided in the enclosed letter is true and
accurate to the best of my knowledge.

Sighature ’ Daté i

Subscribed and sworn to before me on O C*ngc ég QD t,rf)
Q(_Mw %X/LD

Notary Public/Commissioner of Superior Court

My commission expires: /(/30/5.2 0,7
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Office of Health Care Access
Certificate of Need Application

Final Decision

Applicants: Windham Community Memorial Hospital,
Ine¢. and Hartford Health Care
Corporation, Inc.

Docket Number: 08-31178-CON
Project Title: Integration of Windham Community

Memorial Hospital, Inec. into Hartford
Health Care Corporation, Inec.

Statutory Reference: Sections 19a-638, C.G.S.
Filing Date: November 3, 2008
Public Hearing Date: January 6, 2009
Decision Date: January 29, 2009
Default Date: February 1, 2009

Staff: Tillman Foster

Steven W. Lazarus
Sharon Malinowski

Project Description: Windham Community Memorial Hospital, Inc. (“WCMH” or “Hospital”) and
Hartford Health Care Corporation, Inc. (“HHCC”) propose the integration of WCMH into HHCC,
with no associated capital expenditure.

Nature of Proceedings: On November 3, 2008, the Office of Health Care Access (“OHCA™)
received the completed Certificate of Need (“CON”) Application of WCMH and HHCC for the
integration of WCMH into HHCC, with no associated capital expenditure, WCMH and HHCC




Windham Community Memorial Hospital & January 29, 2009
Hartford Health Care Corporation
Final Decision, Docket No.: 08-31178-CON Page 2 of 13

(collectively known as the “Applicants™) are considered to be health care facilities or institutions for
purposes of this CON as defined by Section 19a-630 of the Connecticut General Statutes (“C.G.S.”).

Pursuant to Section 19a-638, C.G.S., a public hearing regarding the CON application was held on
January 6, 2008. On December 8, 2008, the Applicants were notified of the date, time, and place of
the hearing. On December 6, 2008, notices to the public announcing the hearing were published in
The Hartford Courant and on December 8, 2008, in The Chronicle.

Commissioner Cristine A. Vogel served as Presiding Officer. The hearing was conducted as a
contested case in accordance with the provisions of the Uniform Administrative Procedure Act
(Chapter 54 of the Connecticut General Statutes) and Section 19a-638, C.G.S., the Presiding Officer
heard testimony from the Applicants and their witnesses.

OHCA’s authority to review and approve, modify or deny this proposal is established by Section 19a-
638, C.G.S. The provisions of this section as well as the principles and guidelines set forth in Section
[9a-637, C.G.S., were fully considered by OHCA in its review.

Findings of Fact

Clear Public Need
Impact on the Applicants’ Current Utilization Statistics
Contribution of the Proposal to the Accessibility and Quality of
Health Care Delivery in the Region

1.  Windham Community Memorial Hospital, Inc. (“WCMH?” or “Hospital™) is a Connecticut
corporation located at 112 Mansfield Avenue, Willimantic, Connecticut and operates a 144

licensed bed acute care hospital. (CON Application, 08-31178-CON, HHCC and WCMH Integration
Agreement, Appendix B, and Office of Health Care Access, Hospital Reporting System, IFY 2007, Report 400}

2.  Hartford Health Care Corporation (“HHCC”) located at 80 Seymour Street, Hartford,
Connecticut, is the parent corporation of Hartford Hospital, in Hartford and MidState Medical

Center in Meriden. (November 3, 2008, CON Application, page 1 and Office of Health Care Access, Hospital
Reporting System, FY 2007, Report 400)
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3.  WCMH and HHCC (“Applicants™) are proposing the integration of WCMH into HHCC, with no
associated capital expenditure. (June 2, 2008, Letter of Intent and November 3, 2008, CON Application,
pages [-8)

4.  Under the proposed integration WCMH will become a wholly-owned subsidiary of HHCC
similar to Hartford Hospital and MidState Medical Center. (June 2, 2008, Letter of Intent)

5. The organization chart of WCMH and its affiliates before integration with HHCC is as follows:

Chart One: WCMH Organization Chart Prior to Integration into HHCC:

l [

Windham Family . Windham Windham Physician
Medical Services, P.C. “:Sg::g‘lli:nosllr)l ’Gt‘al Professional Office Hosplta); Med-East Tolland Imﬁngg
(Mrs';'.':hnrr'f::ls? - o Condo Assoc. Inc., Organization, Inc.* Associates, LLC* Gentar

For Profit Entity
*Non-Affiliated Entity

Source: CON Application DN 08-31178-CON, Proposed Integration Agreement,
Schedule 2.2

6. The following table lists affiliated and non-affiliated entities currently under WCMH (prior to the
proposed the integration):

Table 1: Affiliated and Non-Affiliated WCMH Entities

Affiliated Entities
Entity WCMH Ownership
Percentage
Windham Family Medical Services, P.C. One Hundred Percent
Windham Hospital Foundation, Inc. One Hundred Percent
Windham Professional Office Condominium Association, Inc, One Hundred Percent
Non-Affiliated Entities
Windham Physician — Hospital Organization, Inc. Fifty Percent
Med-East Associates, LL.C Fifty Percent
Tolland Imaging Center, LLC Fifteen Percent
Health Connecticut, LLC (Connecticut Hospital Association Entity) | WCMH one of 18
Hospital owners

Note: “Affiliated” entities are describe as having greater than 50% WCMH ownership;
“Non-Affiliated” are described as having 50% or less WCMH ownership
(CON Application, 08-31178-CON, Schedule 2.2 of HHCC and WCMIH Integration Agreement,
December 30, 2008 Prefile Testimony, Response to OHCA Interrogatories, page 127 and January 6,
2009, Applicants Public Hearing Testimony)
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7. The organization chart of HHCC before integration with WCMH is as follows:

Chart Two: HHCC Organization Chart prior to the proposed Integration:

Source: Hartford Hospital, Docket Number 07-005AR, FY 2007 Annual Reporting

8. The proposed 01% % 1&?%%?&0&{ WCMH and its afiVlidstaigtbadiegltation into HHCC as Hartford Hospital

follows: (Lab] Center (Jefferson House)

Chart Three: WCMH Organization Chart After Integration into HHCC:
H.H.M.O.B. MidState VNA & ; o
Corporation Hospice, Inc Insntzitesof. Lving

P pIce, Inc. (Mental Health Facility)

(Real sz:ﬂn) (I—inma Health VNASs)

wigniuen lmaarm ford-Middlesex
Ralescisal HegHe oy i Clinicg| Systems, Inc.
] ] cut, W 2 — LLC

ammated Support Servicet

Diiehfard O
d Pent 2HS Insurance

| ] IC. [ MSQO, LLC - ¢t
(vental Health Facility] Limiteo

Natchaug Hospital
(Mental Health Facility)
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Sotrces: CON Application DN 08-31178-CON, Proposed Integration Agreement,
Schedule 2.2 and Hariford Hospital, Docket Number 07-0054AR, FY 2007

Annual Reporting

9.  As of Integration Agreement’s closing date, the Board of Directors of WCMH will consist of
eighteen (18) individuals, three (3) of which are ex-officio, serving on the WCMI Board of

Directors as set forth in Schedule 1.3 of the [ntegration Agreement, (CON Application, 08-31178-
CON, December 30, 2008, Prefile Testimony and Response to OHCA Interrogatories, HHCC and WCMH
Integration Agreement, page 126)

10. Section 3.1 of the Pre-Closing Amended and Restated Bylaws (or Schedule 1.2 of Integration
Agreement)} sets forth that the WCMH Board shall not consist of any more than 18 directors, and

only HHCC shall have the exclusive right to elect directors or fill any vacancy on WCMH’s Board.
(September 18, 2008, Initial Certificate of Need Application, Pre-Closing Amended and Restated Bylaws or Schedule
1.2 of HHCC and WCMH Integration Agreement, page 4)

11. Under Article V of the Pre-Closing Amended and Restated Certificate of Incorporation WCMH
shall operate under the management of its Board of Directors having all the necessary corporate
power and authority to own, lease and use its properties and to operate its businesses as now being

conducted as set forth in Clause 2.2 of the Integration Agreement. (September 18, 2008, Initial
Certificate of Need Application, 08-31178-CON, Pre-Closing Amended and Restated Certificate of Incorporation or
Schedule 1.1 of HHCC and WCMH Integration Agreement, Article V)

12. HHCC shali have the following powers and rights as set forth in Section 1.3 of Schedule 1.2:

(a) The sole power to elect and remove, with or without cause members of the WCMH Board.

(b) Review and approve, disapprove, or modify annual operating and capital budgets; significant
proposed programs and expenditures, the purchase of significant operating or capital assets
not contemplated in an approved budget or plan; and the borrowing of any sum in excess of
$1,000,000 with a stated term of greater than one year,

(c) Approve, disapprove, modify or direct the implementation of strategic plans, programmatic
plans; health care standards of care; utilization review; and program coordination with other
entities or persons in HHCC’s health care system.

(d)y Approve or disapprove any voluntary disselution, merger or conselidation of WCMH or the
sale, pledging, leasing or transfer of any substantial amount of WCMH’s assets or the
creation or acquisition of any significant subsidiary or affiliate corporation, significant
contracts which WCMH in its discretion may refer to HHCC for review or approval; the
sclection of certified public accountants for WCMH; the filing of any Certificate of Need
application for an expenditure or program outside of WCMH’s ordinary business.

