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(Wher eupon, the hearing commenced at 10:03 a.m)

HEARI NG OFFI CER M TCHELL: Good
nor ni ng, everyone. This hearing before the Health
Systens Planning Unit identified by Docket No.
19-32339-CON i s being held on Novenber 18th to
establish proton therapy services in Wl lingford,
Connecticut by acquisition of new technol ogy and a
conput ed t onogr aphy si nul at or.

On March 14 of 2020, Governor Ned
Lanont i ssued Executive Order 7B which in rel evant
part suspended i n-person open neeting
requirenents. | will note that Executive Order 7B
was schedul ed to expire after having been extended
to Novenmber 9th of 2020, and then was extended a
second tinme by Executive Order 9L to February 9th
of 2021. To ensure continuity of operations while
mai nt ai ni ng the necessary social distance to avoid
the spread of COVID-19, the Ofice of Health
Strategy is holding this hearing renotely.

We ask that all nenbers of the public
and everyone who is not actively testifying nute
their device that they are using to access the
heari ng and silence any additional devices that
are around them

The public hearing is being held
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pursuant to Connecticut General Statute, Section
19a-639and wi Il be conducted as a contested case

I n accordance with the provisions of Chapter 54 of
t he Connecticut General Statutes.

My nane is Mcheala Mtchell. Victoria
Veltri, the executive director of the Ofice of
Health Strategy, has designated ne to serve as the
hearing officer for this matter. M coll eagues,
Bri an Carney and Li ndsey Donston, are also here to
assist ne in gathering facts related to this
appl i cati on.

The certificate of need process is a
regul atory process, and as such, the highest |evel
of respect will be afforded to the parties,
nmenbers of the public, and our staff. CQur
priority is the integrity and transparency of this
process, and accordingly we ask that decorum be
mai nt ai ned by all present during these
pr oceedi ngs.

The hearing is being recorded and wi ||
be transcri bed by BCT Reporting LLC

Al'l docunents related to this hearing
t hat have been or will be submitted to the Ofice
of Health Strategy are avail able for review

t hrough our CON portal which is accessible on the
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Ofice of Health Strategy's CON webpage.

In making its decision, the Health
Systens Planning Unit, or HSP, will consider and
make written findi ngs concerning the principles
and guidelines set forth in Section 19a-639 of the
Connecti cut General Statutes.

Yal e New Haven Heal th Services
Corporation and Hartford Heal thCare Corporation
are parties to this proceeding.

At this time, I'mgoing to ask M.
Carney to read into the record those docunents
al ready appearing in HSP's table of record in this
case. Al docunents have been identified in the
table of record for reference purposes.

Brian, are you all set?

MR. CARNEY: Good norning. This is
Brian Carney of the Ofice of Health Strategy
unmuted. At this tinme, | would like to enter into
the record Exhibits A through U.

HEARI NG OFFI CER M TCHELL: So, in
addition to that, Attorney Fusco, we have proposed
Exhibits B. B is the hearing agenda. Wis the
table of record which probably we shouldn't do
that as W So actually Wis not going to be the

table of record. Wis going to be the Connecti cut
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Post article which | sent to you. | don't know if
you've had tine to kind of |ook over that and tell
nme what your thoughts are about it.

M5. FUSCO This is Jen Fusco. | did
have a chance to ook it over. W have no
objection to it being entered as |ong as we have
an opportunity to respond to it. And | assune you
fol ks have questions on it, so we're confortable
Wi th you putting it in.

HEARI NG OFFI CER M TCHELL: Thank you.
So that is going to be Exhibit W W nmay need
sone Late-Files, but the final table of record
will also receive an exhibit nunber at the end of
the hearing and after we have taken in all
evidence. So B is the agenda, and then Wis the
Connecticut Post article. Thank you so nuch.

Any obj ections on any of the other
exhi bits?

M5. FUSCO No objection, but | did
just want to clarify on both the hearing agenda
and | see on your introductory slide the docket
nunber is incorrect. You have it listed as
"20-32339." It's actually 19. | know, it's been
a long year. And | see several of the docunents

have had it different, but just for the record
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it's 19-32339- CON.

HEARI NG OFFI CER M TCHELL: Got it. And
we're going to revise all of those for the record.

M5. FUSCO That's fi ne.

HEARI NG OFFI CER M TCHELL: Thank you
for bringing that to our attention.

Al right. So, what is going to happen
next is the applicants will present their direct
testinony. HSP will ask questions of the
applicant. W're going to hear fromthe public at
4 p.m | do know that there have been sone
requests to have sone nenbers of the public speak
earlier, and | do reserve the right to all ow
public officials and nenbers of the public to
testify outside of the order of the agenda. So
we'll work that through with the applicants as
t hat occurs.

|"mjust going to ask Attorney Fusco to
just kind of give ne a little bit of a rem nder in
ternms of when people have to leave. So we'll
accommodate you in that way.

M5. FUSCO Geat. Thank you.

HEARI NG OFFI CER M TCHELL: | would |i ke
to al so advise the applicants that we may ask

guestions related to your application that you
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feel -- you mght feel that you've already
addressed. And we are going to do that for the
pur pose of ensuring that the public has know edge
about the proposal and also for the purpose of
clarification. But | just want to reassure you
that we've read the application, conpleteness
responses and prefile testinony. So just bear
with us if we ask you sonething that you feel Iike
you' ve al ready answer ed.

In addition to that, as this hearing is
again being held virtually, we ask that all
participants to the extent possible enable use of
their video caneras when testifying or conmenting
during the proceedi ngs, and that anyone who i s not
testifying or commenting nute their electronic
devi ces, including tel ephones, televisions and any
ot her devices that are not being used to access
t he heari ng.

And then when we go off the record,
participants in the hearing can nute their devices
and di sable their canmeras when we do that so that
conversations could be held privately.

If we go off the record, | wll nake
sure that | provide a warning to the parties one

m nute prior to going back on the record so that
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you can situate yourselves accordingly. [|f you
need any additional tine for cleaning, you know,
for any type of COVID protocol, just et ne know

Regi stration to render public coment
Wil beginat 3 pm OHS will hear public conmment
at 4 p.m Coments will be taken during the
hearing in the order established by OHS, and |
will call each individual by nanme when it is his
or her turn to speak.

| do want to say that we are going to
take a break from1 o' clock to about 1:45 so that
peopl e can eat |unch or, you know, confer with one
another with regard to any questions. W're just
going to nake sure that we take a break from1l to
1:45.

At this time, | would like all of the
I ndi viduals who are going to testify on behal f of
the parties to this application to be formally
identified by their attorney after which |I'm going
to swear themin. And | just want to acknow edge,
Attorney Fusco, thank you for sending the w tness
list for the court reporter. So we'll just swear
everyone in at this tine.

M5. FUSCO Ckay. And | don't know if

you want folks to -- | can introduce you to the
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people who are in the room and then | think I
sent you the list of fol ks who would be renote.
But we can start with Art Lemay from Yal e New
Haven, Donna Handl ey from Hartford Heal t hCare,
Lori Pickens from Yal e New Haven, Kristi Gafford
from Yale New Haven -- I'msorry, fromHartford
Heal thCare. W have Dr. Ken Roberts from Yal e New
Haven, Dr. Andy Sal ner from Hartford Heal t hCare.
And then also to testify renotely we have Chris
Chandl er from Proton International, and Nancy
Mendenhal | fromthe University of Florida Proton
Therapy Institute.

And | know I did give you a |ist of
others. So it would include Gerry Boisvert from
Hartford Heal thCare, Tom Newmran from Yal e New
Haven, Mario Donini from Yal e New Haven, Fred
Sorbo fromHartford HealthCare. Those are finance
fol ks. Susan Manning from FTl, she's the

heal t hcare econom st who did the report.

Am | m ssing anyone else? | think
that's it. If I've m ssed anyone, | can -- but |
think that sounds right. | have a list. Yeah, |
think that's everyone. [|f for sone reason we need

soneone el se to answer a question, they could be

sworn in. | nmean, | don't anticipate anyone
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beyond these fol ks, but if sonething cones up that

requires a different wtness, could you swear them

in during the hearing, if

absol utely.

need be?

HEARI NG OFFI CER M TCHELL: Yes,

So l'"'mgoing to try to renenber

everyone that you naned off because | don't have

the list in front of ne.

But |I'm going to ask

everybody who is going to be testifying today, if

you wouldn't mnd raising your hand for ne so that

can swear you in.

ARTHUR L EMAY,
DONNA HANDLEY,

L ORI Pl CKENS,

KRI ST GAFF ORD,
BARBARA DURDY,
KENNETH ROBERTS,
ANDREW SALNER
CHRI S CHANDLER
NANCY MENDENHALL,
GERRY BOI SVERT,
THOMAS NEWMAN,
MARI O DONI NI,
FRED SORBZQ
SUSAN MANNI NG

call ed as w t nesses,

being first duly sworn

10
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(renotely) by Ms. Mtchell, were exam ned and

on their oath as foll ows:

HEARI NG OFFI CER M TCHELL: 1'mgoing to
start with M. Lemay.

THE W TNESS (Lenay): | do.

HEARI NG OFFI CER M TCHELL: Ms. Handl ey.

THE W TNESS (Handl ey): | do.

HEARI NG OFFI CER M TCHELL: Ms. Pi ckens.

THE W TNESS (Pi ckens): | do.

HEARI NG OFFI CER M TCHELL: Ms. Gafford.

THE WTNESS (Gafford): | do.

HEARI NG OFFI CER M TCHELL: Ms. Durdy.

THE W TNESS (Durdy): | do.

HEARI NG OFFI CER M TCHELL: M. Roberts.

THE W TNESS (Roberts): | do. Dr.
Roberts.

HEARI NG OFFI CER M TCHELL: Dr. Roberts.
Pardon nme if | don't say doctor. |'mso sorry.

Dr. Sal ner.

THE W TNESS (Sal ner): | do.

HEARI NG OFFI CER M TCHELL: Ckay.
M. Chandl er.

Mendenhal | .

THE W TNESS (Chandler): | do.
HEARI NG OFFI CER M TCHELL: Dr.

11
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THE W TNESS (Mendenhal I'): | do.
HEARI NG OFFI CER M TCHELL.:

M . Boisvert?

t he roont?

(No response.)
HEARI NG OFFI CER M TCHELL: He's out of

M5. FUSCO He's renote. | don't know

I f he's nuted.

come back.

nme now? |

Thank you.

HEARI NG OFFI CER M TCHELL: Ckay.
M5. FUSCO We can nove on maybe and

HEARI NG OFFI CER M TCHELL: No worri es.
THE W TNESS ( Boi svert): Can you hear
do. Sorry about that.

HEARI NG OFFI CER M TCHELL: Perfect.

Tom Newman.

THE W TNESS (Newman): | do.

HEARI NG OFFI CER M TCHELL: M. Doni ni .
THE W TNESS (Donini): | do.

HEARI NG OFFI CER M TCHELL: M. Sor bo.
THE W TNESS (Sorbo): | do.

HEARI NG OFFI CER M TCHELL: Ms. Manni ng.
THE W TNESS (Manning): | do.

HEARI NG OFFI CER M TCHELL: Al'l right.

12
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Thank you, everybody, for your patience.

Just renenber when giving your
testi nony, nake sure you state your full nanme and
adopt any witten testinony that you have
submtted on the record prior to testifying today.
The applicants may now proceed with their
testinony at this tine.

M5. FUSCO Thank you very nuch.

THE W TNESS (Lemay): Good norni ng, and
thank you. My nane is Art Lemay, and |I'mthe vice
presi dent for network devel opnent for Sm | ow
Cancer Hospital at Yale New Haven. | adopt ny
prefiled testinony.

It's ny pleasure to speak to you today
I n support of the certificate of need application
filed by Yal e New Haven Health and Hartford
Heal t hCare for the establishnment of the
Connecticut Proton Therapy Center in VWallingford.
Thi s proposal marks a historic collaboration
bet ween the state's two |argest health systens
t hat has been over four years in the making. If
approved, the Connecticut Proton Therapy Center
wi Il provide access to cutting edge life saving
cancer technology that's currently not avail abl e

In the State of Connecticut. Bringing proton

13
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t herapy to Connecticut wll extend the scope of
servi ces provided by our already robust cancer
prograns, will bring extensive clinical expertise
and resources together for the Connecti cut
residents without requiring our residents to
travel out of state for this specialty treatnent.
Yal e New Haven Heal th's unprecedent ed
strategic partnership with Hartford Heal thCare for
the delivery of proton therapy in Connecticut is
evi dence of our fierce commtnent to the care of
cancer patients in this state. Seeing this
critically inportant project through to conpletion
I's one of the reasons why | continue to work
beyond ny planned retirenent in early 2020. M
col | eague from Hartford Heal t hCare, Donna Handl ey,
was al so noved on to a different position since we
began this work together four years ago, wl|
testify to the sane commtnent to this project.
You' ve al so received witten testinony,
and you'll hear fromLori Pickens, the senior vice
presi dent of oncol ogy services and executive
director for Sm | ow Cancer Hospital, and Kristi
Gafford, the senior VP of the Cancer Institute
operation for HartfordCare. Both have testified

to their health systeml s respective cancer

14
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prograns and how their prograns have evol ved over
the [ ast decade. Dr. Kenneth Roberts and Dr.
Andrew Sal ner have col |l aborated for years in the
field of radiation oncol ogy and have both
supported this collaboration fromthe very

begi nning. Christopher Chandl er from Proton
International will discuss the evolution of proton
therapy, its clinical efficacy, howit works, and
who it benefits. And Dr. Nancy Mendenhall from
the University of Florida Proton Therapy Institute
who will give you an insider's perspective on the
operation of the Proton Therapy Center.

Yal e New Haven and Hartford Heal thCare
were for many years nonitoring the advances and
successes of proton therapy prior to our
col |l aboration. And in 2010, there were only nine
proton centers in the U S., but the science and
t echnol ogy was evolving in clinical research and
advancing rapidly. By 2015, five years later,
there were already 19 proton centers operational
in the U S and many nore were in devel opnent. At
that time proton therapy was available or in
devel opnent in Massachusetts, in New York and New
Jersey. And still today Connecticut residents

needing this therapy are forced to either endure

15
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t he hardshi ps associated with traveling |ong
di stances or forego this |ifesaving therapy
al t oget her.

Qur journey together, Yale New Haven
Health and Hartford Heal thCare, began in 2016 when
we were invited by the MetroHartford Alliance, an
econom ¢ devel opnent organi zation, and the City of
Hartford's Chanber of Commerce to explore a
consortium of Connecticut hospitals to bring
proton therapy into Connecticut. The group was
asked to explore a novel proposal from a European
manuf acturer to bring both a research and cli nical
site into the state. Wile the hospitals
concluded that it was not the right, the suitable
technol ogy at that tinme, the concept of
col | aborati ng anong the Connecticut hospital s was
actual ly studi ed and gained traction at |east for
two of the hospitals that proceeded to nove
f orwar d.

In 2017, our two health systens entered
Into a strategic partnership to explore
col l aboration to develop the first proton center.
Thi s nade sense recogni zing that each health
systembrings to this collaboration clinical

expertise, research capabilities, and other

16
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| nportant resources. Most inportant, both
hospitals and both health systens were very
focused on bringing this technology into
Connecticut in the nost cost effective,
financially viable way w t hout unnecessary
duplication of services. W jointly engaged
Proton International as a consultant to explore
the patient demand in the state and assess the
viability of a consortiumnodel. W chose Proton
International to do this work as consultants
because of their expertise in devel opi ng and
operating proton centers around the U S

Proton International confirned after
four nonths of work that what our two health
systens had in mnd had actually successfully been
| npl emrented in other centers across the country,
and it was viable here in Connecticut. So in
2018, Yale New Haven Health and Hartford
Heal t hCare began wor ki ng together to devel op a
busi ness nodel, identify a central easily
accessible location in the state, and devel op a
sel ection process for a third-party with expertise
I n inplenenting, financing and operating proton
centers. M. Handley will discuss this process in

greater detail and tell you how and why we chose

17
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Proton International to help guide us through this
wor K.

I n conclusion, this proposal is all
about bringing lifesaving proton therapy closer to
hone for patients in this state. It wll directly
benefit patients in Connecticut, and it wll allow
| ocal basic scientists and clinical investigators
to conduct research and further explore the
benefits of the technology. |If approved, our
unprecedented col | aboration wll bring unmatched
clinical expertise, a depth of experience in
treating cancer patients, a relationship with an
experi enced devel oper and manager of proton
facilities, and a coherent strategy for
establ i shing and operating a first-of-its-kind
proton therapy center in the state.

Thank you again for your tine, and |I'm
avai |l abl e to answer any questi ons.

HEARI NG OFFI CER M TCHELL: Thank you.

THE W TNESS (Handl ey): Good nor ni ng,
Attorney Mtchell, and nenbers of the Ofice of
Health Strategy staff. M nane is Donna Handl ey,
and |'ma senior vice president for Hartford
Heal t hCare and president of Hartford HealthCare's

east region. | adopt ny prefile testinony.

18
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Thank you for this opportunity to speak
about our plan to establish a proton therapy
center. Connecticut Proton Therapy Center in
Wallingford is part of a joint venture with Proton
International. First and forenost, | would |ike
to extend ny thanks on behalf of Hartford
Heal t hCare, Yale New Haven Heal th Services and our
partner, Proton International, for the
extraordinary efforts that the OHS staff has nade
to keep the CON process noving during these
unprecedented tines. That nmay be the nost
commonly used word in our vocabul ary,
unpr ecedent ed.

Prior to serving in ny role, ny current
role, | was the vice president of operations for
the Cancer Institute at Hartford HealthCare. This
affords ne additional insight into Hartford
Heal t hCare's cancer services and how this service
can advance our shared goal s of decreasing
heal t hcare costs and pronoting higher quality,
better access and nore value for heal thcare
consuners within the State of Connecticut.

The col | aborati on between Hartford
Heal t hCare and Yal e New Haven Heal th Services for

t he establi shnent of the Connecticut Proton

19
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Therapy Center will lead to a historic partnership
that wll shape the future of cancer care in the
State of Connecticut. |t brings together the
clinical experience and resources of the state's
two | argest health systens, as well as the
expertise of our third-party vendor that has
devel oped and operated proton centers both in the
United States and internationally.

It is inportant to highlight Proton
| nternational, another key player in the
devel opnent and operation of Connecticut Proton
Treatnment Center. After a thorough vetting
process, Hartford Heal thCare and Yal e New Haven
Health Services selected Proton International to
assist wth our technol ogy sel ection, financing,
and constructing, as well as the managenent and
operation of the facility. Proton International
was chosen for its reputation as an established
and experienced devel oper and operator of proton
centers throughout the country. Proton
| nternational's experience and expertise will have
a significant favorable inpact on the devel opnent,
operations, and ultimte success in the
Connecticut Proton Treatnent Center.

This proposal is designed to provide

20
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proton therapy services to all Connecti cut
residents through provider and self-referral. A
vast npjority of patients are expected to cone
fromHartford HealthCare and Yal e New Haven Health
Systens due to being the |argest providers of
conprehensi ve cancer care in the state.

The Connecticut Proton Therapy Center
wi Il further the goals and objectives of the State
of Connecticut as set forth in the Statew de
Heal t hcare Facilities and Services Plan in a
nunber of ways. This includes, but is not limted
to, inproving the health of Connecticut residents,
I ncreasing the accessibility, continuity and
gquality of health services, and pronoti ng cost
effective services while limting the duplication
of services. Encouraging collaboration anong
heal t hcare providers to devel op heal thcare
delivery networks is also a guiding principle of
the Statew de Healthcare Facilities and Services
Plan. This partnership represents coll aboration
anongst providers at the highest |evel.

The proposed col | aboration between Yal e
New Haven Health Services and Hartford Heal thCare
bri ngs together the Academ c Medical Center and

several other teaching hospitals, a licensed

21
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children's hospital, as well as an affiliation
with the only other children's hospital in the
state. Additionally, the Connecticut Proton
Treatnent Center will be involved with
conprehensi ve cancer prograns that are inplenented
by both health systens offering conpl enentary

di agnostic and treatnent services necessary to
support proton therapy centers.

