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STATE OF CONNECTI CUT
OFFI CE OF HEALTH STRATEGY
HEALTH SYSTEMS PLANNI NG UNI T

I N RE:  GREENW CH HOSPI TAL AND
YALE- NEW HAVEN HEALTH SERVI CES CORPORATI ON
CERTI FI CATE OF NEED APPL| CATI ON
DOCKET NO. 20-32342- CON

VIA ZOOM

Heari ng held on Wdnesday, Septenber 30, 2020,

Beginning at 10:31 a.m via renbte access.

He l d Bef or e:
M CHAELA M TCHELL, ESQ , Hearing Oficer

Adm ni strative Staff:

LESLI E GREER

Reporter: Debra Chasse, CSR #055
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APPEARANCES:

FOR THE | NTERVENER:

PARRETT, PORTO PARESE & CO_VELL
BY: PATRI CK MONAHAN, ESQUI RE
One Handen Center

2319 Wi tney Avenue, Suite 1-D
Handen, CT 06518

FOR YALE NEW HAVEN HEALTH:
MATT McKENNAN, ESQUI RE

JOHN ASHMEADE, ESQUI RE

BRI AN CARNEY, OHS
HANNA NAGY, OHS

**Al'l participants were present via renpte access.
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HEARI NG OFFI CER M TCHELL: (Good
norni ng, everyone. This is a public hearing before the
Health Systens Planning Unit, HSP, identified by docket
No. 20-32342-CON, being held on Septenber 30th of 2020
to establish the el ective percutaneous coronary
I ntervention, or elective PCl, at G eenw ch Hospital.

On March 14th of 2020 Governor Ned
Lanont issued executive order 7B which, in rel evant
part, suspended in-person open neeting requirenents.
That executive order was extended on Septenber 8th of
2020, via executive order 9A, to Novenber 9th of 2020.
To ensure the continuity of operations while
mai nt ai ning the necessary social distance to avoid the
spread of Covid 19, the Ofice of Health Strategy, or
OHS, is holding this hearing renotely. W ask that al
menbers of the public nute the device that they are
using to access the hearing and silence any additional
devi ces that are around them

This public hearing is being held
pursuant to Connecticut General Statutes, Section 19A
639A, and will be conducted as a contested case in
accordance with the provisions of Chapter 54 of the
Connecti cut General Statutes.

My nane is Mcheala Mtchell.

Victoria Veltri, who is the executive director of the
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Ofice of Health Strategy, has designhated ne to serve
as the hearing officer for this matter. M colleagues,
Bryan Carney and Hanna Nagy, are also here to assist ne
In gathering facts related to this application.

The Certificate of Need process is a
regul atory process and, as such, the highest |evel of
respect will be accorded to the parties, nenbers of the
public, and our staff. Qur priority is the integrity
and transparency of this process. Accordingly, we ask
t hat you mai ntai n decorum t hroughout the proceeding.

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

The docunents related to this
hearing that have been or will be submtted to the
Ofice of Health Strategy are avail able for review
t hrough our seal ed end core, which is accessible on the
Ofice of Health Strategy CON web page.

In making its decision, HSP w ||
consi der and make witten findings concerning the
princi pl es and guidelines set forth in Section
19A- 639069 of the Connecticut CGeneral Statutes.

Yal e- New Haven Heal th Services
Cor poration and G eenwi ch Hospital are the parties in
this proceeding, and Stanford Health, |ncorporated has

been designated as an intervenor with full rights in




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

this matter.

At this time I'mgoing to ask M.
Carney, if he wouldn't mnd reading into the record the
docunents al ready appearing on out table of record in
this case. Before you do that, | know that what we
have upl oaded to the portal may be slightly different
t han what you actually received in your e-mail. So,
you know, we w Il make sure that we go through
everything that we have received thus far and
everything will be corrected in the final table of
record, but I'Il turn it over to you, Brian, for what
you do have.

MR. CARNEY: (Good norning. M nane
Is Brian Carney of the Ofice of Health Strategy. At
this tinme | would like to add to the Table of Record
Exhi bits A through V.

HEARI NG OFFI CER M TCHELL: Are there
any objections to the inclusion of these docunents into
the record? |I'mgoing to go with the attorneys for
counsel for Yale first.

MR. McKENNAN:  Attorney Mtchell, no
obj ections from Yal e.

HEARI NG OFFI CER M TCHELL: And then
al so counsel for the intervenor.

MR. MONAHAN: There are no
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objections to the exhibits listed A through V. | do
have a procedural question about a potential addition
to the exhibits and the table of record. First, and
|"'mhearing a little echo, and |'m hoping that you can
hear ne okay.

HEARI NG OFFI CER M TCHELL: | can.
| "' mwondering if maybe soneone else that's in there
wi th you may be connected to the hearing and al so have
their m crophone turned on. Sonetines that wll get
rid of the echo.

MR. MONAHAN: I n addition to one or
two supportive letters, there was an additi onal
supportive letter that may not have nmade it in by 4:30
yesterday but | have here. It is from Representative
Patricia MIller. And she wote a |etter of support
dated Septenber 27th, submtted it yesterday but, for
what ever reason, it has not nmade it to the record. |
have it here, and | can certainly submt it later in
the day. | don't knowif it made its way after the
4.30 or 5 0'clock. That's one thing that | ask that be
submtted to the record.

HEARI NG OFFI CER M TCHELL: Ri ght.

So we are going to |l eave the record open for a week, as
we customarily do, to allow for additional public

comment if anyone wants to submt that in witing, so
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even if we have not seen it yet or |ooked at it yet,
we -- | would definitely advise you to take a | ook at
t he docket to nmake sure that it's there. W would

usually put those in the public comment folder inside

t he docket, but if it's not there, you still have the
opportunity to submt it at a later tine. | also want
to note that with the applicant, | believe it's their

prefiled testinony, there were coments included from
| believe it's Neil Daily and | want to say it's
Charles -- | don't knowif it's Hugh. | did not that
those were attached to the testinony, and I want to
make it clear on the record that those are public
comments and going to be given the appropriate weight,
as they are not going to be given under oath, so we do
note that those public comments were included with the
prefiled testinony.

Anyt hi ng el se additional, Attorney

Monahan?

MR. MONAHAN:. The only ot her
adm nistrative question | will raise is in our
subm ssion of prefiled testinony, | did reference
several docket nunbers as seeking -- including the

state plan, as well as seeking adm nistrative notice.
|f they are referenced through the hearing, as opposed

to submtting the entire statew de health plan or an
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entire docket nunber. Several of them have already
been referenced in many of the testinonies, and | was
just wondering if, for the formality of the record, if
adm ni strative notice could be taken of CON docket
nunbers that are referenced testinony for throughout
the course of the hearing. As opposed to submtting
the --

HEARI NG OFFI CER M TCHELL: The
actual docunents? So | will say that if they're
mentioned in the prefiled testinony, if they're
I ncluded in the record, you know, they would be
sonething that we could |Iook at in making our deci sion.
So, yes, there would be notice taken of that, but then
In addition to the plan, the plan is, as you know, |'m
sure you know, Attorney Mnahan, the plan of criteria

that we | ook at, so by reference that is also

i ncl uded - -

THE COURT REPORTER: You're frozen
on ny end.

HEARI NG OFFI CER M TCHELL: I'm
frozen?

THE COURT REPORTER: Yes. Once in
awhile it's freezing. | don't knowif it's on ny end

or what's going on.

HEARI NG OFFI CER M TCHELL: Ckay.
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Can you still hear nme well?

THE COURT REPORTER | can hear you.

HEARI NG OFFI CER M TCHELL: Just as
| ong as you can hear ne well. That's perfect. But |et
me know you can't hear ne.

But the point that | was trying to
make is that anything that is included in the record,
whet her it be a decision was noted in the prefiled
testinony or discussed during the hearing, I'mgoing to
take official notice of those. In terns of actually
having a list of them | don't, but once we start
di scussi ng those decisions and they're referenced and
they're part of the record, then we can go back and
take a | ook at them

And then also with the statew de
Heal th Care Facilities and Services Plan, it's one of
our criteria that we |look at, so you don't have to
technically include the plan in there, but | do
under st and why you're naking the statenment, so you're
cover ed.

MR. McKENNAN:  Attorney Mtchell, |
have a point of clarification. This is Matt MKennan,
attorney for the applicants. It was ny understandi ng
that the adm nistrative notice that the intervenor

sought was to particular decisions and not the entirety
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of the docket but the particular -- but the decisions
t hensel ves.

HEARI NG OFFI CER M TCHELL: Ri ght.

MR. McKENNAN:  So | wanted to nake
sure that was clear for the record.

HEARI NG OFFI CER M TCHELL: Att or ney
Monahan, you just nean the decisions that are
referenced in those docket nunbers; correct?

MR. MONAHAN:. Yes. | have no
i ntention of rehashing the decisions that were made in
t hose docunents.

HEARI NG OFFI CER M TCHELL: And | do
apol ogize if | mscharacterized your request.

MR. MONAHAN: No problem

MR. McKENNAN:  So, just to be clear,
t he deci sions would be entered into the record but not

the entirety of the docket that pertains to those

deci si ons.
HEARI NG OFFI CER M TCHELL: Ri ght.
MR. McKENNAN:  Thank you.
HEARI NG OFFI CER M TCHELL: You're
wel cone.

Anynore that you wanted to nenti on,
At t or ney Monahan?
MR. MONAHAN:  Not at this tine.

10
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Thank you.

HEARI NG OFFI CER M TCHELL: And then
anything el se fromapplicant's counsel, whether that be
Attorney McKenna or Attorney Ashneade?

MR. ASHVEADE: Nothing at this tine.

HEARI NG OFFI CER M TCHELL: So here's
how we' re going to proceed. The applicants are going

to present their direct testinony, then the intervenor

will present their direct. W wll have cross for both
sides, and HSP wi Il ask questions of the applicant. |
don't know how long that's going to go. W'IlIl see if

we can nmanage the tinme. But from3 to 4 this
afternoon, that period of tinme is for signup for people
fromthe public that want to give public comment. So
from3 to 4 the plan is to be off the record, and then
to conme back at 4 for public conment.

|"mgoing to reserve the right to
all ow public officials and nenbers of the public to
testify outside of the order of the agenda, if
necessary. | do want to thank both Attorneys MKennan,
Ashneade, and al so Attorney Monahan for getting all the
the testinony that you had fromthe public officials
that m ght not have been able to nake it, you know,
prior to the hearing. | appreciate that.

| heard soneone say sonething. Ws

11
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soneone going to say sonethi ng?

THE COURT REPORTER: Yes. It froze
again. | don't know what's goi ng on.

HEARI NG OFFI CER M TCHELL: If it
freezes, 1t's okay, as long as you can hear ne.

THE COURT REPORTER: Yes, and |
don't. Everybody freezes when it freezes on ne.

HEARI NG OFFI CER M TCHELL: Can you
hear nme now?

THE COURT REPORTER | can.

HEARI NG OFFI CER M TCHELL: | would
like to, at this tinme, advise the applicants that we
may ask questions related to your application that you
feel that you nmay have already addressed. W wll do
this for the purpose of ensuring that the public has
knowl edge about your proposal and for the purpose of
clarity. | want to reassure you that we read your
application, we've read your conpl eteness responses,
and we've read your prefiled testinony.

At this hearing, because it's being
held virtually, we ask that all participants, to the
extent possi ble, enable the use of video caneras when
testifying or commenting during the proceedi ng. Anyone
who is not testifying or commenting shall nute their

el ectroni c devices, including tel ephones, you know,

12
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ot her devices not being used specifically to access the
hearing. W're just going to ask that you turn the
vol unme down on those.

W are going to nonitor participants
during the hearing and, to the extent possible, counsel
for the parties should raise hands to nake an
obj ection, and the hearing officer will address you.
| f the hand raised function, if you use that, |
understand it |looks |like you all don't have access to
t he hand raise function, so we won't do that, so just
l et me know if you're going to nake an objection. [|f |
don't acknow edge you within maybe 3 to 5 seconds, go
ahead and nmake your objection virtually. Virtually.

Go ahead and make your objection verbally.

Partici pants should nute their
devi ces and di sable their caneras when we go off the
record because we're going to continuously record these
proceedi ngs. W don't want to nmake an error and not
record sonething that needs to be recorded. So if you
need to confer with your w tnesses, then just make sure
you nute your device, and you can di sable your canera
I f you so choose.

| wll provide, as | did this
norning, a warning wwthin like three to five mnutes

prior to going back on the record once we've gone off

13
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the record. Public comment is going to be taken in the

order established by OHS, and that's by registration in

that 3 to 4 p.m period. | wll call each individual
by nane when it's his or her tine to speak. W'II| do
anot her announcenent about how public comment is
supposed to proceed when we start that at 4 o' cl ock.
At this time I'mgoing to ask all of

the individuals who are going to testify on behal f of
the applicant and the intervenor to raise their hands
and be identified by their attorneys so that | can
swear you in.

MR. McKENNAN: Attorney Mtchell,
are you asking that we go around the room - -

HEARI NG OFFI CER M TCHELL: And state
your nanes.

MR. McKENNAN:  And state our nanes.

HEARI NG OFFI CER M TCHELL: Yeabh,
that's perfect.

M5. KELLY: Diane Kelly.

HEARI NG OFFI CER M TCHELL: M ss
Kelly, can you spell your full nanme for the court
reporter?

M5. KELLY: D-i-a-n-e, K-e-I-1I-y.

DR HOANES: Dr. Chri stopher Howes;

Ch-r-i-s-t-o-p-h-e-r, Ho-we-s.

14
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DR VELAZQUEZ: Dr. Eric Vel azquez;
E-r-i-c, V-e-l-a-z-g-u-e-z.

M5. LORUSSO. Franci ne LoRusso;
F-r-a-n-c-i-n-e, L-0-Ru-s-s-o0.

MR ROTH: Nornman Roth:; N-o-r-ma-n,
R-o-t-h.

HEARI NG OFFI CER M TCHELL: That's it
for the applicant; correct?

MR. McKENNAN:. That's all the folks
testifying for the applicant.

HEARI NG OFFI CER M TCHELL: 1'Il1l nove
over to Stanford Health.

MR, MONAHAN: 1'Il now turn to the
W t nesses who wll be testifying.

MR. BAI LEY: Jonat han Bail ey;
J-o0-n-a-t-h-a-n, B-a-i-l-e-y.

DR. MARTIN: Dr. Scott Mrtin;
S-c-o-t-t, Ma-r-t-i-n.

HEARI NG OFFI CER M TCHELL: |' m goi ng
to ask everyone that announced your nanes that wll be
testifying make sure you raise your right hand for ne
so | can swear you in.

DI ANE KELLY,
ERI C VELAZQUE/Z
FRANCI NE LoRUSSQO

15
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NORMAN ROTH,

JONATHAN BAI LEY,

SCOTT MARTI N,
called as wtnesses, being first duly sworn
(renotely) by the Hearing O ficer, were
exam ned and testified on their oaths as
fol | ows:

(Al witnesses answered in the
affirmative.)

HEARI NG OFFI CER M TCHELL: So at
this nmonent we are going to go forward with the
testinmony. | will start with the applicant. To nake
sure, when you're testifying, if you use any acronyns,
that you clarify it for the purpose of the record and
we shal |l begi n.

THE COURT REPORTER: Can | ask just
one question? It's the court reporter. \What are the
nanes of the attorneys in the box where it's TOPAO JY?

MR. McKENNAN:  Attorney for the
applicants, Matt McKennan. Ma-t-t, Mc-K-e-n-n-a-n.

MR. ASHVEADE: And John Ashneade,
A-s-h-me-a-d-e.

THE COURT REPORTER And maybe when
you first speak, just say who you are because | can't

see you in the big table -- the conference table with

16
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your masks on and all.

MR. McKENNAN:  Under st ood.

MR. MONAHAN: For the intervenor --

THE COURT REPORTER: Just so | get
the right person who is speaking.

HEARI NG OFFI CER M TCHELL: Ri ght.
just want to nmake sure, for the purposes of your
question, did you also need the nane of the
i ntervenor's counsel as well?

THE COURT REPORTER: Is that --

HEARI NG OFFI CER M TCHELL: Patrick
Monahan?

THE COURT REPORTER: Patrick
Monahan, | have that.

HEARI NG OFFI CER M TCHELL: You have
him okay. Are you all set?

THE COURT REPORTER: | amall set.
Thank you.

HEARI NG OFFI CER M TCHELL: You're
wel cone.

MR KELLY: Good norning. For the
pur poses of social distancing, the speaker wll renove

their masks so you can hear us clearly, but the
remai nder of the people in the roomw Il remain

socially distant and wll keep their nask on.

17
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So, with that, nmy nane is D ane
Kelly. Good norning and thank you. |'mthe president
of Geenwich Hospital. | adopt ny prefiled testinony.

It's ny pleasure to be here to speak
in favor of the Certificate of Need Application to
establish el ective percutaneous coronary intervention
services at Geenwi ch Hospital. The 206-bed hospital
cares for patients in regions of Wstchester County,
New York and Fairfield County, Connecticut.

It should be noted we played a
significant role in caring for our New York nei ghbors
during the height of the Covid pandemic. It is also
worth noting how Connecticut hospitals, including both
Greenw ch Hospital and Stanford Hospital, worked
toget her collectively and col |l aboratively to ensure the
community's safety.

You will hear testinony this
norni ng supporting in the foll ow ng areas; the
| nportance of patient choice will be noted. The
patients at Greenwi ch Hospital have ranked their
experiences consistently in the top 5 percent using
both national and governnent neasures. You w |l hear
hi gh quality conprehensive care. This proposal should
enabl e physicians to performboth the angi ogram and

el ective PCl in the sane |ocal community where the

18
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patient originally sought care. Famliar cardiac

speci alists could nanage and nonitor patients prior to,
during, and after the procedure, inproving the
continuity of patient care.

Anot her inportant factor is the cost
of healthcare needs to be affordable for both systens
and for the patient. There will be no additional costs
i ncurred by the hospital or the systemin inplenenting
an el ective PCl program here at G eenwich. The
patients will personally avoid unnecessary costs
associated with travel, including anbul ance transfers.

I n conclusion, we are committed to
delivering patient-centered care by adding el ective PCl
to the advanced cardi ac services al ready provided by
Greenw ch Hospital. It will further enhance cardi ac
care services to the patients in the communities we
serve. | want to thank you for your tine and
attention. | encourage you to approve this CON
application, and with that | would |like to now turn
this over to Dr. Eric Vel azquez --

THE COURT REPORTER. Hold on a
second. Hold on. She's reading really fast, but you
froze again. So | got "The patients in the
communi ties" --

M5. KELLY: At that point | just

19
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wanted to thank the conm ssion for the tinme and
attention to this inportant matter and | wanted to turn
It over to Dr. Eric Velazquez, our chief of

cardi ovascul are surgery at Yal e School of Medicine.

HEARI NG OFFI CER M TCHELL: Let ne
just interject really quickly. | just want to nake
sure that the court reporter is able to get all the
I nformation that she needs to properly transcri be.

THE COURT REPORTER: Exactly.

HEARI NG OFFI CER M TCHELL: Let us
know how we can hel p you.

THE COURT REPORTER It keeps
freezing and al so she's reading really fast.

MR. McKENNAN: Attorney Mtchell,
this is Attorney McKennan. |If we could have a few nore
m nutes beyond the 15 allocated in the agenda, | think
t hat would be hel pful wth the court reporter
under st andi ng the testi nony.

HEARI NG OFFI CER M TCHELL: W tal ked
about this in a prehearing conference, and you guys are
going to have the tine that you need. W usually just
establish 15 mnutes as the initial paraneter, but you
guys can slow down. Don't worry, we're going to nmake
sure we get everything on the record. Just take your

time and then, Debbie, just let nme know if there's

20




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

anything that you need in terns of, you know, naking

sure you have everything conplete.

THE COURT REPORTER: | don't usually
have a problemw th freezing. | do this all the tine
here. | don't knowif it's sonething happened with the

weat her or what, but | keep freezing. And also |I'm not
famliar with what you guys are all talking and that's
why when you're reading really fast, it's kind of
li ke --

HEARI NG OFFI CER M TCHELL: Difficult
to keep up with.

THE COURT REPORTER: Yes. | have no
| dea what you're tal king about.

MR. McKENNAN:  Thank you, Attorney
Mtchell.

HEARI NG OFFI CER M TCHELL: Oh,
you' re wel cone. So everybody just take your tine, and
we're going to speak sl ow and nmake sure the record is
cl ear.