(¢) Approve or establish guidelines or parameters for governing WCMH’s participation in

managed care contracts. (September 18, 2008, Initial Certificate of Need Application, Pre-Closing
Amended and Resiated Bylaws or Schedule 1.2 of HHCC and WCMH Integration Agreement, page 4)

13. When WCMH is integrated into HHCC there will be no change in ownership of WCMH’s
affiliated entities except that HHCC will become the sole member of WCMH as set forth Section
1.2 of Schedule 1.2 and the affiliated entities will remain unchanged as listed in Schedule 2.2 of the
Integration Agreement. (September 18, 2008, Initial Certificate of Need Application, Schedule 1.2 of the
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Integration Agreement, Schedule 2.2 of HHCC and WCMH Integration Agreement, December 30, 2008, Prefile
Testimony and Response to OHCA Interrogatories)

14. WCMH shall maintain its Board of Corporators (“Corporators™) consisting of no more than 150
members who are adults who either work or reside in the towns listed in Section 2.4 of Schedule

1.2, but it will serve only in an advisory capacity to WCMH’s Board. (Seprember 18, 2008, Initial
Certificate of Need Application, Pre-Closing Amended and Restated Bylaws or Schedule 1.2 of the HHCC and WCMH
Integration Agreement, page 4)

15. The Independent Practice Association which owns fifty percent of Windham Physician-Hospital

Organization, Inc., supports the proposed Integration of WCMH into HHCC. (September 18, 2008,
Initial Certificate of Need Application, Testimony of Windham Conmunity Memorial Hospital, January 6, 2009,
Public Hearing)

16. The Applicants state that historically, WCMH has had a close relationship with Hartford Hospital
and with respect to medical staff referrals for tertiary level services as well as for other
programmatic collaboration. This relationship has included successful clinical efforts in oncology,
cardiology and emergency medicine. It has also assisted in allowing WCMH to participate in

National Institutes of Health (“NIH™) clinical research trials and other research projects.
(September 18, 2008, Initial Certificate of Need Application, Prefile Testimony of Richard A. Brevnik, President and
Chief Executive Officer of Windham Community Memorial Hospital, January 6, 2009, page 3)

17. According to the Applicants:

(2). In spring 2006, a strategic partnership agreement was signed by the Boards of both
organizations,

(b).In January 2007, the leadership of WCMH, including the Board, Administration and
Medical Staff embarked upon a comprehensive strategic planning process. Principles for
affiliation were identified and given the longstanding relationship of both institutions,
formal discussions were pursued with HHCC. Concurrently with the formal adoption of
the revised strategic plan in early summer 2007, actions were implemented by both
administrations and boards to develop an agreement. These agreements were approved in
August of 2007,

(c). Formal votes of WCMH were taken in the spring of 2008 and the Corporators of WCMH
took a vote in June 2008, approving this affiliation and the documents necessary for

implementation.
(September 18, 2008, nitial Certificate of Need Application, pages 2-3)

18. The Applicants stated that:

(a). The day to day operations of WCMH will remain the responsibility of the WCMH Board
of Directors, the Chief Executive Office and administrative staff,

(b) The reserve powers of the agreement require WMCH to get approval from HHCC for
certain fundamental decisions that will be subject to HHCC’s or the members approval
(e.g., annual budgets, major capital purchases exceeding certain capital thresholds, and
Certificate of Need projects), and

(¢) No consolidation of services are planned at this time. However, it is possible in
accordance with further development of the HHCC integrated Health Care delivery system
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that certain services will not be duplicated at each member entity. It is also anticipated that
certain administrative, management and technical services may be consolidated more

immediately in order to achieve economies of scale and enhanced quality of service.
(November 3, 2008, Responses to OHCA's Completeness Letter, page 3)

19. According to the Applicants, WCMH will be integral to HHCC plan to advance the quality of
Health Care delivered to residents in the region served by WCMH. (November 3, 2008, Responses to
OHCA'’s Completeness Letter, page 4)

20. As set forth in Section 8.3 of the Integration Agreement, the HHCC Board of Directors will
continue to be the principal policy making and decision making body for the System.
Accordingly, WCMH management will have system accountability together with internal
reporting relationships. (September 18, 2008, Initial Certificate of Need Application, Section 8.3 of the
Integration Agreement, page 21)

21. The following utilization data is related to WCMH, as reported in the Patient Census Report of
September 2008:

2008 2007
Total WCMH Admissions 5,744 5,742
Medical-Surgical Service 4,724 4,651
Emergency Dept. Visits 29,054 26,822

(Patient Census Report, September, 2008)

22. WCMH stated that through the proposed integration, it will be better able to recruit primary care
physicians and to explore development of primary care group sites in key locations throughout

WCMH’s service area. (December 30, 2008, Prefile Testimony of Mr. Richard A. Brvenik, President and Chief
Executive Officer of WCMH, pages 5-6)

23. The Applicants state that the direct benefits of the integration to HHCC include the following
opportunities:

(a). Additional opportunities for Clinical research,

(b).Teaching,

(c) Implementation of quality initiatives,

(d) Shared best practices,

(e) Volume purchasing,

(f) Consolidation of certain administrative services,

(g) Deployment of expensive technologies throughout the system,

(h) Spreading of risk, and

(i) Recruitment of medical talent by virtue of system size and coordinated efforts.
(November 3, 2008, Responses to OHCA’s Completeness Letter, page 2)
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24. According to the Applicants, benefits of the integration to be derived by WCMH include the
following opportunities:

(a) Improved ability to recruit physicians,

(b) Increase market share in secondary service area communities,
(¢) Access managed care contracting expertise,

(d) Purchase select clinical and administrative services,

(e) Achieve economies of scale,

(f) Improve the balance sheet by refinancing existing debt,

(g) Increase the services and technology offered locally,

(h) Decrease the out-migration of patients,

(i) Improved ability to access capital at a lower cost, and

(j) Reduce operating costs by being able to utilize the purchasing power of HHCC.
(September 18, 2008, nitial Certificate of Need Application, page 4)

Financial Feasibility of the Proposal and its Impact on the Applicants’
Rates and Financial Condition
Impact of the Proposal on the Interests of Consumers of Health Care
Services and Payers for Such Services
Consideration of Other Section 19a-637, C.G.S. Principles and Guidelines

25. The projected three-year incremental revenue from operations, total operating expense and
losses/gains from operations associated with the proposed integration are presented in the table
below:

Table 3: WCMH’s Incremental Financial Projections

Description FY 2009 Y 2010 FY 2011
Incremental Revenue from Operations $0 $0 $0
Incremental Total Operating Expense $(600,000) $(600,000) $(600,000)
Incremental Gain from Operations $600,000 $600,000 $600,000
Revenue Over/(Under) Expenses $600,000 $600,000 $600,000

(September 18, 2008, Initial Certificate of Need Application, Financial Attach. I, number 12.C (i)

26. At a minimum is projected to save WCMH $600,000 annually for FYs 2009-2011. The annual
savings is primarily due to better financial terms attributable to WCMH’s new affiliation with
HHCC. (CON Application, 08-31178-CON, Pro Forma Attachment I, Appendix M and Prefile Testimony of Richard
A. Brevnik, President and Chief Executive Officer of Windham Community Memorial Hospital, January 6, 2009,
Public Hearing, page 5)
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27. HHCC’s current payer mix and projected with the CON proposal is as follows:

Table 4;: Current and Three-Year Projected Payer Mix with the CON Proposal

Total HHCC Cuivnt Year 1 Year 2 Year3

Payer Mix Projected Projected Projected
Payer Mix Payer Mix Payer Mix

Medicare 40% 40% 40% 40%

Medicaid (includes other 12% 12% 12% 12%

medical assistance)

TRICARE and CHAMPUS 3% 3% 3% 3%

Total Government 55% 55% 55% 55%

Commercial Insurers* 45% 45% 45% 45%

Uninsured (1)

Workers Compensation (1)

Total Non-Government 45% 45% 45% 45%

Total Payer Mix 100% 100% 100% 100%

* Includes managed care activity
(1) Included in Commercial Insurers
(September 18, 2008, Initial Certificate of Need App[fcatron, page 17)

28. WCMH’s current payer mix and projected payer mix with the CON proposal is as follows:

Table 5: Current and Three-Year Projected Payer Mix with the CON Proposal

Total WCMH Cur Year 1 Year2 Year3
urrent A . .
Payer Mix Pro Jecte.d Prolecteld Pro;ecte.d
Payer Mix Payer Mix Payer Mix

Medicare* 58% 58% 58% 58%

Medicaid *(includes other 20% 20% 20% 20%

medical assistance)

TRICARE and CHAMPUS

Total Government 78% 78% 78% T8%

Commercial Insurers* 21% 21% 21% 21%

Uninsured 1% 1% 1% 1%

Workers Compensation

Total Non-Government 22% 22% 22% 22%

Total Payer Mix 100% 100% 100% 100%

* Includes managed care activity

(1) Included in Commercial Insurers

Based on hospital discharges

(September 18, 2008, Initial Certificate of Need Application, page 17)

29. WCMH stated that the most recent data indicate the payer mix for WCMH as a percent of gross
revenue is: Medicare 39%, Medicaid 17%, commercial insurance 40% and self-pay 4%, which is

significantly less positive than that of the average Connecticut acute care hospital. (December 30,
2008, Prefile Testimony of Richard A. Brevnik, President and Chief Executive Officer of Windham Community
Memorial Hospital)

30. WCMH stated given the demographics of its patients, financial analyses and forecasts showed that
as a free-standing hospital, WCMH would be hard pressed to achieve an operating gains of even
1% in future years, accordingly financial analysts seek operating margins in the range of 4-5% to
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assure future viability and institutional financial health. (December 30, 2008, Prefile Testimony of Richard
A. Brevnik, President and Chief Fxecutive Gfficer of Windham Community Memorial Hospital)

31. WCMH stated that it is a safety net provider for the region it serves. In order to sustain this role
WCMH felt it needed to strengthen its long-term financial stability. Consequently becoming a part

of HHCC was viewed as critical to its long-term financial stability. (CON Application, 08-31178-CON,
Schedule 2.2 of HHCC and WCMHN Integration Agreement, December 30, 2008, Response to OHCA Interrogatories,
pages 1 & 2}

32. Richard A. Brevnik, President and Chief Executive Officer of WCMH, stated that in order to
achieve its institutional goals, WCMH required an estimated $43 million dollars in capital over
five year period covering, FY 2007 through 2012, The required capital would be earmarked for the
following purposes:

a. Refinancing of WCMH’s pension fund;

b. Refinancing of WCMH’s Long-Term Debt;
¢. Physician recruitment;

d. Facility upgrades; and

¢. Acquiring other medical technologies.