The proposal before you today, if
approved, would pave the way for a first of its
kind in the state proton therapy center naking
this advanced |ifesaving cancer treatnent
avail abl e for Connecticut residents at an
af fordabl e cost. W ask OHS to approve this
proposal of establishing a proton therapy center
in Wal lingford for the benefit of the State of
Connecti cut .

| thank you for your tine. | have with
nme today coll eagues fromHartford HealthCare, Yale
New Haven Heal th Services and Proton
| nternational, and we are al so avail abl e to answer
any questions that you have. Thank you.

HEARI NG OFFI CER M TCHELL: Thank you.

THE W TNESS ( Pi ckens): Good nor ni ng,
Attorney Mtchell and nenbers of the O fice of

22




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Health Strategy staff. M nane is Lori Pickens,
and | am senior vice president of oncol ogy
services for Yale New Haven Health Systens and the
executive director of the Sm | ow Cancer Hospital.

| adopt ny prefile testinony.

Thank you for the opportunity to submt
testinony in support of the certificate of need
application filed by the Hartford Heal t hCare
Corporation and Yal e New Haven Heal th Services for
est abl i shnent of the Connecticut Proton Therapy
Center. Like ny colleagues, | amexcited about
this partnership between Hartford Heal thCare and
Yal e New Haven Health Systens to bring
cutting-edge lifesaving cancer technology to
Connecti cut .

In the interest of tine, I will not be
giving remarks today, but | am avail able to answer
any questions you have about ny testinony or this
proj ect. Thank you agai n.

HEARI NG OFFI CER M TCHELL: Thank you.

THE WTNESS (Gafford): Good norning,
Attorney Mtchell and nenbers of the OHS staff.

My nane is Kristi Gfford, and | am senior vice
presi dent of Cancer Institute operations for
Hartford HealthCare. | adopt ny prefile
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t esti nony.

Thank you for the opportunity to submt
testinony in support of the certificate of need
application filed by Hartford Heal thCare
Cor poration and Yal e New Haven Health Services for
t he establishnment of the Connecticut Proton
Therapy Center. As you've heard from Lori and
ot hers, the establishnment of this Proton Therapy
Center represents an absolutely historic
col | aboration between the state's | argest health
systens and providers of conprehensive cancer
services in Connecticut. |'mso pleased to be
part of this, and amvery eager to nove forward
with the devel opnent of the Connecticut Proton
Therapy Center.

In the interest of tine, I will not be
giving ny remarks today, but | amavailable to
answer any questions you have about ny testinony
or this project. Thank you very nuch.

THE W TNESS (Roberts): Good norni ng,
Attorney Mtchell and nenbers of the OHS staff.
My nane is Ken Roberts, and | am a professor of
t herapeutic radi ol ogy at the Yal e School of
Medi ci ne, and also director of pediatric

radi ot herapy services at Yale, and al so associ ate
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chief of radiation oncol ogy at Yal e New Haven
Hospital. | have been practicing radiation
oncol ogy for alnost 30 years. And | adopt ny
prefile testinony.

Thank you for the opportunity to speak
today in support of the CON we have filed in
partnership with Hartford HealthCare to bring
equi pnent utilizing new technology to the state
and establishing a proton therapy center in
Wal lingford. | would like to extend ny personal
t hanks, and on behal f of Yale New Haven Health
Services, Hartford Heal thCare and our partner
Proton International, recognizing the
extraordinary efforts that the OHS staff has nade
to keep the CON process noving during these
remarkable tinmes with the COVI D pandemi c.

My remarks today will be focused on the
evol ution of proton beamtherapy as a cancer
treatnment nodality and the clinical efficacy of
proton therapy as conpared to other cancer
therapies. And | have to say that |'mvery
excited that we are at the cusp of being able to
bring to Connecticut what | believe to be an
| nportant cancer therapy nodality.

From the perspective of being in the
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field of radiation oncology for three decades,

|' ve seen many significant technol ogi cal

| nprovenents to radiotherapy that have made it
nore effective, targeted and safe with inproved
patient outcones. | amexcited to point out that

| believe that proton radi otherapy particularly
stands out as a major devel opnent in the field and
continues to evolve with better scientific and
clinical basis through our collective ongoing
experi ence.

Allow ne to sinplistically point out
that proton therapy is a type of external beam
radi ati on therapy that uses protons rather than
x-rays, also called photons, as in conventional
radi ati on therapy, to treat and kill cancer cells.
Prot on beam t echnol ogy has been avail abl e since
the 1980s, but was in limted use due to the high
cost of inplenentation and initially few studies
docunenting i nproved clinical outcones. Yet its
prom se to i nprove cancer therapy by the
characteristics of how proton beans are nuch nore
focused than x-rays in their ability to deliver
radi ati on dose to a tunor has been well understood
by those of us in the field of radi ati on oncol ogy.

The two hospital systens partnering in
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this proposed proton therapy program have been
very conservative with enbracing this innovative
t echnol ogy such that there have been many years of
di scussi ng and observing the clinical and
t echnol ogi cal devel opnents of proton radi ot herapy
that now brings us to the presence and wel |l -ti ned
crossroads. Inprovenents in technol ogy have
significantly reduced the cost -- inprovenents in
this proton therapy technol ogy have significantly
reduced the costs of installation, and the nunber
of proton beam therapy roons have nearly tripled
wor |l dwi de over the |ast ten years. \Were there
were a little less than a dozen proton facilities
In the United States ten years ago, there are now,
| believe, 36 proton centers in the United States.
Wth this growth, as the nunber of proton therapy
centers grew, nore clinical trials have been
conduct ed and hundreds of research papers
publ i shed bol stering the evidence for efficacy and
cost effectiveness of this therapy.

There have been inportant technical
enhancenents in proton beamtherapy since its
I ntroduction in the 1980s. The first commercially
avai |l abl e proton delivery systemwas used in what

can be characterized as a passive scattering
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systemto produce clinically useful proton beans.
Special filters and collimtors have to be
physically placed in the beam path to further
shape it for individual patient needs. Now, all
new proton beamtherapy systens are equi pped with
-- excuse ne -- all new proton beamtherapy
systens are now equi pped with a magnetic steering
mechani sm as well as fast beam energy sw tching
devices, to deliver individual proton pencil beans
In which a distribution of spots of proton
radi ati on energy may be individually tailored to
appropriately overlap wwthin a tunor target and
better conformradi ati on dose to the shape and
anatom c position of that tunor. This in turn
I nportantly reduces radi ati on dose to near by
normal tissues. Pencil beamtechnol ogy al so
reduces the tinme of treatnent for patients for
each session of therapy.

In the United States nedical
mar ket pl ace there are five proton equi pnent
vendors that include Mevion, |on Beam
Applications, also known as IBA, Hitachi, Proton
| nternational, and Varian Medi cal Systens. They
have each wor ked out robust and sophi sticat ed

treatnent delivery systens with an option of a
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one-room configuration that has markedly reduced
costs of proton therapy allowng for its enhanced
diffusion in the nedical marketplace with inproved
geographic distribution for inproved patient
access. Qur team has selected the | BA ProteusOne
proton therapy technol ogy for the Connecti cut
Prot on Therapy Center which is one of the nost
advanced conpact systens avail able for providing
prot on beam t her apy.

Allow ne to get back to basic concepts.
Proton therapy is a type of radiation therapy, a
treatnent that uses high energy ionizing beans to
treat tunors by disrupting the tunor's DNA or
genetic code in individual tunor cells. Radiation
t herapy using x-rays, again, also known as
phot ons, has been long used to treat cancers and
even noncancerous or benign tunors. Proton
therapy is a newer type of radiation therapy that
deposits energy frompositively charged particles
call ed protons. Proton therapy delivers nore
preci se radi ati on doses to cancerous tissues with
I ncreased accuracy conpared to traditional x-ray
radi ation treatnents and with |l ess coll ateral
danage to nearby healthy tissues.

Conpared to photon radi ation treatnent
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nodal ities, proton therapy provides |long-term
benefits to the patient as a result of reduced
radi ation toxicity, fewer side effects, and
reduced need for other nedical and continui ng
care. Proton beamtherapy may also allow for a

hi gher radi ati on dose to sone tunors increasing
the chances that all the tunor cells are destroyed
and inproving cure rates. This particularly
benefits pediatric patients as well as adults when
there are tunors near vital organs.

Traditionally, radiation therapy is
delivered with x-rays with an individual photon
beam passi ng through normal tissue on its way to
and froma target tunor. Wile increased
radiation to tunor cells |eads to better control
of the cancer, increased radiation dose to nor nal
tissue |leads to higher |ikelihood of side effects.
And finding the sweet spot between tunor control
and m nimal or acceptable risk of side effects is
what we often refer to as finding the opti nal
t herapeutic ratio.

Protons are charged particles with nass
which leads to differences in how they deliver
dose along their path. Conpared to photons, when

protons enter the body they have a | ower entrance
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dose. As charged particles, the protons gradually
sl ow down as they give up energy and deposit nore
dose as they slow down at the end of their path
and tissue. The result is that protons deposit
nost of their energy over a snmall range that is
known as the Bragg Peak. Inportantly, unlike
photons or x-rays, there is no exit dose with
protons. That is, no significant radiati on dose

I s delivered beyond the target as protons stop in
tissue imediately after this Bragg Peak. This
allows the sparing of normal tissues outside the
target fromradiation and | eads to | ess total

radi ati on dose to the body. Wile variable from
patient to patient, the anount of radiation dose
delivered to nornmal tissue may be reduced on the
order of 50 to 60 percent when we use proton beam
t herapy over conventional x-rays.

Wiile this is significant in its own
right, it has been the cost benefit ratio with
protons that has been the source of debate. W
believe that nowis the right tinme for a proton
t herapy center in Connecticut as the costs have
been brought down and the benefits have been
I ncreasi ngly denonstrated in an inportant subset

of patients who require radi ot herapy.
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A few comments on the clinical efficacy
and benefits to patients. The Anmerican Society of
Radi ati on Oncol ogy evaluated the clinical efficacy
data for proton beamtherapy and devel oped a nodel
policy to guide quality assurance and insurance
coverage for proton beamtherapy. It was stated
that proton therapy is considered reasonable in
| nst ances where sparing surroundi ng normal tissue
cannot, quote, cannot be adequately achieved with
phot on based radi ot herapy, end quote, and can
benefit the patient. Additional studies on proton
beam t herapy over the past ten years have further
cenented its place in cancer therapy limted
mainly by its availability. Like photon radiation
t herapy, proton beamtherapy is often used in
conjunction with surgery and/ or chenot herapy to
effectively treat cancers.

The i nproved therapeutic ratio of
prot on beamtherapy has been neasured in sone
I nstances of better cure rates for a few types of
cancers, but nost of the tinme the benefits of
proton radiotherapy results fromreduction in side
effects, a nore difficult and often qualitative
rather than quantitative end point to neasure.

Wth proton beamtherapy the goal is to reduce

32




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

toxicity by reducing radiation doses to uninvol ved
normal tissues.

Key benefits to proton therapy conpared
to traditional x-ray therapy are, one, |ess
exposure tine to radiation prevents injury to
critical and devel oping tissues and organs. Two,
proton beamtherapy allows for a higher radiation
dose to tunors and increases the chance that all
of the tunors cells will be destroyed, thus
| nproving cure rates. Three, proton beamt herapy
often results in fewer and | ess acute side effects
such as | ower blood counts, fatigue and nausea.
Four, there's evolving data that |ate occurring
side effects from proton beamradi ot herapy are
reduced relative to x-ray therapy. As an exanpl e,
an exanple would be the reduced intell ectual and
cognitive inpairnents in children with brain
t unors who undergo proton beam radi ot her apy.

Five, while nore studies are needed, there has
been scientific speculation that proton beam

t herapy conpared to x-ray therapy would have a

| ower risk of causing secondary cancers, and there
a host of prelimnary studi es supporting that.

And finally, there is energing data that | ower

side effects of proton beam radi ot herapy transl ate
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into |l ower hospitalization rates, reduced
procedures to nmanage treatnent toxicity, and
I nproved quality of life for our patients.

In terns of the target popul ation,
proton therapy is a benefit for treating patients
whose tunors have not yet spread or for tunors
that are |l ocated near vital parts of the body such
as the eye, brain, spinal cord, heart and |iver.
Proton therapy benefits are nobst poignant for
treating pediatric cancer patients who have many
decades ahead of them after being cured, and
devel opi ng ti ssues such as brain, bones and nuscle
are exquisitely sensitive to the effects of
radi ation therapy. Proton beamtherapy can
mtigate the risk of life-long effects over
radi ati on such as neurol ogi cal effects when
treating brain tunors. And again, there's
prelimnary evidence that points to a reduced risk
of secondary cancers.

Tunors where proton beam radi ot her apy
al lows for higher doses of radiation and better
cure rates include certain tunors at the base of
the skull or near the spinal cord, eye tunors such
as nel anomas, liver or biliary tract tunors and

unr esect abl e sarconas.
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| nportantly, sone patients require a
second course of radiotherapy to the sane regi on
of the body, and in this situation protons are of
particular inportance to give patients a second
chance at treatnent while being better able to
mtigate the high risk of conplications from
repeat radi ot herapy.

HEARI NG OFFI CER M TCHELL: |'msorry to
Interrupt you. | just want to ask everybody to
make sure that they are nuted. Sorry to interrupt
during your talk. Go ahead.

THE W TNESS (Roberts): Thank you,
Attorney Mtchell. And I'mactually al nost done.
I n a nunber of common adult cancers such as
certain head and neck cancers, |ung cancers,
esophageal cancers, |ynphomas within the chest,
breast cancers where regional node radiation is
| nportant, proton radi ot herapy reduces
conplications of cancer therapy and inproves the
patient's quality of life.

| n concl usion, thank you again for the
opportunity to speak in support of this proposal
to establish the Connecticut Proton Therapy Center
and add proton beamtherapy services to the

conpl enent of advanced cancer care available in
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the State of Connecticut. On behalf of ny
clinical colleagues in both health systens, we are
eager to nove forward with this project on behalf
of all cancer patients in our state. | thereby
strongly urge OHS to approve our CON application.
And | am of course, avail able to answer any
questions. Thank you.

HEARI NG OFFI CER M TCHELL: Thank you.

THE W TNESS (Sal ner): Good norni ng,
Attorney Mtchell and nenbers of the OHS staff.

My nanme is Andrew Salner, and | amdirector of the
Hartford Heal thCare Cancer Institute at Hartford
Hospital, a part of Hartford Heal thCare
Corporation. | have been a practicing radiation
oncol ogi st for nore than 30 years and have been
part of the HHC system since 1982. Academcally |
hold the rank of clinical professor at the

Uni versity of Connecticut School of Medicine. |
adopt ny prefile testinony.

Thank you for this opportunity to speak
about our plan to establish a proton therapy
center, Connecticut Proton Therapy Center in
Wal | i ngford, Connecticut, as part of a joint
venture with Yal e New Haven Health Servi ces.

First and forenpost, | would also like to extend ny
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t hanks on behalf of Hartford HealthCare, Yale New
Haven Health Services and our partner, Proton
| nternational, for the extraordinary efforts that
OHS staff have nmade to keep the CON process noving
during these unprecedented tines.

You' ve heard ny col |l eague, Dr. Kenneth
Roberts, testify about proton beamtherapy, how it
has evolved as a treatnent nodality, the clinical
efficacy of proton therapy for certain types of
cancer, and its ability to significantly reduce
debilitating side effects associated wth
conventional radiation therapy. M testinony
today will focus on why we need to offer proton
therapy in the State of Connecti cut.

As proton therapy technol ogy has
evolved and its clinical efficacy has been
studi ed, applications have expanded, and there are
now many patients in Connecticut who would benefit
from proton therapy as opposed to traditional
phot on based radiation. As nore patients are
determ ned to be good candi dates for proton
therapy, we as clinicians find ourselves referring
these patients to proton therapy centers in the
nei ghbori ng states of New York, New Jersey and

Massachusetts due to the lack of availability of
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this service in our honme state.

Connecticut Proton Therapy Center is a
joint venture between Hartford HealthCare and Yal e
New Haven Health System the state's two | argest
heal th systens and providers of conprehensive
cancer services. The health systens have deci ded
to locate the center in Wallingford as this is a
central location in Connecticut for Connecti cut
residents roughly equally distant fromour two
centers in New Haven, the Sm | ow Cancer Hospital,
and our Institute at Hartford Hospital, the health
systens' nost heavily utilized cancer treatnent
centers.

Currently the only existing proton
therapy centers in the region are located in
Bost on, Massachusetts; the Francis Burr Proton
Therapy Center at Massachusetts General Hospital;
New Yor k, New York, the New York Proton Center;
Sonerset, New Jersey, the ProCure Proton Therapy
Center; and New Brunsw ck, New Jersey, the Robert
Whod Johnson Uni versity Hospital.

Proton therapy is typically
adm ni stered five days per week, and a course of
t herapy can range fromone to ni ne weeks dependi ng

upon the type of cancer, the |ocation of the
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tunor, and other patient related factors.

| ndustry average for proton radiation therapy has
been on the order of 27 daily treatnents for
approximately five and a hal f weeks.

In order to receive proton therapy,
resi dents of Connecticut need to drive several
hundred mles round trip on a daily basis or
arrange for a week's overni ght acconmodati ons near
the out-of-state proton therapy center. Oten
patients find the cost and extended travel
required prohibitive and they're not able to
access this potentially |ifesaving treatnent.
When a patient is required to travel to another
state for care such as proton therapy, they risk
|l osing their famly, conmmunity and provider
support that often nakes for a positive care
experience and better patient outcones.

Traveling out of state for proton
therapy also interferes with the ability to
provi de coordi nated nulti-disciplinary care for
patients given their need to be el sewhere for
radi ati on therapy and considering the fact that
many patients also should ideally receive
concomtant system c therapies such as

chenot herapy. Receiving treatnent out of state
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can be conplicated and costly in terns of
rei mbursenment wi th out-of-network authorization
and charges applying to comerci al plans.
Connecticut Medicaid needs to negotiate rates with
out-of -state providers for proton therapy.

| ncidentally, we are projecting that
approximately 17 percent of the Connecticut Proton
Therapy Center's patients wll be Medicaid
beneficiaries. And when proton beamtherapy is
not geographically convenient, many studi es have
shown that historically underserved popul ati ons
are less likely to be referred to out-of-state
proton beamtherapy due to a variety of conpl ex
soci al barriers.

The econom ¢, physical, and enoti onal
har dshi ps associated with out-of-state proton
t herapy inpact pediatric patients and their
famlies as well as adult patients, all of whom
endure simlar hardships with travel and | odgi ng
for many weeks of therapy. These chall enges can
be particularly difficult for the elderly
popul ati on which is a significant and grow ng
proportion of Connecticut's popul ation and whose
cancers benefit nost from proton therapy. W have

provided OHS with many letters of support for this

40




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

proposal from providers and patients alike that
support the need for proton therapy services for
Connecticut residents closer to hone.

For exanple, the director of Pediatric
Neur o- Oncol ogy at Yal e New Haven Children's
Hospital, Dr. Asher Marks, and the director of
pediatric solid tunors at Yal e New Haven
Children's Hospital, Dr. Farzana Pashankar, wote
that their departnents are seeing significant
I ncreases in the nunber of children diagnosed with
brain tunors and a wi de range of solid tunors.
These types of tunors in children often benefit
fromproton therapy. 1In addition, Dr. Eileen
Gllan, the director of neuro-oncol ogy at
Connecticut Children's Medical Center, plans to
provide a public statenent of support for the
Connecticut Proton Therapy Center |ater today.
You will also hear fromthe famly of a pediatric
patient who will speak to the benefits of having
this technol ogy cl oser to hone.

The health systens have proposed a
one-room proton therapy facility that can be
supported entirely with volune fromtheir own
cancer prograns, although the Connecticut Proton

Therapy Center will be available to all
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Connecticut residents and others in the region.
The col | aborati ve approach between Yal e New Haven
Heal th System and Hartford HealthCare to establish
a proton therapy facility of nodest size assures
proper patient selection for proton radiotherapy
as well as sufficient patient volunme to make the
Connecticut Proton Therapy Center successful and
mtigate financial risk.