THE COURT REPORTER: So the | ast
point we were at with her was "services already
provi ded by G eenwich Hospital."

HEARI NG OFFI CER M TCHELL: Wbul d you
m nd repeating fromthat part, Mss Kelly?

M5. KELLY: |I'magoing to start wth

21
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"cost healthcare needs to be affordable.” WII that
hel p you?

THE COURT REPORTER:  Yes. Thank
you.

M5. KELLY: There will be no
addi tional costs incurred by the hospital or the system
in inplenmenting an el ective PCl program Patients wll
avoi d unnecessary costs associated wi th anbul ance
transfers and costs associ ated when travel is required.

| n conclusion, we are conmmitted to
delivering patient centered care, and we believe addi ng
an elective PCl to the advanced cardi ac services
al ready provided by G eenw ch Hospital wll further
enhance cardi ac services for the patients and the
comunities that we serve. Thank you for your tine,
your attention, and | encourage you to approve the CON
appl i cation.

| would like to now turn this over
to Dr. Eric Velazquez. He's our chief of
cardi ovascul ar nedi ci ne at Yal e School of Medicine.

DR VELAZQUEZ: Good norni ng and
thank you. M nanme is Eric Velazquez. |'mthe chief
of cardi ovascul ar nedi ci ne at Yal e- New Haven Hospital,
physi cian chief of the Heart & Vascul ar Center at
Yal e- New Haven Heal th, and the (not understandabl e)

22
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prof essor of nedicine cardiology at the Yal e School of
Medicine. |'malso a practicing cardiologist. | adopt
nmy prefiled testinony.

My testinony regards the foll ow ng
two areas; one, research and clinical practice
gui del i nes which offer clinical evidence in support of
this proposal and, two, Yal e-New Haven Health Heart &
Vascul ar Center expertise and support of the proposed
program

The research on el ective angi opl asty
w t hout outside cardiac surgery led to a significant
change to the 2011 Anerican Col | ege of Cardi ol ogy,
Ameri can Heart Association, Society of Coronary
Angi ography, and interventional conbined clinical
practi ce guidelines for angiopl asty.

Specifically, the nodification of
el ective angi oplasty wi thout onsite cardi ac surgery
froma class 3, which was not recommended, to a cl ass
2B, which is recommended, and the benefit equal or
greater than the risk recommendati on.

In March of 2012 the Anerican Heart
Associ ation issued a policy statenent on PCl w thout
surgi cal backup. They defined two maj or reasons for
providing PCl wthout onsite surgery. No. 1, PC

w t hout onsite surgery is a reasonabl e consideration
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for providing local care to patients and famlies who
do not want to travel significant distances or who have
certain prefer |ocal physicians. The policy statenent
enphasi zed that such centers should have nechani sns in
pl ace to ensure high quality care. There's a grow ng
body of research which denonstrates that patient
outcones are essentially the sanme in hospitals with or
W t hout onsite cardiac surgery. Several changes in
t echnol ogy have inproved the efficacy and reduced
procedural conplications of PCl procedures.

I n 2014, the Anerican Col | ege of
Cardi ol ogy, Anerican Heart Association, and the Society
of Coronary Angi ography Interventions conbi ned expert
consensus docunent updates, noted that when patients
are appropriately sel ected, nost public studies
regarding the risks of elective PCl at facilities
W t hout onsite cardiac surgical backup have shown the
procedure to be relatively safe.

The Soci ety for Angi ography
| ntervention proposed criteria to ensure patient safety
focused on patient characteristics and | esion
characteristics. Those neeting the criteria for high
ri sk should not undergo elective PCl at a facility
w t hout onsite surgery. Geenwich Hospital wll adhere

to a rigorous clinical programatic requirenent and
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strict angiographic criteria, wth protocols to
identify in high risk patients and | esions prior to
performance of an elected PCl procedure, and these
cases would be referred to a center wwth onsite
surgi cal backup.

The Heart & Vascul ar Center of
Yal e- New Haven Heal th is uniquely positioned in
Connecticut to support the careful expansion of el ected
PCl without onsite cardiac surgery. The Heart and
Vascul ar Center's nedi cal staff enconpasses physician
experts in the areas of cardiol ogy and surgery,
I ncl udi ng specialists in interventional cardi ol ogy,
el ectrophysi ol ogy, cardi ac surgery, transplant surgery,
and vascul ar surgery. Qur highly skilled board
certified interventional cardiol ogists collectively
perform t housands of procedures each year.

In 2019 al one, our Heart and
Vascul ar Center interventional cardiol ogy team
I ncluding 23 Yale faculty, perforned over 480 prinmary
PCls for acute M at over 2,000 nonprinmary or elective
PCl. Qur faculty also perforned procedures at Yal e- New
Haven Hospital, which is anong the busiest cardiac cath
| abs in the state performng in excess of 1,400
angi opl asty procedures in 2019.

The current proposal of elective PC
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program at Greenwi ch Hospital wll operate according to
the sane policies, procedures, and protocols using the
sane faculty as our prograns at Yal e-New Haven
Hospital. This consistency of care is very inportant
for both physicians and patients alike and results in
an optimal experience. The high caliber and experience
of the clinical staff assigned to the program has been
a major factor in the G eenwich Hospital primry
angi oplasty or M programand its very excel |l ent
clinical results.

The Heart & Vascul ar Center and
t hese faculty have denonstrated successful support of
an el ective PCl programw thout onsite surgical backup
at one of our other affiliated hospitals in the
Yal e- New Haven Health system Lawence & Menori al
Hospital. This program has been operational for over
ei ght years produci ng outstanding results for patients.
The Lawence & Menorial programis supported by the
sane col | aborative rel ati onship of Yal e-New Haven
Heal th and Yal e School of Medicine that we propose for
the Greenwi ch Hospital program This program has
operat ed successfully and reflects a grow ng body of
literature suggesting no differences in outcones of
pati ents who receive elective PCl at sites w thout

onsite surgical backup versus those who do.
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I n conclusion, the proposed el ective
PCl program of Greenwich Hospital offers the residents
of Greenwich Hospital and their service area the
opportunity to receive the full continuum of cardiac
services in their local comunity by one of the
nation's | eading cardi ovascul ar providers. Based on
t he body of research sited and the denonstrated success
of our program at the Lawence & Menorial Hospital and
t he support of the Yal e-New Haven Cardi ovascul ar Center
and Yale faculty, | strongly encourage the OHS support
and approve this proposal.

| would like to now turn this over
to Dr. Christopher Howes, assistant professor of
nmedi ci ne at Yale University and our chief of cardi ol ogy
at Greenwich Hospital. Thank you.

HEARI NG OFFI CER M TCHELL: Thank
you.

DR. HOWAES: Good norning, Attorney
Mtchell, and the Ofice of Health Strategy. You guys
can hear ne okay?

HEARI NG OFFI CER M TCHELL: W can
hear you.

DR HONES: M nane is Dr. Chris
Howes and |'m nedical director of the Yale Heart &

Vascul ar Center at Greenwich Hospital, |I'mthe chief of
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cardi ol ogy at G eenwich Hospital, and |'ve been the
nmedi cal director of the angioplasty program at
Greenwi ch Hospital since its inception in 2005.

At that time in 2005, G eenw ch
Hospital was the first hospital programin the state of
Connecticut to provide energent angioplasty w thout
surgi cal backup, and we have been doing so ever since
24 hours a day, 7 days a week, 365 days a year since
that tinme wthout interruption.

| ama practicing interventional
cardi ol ogi st who's worked at Yal e School of Medicine
since 1997. Mself and ny Yale interventi onal
cardi ol ogy group have been working at --

THE COURT REPORTER: Ckay. Hold on.
You froze. So | got "cardiology group have been
wor ki ng at."

DR HOANES: So I'mgoing to
par aphr ase.

HEARI NG OFFI CER M TCHEL: Hol d on
one nonent .

MR. CARNEY: Debbie, | would suggest
maybe that you turn off your video, and that nmay help
wi th your audi o performance.

THE COURT REPORTER: COkay. That's

no problem Thank you for that.
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MR. CARNEY: And then let us know if
t hat hel ps.

THE COURT REPORTER: | will.

MR. CARNEY: Sorry for the
I nterruption.

THE COURT REPORTER: |'m so sorry
about this. [It's highly unusual. GCkay.

DR. HOAES: Since 2005, nyself,
along wth ny Yale cardiol ogy group coll eges, have been
perform ng catheterization and energent angi opl asty at
G eenw ch Hospital and have continued to do so at
Yal e- New Haven Hospital. | adopt ny prefiled
t esti nony.

As part of the HPC, G eenw ch
Hospi tal provides extensive inpatient and outpatient
services to the comunity of Greenw ch and the
surroundi ng areas. This includes echocardi ography,
nucl ear imagi ng, stress testing, coronary angi ography
by C-T imgi ng, pacenmakers, diagnostic
cat heteri zati ons, and energency or primary angi opl asty.

Greenw ch Hospital's primary
angi opl asty program the first programin the state of
Connecticut to provide PCI wi thout onsite surgical
backup, received pernmanent approval in 2008.

THE COURT REPORTER It froze again.
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Per manent approval in 2008.

DR. HOANES: We have provided highly
successful and safe cardi ac services since that tine.

|'"d like to speak briefly about the
simlarities and differences between primary
angi opl asty and el ective angi oplasty. At G eenw ch
Hospital we've been doing primary angioplasty for the
| ast 15 years. These are patients that cone in acutely
to the hospital, they have a very characteristic ECG
abnormality called an ST elevation M, and they're
havi ng an acute heart attack at that nonent.

Typically, these are the sickest patients that
cardi ol ogi sts see. W' ve been taking these patients
directly to the cath lab and treating themfor the | ast
15 years, with excellent outcones and saving people's
lives.

El ecti ve angioplasty is essentially
the sane procedure. A catheter is inserted into the
patient's body, an angiogramis perfornmed, blockage is
i dentified, an angioplasty with a balloon is perforned
to dilate the bl ood vessels, and then a coronary stent
Is typically put in.

The difference is elected
angioplasty is a slightly different group of patients.

There's basically two subgroups that formel ective
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angi opl asty. The one subgroup, which nmakes up the
| ar gest share of patients, patients that have what we
call acute coronary syndrone. They have a new syndrone
suggesting that they may be having a heart problem
shortness of breath, or chest pain. They cone to the
hospital, they get evaluated, they don't have the
characteristic stemm ng EKG abnornalities, so they
can't make it through our energency coronary
angi opl asty protocol, but they're still in the throws
of a heart attack or threatening heart attack.

Those patients typically need to
have an angi ogram and often coronary intervention, PCl,
wthin the first 24 to 48 hours. They are called
el ective PCl patients, but it's really a m snoner.
This isn't elective. This is urgent, |ife saving
procedures that have to be done in a very tine
sensitive period.

The third group are a little bit
nore stable patients. These are sonetines outpatients
that either have increasing synptons or abnornmal stress
tests that warrant further evaluation, and these
patients, too, nay end up getting an angi ogram nay
require a PCl, and there would be el ective
angi opl asties as well. Keep goi ng?

HEARI NG OFFI CER M TCHELL: Yes.
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DR. HOWES: Lack of elective
angi opl asties at G eenwich Hospital results in a
destruction of care for the patients. Mst patients,
al nost all patients, prefer to be treated |ocally,
close to their hone, close to their famlies, and cl ose
to the physicians who know t hem best and have been
caring for them This has never been nore paranount
than during the current Covid pandem c. Nobody wants
to be goi ng el sewhere.

Currently, those patients in the two
groups that | just described, the two coronary syndrone
pati ents and the crescendo outpatients, increasing
synptom patients, need to be transferred typically to
| ar ger hospitals.

Qur experience in Geenwich is nany
of these patients are transferred or referred to
Yal e- New Haven Heal th System either Yal e-New Haven
Hospital or Bridgeport Hospital. They choose to renain
in the sanme health systemw th the sane nedi cal record.
These hospitals are encountering high occupancy and
demand for services, and patients often incur del ays
for their elective but truly urgent procedures. The
delay to New York Gty hospitals can be even greater.

This community needs to assess the

continuity of care, a concept which includes the
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ability to seek care, fromdiagnosis to treatnent,
close to hone fromfamliar, trusted physicians.
Elective PCl in the local area will hope to alleviate
the enotional and financial burden inposed on patients
and their famlies who have to | eave the service area
for treatnent.

Thi s proposal would not increase
heal t hcare costs. It offers potential savings to
health systens and to famlies by pronoting shorter
| engt hs of stay, reduction of redundant work on
transfer to a second institution, and elim nates travel
costs for patients and famli es.

Dr. Vel azquez spoke to this, but |
want to nention the nunerous studies and articles that
were presented with this seal ant application supporting
the safety and quality outcones preserved from PCl s
perfornmed at hospitals w thout cardiac surgery.
Clearly, PCl is a nuch safer procedure in 2020 than it
was in earlier tinmes. Even in 2005, when | was the
first physician in the state of Connecticut to perform
an angi opl asty w thout surgical backup, we have gotten
better as an institution and as a comunity at what we
do. It is now understood that sanme-day procedures and
even PCls at anbul atory surgical centers, not at

hospitals, are being perfornmed routinely throughout the
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country.

Over the last 15 years this snall
primary angi opl asty program at G eenwi ch Hospital has
denonstrated hi gh success and safety treating the
sickest patients. W participate in national
regi stries and benchmark our outcones and continue to
update our protocols to keep current with the
gui delines as they are rel eased.

As Dr. Vel azquez alluded to, in the
| ast 15 years studies have indicated that patient
selection is a critical factor in outcones and that
vol unme neasures al one nmay not be the best netrics to
nmeasure quality. In 2013 PCl (not understandabl e)
concluded, in the current era, vol une outcone
rel ati onshi ps are not as robust as in the past when
bal | oon angi opl asty without stenting was the only
treatnment nodality.

Greenwi ch Hospital wll follow the
protocols to identify high risk patients with high risk
| esions prior to the performance of an el ective PCl.
The majority of patients can have their elective PCl in
Greenw ch safely and effectively, but the high risk
patients wll continue to be transferred to | arger
centers. These protocols have been successfully

I npl enented at Lawence & Menorial. Their elective PC
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has been perforned for the |ast eight years
successfully with outstandi ng outcones. Not one
patient in the L & M program has required energent
bypass surgery.

In conclusion, this is a
denonstrated the need for PCl service in G eenw ch,
supported by the data show ng (not understandable) to
Yal e- New Haven Heal th System and to New York Hospitals.
Pri mary angi opl asty and el ective PCl are essentially
t he sanme procedure. The only difference is the acuity
of the patients. W're currently taking care of the
sickest, nost acutely ill patients. |In fact, the
el ective patients are nuch nore stable and
statistically |lower conplications are commonly seen,
and many of these patients can go hone the sane day.
Access to high quality, cost effective cardiac services
wi || be enhanced for this approval pronoting clinical
continuity, patients under care in their |ocal
communities. For all these reasons, | strongly
encourage you to consider this application.

| turn ny remaining tinme over to
Nor man Rot h, CEO of the G eenw ch Hospital.

MR. ROTH. Good norning and thank
you, Dr. Howes. M nane is Norman Roth, and | amthe

chi ef executive officer of Geenwich Hospital and
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executive vice president of the Yal e-New Haven Heal th
System and | will be retiring on Friday, Cctober 2nd,
so | appreciate the opportunity to present testinony
t oday.

It has been ny privilege to be part
of the Yal e-New Haven Health System for 41 years, the
| ast six of which |'ve spent at Geenwi ch Hospital, and
it's ny pleasure to be here today to speak in support
of the Certificate of Need Application to establish
el ective PCl services at Greenwi ch Hospital.

Just this nonth the hospital
garnered national attention when Press Ganey awar ded
the hospital wth seven patient experience performnce
achi evenent awards, four clinical of excellence awards
were received for maintaining top performance of
excel l ence in patient experience over three consecutive
years in the follow ng areas; anbul atory surgery,
| npati ent services, outpatient services, and the
Federal Hospital of Consuner Assessnent of Health Care
Provi ders and Systens, commonly known as HCAHPS, and
three Guardi an of Excell ence awards were received for
reaching the 95th percentile for four consecutive
quarters this year in the follow ng patient care
categories; patient experience in anbul atory surgery,

t he enmergency departnment and HCAHPS i npati ent services.
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It is noteworthy that the tinme period of these awards

I ncl uded April 1, 2019 through March 31, 2020, and we
are especially proud of our staff in achieving national
recognition, even as we face the form dabl e chal |l enges
presented by the Covid 19 pandem c.

For the remai nder of ny testinony, |
woul d Iike to present three patient stories regarding
their care at G eenwich Hospital. The first patient
resides in West Harrison, New York, and G eenw ch
Hospital and Yal e Medicine cardiologists are his
providers of choice in this region and convenient for
hi mto access cardi ovascul ar care. This patient has
under gone two el ective PCl procedures on two separate
occasions. Both tines the patient had an angi ogram at
Greenw ch Hospital and then was determined to require
an elective PCl, which could not be offered at
Greenwi ch Hospital, despite the patient's choice to
recei ve cardiovascul ar care close to hone and at this
hospi t al .

In the first instance, the patient
was transferred by anbul ance to Yal e- New Haven Hospit al
to undergo the procedure, despite the fact that this
facility, staff, supplies, and equi pnent were avail abl e
to provide the sane services at G eenw ch Hospital, but

at this time we could only utilize those services for
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ener gency PCl procedures.

I n the second instance, the patient
went hone after the angiogram and the elective PCl was
schedul ed at Yal e-New Haven Hospital several days
| ater. The patient was subject to unnecessary stress,
schedul i ng, and transportation issues, all of which
coul d have been avoided if elective PCl were offered at
the patient's facility of choice. The second patient
al so chose to receive cardi ovascul ar care at G eenw ch
Hospital from Yal e Medi ci ne physicians as a conveni ent
| ocation with trusted clinicians, yet because the
hospital does not offer elective PCl, although it does
of fer the sane procedure in an energency situation, the
patient was required to travel fromhis honme in Rye,
New York on to Yal e-New Haven for three elective PC
procedures. The patient choice should be a factor in
heal t hcar e deci si onmaki ng.

The third patient is a 60-year old
mal e pati ent who was brought by anbul ance to the
Greenwi ch Hospital energency departnent after
collapsing at a G eenwi ch Hospital club. CPR was
initiated by bystanders and EMS was called. EM
arrived and the patient was asystolic requiring
I ntubation and continued CPR with return of spontaneous

circulation. EMS conducted EKG was positive for
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myocardi al infarction. An M alert was called into
Greenw ch Hospital prior to the patient's arrival. The
EKG i n the energency departnent showed ST el evations
consistent with a significant heart attack, and the
pati ent was sent for enmergent C T scan of the head,
whi ch was negative for bleed, and then the patient
proceeded on to the cardiac cath lab. A coronary
angi ogram reveal ed 99 percent occl usion of the proxinal
circunflex of the left anterior descending artery, 90
percent occlusion of the proximl circunflex artery,
and 95 percent occlusion of the right coronary artery.
Per cut aneous coronary intervention was perfornmed on an
energent basis wth placenent of one drug all uding
stent to the left anterior descending artery, which was
the culprit | esion which caused the heart attack. By
Dr. Christopher Howes.

The patient was placed on a
hypot herm a protocol in guarded condition pending
neur ol ogi ¢ recovery. Several days |later the patient
began openi ng his eyes spontaneously, was weaned off
sedation, and we started the rewarm ng phase of the
hypot herm a protocol. Patient continued to show
| nprovenent and was alert and foll ow ng commands
appropriately. Patient was weaned and extubated from

the ventilator but still had significant issues with
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his other coronary arteries which were not stented at
the tinme because they were not the culprit |esion.

Si nce Greenwi ch Hospital cannot
perform el ective angi opl asty, we were only able to fix
his LAD, which was the |l esion that caused this heart
attack, but not able to treat the right coronary artery
and circunflex arteries. The patient was then
transferred fromPCl and placenent of drug-eluting
stents to the right coronary artery and FFR of the
circunflex artery. The next day he was discharged to
his hone in G eenwi ch, Connecticut.

I n conclusion, as discussed by ny
col |l eagues earlier this norning, Yale-New Haven Heal th
System al ready has an extensive record of offering the
sane el ective service wwthin its health system at
Law ence & Menorial Hospital. Approval of this CON
application ultimately results in elimnating the need
for repeat procedures and hospitalizations, travel, and
unnecessary stress for patients and their famlies and
Is cost effective for both patients and the state. The
need is justified by the requirenents and care of
pati ents who choose G eenwi ch Hospital and Yal e
Medi ci ne cardi ol ogi sts. These patient exanples and the
experience of the Yal e-New Haven Heal th cardi ac

services fully supports the submtted proposal, and |
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strongly encourage OHS to approve this application.
Thank you, and that concludes our formal testinony.