(CON Application, 08-31178-CON, Testimony of Richard A. Brevnik, President and Chief Executive Officer of
Windham Community Memorial Hospital, January 6, 2009, Public Hearing)

33, There is no State Health Plan in existence at this time. (September 18, 2008, Initial Certificate of Need
Application, page 2)

34. The Applicants stated that this proposal is consistent with each of their respective long-range plans.
(September 18, 2008, nitial Certificate of Need Application, page 2)

35. The Applicants have improved productivity and contained costs in the past year through the
application of new technology, undertaking energy conservation measures and employing group
purchasing methods. (September 18, 2008, Initial Certificate of Need Application, page 12)

36. The proposal will not result in any change to the Applicants’ teaching or research responsibilities.
(September 18, 2008, Initial Certificate of Need Application, page [2)

37. There are no distinguishing characteristics of the Applicants’ patient/physician mix that makes the
proposal unique. (September 18, 2008, Initial Certificate of Need Application, page 12)

38. The Applicants have sufficient technical and managerial competence and expertise to provide

efficient and adequate service to the public. (Seprember 18, 2008, Initial Certificate of Need Application,
pages 10-11 and Appendix D )
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Rationale

The Office of Health Care Access (“OHCA”) approaches community and regional need for Certificate
of Need (“CON”) proposals on a case by case basis, CON applications do not lend themselves to
general applicability due to a variety of factors, which may affect any given proposal; e.g. the
characteristics of the population to be served, the nature of the existing services, the specific types of
services proposed to be offered, the current utilization of services and the financial feasibility of the
proposal.

Windham Community Memorial Hospital, Inc. (WCMH”) and Hartford Health Care Corporation, Inc.
(“HHCC”) propose the integration of WCMH into HHCC, thereby, making WCMH a wholly owned
subsidiary of HHCC, similar to Hartford Hospital and MidState Medical Center. WCMH has
historically had a close relationship with Hartford Hospital (a subsidiary of HHCC) and its medical
staff for referral for tertiary level services, as well as for other programmatic collaboration. Even
though the Applicants are not planning any consolidation of service at this time, further development
of HHCC integrated Health Care delivery system in the future will lead to certain services not being
duplicated at each member entity of HHCC.

This partnership between the Applicants has been in place since January of 2007 and was formalized
in June of 2008. As a result of this proposed integration, there will be no change in ownership of
WCMH’s affiliated entities, as they will continue to operate under WCMH. HHCC will become the
sole member of WCMH as set forth in the written agreements provided to this agency. The day to day
operations of WCMH will remain the responsibility of the WCMH Board of Directors, the Chief
Executive Officer and Administrative Staff; however, the reserve powers of the agreement between the
Applicants require WMCH to get approval from HHCC for certain fundamental decisions which will
be subject to HHCC’s or the members approval.

This proposal will improve the quality of health care delivered to patients in the region. This proposal
will allow WCMH to improve its ability to recruit physicians, improve its managed care contracts,
refinance its existing debt, access to capital at lower cost and reduce its overall operating costs. HHCC
will intern have opportunities for additional clinical research, shared best practices and deploy
expensive technologies through the system. It appears to OHCA that this proposal is mutually
beneficial for both Applicants. WCMH’s utilization has stayed steady or increased between FY 2007
and 2008 for total admissions, medical surgical services and emergency department, leading OHCA to
believe that the financial challenges appear to be more related to the patient mix. WCMH will be an
integral part of HHCC’s plan to advance the quality of health care delivery to its patients in the region
and the Applicants testified that they will improve access to primary care services. The Applicants,
also stated that currently they will not be terminating any services; however, OHCA realizes that in the
future the reduction of duplicative services may be necessary to further strengthen the financial
viability of the system.

WCMH projects gains from operations, incremental to the proposal of $600,000 for FYs 2009-2011,
the first thee years of the proposal, which is a result of WCMH’s relationship with HHCC which aided
in restructuring of WCMH’s existing debt. This proposal provides longer term financial viability to
the system of care. HHCC is projecting gains from operations, incremental to the proposal of
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$1,850,960, $1,942,000 and $1,238,000, for FYs 2009-2010. WCMH and HHCC’s financial
projections and volumes upon which they are based appear to be reasonable and achievable.




Windham Community Memorial Hospital & January 29, 2009
Hartford Health Care Corporation
Final Decision, Docket No.: 08-31178-CON Page 13 of 13

ORDER

Based on the foregoing Findings and Rationale, the Certificate of Need application of

Windham Community Memorial Hospital (“WCMH” or “Hospital’) and Hartford Health Care
Corpotation, Inc. (“HHCC”) (together referred to as “Applicants”) for the integration of WCMH into
HHCC with no associated capital expenditure, is hereby Approved, subject to the following
conditions:

1. This authorization expires on January 31, 2010. Should the Applicants propesal not be
completed (i.e. final agreement are executed) by that date, the Applicants must seek further
approval from OHCA to complete the project beyond that date.

2. Within 60 days of the completion of the integration of WCMH into HHCC, the Applicants
shall file with OHCA,; a full copy of any and all signed, dated and completed final integration
agreements including attachments indicating the integration of WCMH into HHCC has
occurred.

3. If in the future there is any change in the ownership structure of WCMH or its affiliates or any
change in control of WCMH, the Applicants shall file a CON Determination From with
OHCA.

4. Ifin the future there is any change in WCMH service availability as a direct result of this
proposal, the Applicants shall file a CON Determination Form with OHCA.

5. As there is no associated capital expenditure with this proposal, in the event that the
Applicants learn of potential costs associated with this proposal, the Applicants shall notify
OHCA immediately

All of the foregoing constitutes the final order of the Office of Health Care Access in this matter,
By Order of the
Office of Health Care Access

Signed by Commissioner Vogel on January 29, 2009

Date Cristine A. Vogel
Commissioner
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

September 30, 2015

Dennis O’Brien, Esq.
120 Bolivia Street
Willimantic, CT 06226

RE:  Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Attorney O’Brien:

Thank you for your letter of September 25, 2015 regarding the determination issued by the Office
of Health Care Access (“OHCA”) under Docket Number 15-32026-DTR,

OHCA understands and appreciates your concerns. In making its determination OHCA’s
jurisdiction is limited by Conn. Gen. Stat. § 19a-638; specifically § 19a-638(a)(5) in this matter.
§ 19a-638(a)(5) mandates that a certificate of need be filed when a hospital is proposing to
terminate inpatient or outpatient services offered by the hospital. The information provided by
Windham Hospital in its 2020 form, and further confirmed via written communications between
OHCA and Windham Hospital, the services currently being offered in the critical care unit will
continue to be offered in the new progressive care unit. While Windham Hospital may be
reducing the extent to which services are being offered, it is not terminating any services.
OHCA’s jurisdiction does not extend to reductions in the hours a particular service is offered or
the number of beds vsed to offer that service.! Therefore, OHCA has no legal basis upon which it
can require Windham Hospital to file a certificate of need application.

At your convenience, the complete record of this matter can be viewed on OHCA’s website at
hitp://www.ct.gov/dph/ohca.

Sin_cerely,
/%;/’i,/)’ /) ‘te/L_"?

Kimberly R. Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPT, DHSR

! Conn. Gen. Stat. § 19a-638(a)(12) requires a certificate of need for an increase in the licensed bed capacity of a
health care facility. However, Windham Hospital is not seeking an increase in its Heensed bed capacity.
Anr Egqual Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7053 Email: OHCA@ct.gov
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

September 9, 2015

Janette Edwards

Director Planning & Business Development
Windham Community Memorial Hospital
112 Mansfield Avenue

Windham, CT 06226

RE: Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Edwards:

On September 4, 2015, the Office of Health Care Access (“OHCA”) received your Certificate of
Need (“CON™) Determination request on behalf of Windham Community Memorial Hospital
(“Petitioner’) with respect to the alignment of clinical services at Windham Hospital,

Windham Hospital is a licensed nonprofit hospital and part of Hartford HealthCare Corporation.
Windham Hospital currently provides inpatient care on three (3} inpatient units, including a 30-
bed medical-surgical unit, 2 23-bed medical-surgical unit, and a 12-bed critical care unit
(“CCU™). The Petitioner is proposing to implement a progressive care unit (“PCU”) in place of
its CCU and reduce the number of beds in the PCU to four (4). The medical services currently
provided in the CCU will continue to be provided in the new PCU to the same patient
population. Also, there is no proposed change to the Petitioner’s license.

Pursuant to Conn. Gen. Stat. § 19a-638(a)(5), a certificate of need is required for the “termination
of inpatient or outpatient services offered by a hospital...” The Petitioner has represented that the
proposed PCU will offer the same clinical care services that are currently offered in the CCU. As
a result, no termination of services is taking place. Therefore, a CON is not required for the
Petitioner’s proposal.

Sincerely,

Sy N
Kimberly R. Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSK

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fux or email)
410 Capitol Ave., M3#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860} 418-7001 Fax: (§60) 418-7053 Email: OHCA@ct.gov
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Greer, Leslie
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From: Martone, Kim

Sent: Tuesday, February 24, 2015 3:59 PM

To: Hansted, Kevin

Cc: Greer, Leslie

Subject: FW: OHCA Determination

Attachments: OHCA Determination 02 24 2015.pdf

Importance: High

From: Johnson, Michelle [mailto:Michelle.Johnson@wchn.org]
Sent: Tuesday, February 24, 2015 3:43 PM

To: Martone, Kim

Cc: Herlihy, Sally

Subject: OHCA Determination
Importance: High

Sent on behalf of Sally Herlihy, VP Planning, Western Connecticut Health Network:

Please find attached a Determination Request on behalf of Western Connecticut Health Network, Inc. If you have any
questions please contact Sally Herlihy, VP Planning at 203-739-4903, or sally.herlihy@wchn.org.

The original document will be sent to the OHCA offices by mail.

Thank you.