The Connecticut Proton Therapy Center
| S expected to provide proton therapy services to
208 patients in the first year of operation
ranping up to approximately 479 patients by year
three. The capacity of the Connecticut Proton
Therapy Center's one treatnent roomis
approximately in the high 400s of patients per
year. Most inportantly, our projections for the
Connecticut Proton Therapy Center are conservative
and based on actual patients rather than
assunptions around the need for this service in
t he Connecti cut popul ati on generally.

Cinical experts fromthe health
systens reviewed historic radiation therapy
vol unes from both systens organi zed by tunor site
and estimated the percentage of each type of

cancer that would be better treated by proton
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t herapy versus conventional radiation therapy.
Thi s net hodol ogy was al so applied to those types
of cancers treated at hospitals other than Yal e
New Haven Health Services and Hartford Heal thCare
hospital s based upon state tunor registry data.

A vast majority of Connecticut Proton
Therapy's vol une, approximtely 80 percent, is
projected to originate fromthe health systens,
and in actuality, Yale New Haven Health System and
Hartford HealthCare could fill all of the
Connecticut Proton Therapy's capacity w thout
referrals fromany outside provider. This nakes
our projections both reasonable and entirely
achi evabl e.

Physi ci ans working at the Connecti cut
Proton Therapy Center will be credentialed to work
within the Yal e Medici ne physician group practice
Wi th academ c appointnents to the Yale University
School of Medicine. Physicists at the Connecti cut
Proton Therapy Center will have academ c
appoi ntnents to the Yal e School of Medicine as
well. This will formthe basis for an active
clinical research program at the Connecti cut
Proton Therapy Center giving patients access to

cutting-edge proton radi ation therapy, attracting
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t he hi ghest cali ber professional staff, and
potentially facilitating public and private

I nsurance coverage for proton therapy as a matter
of public policy for new and energi ng nedi cal

t echnol ogy.

The Connecticut Proton Therapy Center
wi Il also be a teaching site for graduate nedi cal
education at the Yale School of Medicine for
trai nees and students fromthe Yale School of
Medi ci ne, Yal e New Haven Health System and
Hartford Heal thCare, as well as other academc
I nstitutions and hospitals to be worked out in the
future.

The singular proton enpl oynent nodel
wi Il neaningfully nmerge the Hartford Heal t hCare
and Yal e School of Medicine faculties to be
functioning as one collegial and nonconpetitive
group. In addition to the Yale School of
Medicine's rich history of research and
educati onal acconplishnments, Hartford Heal thCare
I nstitutions also serve as teaching hospitals and
research institutions. The Connecticut Proton
Therapy Center will be affiliated with the Sm | ow
Cancer Hospital, a National Cancer Institute

desi gnat ed conprehensive cancer center, and a
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menber of the National Conprehensive Cancer
Net wor k. Associ ation with the NCI and NCCN
desi gnat ed cancer centers has been an indicator of
| ong-term econom ¢ success for proton therapy
facilities.

| n addition, a robust integration of
clinical research framework at the Connecti cut
Proton Center entails best clinical practices and
t he physics accreditation with |Inmagi ng and
Radi ati on Oncol ogy Core, Yale New Haven Heal th
System and Hartford Heal t hCare physicians and
clinical staff wll proudly contribute to the
growi ng body of evidence supporting the clinical
efficacy of proton therapy, its tendency to reduce
| ong-term side effects of radiation, and its
ability to inprove the quality of life for many
cancer patients. W are hopeful that as this
t echnol ogy evol ves and nore research takes pl ace,
applications for proton therapy will increase and
this lifesaving treatnent will be available to
nore patients for the effective treatnent of nore
t ypes of cancer.

Thank you again for the opportunity to
speak in support of this proposal to bring

cutting-edge proton therapy technology to the
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State of Connecticut and in doing so advance
cancer care for all Connecticut residents. Like
my col |l eagues, | am eager to nove forward wth
this project and am ent husi asti c about the
treatnent and research possibilities that the
Connecticut Proton Therapy Center will bring. |
therefore urge OHS to approve our CON application.

Thank you so nuch for your tine today.
| have with ne today col | eagues from Hartford
Heal t hCare, Yale New Haven Health System and
Proton International, and we are available to
answer any questions that you m ght have. Thank
you.

HEARI NG OFFI CER M TCHELL: Thank you.

M5. FUSCO So our next two speakers
are our renote speakers. So Chris Chandler is
next .

Chris, if you can unnute.

THE W TNESS (Chandl er): Good norni ng,
everybody. There we go. Can you hear ne okay?

M5. FUSCO We can.

HEARI NG OFFI CER M TCHELL: Yes, we can
hear you.

THE W TNESS (Chandl er): Wnderful.

Thank you very nuch. |It's a great pleasure to
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join ny colleagues in support of this application.
And good norning, Attorney Mtchell, and nenbers
of the staff. M nane is Christopher Chandl er.
"' mthe chief executive officer of Proton
International. And | adopt ny prefile testinony.

Agai n, thank you for the opportunity to
speak in support of the certificate of need
application filed by Hartford Heal t hCare
Corporation and Yal e New Haven Heal th Services for
t he establishment of the Connecticut Proton
Therapy Center. Including the acquisition of the
| BA ProteusOne proton therapy system we are
thrilled to be part of this collaboration, as has
been descri bed, between the state's |argest health
systens and providers of conprehensive cancer
care, a very inportant and integral elenent to the
success of the center which I'l|l speak to.

Prior to serving in nmy current role as
CEO of Proton International, |'ve been involved in
t he devel opnent of several nmajor proton therapy
prograns as vice president and general manager of
| BA proton therapy early in ny career. | also
devel oped and | aunched and operated maj or proton
facilities as a senior vice president of ProCure

treatnent centers. | have nore than 35 years of
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experience in the healthcare industry and have
personally participated in the sale, financing,
openi ng and the operations of nore than ten proton
therapy centers. | also amvery pleased to be
j oined by coll eagues at Proton International who
have been involved in the devel opnent, design,
I nstal l ati on and opening of nultiple proton
centers.

|"d like to tell you a bit nore about
Proton International today and who we are and how
we have hel ped make this |ifesaving technol ogy
avai l able and nake it a reality for patients in
other states and also internationally. W focus
very carefully on what we call clinically rel evant
and financially feasible solutions for proton
therapy. And note | nentioned "clinically
relevant” first. That's the gatekeeper in our
strategy for successful proton therapy centers.

Several key variables need to be
present which we do have in this project: High
qual ity and dedi cated clinical partners who
understand the need for proton therapy, the
related clinical benefits and how to nost
appropriately use proton therapy, an overall |ower

cost solution conpared to previous solutions in
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the industry, a long-terml|ower cost financing
sol ution, which becones very inportant, and an
equi pnent solution that is proven, clinically
relevant and reliable, and finally, a very clear
I dentification of the patients, as Dr. Sal ner had
I ndicated, that will benefit using this facility
fromour clinical partners. And these are the
nost inportant variables if you | ook at financi al
feasibility. So that's really why we tal k about
clinical relevant and financially feasible
facilities. Al of these key vari ables and our
experi enced- based approach conbine to give
confidence, overall ensure that we can rely on
proper reinbursenent frompayers, and |'l|l speak
nore to that as we go al ong.

We focus on treating clinically
appropriate patients that will benefit, assure the
physi ci ans involved are well established in the
comunity and understand the science and the
appropriate cases are selected. And finally,
because we do not have to be unrealistic in the
nunbers of patients we put through the system
we're nmaking sure that appropriately clinically
rel evant patients are being selected to be

treated, and this is a key factor in
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our (inaudible) --

HEARI NG OFFI CER M TCHELL.:
M. Chandler, | think when you' re | ooking at your
witten testinony, you can hear it in the
m crophone a little bit.

THE W TNESS (Chandl er): My apol ogi es.
My apol ogi es.

HEARI NG OFFI CER M TCHELL: That's okay.
So the court reporter hears everything you're
sayi ng and of course that | do too.

THE W TNESS (Chandler): No problem
Thank you. |'Il nove it aside over here so that
doesn't happen again. |In our experience, we've
really achi eved a satisfactory |evel of
rei mbur senent based on applying the proper
clinical guidelines. And | think what's inportant
and why our approach really is different is we
don't create a financial plan and an Excel
spreadsheet and then determ ne how to nmake t hat
work. We work with excellent clinical providers,
and our focus is truly on the treatnent of the
patient using the appropriate science and clinical
research to support all of our prograns. And |'m
confident, as you've heard this fromthe

physi cians already. You'll hear it again from
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additional testinony that will be involved here in
a m nute.

We have a highly experienced team
that's specializes in the devel opnent of proton
t herapy centers. W assist providers, |ike the
health systens involved in this project here
t oday, in devel opi ng busi ness pl ans, eval uati ng
the clinical prograns, appropriate business
assunptions, in order to provide a clear design,
create a financing structure, select the
t echnol ogy, and be able to inplenent and open a
successful proton therapy center including
training of staff.

W' ve been involved in the devel opnent
of three centers recently within the United States
that are now operational. These three centers
I nclude the South Florida Proton Therapy Institute
i n Delray Beach, Florida; Proton International at
the University of Al abama in Birm ngham Al abansg,
whi ch i s another NCI designhated academ c cancer
center; and WIIliam Beaunont Hospital in Detroit.
In addition to these, Proton International has
active centers in Europe and eight centers that
are currently under devel opnent in the United

St at es and abr oad. So we have a trenendous anobunt
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of experience, | believe, in bringing these
centers to fruition which helped instruct all of
the centers that we work on.

As Dr. Salner indicated, the clinical
partnershi p has selected | BA ProteusOne as the
t echnol ogy for the Connecticut Proton Therapy
Center. And this was based upon inprovenents in
t he technol ogy, the experience of the vendor, the
I magi ng capabilities of the technology, its
capabilities in intensity nodul ation, or as Dr.
Salner referred to as pencil beam scanning. And |
think that Dr. Mendenhall wll speak with her
experience to that as well because they use | BA
technol ogy at the University of Florida.

And | think Proton International, we
found that the cost effectiveness of proton
t herapy that others have spoken to today really
cones fromthe effect of fewer side effects, the
ability to inplenent the treatnent nodality, as
Dr. Sal ner also nentioned and Dr. Roberts, by
| nproving the therapeutic ratio. Everybody
understands that radiation to normal tissue is not
a good thing. It causes significant side effects.
And the ability to provide proton therapy in a

cost effective manner for appropriate patients
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allows us to reduce the side effects, reduce the
overall cost to the patient, conorbidities to the
patient, and also allows for additional concurrent
t her api es because there are fewer conorbidities,
and these patients tend to tolerate the treatnent
better.

| would like to thank you for the
opportunity to speak in support of the program |
do have col |l eagues today with ne from our buil di ng
desi gn, Peter Carbone, senior vice president for
design and real estate, Charles Yoo, who's our
director of finance and operations, and Kristen
Powers who's involved in sales and narketi ng and
proj ect managenent. W're all available, as are
our colleagues fromthe institutions to foll ow up
with any questions you may have.

And | would like to just thank you very
much for the opportunity to present today and to
be a part of this project together with all of our
col | eagues. And we urge your adoption of the
application. Thank you very nuch.

HEARI NG OFFI CER M TCHELL: Thank you.

M5. FUSCO So then our final speaker
Is Dr. Nancy Mendenhall.

Nancy, if you can unnute.
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THE W TNESS ( Mendenhal I'): Good
nmorni ng, Attorney Mtchell and nenbers of the OHS
staff. M nanme is Nancy P. Mendenhall. 1'ma
physi cian and currently the nedical director of
the University of Florida Health Proton Therapy
Institute. | adopt ny prefile testinony.

| appreciate the opportunity to speak
I n support of the certificate of need application
filed by Yale New Haven Health Servi ces and
Hartford Heal thCare Corporation to establish the
Connecticut Proton Therapy Center. As a physician
with many years of practice, over 35, proton
t herapy has been the nost exciting devel opnent
that |1've seen in ny career. | think | can
provi de sone perspective on this therapy and the
t echnol ogy and how t he proposal you're facing can
enhance the provision of excellent advanced care
in the State of Connecti cut.

Prior to becom ng nedical director at
the UFH Proton Therapy Institute, | was a
practicing radiati on oncol ogi st since 1984 at the
Uni versity of Florida and served as the depart nent
chair for 13 years until 2006 and was involved in
t he conception of the proton therapy project at
UF. And when it canme to fruition in 2006, |
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st epped down as departnent chair because | felt
|i ke the nore inportant role I can play was in
bringing on this new technology for the State of
Fl ori da.

Proton therapy provides us as radiation
oncol ogists with the ability to really do a better
job of treatnent. W can minimze radiation
exposure to normal tissues. And if we can do
this, that neans less in the way of side effects
and conplications. And if we can | essen side
effects and conplications, we can escal ate
radi ati on doses and get higher cure rates, we can
shorten treatnent courses and provi de nore
convenient, less costly treatnent while all at the
sane tinme reducing conplications and inproving
quality of life. Over the course of ny service as
nmedi cal director here at the Proton Center since
2006, |'ve been gratified to see this prom se cone
to realization.

We opened in 2006. W were considered
an early adopter, fifth in the country, first in
t he southeast. W have a 98, 000 square foot
facility which includes conventional radiation and
three gantry-based treatnent roons as well as a

fixed roomfor delivery of treatnents to eye
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cancer patients. W also house dosinetry
sinmulation and adm ni strative space in a clinic.
It's a three-story facility conprised of

hi gh-density concrete walls that protect all
patients and people from potential exposure. Each
of the gantries is 200,000 pounds, and we have
three of them The cyclotron is 440,000 pounds.
Sone of the walls are 18 feet thick.

We have had an extrenely successf ul
relationship wth our vendor, |BA, |on Beam
Applications, out of Belgium And IBAis
consi dered a worl dw de | eader. They've sold and
operated nore proton therapy facilities than any
ot her vendor in the world. And | believe they are
t he vendor that you're working with for
Connecticut. So based on ny relationship, | can
assure you that for us they' ve been an excel |l ent
partner, very reliable, very dedi cat ed.

Si nce opening, we've had to undergo a
nunber of technol ogy upgrades because we were an
early adopter, and we've had excellent support.
We' ve had i nproved i magi ng gui dance provi ded by
| BA, safer floor designs around the treatnent
couch, and better proton delivery nodes. W' ve

upgraded from doubl e scattering, for exanple, to
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pencil| beam scanning, as Dr. Roberts had
menti oned. And because we've been at capacity
since even with our four treatnent roons since
shortly after opening, we decided to expand our
capacity and i nprove our technol ogy by adding the
ProteusOne in 2016, and this is the piece of
equi pnent that you're considering at this tine,
This is a state-of-the-art application of proton
beam scanni ng, pencil beam scanning. |t provides
nore conformality of the high radiation dose to
the target volune and therefore nore sparing of
normal tissues. And it's also very efficient. It
provides a faster delivery of the treatnent which
Is inmportant for many different reasons beyond
sinply operations. So | can endorse your choice
of technol ogy and your choice of a partner.

| would say that the affiliation
bet ween the proton facility and the University of
Florida Health Systens with | ocal hospitals and
physi cians in Jacksonville has greatly contri buted
to the operational success of the facility. |
t hi nk that the collaboration that's been descri bed
this norning between Yal e New Haven and Hartford
Heal thCare is excellent. You want to provide

maxi mum access to this technology to the maxi mum
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nunber of patients, and | think this is exactly
the kind of nodel that you need to guarantee
oper ati onal success.

W have now at UFHPTI treated about
9, 000 patients since 2006, and this includes
al nost 2,000 pediatric patients who are very
difficult patients who have cone to us from all
over the world. W' ve had patients fromall 50
states. The mmjor types of cancers that we' ve
treated besi des pediatrics include breast cancer,
central nervous system brain tunors, head and
neck cancers, prostate cancer, |ung cancer,
esophageal cancers, liver cancers, nedi asti nal
| ynphomas, and a smattering of sone others as
wel | . About 40 percent of our patients are
Medi care beneficiaries. And we have a phil osophy
of being, wanting to pronote accessible care to
all people. W avoid any disparity of care for
| ower soci oeconom ¢ groups and take pride in being
accessible for all ethnic and racial backgrounds
as well.

| woul d say that our success has been
| npacted by the founding vision that we woul d have
a strong clinical research program concurrent with

the clinical activities. 98 percent of our
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pati ents have been enrolled in an outcone tracking
protocol, and about 40 percent have parti ci pated
inclinical trials. W've been able to generate
over 100 peer reviewed articles that deal with
dosi netric conparisons, treatnent outcones,
technical delivery issues, and | think this has
hel ped informthe progress of the field, and it
certainly nade us aware of outcones, nmade us able
to give a better infornmed consent to our patients,
and enabled us to identify errors to nake

| nprovenents.

As a person who's been commtted for
many, many years to clinical research as well as
clinical care and inproving outcones in patients,
| believe that proton therapy will be viewed as
the nost cost effective radiation alternative as
time goes on and nore data i s generated. Fewer
side effects neans | ower cost to care for
conplications, fewer recurrences neans |ower cost
for the care of recurrent disease, and better
quality of |life nmeans a happier, nore productive
popul ati on of cancer survivors. | believe proton
therapy will produce all of these outcones.

Wth respect to financial viability, |

woul d say that it has been a chall enge for many

59




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

centers across the country. W' ve been very
successful financially. W had no major grants.
Al'l of our financing cane through borrowed noney,
and we' ve been able to nake advanced paynents, and

we're regarded as being highly successful by our

board and by the university. | think that the
nodel that you' ve adopted will ensure operational
success for your facility as well. | think it

m ght be | ess challenging actually than it was for
us with filling four vaults, but you have adequate
patients and you have an excel |l ent design.

So fromny vantage point | think you're
poi sed for success. | think the facility is well
scal ed, and you'll have plenty of patients, and
you'll be able to choose the nobst appropriate
patients who wll benefit the nost. | think
havi ng both of the | argest healthcare systens
I nvol ved is an excellent start. And | think ny
understanding is that you' re situated to be able
to provide anesthesia for your pediatric patients.
That's very, very inportant.

And one of the things | think is nost
I nportant -- |'ve actually worked with Dr. Roberts
for I don't even know how nany years now. W've

been involved in research studies in pediatric
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oncol ogy for many, many years -- | think this
commtnent to the clinical research is really

i nportant. This is what will define the future
for proton therapy and nake it grow. It's also
what w || ensure the best outcones for your
patients. So | comend you on that.

And then finally, | don't think I've
said this yet. W've worked with IBA, so |
believe they're a great partner. | have to say
that Chris Chandl er was involved fromthe outset
in our project. | don't think we would have
gotten the project done without Chris's
I nvol venent. And | think you just could not have
a better partner.

Thank you so nuch for the tinme and the
opportunity for ne to speak in support of your
project. |'mexcited about it. | hope to wel cone
you to this field. And |'m happy to answer any
guestions that you m ght have now or |ater.

M5. FUSCO  Thank you, Dr. Mendenhal | .
So that concludes our presentation.

HEARI NG OFFI CER M TCHELL: Thank you.
| just wanted to double check how nmuch tine do we
have with Dr. Mendenhal | because | understood that

she has ot her obligations.
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MS. FUSCO. | believe, Dr. Mendenhal |,
you're available until 1 o'clock, correct, or just
before 17?

THE W TNESS (Mendenhall): Yes, with a
short break.

(Laughter.)

HEARI NG OFFI CER M TCHELL: | j ust
wanted to have a few nonents to talk to ny
col | eagues about our questions. |Is there anybody
that you wanted to have give public comment before
OHS asks their questions?

M5. FUSCO No, | think everyone we've
spoken with is going to participate this
af t er noon.

HEARI NG OFFI CER M TCHELL: Okay. So we
are going to go off the record until about 11:35.
Does that sound okay?

M5. FUSCO Perfect. Thank you.

HEARI NG OFFI CER M TCHELL: Back on the
record at 11: 35.

(Wher eupon, a recess was taken from
11:20 a.m until 11:38 a.m)

HEARI NG OFFI CER M TCHELL: Al right.
So we are back on the record. OHS is going to

begin with their questions for the applicants. |
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just want to ask anyone who m ght testify who has
not been sworn in, when you state your nane just

I ndi cate that you haven't been sworn in and | wll
swear you in. I'magoing to ask Lindsey to go
ahead and start with our questions.

Li ndsey, before you start, just nake
sure that you indicate the subject matter for each
guesti on.