HEARI NG OFFI CER M TCHELL: Thank

you.
MR. MONAHAN: Can | raise a

question? | thought there were five w tnesses.
HEARI NG OFFI CER M TCHELL: | thought

there was one other person, as well. | just want to

confirmw th counsel.

MR. McKENNAN:. Attorney Mtchell, in
the interest of tinme, we have four people testifying.
The fifth is available in the room if necessary, for
gquestioning. And the fifth would be happy, | believe,
to adopt prefiled testinony, if necessary.

HEARI NG OFFI CER M TCHELL: Yeah. So
that's the usual procedure, so if she could just make a
brief statenent indicating that she adopts her prefiled
testinony, that woul d be fine.

M5. LORUSSO. Hi . Francine LoRusso.
Good norning and thank you. As you heard, we were
trying to watch our tine. M nane is Francine LoRusso,
and | amthe vice president and executive director of
the Heart & Vascular Center at Yal e-New Haven Heal th
System and | adopt ny prefiled testinony.

HEARI NG OFFI CER M TCHELL: Thank
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you. |Is there anything else that you wanted to add,
counsel for the applicants, before we go to the
I ntervenor? You still have tine, if you want to.

MR. McKENNAN: Not hing further from
t he applicants.

HEARI NG OFFI CER M TCHELL: |'m going
to nove over to you, Attorney Monahan. Thank you.

MR. MONAHAN: Qur first witness is
Jonat han Bai |l ey.

MR, BAILEY: Can you see ne and can
hear ne okay?

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

MR BAILEY: Good norning. M nane
I's Jonathan Bailey. |'mthe senior vice president and
chief operating officer here at Stanford Health, and
before | get into ny remarks, on behalf of Stanford
Health | want to express our appreciation and thank you
for the opportunity to be here this norning to share
our opposition, share sone of the core points of why we
do oppose the application that is before you, and to
have our voice heard relative to these proceedi ngs.

As | get started, | think it's
really inportant to reiterate the fact that Stanford

Health is deeply conmmtted to neeting the needs of the
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community that we serve. As you saw in ny testinony
and can read, we are -- Stanford Hospital includes a
305 bed Pl anetree hospital distinction. W are a nmjor
teaching affiliate of Colunbia University, and we have
a nedical staff of nore than 700 physicians of which
over 50 percent of those physicians are i ndependent
providers caring for this comunity.

Most inportantly, | think it's
absolutely clear, G eenwi ch Hospital's proposed program
fails to fill a void in community needs. There sinply
Is no void to be filled. Stanford Health
wel | - est abl i shed program that has been recogni zed for
our quality outcones, for our incredible patient
experience, is nerely 7 mles from G eenwi ch Hospital.
That's less than a 17-m nute transfer, and we have
anpl e capacity for neeting the needs of the conmunity
today and for any additional expansion or denmand that
may cone out. There's also, as the applicant has
mentioned in their application, other providers in
West chester as wel |.

We're al so an organi zati on that
bel i eves that where professional standards and clinical
gui del i nes exist, they nust be foll owed because they
truly set the foundation for superior outcones, for

reduci ng harm and what we see clear in this
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application is that G eenw ch Hospital's proposal does
not follow the SCAI, AHA, ACC guidelines, and | truly
think it's inportant that we all be rem nded of what is
actually included in the 2012 State Facilities and
Services Plan and has al so been included in the nore
updat ed version since then, and if | could actually
just take a nonent and actually read what is in that
pl an.

"Connecti cut hospitals seeking
authorization to initiate an el ective PCl program
W t hout onsite cardiac surgery capabilities will be
required to neet the conditions required in the
gui delines and to denonstrate clear public need for the
program The guidelines state that it is only
appropriate to consider initiation of a PCl program
W t hout onsite cardiac surgical backup if this program
will clearly fill a void in the healthcare needs of the
community. Further, the guideline notes that
conpetition with another PCl programin the sane
geographic, particularly an established programwth
surgi cal backup, may not be in the best interest of the
conmmunity."

We al so believe that the applicant
failed to address the potential adverse inpact on

providers in the existing area. At Stanford we have
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and we continue to invest resources into our programto
ensure that we can continue and neet the needs of the
community. The only way for Greenw ch Hospital to neet
their volume threshold would be to capture vol une from
ot her providers. And this is particularly concerning
to us because, as the applicant notes in their
application, there is a national decline on PC

I nterventions across this country.

Additionally, this is not the first
tinme that Geenwi ch Hospital has cone forth with a
seeki ng approval for providing elective PCIl within
their hospital. OHS has previously opined on these
matters and has reached the conclusion to deny those
previ ous applications. W do not see there to be any
conpelling reason stated in this application for OHS to
reach any other conclusion than it has previously.

W al so believe that the conparison
that Greenwi ch Hospital has put forth relative to that
of Lawence & Menorial is both m sl eading and
| nappropriate. The CON application by Lawence &
Menorial, which they were awarded, was based on
geographic isolation. They are 48 mles away fromthe
cl osest full service cardiac program Further, that
application also sets forth threshold vol unes that

woul d be aligned with the overall guidelines.
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Lastly, we believe that the OHS CON
program goal s are absolutely relevant for the
proceedi ngs here ahead of us. Ensuring and providing
access to high quality care providers, mnimzing the
duplication of services, facilitating a stabilized
mar ket, and reduci ng overall healthcare costs
deliveries are critically inportant to mai ntaining and
continuing to have a strong healthcare delivery system
I n Connecticut, and we believe the application here
does not achi eve upon those goals, based on what |'ve
j ust shar ed.

That concludes ny remarks, and |'1]|

be happy to turn it over to Dr. Martin to provide his

I nput .

HEARI NG OFFI CER M TCHELL: Thank
you.

MR. MONAHAN: Doctor, just before we
start, Attorney Mtchell, just so there's no oversight
in the record, was it clear that -- if it isn't clear,

| want to nmake clear that M. Bailey adopts his witten
testinmony, and | don't know that that statenent was
made fromthe very beginning of his remarks.

HEARI NG OFFI CER M TCHELL: |' mj ust
going to have himstep back over and just nake that

stat enent.
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MR, BAILEY: M apol ogies, Attorney
Mtchell. | did have that witten in ny notes and
failed to do it. As Attorney Mnahan said, | do adopt
nmy prewitten testinony as previously submtted.

HEARI NG OFFI CER M TCHELL: Thank
you. Thanks, Attorney Mnahan, for catching that.

DR. MARTIN.  Thank you, Attorney
Mtchell, for letting ne speak. | would |Iike to adopt
ny prefiled testinony. |'mDr. Scott Martin, director
of interventional cardiology at Stanford Hospital. |
woul d i ke to adopt ny prefiled testinony and add a few
comrent s.

As a physician, a |ot of what we do
I s gui ded by judgnents and experience, because a | ot of
times we don't know what the right thing to do is.

MR. McKENNAN:  Attorney Mtchell,
could we request that Dr. Martin speak up? W're
having a little trouble hearing himon our end.

HEARI NG OFFI CER M TCHELL: Al
right. |If you wouldn't mnd speaking a little bit
| ouder .

MR. McKENNAN:  Thank you.

HEARI NG OFFI CER M TCHELL: You're
wel cone.

DR MARTIN: I'mDr. Scott Mrtin,

47




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

director of interventional cardiology, Stanford
Hospital. 1'd like to adopt ny prefiled testinony and
add a few coments.

As a physician, a |ot of what | do
I s gui ded by judgnment and experience because there's
not al ways a consensus on what the right thing to do
I's, which blood pressure nedicine to start, which kind
of stress test to order. You can go to get a second
opi nion and get an entirely different answer. But
soneti nes we do have a consensus on what the right
thing to do is. And when those things are inportant to
public health, our societies issue guidance and expert
consensus docunents. Quidelines tell us, for exanple,
when to get a mammopgram to prevent death from breast
cancer, when to get a colonoscopy. In ny world, we're
told we have gui delines on taking an aspirin when you
have a heart attack. They're inportant enough that
I nstitutions and physicians are graded on their
adherence gui delines, often paynents, and, in this
situation, we have a guideline on the matter at hand.

In 2014 all of the societies
involved in this field, the Arerican Col |l ege of
Cardi ol ogy, which represents all cardiologists, the
Soci ety of Coronary Angi ography Intervention, which

represents interventional cardiologists, and the
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Ameri can Heart Association, which represents the whole
breadth of cardiac care, including patient advocates
and researchers, as well as physicians, release the
consensus gui deli nes, consensus docunent, the expert
consensus docunent that's been cited already, for an
updat e on percutaneous cardiac intervention w thout
onsite surgical backup.

And | know that the applicants are
aware of the docunents and they selectively quoted from
it, and it's very clear and | can read fromit. "The
operation of |aboratories performng |ess than 200
procedures annually that are not serving isolated or
under served popul ati ons we question. Hospitals justify
the creation of new PCl centers w thout onsite
surgeries by saying they approve access for
geogr aphi cal | y underserved popul ations and al | ow
patients to be cared for in close geographic proximty
to their owmn famlies and physicians. However,
multiple I ow volune and partial service PCl centers in
t he geographic area, PCl expertise, increase costs for
the health system and have not been shown to inprove
access. The devel opnent of PCl facilities within a
30-m nute energency transfer tine to an established
facility i1s, therefore, strongly discouraged.”

That was 2014, and there's been a
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coupl e of related docunents in 2016 and 2020, but they
reaffirmthat these standards should be continually
met .

HEARI NG OFFI CER M TCHELL: | just
want to ask what page were you | ooking at on the 2014
docunent, just for the record.

MR, BAILEY: This is from page

2,619.

On the applicant's own vol une
estimates, they will not neet these guidelines, and
that's the reason |I'mopposing. That's all. Thank
you.

HEARI NG OFFI CER M TCHELL: Anyt hi ng
el se? Thank you. Anything else, Attorney Mnahan?

MR. MONAHAN: No. W have no ot her
W tnesses testifying. And | don't know what your next
procedural plan is, Attorney Mtchell, but m ght we
take a break before cross-exam nation begins, if you're
not considering that at this point?

HEARI NG OFFI CER M TCHELL: Actually,
| was. | was hoping everybody wanted to take a break,
too. So let ne ask both Attorneys MKennan and
Ashneade and al so you, Attorney Monahan, how |l ong of a
break do you want ?

MR. McKENNAN:  Attorney Mtchell, we
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woul d be fine wt

h 10, 15 m nutes.
MR. MONAHAN: That is certainly fine

with us and certainly need no nore than that.

w il cone back at

HEARI NG OFFI CER M TCHELL: So we
-- it looks like it's about 11: 37.

W' Il come back at 11:50. Does that sound okay wth

everybody? Just

make sure you nute your devices,

mnimally. You can turn off your caneras, if you want

to. Thank you.

11: 38 a.m until

to go ahead and t

W'l be right back at 11:50.

(Wher eupon, a recess was taken from
11: 51 a.m)

HEARI NG OFFI CER M TCHELL: |' m goi ng

urn it over to Attorneys MKennan and

Ashneade for cross of the intervenor's w tnesses.

to cross M. Bail

court reporter.

MR. ASHVEADE: Sure. | would like
ey.

THE COURT REPORTER: This is the
Whi ch attorney is doing the cross?

MR. ASHVEADE: For M. Bailey, it

w il be John Ashneade.

you.

ready?

THE COURT REPORTER: Ckay. Thank

HEARI NG OFFI CER M TCHELL: Everybody

VR, ASHMVEADE: Yes.
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HEARI NG OFFI CER M TCHELL: You can
proceed when you' re ready, Attorney Ashneade.

MR. ASHVEADE: Good norning, M.
Bailey. This is John Ashneade. | just want to clarify
a few statenents fromyour prefiled testinony. You
noted that there are four full service cardiac prograns
I n the geographic region. Wat are the four that you
believe are in the geographic region?

MR. BAILEY: Can you reference which
page you're on in ny prefiled testinony?

MR, ASHVEADE: Sure. Let ne just --
just a nonent. |'msorry about that.

HEARI NG OFFI CER M TCHELL: That's
okay.

MR. BAILEY: | think I found where
you're tal king about. | can answer your questi on.

MR. ASHMEADE: It is correct that
there are only two, it's Stanford Hospital and
West chester Medical Center; correct?

MR. BAILEY: So in the geographic
area --

MR. ASHVEADE: There are only two;
Is that correct?

MR. BAILEY: No, there are four

exi sting cardiac surgical prograns wth onsite -- or
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PCl prograns with onsite surgical backup. That woul d
be Bridgeport Hospital, St. Vincent's Hospital,
Stanford Heal th, and Danbury.

MR. ASHVEADE: But they're not in
t he geographic region that we are tal ki ng about today;
correct? Bridgeport Hospital and St. Vincent's.

MR. BAILEY: The ones that [|'ve
identified are all in Fairfield County in this
geogr aphi c area.

MR. ASHVEADE: Moving forward, on
page 3 of your prefiled testinony, you indicate that
Stanford Health, and | quote, "supports the use of
evi dence- based gui delines in CON proceedings."
Correct?

MR, BAI LEY: Correct.

MR. ASHVEADE: [|n connection with
that you -- in connection with that, you know, you have
relied on the 2012 OHS Service Plan and the 2011 PC
Sur gi cal Backup Policy Gui dance published by the ACC
and the AHA;, correct?

MR, BAILEY: And the consensus
gui del i nes, yes.

MR. ASHVEADE: And back then the
primary concern in terns of volunmes for facilities

perform ng el ective procedures, the concern was they
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want ed the physicians there to have as many procedures
as possible to protect patient safety; correct?

MR MONAHAN: |'mgoing to object to
the form | think if the attorney's referring to a
statenent in the docunent that states that preme, |
woul d I'i ke the witness to have the opportunity to
reviewit.

HEARI NG OFFI CER M TCHELL: Is that
what you're doing, Attorney Ashneade? | just want to
make sure that's correct.

MR. ASHVEADE: Let ne -- [|'I|
w t hdraw t he question and restate it.

HEARI NG OFFI CER M TCHELL: Ckay.

MR. ASHVEADE: Ckay. Let ne ask you
this. In the 2012 guidelines adopted by OHS, there are
certain m nimum procedure requirenents that are
recomended; correct?

MR, BAILEY: Do you mnd pointing to
me where you are referencing, please?

MR. ASHVEADE: Ckay. |In the March
guideline, this is in your prefiled testinony, the
docunent that you attached. It says, page 2, "Prograns
shoul d adhere to strict patient selection criteria."

Do you see that bullet point? That's the second bull et

point on the second half of the page.
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MR. BAILEY: Are you talking about
within the state facilities plan?

MR. ASHVEADE: Wthin the -- the
attachnent to your prefiled testinony.

MR. BAILEY: Sure.

MR. ASHVEADE: kay. Do you see
t hat second bull et point?

MR. BAILEY: Hold on one second.

Let me nake sure | have it, so | can read along with

you here.

MR, ASHVEADE: Actually, it's the
third bullet point. It says, and then |'mjust reading
the top sentence. "These policy guidelines apply to

hospital s conducting both primary PCl and el ective PCl.

They shoul d have an annual institutional volune of at
| east 200 to 400 cases." Do you see that?
MR. BAILEY: | do see that. You're
referring to AHA, not the guidelines; is that correct?
MR. ASHVEADE: Right. And that's
attached to your docunent as an exhibit to your
prefiled testinony;, correct?
MR. BAILEY: Yes.
MR. ASHVEADE: And this was a
gui deline from 2012; correct?

MR, BAI LEY: | believe that is
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correct.

MR, ASHVEADE: GCkay. And your
belief is that this -- you know, we should -- OHS
shoul d make deci si ons based on the evidence; correct?

MR. BAILEY: That is correct.

MR. ASHVEADE: And we now have,
since 2012, we're now in 2020, we have 8 years of
experience to review, is that correct?

MR. BAILEY: There are certainly 8
years between now and 2020, yes, | agree with that.

MR. ASHVEADE: Right. And since
that point in tinme there have been ot her
recommendati ons that have cone forward; correct?

MR. MONAHAN. (Qbject to the form

MR. ASHVEADE: |'Ill restate the
questi on.

MR MONAHAN:  Okay.

MR. ASHVEADE: Since 2012, in 2016,
and | think this is attached as intervenor S.

MR. MONAHAN.  May we have a nonent
to get that docunent?

HEARI NG OFFI CER M TCHELL: Yes.
Take the tinme you need. Yes.

MR, BAILEY: W' ve got the docunent.

MR. ASHVEADE: Do you have the
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docunent ?

MR. BAILEY: Yes, sir.

MR. ASHVEADE: |In that docunent
there is -- it states, "In addition, although clinical

conpet ence gui del i nes acknowl edge only a noderate
correl ati on between operator percutaneous coronary

I ntervention volune and nortality, for each operator a
m ni mum PCl vol une of 50 per year is recommended
averaged over two years."

MR. MONAHAN: (Cbj ection. Were are
you reading from and are you tal king about an operat or
versus facility? Because the issue here is facility.

HEARI NG OFFI CER M TCHELL: |' m going
to allowthat. Can you direct us to which page you're
on?

MR. ASHVEADE: This is on the second
page on the right-hand side of the first ful
par agr aph.

HEARI NG OFFI CER M TCHELL: Ckay.
Thank you.

MR BAI LEY: Wuld you m nd
restating your question?

MR. ASHVEADE: Sure. |In the 2016
docunent in that paragraph -- it states, "In addition,

al t hough clinical conpetence guidelines acknow edge
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only a noderate correl ati on between operator

per cut aneous coronary intervention volune and nortality
for each operator, a mninmum PCl volune of 50 is
recommended."” It's fair to say what this docunent is
suggesting since 2012 is that there has been an

| nprovenent in the practice of performng el ective PC
procedures; correct?

MR. MONAHAN:  Qbj ecti on.

HEARI NG OFFI CER M TCHELL: What's
t he objection?

MR. MONAHAN: | have no problemw th
the wtness answering that question about the words,
but this is not a doctor. Dr. Martin may be able to
address that.

MR. ASHVEADE: But he raised -- |I'm
sorry. Are you finished?

HEARI NG OFFI CER M TCHELL: Let him
finish his objection, and then we'll turn it over to
you, Attorney Ashneade. Go ahead, Attorney Monahan.

MR. MONAHAN: |If there's a precise
guestion about what the statenent says and the w tness
I s asked whet her he understands what the statenent
says, | have no problemw th that, but then to
extrapolate and interpret a clinical interpretation

froma non-clinician | believe is iInappropriate.
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HEARI NG OFFI CER M TCHELL: And then
Attorney Ashneade, your response?

MR. ASHVEADE: So this w tness has
submtted this docunent in his prefiled statenent and
referenced it and used it as a basis to form sone of
the conclusions in his prefiled statenent, so |I'm
sinply asking -- I'msinply trying to understand or,
you know, raise this issue with him because this is
what he's relying on for his statenents.

MR MONAHAN: |If | nay just add
before you rule, Attorney Mtchell, and can | kindly
suggest that Attorney Ashneade read the paragraph, the
whol e paragraph, that includes the statenent before the
words "in addition"? Wuld you read the whole
par agr aph?

MR. ASHMEADE: | can read the whole
paragraph. That's fine.

MR. MONAHAN:  Thank you.

MR. ASHVEADE: "dinical conpetence
gui delines state that in order to maintain proficiency
whi |l e keeping conplications at a low | evel and m ni num
vol une of greater than 200 PCls per year be achieved by
all institutions. |In addition, although the conpetence
gui del i nes acknowl edge only a noderate correl ation

bet ween oper at or percutaneous coronary interventions,
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vol unes, and nortality for each operator, a m ni nrum PCl

vol une of 50 per year is recommended."” So it's fair to

say that the guidelines are focusing on maintaining

physi ci an proficiency; correct?

MR BAILEY: | don't agree with you.

| believe in reading that paragraph, there are two

aspects that are called out specifically in there.

There is an operator affect, the physician's position,

and there is an institutional, which you read there
t he beginning part of that criteria, which still
remai ns at greater than 200 cases per year.

MR. ASHVEADE: Right. But the
focus, the reason why you want that is to nmaintain

physi ci an proficiency; correct? It says "clinical

conpetence guidelines state that in order to nmaintain

proficiency."

MR. MONAHAN: | think the w tness
has answer ed.