Michelle Johnson
Executive Assistant to Senior Administrators
Western Connecticut Health Network

203-739-4935

( @ WESTERN CONNECTICLT
¢ HEALTH NETWORK

BANBPRRS HOSFITAL + MEWW MILFORD HOSPI TAL

This transmittal is intended for a particular addressee(s). If it is not clear Lhal you are the intended recipient, you are hereby notified that you
have received this transmittal in error; any review, copying or distribution or dissemination is strictly prohibited. If you suspect that you have
received this transimittal in error, please notify Western Connecticut Health Network immediately by email reply to the sender, and delete the
transmittal and any attachiments.

READER BEWARE: Internet e-mail is inherently insecure and occasionally unreliable. Please contact the sender if you wish to arrange for
secure communication or to verify the contents of this message.




State of Connecticut
Office of Health Care Access
CON Determination Form
Form 2020

All persons who are requesting a determination from OHCA as to whether a CON is
.required for their proposed project must complete this Form 2020. The completed form
should be submitted to the Director of the Office of Health Care Access, 410 Capitol
Avenue, MS#13HCA, P.O. Box 340308, Hartford, Connecticut 06134-0308.

SECTION I. PETITIONER INFORMATION
If this proposal has more than two Petitioners, please attach a separate sheet,

supplying the same information for each Petitioner in the format presented in the
following table.

Petitioner
' The Danbury Hospital

FullLegalName

' Doing Business As

"New Milford Hospital

"Western Connecticut Health
Network, Inc. (WCHN)

‘Name of Parent Corporation

| Petitioner's Mailing Address, if Post Office | 24 Hospital Avenue
(PO) Box, include a street mailing address Danbury, CT 06810
| for Certified Mail

i

| What is the Petitioner’s Status: NP

P for profit and

NP for Nonprofit
[ Contact Person at Facility, including Sally F. Herlihy, MBA, FACHE
| Title/Position: VP, Planning

’ This Individual at the facility will be the




| Petitioner's Designee to receive all
| correspondence in this matter.

Contact Person’s Malling Address, if PO
Box, include a street mailing address for
Certified Mail

‘Contact Person's Telephone Number

24 Hospital Avenue
Danbury, CT 06811

203-739-4803

' Contact Person’s Fax Number

203-739-1974

- Contact Person’s e-mail Address

SECTION ll. GENERAL PROPOSAL INFORMATION

a. Proposal/Project Title: Alignment of Clinical Services

b. Estimated Total Project Cost: $0

C. Location of proposal, identifying Street Address, Town and Zip Code: New
Milford Hospital, 21 Eim Street, New Milford, CT 06776

d. List each town this project is intended to serve: Existing communities (no
changes)

e. Estimated starting date for the project: March 2015

SECTION IV. PROPOSAL DESCRIPTION

Please provide a description of the proposed project, highlighting each of its important
aspects, on at least one, but not more than two separate 8.5” X 11” sheets of paper. At
a minimum each of the following elements necd to bo addressed, if applicable:

1. If applicable, identify the types of services currently provided and provide a copy of
each Department of Public Health license held by the Petitioner.

2. ldentify the types of services that are being proposed and what DPH licensure

categories will be sought, if applicable.

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

WCHN’s mission is to “improve the health of every person we serve through the efficient
delivery of excellent, innovative and compassionate care.” In furtherance of this
mission, we endeavor to provide the right care, at the right place and the right time.
WCHN has been considering the appropriate management of the continuum of critical
care patients at the New Milford Hospital (NMH) campus and the appropriate utilization
of the recently opened new Critical Care Unit at the Danbury Hospital campus (DH)
which features the latest medical technology and life-saving equipment, along with
round-the-clock access to the specialists (neurologists, cardiologists, nephrologists,
infectious diseases, etc.) required to deliver their care. Since 2009 (well before NMH's
affiliation with WCHN), NMH has been transferring the most critically-ill patients from
NMH 1o DH based on determinations by the NMH medical staff that DH offered critically-
ill and injured patients a higher level of care. WCHN now desires to efficiently address
the clinical needs of NMH's inpatients by consolidating its CCU beds within a
progressive care unit located within NMH’s 3-East medical-surgical unit. There is no
proposed change to the DH license (see Exhibit 1).

Background

At NMH, the inpatient clinical care Is currently provided in two locations, a 35-bed
medical surgical unit located on its third-floor (referred to as “3-East”}, and an 8-bed
critical care unit located on the second floor of the same building (called the “CCU”).
The average daily census (“ADC”) at NMH for medical surgical patients during FY14
was 20 patients, with an ADC of only 2 patients in the CCU throughout FY14 and
current FY15 (Q1) and no material change in activity from FY13. The CCU is operating
at 25% occupancy (2 of the 8 available beds) and there is an average length of stay of
4.0 days. The CCU beds localed on the second floor have separate staffing, and are
underutilized, resulting in insfficiency.

Discussion

Based on the patient-complexity and historical utilization of the CCU at NMH, NMH
proposes to implement a progressive care unit on its third floor, within its medical-
surgicat unit on 3-East. This efficient management of clinical and operational resources
supports the provision of the right care, in the right location, at the right time. This
approach also bridges the gap between a critical care unit complexity level of service
and the care provided on the current medical-surgical unit:

+ The American Association of Critical Care Nurses (“AACN") recognizes
progressive care as parn of the continuum of critical care.

* Per AACN, progressive care patients are moderately stable with less
complexity, require moderate resources and require intermittent nursing
vigilance or are stable with high potential for becoming unstable and require an
increased intensity of care.

o Characteristics of progressive care patients include: a decreased risk
of a life-threatening event, a decreased need for invasive monitoring,
increased stability, and an increased ability to paiticipate in their care.
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The patients who have been treated on the second floor in the CCU satisfy the definition
of progressive care patients. There will be no change in the clinical care provided for
these patients with co-location of the progressive care unit within the 3-East medical-
surgical unit:

* The co-location of patients on 3-East will offer additional nursing resources and
efficiencies to better address patient needs.

* The patients will be managed with the same level of technoiogy that currently
exists in the separate CCU. The centralized monitoring will be relocated and the
unit will be upgraded with wireless monitoring, ensuring the same standard of
care with no reduction in capabilities.

¢ DH's new state of the art ICU opened in October 2014. It is staffed by
intensivists, specially trained to address the complex medical needs of critically ili
patients and supported by a variety of specialists not available at NMH.

We respectiully request confirmation that consolidation of the second floor CCU at NMH
with the third floor 3-East medical surgical unit will not require a CON.




SECTION V. AFFIDAVIT
(Each Petitioner must submit a completed Affidavit.)
Petitioner: The Danbury Hospital

Project Title: Alignment of Clinical Services

I, Dan DeBarba, EVP, Western Connecticut Health Network, Inc., and President, The
Danbury Hospital, being duly sworn, depose and state that the information provided in

this CON Determination form is true and accurate to the best of my knowledge.

I S

Subscribed and sworn to before me on o2 M )5

Signature

{

~ Notary Public/Commissioner of Superior Court

My commission expires: "/_l(}\mj Jl_Jojq



Exhibit |
The Danbury Hospital License

STATE OF CONNECTICUT
Department of Public Health
LICENSE
License No. 0039

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

The Darbury Hospital of Danbury, CT d/b/a The Danbury Hospital is hereby licensed to
maintain and operate & General Hospital,

The Daubury Hospital is located at 24 Hospital Avenue, Danbury, CT 06810.
The maximum number of beds shall not exceed at any fime:

26 Bassinets
430 General Haospital Beds

This license expires September 30, 2015 and may be revoked for canse at any time.
Dated at Hartford, Connectiout, October 1, 20{3,

Sutellites;
*New Miltord Hospital Campus, 21 Elm Streef, New Milford, CT
*New Milford Hospital Behaviorat Health Services, 23 Poplar Street, New Milford, CT
Center for Child and Adolescent Treatment Services, 152 West Street, Danbury, CT
Community Center for Behavioral Health (ADH-PHP), 152 West Street, Danbury, CT
The Pediatric Health Center, 70 Main Strest, Danbury, CT
Seifert & Ford Community Health Center, 70 Main Streat, Danbury, CT
Ridyeficld Surgical Center, 901 Ethan Allen Highway, Ridgafisld, CT

License revised to reflect:

*Added (2) sateliifes and increase of 85 General Beds because The Danbury Hospital merged and took
over New Milford Hospital effective 1071714,

prese St

Jewel Mullen, MDD, MPH, MPA
Cammissianer




Greer, Leslie
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From: Hansted, Kevin

Sent: Friday, February 27, 2015 9:15 AM

To: Greer, Leslie

Cc: Martone, Kim

Subject: FW: Determination Report 15-31981-DTR

Leslie, please add the below to the record.
Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

From: Herlihy, Sally [mailto:Sally.Herlihy@wchn.org]
Sent: Friday, February 27, 2015 8:47 AM

To: Hansted, Kevin

Subject: RE: Determination Report 15-31981-DTR

Dear Attorney Hansted,

The medical services provided in the CCU at New Milford Hospital will continue to be provided in the progressive care unit

without any change. Some examples of these services follow:

Unstable Non-invasive ventilation i.e. CPAP or BIPAP

®

» Hemodynamic instability due to hypovolemia, hemorrhage, sepsis, or other cause

e Central nervous system depression that threatens to compromise airway and protective reflexes

e Severe impairment of renal function or severe electrolyte abnormalities

e Patients requiring extended post-operative care

e Extended intra-operative time and vigorous fluid resuscitation with the probability of fluid shifts and massive third
spacing

e Patients requiring frequent assessments(solid organ injury or abdominal pain with the possibility of emergent
surgery

e Patients with delirium tremens requiring continuous Ativan drip without respiratory failure requiring intubation

o Patients requiring continuous observation and pulse oximetry due to upper airway disease such as epiglottitis or
tumor

e Possible intra-operative events (i.e. ST changes, arrhythmias, etc.) which are asymptomatic and
hemodynamically stable

o  Arrhythmias that are hemodynamically stable (IE. atrial fibrillation/flutter, supra ventricular tachycardia




Angina pectoris, that is hemodynamically stable but requires intravenous nitroglycerin for prophylaxis of the
angina

Mild to moderate congestive heart failure without signs/symptoms of shock

Hypertensive urgency without evidence of end-organ damage

Drug drips appropriate for PCU management as defined by the institutional critical care committee.