M5. DONSTON: The first question is
j ust background information. What is the current
| egal status of the relationship between the
applicants and Proton International ?

THE WTNESS (Lenmay): This is Art
Lemay. And | can say that we have a letter of
under st andi ng under devel opnent, and we've been
wor ki ng towards the conpletion of a joint venture
relationship. It is not final yet. W're waiting
for the CON approval to proceed.

M5. FUSCO This is Jen Fusco. Just to
clarify, Lindsey. So the letter of intent has
been signed. W did submt a copy of that with
one of our conpl eteness subm ssi ons which outlines
t he basic paraneters of the relationship that the
definitive agreenents typically don't get

negoti ated and signed until after a CONis
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approved just given the anount of tine it takes to
do that. So that's where we are.

M5. DONSTON: The next question is in
reference to access to services within the region.
Thr oughout the application and the prefile
testinony it's enphasi zed that access for
Connecticut patients will be inproved by having a
proton therapy center in Connecticut. Indicate
how many patients within each of the applicant's
systens have been referred for proton beamtherapy
In the last three fiscal years, if possible?

THE WTNESS (Salner): H, this is
Andrew Sal ner responding. W don't really track
t hat nunber of patients who were referred to other
centers, so | can't give you a precise answer. W
do track the pediatric patients who are sent to
other centers. And we attenpted to reach out to
all of our radiation oncologists and referring
physicians to try and get a nore quantitative idea
about how nmany patients have been referred over
the | ast nunber of years, and we did not conme up
with a credible nunber. So |'msorry to say we
can't really answer that question with as mnuch
preci sion as you would I|ike.

MR. CARNEY: Doctor, you said that you
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had the nunber of pediatric referrals though. Did
you have that nunber to share?

THE W TNESS (Sal ner): | think that was
shared in the application; was it not?

M5. FUSCO No, | don't think we shared
t he nunber of pediatric patients.

THE W TNESS (Sal ner): | don't have
that off the top of ny head, but | can get it for
you, Bri an.

MR. CARNEY: Thank you very much. |
appreciate that.

HEARI NG OFFI CER M TCHELL: | just want
to interject one other point. Attorney Fusco, if
you have any objection to this, let me know W
coul d possibly | ook at sone data through the
Al | - Payer C ains Database. | just wanted to take
official notice of that, and other databases to
determ ne who's actually gone outside of the state
for this type of service. Are you anenable to
that if we were able to present it to you so you
could comment on it?

M5. FUSCO | think we would need it
presented to us in a way that we understand sort
of the universe of what's in the Al-Payer C ains

Dat abase, |ike ny understanding was that it
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doesn't capture a majority of the clains, so those
t hi ngs m ght be underrepresented. But as |long as
we coul d see the data and understood the
paraneters, | think we could comment on it. And |
t hi nk too, you know, we could comment, to note
that in terns of trying to put together those
nunbers an inportant thing to note is that there
are plenty of patients that just forego the
t herapy altogether, right? So these would be
nunbers of people who actually decided they wanted
the therapy and went out of state, you know,
versus those who just decided to have conventi onal
radi ation. W'd be happy to | ook at them

THE W TNESS (Roberts): This is Dr.
Roberts. Sorry to have a question back to you.
|s this Al-Payer's Database sonething that CHS
has access to?

HEARI NG OFFI CER M TCHELL: Yes.

THE W TNESS (Roberts): That's great.
That's a great resource. | can tell you that we
have outcones, researchers at the Yale Cancer
Center, and we've had sone limted access to
private payer clains datasets, but we were
restricted fromusing that to |l ook at this very

guestion because it's considered proprietary, but
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we'd | ove to see that information al so.

HEARI NG OFFI CER M TCHELL: So there are
sone challenges with the APCD, | will admt, but
If there is a way that we could pull the data, and
al so, you know, as Attorney Fusco said, discuss
sone of the paraneters and cone to an agreenent
about that, we may be able to do that. | just
wanted to throwit out there as a possibility.

M5. FUSCO Absolutely. W appreciate
that. Thank you, Attorney Mtchell.

HEARI NG OFFI CER M TCHELL: Al right.

Li ndsey, you can proceed.

M5. DONSTON: The next two questions

al so both relate to access to services within the

region. So Question 3 is on page 8 of his prefile

testinony Dr. Salner states, "It is likely as we
work together that we will be able to enbrace the
referral process fromnonsystemsites." Can you

expl ai n what that neans and expl ain what the
referral process would | ook |ike?

THE WTNESS (Sal ner): Sure. This is
Andrew Sal ner speaking. Connecticut is a
relatively small state, and there are a relatively
smal | nunber of radiation oncol ogists who practice

in the state. And Dr. Roberts and | know
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everybody nore or less in the state quite well,
and we have a very good collegial relationship
with that group of radiation oncol ogists. W
currently work with them on sel ected patients who
may need to cone to one of our centers, for
exanple, for a specialized treatnent. And we
woul d absolutely wel cone referrals to the proton
center of appropriate patients fromthese other
sites. In contrast to other centers around the
country that have actually placed |inear
accelerators that deliver photon therapy in proton
centers so that for those patients who don't --
aren't considered a good proton therapy candi date,
that center could treat themon a |inear
accelerator with photon treatnent. W' ve chosen
not to do so. W felt no reason -- there would be
no reason to try and conpete with all of our

radi ati on oncol ogi sts around the state who do a
great job at treating patients with photon
therapy. And in addition, all patients in
Connecticut are relatively close to a really good
photon treatnent center. And so specifically if
we get referred a patient froma coll eague whose
tunor doesn't -- there's not good evidence that

the treatnent with protons woul d be advant ageous,
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we woul d be very anxious to refer the patient back
to their referring radiati on oncol ogi st for photon
treatnent. Qur job is to really see patients who
we think are good candi dates for proton therapy
and to provide excellent care for themin the
Connecticut Proton Therapy Center and then refer
them back to their | ocal community.

M5. DONSTON: Thank you. Question 4 is
according Ms. Handl ey on page 3 of her prefile
testinony. She states "The CPTC wll be avail abl e
to all Connecticut residents through provider and
self-referral.” Can you pl ease describe how t he
self-referral process works?

M5. FUSCO  Andy, do you want to talk
about it or --

THE WTNESS (Salner): This is Andrew
Salner. If | may take the first step in answering
your good question. Self-referral to proton
t herapy centers around the country has certainly
occurred where patients have heard about the new
technol ogy, they're excited about it. They've
been di agnosed with cancer. They wonder if that
treatnent m ght be appropriate for them And
rather than seeing a radiation oncologist |ocally

or having their physician refer them they nake a
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phone call thenselves to the proton therapy center
to be eval uat ed.

We woul d have no problemin seeing
patients who are self-referred, as we do now for
cancer patients who cone to us sonetines for a
second opi ni on perhaps, or perhaps because they
have had a relationship or a fam |y nenber has had
a relationship with one of our centers and wants
to cone and see us for a consultation. W would
have no problemin seeing patients who are
self-referred. Cbviously, we would get all the
pertinent clinical information about the patient,

I magi ng and pat hol ogy, and we would see themin
consul tation as we would routinely at one of our
cancer centers now. W would talk to their
physi ci an team because there's a | ot of nuances in
the care of these patients, and we would want to
make sure that we understand what their clinical
situation is and woul d be happy to consi der
treating them if it's appropriate.

THE W TNESS (Roberts): Dr. Roberts
here. | agree wth those comments. W would
certainly welcone self-referrals. And it would be
part of our professional practice to give an

I ndependent evaluation as to how their cancer
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ought to be treated, and if there is a place for
proton radi ot herapy, and educate that patient as
to what their options are and the need for

col l aboration with their other established
physi ci ans.

THE W TNESS (Handl ey): | have not hing
to add. | think that's exactly the response. So
t hank you.

HEARI NG OFFI CER M TCHELL: Just a
foll owup question. How often does that occur
t hat soneone will cone and request a specific
treatnment versus having their doctor suggest it?
It's kind of different than getting |like a second
opi ni on when you're going out to seek a --

THE W TNESS (Roberts): Wen there's a
new t echnol ogy, a new exciting treatnent option,
you know, | think we're aware that we're likely
going to see a good nunber of patients seeking out
opi ni ons about proton radi ot herapy, and we're
prepared to help those patients through their
journey and nmake sure that they have appropriate
treatnent. But just because they're com ng for
protons doesn't nean they're going to get proton
radi ot herapy. W want all the decision-making to

be professional and based on scientific evidence.
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THE WTNESS (Sal ner): | woul d add,
this is Andrew Sal ner, there have been sort of a
| ar ge nunber of patients when protons really
becanme nore accessible nationally there was sort
of sonme evidence to suggest that it nmay have sone
benefits particularly in prostate cancer, and
there were publications in the lay literature, for
exanple, in | believe Tinme Magazi ne about the
potential benefits of proton therapy. And there
was a fairly |large nunber of nmen with prostate
cancer, newly di agnosed, who decided to self-refer
just to learn nore about it and see if their
situation was anenable to proton therapy.

So | agree with Dr. Roberts. | think
when there's a new technol ogy that prom ses a
better result, whether that's a higher cure rate
or fewer side effects, or a conbination of the
two, patients are interested in pursuing that.
And through their own research and di scussion with
their peers and col | eagues, they may know nore
about it than their current physician in terns of
what the offerings mght be. And so | think
self-referral is a part of it. [It's probably
going to be a relatively small part, but | think

It's a part of it just the sane.
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HEARI NG OFFI CER M TCHELL: Thank you.
Al right. So the next question actually regards
Dr. Mendenhall's prefile testinony. |It's on page
1 of her prefile testinony, the first page. And
basically in her prefile testinony she states that
proton therapy is an energi ng cancer treatnent
nodality. And so the question is kind of two
parts. The first part is what do you nean when
you say it is energing, and then the second part
I's how does this statenent relate to the
ef fectiveness of proton beamtherapy?

THE W TNESS ( Mendenhal l): Ckay. So
what | neant by "energing" is that there's a
conpelling rationale for it. It makes a
t remendous anount of sense when we as radiation
oncol ogi sts ook at the treatnent plans that we
can generate with proton therapy in conparison to
the treatnent plans that we have used and are
using that are based on photon therapy. So we can
see that there's going to be a whole | ot |ess
radi ati on dose to normal tissues. And so what |
meant by energing is that it takes tinme for us to
prove that the clinical outcones are going to be
what we think they're going to be based on seeing

t he treatnent plans.
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And so we now have experiences that go
back as far as 1990 fromthe first institution
that had a clinically dedicated proton facility.
So we now have data fromthat institution on
patients that were treated quite a long tine ago.
At my own institution we now have data for a
nunber of tunor sites where patients are out nore
than ten years. And so we want to see, we want to
foll ow those patients and find out that in fact
t hey have | ower conplication rates than what we've
seen with x-rays and than what's reported in the
literature.

And so what | neant by energing is that
the data is energing. So now we know for sure
that the children have fewer neurocognitive
sequel ae from proton therapy than what they had
wi th conventional radiation. W now know for sure
that there's a very significant reduction in
second nmalignancies with proton therapy, overall a
threefold reduction across all disease sites, all
ages, all genders. And in sone settings, for
exanpl e, prostate cancer, that reduction in second
mal i gnancies at five years is a fivefold
reducti on.

Now, sone of the other benefits are
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nore subtle, harder to measure, but there are
ongoi ng studies. Every proton center in the U S
I's involved in gathering and anal yzing data either
within their institution or in a cooperative group
setting. There are seven or eight ongoi ng
conparative trials where patients were either put
I nto cohorts or they're random zed to get proton
t herapy or conventional radiation. And what we
want to do in these studies is confirmthe degree
of benefit when the treatnent is applied over a
very | arge nunber of patients and institutions.
All this data is energing, and | think it wl|
continue to develop. And what we're seeing is
I ncreasing differences in outcones with tine.
More and nore i nprovenents energe the | onger we
foll ow the patients.

MR. CARNEY: Can | just ask a follow up
Dr. Mendenhal | ? You said you' ve been doing it
since 1990. Has within the proton beamtherapy,
has the techni ques and efficiency of the delivery
of it inproved? | nean, it's been going on for a
whi | e now since 1990. Has there been --

THE W TNESS ( Mendenhal I'): Absol utely.
And so the first clinically dedicated proton

therapy facility opened in 1990 at Loma Li nda.
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There had been sone proton therapy delivered wth
research equi pnent, physics research equi pnent at
Massachusetts CGeneral and in a few other
institutions. And so what we know from those
experiences are that there was a significant
reduction in second nalignancy.

We know fromthe Lonma Linda experiences
where there was actually a clinically dedi cated
facility and gantry that could rotate around
patients so that they could treat different kinds
of cancers. W know that those outcones in terns
of disease control and toxicity appear to be
better than the outcones that were
cont enpor aneously being reported with conventi onal
radi ati on.

In order to prove that the differences
you' re observing with a single institution report
are real, you want to confirmthem You want to
see that other institutions can replicate those
findings and that the overall popul ation, as
out conmes nmanifested in | arge databases |like the
Nati onal Cancer Dat abase, you want to see that
that data matches the single institution data that
I s being generated. That takes a | ot of

facilities operational and a |lot of patience. And
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so | nentioned that UF was the fifth in 2006. And
sSo we cane on board at the sane tine as M

Ander son Cancer Center in Houston, and the third
facility is the only facility I know of that's
actually cl osed.

So there were only two facilities, Mass
General and Loma Linda, before 2006. And | think
several people have nentioned that there i s now
three tines as many facilities. |In 2010 there
were probably about ten facilities. It takes a
nunber of facilities to treat enough patients of
t he sanme kind that we can see that those clinical
outcones are living at to what we predicted they
woul d be based on the radiation dosinetry, the
treatnent plans. | hope that helps. |'m not
sure.

MR. CARNEY: Yeah, definitely. | was
al so thinking like the pencil beam sort of
techni que, is that sonething newer to the whole
proton therapy?

THE W TNESS (Mendenhal l): Yes. And so
pencil beamis newer. And | think it was first
utilized in Switzerland at the Paul Scherrer
Institute. And they, | forget exactly when they

cane on board, probably sonetine after 2000, and
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t hey have reported their pencil beam outcones in
several nalignancies, base of skull tunors, for
exanpl e, and those outcones | ook to be excellent.

Now, in the US it's taken a little
bit |onger to bring that technology on board. |
believe for us at UFHPTI. W got it in 2017. And
so we don't feel |Iike we have enough data yet to
say for sure that the clinical outcones are going
to match the dosinetry outcones, but the dosinetry
outconmes certainly |ook better, and there's every
reason to believe that the outconmes will be better
wth PBS. W have to wait, you know, we have to
wait to confirm There's no reason to think they
won' t be.

MR CARNEY: Gkay. Thank you. So you
need nore data?

THE W TNESS (Mendenhal I'): 1t's always
t hat way.

MR. CARNEY: Ckay. Thank you very
much, Doctor.

HEARI NG OFFI CER M TCHELL: Can you j ust
define for ne the term | believe that you said
cognitive, is it sequelae, is that what you sai d?

THE W TNESS (Mendenhall): | did. And

what | neant by that was when we think about how a
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child' s brain functions, the pediatric
neur ol ogi sts neasure brain function with a bunch
of different paraneters. The overall termis |IQ
that the 1Qis, there are a nunber of different
types of processing and nenory functions. And so
when those functions are | ooked at after proton
t herapy, there's nuch I ess of a negative inpact on
the child's neurocognitive function. And when |
say "neurocognitive," | nmean the whole global 1Q
menory, processing, all of that.

We col | aborated with St. Jude Research
Center before they had a proton facility. So they
began to send us their patients for proton therapy
sonetime probably around, |'m guessing it was
maybe 2009 or '10, and it took themfive or six
years before they were able to get a proton
facility thenselves. Al of the children that we
treated for themwere enrolled on protocols. And
the investigators at St. Jude conpared the
out conmes of those children that we treated wth
protons with the outcones of the children they
treated with conventional radiation, and the
neurocogni ti ve outcones were better after proton
therapy. So their 1Q was better. They had | ess

of a negative inpact fromradiation.
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HEARI NG OFFI CER M TCHELL: | was
listening to you give your prefile testinony, and
you had said that | believe since 2006 that you
treated 9,000 patients with this type of therapy.
The question that | have for you is this is in
Fl orida, correct?

THE W TNESS (Mendenhal I): It is
Florida, yes, it's Jacksonville. [It's part of the
University of Florida. W have two canpuses, one
I n Gainesville, one in Jacksonville.

HEARI NG OFFI CER M TCHELL: Ckay. Are
there any other proton therapy centers in Florida?

THE W TNESS (Mendenhal l): There are
now, so | may forget the dates exactly. W opened
In 2006. There is a one-roomfacility that opened
I n Jacksonville in the community, and | think, |
don't know, | don't renenber the date exactly.
| ' m going to guess, and please don't hold ne to
this, but 1'mgoing to guess it was around 2014 or
sonething like that. Also, there is a one-room
facility in Olando, and recently a one-room
facility opened in Delray Beach. | believe
M. Chandler is involved with that facility. And
then finally there's another very |l arge program

| ocated at M am Baptist Cancer Institute, and |
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beli eve they have five treatnent roons. So right
now we have five proton facilities in Florida.
Sonetinme in the future there will be a sixth.
Mayo Cinic will put one in Jacksonville. |
believe that's nmaybe schedul ed for 2024.

HEARI NG OFFI CER M TCHELL: Okay. To
t he best of your knowl edge, are all of these
prograns, are they solvent?

THE W TNESS (Mendenhal I ): Wen you say
"solid," do you nean operationally?

HEARI NG OFFI CER M TCHELL: " Sol vent."

THE W TNESS ( Mendenhal I): Onh, sol vent,
okay. To ny know edge, they all are. To ny
know edge, they're all treating at capacity as far
as | know. 1|'ve certainly not heard anything to
the contrary. And |'maware that a couple of them
are al ready thinking about adding, a couple of the
smal | one-room prograns are thinking about adding
a second treatnment room So there's not been a
problemwth capacity. Now, | wll say that COvID
has had an inpact on all of radiation oncol ogy.
W think it's tenporary, and everyone has had a
little bit of a drop, but, you know, it's nothing
maj or .

HEARI NG OFFI CER M TCHELL: Okay. All
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right. The next question is actually for you as
well, and it relates to, let's see, page 7 of your
prefile testinony. You basically stated in our
conplenentary field of proton therapy you're

| ooking for inproved quality of life outcones with
equal or better cure rates to conventional x-ray
therapy. And then on page 9 you said that the

bi ggest hall mark of future success is that this
program CPTC, is structured to strongly support
clinical research.

So | have a nunber of questions for you
wth regard to those two statenents. The first is
can you define what you nean by "conpl enentary
field of proton therapy"?

THE W TNESS (Mendenhall): | actually,
| don't have the context in which | said that, so
| "' mnot sure exactly what | neant. | probably
nmeant that there are sone patients that we think
are very, very well treated with conventi onal
phot on based radiation. So we don't use proton
t herapy for every patient that we see. And
sonetinmes we think, and this isn't necessarily an
I ssue of insurance coverage, sonetines we think
the better choice of treatnent is actually x-ray.

So I'lIl give you an exanple. [|f we
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have a patient with very early breast cancer, so
the only thing that needs to be treated is the
breast, we don't need to treat any |ynph nodes,
it's often the case that we can treat the breast
wi th conventional radiation and have al nobst no
radiation at all to the lung or to the heart. And
right nowwith the current technol ogy, even with
pencil| beam scanni ng, the skin dose with
conventional radiation is |lower than a skin dose
with proton therapy, so there's really no way for
us to have a better outcone wth protons. So we
use a |l ot of proton therapy in breast cancer, but
it's for wonen who need to have their regional
| ynph nodes treated or in whom our conventi onal
radi ati on plan woul d expose a |ot of heart or |ung
to radiation. So if we don't see a benefit for
usi ng proton therapy, we recommend conventi onal
radi ati on, and sonetines it's because the results
m ght be equivalent, but in the case of breast
cancer we think the cosnetic outcone wll be
better wwth x-rays. So if that's the situation,
t hen proton therapy would be conplenentary in that
It would conplenent the full scale of radiation
t echnol ogy that woul d best serve the patient.
HEARI NG OFFI CER M TCHELL: Have we
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reached the standard that you descri bed where you
state that you're | ooking for inproved quality of
life outconmes with equal or better cure rates to
conventional x-ray therapy?