HEARI NG OFFI CER M TCHELL: | didn't
get that, so I'mjust going to ask. |[Is that your

t hought about that, is that it is to maintain physician

proficiency?
MR BAILEY: Let ne clarify that |
not a physician or a clinician. | don't believe it

inny ability to opine on the proficiency and what

m
'S

I S
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required for clinical proficiency. But | can answer it
I's when you look at the ability to provide high quality
care, it goes well beyond the physician to be able to
do such, and it really requires the entire system
wor ki ng together wth a high enough volunme to be able
to satisfy the clinical conpetencies, and that's why
It's inmportant to point out that there's a 200-case
threshold for institutions because it does go beyond
(not under st andabl e).

HEARI NG OFFI CER M TCHELL: Ckay.
Addi tional questions, Attorney Ashneade?

MR, ASHVEADE: Sure. Just one
nonent .

Looki ng at the AHA docunent that you

attached to your statenent, the fourth paragraph, it

I ndi cates that a good reason -- a second reason for an
elective -- let me know if you have it.
MR. BAILEY: | do.

MR. ASHVEADE: The second reason for
el ective PCl wi thout surgical backup is to provide
| ocal care to accommpdate patients and famlies who do
not want to travel significant distances or have
certain preferences with their |ocal physicians. And
so the argunent that Greenw ch Hospital is making in

terns of -- the argunent that G eenwich Hospital is
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making in terns of a community need or requirenent is
based on the fact that our |ocal G eenw ch comunity --
their preference is to receive their treatnent at
Greenw ch Hospital; correct?

MR. BAILEY: So | don't know if |
can opine on the argunent they're making specifically,
but | think the inportant aspect here is on this
gui deline referenced on this paragraph is noreover that
Stanford Health, as | stated in nmy opening remarks and
included in the testinony, we are nerely 7 mles away
from Geenwich Hospital. That's a 17-minute transfer.

As | noted, as well, we have an open
nmedi cal staff. So this statenent calls out for being
able to care for their local providers. W have an
open nedical staff, and we are happy to accept
applications fromany of those providers who wsh to
care for their patients here.

MR. ASHVEADE: The fact of the
matter is, as you say, you're 7 mles away, but then
the patients continue to cone to G eenwi ch Hospital for
their treatnent, and we shoul d respect their choices;
correct?

MR. BAILEY: | don't believe I can
specul ate on certain things about what patient choices

are or not and what is maybe driving patient choice. |
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just cone back to the fact of the matter is that we
have an organi zation that neets the census guidelines
with a m ni mum nunber of cases, and we have an open
nmedi cal staff. W're satisfied that what is spelled

out here within the guidelines, we are clearly able to

ensure that such a requirenent we'd be able to satisfy.

MR. ASHMEADE: Let's |look at the
statistics over -- strike that.

|f we | ook at the choices being nade
by Greenwi ch Hospital patients, they are com ng here
and then they're -- they're being referred to Yal e- New
Haven Hospital and Bridgeport Hospital; is that
correct?

MR MONAHAN: |'m going to object.
| object. |If that's what you're repeating is in your

application and in testinony, that is correct. You

have stated that over and over. |If you're asking him
to acknow edge that, | don't have a problemwth the
qguesti on.

HEARI NG OFFI CER M TCHELL: Was it
just for acknow edgenent purposes?

MR. ASHVEADE: Just for
acknow edgenent purposes.

HEARI NG OFFI CER M TCHELL: Ckay. o

ahead.
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MR, BAILEY: [|'maware that that's
what you st at ed.

MR ASHVEADE: In ternms of your
application, your claimis that if G eenw ch Hospita
Is able to performel ective procedures -- strike that.

In the last four years, how many
patients have been referred from G eenw ch Hospital to
Stanford for elective PCls?

MR. BAILEY: | do not have that
information in front of nme to be able to address your
question. |'m happy to go ahead and foll ow up on that
guestion. | don't have that data in front of ne.

MR. MONAHAN. W can provide a link
file on that if that's inportant to the hearing
of ficer.

HEARI NG OFFI CER M TCHELL: W can
make that determnation at the end if we need it. Go
ahead, Attorney Ashneade.

MR ASHVEADE: Sure. It's your --
you' ve made the contention that if a programis --
becones available at G eenwich Hospital, it will have a
negati ve i npact on the programat Stanford Hospital;
correct?

MR. BAILEY: The assertion in ny

testinony is that any additional applicants who are
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awar ded the programin this geographical area wll have
an adverse inpact on other |ocal providers.

MR, ASHVEADE: But you don't know
the nunbers at this point in terns of the potenti al
| oss of volunme at Stanford Health:; correct?

MR. MONAHAN: |'mgoing to object to
the extent that it calls for specul ation.

MR, ASHVEADE: It didn't. | said he
does not know t he nunbers.

MR. BAILEY: | do not know the
nunbers, and to answer your question would require ne
to specul ate on sonething that |I don't know the answer
t o.

MR. ASHVEADE: You are aware that,
at least since 2013, L & M a facility that we woul d
agree i s geographically isolated, has perforned at
| east 670 el ective procedures; correct?

MR. BAILEY: | would have to confirm
that data. You're stating a nunber that | would not be
famliar with necessarily.

MR, ASHVEADE: (kay.

MR. BAILEY: Do you have information
in the file that we can reference?

MR. ASHVEADE: That's in our file

documents. Let's assune that, for the nonent, that
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that nunber is correct. There's only been two
referrals to YNHH during that tinme period of 2013 to
2019. That sort of information woul d suggest that the
programitself has net all safety requirenents;
correct?

MR. MONAHAN: |'mgoing to object to
the form of the question, because it delves into the
clinical. |[If the question is asking what the guideline
I s, because of the preface in the question about L & M
bei ng an isol ated geographic area, | have no problem
wth the witness answering whether it neets the
gui del i ne or not, based on his non-clinical
under st andi ng.

HEARI NG OFFI CER M TCHELL: Any
response, Attorney Ashneade, before | make the ruling
on the objection?

MR. ASHMEADE: The witness has
testified that he -- in his prefiled testinony that we
shouldn't consider L & M-- strike that.

HEARI NG OFFI CER M TCHELL: Ckay.

MR, ASHVEADE: The w tness has
testified in his prefiled testinony that -- let ne
strike the question all together and nove on.

HEARI NG OFFI CER M TCHELL: Ckay.

MR, ASHVEADE: |In your prefiled
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testinony you rai se concerns --

MR. McKENNAN: Attorney Mtchell,
this is Attorney MKennan.

HEARI NG OFFI CER M TCHELL: Yes.

MR. McKENNAN: Wil e Attorney
Ashnmeade is identifying the next Iine of questioning,
if | could ask a point of clarification with respect to
t he cross-exam nation thus far?

HEARI NG OFFI CER M TCHELL: Yes.

MR. McKENNAN:  One point, to be
clear, and | thought |I heard you answer this way, but,
M. Bailey, | believe you identified that your
testinony does not identify the nunber of patients that
Stanford would | ose as a result of Geenw ch Hospital
adding elected PCl; is that correct?

MR. BAILEY: That is correct.

MR. McKENNAN:  And | believe that
you said that you did not include that within your
prefiled testinony because that woul d be specul ati ve;
Is that correct?

MR BAILEY: Can you please restate
your question, and nake sure | answer it appropriately
and accuratel y?

MR. McKENNAN: |' m aski ng whet her

you stated previously upon cross-exam nation that you
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did not include volune as to patients Stanford may | ose
as a result of this proposal because that woul d be
specul ati ve.

MR BAILEY: No, | don't believe
that's the way | answered the question. | believe the
question answering was | don't have that information
right now and to try to guess or speculate on any data
that | don't have in front of me woul d cause
specul ation on the inpact that | was bei ng asked.

MR. McKENNAN:  But your testinony
does present or argue that our addition of elective PC
woul d i npact Stanford; is that correct?

MR, BAILEY: | believe, to answer
your question, adding any additional programin a
situation where there's a declining national trend on
PCl volunme w |l have adverse inpact on any provider in
t hat geographic area. Regardless of the specifics on
the volune, there's going to be adverse inpact to the
community that we serve because of the qualifications
or the guidelines.

MR. McKENNAN:  Yet you don't
I dentify a precise nunber of patients Stanford may | ose
as a result of Greenwich Hospital serving its patients
| ocally who have chosen Greenwi ch Hospital; is that

correct?
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MR, MONAHAN: |'m going to object.
Asked and answered. This was raised as a point of
clarification, and nowit's becomng, in a way, going
after an answer that apparently is not appreciated by
counsel and has been asked and answered several tines
now.

HEARI NG OFFI CER M TCHELL: Any

response, Attorney McKennan, before | make the ruling?

MR. McKENNAN:  No, | can nove on.
MR. MONAHAN: Just for ny benefit,

are we dealing wwth two attorneys exam ni ng each of our

W t nesses?

MR. McKENNAN:  Attorney Monahan, |'m
asking questions while Attorney Ashneade is gathering
his thoughts to ask further questions. | believe
that's entirely appropriate; correct?

MR. MONAHAN: |'mjust asking if
that's the procedure we're followng. And I'm asking
that of the hearing officer, not you.

HEARI NG OFFI CER M TCHELL: So I'm
going to interject and say that it's okay if Attorney
McKennan is going to ask sone additional questions of
t he wi t nesses.

MR. MONAHAN: Thank you.

HEARI NG OFFI CER M TCHELL: You're
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wel conme, Attorney Monahan.

MR- McKENNAN:. M. Bailey, you
testified that it would be comonsense, | believe, that
our addition of this program or any other program for
that matter, would inpact Stanford Hospital; is that
correct?

MR. BAILEY: You used the word
commonsense which I"'mnot sure it's a defined termthat
| can say this in answer to your question. You're
t al ki ng about commonsense. Wat exactly are you
defi ning as conmobnsense here?

MR. McKENNAN:  Let nme put it
differently. Have you identified any market studies in
your testinony to show there would be an inpact on
Stanford Hospital ?

MR. MONAHAN: Asked and answer ed,
but you can answer.

HEARI NG OFFI CER M TCHELL: | was
going to say I'mactually going to allow that. Can you
repeat what your response was?

MR BAILEY: 1'd be happy to,

Attorney Mtchell. So, no, in ny testinony | do not
I ncl ude any market studies on inpact to Stanford
Hospital on the addition of this program

MR. McKENNAN: Has Stanford Hospital
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prepared any financial analysis to determ ne what the
I npact on its service would be if this service were
offered at G eenw ch?

MR BAILEY: No, we have not
prepared any financial statenents related to this.

MR. McKENNAN: So it's accurate to
say that there's no evidence in the record as to the
role you -- or the financial inpact on Stanford as a
result of this proposal ?

MR. BAILEY: | can state that the
Information that | submtted and can testify agai nst

and confirmthat there is no specific volune inpact

I ncluded in ny testinony related to Stanford Hospital.

MR. McKENNAN:  Just to be clear, the
guestion was there's nothing in the record to show
either a volunme or financial inpact on Stanford
Hospital; is that correct?

MR. MONAHAN. Wit a second.

HEARI NG OFFI CER M TCHELL: Go ahead,
At t or ney Monahan.

MR MONAHAN: |'mgoing to object to
the formof the question, because the testinony -- the
guestion involves nore than just -- it could involve a

broader definition of the financial i1npact on Stanford

Hospi tal because the prefiled testinony tal ks about a
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dilution of quality in relation to nunerous bel ow 200
PCl elective facilities being inplenented in an area
where there is a programlike Stanford Hospital that
satisfies the national guidelines. Now, how that bears
out financially, | think there is a financial inpact,
but the way the question is being franed and the way
the w tness has candidly answered, there's been no

doll ars and cents, but there is indeed a potenti al
financial inpact. So we're spilling into

i nterpretation --

MR. McKENNAN: Attorney Mtchell,
|"mgoing to have to object. Attorney Mnahan is
testifying. |'masking about what's in the record.
And ny point being, with M. Bailey, is that there's
nothing in the record that indicates a nunber of
patients lost or a financial inpact, and | want
clarification on that point.

HEARI NG OFFI CER M TCHELL: |' m going
toallowit, and then | just want a sinple yes or no on
t hat .

MR. BAILEY: To ny know edge, there
I's nothing that we have included in our testinony that
woul d specify specifically.

HEARI NG OFFI CER M TCHELL: At this

point, can we nove on fromthat point?
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MR. McKENNAN: Just to clarify at

that point, M. Bailey nentioned specific nunbers as to

nunbers of patients and financial nunbers; correct?

MR. BAILEY: That is correct.

HEARI NG OFFI CER M TCHELL: | think
that's clear. Can you nove on to the next point?

MR. McKENNAN:  Thank you. M.
Bai | ey, you nentioned that national trends show
declining PCl vol unes; correct?

MR BAI LEY: Correct.

MR. McKENNAN: Are you aware of
state trends in PCl vol une?

MR. BAILEY: | amaware that there
are state trends that would be -- | believe it was
submitted in the application by G eenw ch Hospital,
reference specifically to the national trend.

MR. McKENNAN:  So you are aware of
state trends; correct?

MR. BAILEY: |'maware that there
are state trends related to volunes and PCls in the
st at e.

MR. McKENNAN: Does your testinony
cite state trends?

MR. BAILEY: M testinony does not

cite state trends.

t he
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MR. McKENNAN:  Woul d it be accurate
to say that the trend in the state of Connecticut from
fiscal year '18 to '19 shows an increase in PCl vol une?

MR. BAILEY: Sorry, | cannot answer
your question. | do not have that data in front of ne.

MR. McKENNAN:  But you are generally
aware of state trends related to PCl vol unme?

MR. BAILEY: If | can clarify ny
answer to your question. |'maware that there would be
state trends because the data is available. | do not
have the data in front of ne.

MR. McKENNAN:  You understand t hat
this application is for approval by the State of
Connecticut summarizing, in part, state trends.

MR MONAHAN: |'mgoing to object to
the -- | think it m scharacterizes the application.

HEARI NG OFFI CER M TCHELL: Any
response for that, Attorney MKennan?

MR. McKENNAN: | think the Ofice of
Heal th Care access in the Health System Pl anni ng Unit
Is required to | ook at clear public need within a
community, that comunity being the state of
Connecticut, as well as the surroundi ng service area of
Greenw ch Hospital, and the intervenor is testifying

that he's aware of state trends but is not testifying
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as to where that trend is going, and it's difficult for
me to understand how the intervenor can nmake the claim
as to declining volunme when the trends show t he

opposi te.

HEARI NG OFFI CER M TCHELL: | don't
want you guys to go back and forth over that specific
question. Let nme just ask, Attorney MKennan, if you
can restate the question.

MR. McKENNAN:  We've established
that you're generally aware of state trends related to
PCl; correct?

MR BAILEY: 1'dlike to clarify I'm
aware there would be data avail able to understand state
trends. [|'mnot aware and do not have the data in
front of ne to be able to speak to what those trends
woul d be in the state of Connecticut or any state.

MR. McKENNAN: So prior to filing
your testinony claimng there is a decline in vol une,
you did not review the statew de trends; is that
correct?

MR. BAILEY: That is correct.

MR. McKENNAN:  Woul d you al so agree
that state and local trends are nore inportant or
preci se than national trends?

MR. BAILEY: Unfortunately, as a
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non-clinician, that would really require ne to

specul ate about clinical trends and clinical bases that
|"'mnot well infornmed to be able to answer your

guesti on.

MR. McKENNAN:  So | have to ask the
question again, because | don't believe it's a clinical
question, it's a market volunme question, which your
testi nony speaks to. It should be a fairly
strai ghtforward answer.

Local and state trends are nore
preci se than national trends; is that correct?

MR. MONAHAN: |'m going to object on
two grounds. One is | don't think it's appropriate to
adnoni sh the wi tness about what you believe his answer
and whet her he should be straightforward or not. He's
trying his best to explain an answer.

Second, when the application and the
prefiled testinony of the applicants refers to national
gui del i nes that contain data about a national decline
in PCl volune, | think we're going nowin a direction
where you're trying to separate a state froma national
gui deline that has been utilized by the applicants
t hensel ves. The w tness has answered that he's not
aware of Connecticut trends. | don't know how nuch

cl earer he can be.
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HEARI NG OFFI CER M TCHELL: |'m goi ng
to sustain the objection.

MR. McKENNAN: Attorney Mtchell,
that's not precisely ny question. M question for the
Wi tness is whether |ocal and state trends are nore
preci se and accurate than national trends.

HEARI NG OFFI CER M TCHELL: |' m going
to ask, do you know the answer to that question?

MR. BAILEY: In this situation | do
not know whet her that would be applicable to be nore
precise or not. | don't feel confortable enough to
answer that question.

MR. McKENNAN: Attorney Mtchell, we
have nothing further at this point wwth M. Bailey. W
do have a few questions for Dr. Martin.

HEARI NG OFFI CER M TCHELL: Ckay.
Perfect. Thank you, M. Bailey.

MR. BAILEY: Thank you.

MR. McKENNAN:  Good norning, Dr.
Martin. Attorney McKennan for the applicants. Thanks
for joining us.

DR. MARTIN. Good norni ng.

MR. McKENNAN:  You're an
I nterventional cardiologist; is that correct?

DR. MARTI N: Correct.
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MR. McKENNAN:  You joined Stanford
Hospital in 2015; is that right?

DR. MARTIN: Correct. Yes.

MR. McKENNAN:  And you're an
enpl oyee of Stanford Medical Goup; is that right?

DR MARTI N  Yes.

MR. McKENNAN:  Coul d you tell ne how
many i nterventional cardiol ogists are enpl oyed by your
medi cal group?

DR. MARTIN. There are two
I nterventional cardiologists enployed by our nedical
group, and there are two other interventional
cardi ol ogi sts on staff here who are not enployed.

MR. McKENNAN:  And you were not at
Stanford Hospital when G eenwich Hospital filed its
original CON application for elective PCl in 2012; is
that right?

DR. MARTIN:  Correct.

MR. McKENNAN:  Since your tine in
Stanford your testinony highlights various inprovenents
i n technol ogy, including the cath lab at Stanford; is
that right?

DR MARTI N  Yes.

MR. McKENNAN:  You woul d agree that

one of the reasons for making the inprovenents is to
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| nprove safety and quality of patient care; is that
right?

DR MARTIN  Sure.

MR. McKENNAN:  And you, personally,
performboth primary PCl and el ective PCl at Stanford
Hospital ?

DR MARTI N  Yes.

MR. McKENNAN:  Approxi mately how
many procedures do you do a year?

DR. MARTIN It varies but, on the
average, 100 to 150 PCls a year.

MR. McKENNAN: Al of those
procedures are perforned at Stanford Hospital ?

DR MARTI N  Yes.

MR. McKENNAN:  Woul d you agree that
since you joined Stanford in 2015, quality has inproved
at the hospital over that period of tine?

DR. MARTIN. That's a hard thing to
nmeasure. In terns of quality for -- PCls have been
reasonably safe. Qur quality is neasured in terns of
energency surgery and patient survival. Those nunbers
are varied year to year, so | don't know that | can
cite a neasurable change in quality over ny tine here,
but I would say it's been really excellent throughout

that tine.
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MR. McKENNAN:  So you agree that

quality hasn't significantly decreased at Stanford

Hospital. That's correct?
DR. MARTIN Right.
MR. McKENNAN: |'m assum ng, but

woul d Iike to confirm you noted that all your
procedures are done at Stanford Hospital. That would
mean that you haven't perforned elective PCl at a
facility without cardi ac backup since your tine at
St anf or d?

DR. MARTIN  That's true.

MR. McKENNAN:  So you have no
personal experience over the past five years performng

this procedure?

3

MARTI N. Wi ch procedure?
McKENNAN:  In a facility w thout

3

cardi ac backup.

DR. MARTIN. Right. It's the sane
procedure but, no, I've not perforned it sonmewhere
Wi t hout cardi ac surgery backup.

MR. McKENNAN: But you do agree that
It's the sane procedure?

DR MARTIN It's a reasonably safe
procedure in that it -- routinely when | consent to

patients for the procedure and it's elective, | tell
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themless than 1 percent risk of sonme nmjor
conplications; however, those major conplications are
things |i ke energency surgery, stroke, or death. It's
all relative in terns of what you nean by sane
procedure.

MR. McKENNAN: [t's the sane
procedure, you just happened to not have perforned it
in a facility without cardiac backup in five years; is
that correct?

DR. MARTIN.  Correct, | have not
performed it at a facility w thout cardi ac surgery
backup.

MR. McKENNAN: Have you ever
perfornmed PCl w thout backup?