Patients requiring initiation of and maintenance intravenous infusions of anti-arrhythmics, and vasoactive inotropic
medications.

Patients with a tracheostomy tube requiring aggressive pulmonary toileting or requiring arterial blood gases than
once per eight hours. Suctioning is provided every 4 hours or less.

Hemodynamically stable patients with evidence of compromised gas exchanges and underlying disease with the
potential for worsening respiratory insufficiency who require frequent observation and/or continuous positive
airway pressure

Post-op patients after being fully recovered in PACU and meeting all other CSD criteria

Patients requiring monitering for seizure activity (should be controlled with anticonvulsant medication)

Patient requiring vital signs, lab tests, neuro checks, peripheral pulse checks, | & O no more often than every two
hours routinely. Exceptions: a) patient' s receiving blood products and B) certain IV infusions, and C) Dilantin
loading doses may have more frequent vital signs

Patient requiring monitoring for obstructive sleep apnea

Please reach out if you require additional information.
Sincerely,

Sally

Sally F. Herlihy, FACHE
Vice President, Planning
Western Connecticut Health Network

203-739-4903

From: Hansted, Kevin [mailto:Kevin.Hansted@ct.qov]
Sent: Thursday, February 26, 2015 11:44 AM

To: Herlihy, Sally
Subject: Determination Report 15-31981-DTR

Dear Ms. Herlihy,

| am in recent of your determination request concerning the consolidation of New Milford Hospital’s CCU beds into a
progressive care unit. Please provide a list of medical services currently provided in the CCU along with a list of the
medical services proposed to be offered in the progressive care unit.

Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this

2




message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Qffice of Health Care Access

March 11, 2015

Sally F. Herlihy, MBA, FACHE

Vice President, Planning

Western Connecticut [ealth Network, Inc.
24 Hospital Avenue

Danbury, CT 06810

RE:  Certificate of Need Determination Report Number 15-31981-DTR
Alignment of Clinical Services at New Milford Hospital

Dear Ms. Herlihy:

On February 24, 2015, the Office of Health Care Access (“OHCA”) received your Certificate of
Need (“CON™) Determination request on behalf of Western Connecticut Health Network, Inc.
(“Petitioner™) with respect to the alignment of clinical services at New Milford Hospital
(“NMH").

NMH is a licensed nonprofit hospital and part of the Western Connecticut Health Network, Inc,
NMH currently provides inpatient critical care in two locations, a 35-bed medical surgical unit
located on its third-floor, and an 8-bed critical care unit (“CCU”) located on the second floor of
the same building. NMH is proposing to implement a progressive care unit on its third floor,
within its medical surgical unit. The medical services currently provided in the CCU will
continue to be provided in the new progressive care unit without any change.

Pursuant to Conn. Gen. Stat. § 19a-638(a)(5), as amended by P.A. 14-168, a certificate of need is
required for the “termination of inpatient or outpatient services offered by a hospital...” The
Petitioner has represented that the proposed progressive care unit will offer the same clinical care
services that are currently offered in the CCU and the medical surgical unit will remain
operational once the progressive care unit is opened. As a result, no termination of services is
taking place. Therefore, a CON is not required for the Petitioner’s proposal.

Sincerely,

Kimberly R. Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSR

An Equal Opportunity Provider
I/ you require aid/qecommodation to participate filly and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7053 Email: OHCA@ct.gov
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of CRITICAL-CARE
NURSES

Progressive Care Fact Shesgt

Background

in the early 19703, major medical center cecruiters placed advertisements for toth critical care and
progressive care nurses in Heart and Lung. Initially, prograssive care unlts housed post rayocardlal
infarction patients requiring cardiac monitoring, but not raquiring Intensive care and absarvation. With
the changing healthcara environment, the aculty of patlents admitted to hospitals steadlly increasad
and caused an Increase I the demand for criticat care beds. With the Increased demand and decreased
avaitability of critical care beds, patlents were often transferred from critical care units while still
requiring an (ncreased level of nursing care and vigilance. Patients admitred 1o critical care units flve to
ten years ago are now routinely admitted to progressive care.

Propressive care is the term the American Assaciation of Critical-Care Nurses (AACN} uses to collectively
describe areas that are also referred to as intermediate Care Unlts, Direct Observation Units, Step-down
Units, Telemetry Units, or Transiti onal Care Units as well as to define a specific level of patient care.
AACN recognizes the need to define and jdentify the special naeds of progressive care nurses. n 2008,
the Certification Corporation convened a progressive care nursing study of pracitice. The study of
practice determined the scope of practice, populations served, the core rompetancies and basic
knowtedge and skil requirements of progresslive care nUrSes and provided a foundation for
development of certification exams. Progressive Care nUrses across the country participated inthe
study of practice.

pefinition

‘The American Association of Critical-Cara Nurses recognizes progresslve care as part of the continuurm of
critical care. AACN i2 dedicated to creating @ healthcare system driven py the needs of patients and
familles where critical care nurses make thelr optimal contribution. The AACN Synergy Model far Patient
Care is the conceptual framework that actualizes the vision. It defines nursing practice based onthe
needs of tha patient and the charactaristics of the nurse 10 attain optimai patient Qutcomes.

progressive care defines the care thet s delivered to patients whose needs fall along the less atute end
of that continuum. Progressive caré patients are moderately stable with less complexity, require
moderate resources and require intermittent nuesing vigilance or are grable with a high potentlal for
pecoming unstable and requlre an Increased Intensity of care. Charactorlstics of progressive care
patlents include: 3 decreased risk of 8 life-threatening event, a decreased need for invasive monitering,
increased stability, and an increased ability to participate in thelr care.

Progressive Care patient Location

AACN's Synergy Model assists in defining the progressive care patient. The Synergy Model identifles
patients based on the characteristics and needs that they present and nat on the lacation of the bed
they occupy. Asin critical care, the geographic domaln of progressive care 13 expanding. Care provided
to progressive care pattents Is not Iimited by geography but {s hased on the needs and required
[nterventions of the patlent, While specific propressive care units can be identified, patients reguiring
progressive Care nursing can be tocated throughout the hospital.

AACK » 101 Columbia » Mliso Vigjo, CA 972656-4109 « T 949 362 2000 « 8O0 899 2226+ F 949 3472 2020 » www,aaa.ofg
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According to the Syneigy naodel, stabliity, compliexity, yulnerability, cesiliency; predictability; rasource
avallabiiity, participation in care and participation in decision making are the patlent characterlstics that
describe patient function, The nuese characteristics that typically represent comprehensive mursing
practice include clinical judgment, advoeacy, caring practices, collaboration, systems thinking, Tesponse
1o diversity, clinlcal Inquiry and learning tacllltation. The framework, therefore, takes into account the :
unpredlctabllltv of the progressive care patient and, based on tha patiant’s and famlly's neads, the
competencies of the progressive care nurse, Progressive eare can be very specialized, with care focused
on a specific systerm such as cardiac, or more generalized, as in the care of patients with multi-system
problems.

Educational Requirements ‘
Progressive care nursing has expanded beyont the baslc cardiac telemetry that marked its bepinning
and now encompasses many of the same rechnofogles and therapies that were once limited to critical
i cace unlts. To meet the changing needs of the patient, nurses caring for prograssive care patients roust
; demoenstrale competencies that are influenced by ever changing technology: progressive care nurses
must demonstrate the following core competencles:

¢ Cardiac monitoring techniques and lead placement.

» Basic B advanced iife support.

» Dasic tlysrhythmia jnterpretation and treatment, Including ST segment andg Q¥ Interpratation.

¢ Drugdosage calculation, continuous madication infusion adminlstration, and patient monltoring
for medication effects.

o Titration of selected vacoactive medications such as nitroglycerin.

« Monitoring patients using standardized procedures for pre, intra, and post procedures (e,
cardioversion, TEE, ca rdlac catheterization wlth PC), bronchoscopy, €GD, PEG placement, chest
tube insertion) ,
! e (nvasive arterial pressure monitoring including equipment setup and troubleshooting;
monitoring and recognition of signs and symptoms of patient Instabllity:

» Non-nvasive hemodynamic pressure monitoring including equlpment setup and
troubleshooting, monitoring and recognition of signs and symptoms of patlent instability.

« Recognition of the signs and symptoms of cardiapuimonary emergencles and initlate
standardized interventions to stabilize the patiant awalting transfer to critieal care Including
cardioversion, defibrillation and transcutaneous pacing. Seek assistance 45 needed.

o Monltoring normal and abnormal diagnostic test rasults.
« Interpretation of ABGs and communicating findings.

« Recognitlon of indications for and management of patients requiring noninvasive 02 delivery
systems including oral afrways, bigap, and nasal CPAP

« Assessment of the ventilated patient to assure dellvery of the prascribed treatment and patlent
response including tracheostomy care, and contipuous and Intermittent Sp02 monitoring

E ! AACN 10} Colunkbier » Allso Viale, CAF2656-4109 T 949 362 2000 - BOD 899 2226 +F 949 342 2020« W, CCn, 0fg
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« Managing patients with chest tubes.

o Asslsting with thoracentesls and chest tube insertion.

o Administering medications for procedural sedation and monitor patient’s response.

«  Assessing, monitoring and managing patients with stroke, seizure disorders and intracranial
hemorrhage. |

« Managing and titrating insulin infusions, '.

+ Recognition of indications for and camplications of enteral and parental nutrition : ,

«  Assessing, monitoring and managing patients requiring renal therapeutic interventions; 8.8, ]
hemouialysis, peritoneal dialysis, stents, continuous bladder irrigation, and yrostomias i

¢ Management of patients with complex wounds with fistulas, drains, and vacuum-assisted
closure devices.

e Recognition of signs and symptoms of behavioral gmergencles {e.g- delirlum and dementla,
mood disorders and substance abuse):

» Evaluating the family's need for enhanted Involvemnent in care 0 facilitate the transition from
hospltal to home.

Reference List
AACN Scope and Standards for Acute and Critical Care Nursing Practice, AACN, Aliso Visjo, CA. 2008,

american College of Critical Care Medicine of the Soclaty of Critical Care Mediclne: Guldelines on
admissian and discharge for aclult Intermediate care unlts, 1997.