THE W TNESS (Mendenhal I): So when |
say quality of life outcones, |I'mreferring very
specifically to patient reported quality of life
outcones in contrast to physician reported
toxicity or side effects. So when we think about
how a patient and the success of a treatnent,
we're going to neasure disease control. That's a
very inportant thing. W're going to neasure all
of the toxicity that the physician or clinical
teamrecords in ternms of side effects and the
ki nds of interventions that we use for those side
ef fects.

So, for exanple, nmaybe we have to give
sone pain nedication, or maybe we have to give
sonme nedication to help wwth the urinary function
or with the swallow ng function or sonething |ike
that. So that would be an intervention. And |
woul d record that, and | would grade that as a
certain level of toxicity based on standard NC
devel oped criteria for neasuring the severity of a

side effect in an interventi on. So that woul d be
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my view of the patient's outcone froma toxicity
and side effect perspective.

The patient though has a different
perspective on things. So let's say, for exanple,
|'"mgoing to swtch to prostate cancer because |
work in that right nowand |'minvolved in a trial
where we're | ooki ng sinultaneously at quality of
life and toxicity and di sease control. So let's
say that wth ny conventional radiation, ny photon
based radiation, | do the very best job | can, but
It's often the case that |'m going to expose nost
of the rectumthat's behind the prostate to sone
| ow t o noderate dose radiation. The side effect
woul d be bowel urgency and frequency. The patient
woul d need to go to the bathroomto evacuate
frequently and wouldn't have a ot of tine to do
that. So there would be increased frequency and
urgency. Now, if that's really bad, it could be
as severe as incontinence, and that would have a
maj or i npact on that patient's quality of life.

Now, there's no intervention for that.
There's nothing | can do to solve that problem
And so because there's no intervention, there's
not really a cost inpact. It's not coded as a

severe side effect because | don't have an
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I ntervention that can be graded. | mght record
that as very mnor. The patient mght say that is
a very mgjor inpact on quality of life. So it's
very inportant that we gather patient reported
quality of life functional data as well as the
physi ci an recorded dat a.

Now, on the other hand, let's say that
t hat patient had sone tenporary rectal bl eeding
fromthe radiation that | gave him And | thought
that it was significant enough that | did
sonet hi ng about it, | gave him suppositories, |
did a Form 1 application, maybe | did a
coagul ation or sonething. It mght go down as a
grade 3 toxicity, but once | did that, that
synpt om woul d be over and gone. And so if you
asked a patient what their quality of |ife was,
they mght say it's perfect. | mght have
recorded a grade 3 toxicity. So these patient
reported quality of life outcones are our ultinate
goal for cost of care. And for recording we al so
report toxicity and interventions, physician
reported assessnents. Does that hel p?

HEARI NG OFFI CER M TCHELL: It does, but
let me just -- | just want to probe just a little

bit nore because you did tal k about inproved
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quality of life outcones for patients, but you

al so tal k about, you know, with equal or better
cure rates to conventional x-ray therapy. And so
| guess ny question would be whether you feel that
proton therapy offers equal or better cure rates
currently when conpared to conventional x-ray

t her apy.

THE W TNESS (Mendenhal I'): | absolutely
do. So at the risk of perhaps getting too nuch in
t he weeds, when we give a certain anmount of dose
wth x-rays and we give exactly the sane dose wth
protons, we believe we're getting a little nore of
an inpact with the protons. And so it may turn
out to be, in fact, we've hypothesized this, it's
the subject of -- it's one of the main points of a
maj or study right now -- we've hypot hesi zed t hat
we are going to see inproved di sease control, sane
dose with protons conpared to photons. Now, we
don't know that yet because you need a
head-to-head trial to prove it, but we have a fair
anmount of benchmark data to suggest that it nmay
happen. There's certainly no reason to think that
It won't be at |east equivalent, but it may
actually be a little bit better.

And the other piece of this is that,
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because we're |l ess worried about side effects, we
think that we're going to be able to nore safely
dose escalate with protons and gi ve hi gher doses,
dose intensify, give the dose in a shorter period
of time, because we don't have to worry quite as
much about the normal tissues. Mich of the
protraction, the stretching out of radiation
forces over a period of six or seven or eight
weeks it's because we're trying to protect nornal
tissues. And if we don't have to worry so much
about them we can shorten that course. One

| npact of shortening the course is that it costs
less. That's a nice thing. |It's |less

I nconvenient for the patient, that's a really nice
thing. But another inpact nay be that it wll be
nore effective on the tunor. W have a | ot of
reason to think that m ght be the case.

So there's several ways that we may
actual |y achi eve inproved di sease control with
protons. One is we think they are biologically
nore effective, and we have a fair anount of data
t hat suggests that. Two, we may be able to dose
escalate. Three, we may be able to dose
i ntensi fy, shortening the course. So we're

confident, absolutely confident that the disease
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control rates wll be at |east equivalent, but we
think they're actually going to be better with
pr ot ons.

HEARI NG OFFI CER M TCHELL: So are you
I n the process of establishing this evidence to
show t hat --

THE W TNESS ( Mendenhal | ): Yes.

HEARI NG OFFI CER M TCHELL: -- equal or
better cure rates, or is this sonething that's
al ready been proven?

THE W TNESS (Mendenhall): No, it has
not already been proven. To prove sonething, you
need a head-to-head conparative trial, and for
high credibility that needs to be large scale. It
needs to have a lot of institutions involved
appl yi ng, you know, the conpeting treatnents in
different settings. It needs to be based on nore
than single institution data.

And so | was asked earlier about the
early data. The early data com ng out of Lonma
Li nda suggested not only less toxicity but also
better disease control. |If we |ook back at it,

t he di sease control in the tunor sites that were
bei ng studi ed and reported appeared to be

significantly better than di sease control rates
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that were being reported contenporaneously wth
photons. But | think no one at that point in tine
had an explanation for why that m ght be. W've
seen exactly the sane thing at UF. W' ve seen
di sease control rates, for exanple, in prostate
cancer that appear to be 10 to 15 percent better
t han what our nost respected col | eagues, our nost
respected col |l eagues are reporting with
conventional radiation.

So, because the nunbers of patients
I nvol ved are large, it's really begged the
guestion, and the radiation bi ol ogists have been
wor king very hard on this for the last five or six
years, and they now have sone potenti al
expl anations for why we m ght actually indeed see
hi gher di sease control rates with protons than
photons. It isn't proven at this point, but it is
one of the hypotheses in the COVWPARE study which
|"minvolved in where we're conparing the outcones
of 1,500 nmen treated with | MRT, conventi onal
radi ati on for prostate cancer, versus 1,500 nen
being treated with proton therapy for prostate
cancer.

HEARI NG OFFI CER M TCHELL: A head

trial, is that what you nean when you say
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head-t o- head?

THE W TNESS ( Mendenhall): Yes, it's a
| arge-scale trial fronted by in this case the
Pati ent-Centered Qutconmes Research Institute, and
there are 51 institutions involved wwth it. And
so, you know, it remains to -- it wll take us
five or six years to determ ne whether this is the
case or not, but certainly there was enough
suggested data that the hypothesis was accepted by
a federal funding agency and deened worthy to be
tested in a prospective, conparative trial.

HEARI NG OFFI CER M TCHELL: | just want
to nmake sure |I'munderstanding correctly. 1In your
opi nion, are these trails as part of kind of the
| arger scale, | guess, as part of |arger scale
| i ke research prograns, are they part of just
comng to that determ nation about proton therapy
bei ng, you know, having an equal or better cure
rate when it's conpared to conventional x-ray
t her apy?

THE W TNESS (Mendenhal I): | think I'm
not absolutely sure what the question is, but, you
know, | think that as physicians there are certain
ti mes where we have enough equi poi se that we want

to do a head-to-head conparative study. There are
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ot her tinmes where we can see on paper that the

di fferences are so drastic that we don't think
iIt's ethical to do a head-to-head conparative
study. | think it's totally ethical to do a
head-t o- head conparative study in prostate cancer.
And the reason is that we have excell ent outcones
Wi th conventional radiation. And so if we prove
that the outcones are better with proton therapy,
those differences will still be relatively small.
They' ||l be small enough that | feel very
confortable saying to a patient who I'mtreating
with x-rays your outcones are going to be
excellent. If | were dealing with a child with a
brain tunor, | wouldn't dream of asking the
parents to have that child random zed bet ween
conventional radiation and proton therapy because
| know fromthe dosinetry data and now t he
clinical data from St. Jude that that child
treated with x-rays woul d have an inferior
neurocognitive outcone. | don't have to do that
trial. | don't think it would be ethical. So |
think that in the disease site where we think the
di fferences are small, it's ethical and
appropriate to have these | arge-scal e conparative

studies, but not in all areas. | hope that hel ps.
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HEARI NG OFFI CER M TCHELL: So let ne
just, | think this question m ght be best answered
by Dr. Salner, and | just wanted to nmake sure that
|"'mclear. |Is clinical research a |large part of
this application so that we can confirmthat in
fact proton therapy is equal or better to cure
rates that m ght be --

THE W TNESS (Roberts): This is --

HEARI NG OFFI CER M TCHELL: - -
conventional x-ray therapy, or is proton therapy
currently a viable option for the treatnent or
cure of certain cancers? | think that's part of
the thing that we want to nmake sure that we
under st and.

THE W TNESS (Roberts): This is Dr. Ken
Roberts. I'll answer this. There are certain
clinical situations, cancer situations where we
thi nk proton radiotherapy is the standard of care.

HEARI NG OFFI CER M TCHELL: Ckay.

THE W TNESS (Roberts): Gkay. There
are other instances where there's a gray zone for
I ndi vi dual patients and we have to do a conpari son
of what x-rays of people will do versus protons,
and then nake a judgnent as to how well we're

going to spare radiation dose to nornmal tissues to
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decide that protons are better.

And then there are instances where
there's such uncertainty, but there's the
potential benefit of proton radiotherapy that we
want to participate in clinical trials. And
clinical trials will be an inportant conponent of
our mssion at the Connecticut Proton Therapy
Center. But there are enough patients who benefit
fromproton just as a standard of care that w ||
be a predom nant clinical interaction of patients
to be able to offer this therapy given where the
science is now for proton radi otherapy. So | hope
t hat hel ps.

HEARI NG OFFI CER M TCHELL: Are you able
to enunerate the types of cancer for which proton
therapy is the standard of care?

THE W TNESS (Roberts): Well,
pediatrics is pretty clear. Not all pediatric
cancers need protons, but a good nunber of them a
good nunber of solid tunors. But that's a snall
proportion in epidemologic terns of the types of
patients we'll be seeing. Mny brain tunors, not
all, but many. Base of skull tunors. [|'mjust
anatomcally going fromhead to toe. You know,

certain head and neck cancer patients wll have a
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benefit. Sone of the studies have suggested 30
percent maybe of head and neck cancer patients
wi Il have a benefit. And those that have tunors
that are close to the base of skull, near brain
tissues that affect eye function, or those tunors
that are nore lateralized where protons just do a
better job of reducing dose to the mdline
critical central structures |like swallow ng, taste
and the saliva function.

There are certain |lung cancer patients.
That's a very heterogeneous group of patients, but
certain of them have a benefit.

Esophagus patients, there's been sone
very gratifying work recently of sone large trials
show ng that because you're able to reduce the
radi ati on dose to heart and | ung when treating
esophagus that that translates into | ower side
effects when treating these conplex patients who
often will get chenotherapy with radiation and a
cohort wll even get surgery, and so the surgical
conplications are reduced when proton is part of
t he conbi ned nodal ity therapy.

There are certain liver cancers that we
can't treat wth conventional x-rays but with

protons, because you can spare sone of the
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uni nvol ved liver, you suddenly have a curative
nodality relative to the other types of treatnents
that m ght be available with enbolization
procedures or surgery. So there's a cohort of
patients with |liver cancers who suddenly we have
curative treatnents with the use of proton

r adi ot her apy.

There are certain circunstances where
ot her gastrointestinal tunors are better treated
with protons because of the ability to spare dose
to normal tissues. For instance, a tunor problem
I n a young wonman where you want to preserve
reproductive function, in that scenario broadly,
because we can reduce dose to the ovaries and
uterus, we can preserve a critical part of life to
t hat patient going forward.

There are sarconas that are better
treated with protons because of the ability to
dose escal ate, particularly those that aren't
resect abl e by surgeons.

That's sort of a highlight of trying to
answer that conplex question. Cancer, it's a
het er ogeneous group of diseases to begin wth,
within a particular disease site its

het erogeneity, and so oftentines we're confronted
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wWith trying to sort out for a particular patient
gi ven that distribution of disease their anatony

to what degree does protons reduce dose to

critical normal tissues and will be a benefit.
THE W TNESS ( Sal ner): Attorney
Mtchell, this is Andrew Salner. If | can just

add in to conpl enent what ny col | eague has sai d.
The ot her group of patients we think who seemto
be benefiting now selectively from proton therapy
are those patients who've had prior radiation
t herapy and who seemto have |ocalized cancer that
hasn't spread anywhere else in the body but
they're not candidates for having their recurrent
cancer renoved. And it is possible with protons
many tines to actually retreat themw th radiation
and give a very limted dose of radiation just to
the tunor, whereas if we use photon radiation the
potential risk of re-radiation is that the
surroundi ng normal tissue would get such a high
dose that that tissue, that we woul d cause tissue
necrosis or death of that tissue which frequently
Is a very bad thing for the patient.

So we've seen, one of the groups of
patients that we've referred, for exanple, for

proton radiation are patients with certain kinds
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of head and neck cancers who have recurred in the
head and neck but don't have any evi dence of
di sease anywhere else in their body. And we've
seen sone really good results of patients who have
cone back to us after being treated with protons
who seemto have good control of the tunor after
their proton therapy.

| would al so just make a comment about
clinical research because | think you were getting
at sort of are we trying to prove that it's good
or do we already know that it's good. And | think
it's both. You know, | think we already know that
it's very good for many tunor sites. But if you
t hi nk about the notion that there are thousands of
conventional radiation therapy centers throughout
the country, sonme of which, like our centers,
participate in clinical research, there's only 30
sone centers that give proton therapy. So
virtually every proton center has to nmake that
commtnent to do sone research to generate
I nfformati on not only about tunor control but about
quality of life, as Dr. Mendenhall so beautifully
poi nted out, you know, not only our perceptions
but the patient's perception about their quality

of life. Because it's only through understanding
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that data that we'll ultimately be able to
under stand how best to take care of patients and
advance the field.

So | think it's incunbent upon proton
centers to participate in research, and we
certainly have a commtnent to it. Even in
pati ents who where we already know it's a better
treatnent and we're treating themin, quote,
standard proton treatnent, we nmay want to
under stand nore about their side effects, or we
may want to understand nore about their long-term
out cones, and we need to participate in research
accordi ngly.

THE W TNESS (Roberts): And just for
conpleteness, 1'd be very remss if | didn't
nmention a group of patients that actually | spent
a lot of ny career involved with clinical trials
beside Dr. Mendenhall, not just pediatric patients
but young adults with | ynphoma problens. You
know, we ages ago had a concept we don't have to
treat these folks with very high doses of
radi ati on when in fact decades of foll ow up have
shown that even noderate or | ow doses of radiation
given to | arge volunes of the body end up

produci ng significant problens with heart di sease,
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secondary nalignancies. And, you know, we have
changed how we treat those patients by using nore
chenot herapy, | ess radiation. But protons has
al so been an evolving nodality to help with
reducing the long-termside effects for
adol escents and young adults with | ynphoma
probl ens who get cured and then are alive for
decades, and the changes in how we give
radi ot herapy that includes proton radiotherapy we
bel i eve reduces consequential |ate occurring side
effects. So particularly patients with
nmedi asti nal | ynphomas, there are sel ective
pati ents who we believe benefit from proton
techni ques to reduce normal tissue exposures. So
that was a little | ong wi nded, but | wanted to be
conplete with how we see the role of proton
radi ot herapy for our proposed center.

HEARI NG OFFI CER M TCHELL: Thank you
for your responses.

THE W TNESS (Chandl er): Attorney
Mtchell, this is Chris Chandler. 1'd like to
just interject. The el egance of this whol e nodel,
and | appreciate ny coll eagues and their clinical
excel l ence, but the el egance of the nodel too is

we take into account what are clinically
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appropriate patients to treat, and that's why
we're proposing a one-roomfacility and not a
five-roomfacility because we want to nmake sure we
tie, as | said in ny opening statenents, what's
clinically relevant to what's financially
feasible, and that's why one roomis so inportant.
Thank you.

HEARI NG OFFI CER M TCHELL: Thank you.
Al right. So we're going to nove on. The next
set of questions relates to the determ nation of
need. And so basically in the response in the
prefiled testinony and response to OHS issues, it
was stated that updated incidence rates from 2011
to 2015 fromthe Anerican Cancer Society Cancer
Statistic Center show that Connecticut cancer
I nci dence rate was | believe the tenth highest in
the nation at 479.6 per 100, 000 people in the
popul ati on conpared to a national incidence rate
of 449.8 per 100, 000 peopl e.

And | just want, if sonmeone can
explain, | just want you to explain how that Kkind
of large nunber relates to the need for this
specific type of treatnent, how does this
I ncidence rate relate to the need for proton beam

therapy? And you talk about it too with regard to
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t he vol une, your nethodol ogy when you determ ne
vol unme, but | just kind of want to nake the
correl ati on between the incidence rate for cancer
and how people are determined to be clinically
appropriate, and then I'll ask you sone questions
about vol une.

THE WTNESS (Salner): Sure. This is
Andrew Salner. | w sh we knew exactly why
Connecticut has a hi gher age adjusted incidence
rate of cancer in many cancer sites and overall
than many other states. W don't really know It
I S associated with states that have higher
density, nore industrial settings. |It's also been
associ ated with states that have higher
soci oecononm ¢ status. W really don't understand
exactly why. But it does indicate that even
t hough our population is relatively flat that with
t he agi ng of the popul ation, because cancer
I nci dence increases wth increasing age, it does
suggest the fact that over the next 15 to 20 years
our cancer incidence wll increase significantly
I n Connecticut as is happening in nost states in
the country. And for that reason we need to be
prepared to have the capacity to care for that

pati ent population. Even if our cancer incidence
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wasn't increasing and was remaining flat, we think
that proton therapy is an inportant part of the
armanment ari um we need to take care of selected
patients who woul d have better outcones with
proton therapy. But the fact that actually our
cancer incidence rate wll increase because of
agi ng of the popul ation and because it's already
fairly high given these high age adjusted

I nci dence rates sort of adds further armanentarium
to the notion that proton therapy sinply hel ps us
to fill out all of the strategies we need to
successfully treat cancer patients in the
communi ti es we serve.

HEARI NG OFFI CER M TCHELL: Okay. So
t he next question kind of narrows it down further.
So if you could speak to the assunptions that you
made when you projected volune for the center. |
think you said that you were using actual nunbers.
Can you just talk a little bit about the
nmet hodol ogy behi nd t hat ?

THE W TNESS (Sal ner): Wat we did was
we took a ook at the literature produced by Dr.
Mendenhal | and many ot her experts in the field to
make sone assessnents about what percentage of

patients we think with various tunor sites and not
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only tunor sites but stages of tunors m ght
benefit fromprotons. And we went through all of
the institutions at Hartford Heal thCare and Yal e
New Haven and then attenpted to | ook statew de at
what the need m ght be for proton therapy by tunor
type. And Chris Chandl er was hel pful having been
through this with many of the other institutions
that he's helped in terns of devel opi ng proton
prograns. W tried to develop a conservative
guess because that's really what it is as to what
t he nunber m ght be of patients who woul d benefit
fromproton therapy. That's how we went through
it.

HEARI NG OFFI CER M TCHELL: The next
guestion is how confident are you that you can
neet the projected vol unes?

THE WTNESS (Salner): | think we're
pretty confident. W've allowed for a ranp-up
because obviously it's not going to be treating
400 patients on day one. So we've allowed for a
ranp-up. We have to educate our own staffs and
referring docs as to what the benefits of proton
therapy are. They already get that fromthe
literature they read and the neetings they attend,

but we have to gradually get people introduced to
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protons and where it may be of value and where it
isn't of val ue.