DR MARTIN. No, all the PCls in ny
career have been at centers with cardiac surgery.

MR. McKENNAN:  You have no

experience providing elective PCIl w thout cardiac

backup?

DR MARTIN  Correct.

MR. McKENNAN:  Your testinony sites
certain national trends with respect to PCl. Wuld you

agree that PCl at Stanford has declined over the past,
say, three years?

DR. MARTI N: | think it's declined
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I n 2020, probably related to Covid, but prior to that |
think there's been sone variation year to year, but |
woul dn't say it's a trend.

MR. McKENNAN:  How nmany PCls did you
performin fiscal year '17?

DR. MARTIN: | don't have that in
front of nme, but | think I have it nearby if you want
me to find the nunbers.

MR. McKENNAN: I f you could provide
t he nunbers show ng the nunber of PCls you perforned in

fiscal year '17.

HEARI NG OFFI CER M TCHELL: |' m goi ng
to object. I'mnot objecting. I'mgoing to interject.
W will decide at the end which docunents, if any, we

need to make a decision, so we're going to ask you to
hol d of f on maki ng agreenments about what shoul d be
provi ded for OHS.

MR. McKENNAN:  Dr. Martin, did you
happen to review the rebuttal testinony filed by the
appl i cants?

DR MARTIN. | read it this norning.

MR. McKENNAN:  And do you have any
reason to dispute that the volune, according to the
Pati ent Census Report of the Connecticut Hospital

Associ ati on shows a decline in PCl volunme at Stanford
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Hospi tal ?

MR. MONAHAN: If you could refer the
W tness to exactly what you're referring to, just so
we're clear on the | anguage.

MR. McKENNAN:  1'1l actually
wi t hdraw t hat question and point the intervenor to page
436 of the Certificate of Need Application.

MR. MONAHAN: Are you tal king about
the original seal and application?

MR. McKENNAN: I'mreferring to
specifically to the Bates stanped nunber applied to the
conpl et eness question response.

MR MONAHAN: If | may have a
noment, Attorney Mtchell, | think I can pull that up.

HEARI NG OFFI CER M TCHELL: Yes.

MR MONAHAN: |'msorry, Matthew.

What page did you say?

MR. McKENNAN: Page 436. Do you
have t he page?

DR. MARTIN | have that.

MR. McKENNAN:  The table on this
page identifies PCl volunme, according to the
Connecticut Hospital Association's Patient Census
Report. Do you have any reason to dispute the accuracy

of this table?
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DR. MARTIN Table 2 here?

MR. McKENNAN:  Correct.

DR. MARTIN: | do. The nunbers for
Stanford Hospital, | believe, are inaccurate.

Particularly the primary PCl nunbers are significantly
hi gher there, and | believe the total PCl vol une
nunbers are al so above what | have.

MR. McKENNAN: So the totals are too
hi gh, but the primary nunbers are too low, is that
correct?

DR MARTIN. Primary PCl vol unes are
al so higher than what | know to be accurate.

MR MONAHAN. May | take a | ook at
the graph, as well, just to understand what the
guestions are about?

HEARI NG OFFI CER M TCHELL: Yes.

MR. MONAHAN: Attorney Mtchell, if
| may make a comment before the question is presented
or attenpted to be answered by the w tness about the
graph that has been referred to.

HEARI NG OFFI CER M TCHELL: Yes.

MR MONAHAN:. This is a graph, it's
a Patient Census Report provided by the Connecticut
Hospital Association. No. 1, it doesn't distinguish

between primary and elective PCl. No. 2, it doesn't




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

apply in the terns with which it categorizes the

vari ous nunbers in the colums for fiscal years. Those
are i nportant because the Stanford Hospital, Yal e-New
Haven Hospital, G eenwich Hospital nmay have internal
nunbers and definitions different than how t he
Connecti cut Hospital Association nethodol ogy cones up
with this graph. So to point to whether this is an
accurate representation of what is internally accurate
here | believe is beyond the scope of this witness's
know edge, unless we had soneone who could actually
under st and what definitions were used to fornulate this
graph and how they correlate what definitions we use in
turn. So, for that reason, | don't think this w tness
Is qualified to comment on the accuracy of that graph.

HEARI NG OFFI CER M TCHELL: Any
response, Attorney MKennan?

MR. McKENNAN:  Attorney Mtchell, |
can restate nmy questi on.

HEARI NG OFFI CER M TCHELL: Ckay.

MR. McKENNAN. Dr. Martin, at this
point in tinme you' re not clear as to the nunber of PCls
you perforned in 2017; is that right?

DR MARTIN. Me, personally, or the
I nstitution?

MR. McKENNAN: The institution.
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DR, MARTI N:
nunmber for you.

VR, Mc KENNAN:

exact nunber for '18 or '19 ei
DR MARTI N:
that. M nunber wl|

in Table 2 here.
MR Mc KENNAN:
have a gener al
| ncreasi ng or decreasing?
DR. MARTI N:
in 2020,
and May and WMar ch,

this year,

there were

control that led to a near eli
MR, Mc KENNAN:
"17 to '19?
DR MARTI N:
year. | would say overall,
flat.

MR.  Mc KENNAN:
testinony states that vol unes
DR. MARTI N:

declining. Certainly in |ocal

changes fromone year to the next.

nat i onal

sense as to whet her

It's certainly decreased.

to ne,

trend if you pick one year to another,

| don't have an exact

You don't have an
t her?
Correct. | can get

be slightly different than what's

| understand. Do you

t hat nunber iIs

| think, as | stated,
In April

ci rcunst ances beyond our

m nati on of el ective PC.

Over the course of

Very little year to
the trend seened
And | believe your
are declining.
Nationally, volunes are
mar kets you' |l see
Even in the

t here
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could be a nove in the opposite direction. That
doesn't align wth being a trend.

MR. McKENNAN:  You woul d agree that
the local trends are probably nore predictive than
national trends?

MR. MONAHAN: (Objection. Predictive
of what ?

MR. McKENNAN:  ['l1 w thdraw

Wuld it be accurate to say that,
despite flat volunme at Stanford Hospital, quality has
| ncr eased?

DR. MARTIN: As | said before,
quality is a hard thing to neasure, but | would say, as
before, it's remai ned excellent.

MR. McKENNAN:  And quality is not
al ways tied to volune; is that correct?

DR. MARTIN:  Wen we | ook at the
gui delines for 2014, they've reviewed all the available
data, had a wi de range of experts in the field who did
correlate that there seens to be a drop-off in quality
when | ess than 200 PCls were perforned at a facility a
year and, to nmy know edge, there's been no study or
accurate consensus since then to say ot herw se.

MR. McKENNAN: | saw that in your
testinmony. If | could refer you to the 2014 SCAI, ACC,
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AHA consensus docunents.

DR. MARTIN: | have that here.

MR. McKENNAN: A coupl e of questions
related to that docunent. One, could you confirmfor
the record that that docunment was prepared in 2014,
thus, it's six years old?

DR. MARTIN: It was published in
2014. | suspect the preparation went back a bit from
that, but it was published in 2014.

MR. McKENNAN: So the data that's
I ncorporated within the production is even nore aged
than the report itself; correct?

DR MARTI N  Yes.

MR. McKENNAN:  And you woul d
acknow edge that that docunent states that in 2014 45
states allowed elective PCl without onsite surgery; is
t hat correct?

DR. MARTIN | believe you.

MR. McKENNAN: | can refer you to
page 2,611, but if you're agreeing, we can nove on.

DR. MARTIN  So agreed.

MR. McKENNAN:  The statenent al so
references a variety of studies and anal yses, and I'm
readi ng on page 2,612, which states that, "There are no

I ndi cations of increased nortality or greater need for
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CABG fromeither primary or nonprimary PCl at sites
w t hout cardiac surgery."” Wuld you agree with that
st at enment .

DR MARTIN. | would agree that
that's there, but | would al so point to page 2,616
where the sane docunent says, this is in paragraph, the
first full paragraph, "An institutional volune
threshold | ess than 200 PCls annually appears to be
consistently associated with worse outcones." To be
cl ear, worse outcones, and what | do, are people having
heart attacks and having cardi ac surgery and die.

MR. McKENNAN: But you acknow edge
that the bullets of evidence shows that there's really
no difference in nortality or need for CABG or prinary
or nonprimary, regardless of the fact that they don't
have onsite backup?

MR, MONAHAN: |'m going to object.

The question calls for a condensation into a singular
opi ni on about a very | engthy docunent that has been
gquoted in several instances by the -- by both the
applicant and by the intervenor. The docunent does
speak for itself, it's in the record, it wll be
reviewed by the Ofice of Health Care Strategy, and the
doctor has just pointed out what he felt was an

| nportant part to answer that question.
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VR. McKENNAN: | can nove on,
Attorney Mtchell.

HEARI NG OFFI CER M TCHELL: Ckay,
Attorney McKennan. Thank you, Attorney Mbonahan.

MR. McKENNAN:  Dr. Martin, you woul d
agree that when the 2012 guidelines cite the 2011
gui deli nes, they stipulated new classification wth
respect to offering PCl w thout cardiac backup; is that
right?

DR. MARTIN  You're just asking if
offering a PCl w thout a cardi ac backup was new? Yes.

MR. McKENNAN:  And was that a
significant change in the clinical practice at the
time?

DR MARTI N  Yes.

MR. McKENNAN:  And is it also
correct that the 2011 guidelines state that elective
PCI m ght be considered in hospitals w thout onsite
surgery if they have planning for program devel opnent,
rigorous clinical and angi ographic criteria for patient
sel ection?

DR. MARTIN:  Yes, and the
I nstitutional and procedural guidelines related to
vol unme and ot her factors.

MR. McKENNAN:  And your testinony
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sites the 2012 consensus docunent which refers to the
2012 AHA policy statenent on PCl. Are you famliar
wi th that docunent?

DR. MARTIN:  Which one?

MR. McKENNAN:  The 2012 AHA policy
statenent on PCl. Page No. 2,615 of the 2012
st at enment .

MR. MONAHAN:. Again, for
clarification, you're referring to the AHA Anerican
Stroke Associ ati on docunent ?

MR. McKENNAN: 2012 AHA Policy
Statement on PCI. The reference is 2,615 of the --

MR. MONAHAN: It's dated March 7,
20127

MR MKENNAN. |['mreferring to a
statenent in the 2014.

MR. MONAHAN: | apol ogi ze. May we
have a nonent to get to the right docunent?

DR. MARTIN  You're saying the 20147

MR. McKENNAN:  The 2014 consensus
docunent, page 2, 615.

MR. MONAHAN: In |ike three
di fferent docunents?

HEARI NG OFFI CER M TCHELL: Do you

need a nonent? That's okay.
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MR. MONAHAN: Just to understand
what docunent we're getting to.

MR. McKENNAN:  If it's helpful, I'm
referring the 2014 guidelines attached to Dr. Martin's
prefiled testinony.

HEARI NG OFFI CER M TCHELL: Thank
you.

MR. MONAHAN: | appreciate the tine
and patience, and we're ready to proceed.

MR. McKENNAN:  And that docunent
provi des two maj or reasons for elective PCI w thout
cardi ac backup; correct? |'m asking because it was
attached to your testinony. | assuned you' d be
famliar with the docunent.

DR MARTIN: I'mfamliar with the
docunent .

MR. McKENNAN:  And one of those
reasons is that PCl w thout onsite surgery is
reasonabl e for providing |ocal care to patients and
famlies who do not want to travel significant
di stances or who have certain preferred | ocal
physicians; is that correct?

DR. MARTIN: That's correct.

MR. McKENNAN:  And do you agree wth

t hat st at enent ?
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DR MARTIN. | do. | agree that
pati ents should have the choice to stay local, if at
all possible, if it can be done safely. For that
reason, we're right here. Seven mles away. | could
hit a golf ball fromny office into Geenwi ch, and
we're happy to allow Yal e physicians to cone here and
performPCl if they want to do so at a facility neets
t he gol d standard gui delines for vol une.

MR. McKENNAN:  And just to be clear,
that statenment identifies two reasons; one being
traveling significant distances, but also the
| nportance of patients having the ability to receive
care from quote, unquote "certain preferred" | ocal
physi ci ans; right?

DR. MARTIN:  Correct.

MR. McKENNAN:  And you agree with
t he second part of that statenent, that it's inportant
that patients have access to preferred | ocal
physi ci ans?

DR. MARTIN. Yes. | think that's
part of the value of our having open nedical staff, is
t hat any physician can cone here and provide care to
their patients in need.

MR. McKENNAN:  Right, but if a

pati ent chooses a physician who is not on the nedical
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staff at Stanford Hospital, you would agree that the
patient's choice of a preferred |ocal physician is
| nportant ?

DR. MARTIN. | think patient choice
I's one factor, but | don't think patient choice should
override safety and best practices when it cones to
neeting deadlines for care.

MR. McKENNAN:  You woul d agree that
care close to hone is inportant? That's right?

DR. MARTIN. | think when possible,
yes.

MR. McKENNAN:  The 2014 consensus
statenent on page 2,616 attached to your prefiled
testinmony cites the 2013 guidelines. Those guidelines
conclude, and this was in 2013, the current -- "In the
current era, volume outcone rel ationships are not as
robust in the past."” Wuld you agree wth that
st at enent ?

DR. MARTIN: Yes. And | said it
previously in the next statenment, which is "However,
the institution of volunme threshold of |ess than 200
PCls annual |y appear to be consistently associated with
wor se out cones. "

MR. McKENNAN:  On page 2,619 of that

sane consensus docunment you cited a statenent that
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speaks to operation of facilities with |Iess than 200
procedures annually that are not serving isolated or
underserved popul ations. |s it correct that that

st atenent does not say these facilities cannot perform
t hese procedures?

DR MARTIN. I'mnot a |awer, but
nmy understanding it's for this office to deci de whet her
t hey can be perfornmed here. The docunent provides
gui dance, but it doesn't say what you can and cannot
do.

MR. McKENNAN:  The docunent sinply
says that those prograns shoul dn't be questi oned;
correct?

DR MARTIN. | see where it says
"questions strongly di scouraged."”

MR. McKENNAN:  And that those
prograns m ght need to be closed, but only if there's
not satisfactory outl ooks; right?

MR. MONAHAN:. Qbjection. Are you
asking if those words are in the docunent?

MR. McKENNAN:  |I'masking if Dr.
Martin agrees with the statenent within the docunent.

DR. MARTIN. | agree that any
| aboratory that cannot neet satisfactory outcone should

be closed. | think that's reasonabl e.
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MR McKENNAN:  So if a | aboratory
perforns | ess than 200 but could maintain satisfactory
out cones, that |aboratory should renain open.

DR. MARTIN. In the guidelines they
recommend that | aboratories that can't neet 200
outcones only be approved -- only be allowed to operate
I f they neet sone other specific need. For exanple,
for access, if they're far fromany other facility,
then -- in that certain circunstance, then, yes, they'd
be allowed to stay open, if they neet all the
st andar ds.

MR. McKENNAN:  So a | ow vol une
provider that neets quality outcones should remain
open?

MR MONAHAN: (nbjection. |It's the
sanme question, and there was an answer given, and | do
not appreciate the fact that the sane question was
answered when the answer was given. |f the doctor
wants to repeat the sane answer to the sanme question
and Attorney Mtchell wants that, then |I have no
obj ecti on.

HEARI NG OFFI CER M TCHELL: Attor ney
McKennan, hel p ne understand the distinction between
t hose questi ons.

MR. McKENNAN: | believe ny question
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was a yes or no question, and the witness did not
answer yes or no.

HEARI NG OFFI CER M TCHELL: Repeat
your question wth regard to -- repeat one nore tine.

MR. McKENNAN:  Would it be

consistent with the guidelines for a | ow vol une program

to stay open as long as they neet satisfactory
out cones?

HEARI NG OFFI CER M TCHELL: 1"
al | ow t hat questi on.

DR MARTIN.  You want just a yes or
no to that?

MR. McKENNAN:  Correct.

MR MONAHAN: |If you can.

DR MARTIN: Yes, the docunment does
specify that patients that are serving underserved
popul ati ons and don't neet the volune standard can
remain open if they neet the satisfactory outcones.

MR. McKENNAN:  Thank you. And you
woul d agree that quality outconmes are nore inportant
t han vol une?

MR. MONAHAN: |'m going to object.

HEARI NG OFFI CER M TCHELL: On what

basi s, Attorney Mnahan?

VMR MONAHAN: | don't understand the
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rel ati onship between a quality outcone and the word
volume. There's no -- the question is which is nore
| nportant, and there's no reasonable correlation

bet ween those two terns. | don't understand what the
guestion neans is what |'m saying.

MR. McKENNAN:  Can | just clarify
that the testinony of the intervenors, that there's no
reasonabl e correl ati on between quality and volune; is
t hat accurate?

DR. MARTI N:  No.

MR. McKENNAN:  So there's no
correlation? Just to be clear.

DR MARTIN. I'msorry, repeat what
| " m answeri ng?

MR. McKENNAN: | believe | heard the
I ntervenor state there was no correl ati on between
quality and volune; is that right?

DR. MARTIN. | didn't say that.

MR. McKENNAN:  Attorney Monahan, |
believe | heard you say there was no correl ation
between quality and volune; is that right?

MR. MONAHAN: | stated an objection.
You can ask a question to the w tness.

MR, McKENNAN:  Dr. Martin, do you

believe there's a strong correl ation between quality
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and vol une?

DR MARTIN: | think -- that's a
difficult question to answer. | think, for sone
things, there clearly is a strong correlation. For
exanple, for heart transplant --

MR. McKENNAN:  We're tal ki ng about
el ective PCl .

DR. MARTIN.  For elective PCl, you
have the docunents, you know that there's correlation;
once you' ve reached a certain threshold, it doesn't
seemto be a strong correlation. Facilities that
mai ntai n over 200 PCls, the rel ationship between vol une
and quality seens |less strong than it has in the past,
but it hasn't been studied well in facilities that
don't neet that standard.

MR. McKENNAN:  And you woul d agree
that, and we may have covered this, but just to be
conpl etely clear, the 2013 guidelines, which were
referenced previously, say the vol une outcone
rel ationship is not robust?

DR. MARTIN: Again, in a facility
where over 200 PCls are done, it does state that it's
known that it's |ess robust than in the past.

MR. McKENNAN: |s there a particul ar

statenent within the guidelines you can point to that

99




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

shows the quality, volunme, correlation is either nore
or less robust for low volune facilities, as conpared
to high volune facilities?

DR MARTIN: In the 2013 document,
It's on page 445, "It's inportant to note that a study
exi sts suggesting that an institutional vol une
threshold I ess than 200 PCls per year appears to be
consistently associated with worse outcones across the
various studies."

MR. McKENNAN:  What was the date of
t he docunent ?

DR. MARTIN: This is fromthe 2013
gui del i nes you were aski ng about.

MR. McKENNAN:.  Attorney Mtchell, |
have a few nore |ines of questions. |'mwondering
whet her we could take a brief break and conme back. |
see the time is now approxi mately 1:15.

HEARI NG OFFI CER M TCHELL: Al
right. Any objection to that, Attorney Mnahan?

MR. MONAHAN:  No objection if a
short break is necessary.

HEARI NG OFFI CER M TCHELL: How nuch
time do you want, Attorney MKennan?

MR. McKENNAN:  Probably 30 m nutes.

HEARI NG OFFI CER M TCHELL: You want
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to take an extended break, because we're probably going
to be back on well after 47

MR. McKENNAN:  Yes, if the
I ntervenor is agreeable.

MR. MONAHAN: There is not an
objection at this nonent but, Attorney Mtchell, if I
just may ask because of scheduling and there are five
W t nesses that | guess | have an opportunity, |'mjust
curious if a half hour extended break is appropriate,
as opposed to a 15-m nute break or 20-m nute break?
Not to shortchange anybody, but just we are really
| ooking at a schedule of finishing this this afternoon.

MR. McKENNAN: Attorney Mtchell, we
we can do 15 mnutes. That's fine.

HEARI NG OFFI CER M TCHELL: So we'l |
take a 15-m nute break and cone back at 1:30. Al
right. [|'ll see you guys then.

(Wher eupon, a recess was taken from
1:15 p.m wuntil 1:31 p.m)

HEARI NG OFFI CER M TCHELL: | give
the floor to you, Attorney MKennan, to continue your
guest i oni ng.

MR. McKENNAN:  Thank you, Attorney
Mtchell.

Dr. Martin, just a few nore
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guesti ons.

|s Stanford affiliated with an
academ c institution?