AACH « 101 Coluinbia » Mise Visjo, CA92656-4109 « T 949 142 2000 + BOO 899 2276+ F 049 362 2020 « www.qaen.org
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Greer, Leslie

I s e e e = —— e = = _———— == === =]
From: Martone, Kim

Sent: Thursday, September 03, 2015 1:25 PM

To: Hansted, Kevin

Cc: Olejarz, Barbara; Greer, Leslie; Riggott, Kaila; Roberts, Karen

Subject: FW: Letter of Determination

Attachments: Windham Form 2020 FINAL 9.3.2015.pdf

From: Edwards, Janette [mailto:Janette. Edwards@hhchealth.org]
Sent: Thursday, September 03, 2015 12:55 PM

To: Martone, Kim

Subject: Letter of Determination

Ms. Martone:

Please find attached a Certificate of Need Determination Form, Form 2020, detailing Windham Hospital’s
proposal for the alignment of its critical care unit as a progressive care unit.

The original copy is following via FedEx.

Sincerely,

Janette Edwards

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.




)
Windham i
Hospital

Connect to healthier.

September 3, 2015

Ms. Kimberly Martone

Director, Operations

Office of Health Care Access

Division of the Department of Public Health
410 Capital Avenue, MS#13 HCA

Hartford, CT 06106

Dear Ms. Martone:

Please find enclosed a Certificale of Need Determination Form, Form 2020 detailing Windham
Community Memorial Hospital's proposal for the alignment of its Critical Care Unit as a

Progressive Care Unit.
Please don't hesitate to contact me for if you require further information.
Sincerely,

(NUHEE Edvivnalo

Janette Edwards

Director, Planning & Business Development

112 Mansfield Avenue Willimantic, CT 06226 860 456 9116 tel 860 456 0000 fax www.windhambhospital.org
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State of Connecticut
Office of Health Care Access
CON Determination Form
Form 2020

All persons who are requesting a determination from OHCA as to whether a CON is
required for their proposed project must complete this Form 2020. The completed form
should be submitted to the Director of the Office of Health Care Access, 410 Capitol
Avenue, MS#13HCA, P.0. Box 340308, Hartford, Connecticut 06134-0308.

SECTION I. PETITIONER INFORMATION

if this proposal has more than two Petitioners, please attach a separate sheet,
supplying the same information for each Petitioner in the format presented in the

following table.

Full Legal Name

- Doing Business As

Name of Parent Corporation

Petitioner's Mailing Address, if Post Office
- (PO) Box, include a street mailing address
for Certified Mail

What is the Petitioner's Status:
P for profit and
NP for Nonprofit

Contact Person at Facility, including
Title/Position:

Thig.'__i‘(r!gividual at the facility will be the _

Petitioner

“Windham Community Memorial

Hospital

- Windham Hospital

' Hartford HealthCare Corporation

112 Mansfield Avenue, Windham,
CT 06226

NP

- Janette Edwards, Director Planning
- & Business Development




Petitioner's Designee to receive all
correspondence in this matter.

Contact Person’s Mailing Address, if PO
Box, include a street mailing address for
Certified Mail

Contact Person's Telephone Number

Contact Person’s Fax Number

Contact Person's e-mail Address

112 Mansfield Avenue, Windham,
- CT 06226

860-456-6800

- 860-456-6838

Janette.edwards@hhchealth.org

SECTION Il. GENERAL PROPOSAL INFORMATION

i,

b.

SECTION IV. PROPOSAL DESCRIPTION

Proposal/Project Title: Alignment of Critical Care Unit as a Progressive Care Unit

Estimated Total Project Cost; $0

Location of proposal, identifying Street Address, Town and Zip Code:
Windham Hospital, 112 Mansfield Avenue, Windham, CT 06226

List each town this project is intended to serve:
Existing service area (no changes in communities currently served).

Estimated starting date for the project: Upon OHCA’s approval of this determination

request.

Please provide a description of the proposed project, highlighting each of its important

aspects, on at least one, but not more than two separate 8.5" X 11" sheets of paper. At

a minimum each of the following elements need to be addressed, if applicable:

1.

if applicable, identify the types of services currently provided and provide a copy of each

Department of Public Heaith license held by the Petitioner.

will be sought, If applicable.

ldentify the types of services that are being proposed and what DPH licensure categories

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




The mission of Windham Community Memorial Hospital (“Windham”) is “to enhance the lives
and well being of people in the communities we serve by providing quality health care.” In
furtherance of its mission, Windham is committed to providing access to the right care, in the
right location, and at the right time. To achieve this goal, Windham is proposing to provide
services to patients who have historically received care in its critical care unit (“CCU”) in a new
progressive care unit (“PCU”)} without changing the clinical care provided to these patients.

Windham is a 130 bed hospital and currently delivers inpatient care on three (3) inpatient units,
including a 30-bed medical-surgical unit, a 23- bed medical-surgical unit, and a 12-bed unit
historically referred to as the CCU,

The average daity census at Windham for Y 2015 through July is 35 patients for the entire
hospital. The following generally describes the types of patients cared for in the CCU during
this period:

* Average daily census for critical care patients was 2.06 or 17% of total patients treated
on the CCU with a 1.9 day average length of stay (these paticnts can be treated in PCU);

* Average daily census for intermediate level of care (“ILC”) patients in the CCU was 1.5
or 12.5% of total patients treated on the CCU (these paticnts do not require CCU/PCU
level of care),

¢ Average daily census for uncomplicated medical surgical patients was 5.16 or 43% of
patients treated on the CCU (these patients do not requite CCU/PCU level of carc);

* Overall, the CCU operates at 72.5% occupaney with only 17% needing CCU/PCU
services.

Windham experienced a decline in critical care patient volume and length of stay for patients
cated for in its CCU in recent years and these patients could be cared for in a PCU:

¢ 2013: 365, average length of stay 3.13 days

s 2014: 366, average length of stay 2.6 days

o 2015: 332 through July, average length of stay 1.9 days

Based on historical utilization and patient acuity to date, Windham proposes to address the
clinical nceds ol'its patients currently cared for in its CCU by transitioning the current 12-bed
CCU o a 4-bed PCU. The proposed PCU will serve the same Windham patients who were
previously treated in its CCU. Patients who will be admitted to the PCU will continue to be
patients who require medical and nursing care beyond general inpatient level of services.

According lo the American Association of Critical Care Nurses, progressive care is part of the
continuum of critical care. The following may be applicable to PCU level patients:
¢ The patient has a persistent unstable status requiring continuous bedside cardiac

and/or respiratory monitoring with frequent blood pressure monitoring as outlined
in the PCU;

¢ The patient requires acute and/or complex medical monitoring as outlined in the
PCU;




* The patient requires complex nursing treatment regimen; and
* The pationt requires medication therapy requiring a higher level of assessment and
intervention, '

PCU patients typically include patients that have a decreased risk of a life-threatening event, a
decreased need for invasive monitoring, increased stability and an increased ability to participate
in their care.” In the last five years, patients who have been treated in the Windham CCU have
met the definition for PCU level of care. The patients requiring progressive care will be
managed with the same technology and staff competency levels that currently exist in the CCU.
The only change will be that there will no longer be a dedicated physical space with 12 beds,
which is clearly not needed based upon census for the last three years. Accordingly, this
proposal will not change the clinical care provided to patients after the transition to the proposcd
PCU.

Should Windham patients cared for in the PCU require tertiary care services not available at
Windham, these patients would continue to be transferred like they arc from the CCU today. For
example, Hartford Hospital is available to receive these patients and currently does receive these
patients. The Windham Paramedic Program is readily available for necessary transport of these
patients if the need arises during an inpatient stay. All full-time paramedics employed by the
Windham Paramedic Program are critical care transport certified, or are in the process of
receiving certification as a CCEMT-P or FP-C®. This is unique among paramedic transport
services, and it ensures the highest level of care is available to Windham’s patients during
transport,

While the level of services currently provided to patients in the CCU will not change as a result
of the transition to the PCU, it will allow space that is currently being underutilized to be utilized
more efficiently and more responsively to the clinical needs of the community.

The services provided in the CCU will continue to be provided in the PCU. Please see Exhibit |
tor a list of the services currently provided to patients in the CCU, which will remain after the
transition to a PCU,

There is no proposed change to the Windham license, attached as Exhibit 2.

Based upon the foregoing, Windham Hospital respectfully requests confirmation that the
alignment of its Critical Care Unit to a Progressive Care Unit will not require a CON.

! CriticalCareNurse Vol 31, No. 3, JUNE 201

? CritiemCareNurse Vol 31, No, 3, JUNE 2011

* In the ease of those paramedics who are also on the LileStar Dight crew. These cenifications are granted by The Board for Critical Care
Transport Cetification,




Exhibit 1

Services provided at Windham CCU will continue at the PCU and will

include;

Management of sudden acute event on admitted medical surgical patient;
Short term ventilator support (post anesthesic or otherwise);
Hemodynamic instability due to ypovolemia, hemorrhage, sepsis, or
other cause;

Central nervous system depression that threatens to compromisc airway
and protective reflexes;

Management of renal or electrolyte abnormalities;

Extended intra-operative time and vigorous fluid resuscitation with the
probability of fluid shifts and massive third spacing;

Patients with delirium tremens requiring continuous sedative infusions
without respiratory failure requiring intubation;

Patients requiring continuous observation and pulse oximetry due to upper
airway discase;

Monitoring possible intra-operative cardiac events (i.c. ST changes,
arrhythmias, etc.) which are asymptomatic and patient is
hemodynamically stable;

Arthythmias that are hemodynamically stable (IE. atrial fibrillation/flutter,
supra ventricular tachycardia;

Angina pectoris that is hemodynamically stable but requires intravenous
nitroglycerin for prophylaxis of the angina;

Mild to moderate congestive heart failure without signs/symptoms of
shock;

Hypertensive conditions without evidence of end-organ damage;
Patients requiring initiation of and maintenance intravenous infusions of
anti-arrhythmics, and vasoactive inotropic medications;

Patients with a tracheostomy tubes requiring aggressive pulmonary
toileting or requiring arterial blood gascs;

Hemodynamically stable patients with evidence of compromised gas
exchange and underlying disease with the potential for worsening
respiratory insufticiency who require frequent observation and/or
continuous positive airway pressure;

Post-op paticnts after being fully recovered in PACU and meeting all other
CSD criteria; and

Patients requiring monitoring for seizure activity or obstructive slecp
apnea.