And so we're feeling quite confident
that the nunbers we've projected are actually on
t he conservative side but are accurate in terns of
where the proton volune m ght go, recogni zing that
I f you and your coll eagues were good enough to
approve this application over this next period of
time and we initiated planning construction,
Installation and ultimately establish the program
It's still two or three years away from starting.
And there may be nore indications. There could be
fewer. |It's possible. But we think that that's
|l ess likely. There may be actually nore
I ndi cations for protons. W'Il|l see. But the
programcalls for a gradual ranp-up over several
years of patients as we | earn nore about protons
and as our coll eagues who refer patients begin to
feel nore confortable with referring patients for
pr ot ons.

HEARI NG OFFI CER M TCHELL: What's the
maxi mum vol une capacity that can be achi eved at
the center?

THE W TNESS (Sal ner): The center, if

treating in two shifts, which many proton centers
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around the country do, we think that we can treat
sonmewhere in the upper 400s, close to 500, but
maybe not quite, maybe 490 patients or so per
year.

HEARI NG OFFI CER M TCHELL: So you're
right at that, based upon the information that
you' ve provided us, it |ooks like you're right at
t hat year four?

THE W TNESS (Sal ner): Yes, we would be
maybe at 470 sone patients or sonewhere |ike that.

HEARI NG OFFI CER M TCHELL: So what
happens after you exceed that maxi mum vol une
capacity?

THE WTNESS (Sal ner): | think we woul d
continually be evaluating the need for additional
capacity in our state even from day one, | ooking
at the nunbers and determ ni ng whet her additi onal
capacity i s needed or not, whether there are any
geographic barriers for patients in Connecticut to
get to Wallingford, recognizing that Wallingford
Is right off of Route 91 and ot her hi ghways and
should be relatively proximte for nost residents
of Connecticut. And if it appears at any tine
that we think that a one-roomfacility is not

going to provide all the capacity needed, we would
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Initiate di scussions anongst ourselves and with
all involved as to whether we shoul d increase
capacity by adding a second facility or a second
roomto the existing facility.

THE W TNESS (Roberts): During the
experience of setting up our center, we'll also be
| ooki ng for inproved efficiencies. | think in our
nodel i ng patients are being treated every 17
m nutes, on average. And we mght be able to
| nprove on that to help with capacity. W m ght
be able to sort out treatnent schenes that are
shorter that also allow us to treat nore patients.
But we honestly thought that the conservative and
responsi ble plan to present to you for the CON
application was a one-roomfacility know ng that
there's sone uncertainty as to actually how many
patients we'll see, but we thought we were pretty
r esponsi bl e.

THE W TNESS (Lemay): This is Art
Lemay. Let ne just also comment. W spent a | ot
of time tal king about the size of this center, and
| think both health systens were very concerned
about being fiscally responsible and not buil ding
I N excess capacity that may or may not be needed.

So, dependi ng on treatnent approaches, the
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research, the technol ogy, a decision can be nade,
and we will see the volunes escal ate either faster
or slower, but we will also be prepared to act at
that time. So we chose not to add two machi nes
I nto our proton center. W chose to go with one
So as to avoid unnecessary expense, yet we coul d
expand, if we needed to, on that site or sonewhere
el se.

THE WTNESS (Salner): GCkay. This is
Andrew Salner. | would just add to what Dr.
Roberts and M. Lemay just said, and that is Dr.
Mendenhal | nentioned sone studies showi ng efficacy
of shorter radiation courses. W' ve seen shorter
radi ati on courses becone nore standard when we
treat breast cancer and prostate with photons. W
don't know yet if shorter radiation courses wl|
be nore of a standard approach with protons, but
theoretically if they would that would result in
the need for future treatnment slots overall, if
you wll, so that we can increase the nunber of
patients being treated. So we'll have to wait and
see how that plays itself out as the research
becones avail abl e.

THE W TNESS (Roberts): And then
| astly, just to anplify what M. Lenay's comments
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were. There's a history in the field of certain
proton centers being built too |large and then were
not fiscally sound, and we certainly did not want
to be in that situation. W also wanted to nake
sure that we didn't have so nuch capacity that we
were then in an unconfortable situation of having
to stretch what we thought were the indications
for proton radiotherapy. W wanted to be very
much sure that what patients we select were
appropriate for protons. And so again, after |lots
of di scussions, believe nme, we settled on a
one-room concept knowi ng that the burden of doing
that was going to necessitate running two shifts.
And we're fully and professionally prepared to do
t hat .

THE W TNESS (Chandler): And this is
Chris Chandler from Proton |nternational again.
Just one comment fromour side. This is the niche
t hat our conpany understands how you buil d
clinically relevant successful proton centers from
experience. And we believe that the one room was
the right way to go with this. That nunber is a
capacity nunber. W could treat nore if the
hypof racti onati on el enents cone into play, as the

doctors were indicating will open in two or three
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years, so a | ot can change between now and then.
But the focus, in our mnd, is treat what's
clinically appropriate, do it in a way where we
know the center will be successful financially,
and, as Dr. Roberts indicated, we don't have to
wake up one day and try to push patients through
that aren't appropriate and relevant. So we think
one roomis conservatively the way to go, very
successful, we'll have plenty of patients. And
our actual experience in our centers that have
opened recently in Birm ngham Al abama and Sout h
Florida bear this out that those volunes are
reasonabl e and attai nabl e.

And if you | ook over the history of
centers that have opened, you can see that going
fromzero to 40, 50, 60 patients a day has been
achieved in essentially all the centers. The
| ssue where you get into trouble is sone of these
areas didn't have the appropriate clinical
relationships, they built too big, and, you know,
they just didn't have the demand. And so we're
very cautious about comng to you with what we
think is a valid, appropriate and proper
application that we can deliver on clinically.

And if we deliver on it clinically, then by
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definition it will support itself financially.

HEARI NG OFFI CER M TCHELL: Thank you.
Al right. This questionis alittle bit
duplicative. And basically we wanted to
under stand whi ch pediatric cancers proton beam
t herapy is approved for. | know that you all
enunerated the types of cancers for which proton
therapy is the standard of care. And because of
t he description of sone of the, | guess the fact
that the use of proton therapy m nimzes side
effects, that it wll probably be an approach that
woul d be best suited for children if it's
clinically appropriate. Can soneone speak to the
types of pediatric cancers that it would be used
for?

THE W TNESS (Roberts): Dr. Ken
Roberts. Well, the nost common chil dhood
mal i gnanci es, Leukem a, and we wouldn't treat it
Wi th protons for that. OCNS brain tunors are the
next | arge category, and those are highly
appropriate for proton radiotherapy. You then get
Into pediatric cancers being a collection of very
rare tunors, but there are a nunber of different
types. There are sarcomas, which are broken down

I nto rhabdonyosarcoma and the semantics are
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cunber sone but non-rhabdonyosarcomas. Many of

t hose, but not all, are appropriate for protons
depending on their anatom c site and how nuch
radi ation dose is required for that given

ci rcunst ance and the need to reduce side effects.

There are bone tunors. Many of those
are treated wth chenot herapy and surgery, but
there's a cohort where radi otherapy is inportant.
And a nunber of those, depending on the anatomc
Site, are best treated wth proton radi ot herapy.
The concept is also of the benefit of radiotherapy
Is largely due to how old the patient is and
whet her they're still growi ng and devel opi ng,
because we do a nuch better job of reducing what
we call devel opnental side effects with proton
radi ot herapy that just helps their grow ng
tissues.

There are certain Hodgkin Lynphona
patients that are in the pediatric group that do
benefit from protons but not all patients with
t hat di agnosi s.

There are are probably patients who
With certain types like WIns' tunor, which is a
ki dney tunor, or nephrobl astona where a | ot of

times there's not a big benefit to protons and
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that we would just treat with conventional x-rays.

And you can then get into other rare
types of pediatric tunors that there's a benefit.
Does that hel p?

HEARI NG OFFI CER M TCHELL: That's
hel pful. Thank you. Al right. So the next set
of questions, but actually the |ast question that
we'll do before we take a break, this is actually
for M. Chandler, and it's based on his prefile
testinony. He stated that we have drawn, and this
Is a quote, "We have drawn on our collective
experi ence and designed the CPTC as a single
gantry lower cost facility that can thrive by
treating a reasonabl e nunber of proton rel evant
patients. Proton International offers snall
proton facilities that are | ower risk and nore
financially feasible than sone of the |arger
centers that have been built nationw de and
encountered financial difficulties. A one-room
facility like CPTCis built under a | ower cost and
operational structure that can w thstand
rei nbursenent pressures. Structuring a financing
solution that is |ow cost, long-term and does not
demand unrealistic throughput assunptions, wll

all ow the CPTC to focus on providing proton beam
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t herapy services to clinically appropriate
patients."

So two questions for you, M. Chandler.
| f you could, would you define what you nean when
you use the term"cost." And then when you use

the term"l ower cost," specify what you were using
as a conpari son.

THE WTNESS (Chandler): Sure. And in
general, that really refers to -- and | think Dr.
Mendenhal | nentioned earlier in her testinony --
there were early centers. The first two were Lona
Li nda and Mass General. Then there were sone
early adopters, the University of Florida and MD
Anderson, who did very well. And they did very
wel | because | believe they were associated and
affiliated with clinical excell ence, understanding
of how to use the proton therapy particle,
everything we've tal ked about this norning.

There was a grouping of centers that
developed in the mddle after that that were |arge
four and five-roomcenters. Sonme were affiliated
well with the right academ ¢ and cli ni cal
partners, sone perhaps were not. Wen | use the

term"cost,"” I'"'mreferring to the cost of those

kind of mddle |evel centers that devel oped, and
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t hese were very high cost centers, four and
five-roomtreatnent centers north of 150, 200,
$250 mllion in those centers.

Wen | refer to "lower cost,” I'm
referring to the fact that we want to reduce all
the capital expenditures, reduce the operating
expenses of our centers, and then try to get to
t he point where you need | ess revenue to break
even and operate efficiently. And the whole
prem se around that was to go back to treating the
right kinds of patients where we don't have to
manuf acture, quote, the demand for a patient to
put himthrough the center because we need the
volunme. And by doing that, you can create a nore
successful center, in ny opinion, because you're
focusing with your clinical partners on the
appropri ate use of proton therapy.

Wth respect to the financing, and when

| use the term"lower cost” in financing, these

m d-1 evel centers, and, you know, | can speak from

experi ence because we did this at ProCure, and

t hese centers early on were not developed with --
they were devel oped with very short-term hi gh-cost
financing, nore typical of private equity

financing and things like that. So those centers
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needed a | ot of volune quickly to be able to be
financially feasible. Those vol unes, because they
were such | arge expensive centers, did not show
up, and it caused an issue in the industry.

Now, it wasn't an issue of whether
proton therapy was clinically inportant or useful.
It was a business nodel issue. It was a business
nodel that just didn't work. So the idea was to
cone back and say, well, proton therapy is
| nportant, but how can we structure a business
nodel around it, it wll give it a better chance
to work. And not to be too sinplistic with it,
but, you know, if you buy a hone and you have a 10
year nortgage versus a 30 year nortgage, your
nortgage is higher on a 10 year nortgage. Well,
nost of those proton centers were devel oped under
10 year terns of financing. So, you know, not
only have we gone to reduce the capital
expendi tures, but we have extended the financing
termout to 30 years and tried to | ower the cost
of financing using access to the tax exenpt
muni ci pal bond market. So hopefully that's
responsive to your question.

HEARI NG OFFI CER M TCHELL: It is. |

think this is a good tine to take a break. But
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let me just turn to ny colleagues. | just want to
make sure Brian and Lindsey don't have any
foll ow-up questi ons.

M5. DONSTON. | don't.

MR, CARNEY: |'m good.

HEARI NG OFFI CER M TCHELL: Al right.
And then, Attorney Fusco, anything that you wanted
to add before we go to our break?

M5. FUSCO Just to let you know t hat
Dr. Mendenhall is going to be leaving, it's 1
o' clock, if that's okay. Correct?

HEARI NG OFFI CER M TCHELL: | think
that's fine. 1 don't think we have any ot her
guesti ons.

M5. FUSCO Ckay. Thank you so nuch.
And t hank you, Dr. Mendenhall.

HEARI NG OFFI CER M TCHELL: All right,
everybody. So we're going to go off the record.
We're going to conme back at 1:45, and then we'l|
finish up wwth OHS s questi ons.

(Wher eupon, a recess for |unch was
taken at 1:00 p.m)
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AFTERNOON SESSI ON

1:45 P. M
HEARI NG OFFI CER M TCHELL: Al l right,
everybody, we are back on the record. | just want

to check over at the board room and nmake sure
everybody is okay on that side. Let ne know if
you need nore tine.

M5. FUSCO We're all set. W have
everyone we need. Thanks.

HEARI NG OFFI CER M TCHELL: Al right.
So Brian, I'mgoing to give it over to you.

MR. CARNEY: Ckay. Good afternoon,
everybody. Enjoyed your lunch? 1It's feeling a
little bit Iike wnter out today.

So the next set of questions | have are
all sort of financial related, capital
expendi tures, the financial worksheets.

M5. FUSCO This is Jen Fusco, Brian.
So we have Cerry Boisvert fromHHC is renote, as
Is Fred Sorbo. The Yal e New Haven finance fol ks
are in anot her conference room and | think they
may cone in here to answer those questions, if we
can just grab them And Chris Chandler as well.

MR CARNEY: kay, great. Do you need

sone time to do that?
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M5. FUSCO They are right around the
cor ner.

MR CARNEY: kay. Sure.

(Pause.)

M5. FUSCO Thank you. W're all set.
Sorry, one nore m nute.

HEARI NG OFFI CER M TCHELL: No worri es.
Before we start again, is there anybody who has
not been sworn in that has been brought into the
roonf

M5. FUSCO No. Tom was sworn in.
Mari o, you were sworn in as well. So we should be
all set. Fred was sworn in renote and Gerry.
Ckay, now ['mall set. Thank you.

MR CARNEY: Okay. So there's been
sone internal discussion about the costs of the
proposal relative to the nunber of patients that
are going to be treated in this project. So total
capital expenditure for the proposal is $72
mllion. On page 72 of the application you state
t hat Connecticut Proton Therapy Center intends to
secure public bond financing to fund the project.
Further, you state that the public bond financing
wll be a private placenent nmanagenent by Loop

Capital Managenent with the issued bonds able to
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be traded and information avail able on the
El ectronic Miuni ci pal Market Access system

Can you pl ease sort of wal k us through
how this private placenent managenent wor ks for
t he bondi ng?

M5. FUSCO Chris Chandl er woul d be the
appropri ate person. Chris.

THE W TNESS (Chandler): Sure. Happy
to do that. Thank you for the question.
Qoviously, as | nentioned earlier, the ability to
access the tax exenpt municipal bond market is an
| nportant part of the project. So, in general, we
establ i shed the joint venture nmanagenent conpany
that we've referenced before between PlI, Yale New
Haven and Hartford HealthCare. That will be CPTC,
If you wll. W will draft, in cooperation with
our placenent agent, Loop Capital, which is an
I nvest mnent banking firmout of Chicago, a general
menor andum t hat expl ains and outlines the details
of the opportunity to invest in. W structured it
as a tax exenpt filing. W use a tax exenpt bond
conduit called the Public Finance Authority out of
W sconsin which allows us to access the tax exenpt
muni ci pal bond nar ket .

The offering is made under all the
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appropriate security regul ations and requirenents.
We typically structure it as a senior debt and an
subordi nated debt offering. A senior debt
offering is offered to large institutional

I nvestors who are interested in these bonds. They
typically tend to be in the tax exenpt narket,
kind of high yield |Ilong-term bonds that are
attractive to nunicipal investors.

The senior bonds that |'ve just
referenced have a security package wth them
that's basically the assets of the CPTC entity and
the technical revenue streans fromthe CPTC
entity. And those assets are pledged, if you
will, as security against the bonds.

Go ahead. Sorry. Do you have a
guestion?

MR. CARNEY: Yes. What's the
anticipated tine frame for repaynent of that debt
obl i gati on?

THE W TNESS (Chandler): Nornmally
they're structured as a series of tranches. You
m ght have sone shorter termand sone | onger-term
bonds. W push it as long as we tend to have an
average term of about 28 years or so, | think, 27,

28 years. It just depends ultimately on where we
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end up. M colleagues just indicated to ne that
It's a 30 year termthat we ultimately get to as
we average out the different tranches.

MR. CARNEY: 30 years.

THE W TNESS (Chandler): Yes. Sorry,
go ahead.

MR. CARNEY: Go ahead.

THE W TNESS (Chandler): | was just
going to say and the senior debt has that security
package. The subordi nated debt investors, and
that's where PI and the institutions provide sone
capital into the subordi nated debt, and they're

buyi ng the sanme security as the seni or debt

I nvestors. It's just junior to the senior debt in
the waterfall, but they have the sanme security
package. It's just in a junior position.

MR. CARNEY: Ckay, not as secure.

THE W TNESS (Chandler): Correct,
correct. And because of that, it carries with it
a slightly higher interest rate.

MR CARNEY: Interest rate, okay. Wat
| egal entity will be responsible for repaynent of
this debt obligation?

THE W TNESS ( Chandl er): The act ual

operational joint venture is responsible for
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operating the center and generating the revenues
to repay the obligation. The bonds are actually
secured to the PFA, public finance initiative,
public finance asset program And so we provide
all of our securities to the PFA asset program
and then they're responsible ultimately for the
repaynent of the bonds. |If these bonds are
nonrecourse, which | should have nentioned in ny
openi ng statenents too, so the risk to the parties
Is related to the subordi nated debt. The
subordi nated debt, if you wll, is at risk. The
seni or debt, if for sone reason the entity was
unable to repay the debt, those bonds are
basically a project finance structure, and they're
secured only by the assets that | nentioned
earlier.

MR. CARNEY: Ckay. So that was kind of
li ke a followup question. So in the event that,
you know, maybe it's unlikely, but in the event
that CPTC were to becone insolvent, the question
I's who woul d be responsible for repaynent of the
debt. And | guess what you're saying is the
assets would be sold to fulfill the senior debt,
and the subordi nate debt woul d be out of |uck?

THE W TNESS (Chandler): Correct. And
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| think that it may not be that the assets would
be sold. Likely what would happen is the bond
hol ders with step-in rights probably tell Proton
| nternational we appreciate all you did but you
didn't do a good job and we woul d be out of | uck.
And when you have an asset like this, it typically
woul d go back to the clinical institutions and
work with themto cone up with a strategy to keep
the center going. Typically in the past when
these -- and there have been sone issues with the
| arger centers that have had sone problens |ike
this, and they've gone into a forbearance node
where they work with the parties to try to figure
out what the problens are.

MR. CARNEY: So basically legally |ike
the Yale Systemor the Hartford HealthCare System
woul d not really be on the hook?

THE W TNESS (Chandler): Correct. They
woul d not have any risk, other than the
subor di nat ed debt i nvestnent they nake.

MR. CARNEY: Ckay. And what's the
| i kel i hood of this being approved, you know, the
bonds to be issued at that anount?

THE W TNESS (Chandler): W're still

very confident init. | think Proton
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| nt ernational pioneered this effort in accessing a

muni ci pal bond with our projects in Birm ngham and
Delray. Since then |I believe there's been four or
five additional centers using this finance
mechanism So it's been well received. | can
tell you that in conversation with investors they
| i ke our nodel, they |ike the one-room approach,
they like the experience we bring to the table.
And even in the COVID environnent you can inmagine
peopl e are concerned. However, there's a
trenmendous anount of capital sitting out there
| ooking for a way to go to work, and these
| ong-term bond structures are really very
appealing to the institutional investor. So we're
very confident in fact that we'll continue to do
it.

We al so have very good relations with
the largest investors that have participated in
t hese before. W continually have conversations
with them talk to them about how to structure
these things so that they'll be anenable in the
public markets. And again, that's why, when we go

back to ny opening comments, this has to be based

on excellent clinical partners that understand how

they want to use proton therapy and have
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Identified the patient pool carefully. And you
can i magi ne these kind of senior investors don't
take these things lightly. So if we showed up and
we didn't have a well thought out plan, the
probability of investnent would be | ower. But
because we cone to themw th experience, a well
t hought out plan, strong clinical partners, a
clear identification of where the patients w ||
cone from you know, and an independent
feasibility study before we make the offering, our
experi ence has been very positive, and we don't
see any reason why it wouldn't continue to be.