DR. MARTIN. We have agreenents wth
sone academ c institutions; for one, the teaching
facilities for Colunbia University Medical School, and
we have a partnership also with the Hospital for
Speci al Surgery.

MR. McKENNAN: W th respect to the
cardi ac program does Col unbi a provi de support and
oversight to the cardiol ogy progranf

DR. MARTIN: To a limted extent,
yes. Col unbi a does provide oversight to the cardi ac
surgery programand, to sone extent, to the cardi ol ogy
program

MR. McKENNAN: |s there an
I ntegrated staff between the facilities? Meaning do
staff and physicians go back and forth between the
facilities?

DR. MARTIN. As far as | know, there
Is a heart failure specialist from Col unbia who wor ks
jointly between the two prograns. He's not an
I nterventional cardiologist. There are a couple of
ot her physicians from Col unbi a who have privil eges at

our hospital but do not routinely perform procedures
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her e.

MR. McKENNAN: [|s it correct that
you do not routinely performprivileges at Col unbi a?

DR MARTIN: No, not at all. |
don't have privileges to work at their hospital.

MR. McKENNAN:  The support that you
receive fromColunbia is an overall benefit to your
progrant is that correct?

DR MARTI N  Yes.

MR. McKENNAN:  And the integration
bet ween Col unbia and Stanford is overall contributing
to i nprovenent of quality outcones at the facility; is
that right?

DR. MARTIN. Yes. That's why we
participate init. |It's the benefit of their
physi ci ans.

MR. McKENNAN: Do you share the sane
medi cal record as Col unbi a?

DR. MARTI N:  No.

MR. McKENNAN:  Woul d you agree that
the closer you are integrated with Colunbia in an
academc facility, the better your outcones and quality
may be?

MR. MONAHAN: (nbject to the form of

t he question.
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MR, McKENNAN:  1'Il withdrawit,
Attorney Mtchell.

HEARI NG OFFI CER M TCHELL: Ckay.

MR. McKENNAN:  Are you aware that
Yal e- New Haven Health System has a fully integrated
cardi ac program across all hospitals and health
systens?

DR. MARTIN. |'mnot sure what you
mean by that, but.

MR. McKENNAN: [|'Il take that as
you're not aware of that.

Are you aware that the physicians
that perform PCl here at G eenwi ch Hospital also
perform PCl at other health system hospitals in our
Yal e- New Haven Heal th systenf

DR MARTI N  Yes.

MR. McKENNAN:  Woul d you agree that
Yal e- New Haven Health Systenmis relationship with its
affiliated hospitals is nore integrated than Stanford's
rel ati onship with Col unbi a?

MR MONAHAN: |'mgoing to object to
the formof the question.

HEARI NG OFFI CER M TCHELL: Attt orney
McKennan, do you have any response to the objection?

MR. McKENNAN: 1" 11 w thdraw
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Are you aware that all Yal e- New
Haven Health Systemfacilities are on the sane Epic
medi cal record?

DR. MARTIN: | was not aware of
that, and | have no reason to doubt you.

MR. McKENNAN: |Is it a benefit to
patients choosing to receive care at a Yal e- New Haven
Health System facility, that no matter what facility
they ultimately receive care from those patient
records are on the sane nedi cal record?

MR. MONAHAN:  (Cbj ection, Attorney
Mtchell. It seens to ne that we're striking nowinto
the benefits of a systemor the benefits or pros and
cons of being in a systemthat have nothing right now
to do with the PCl el ective program application before
us.

HEARI NG OFFI CER M TCHELL: Do you
have a response, M. MKennan?

MR. McKENNAN:  Yal e- New Haven is
al so an applicant on the application, and | believe the
I ntervenor nade statenents about the growth of health
systens within the intervenor's prefiled testinony, and
the point of this questioning is to assess the benefits
of health systens with respect to quality inprovenent

at the facilities in our state.
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HEARI NG OFFI CER M TCHELL: |'m goi ng
to sustain that objection.

MR. McKENNAN: A few nore questions.
Your testinony seens to suggest that Wiite Pl ains
Hospi tal and New York Presbyterian Law ence Hospital
offer full cardiac prograns with onsite backup. You
recogni ze that they do not have onsite backup at those
facilities; is that correct?

DR. MARTIN: Yeah. |In ny testinony,
page 4, it says for closer to PCl prograns that they do
provide full service PCl, but | recognize that they
don't have cardi ac surgery backup.

MR. McKENNAN:  Whuld it be accurate
or would you have any reason to dispute that Wiite
Pl ai ns opened its programin 2010 and Law ence opened
Its programin 20157

DR. MARTIN: | have no reason to
di spute that.

MR. McKENNAN:  There's nothing in
your testinony that descri bes when these prograns
opened offering elective PCl w thout onsite backup,
that there was any inpact on Stanford Hospital;
correct?

MR. MONAHAN: | didn't understand --

literally I didn't understand the words. | apol ogi ze.
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| just didn't understand the words.

MR. McKENNAN: | can restate the
guesti on.

Does your testinony identify any
I npact to Stanford Hospital as a result of the opening
of White Plains and Lawence Hospital's programto
offer elective PCl?

DR. MARTIN. | think any busi ness
type questions | would defer to Jonathan on ny end.
For what | do day-to-day, no, it has no inpact.

MR. McKENNAN:  Just to be clear,

t hough, your testinony doesn't cite any statistics that
show any inpact wwth White Plains or Lawence opening
their prograns; correct?

DR. MARTIN. O her than nentioning
that they are local facilities, | don't think ny
testi nony says anything about them

MR. McKENNAN:  Ckay. Thank you.

How far woul d you say Wite Pl ai ns
is from Stanford Hospital ?

DR. MARTIN. That | don't know
of f hand.

MR. McKENNAN: Does about 15 miles
sound correct? Can we stipulate to 15 mles?

MR. MONAHAN: |'mgoing to object.
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| think there was testinony in the --

HEARI NG OFFI CER M TCHELL: 1"l just
turn it over to you, Attorney Monahan. Are you wlling
to stipulate the 15 mles?

MR. MONAHAN: W' re tal king about

the 15 m | es between where to where? [|'msorry.

MR. McKENNAN: Between Wi te Pl ai ns

Hospital and Stanford Hospital.

MR. MONAHAN: | have no basi s,
candidly, for stipulating whether it's 15 or 14 or 13
or 17. | apologize. | have no objection to any type

of late file that has an appropriately based m | eage

that we can agree on that cones off of the --

MR. McKENNAN:.  Attorney Mtchell, |

can nove on. Sorry.
HEARI NG OFFI CER M TCHELL.:
MR. McKENNAN:  The questi

Ckay.

onis are

you aware of any inpact to Stanford Hospital when Wite

Pl ai ns Hospital opened it's elective PCl program

wi t hout cardi ac backup in 20107

DR MARTIN. |I'mnot aware of any

such thing.

MR. McKENNAN: [|s it accurate to say

you're al so not aware of any inpact to Stanford

Hospital as a result of Lawence Hospital

opening its
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programin 20157

MR. MONAHAN: |'m going to object.
What kind of inpact? Are you talking about inpact on
hospital finances, inpact on quality of care, inpact
on -- I'mnot sure | understand the question.

MR. McKENNAN: | can restate.

Are you aware of any inpact in terns
of lost volune to Stanford Hospital as a result of
Lawr ence Hospital opening its facility in 2015 to
performelective PCl w thout cardiac backup?

DR. MARTIN. | don't know the answer
to that.

MR. McKENNAN: Are you aware of any
financial inpact?

DR. MARTIN: | don't feel able to
answer that one.

MR. McKENNAN: | believe your
testinony states that the only way for G eenw ch
Hospital to achieve its volune projectionis to
redirect patient volunme from Stanford Hospital, and
there would be no public benefit. |s that your
testinony?

DR. MARTIN: | believe that was in
Jonat han's testinony, but can you point out the part

that we're referring to?
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MR. McKENNAN: | can w thdraw t he
guestion and nove on.

Are you aware that the CON
application does not project any shift in volune from
Stanford Hospital to G eenwi ch Hospital ?

DR. MARTIN: | believe that's in the
application, yes.

MR. McKENNAN: And | believe I asked
this question of M. Bailey, but to confirmwth Dr.
Martin, is it accurate that your testinony does not
I dentify the nunber of patients that may be i npacted
and shi pped from Stanford to G eenwich as a result of
this proposal ?

DR. MARTIN  Correct.

MR. McKENNAN:  Your testinony al so
doesn't identify a financial inpact either; correct?

DR. MARTIN:  Correct.

MR. McKENNAN:  Woul d you agree that
there's a certain nunber of patients in our | ocal
geogr aphy that choose G eenwi ch Hospital and Yale for
cardi ovascul ar care?

DR MARTIN. | think clearly there
are patients who choose to see nultiple different
doctors, including Geenwi ch Hospital and Yal e Cardi ac

Care.
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MR. McKENNAN:  And the only way for
those patients to receive elective PCl fromtheir
chosen provider on the sane nedical record is to travel
to Bridgeport or Yal e-New Haven; is that correct?

DR. MARTIN: | don't think the
patients really care about their nedical record, but in
the current environnent, their doctors don't have
privileges here because they haven't asked for them
And then, yes, to stay on the sane nedical record, if
that's inportant for the patient, they'd have to go to
Bri dgeport or Yale.

MR. McKENNAN:  And there's a benefit
to academ c affiliations; correct?

MR MONAHAN: |'mgoing to object to
"a benefit."

MR. McKENNAN: | believe earlier Dr.
Martin stated that the affiliation with Col unbia was
I ntended to inprove quality. You would agree that
academ c affiliations generally would inprove quality
of care?

DR. MARTIN  You know, as |
mentioned nultiple tinmes, the quality for what | do is
a difficult thing to neasure because bad outcones are
rare but, yeah, the point of being affiliated with a

surgery center, academ c nedical center, is totry to
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| nprove quality.

MR. McKENNAN: [|s it accurate to say
that patients would benefit frombeing able to receive
el ective PCI fromtheir physician of choice at their

facility of choice?

DR. MARTIN: | think that's
specul ati ve.

HEARI NG OFFI CER M TCHELL: |' mj ust
going to -- at this point l'mgoing to interject, and

the reason why I'mdoing this is kind of in the
Interest of tinme, but when I"'mlistening to the Iine of
gquestioning, it sounds like you're trying to get the

I ntervenor to say sone of the things that you said
about quality and access and everything in your own
application, and | have heard the testinony from your
W tnesses, |'ve read the testinony. You're probably
not going to get themto admt that the sane nedi cal
record is beneficial. You know, if there's anything

el se new or different that naybe you have in terns of
guestions that mght alert us to new information, that
woul d be hel pful, but it kind of seens |like, at this
point, | don't know if the questions that are being
asked are that productive in terns of hel ping us nake a
deci si on.

MR. McKENNAN: Attorney Mtchell,

112




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

just a few nore questions and | can close. | have no
| ssue doi ng that.

Dr. Martin, would you agree that
It's a benefit to patients not to incur transfer costs
as a result of receiving care locally?

DR. MARTIN: | would say avoiding
any costs is a good thing for patients.

MR. McKENNAN:  Ckay. And you woul d
al so agree that patient choice is an inportant
consideration as to where patients receive healthcare
services?

MR. MONAHAN: |'m going to object.
We did go over this ground before the break.

MR. McKENNAN: Attorney Monahan, |
think it's in the record. W can nove on. | agree.

HEARI NG OFFI CER M TCHELL: Thank you
bot h.

MR. McKENNAN:  Attorney Mtchell, |

bel i eve that cl oses our cross-exam nation of the

| nt ervenor.

HEARI NG OFFI CER M TCHELL: Ckay. So
| do thank you for your questions. | thank both of the
I ntervenor's witnesses. |I'mgoing to turn it over to

Attorney Monahan for questions for the applicant's

W t nesses.
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MR. MONAHAN: Thank you. | would
|i ke to ask questions of Mss D ane Kelly who was, |

believe, the first wtness.

M5. KELLY: [I'mall set. D ane
Kel ly.

MR. MONAHAN: Hello, Mss Kelly.
How are you? |'m Pat Mnahan, as you know, and |
represent Stanford health. |1'mgoing to ask you a few

qguestions about your testinony and then about the
remar ks you nade here today.

In your -- first of all, |
appreci ated your commrent in your opening and if |I'm
correct, and correct ne if I'mwong, you stated that
you enjoy a good col |l aboration with Stanford Heal t h,
especially during this Covid 19 period that we've all
unf ortunately been goi ng through.

M5. KELLY: Yes, | did. | was able
to establish a very good working coll aborative
relationship with Jonathan. It was our first tine that
we worked together. As we all do in healthcare, we
have very nuch a very conmpn purpose, So.

MR. MONAHAN:. | appreciate that, and
you' ve taken the next question out of ny nouth. The
hospitals, in general, try to work together for the

benefit of the patient good; correct?
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MS. KELLY: Correct.

MR. MONAHAN: I n your testinony, you
have stated that your two prinmary areas are Fairfield
County in Connecticut and Westchester County in New
York:; correct?

MS. KELLY: Yes.

MR. MONAHAN: And in both of those
| ocations there already exists elective PCl prograns
wi th surgical backup; correct? One in Stanford
Hospital and one at Wstchester Medical Center;
correct?

MS. KELLY: Yes.

MR. MONAHAN: You are aware of one
of the critical elenents of the office that the
| egi sl ature has inplenented in our CON statute of there
being a clear public need before a new nedi cal service
woul d sinply be placed in an area if there is no void
to fill; correct?

M5. KELLY: | have read that.

MR. MONAHAN:. Ckay. So right now
you do acknow edge that in your |ocale you have two
el ective PCl prograns that do performnore than 200 PCl
cases at their facilities in your service area;
correct?

MS. KELLY: Correct.
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MR MONAHAN: In your witten
testinmony you al so highlight Geenwich Hospital's
comm tnent to service excellence; correct?

MS. KELLY: Correct.

MR. MONAHAN: As the president of
G eenwi ch Hospital, do you recogni ze and encourage t hat
that comm tnent to service excellence involves
conti nui ng study and understandi ng of reconmended best
practices fromauthoritative sources in clinical areas,
such as the Anerican Heart Association, Society for
Car di ovascul ar Angi ography and Interventionalists, and
the Anmerican Coll ege of Cardi ol ogy Foundati on?

M5. KELLY: | do, especially wth
t he enphasis on continuing. Every year we |earn nore
and we have additional updates, so that is the Hall nark
of what we do is continuously |ooking at the best
practices. They're not always the sane from one year
to the next. W evolve, fortunately, in healthcare.

MR, MONAHAN: | couldn't help on the
key word that you said that they're about best
practi ces, because especially in the area of cardiac
care, as we heard from or at least as | heard in
testinony, cardiac care, if you're heading toward a
better outconme, you're heading toward a better outcone

for the patient. |If you' re heading toward a worse
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outcone, that, in many cases, that worse outcone could
mean death; correct?

MR, ASHVEADE: (Obj ection.

MS. KELLY: Can you -- |'mnot sure
what the question was.

MR. ASHVEADE: (bjection to the form

of the question. | don't know what that --

M5. KELLY: | don't even know what
t hat was.

HEARI NG OFFI CER M TCHELL: |' m goi ng
to ask -- do you have any response to the objection on

the formof the question, Attorney Mnahan?

MR. MONAHAN: | was just asking if
the president of Geenwi ch Hospital recognizes that a
wor se outconme for a cardiac patient can |ead to death.

MR. ASHVEADE: She's not a

physi ci an.

M5. KELLY: |1'mnot going to answer
t hat .

(Unintelligible crosstalk.)

MR. MONAHAN: If you can't answer
the question, ['ll nove on.

HEARI NG OFFI CER M TCHELL: [I'Ill nove
on. Just for future consideration, if there's anything

that you don't know or you feel |ike you don't have the
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expertise about, it's okay to say that.

M5. KELLY: Thank you.

MR MONAHAN: Also, in your witten
testinony, you do refer to the programat Law ence &

Menori al Hospital; correct?

MS. KELLY: Yes.
MR. MONAHAN: |Is that a yes?
MS. KELLY: Yes.
MR. MONAHAN:. And, of course,

Law ence & Menorial Hospital is within the Yal e- New
Haven Heal th Systenf

M5. KELLY: Correct.

MR. MONAHAN: And you recogni ze,
don't you, that the decision to permt Lawence &
Menorial Hospital was granted to allow themto do their
el ective PCl w thout surgical backup because of their
geographic isolation fromthe closest hospital, which
woul d be over 40 mles away, wth surgical backup;
correct?

MR. McKENNAN:  Attorney Mtchell,
|"mgoing to object. There are a variety reasons, and
the formof the question identifies one reason, and |
think the record speaks for itself.

HEARI NG OFFI CER M TCHELL: Att or ney

Monahan, any response to the objection?
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MR MONAHAN: If | may, I'd like to
read the exact reasoning in the discussion for the
granting, if | may, to see if that hel ps the w tness
understand or refute ny question.

HEARI NG OFFI CER M TCHELL: |'11
allowit. Hopefully, it's not over a page.

MR MONAHAN: It's only a couple of
sentences. |t's one paragraph of three sentences, t
be exact. |I'mreading fromthe discussion in the fi
deci sion of the Lawence & Menorial decision, Docket
No. 1231768.

MR. McKENNAN:  Stop. Attorney
Mtchell, I'"'mgoing to object. Can you identify the
page of the decision?

MR. MONAHAN. Page 12 of 16.

MR. McKENNAN: |Is that wthin the
prefiled testinony of Mss Kelly?

MR. MONAHAN:. Yes. Well, it is --
Mss Kelly is referring to the Lawence & Menori al
program and | amreferring to the Lawence & Menori
program whi ch has been asserted throughout your
application, and if -- given what Attorney Mtchel
just said | may do, I'd like to proceed to read the
t hree sentences.

M5. KELLY: Can | ask a clarifying

o

nal

al

has
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guestion, please?

HEARI NG OFFI CER M TCHELL: Hold on
one nonent. Let's just back up. Wth regard to the
obj ection, let nme just ask, the purpose of the
guestion, Attorney Mnahan, is what?

MR. MONAHAN: The purpose of the
question is to show that the Lawence & Menori al
situation is very different fromthe G eenw ch PCl
application that they keep referring to as a conparabl e
situation. The purpose is to show that the decision in
the Lawence & Menorial decision was abiding by the
gui del i nes where there was an isol ated geographi c area,
and it is spelled out crystal clearly in the discussion
of the L & Mdecision. So for the applicants to throw
L & Min alnost all the prefiled testinony throughout
their application and yet object to ny reciting the
prem se of that decision, to ne nakes no sense.

HEARI NG OFFI CER M TCHELL: Let ne
just ask, Attorney McKennan and Attorney Ashneade, is
Mss Kelly, is she the best person to respond to any
gquestions specific to the L & M deci sion?

MR. ASHVEADE: | don't think she is,
and the fact is that you've taken adm nistrative notice
of the decision, so | don't know why he needs to read

that decision to this w tness.
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HEARI NG OFFI CER M TCHELL: Al
right. So let ne just ask is there anybody that you
have that's a witness that mght be able to answer the
guestion about the rationale for the decision and the
di stinction between that decision and the application
that's before OHS?

MR. McKENNAN:  Attorney Mtchell, |
bel i eve that would be a legal interpretation and not a
clinical or operational interpretation, and that should
best be left to the agency.

HEARI NG OFFI CER M TCHELL: Let ne
just ask, throughout the -- because | did note it as
wel |, so throughout the prefiled testinony, there are
references to L & Mand to their program and to what
extent are those references conparable to the facts in
the application with regard to G eenw ch? 1'm asking,
actual ly, counsel that question.

MR. MONAHAN:. If you're asking --

HEARI NG OFFI CER M TCHELL: Not you,

At t or ney Monahan.

MR. MONAHAN: | apol ogize. |I'm
sorry. Wth your face on the screen | ooking at ne, |
t hought you were asking ne. |'msorry.

MR. McKENNAN: | think the point

being if there are questions about the particul ar
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programand it's relationship to Yal e-New Haven, those
are appropriate, and we are prepared to answer, but if
It's a question as to the | egal decisionnaking of the
agency, those are outside the scope of the clinicians
and operators here. Those are the agency's
det er m nati on.

HEARI NG OFFI CER M TCHELL: So here
Is the question | have again for counsel. | just want
to make sure that | understand, and | just want to nake
sure that the record' s conpl ete.