Exhibit 2
WINDHAM LICENSE

STATE OF CONNECTICUT
Bepartment of Pablic Health
LICENSE
License No. 0061
General Hospilal
by seeordimee with the provisions of the Genera! Stantes of Conneeticut Section 19393
Windham Cemmunity Memtorial Hospital, Tne. of Willimantic, CT dfb%a Windhnm Community
Memorial Hospital, Inc, and Hateh Hospital Corparation ks bereby Heensed to maintnin and
opetate a General Hospilal,

Windkam Compmunity Memaortal Haspital, Ine, and HEatch Hnspltal Corporation is located
at 112 Manstield Avenue, Willimantie, CT 06226,

The maximum aunber of beds shadl not excead at any tine:

14 Bassmets _
130 General Hospital Beds

This licenss expires Septesmber 30, 2005 and may he 1evoked for couse ot uny tine,
Dated at Hartfoul, Connecticut, Oclober 1, 2013

Sateilites:
Windhum Muddle School Health Center, 123 Quazty Street, Willinantic, €1
Windlnes High Schoul Welluess Centes, 155 igh Steeet, Willimantle, CT
*Charles Barrows STEM Academy School-Biased Health Center, 141 Tuckio Road, ¥, Windham, CV

$iconse revised to reflect:
v Adided (1) Saxcllite cllvetive 82613

q’:‘\ﬂ(/ ¢ (7 ,f/)t“_,{?,&,;,.ﬂt'l
e

Jewel Mullen, MD, MPH, MPPA
Conunissioner




SECTION V. AFFIDAVIT
(Each Petitioner must submit a completed Affidavit.)
Petitioner: Windham Community Memorial Hospital

Project Title: Alignment of Critical Care Unit as a Progressive Care Unit

I, David A. Whitehead, President of Windham Community Memorial Hospital, being duly
sworn, depose and state that the information provided in this CON Determination form
is true and accurate to the best of my knowledge.

szﬁj 7 A
gnature

Date””

Subscribed and sworn to before me on 6/;/3 // 5

SV 70 /;Efr) %Pf@

Notary I7(|bIirf,/?emmissidnbr‘of'-Superior Court

My commission expires: “4{ 30 [




Greer, Leslie
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From: Hansted, Kevin
Sent: Wednesday, September 09, 2015 9:57 AM
To: Greer, Leslie
Subject: FW: Determination #15-32026-DTR

Leslie, please add the below to the record.
Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

Email: kevin.hansted@ct.qov

i Lo
A

N/

Connectitut Department
of Public Health

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

From: Edwards, Janette [mailto:Janette.Edwards@hhchealth.org]
Sent: Thursday, September 03, 2015 4:27 PM

To: Hansted, Kevin

Subject: RE: Determination #15-32026-DTR

Attorney Hansted,

I am confirming that the services currently provided to patients on the CCU will not change as a result of the transition
to a PCU.

Please let me know if you require any further information.

Janette Edwards

From: Hansted, Kevin [mailto:Kevin.Hansted@ct.gov]
Sent: Thursday, September 03, 2015 1:49 PM




To: Edwards, Janette
Subject: Determination #15-32026-DTR

Dear Ms. Edwards,

I am in receipt of your determination request regarding the alignment of the Critical Care Unit (“CCU") as a Progressive
Care Unit (“PCU”) at Windham Hospital. Can you confirm for me that all of the services that are currently offered in the
CCU will be offered in the PCU?

Thank you,

Kevin T. Hansted

Staff Attorney

Department of Public Health
Office of Health Care Access
410 Capitol Ave., MS #13HCA
P.O. Box 340308

Hartford, CT 06134

Phone: 860-418-7044

Email: kevin.hansted@ct.qov

Connedtitut Depariment
of Public Health

CONFIDENTIALITY NOTICE: This email and any attachments are for the exclusive and confidential use of the intended
recipient. If you are not the intended recipient, please do not read, distribute or take action in reliance on this
message. If | have sent you this message in error, please notify me immediately by return email and promptly delete
this message and any attachments from your computer system. We do not waive attorney-client or work product
privilege by the transmission of this message.

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.




STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

September 9, 2015

Janette Edwards

Director Planning & Business Development
Windham Community Memorial Hospital
112 Mansfield Avenue

Windham, CT 06226

RE: Certificate of Need Determination Report Number 15-32026-DTR
Alignment of Clinical Services at Windham Hospital

Dear Ms. Edwards:

On September 4, 20135, the Office of Health Care Access (“OHCA”™) received your Certificate of
Need (“CON”) Determination request on behalf of Windham Community Memorial Hospital
(“Petitioner”) with respect to the alignment of clinical services at Windham Hospital.

Windham Hospital is a licensed nonprofit hospital and part of Hartford HealthCare Corporation.
Windham Hospital currently provides inpatient care on three (3) inpatient units, including a 30-
bed medical-surgical unit, a 23-bed medical-surgical unit, and a 12-bed critical care unit
(“CCU™). The Petitioner is proposing to implement a progressive care unit (“PCU”) in place of
its CCU and reduce the number of beds in the PCU to four (4). The medical services currently
provided in the CCU will continue to be provided in the new PCU to the same patient
population. Also, there is no proposed change to the Petitionet’s license.

Pursuant to Conn. Gen. Stat. § 19a-638(a)(5), a certificate of need is required for the “termination
of inpatient or outpatient services offered by a hospital...” The Petitioner has represented that the
proposed PCU will offer the same clinical care services that are currently offered in the CCU. As
a result, no termination of services is taking place, Therefore, a CON is nof required for the
Petitioner’s proposal.

Sincerely,

Kimberly R, Martone
Director of Operations

C: Rose McLellan, License and Applications Supervisor, DPH, DHSR

An Egual Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email)
410 Capitol Ave., MS#13HCA, P.Q.Box 340308, Hartford, CT 06134-0308
Telephone: (860} 418-7001 Fax: (860) 418-7053 Email: OHCA@ct.gov
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Frequently Asked Questions

What does CCRN Mean?

CCRN is a board certification that can be obtained by nurses who care for patients in the acute
and/or critical care settings. CCRN is a registered trademark and does not stand for "Critical Ce
Registered Nurse" but rather is affirmation of certification that a registered nurse (RN) or advar
practice registered nurse (APRN) has met the American Association of Critical-Care Nurses (A2
eligibility requirements and has successfully passed the CCRN examination.

CCRN certification is granted by AACN. Registered nurses, who have not successfully obtainec
certification or those with CCRN certification that has lapsed or become inactive, are not authc
use the CCRN credentials.

What is CCRN Certification?

CCRN certification is a board certification granted by AACN Certification Corporation. It valida
register nurse has achieved a level of knowledge in nursing necessary to care for patients in th
care and/or critical care setting. CCRN certification denotes that the registered nurse is qualifie
component, as well as, has met the rigorous certification requirements set forth by AACN nec
achieve board certification status.

Why should | obtain a CCRN certification?

Obtaining your CCRN certification allows you to enhance and maintain an up-to-date knowle
in acute and critical care nursing necessary to provide safe and effective care for acutely ill pat
confirms that you have achieved a higher level of clinical knowledge and that you are committ
promoting excellence in nursing. In addition, most hospitals, facilities, and organizations offer
incentives for nurses who obtain and maintain board certification status.

How do | prepare for the CCRN?
The adult CCRN review online program, (featured by Laura Gasparis ), is a comprehensive revie
program designed to thoroughly prepare the RN or APRN working in the acute and/or critical

https://www.ccrnreview.com/faq 10/19/2015
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setting for the adult CCRN certification exam. The training in offered entirely online and may t
accessed from any internet-based computer. The learner will have the ability to review course
materials at his or hers own paced, anytime, anywhere. In addition, we strongly recommend tt
clinicians complete all of the CCRN review practice exam questions and review the test plan ir
CCRN Handbook by AACN. The CCRN examination handbook can be found at
www.aacn.org/wd/certifications/docs/ccrn-exam-handbook.pdf

What are the current CCRN examination requirements?
Candidates must have an unrestricted/valid RN or APRN license in the United States

Candidates must meet one of the following clinical requirements in order to take the CCRN ex

> Option 1: Practice as an RN or APRN for 1,750 hours in direct bedside care of acutely a
critically ill patients during the previous 2 years, with 875 of those hours accrued in the

recent year preceding application.

OR

o Option 2: Practice as an RN or APRN for at least 5 years with a minimum of 2,000 ho
direct bedside care of acutely and/or critically ill patients, with 144 of those hours accr

the most recent year preceding application.

> Eligible hours are those spent caring for one patient population (adult, pediatric or nec

alignment with the exam for which you are applying.

> Hours must be completed in a U.S.-based or Canada-based facility or in a facility dete
to be comparable to the U.S. standard of acute/critical care nursing practice, as evidey

Magnet Status or Joint Commission International accreditation.

+ For more information about CCRN exam eligibility, please refer to the CCRN Exam Handk

http://www.aacn.org/wd/certifications/docs/ccrn-exam-handbook.pdf

https://www.ccrnreview.com/fag | 10/19/2015
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Who is eligible to sit for the CCRN certification exam?

The CCRN exam is for nurses who work at the bedside of acutely and/or critically ill patients ir
such as ICUs, CCUs, respiratory ICUs, surgical ICUs, medical/surgical ICUs, cardiac/surgical [Cl
neuro/neurosurgical ICUs, PICUs, NICUs, critical care transport/flight, trauma units, emergenc
departments and in nurse anesthesia — or in other units as appropriate.

Final determination of eligibility is not based on unit type but on patient acuity, as patient plac
varies by facility and bed availability.