MR CARNEY: kay. And just say there
wasn't the interest, so wuld it be nore of a
del ayed effect or an adjustnent of the rates to
encourage the participation, or how woul d that
wor k?

THE W TNESS (Chandler): Yeah, | think
that's a very good observation. There have been
I ndications in the past in the bond nmarket, not
with Proton International, but with other projects
where the initial offering was not quite as well
received and it took a little longer to get it
done. They got it done, but they would have an

I nterest rate adjustnent for the perceived risk or
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things like that. And we try to avoid that. So
far we've been able to close our transactions
based upon how we assuned they woul d be because we
go to the table with kind of a preplanned strong
programw th strong clinical partners.

| would al so nention, and you may be
asking this in a mnute, but I'll just junp in
real quick because it's related to the financing,
these are big nunbers. | nentioned earlier, well,
these are lower costs. Well, believe it or not,
they are | ower costs conpared to what we used to
deal wth.

MR. CARNEY: All relative.

THE W TNESS (Chandler): Al relative.
And when you | ook at the total capex nunber versus
the total finance nunber, it junps quite a bit.
Well, that's because these nmunicipal bond
I nvestors are taking essentially the risk. You
asked nme before if this doesn't work who has to
pay the note back, and the answer is really
nobody. So that risk gets priced into this. And
It also, there's always, you know, a tradeoff,
right, for what you do. 1It's really good that we
can get this kind of noney on a nonrecourse basis,

but they require us to put up a debt service
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reserve fund and capitalize the interest during

t he devel opnent period. So, you know, they can
pay the interest on these bonds during the couple
of years that we're developing the center. W
have to take all the funding down up front. So
that's why the cost of this financing, you know,
It looks like it's significantly -- it is, it's a
| ot of noney, but that's what it's for, it's to
fund the capitalized interest and things |ike

t hat .

And finally, we're being very
conservative as we bring things to you in our
application. But what we're doing is, as we're
becom ng nore aware of the costs, we're going to
mnimze every area we can to tend to reduce the
costs. Utimtely that reduces the capitalized
I nterest and things like that. So we're confident
that over tinme as we finish the building design,
as we select the contractor, as we understand nore
about whether there's going to be site costs we're
not aware of yet and our contingencies wll fall
away, and ultimately we'll do everything we can do
to reduce the overall cost of the project.

MR. CARNEY: Ckay, fair enough. Thank
you, M. Chandler. | appreciate it.
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THE WTNESS (Chandler): Yes, sir. M
pl easur e.

MR. CARNEY: M next question has to do
with sone financial projections you provided ne on
Exhibit E on page 19, 17, and | think you al so
provided the sane table in the prefiled testinony.
It's called the CPTC Programmati c Fi nanci al
Projections. It's on page 5, | think, of the
| ssues portion of the prefil ed.

M5. FUSCO Brian, this is Jen. |If you
could just clarify. 1Is it a proforma, is it one
of the financial worksheets?

MR CARNEY: It's a table that you
provided with the application.

M5. FUSCO Yeah, here we go. So just
for Gerry Boisvert's reference who's renote,

Gerry, it's on page 5 of the hearing issues
responses. It was also part of the CON filing.
It's the programmtic breakdown.

MR. CARNEY: Al set, Jen?

M5. FUSCO  Yes.

MR CARNEY: Gkay. So CPTC
progranmmati c financial projections were provided
showi ng financial solvency for the programin the

third year of operation. Please walk ne through
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t hese nunbers and explain why this is the nore
appropriate way to determ ne financi al
feasibility.

M5. FUSCO Chris, do you want to start
with the Proton piece, or do you want us to answer
for the health systens?

THE W TNESS (Chandler): |If you would

answer for the health systens, and then -- |'m
struggling. |In all of the open docunents | have
to find it, sol'll find it while you guys are
answering. | apologize for that.

THE W TNESS (Newman): This is Tom
Newman from Yal e New Haven Health. So I|'l]
respond to the Yal e New Haven progranmatic
financial projections that we had for each of the
three years. And so while the program breaks even
I n year three, Yale New Haven, in particular, as
| ' m speaking to you, has |losses in each of those
years. And what that represents is our estinmate
of those cases that we currently provide care for
and ot her procedures that woul d be noved to the
proton therapy joint venture, and that would be
the gap assum ng not -- that we wouldn't backfill.
So it's a conservative gap fromthat perspective.

MR. CARNEY: So the significant driver
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for the incremental |losses is due to a reduction
I n revenue fromthe sort of transfer of patients
out of traditional treatnent to proton therapy?

THE W TNESS ( Boi svert): Qur
contribution fromthe Yale New Haven side, and
Hartford's contribution fromtheir perspective
Gerry can speak to.

MR. CARNEY: Ckay.

THE W TNESS (Boi svert): Qur response
woul d be the sane as Tonmis. It's a simlar
si tuati on.

MR. CARNEY: It looks like the profits
are | guess in each your cases would be 24.5
percent of the profits of CPTC in 2024 woul d be
reflected in your financial proform and
nonoperating revenue. The figure was |ike 945, 000
or sonething like that. | guess ny question is,
you know, the increnental |osses are over a
mllion dollars and they continue throughout the
whol e projections. That's a little concerning, |
think, to the agency, you know, especially given
recent losses with COVID, that you would be taking
on a project that's going to | ose, each system
woul d | ose an additional sort of mlIlion plus per

year. How can you sort of respond to us about
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t hat ?

THE W TNESS (Newman): | guess |'11
start. Again, this is Tom Newran from Yal e New
Haven. | think what | would say is that the way
we cal culated this inpact was conservative and
that these were the estimted revenues associ at ed
with patients who would be contributed to this
process. W have a robust cancer programthat is
frequently at capacity, and we would continue to
expand and fill those voids over tine. And we
bel i eve that as our cancer centers continue to
grow that that capacity will be reabsorbed by the
system

MR. CARNEY: A couple tines we sort of
tal ked about sort of a break-even point with the
funds that, you know, the anount of contributions
t hat woul d be put in by, you know, each system and
when and if or would there ever be sort of a
br eak- even point for those contributions, and you
guys didn't really sort of have a response as far

as, you know, that tine period. It |ooks |Iike the

bonds are going to be issued for 30 years. So |I'm

wondering is it going to be that long a tine
peri od before you're sort of at a break-even point

for the commtnent that the systens are putting
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into this project?

THE W TNESS (Chandler): This is Chris,.
Maybe | can help a little bit with that. And a
couple of different points too. And | don't want
to speak to the institutions' nunbers. They have
those in front of them But fromthe perspective
of when we operate the center, and let's say we're
doing well in the center, we'll generate between 2
and $3 mllion a year, including nmanagenent fees,
fromthe center. W're still in the process of
negoti ati ng the nmanagenent fee structure and the
nunbers and the anmount, but the center wll
generate free cash flow As you well know, when
you have a tax exenpt structure, you don't
distribute profits, but the entity would own
access to the profits pursuant to fair market
val ue contracts and things like that. So the
I ntention here is to through a managenent fee
structure, a fair market val ue nanagenent fee
structure, share the revenues that go back for the
services perforned by the institutions and by
Proton International. So really we think within
four or five years, based upon the nmanagenent fee
revenue that they'll share, they'll be able to

reach breakeven points just specifically from
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their respective subordi nated debt investnents.
So that's really that structure there.

The ot her aspect that it's hard to
bring out in these kinds of things is the general
hal o effect around proton therapy centers, and |
wi sh Dr. Mendenhall was still on, but in all of ny
experience and all of the experience we've seen in
centers we've actuality built and opened, the
clinical partner that's involved sees a
significant anount of additional services from as
mentioned earlier, we don't treat every patient
that shows up at the door with protons. Sonetines
they get traditional radiation. Oncology
patients, you know, they need concurrent
therapies. Oten they have surgeries or
chenotherapy. So this really is a holistic
approach to the best treatnent, possible treatnent
of care for the patient, and it's very hard to
pi geonhol e every piece of revenue that m ght cone
back to the individual parties.

MR. CARNEY: Ckay. Thank you.

M5. FUSCO | think Tom has one nore
thing to add too, if that's okay.

THE W TNESS (Newman): Just to restate
what | said and to enphasize, | think, that the
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conbi nation of the just under mllion dollar
| npact, that this is really not considering, o
projections did not consider the backfill, as
said earlier. So we would assune there would
backfilling, as well as what Chris nentioned,
hal o effect and ot her revenues generated in ou
prograns as it relates to these patients.

And al so the real driver of this is
it's the right thing for patients. In
col l aboration with our providers and operating
partners, the mssionis just that. [It's real
In the interest of patient care. And, you kno
we feel it's the right thing to do whether the
was an annual |oss inpact or not. And the
organi zations are both, not to speak for Gerry
but sizable enough to absorb this loss if that
were the worst-case scenari o.

MR. CARNEY: Ckay. Thank you.

THE W TNESS (Boisvert): This is Ce

ur
I

be
t he

r

l'y
W,

re

rry.

Just to confirmall of what Tomsaid, this really

I's about clinical care. And while we've prese
the economc loss that is possible from wtho
backfill, fromthe shifting fromone nodality
another, ultimately it's the right thing for

patients. And we will adjust our operations,

nt ed
ut

to

you
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know, find efficiencies in various pockets,
ultimately hope to make up those doll ars either by
backfilling or other efficiencies el sewhere, but
we have the financial strength to easily adopt
t hi s nodel .

MR, CARNEY: kay. Just kind of
followng up on this sort of sanme thing, you' ve
ki nd of answered nost of it for nme, but given that
the recent newspaper articles are reflecting
I nformation |i ke Yale New Haven Hospital Systemis
expected to | ose an unprecedented $400 m I lion due
to COVID, you know, is the timng of this good for
a proposal that's going to sort of add to the
burden with increnental |osses of nore than a
mllion a year, you know, your systemis going to
be able to absorb sort of the additional debt
right at this tinme? Maybe you can speak to that.

THE W TNESS (Newman): Sure. Thanks
for that question, and it's a good one.
Qobvi ously, the econom c pressures in the wake of
COVI D have been significant, and we continue to
recover. The oncol ogy program has really been
| east affected throughout the COVID pandenic, and
many of the volunes stayed very close to where

they were, what we call baseline. So that's all
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adding to the strength and support of this
conponent of what we provide.

From the operating side, you know,
we're a couple of years out before this center
woul d be built, so we fully expect to be back to
basel i ne and growi ng again before, well before the
center opens.

And froma capital perspective, as it
relates to our investnent, in the upconm ng year we
assune and have built into our prioritization of
capital for the upcom ng year the expectation that
we W Il be doing this.

So as much as we've been conservative
In the inpact of our financial projections in the
upcom ng year and our recovery, we've included
this as a priority.

MR. CARNEY: Ckay. Good on that
answer? Anything fromthe other side?

M5. FUSCO Gerry, do you have a
comrent on Hartford's behal f?

THE W TNESS (Boi svert): No. It's the
sane challenge in terns of we are recovering
nicely. And, you know, it's an unfortunate |oss,
you know, both in terns of lives as well as

activity, but we know that people are going to
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continue to get sick. W feel good about our

vol unmes and our position going forward. This is,
you know, COVI D, even though it's dragged on way
too long and will continue to drag on, will cone
to an end. And we're figuring out every day how
to adjust to battle the di sease and get everything
back on track.

MR. CARNEY: Al right. So ny
apologies. One final sort of COVID rel ated
guestion. So given the effect of the gl obal
pandem ¢ on net revenue for fiscal year 2020 for
all hospital systens within the state and the
future uncertainty of the result of the current
I ncreases going on with COVID i nfections, please
I ndi cat e whet her you have nade any adjustnents in
pl anni ng of your projects to mnimze |losses. |If
you have, el aborate upon those adjustnents.

THE W TNESS (Newman): So we
certainly -- from Yale New Haven this is Tom
Newman. From a Yal e New Haven Health System
perspective, we have had a | ot of |essons |earned
fromthe first round of COVID. And as we | ook and
are currently preparing and as our experience wth
COVI D cases continues to grow in the second wave

on a daily basis, we don't intend to voluntarily
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cl ose prograns down as we did in the initial

phase. So our expectation and plans are to
continue to provide that care in a safe

envi ronnent for our patients as long as they're
willing to cone and receive that care. And should
It get to a certain point, then we would have to
tal k about what services we woul d need to adj ust
shoul d those volunes reach a certain |evel.

MR. CARNEY: | guess of course too that
woul d be affected too if state governnent inposed
sort of kind of a simlar thing as before about
not doing el ective surgeries.

THE W TNESS (Newman): Correct.

MR. CARNEY: Do you guys have the final
tally for the inpact of COVID on fiscal year '20?

THE W TNESS (Newman): | don't have
t hat .

THE W TNESS (Boi svert): Speaking for
Hartford HealthCare, we're still in the mddle of

di scussing things with our auditors, et cetera, so
we don't yet have a finalization. A lot of the
federal rules have continued to change fromthe
spring, and so it's too early to publicly present
a nunber because we're still working with our

auditors as we all understand how t he changi ng
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rules m ght have inpacted us.

MR. CARNEY: M cheal a, should we ask
for a Late-File at this point? | know our
executive director is going to be highly
Interested in sort of seeing these, the financi al
wor ksheets updated to the best of your ability to
show us the inpact. | think utilizing the sane
years that you submtted earlier with just sort of
an update. So | would appreciate if you could
provi de those updates for the two health systens
and for the center itself.

HEARI NG OFFI CER M TCHELL: | just want
to echo that. It goes without saying that this is
an expensive project. And so that is one of her
mai n concerns. And | think that in order for us
to make an infornmed decision, we have to know what
the financial status for each systemis,
especially if the systemis projecting, even
though it's a conservative projection, is
projecting that there will be a loss. So | don't
see any way of getting around that. And | think
that the question would be if we requested
Late-Files for updated financials how |l ong would
t hat take.

THE W TNESS (Newran): So we expect our
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audit to be conpleted and i ssued just before
Christmas. That's usually the timng of our audit
report.

M5. FUSCO Attorney Mtchell, would we
be | ooking nore to do it on a short-term basis or
to the best of our ability now understandi ng that
audits aren't conplete, but, you know, whatever we
could give in the next two weeks. |[|s that what
you' d be | ooking for versus --

HEARI NG OFFI CER M TCHELL: | think that

she wants as close to actual as possible. And |I'm

t hi nki ng that she may want to know what was the
actual for fiscal year 2020 projected out until
2022.

M5. FUSCO Gerry, froman HHC
perspective how | ong would that take, sane tim ng?

THE W TNESS (Boi svert): W're on a
simlar schedule as Tom at Yal e New Haven. W
woul d have to caucus to see if there's sonething
that could be done in the next couple weeks as an
exanple. Again, the rules are changing fromthe
federal governnent. Today additional gui dance
came out which has to be absorbed. So it
continues to be a rapidly changing situation. So

the finality that you're | ooking for and we're
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| ooking for is probably not totally avail able, but
we can nake our best efforts to respond as quickly
as possi bl e.

M5. FUSCO Attorney Mtchell, if
you're anenable, | nean, | would suggest that we
take this down as a Late-File and then we caucus
as a group tonorrow and get back to you with sort
of the time frame. Wuld that work? And then we
can agree upon what we can provi de when and cone
up with a tine frane for subm ssi on.

HEARI NG OFFI CER M TCHELL: | think that
works. Let ne just, Brian, as he knows a | ot
about the financials, let ne just ask Brian. Ws
there anything that you wanted to say about that?

MR. CARNEY: That seens reasonable to
me. | would like to, if it is possible, to get
| i ke sort of the summary version of information
provi ded to ne about the bond financing in witing
as opposed to trying to get it off the transcript
that Chris provided. | think that would be very
hel pful to sort of understand.

THE W TNESS (Chandl er): Yes.

MR. CARNEY: | tried to absorb nost of
it, Chris, but I"'mnot sure | got all of it, but I
tried.
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THE W TNESS (Chandler): |'d be happy
to do that, yes.

HEARI NG OFFI CER M TCHELL: Al right.
So what we'll do is we will -- so the record is
going to remai n open anyway for a week to receive
witten comments, if anybody has any. And so we
can confer tonorrow after everybody has had tine
to talk about it and figure out the paraneters for
the Late-File in terns of what should be included
and the tine frame for producing the information.

MR. CARNEY: We had the estimte of
pediatric referrals too, Mcheala, to add to the
list.

HEARI NG OFFI CER M TCHELL: Thanks.
Attorney Fusco, did you get that too?

M5. FUSCO | did. So the estimate
of --

HEARI NG OFFI CER M TCHELL: You're able
to provide --

M5. FUSCO -- pediatric referrals,
yes.

HEARI NG OFFI CER M TCHELL: Brian, was
t hat your |ast question?

MR, CARNEY: Yes.

HEARI NG OFFI CER M TCHELL: kay. And
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then al so, Lindsey, did you have anything
addi ti onal ?

M5. DONSTON: No, | didn't.

HEARI NG OFFI CER M TCHELL: |'m goin

turn it back over to you, Attorney Fusco. |Is

gto

t here anything additional that you wanted to add?

M5. FUSCO No, | think we're in go
shape. | nean, we'll keep it open for the pub
portion. W have a few fol ks prepared to test
And | don't know, | nean, if we would have
anyt hing we'd need to respond to after that,
probably not. So now while we're here, we'l]l
t hank you guys for all your tine and effort on
this if we don't get to wap up later. But no
appreciate this. This has been a very well ru

and informative hearing. And | knowit's

od
lic

I fy.

, We

n

difficult, and there are even nore challenges with

all of us being different places, so thanks so

much for bearing with us. And nost of us, or
good nunber of us wll still be here through t
public portion, and we'll be in comrunicati on,
needed.

HEARI NG OFFI CER M TCHELL: W
appreci ate the applicants being so organi zed.

This was easy for us. So thank you.

a
he

as
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M5. FUSCO We tried. W tried hard.
We appreciate it.

HEARI NG OFFI CER M TCHELL: The ot her
thing | wanted to nention is so we're going to go
off the record unless, Attorney Fusco, you have
peopl e that want to render public comment now.
We're going to go off the record and then we'l|
cone back on at 4 for people who have public
coment that they want to render.

The other thing too is that | think at
3 o'clock, I"'mnot sure if Leslie Geer is still
on, but at 3 o'clock there's going to be a
regi stration period for people who want to render
public comment. So we'll kind of do it in the
order that people present thenselves. And | know
that there were two people that you wanted to go
In tandem Can you just rem nd ne who those two
peopl e were?

M5. FUSCO It was Dr. Eileen Gl an
and Matt Sonberg. She's a physician, and he's a
patient's parent.

HEARI NG OFFI CER M TCHELL: Got it.

M5. FUSCO  Thank you very nuch.

HEARI NG OFFI CER M TCHELL: So we have
those two. W'Il let Dr. Dllan and M. Sonberg
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go first.

M5. FUSCO "Gllan,"” I'"'msorry, with a
"G" Sorry.

HEARI NG OFFI CER M TCHELL: G Il an, got
it. Thank you.

M5. GREER:. |'m here, M cheal a.

HEARI NG OFFI CER M TCHELL: |'m sorry.
Leslie, thank you. Ckay.

And then one last thing, Attorney
Fusco. D d you want to nmake a formal closing
statenent so that | don't forget it when we do the
conment s?

M5. FUSCO | don't think we need to.
And we appreciate the opportunity, but | think
unl ess anything conmes up in the public coments,
we shoul d be good, but thank you.

HEARI NG OFFI CER M TCHELL: | thank
everybody for their tine. | wll wait to hear
back fromyou, Attorney Fusco, on what you guys
t hi nk you can provide and then the tinme frane.

And then what |'Il do after | do hear fromyou, is
"1l issue a formal order with the tinme frame and
everything that we've agreed upon.

M5. FUSCO  Fair enough. Thank you.

HEARI NG OFFI CER M TCHELL: All right.
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Thanks, everybody, for your tine.
(Wher eupon, the technical

t he hearing concluded at 2:25 p.m)

portion of
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PUBLI C COMMVENT SESSI ON
4:00 P. M

HEARI NG OFFI CER M TCHELL: So it's 4
o' clock, and we're going to go back on the record.
| just want to nmake sure everyone i s here.