There are a nunber of instances
where there is sone discussion about L & M's program
and how wel|l they've done since the inception of that
program and | think that what |'m hearing from
Attorney Monahan is that he is basically saying that
t he reason why that programwas granted to L & Mis a
little bit different than, you know, what's before us
today. |'m asking counsel, you know, to what extent is
t here any agreenent about that, so that we can proceed
with the questioning on it.

MR. McKENNAN: | think the record
speaks for itself.

MR MONAHAN.  Well -- I'msorry. |
don't want to speak out of turn.

HEARI NG OFFI CER M TCHELL: |'m
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actually going to allowit. Attorney Mnahan, do you
have a response to that?

MR MONAHAN: | do. It is a
clinical question, and if Mss Kelly truly cannot
answer that question, then, as president of the
G eenwi ch Hospital, I wll ask the clinician, because
that guideline is in every single guideline about the
geographic isol ation exception that applies to L & M
So to say that it's a legal conclusion when it is
enbodied in the very clinical guidelines cited by
applicant, | believe is incorrect, and | can address it
with the clinician.

HEARI NG OFFI CER M TCHELL: Let ne
just ask one other question, just for the sake of just
maki ng sure that we keep the -- you know, that we
don't, you know, muddy the water, so to speak.

At torney McKennan and Attorney
Ashneade, are you asserting in any way that this
specific application relates to the argunent that
Greenwi ch is geographically isol ated?

MR. ASHVEADE: W have not nade t hat
argunent. | think we are focused on L & M s experience
to denonstrate | ow volunme institutions can maintain
their quality over a period of tine, and that's the

been the reference and not to the geographic isolation.
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HEARI NG OFFI CER M TCHELL: Attorney
Monahan, does that assist in any way in terns of the
guestions that you were asking wth regard to the
conpari son of the facts of that case and the outcone of
that case and the facts of this case?

MR. MONAHAN: Yes. | see that as an
adm ssion that they -- that there is not a conparison
to be nade between L & Mand this G eenwi ch application
because the granting -- the premse of the L & Mwas
the satisfying of the condition of isolation,
geographic isolation, which, by the adm ssion of the
applicants here, does not apply to Geenwich. So wth
that stipulation, |I'mprepared to nove to the next
guesti on.

HEARI NG OFFI CER M TCHELL: | just
want to nmake sure that we have it very clear, attorneys
for the applicants, what | asked was, specifically, are
you asserting that there is geographic isolation in
this specific application? That was the only thing. |
wasn't tal king about any of the other quality netrics.
| s that what you're saying? Because | don't want to
put words in your nouth that weren't in the
application, so | want to nake sure that that's crystal
cl ear.

MR. McKENNAN:  We are not asserting
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geographic isolation, yet using Lawence & Menori al
Hospital as a primary exanple of a programthat has
great quality outcones over many years w thout onsite
backup proving changes in the evolution of a practice
over tinme wwthin the health system

HEARI NG OFFI CER M TCHELL: Att or ney
Monahan, any response to that?

MR. MONAHAN: |'m prepared to nove
on to ny next question.

HEARI NG OFFI CER M TCHELL: Sounds
good. Thank you.

MR. MONAHAN. M ss Kelly, in your
witten testinony beginning at the bottom of page 3 and
novi ng over to page 4, there is discussion of the track
record of success offering elective PCls without onsite
cardi ac surgery, at |east what you're proffering is at
L & M Geenwich Hospital, the Heart Vascul ar Center,

If I"musing that acronymcorrectly, the |eadership
devel oped careful analysis in a "clinical growth plan."
Am | correct in referring you to your reference to

"clinical growth plan," that enconpasses this desire to
get Geenwi ch Hospital to have an elective PCl wthout
surgi cal backup?

M5. KELLY: |'mjust looking. |If

you can give ne one nonent, please.
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HEARI NG OFFI CER M TCHELL: It seens
they' re confused about where that's | ocat ed.

MR. MONAHAN:. The top of page 4, the
second i ne.

(Unintelligible crosstalk.)

M5. KELLY: [I'mjust |ooking to nake
sure, because what | prepared in witing today and what
was submtted to you, | don't see the reference to

clinical growth plan.

MR. MONAHAN: |'m | ooki ng at what
you prefil ed.

M5. KELLY: Yes, that's what I'm
| ooki ng at.

(Unintelligible crosstalk.)

M5. KELLY: | want to nmake sure |'m
answering to the right docunent. |'mpretty precise in

remenbering what | said, and | guess not. On page 2,
on page 3?

MR, ASHVEADE: On page 2.

M5. KELLY: Are you |ooking at yours

or m ne?

MR MONAHAN: If it hel ps you,
can -- it's dated Septenber 30th, it's your prefiled
testinmony, it's -- there's a sentence that begins on

the bottom of page 3 that says, "Wth this strong
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i nfrastructure in place," and then it carries over to
some nore words, that include the dinical Gowh Plan
that | referred to.

(Unintelligible crosstalk.)

M5. KELLY: | don't have it in front
of me, but why don't you ask the question again and
"1l use ny nenory as a reference.

MR. MONAHAN:. Sure. | shoul d have
t hought of that nyself. |In your testinony you do speak
about the excellence and the significance of the
Yal e- New Haven Heart and Vascul ar Center, HVC, and you
goon, as | read this, to interpret it as part of a
strong infrastructure, and after careful analysis
coming up wwth a dinical Gowmh Plan that now invol ves
I ncluding elective PCl at Geenwich Hospital w thout
surgi cal backup. Am/| correct that that is what you
are inparting to the Ofice of Health Care Strategy as
part of the Cdinical Gowth Plan of HVC?

M5. KELLY: That's correct.

MR. MONAHAN: Now, bei ng aware that
we are in Connecticut, which is a CON state, you
recogni ze, don't you, or tell nme if you disagree, that
the fact that a successful system |ike Yal e-New Haven
Health System and its growth plans throughout the

state, in whatever direction in the state, is not in
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any way to conprom se the statutory factor requirenent
of clear public need; correct?

MR. ASHVEADE: Objection. | nean, |
think the use of the word "growth plan" is nmaybe
different fromfinancial grow h.

MR. MONAHAN: |'Il repeat the
question and nmake it sinple.

Per your public need, one of the
primary requirenents in our CON statute, it applies to
Greenwi ch Hospital and it applies to Yal e-New Haven
Heal th System no matter how expansive or excellent
your growt h plans nmay be; correct?

MR. ASHVEADE: Again, | don't know
what you nean by "growth plans.” |Is this clinical
growth or --

MR. MONAHAN: These are your words
I n your testinony.

M5. KELLY: May | give you an
interpretation of Cinical Gowh Plan from how we | ook
at it?

MR. MONAHAN: If you can't answer
the question | asked, you can go ahead. I'mwlling to
entertain what you have to say.

M5. KELLY: Thank you. The di nical
Gowh Plan is built on expanding high quality care to
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those that we are commtted to, and in this particular
pl an what we are doing is trying to bring excellent
providers to the community and being part of a

conpr ehensi ve system where we have a shared nedi cal
record, positions of high quality, and nanage through a
conti nuum of care so it's not isolated to heart and
vascular care. [It's a continuumof care provided to
our patients. Gowth and enhanci ng our services, not
so nmuch growng in the idea of volune, if you wll.

MR. MONAHAN.  And with that plan in
m nd, you, Yal e-New Have Health System and your Heart &
Vascul ar Center, you all still are subject to the clear
public need and requi renent of the Connecti cut
statutes. You recognize that; don't you?

M5. KELLY: Yes, | do.

MR. MONAHAN:  You al so recogni ze
that you are subject to the Connecticut statew de
Health Care Plan Facilities and Services Plan; correct?

MS. KELLY: Correct.

MR. MONAHAN: And have you read that
docunent as it pertains to cardiac conditions in
preparation for this hearing?

M5. KELLY: No, | have not
personal ly read that docunent.

MR. MONAHAN: I n your testinony, and
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I f you end up getting your testinony, you can let ne
know t hat because, otherwise, I'll try to get you to --

M5. KELLY: |'m not sure which
you're referring to.

MR MONAHAN: Okay. |I'mlooking in
your witten testinony, near the end of your testinony
where you state that, and |'ll read the sentence for
you, it says, "This service addition," and if the
service addition you're tal king about is the elective
PCl program at issue here, "would benefit all G eenw ch
Hospital patients, patients of the relatively new
Putnam facility nmentioned previously, receiving
treatment for advanced cardi ac conditions that
routinely require access to elective PCl could take
confort know ng that the care needed be pursued locally
with the sanme physician in the same coordi nated health
system"™ Do you recognize that statenent as yours?

M5. KELLY: | don't have it on what
| submtted, but | certainly agree and recogni ze that
statenment as sonething that | would say. | think
that's fair.

MR. MONAHAN: As you established at
the very beginning of this, the -- if a physician were
to choose to apply for nedical staff privileges at

Stanford Hospital -- | see you shaking your head,

130




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

but --

M5. KELLY: |I'mjust trying to
l'i sten.

MR MONAHAN. Ckay. |f a physician,
one of your successful and excellent operators, were to
apply for privileges at Stanford Hospital, that
el ective PCl with surgical backup could be pursued
| ocally by patients who want to choose that particul ar
cardi ac physician; isn't that correct?

M5. KELLY: Can you say it one nore

time? |'msorry.
MR, MONAHAN:  Sure.
M5. KELLY: | apol ogi ze.
MR MONAHAN. A patient wll often
go to their cardi ol ogist and say doctor, | want you to

take care of ne. A cardiologist applies for privileges
at Stanford Hospital right now, which is 7 mles away
fromyou, to do an elective PCl with surgical backup,
isn't it so -- and is granted privileges, and isn't it
so that that cardiologist could say to that patient,
yes, we could do that locally right here in Stanford, 7
mles away from G eenwich Hospital. 1Isn't that the
case?

M5. KELLY: It is the case, but they

woul d not have the benefit of having all of their
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I nformation in one electronic nedical record, and |
know sonebody stated that's not inportant, but it is
I nportant for healthcare professionals and actually for
our governnment to see that it's a priority, so |
couldn't answer w thout adding that.

MR. MONAHAN: Ckay. Assum ng that
we were to, if the hospitals that you say coll aborated
so well in connection with Covid, could collaborate as
wel | in comrunicating appropriate nmedical records wth
each other for the best interest of a patient, assum ng
that you are capable of doing that wth Stanford
Hospital, isn't it the case that you can still provide
a patient local service with a PCl el ective program
with surgical backup at Stanford Hospital ?

MS. KELLY: That's correct, but it's
a big assunption, and at the end of the day | do
bel i eve patients have choice, and | think that matters.
So if the patient said no, Doctor, | want to go to
Stanford, not Geenw ch, we would not object to that.
But | do believe it's a choice, and we do have patients
that say | prefer to stay here at Geenwich. It does
matter, and | think it matters clinically. Patients,
how they're perceiving and receiving their care is very
| nportant, and we should not mnimze it.

MR MONAHAN: And, believe ne, |'m
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not a doctor and |I'm not di m nishing patient choice,
and | heard Dr. Martin tal k about how patient choice is
certainly an inportant factor, but in the interest of
the clinical guidelines that have been quoted over and
over, which |I'mnot going to repeat, and the benefit of
havi ng surgi cal backup, even in that very rare instance
where it could nean the difference between |life and
death, | believe that ny question is would a patient
normal |y, who entrusts this serious condition in the
cardi ac physician of their choice, typically follow the
recomendati on of that cardiol ogist?

MR. ASHVEADE: Objection. | nean --
obj ecti on.

M5. KELLY: | can't really --

HEARI NG OFFI CER M TCHELL: Hold on
one nmonent, Mss Kelly. Wat's the objection, Attorney
Ashneade?

MR. ASHVEADE: He's asking a
clinical question to a non-clinician. How would she
know what a patient would normally do?

HEARI NG OFFI CER M TCHELL: It may be
best for you to ask that to another w tness, Attorney
Monahan.

MR. MONAHAN: Certainly. [|'Il nove

on. Yes.
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Well, we know, based on your
application, Mss Kelly, that you don't send patients
to Stanford Hospital, that you -- patients who are in
need of an elective PCl, you transport them very
often, to Yal e-New Haven Health in New Haven, which is
soneti nes, depending on traffic, 60 m nutes away;
correct?

MR. ASHVEADE: (bjection. There's
no factual predicate for the assunptions in the
guestion. 60 m nutes away. You know, he's not
establ i shed how we transport patients.

HEARI NG OFFI CER M TCHELL: |' m goi ng
to sustain that, Attorney Monahan.

MR MONAHAN: Okay. |'Il just,

w t hout getting into the m nutes and everythi ng, but
it's clear that you've nmade it clear in your
application that the patients are transferred within

t he Yal e-New Haven systemto either Bridgeport Hospital
or to Yal e-New Haven Hospital; correct?

MS. KELLY: Correct.

MR. MONAHAN: | have no ot her
guestions of Mss Kelly.

HEARI NG OFFI CER M TCHELL: Thanks,

M ss Kelly.
MR. MONAHAN: May | question Dr.
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Howes?

MR, ASHVEADE: Yes.

MR MONAHAN. Hello, Dr. Howes. My
name i s Patrick Monahan, and |I'm also going to ask you
sone questions about your testinony.

MR, ASHVEADE: Before you proceed,

It seens like Mss Mtchell's Zoom picture has gone

off. |Is she still present?
HEARI NG OFFI CER M TCHELL: |I'mstill
here. | just had to stand up for a second.

MR. MONAHAN: One of the points nmade
I n your testinony, Doctor, is the, and |I'm | ooking at
the page 7 of your testinony, your prefiled testinony,
that the lack of elective angioplasty --

DR. HOAES: Maybe your printer and
our printer is different. | only have five pages in
the prefiled testinony.

MR. MONAHAN: Fair enough. That
does happen. | am|looking at the -- you have bull et
points of 1, 2, and 3?

DR HOWES: Yes.

MR. MONAHAN: And then after that
you have a paragraph, and the next paragraph that
starts wwth "The | ack of elective angi opl asty at

Greenw ch Hospital is also" -- do you see that
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par agr aph?

DR. HOAES: Yes.

MR. MONAHAN: Yes. You say that
currently Greenwi ch Hospital patients nust be
transferred or referred to other hospitals for elective
angi opl asty procedures, even though there are, and |I'm
par aphrasi ng, cardiol ogi st and catheterization |ab
staff support on site, and Greenwi ch Hospital is
avai | abl e 24 hours a day providing needed care.

As | nentioned before in Mss
Kelly's testinony in one of ny questions, you say many
of those patients are transported to Yal e-New Haven
Hospital or Bridgeport Hospital for their treatnent by
the sane Yal e School of Medicine's physicians fromwhom
t hey woul d have received the care at G eenw ch
Hospital; correct? Do you see that?

DR. HOWES: Yeah, | see it.

MR. MONAHAN:. |Is there anything
preventing those physicians who are perform ng those
procedures at Yal e-New Haven Hospital or Bridgeport
Hospital from applying for privileges at Stanford
Hospital where there is, 7 mles away from Stanford,

t he emergency backup?
DR HOWNES: Yes. | feel very

strongly that there is and that's the quality of care
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of an HVC system W are a fully integrated health
system Dr. Vel azquez, the chief of Yale School of
Medicine, is at Yale overseeing 100 physicians. |
speak wwth himon a daily basis. W comunicate every
week as the chief of the satellite hospital in his
program The staff at the Yale cath | ab works under

t he exact sane protocols that they work at L & M St.
Raphael 's, which we haven't discussed, and G eenw ch.
It's a fully integrated system To ask ne or one of ny
col l eagues to go to do a procedure at Stanford Hospital
I's, you know, asking soneone to drive soneone else's
car. You know how to drive, but you never drive it as
well as you drive the things that you're famliar wth.
| think to think that we just junp to another hospital
and anot her system and be able to do the sane care is
fundanentally flawed, and this gets to your point about
t he gui delines tal king about institutional volunme and
operator volunme, and there is nuance between those two
t hi ngs, but our institutional volune is maintained by

t hese connections. Qur nursing staff in G eenw ch
Hospi tal are Yal e-New Haven heart and vascul ar nurses.
They go to Yal e-New Haven for routine proficiencies and
upgrades on training. It's a very different system
than having a | oose affiliation wwth Colunbia. It's a

conpletely different program
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MR, MONAHAN: |Is it your position
that you will refuse to allow your physicians to apply
for privileges at Stanford Hospital ?

MR, ASHVEADE: (Obj ection.

MR. MONAHAN: That's a fair
question, based on that answer.

MR. ASHVEADE: That was not his
t esti nony.

MR. MONAHAN: But it's a question.

I n your position, are you saying --

HEARI NG OFFI CER M TCHELL: |'m goi ng
to I et himanswer.

DR. HONES: Pl ease restate the
guesti on.

MR. MONAHAN:. Are you stating on the
record that you refuse to permt Yal e-New Haven Heal th
System car di ol ogi st physicians to apply for privil eges
at Stanford Hospital to performelective PSI with
surgi cal backup when they may believe they have the
best interest of their |ocal patient involved?

DR HOANES: No. 1, | don't enpl oy
any cardiol ogists, and | have no control over who works
where or who applies where, and | certainly would not
restrict anybody, any physician to choose where they

want to work or practice.
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MR. MONAHAN: I n your testinony you
state that "No inpact is expected on existing provider
vol unes at ot her Connecticut hospitals in the G eenw ch
Hospital service area due to the established referral
patterns for those patients.” Do you see that
sent ence?

DR. HOAES: Point it out to ne
agai n? Wi ch paragraph?

MR MONAHAN: It's in the sane
par agraph we were readi ng.

DR. HOAES: Repeat the question?

MR MONAHAN: |'masking if you see
the sentence that says, "No inpact is expected on
exi sting provider volunes at other Connecticut
hospitals in the G eenwich Hospital service area due to
the established referral patterns for these patients.”
Do you see that sentence?

DR. HOWES. | do.

MR. MONAHAN. Ckay. In the
Greenwi ch Hospital service area, Doctor, 7 mles away,
Stanford Hospital is in your service area; correct?

DR HOWNES: Correct.

MR. MONAHAN.  And a referral pattern
Is not set in stone; is it? Referral patterns can

change; can't they?
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DR. HOAES: They can.

MR. MONAHAN: Unl ess they are
restricted or mandated that they can't change. Am|l
understandi ng fromyou that there is no nandate in the
Yal e- New Haven Health System or the Greenw ch Hospital

systemthat prohibits a cardiol ogist fromapplying for

staff privileges at Stanford Hospital if that physician

decides that it is in the best interest of their

patients to stay |ocal?

DR. HONES: | can't speak to other
people. 1've been working through the Yale systemfor
23 years, | believe, and no one has told ne that |

cannot apply to another program and |'ve had no
I nterest in applying to another program

MR MONAHAN. Ckay. So it's a
physi ci an by physician choice is what you're telling
me?

DR. HOAES: |'m acknow edgi ng |
don't know. | don't know everybody's work agreenent.
| m not involved on that |evel.

MR. MONAHAN: Now, |ater in your

testinony you tal ked about -- you selected a quote from

the 2012 ACCF, FCAlI expert consensus docunent and the

guote that you inserted was, "Wen wthout onsite

cardi ovascul ar surgical backup" -- excuse ne, | skipped
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a sentence. "Wien patients are appropriately sel ected,
nost published studies regarding the risk of elective
PCl at facilities wthout onsite cardi ovascul ar
surgi cal backup has shown the procedure to be
relatively safe,”" closed quote. Am | correct about
t hat ?

DR. HONES: | see that, yes.

MR. MONAHAN: That's only one quote
I n the whol e docunent; correct?

DR. HOWNES: Yes, of course.

MR. MONAHAN: I n fact, quotes that
you did not include in your testinony on page Bates
stanped 450 in your own application that are not -- as
| said, not in the testinony, refer to the statenent,
"It is generally believed that elective and primry PCl
are permssible in sites without cardiovascul ar surgery
If there's strict adherence to national guidelines.”

And then in the sane paragraph it
says, "Any national volune guidelines nust be strictly
followed.”" Have | correctly read those sentences?

DR HONES: | don't know. | don't
have that page right in front of ne.

MR MONAHAN:  Well, if you don't --
| can represent to you that | did, but if you would

like me to point you to it so you can confirmthat | am
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reading themcorrectly, 1'll read them again.

MR. McKENNAN: Wi ch page in the
seal ant application?

DR HOWES: In the docunent, which
sectionis it? 2-2, 2-3, 2-47

MR. MONAHAN: To answer, first of
all, your attorney's question, it's on 000450 is the
Bat es stanp, and the section that is in the executive
summary under the heading "Cardiac Catheterization at a
Facility Wthout Cardiovascular Surgery.”" M point is
you sel ected one statenent in your testinony, but you
didn't include it all; right?