When is the CCRN exam offered?
The CCRN exam is offered via computer-based testing year-round, Monday through Saturday
than 175 testing centers across the United States.

What are the application fees for the CCRN examination?

+ CCRN Computer-Based Exam (initial exam): AACN Members $225.00 and Nonmembers
$330.00

« CCRN Retest Exam: AACN Members $170.00 and Nonmembers $275.00

« CCRN Renewal Exam: AACN Members $170.00 and Nonmembers $ 275.00

How do | register for the CCRN exam?

Online Application Process: Same day Processing
You can register for the adult CCRN examination online (for the computer-based test) at
www.certcorp.org> Apply Online

Before you start online application process, please have the following information:

+ RN or APRN license number and expiration date

- Name, address, phone number, and email address of you clinical supervisor or profession
colleague (RN or physician) whom can verify your practice eligibility

» Valid credit card (Visa, MasterCard, Discover, or American Express)

Paper Application Process: Allow 2-3 weeks for Processing
Paper applications are required for candidates applying with a group, for paper and pencil exar
for testing outside the United States.

Complete the application process in the CCRN exam handbook on pages 41-42 and the honot

statement on page 43. Be sure to complete all requested information on application and inclu
application fees in the form of check, money order, or credit card.

https://www.ccrnreview.com/faq 10/19/2015
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We strongly recommend that you thoroughly review the materials outlined in our CCRN onlin
program and review the CCRN exam handbook set-forth by AACN. The CCRN examination hz

can be found at www.aacn.org/wd/certifications/docs/ccrn-exam-handbook.pdf.

How long is the CCRN Exam?

The CCRN is a 3-hour timed exam, consisting of 150 questions; 125 of the questions are score
remaining 25 questions are used to gather statistical data for future exams. The exam questior
based on AACN Synergy's Model for Patient care. For details, please refer to the CCRN exam
handbook.

After | take the CCRN exam, how soon will | know if | passed the exam?

Candidates who complete the computer-based exam will receive their results and final score
immediately upon test completion. Those who complete the exam via paper and pencil shoul
their results by regular mail within three to four weeks after testing.

Once | have successfully passed the CCRN examination, when does my certification expires?
CCRN certification is valid for a period of 3-years and may be renewed every 3 years by retakil
CCRN exam or by meeting the requirements of the renewal by Synergy CERPs (Continuing Ec
Recognition Points) program during the 3-year certification period.

What if | don’t pass the CCRN exam on the first attempt, can [ re-take the exam?
Yes, candidates who do not pass the CCRN exam are eligible to re-take the exam for a discour
retest fee up to four times in a 12-month period.

How do | renew my CCRN?
You may seek to renew your CCRN certification every 3 years by re-taking/passing the CCRN
by Synergy CERPs, or you may choose inactive status.

Eligibility for Renewal:

> You must have maintained a valid/unrestricted RN or APRN license in the United Stal
Unrestricted license, meaning that your license was not subjected to formal discipline

states board of nursing during the 3-year certification renewal period.

> Completion of 432 hours of direct bedside care of acutely and/or critically ill patients
or APRN within the 3-year certification period, with 144 of those hours being complet:

12-month period preceding the scheduled renewal date.

https://www.ccrnreview.com/faq 10/19/2015
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« Eligible hours are those hours spent caring for the patient populations (i.e., adult, pediatric

neonatal) in which your current certification is held.

Don't
miss our
latest
updates!
Connect
with us.

© 2015 CCRN Review. All Rights Reserved. Web Design by Blue Muse MediaWorks
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WINDHAM COMMUNITY MEMORIAL HOSPITAL, INC. PAGE: 1 OF: 1

TITLE: Critical Care Unit Admission, Transfer, and Discharge Criteria Policy (combined policies) [ SCOPE: Hospital - Clinical

EFFECTIVE: 6/07

REVIEW. Triennially REVIEWED: 7/2010 REVISED; 11/07, 11/09

REVIEWED BY: Critical Care Unit Committee

APPROVED BY: Medical Director, Critical Care Unit

PURPQOSE: To establish Admission, Transfer and Discharge criteria and timeliness of orders
for the Critical Care Unit

POLICY:
1. CRITERIA

a. Admission - Patients are admitted to the CCU based on their need for medical
and nursing care beyond conventional services, and the need for select acute
andfor complex medical diagnostic or treatment regimens. Examples include:

i

if.
iii.
iv.

V.
vi.

Acute Myocardial Infarction (AM), Life threatening arrhythmias
Continuous drug infusion for anti-arrhythmic and/or vasopressor
intervention

Acute Pulmonary Edema, Respiratory Fallure requiring invasive
Mechanical Ventiation

Acute/Polential evolving System(s) Failure

Diabetic Ketoacidosis (DKA) with DKA insulin drip

Invasive Hemodynamic Monitoring

b. Transfer and/or Discharge - Patient no longer requires the scope of services
prowded in the CCU. Examples in¢lude:

fiii.
iv.
v.
vi.

vii.
viil.
iX.

Myocardial Infarction is ruled out and cardiovascular status is stable
Angina, Congestive Heart Failure (CHF), arrhythmias are stable or
resolved

Extubated, ABGs within normal limits, Respiratory Failure resolved.
System(s) Failure resolved

DKA resolved and DKA insulin drip discontinued

No invasive hemodynamic monitoring required for assessment/
diagnostic paramsters

Renal function improved, no longer requiring acute interventions
Patient/Family requesting no further acute interventions

Services required are not available at WCMH

2. There are no direcl admissions to the CCU. All patients must be evaluated in the

Emergency Department,

3. Any patient with a critical iliness, who requires admissicn or transfer to the CCU, must be
evaiuated by the Attending Physician within 2 hours, with appropriate orders written,

4, ltis the responsibility of the altending or covering physician to assess the patient and
write complete transfer orders into and out of the CCU,




WINDHAM COMMUNITY MEMORIAL HOSPITAL, INC. PAGE: 1 OF: 1

TITLE: Intermediate Care Guidelines for patients in the SCOPE; Hospital - Clinical
Critical Care Unit: Admissions, Down-grades, Transfer,
and Discharge Criteria Policy

EFFECTIVE: /09 REVIEW: Triennially REVIEWED: REVISED:
{New Policy)
REVIEWED BY: Critical Care Unit Committee APPROVED BY: Medical Director, Critical Care Unit

PURPOSE: The Intermediate Level of Care designation is reserved for patients who require
monitoring due to a moderate or potentially severe physiologic instability, requiring necessary
technical support, but not artificial life support. Intermediate care is reserved for patients who
require less care than standard intensive care but more than what is available on the medical-

surgical units.
POLICY:
1. CRITERIA

a. Admissions, CCU down grades or transfers into the CCU: Patients who
require an Intermediate Level of Care designation may include:
i. Cardiac
1. Low probability of myocardial infarct (MF); rule-out Mi
2. Hemodynamically stable M\, arrhythmia
3. Mild to moderate CHF (Class |, I1)
4. Hypertensive urgency without evidence of end-organ damage
ii. Pulmonary
1. Medically stable ventilator patient for weaning or chronic care
2. Hemodynamically stable, compromised gas exchange/underlying
disease that is at risk for worsening respiratory insufficiency
3. Frequent vital signs or aggressive puimonary physiotherapy
fii. Neurologic
1. Established, stable stroke with frequent vitals signs, neurologic
assessment or frequent suctioning and turning
2. Patients with chronic but stable neurolegic or neuromuscular
disorders who require frequent nursing intervention
iv. Drug Ingestion/Overdose
1. Any patient requiring frequent neurologic, pulmonary, or cardiac
monitoring for drug ingestion or overdose who is
hemoedynamically stable.
v. Gastrointestinal (Gl) Disorders
1. Gl bleed with minimal orthostatic hypotension, responsive to fluid
therapy
2. Variceal bleeding without evidence of bright red blood by gastric
aspirate and stable vital signs.
3. Acute liver failure with stable vital signs
vi. Endoccrine
1. Diabetic Ketoacidosis {(DKA) in early regulation phase (recovery
from DKA) requiring constant intravenous infusions of insulin
and/or frequent injections of regular insulin with appropriate
monitoring




WINDHAM COMMUNITY MEMORIAL HOSPITAL, INC. PAGE: 2 OF: 1

TITLE, Intermediate Care Guidelines for patients in the SCOPE: Hospital - Clinical
Critical Care Unit: Admissions, Down-grades, Transfer,
and Discharge Criteria Policy

EFFECTIVE: 9/08 REVIEW. Triennially REVIEWED: REVISED;

(New Policy)

REVIEWED BY: Critical Care Unit Committee APPROVED BY: Medical Director, Critical Care Unit
vii. Surgical

1. Post-operative patient following major surgery who is
hemodynamically stable bui requires fluid resuscitation and
transfusion due to fluid shifts

viii. Miscellaneous

1. Treated and resolving sepsis without evidence of shock or
secondary organ failure

2. Patients requiring closely titrated fluid management

3. Patients requiring frequent nursing cbservations or extensive
time (> 60 minutes) for wound management

b. Transfer and/or Discharge - Patient no longer requires the Intermediate scope
of services provided in the CCU. Examples include:

i. Patient physiologic status is stabilized and need for intensive monitoring
is not necessary; patient can be cared for on general medical-surgical
unit

ii. Patient physiological status has deteriorated and active life support is
required or highly likely; the patient will be transferred to a CCU level of
care.

ili. Patient/Family requesting no further acute interventions
iv. Services required are not available at WCMH

2. There are no direct admissions to the CCU for the Intermediate Level of Care. All
patients must be evaluated in the Emergency Department. Nursing discretion should be
used when transporting a patient from the ED to the CCU (monitoring patient during
transport).

3. Itis the responsibility of the attending or covering physician to assess the patient and
write complete transfer orders into and out of the CCU.

References:

Guidelings on Admissions and Discharges for Adult Intermediate Care Unit {1998). Critical Care
Medicine, 26(3}), 607 - 610.

Meyer, M. (2003). Avoid PCU Bottlenecks With Proper Admission and Discharge Criteria,
Nursing Management, 3(6), 31 - 35.
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