Al right. So again, we're back on the
record with the public portion of Hearing
19- 32339-CON, involving Hartford Heal t hCare
Corporation and Yal e New Haven Heal th Services
Corporation's application to establish proton
t herapy services by acquisition of new technol ogy
to the state and acquisition of a CT sinulator.

My nane is Mcheala Mtchell. 1'mthe
hearing officer for the hearing today. Also in
attendance are Lindsey Donston, who is an anal yst
wor king on the application with ne, and Bri an
Carney, who is the teamlead for the certificate
of need team In addition to that, we do have
Leslie Greer, who is our consuner information rep,
who has been signing everyone up for their
participation in public comment this afternoon.

|"mjust going to ask all participants
to the extent possible to enable the use of their
vi deo caneras when commenting during the

proceedi ngs. Anyone who is not commenting should
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mute their electronic devices. And also just in
case they're not nuted, nake sure all televisions,
t el ephones and ot her devices that are not actively
bei ng used have been sil enced.

We're going to call individuals in the
order in which they signed up to speak. |If | mss
anybody, please utilize the raise hand function
and let me know. | will nmake sure that | get to
you. So far | think we have six people who have
signed up to speak. | just want to ask everyone,
before you give your comments, please nake sure
that you state and spell your nane for the purpose
of accurate transcription. W are now starting to
transcri be public comments.

Speaking tine is going to be limted to
about three mnutes. | don't want you to be
di stayed if we stop you at the concl usion of your
time. We want to nmake sure we give everybody the
opportunity to speak, and we want to be fair. |If
people are ending their statenents around that
three-mnute mark, I'Il give you a little bit of
extra tinme to nmake your final statenents.

Addi tionally, if you know soneone who
wanted to nmake a statenent and they couldn't be

here today, please |et them know that we encourage

149




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

subm ssion of any further or additional witten
coments to OHS by email. [|'mgoing to hold the
record open for public comment until Novenber 25th
of 2020. Qur emmil address for that purpose is
CON comment, GCGOMME-NT, at ct.gov. Wile we
prefer to receive witten comments el ectronically,
you al so have the option of mailing comments to
the office. Qur mailing address is P. O Box
340308, 450 Capitol Avenue in Hartford,
Connecticut. The zip is 06134-0308.

| want to thank everybody for taking
the tine to be here today and for your
cooperation. | know that we did say we're going
tolet Dr. Gllan go first, but | do understand
t hat we have the mayor for the Town of
Wal lingford. Let ne just ask Dr. Gllan, do you
mnd if the mayor just makes sone comments briefly
before you go?

(No response.)

HEARI NG OFFI CER M TCHELL: Dr. G Il an?

DR. G LLAN. That would be fine. [|I'm
sorry for that.

HEARI NG OFFI CER M TCHELL: It's no
problem Not to worry. Al right. So we are
going to start wwth, | think that we did have the
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mayor for Wallingford. |Is it M. Dickinson?
MAYOR DI CKI NSO\ That is correct.
HEARI NG OFFI CER M TCHELL: kay. You

can go ahead and give your public comment. You're

able to do so. Just nmake sure you state your full
nanme for us.
MAYOR DI CKINSON: Al right. Good

afternoon, Attorney Mtchell, nenbers of the

Ofice of Health Safety staff. M nane is WIIliam

Di ckinson, WI-L-L-1-A-M DI-CGK-I-NNS-ON. |
serve as mayor in Wallingford. And with ne is
Steve Cvitelli, director of the Wallingford
Heal th Departnent, and Tim Ryan, director of our
Wal | i ngf ord Econom ¢ Devel opnment Depart nent.

We salute the thoughtful joint effort
of Yale New Haven Health Services and Hartford
Heal t hCare Corporation to establish the
Connecticut Proton Therapy Center. Proton
t herapy, as you are aware, is very inportant for
cancer care delivery, research and educati on.
Connecticut, as a state, lacks this form of cancer
care. Wallingford' s central |ocation in
Connecticut and its proximty to najor
transportati on options, such as nmjor state

hi ghways and rail service, wll assist the
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residents throughout Connecticut to nore easily
access this cancer care.

This application has the full support
of Wallingford. W thank you for providing this
opportunity to encourage approval of the
Connecticut Proton Therapy Center application for
a certificate of need. Thank you very nuch.

HEARI NG OFFI CER M TCHELL: Thank you,
Mayor Di cki nson.

Let me just ask M. Ryan. | know
you're with Mayor Dickinson. D d you want to nake
a separate comment ?

MR RYAN. | think the Mayor speaks for
all of us, and we are all in resoundi ng support of
this application and this project. Thank you.

HEARI NG OFFI CER M TCHELL: Got it. All
right. So we're going to go ahead and nove on to
Dr. Eileen G I an.

DR. G LLAN. That's correct. Thank
you. Good afternoon, Attorney Mtchell and the
menbers of the Ofice of Health Strategy staff.

My nane is Eileen Gllan. |I'ma pediatric
oncol ogi st at the Connecticut Children's Medical
Center. Thank you for this opportunity to speak

I n support of this proposal to bring proton
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t herapy services to the state and specifically the
benefits that will accrue to our patients and
their famlies. Matthew Sonberg, the father of
Cooper, who is one of ny patients and underwent
proton therapy in Boston on two occasions, wll
speak after ne about his famly's experience.

First of all, allow ne to give you sone
of ny background as a pediatric oncologist. |
have been practicing in Connecticut Children's
Medi cal Center since it opened in 1996. | amthe
medi cal director of the pediatric neuro-oncol ogy
program and t he founder of the survivorship and
cardi o-oncol ogy prograns. Wthin these three
subspecialty areas | have seen the type of danmge
that radi ati on has done to our patients, and |
wanted to speak to that today.

First, | would Iike to share ny
experience with our pediatric neuro-oncol ogy
patients. The standard of care for pediatric
patients requiring brain or spine radiation is
unequi vocal ly proton therapy. Currently greater
t han 90 percent of our neuro-oncol ogy patients are
referred to the proton center at Mass General for
proton radiation therapy. This is the standard of

care for this patient population. Those patients
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not referred include patients who have no chance
of cure and those famlies who do not have access
to this care due to social or financial reasons.

Late effects, as you know, was spoken
about today, or long-termside effects from cancer
treatnent are seen in the nmajority of our
patients. | have seen many of these patients
survive with life-long debilitating radiation | ate
effects in ny survivorship clinics. These |ate
effects are accentuated by the child' s grow ng
tissues. Currently greater than 85 percent of all
pedi atric cancers are successfully treated, and
patients are now survivors with a normal life
expectancy. Unfortunately, radiation |ate effects
are often cunul ative throughout the rest of their
lives and lead to a dimnished quality of life
W th associ ated physical, enotional and financi al
burdens for these patients and also to our
soci ety.

Cinical studies. The use of proton
therapy for pediatric brain and spinal tunors is
especially inportant and is supported by many
clinical studies, nost inportantly, neurocognitive
function. Proton radiation therapy all ows

| nproved neurocognitive function after treatnent
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when conpared to traditional photon therapy. This
has been shown in several studies in which the
proton group exhibited superior |ong-term outcones
I n categories of 1Q perceptual reasoning and
wor ki ng nenory when conpared with the photon
group. Unfortunately, those patients who receive
traditional radiation therapy exhibited
significant decline in these functions, including
|Q This decline in I Q can be avoi ded sonewhat by
the use of proton therapy. There is also a
decrease in brain hornone dysfunction. This can

| ead to poor linear growth, thyroid and sexual
dysfuncti on.

These late effects can often be avoi ded
by proton therapy. Proton radiation therapy to
the spine also delivers | ess dose to the vertebrae
of a growng child, and thus there's | ess spinal
grow h abnormalities and thus |eading to an
| nproved quality of life for these young patients.

I n addition, side effects. The organs
adj acent to the spine, which is irradi ated,

I nfections to the thyroid gland, the heart, the
gonads, are also affected by the proton therapy.
In addition, traditional radiation scattered to

the heart can lead to significant cardi ac danmage
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and is increased in patients who have photon
t her apy.

Finally, secondary cancers in children
may devel op from underlying genetic syndrone.
Radi ati on to adjacent normal tissues harboring
this predisposition may pronote secondary
mal i gnancies. Due to the nature of proton
therapy, less radiation will be delivered to this
tissue leading to inproved quality of life.

| n conclusion, proton radiation therapy
I's considered the standard of care in the
pedi atric patient population, particularly in
neur o- oncol ogy. The use of proton therapy | eads
to decreased neurol ogi c sequel ae, a decrease in
neur oendocri ne and al so cardi ac dysfunction, anong
ot her benefits.

The proposed Connecticut Proton Therapy
Center will allow patients throughout Connecti cut
to benefit fromthe greater control of their
cancer and less treatnent related effects that are
associ ated with proton therapy.

Now |'d like to introduce Matthew
Sonberg who's son Cooper has had treatnent at the
Boston Proton Center on two occasions. H's story

will tell the parent perspective. Thank you again
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for allowng ne to address this conmm ttee.

HEARI NG OFFI CER M TCHELL: Thank you.

DR. G LLAN: You're wel cone.

MR. SOMBERG  (Good afternoon, everyone.
My nane is Matthew Sonberg. Hello to the nenbers
of the Ofice of Health Strategy staff.

|'"'ma resident of d astonbury,
Connecticut, and | want to thank you for the
opportunity to speak for a few mnutes this
afternoon. | speak to you as a parent and as a
Connecticut resident. As Dr. Gllan nentioned,
our youngest son, Cooper, at ten nonths old had an
emergency surgery for what turned out to be a
cancerous brain tunor, an ependynona. W have no
prior nedical knowl edge or nedical experience in
our famly, and literally overnight we were turned
on to a new world.

The surgery was incredibly conplicated,
and there were a |lot of conplications after the
fact, and we lived in the ICU at Connecti cut
Children's for three nonths. And during that tine
we | earned that his tunor was an ependynonma which
I's cancerous. And as Dr. Gllan nentioned earlier
and as was explained to us at that tine, our

treatnent options were very limted. Chenotherapy
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I's not sonething that is effective on this type of
brain tunor. Qur options were to pursue sonething
| i ke chenpb, which would probably have no result,
or try to pick ourselves up and nove out of state
to a proton beam center so that our son could
recei ve treatnent.

W have two older children. At the
time they were five years old and three years ol d.
And for our famly to pick itself up and rel ocate
for nonths at a tinme for our son to receive
treatnent it's not sonething that's easily done.
So one of the things that we noticed when you pick
yoursel f up and you nove out of state is that it
has a nultiplier effect on your famly.

Wile we were at the proton beam center
I n Boston, we saw people who cane fromall around
the worl d, people from Europe, people from
California, people from Texas because the
treatnment is so effective and so powerful. But we
al so saw the inpact that this had on famli es,
spouses that had to separate thensel ves because
they couldn't afford or were not in a position for
bot h spouses to travel with their children,
famlies that were divided up where maybe one or

two siblings would travel with the parent and the
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ot her sibling would be left behind. W were
fortunate where we were able to | eave our ol der
two children with grandparents, but to this day
our older two children still feel sonme sense of
abandonnent from having been | eft behi nd because
we had to choose to | eave the state to provide
treatnent for our son out of state.

When you do have to pick up and travel

el sewhere and you're being cared for, you have to

reintroduce the patient to all new caretakers, new

doctors, new nurses, people that have no
famliarity with the patient. This has happened
to us twice where we've had to travel and live up
I n Boston for proton beamtherapy. | cannot

I magi ne the difference in the experience had we
been able to stay in our own hone in d astonbury
and travel every day to Wallingford for treatnent.
| cannot imagi ne how wonderful that would have
been for our famly to stay intact during those
times. | cannot inmagi ne how wonderful it would
have been for our older two children to have their
parents still hone with them every night to put
themto bed. And | can't inagi ne even nore
recently how we had to pull our son out of school

for three nonths and |live in Boston where he coul d
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actually go to school after receiving treatnent in
the nmorning and continue on with a sense of
normalcy for him So we know and believe how
power ful and how effective this proton beam
therapy is. I'mvery proud to live in this state.
| feel this is a state that has trenendous
resources, trenendous schools, trenendous
universities. It's surprising to ne that we don't
yet have a facility like this here to treat the
citizens of Connecticut.

So | pray every day that our son wl|
not have to go through treatnent again, but I
can't imagi ne what a difference nmaker it woul d be
for himto be able to receive that treatnent here
I n Connecticut and go to sleep at night in his own
bed.

So | thank you so nuch for the
opportunity to speak this afternoon froma
parent's perspective and froma famly's
perspective, and | certainly hope that in the
not -t oo-di stant future we can have a wonder f ul
facility like this here in the State of
Connecticut. Thank you.

HEARI NG OFFI CER M TCHELL: Thank you,
M. Sonberg. How is your son now?
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MR SOMBERG So this is our three guys
here (showi ng photograph). So he's in first
grade. Right before the call today, we had his
t eacher conference on Zoom And I'ma little
bi as, but his teacher said he's the nost
pl easurabl e kid they have in the entire class. So
t hank you for asking.

HEARI NG OFFI CER M TCHELL: Thank you.

DR G LLAN: | agree with that.

HEARI NG OFFI CER M TCHELL: Al right.
Thank you, Dr. Gllan, and also M. Sonberg.

DR. G LLAN: You're wel cone.

HEARI NG OFFI CER M TCHELL: W' re goi ng
to go to M. Les Yonenoto.

M. Yonenoto, are you okay? Do you
need any assi stance?

DR. YONEMOTO Hello. Can you hear ne?

HEARI NG OFFI CER M TCHELL: Got you.
W're ready. W can hear you well now.

DR YONEMOTO. Yes. For sone reason |
kept the video going, so enbarrassing for an
el ectrical engineer that | used to be to have this
problem But anyway, |'d like to thank you for
this opportunity to speak. | would like to

I ntroduce nyself and ny experience with proton

161




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

t herapy and ny support for this project. |I'm
Leslie, the other Leslie, Yonenoto, L-E-S-L-1-E
Yonenoto, Y-ON-E-MO T-0.

|'ma radi ati on oncol ogi st that started
Wi th proton therapy way back in 1992 at Lonma Linda
Uni versity when it was the first hospital based
proton center, had the first gantry, had the first
capability of high capacity and with four
treatnent roons. And in addition to the nedical
research, patient care and teaching that | did, |
assisted in increasing the volune of the facility
from 30 patients a day to over 150 patients a day
as the director of operations. Since Loma Linda
was the only facility of this type in the nineties
and early 2000, | participated and devel oped
multiple nedical facilities with proton therapy,
I ncluding University of Florida, MD Anderson
Cancer Center, and University of Pennsylvania. |
had hel ped various proton centers, and | worked at
Loma Linda University Proton Therapy Center,
Hanmpt on Proton Therapy Institute, ProCure,
Ckl ahoma Proton Therapy Center, and San Di ego
Proton Therapy Center.

| want to express ny support for the

Connecticut Proton Therapy Center as the others
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have di scussed. | especially want to give ny
support and second the testinonies given by Dr.
Roberts, Sal ner, Mendenhall and Gllan. This is a
wonderful technology. And |I'd also like to give
my support for ny old friend, M. Chandl er, and
support for his conpany Proton |International.

| have treated over 2,500 patients with
proton therapy and personally seen the benefits of
| nprovi ng cancer control and | essening the side
effects wwth ny patients, and there is an i nproved
quality of life for not just the patients but the
famly that takes care of themas we just heard.
It's nore cost effective to cure the cancer than
provide palliative care. So the citizens of
Connecticut will be well served with the proton
center, especially since it's locally accessible
and woul d be run by Dr. Roberts and Sal ner and M.
Chandl er. Thank you for your consideration of
t hi s val uabl e project.

HEARI NG OFFI CER M TCHELL: Thank you,
M. Yonenoto.

|"mgoing to again open the floor. |Is
t here anybody who has just joined us? | see that
It looks to be 20 nore people that have | ogged on.

| s there anybody el se that wants to give public
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coment ?

(No response.)

HEARI NG OFFI CER M TCHELL: Did | m ss
anybody?

(No response.)

HEARI NG OFFI CER M TCHELL: It's very
quiet. Ckay. So this is what's going to happen

at this point. | amactually going to stay on
until 6 o' clock -- | think that's what our hearing
notice said -- in case there is anybody that wants

to give public comment. Qhers are able to stay
on if they'd like to observe. W're going to keep
everything recording. W're going to ask the
court reporter to stay until 6, and until then the
hearing is going to be adjourned.

| just want to ask again is there
anybody el se that wants to nake a public conment
regarding this application?

(No response.)

HEARI NG OFFI CER M TCHELL: Al right.
So for the tine being, |I'mjust going to go ahead
and nute nyself. 1'mgoing to stay here. You're
wel cone to stay or leave, if you' d like. W are
adj ourned until sonebody el se cones back, and we

wll stay until 6 o'clock. Thanks, everybody.
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(Wher eupon, the hearing adjourned from
4.22 p.m until 5:45 p.m)

HEARI NG OFFI CER M TCHELL: Hi,
everyone. This is Mcheala Mtchell again. |'m
the hearing officer for Hearing No. 19-32339- CON.
| just wanted to extend the opportunity for
anybody who may have junped on to nake a public
comment before we go off the record. These are
the last 15 mnutes for the hearing. |If there's
anybody on who wants to send in a witten comment
or knows sonebody who may have wanted to nmake a
public comment during the hearing and they
couldn't do it, they can still submt a witten
comment that would preferably cone to us by enuil
at CON comment, that's CGOMME-NT, at ct.gov.
An alternative is that comments can be mailed to
us at our mailing address at P. O Box 340308, 450
Capitol Avenue, Hartford, Connecticut, zip code is
06134- 0308.

When | cone back on at the final tinme
of 6 o'clock, I"'mnot going to offer anybody el se
an opportunity to speak. But | just wanted to
t hank everybody who has hung on for this |ast hour
and a half to see if anybody was going to show up

with ne. And | want to thank you all for your
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tinme, especially, Lisa, our court reporter, and
Leslie Greer, who has been with us for nost of the
day. And we will be in touch with the applicants
sonetinme tonorrow to finalize the information that
Is required by OHS with regard to the financials
and the nunbers for pediatric volune. |If there's
anyt hing el se, unnmute yourself and |l et ne know.
otherw se, at 6 o'clock we're going to go ahead
and adj ourn the hearing. Thank you.

(Wher eupon, the hearing adjourned from
5:47 p.m wuntil 6:00 p.m)

HEARI NG OFFI CER M TCHELL: Al right,
everyone. This is Mcheala again, Mcheal a
Mtchell, obviously, the hearing officer. 1It's 6
o'clock. W're going to go ahead and adjourn the
hearing. Please keep an eye out on the docket for
updates with regard to the Late-Files and the
cl osure of the hearing record. And thank you
again for your participation. | hope everybody
has a good night and that you stay safe.

(Wher eupon, the above proceedi ngs

concl uded at 6:00 p.m)
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CERTI FI CATE FOR REMOTE HEARI NG

| hereby certify that the foregoing 166 pages
are a conpl ete and accurate conputer-aided
transcription of nmy original stenotype notes taken
of the Hearing held by Renpbte Access in Re:
DOCKET NO. 19-32339-CON, CONNECTI CUT PROTON
THERAPY CENTER, LLC, HARTFORD HEALTHCARE
CORPORATI ON AND YALE NEW HAVEN HEALTH SERVI CES
CORPCORATI ON SEEKI NG APPROVAL FOR THE ESTABLI SHVENT
OF PROTON THERAPY SERVI CES BY ACQUI SI TI ON OF NEW
TECHNOLOGY AND ACQUI SI TI ON OF A COVPUTED
TOMOGRAPHY (" CT") SI MJULATOR, which was hel d
renotely for the State of Connecticut, Ofice of
Health Strategy, before M CHEALA M TCHELL, Hearing
O ficer, on Wednesday, Novenber 18, 2020.

Lisa L. Warner, CSR 061

Court Reporter

BCT REP | NG LLC

55 VWH TI NG STREET, SU TE 1A
PLAI NVI LLE, CONNECTI CUT 06062
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