DR HONES: Ckay. To respond to
that, obviously |I didn't quote the entire docunent,
which is --

MR. MONAHAN:  Thank you.

DR HOANES: |'d like to add that
this is an expert consensus docunent given as a
guideline. It's not a mandatory statenent. There is
no required protocol mandated fromit. This is a
guideline. Quideline neans to give advice, and to
think that any of these docunents is the holy word is
to overstate the power of these docunents.

In fact, in this docunent's

preanble, it says this docunent -- "Best attenpt of the
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ACC and docunent cosponsors to informand gui de
clinical practice in areas where rigorous evidence nmay
not yet be avail able or evidence, to date, is not
widely applied to clinical practice." M
Interpretation of that is they acknowl edge it's a

| i ving docunent, and it changes by the tine they
publish it.

MR. MONAHAN:. Doctor, it was
authoritative for you to quote it; wasn't it?

DR. HONES: |It's quoted throughout
all of this CON application by both sides. W use
t hese gui delines, but ny personal perspective is that
they never dictate the care that we provide. They help
to --

MR. MONAHAN: Fair enough. As |
understand it, fine institutions |ike Yal e-New Haven
Heal th System G eenw ch Hospital, and Stanford
Hospital all consider peer review guidelines to try to
reach best practices, to put all the best thinking
together to conme up with the best outcomes for their
patients; correct?

DR HONES: To try to cone up with
t he best practices, absolutely.

MR. MONAHAN: You're not dism ssing

this as a sort of an article that appears in sone |ess
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than authoritative file; are you?

DR HONES: (Quite the contrary. |
think it's a very useful and inportant docunent. It is
a guideline. It gives advice. |t doesn't mandate.

MR MONAHAN. Okay. Wuld it be
hel pful to you to recogni ze, or do you recognize that
the State of Connecticut specifically has denonstrat ed,
inits statew de health plan, that it follows or
encour ages follow ng these guidelines? Are you aware
of that?

DR HOAES: Do you guys want to
answer that |egal question?

MR. MONAHAN: Do you know the
answer? |'m asking the wtness.

HEARI NG OFFI CER M TCHELL: Hold on
one nmonent. It's okay for himto ask his attorney for
assistance. | was going to say, in addition to that,
If you're unaware of it, it's okay to say, you know,
that you haven't read it or you' re unaware and that you
have to defer to counsel. |It's okay. Do you know the
answer to it? |If you don't know it, just say it.

DR HONES: |'maware of it, and |
don't agree with it.

MR. MONAHAN. Ckay. So that -- just

so I'"'mclear, the Statewde Health Care Facilities and
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Service Plan, which is an integral part of the CON
factors to be considered in the expansion of CON
service, as you are applying for here, is certainly a
critical part of the consideration, and in the cardi ac
section of the Statew de Health Pl an, which you said
you are aware of, you disagree with what the authors
and the stakehol ders put together to formthat section
of the docunent. |[|s that ny understandi ng of your
testi nony?

DR. HONES: | know not hi ng about the
process of how that docunent and those conclusions are
cone to. | don't agree that the guidelines should be
viewed as nandatory or as the absol ute word.

MR. MONAHAN. That's not ny
guestion. | understand you don't read them as
mandatory. M question is you stated to nme, unless you
m sspoke, you disagreed with the Statew de Heal th Pl an.
| s that your testinony, or are you saying that it
shoul d not be mandat ed?

MR. ASHVEADE: Before you answer,
Attorney Mtchell, I've let this go two or three tines,
but Attorney Monahan continues to interrupt the w tness
before he finishes his answer, so | just ask that he
allow the wtness to respond before he interjects.

HEARI NG OFFI CER M TCHELL: |' m goi ng

145




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

to agree. And then, in addition to that, do you
under st and, not understand because | don't want you to
feel like |I think that you don't understand, but | just
want to make sure do you understand the distinction
that he's making in terns of the question?

DR HOAES: | don't think | do.

HEARI NG OFFI CER M TCHELL: Att or ney
Monahan, can you just specifically state, when he
says -- you're asking himwhat he disagrees with, and I
just want to make sure he understands specifically what
you're asking in terns of what he di sagrees about.

MR. MONAHAN. Okay. Thank you for
that clarification.

| understand you disagree, and if |
under stood you correctly, Doctor, that you disagree
with the Statew de Health Care Facilities and Services
Plan as it pertains to PCl. Can you explain to ne what
you di sagree w th?

DR. HOANES: No. Your original
question said sonething el se about the way they
I ncorporate and interpret the guidelines.

HEARI NG OFFI CER M TCHELL: | want
you to just stick with the question that he asks,
though. In terns of what you disagree with, help us

under st and what that is.

146




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

MR, ASHVEADE: | think he's just
explained it. He's explained that he disagrees with
how OHS has incorporated the guidelines. He's
testified that the guidelines are -- they give sone
gui dance, but we shouldn't rigidly follow them

HEARI NG OFFI CER M TCHELL: Is that
what you're saying, Doctor? | just want to nmake sure
t hose are your words.

DR. HONES: That is what |'m saying,
t he gui del i nes.

MR. MONAHAN:  Thank you. | have no
ot her questions of Dr. Howes.

HEARI NG OFFI CER M TCHELL: Al'l
right. Thank you, Dr. Howes.

MR. MONAHAN: May | have just one
nonent, Attorney Mtchel | ?

HEARI NG OFFI CER M TCHELL: Yes.

MR. MONAHAN:. | just want to go over
sonething with one of ny coll eagues.

HEARI NG OFFI CER M TCHELL:  Sure.

Sur e.

MR. MONAHAN: Thank you, Attorney
Mtchell.

HEARI NG OFFI CER M TCHELL: You're

wel cone.
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MR, MONAHAN: | would like to call
Dr. Velazquez. | would |ike to ask sone questions of
Dr. Vel azquez.

Hel |l o, Doctor. Doctor, | know
there's been a lot of talk and, needless to say, |I'm

not a doctor, but there's been a lot of talk about the
clinical guidelines and the various guidelines that
have cone into play in this proceeding and how t hey
have evol ved over tine and, in fact, that's how
gui del i nes do evol ve. They evolve over tine; correct?
DR VELAZQUEZ: That is correct.
MR. MONAHAN: And as was brought out
by your attorneys, the intervenors have referenced
gui delines from 2012 and 2014 and in both rebuttal
testinmony and in additional exhibits. [In fact, there
are additional guidelines for these -- one or nore of
t hese sane organi zations in 2016 and 2020; correct?
DR. VELAZQUEZ: | cannot speak to
the dates of the updates, but they are updated on a
regul ar schedul e by the societies that you referenced,
the Anmerican Coll ege of Cardiology, the Anerican Heart
Associ ation, the Society of Coronary Angi ography
| nterventionalists always have an updat ed schedul e t hat
they adhere to to review the status of the evidence as

It evol ves.
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MR MONAHAN: If we -- you know, we
had tal ked -- there had been tal k about the 2014
consensus statenment, and | can represent to you that |
am now | ooki ng at an SCAl Expert Consensus Statenent,
2016 Best Practices in the Cardiac Catheterization

Laboratory, and it was published in 2016 by Wl ey

Periodicals. |Is that sonething you're famliar wth?
DR, VELAZQUEZ: |I'mfamliar with
it. | do not have it in front of ne.
MR. MONAHAN. |'msorry, did I

understand that you have that, or you don't have that?
DR VELAZQUEZ: | had said that |'m
famliar with it and that | did not have it in front of
me, but | do have a docunent that was published in
Cat het eri zati on and Cardi ovascul ar Intervention in 2016
whi ch represents an endorsenent by several cardiac
societies, including India, Latina Arerica and
Canadian. |It's inportant to highlight that the
American Heart Association and the Anerican Col |l ege of
Cardi ol ogy did not, obviously, agree to put their nanes
on this because they did not endorse these guidelines,
to our understanding. And to be frank, if this is the
reference, this is identified as a teachi ng docunent on
part of the core curriculumseries that this group puts

out, so it's neant as an educati onal docunent for
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people in training and/ or who want to update training.

|' mready to answer any questi ons.
| have it in front of nme if you want to speak to a
conponent of it.

MR. MONAHAN: Let ne under st and.
The SCAl organization is an organi zation that you, in
t he course of your career, have viewed as
authoritative. Have you?

DR VELAZQUEZ: |'m not an
i nterventional cardiologist, so the answer is it's one
of multiple societies that are considered conponents
of -- away for aclinician to gather, and | intend
to -- I'mamnot soneone who belongs to this society
personal ly, but | have no reason to suspect that they
woul d have any intentions. They typically would wite
t hi ngs that woul d be considered authoritative in
col | aboration wth | arger organi zations |ike the
Anerican Col | ege of Cardiology and the American Heart
Associ ati on.

So, again, each society certainly
has a right to put out information. W just wanted to
gi ve you a sense of the variability in opinion and in
process that these societies utilize, so it's always
stronger when they cone together.

MR, MONAHAN. Okay. Well, just wth
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all of that explanation, if we just turn the page to

t he second page of the docunent at |east, again, noving
through the tine period of 2012 to 2016, at least in
this docunent, wth all the caveats you just gave, on
the second colum of the first full paragraph, it
begins with the | ead sentence, and | quote, "dinical
conpetence qguidelines state that in order to maintain
proficiency while keeping conplications at a | ow | evel,
a m nimum vol une of greater than 200 PCls per year be
achieved by all institutions. D d | read that
correctly?

DR VELAZQUEZ. Correctly, yes, and
it does --

MR. MONAHAN: Thank you.

DR VELAZQUEZ: -- highlight an
opportunity that |I've been wanting to correct. At the
Heart & Vascular Center it's an integrated and
coordi nated system approach that provides, you know,
one care signature across of all of Yal e-New Haven
Health. It is msconstrued to think of G eenw ch
Hospital which is part of the Heart & Vascul ar Center
as a single institution when, in fact, it works in
coordination as part of the sane Heart & Vascul ar
Center with Yal e-New Haven Hospital, with L & M and
Bri dgeport.
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So our care signature, our staff,
our faculty operators are part of that institution, and
so that institution, as | shared in ny testinony, has
vol unes that are, you know, far in excess of 200 per
year; in fact, in the thousands per year.

So | do want to add that to the
record because it is -- | think it's msconstrued to
think of the G eenwich Hospital cath | ab as operating
in isolation fromthe fully integrated cardi ovascul ar
center.

MR MONAHAN:. Well, | appreciate
t hat explanation. AmI| to understand fromthat that
you feel that Yal e-New Haven Health System wth all of
Its integration, is sonmehow i mune fromthe application
of the CON factors that tal k about primary service
areas of individual institutions such as G eenw ch
Hospital ?

DR. VELAZQUEZ: The answer to that
is clearly no. | have trenmendous respect for the
| egi slature. That's why |I'm physically here in the
roomand wlling to take any questions. W're not
I mmune. W are part of the solution for healthcare in
Connecti cut.

MR, MONAHAN. Okay. | just wanted

to make sure because | didn't want to m sunder st and
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you, that sonehow you thought that because of what you
descri bed as the signature and the integration, that

t hat sonehow nade you -- your organization, including
Greenw ch Hospital, sonehow exenpt from sone aspect of
CON.

MR. ASHVEADE: (bjection. This
question has been asked and answer ed.

HEARI NG OFFI CER M TCHELL: |' m going
to sustain.

MR. MONAHAN: Ckay. Thank you.

Now, you did, in your testinony,
gquote from an Anmerican Heart Associ ation docunent, |
believe. Am1| correct?

DR VELAZQUEZ: Yes. |In several
occasions | quoted fromthe American Heart Associ ation
docunents. You have to be specific about which one and
whether it's in ny witten testinony or what | provided
t oday.

MR. MONAHAN: Ckay. The docunent
|"mreferring to is a docunent that -- well, in your
testinony the quote, which is bolded on the first page
of your testinony -- prefiled testinony states that,
and it's giving reason, you know, you're explaining
your reasons in support of the application. |t says,

"The second reason was PCl," and this is quote, "PC
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W t hout onsite surgery is a reasonabl e consideration
for providing local care to patients and famlies who
do not want to travel significant distances or who had

certain preferred |ocal physicians," closed quote,
period. D d1l read that correctly?

DR VELAZQUEZ: That is correct. |
agree wth that statenent.

MR. MONAHAN: Ckay. Now, you did

not quote other portions of that sanme docunent, and |'m

referring to page 2 of the docunent where under the
heading, and this is the American Heart Associ ation and
Ameri can Stroke Association, which you had referenced
bef ore as being absent fromone of the other docunents
that | was quoting from They are under a headi ng that
says, "Recommended policy guidance for states wanting
to address the issue of PCl w thout surgical backup

t hrough regulation for legislation,” and in that
statenent it says, and if you have it in front of you,
you please tell me if I"mreading this correctly. [|'m
reading at the bottomwhere it introduces the bull et
points. "This policy guidance applies to hospitals
conducting both primary PCl and el ective PCl," and when
you go to the third bullet, it says, "Have an annual

I nstitutional volunme of at |east 200 to 400 cases."

Did | read that correctly?
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DR VELAZQUEZ: |'m | ooking at the
sane docunent that you are, yes, and you read it
correctly.

MR. ASHVEADE: This is a docunent
from2011. Wuld you pl ease confirnf

MR. MONAHAN:  Under st ood.

MR. ASHVEADE: Thank you.

MR. MONAHAN: And | apol ogi ze,

Doctor, | know you have a very inpressive CV and,
wi t hout nme going through it now, what is your
specialty?

DR VELAZQUEZ: |'mthe chief of
cardi ovascul ar nedicine at Yale. M clinical
subspeci alty has been focused on coronary di sease and
heart failure, as well as cardi ovascul ar i magi ng.
That's what | have done clinically in ny career.

MR, MONAHAN: Now, you were -- |
appreciate that. Does that nmean in your day-to-day
wor k you do or do not do elective PCls?

DR. VELAZQUEZ: Absolutely, | was
trained as a cardiologist. During ny training, | was
trained to do cardi ac angi ography and intervention, but
In ny day-to-day activities as chief of cardiovascul ar
nmedi cine, | do not practice, nor have | ever practiced,

as an interventional cardi ol ogist.
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MR. MONAHAN: And, lastly, you don't
di spute that Stanford Hospital and G eenw ch Hospita

are in the sanme | ocal community; correct?

DR VELAZQUEZ: | do want to comment
on that. | think the sanme |ocal comunity is not a --
and there's no right answer to that. | guess that's

t he answer that | would ask patients. From ny
perspective, a geographic mle distance, yes, they are
very close by to each other. Whether an individual who
lives in Stanford would identify Greenwich as their
conmmuni ty or whether an individual who lived in

Greenw ch would identify Stanford as part of their

comunity, | would | eave to the community residents who
make those choices. | don't live in either comunity,
so | can't speak to that question. | think that is a

question that can only be answered by patients.

MR. MONAHAN: And what about the
Ofice of Health Strategy?

DR. VELAZQUEZ: | have trenendous
respect for the legislation, and if that's how t hey
define it, | don't have a working know edge of the
|l egislation, so | will leave that to the individuals of
OHS to defi ne.

MR. MONAHAN: | have no further

guestions for this wtness.
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HEARI NG OFFI CER M TCHELL: Thank
you, Dr. Vel azquez.

MR. MONAHAN: | have just a few
guestions for Mss LoRusso.

HEARI NG OFFI CER M TCHELL: Ckay.

MR. MONAHAN: Hello, Mss LoRusso.

M5. LORUSSO. Hi, how are you?

MR. MONAHAN: |'m doi ng okay. Thank
you for asking. So, Mss LoRusso, you submtted
prefiled testinmony for this matter in support of the
application and, as | understand it, you are the vice
presi dent and executive director for the Heart and
Vascul ar Center for Yal e-New Haven Health; is that
correct?

M5. LORUSSO. That's correct.

MR, MONAHAN: | take it from your
prefiled testinony, Mss LoRusso, that you are famli ar
with the Statewide Health Care Facilities and Services
Pl an?

MS. LoRUSSO  Yes.

MR. MONAHAN: I n fact, you quoted it
In part, section 1.4; correct?

M5. LORUSSO If you show ne what
page, | wll reviewit.

MR. MONAHAN. Sure. On your |ast --
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I n your |ast paragraph you quoted -- you said, "This
proposal " --

MS. LORUSSO  Yep.

MR, MONAHAN: -- "is consistent with
the guiding principles in section 1.4 of the Statew de
Health Care Facility & Services Plan to ensure access
to quality healthcare, facilitate access to preventive
and nedi cally necessary care, nmaintain and inprove the
quality of healthcare services offered to the state's
residents, pronoting planning that helps to contain the
cost of delivering healthcare services to its
residents, and pronotes planning that wll achieve the
appropriate allocation of healthcare resources in the
state." AmI| correct?

M5. LORUSSO.  Yes.

MR. MONAHAN:  Now, that was quoted
fromsection 1.4, "Quiding Principles.” In that
| engt hy description of your quote, you omtted the
I ntroduction, or at |east a portion of the
i ntroduction, if I'"mcorrect, of 1.4 Quiding Principles
t hat says, "The goal of all this planning and
regulation activities is to inprove the health of
Connecticut residents, increase the accessibility to
continue with continuity and quality of healthcare

servi ces, and prevent unnecessary duplication of health
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resources.” Do you see that?

M5. LORUSSO. | don't have it in
front of me, but I'mgoing to trust what you're telling
nme.

MR. MONAHAN: Did you purposely not
i ncl ude those words? In other words --

M5. LOoRUSSO  No.

MR. MONAHAN:. So that was
| nadvertent ?

M5. LORUSSO. There were several
statenents | felt were inportant to this docunent, this
bei ng one of them but there was no specific intent.

MR MONAHAN. Well, are you aware in
your role that one of the CON factors that the
| egi sl ature has set forth as inportant determ nations
I s whether the proposed service wll create unnecessary
duplication of health services?

M5. LORUSSO | understand what
you' re saying, but | do not think this is unnecessarily
dupl i cating servi ces.

MR. MONAHAN: So you disagree with
t hat ?

M5. LORUSSO. | don't think that
what we're requesting is a duplication of unnecessary

servi ces.
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MR. MONAHAN:  And is that why you
omtted it?

M5. LORUSSO | didn't intentionally
omt it.

MR, MONAHAN: Okay. How about the
ot her portion of the Statew de Heal thcare Pl an that

pertains particularly to this very service, the PC

el ective service in the statew de healthcare plan? D d

you purposely omt that?

MR. ASHVEADE: (bjection. W don't
know what he's referencing.

HEARI NG OFFI CER M TCHELL: Hold on.
| didn't hear the objection. | just want to make sure
| hear it. What was the objection? Because | didn't
hear it.

MR. ASHVEADE: He's asking the
W tness, Mss Mtchell, if she intentionally omtted
sonet hi ng, and we don't know what he's referencing.
He's not told us what the statenent is he's referring
to.

MR, MONAHAN: |'ll be very clear.
Thank you.

You chose to quote a preanble with
an inadvertent om ssion of one of the wordings rel ated

to the factors in the statute. M question is now did
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you -- when you deci ded what you were going to include
I n your health -- in reference to your pretrial
testinmony in relation to the healthcare plan, did you
make a decision to ignore or not include on purpose the
cardi ac services section of the health plan? And in
particular, I will -- the statenent that says,
"Connecticut hospitals seeking authorization to
initiate an elective PCl programw thout onsite cardi ac
surgery capabilities will be required to neet the
conditions required in the ACCF/ AHA/ SCAlI practice
gui delines and to denonstrate clear public need for the
program The guideline states that it is only
appropriate to consider initiation of a PCl program
wi t hout onsite cardi ac surgical backup" --

MR. McKENNAN:  Attorney Mtchell --

MR. MONAHAN:. May | please finish?

HEARI NG OFFI CER M TCHELL: Let him
finish, and then I'll let you nmake your objection. o
ahead, Attorney Mnahan.

MR. MONAHAN: "This guideline states
that it is only appropriate to consider initiation of a
PCl program wi thout onsite cardiac surgical backup if
this programw |l clearly fill a void in the healthcare
needs of the community. Further, the guideline notes

t hat conpetition wth another PCl programin the sane
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geographic area, particularly an established program
with surgical backup, may not be in the best interest
of the community.” M question is did you purposely
omt that fromyour prefiled testinony?

HEARI NG OFFI CER M TCHELL: Hold on
one second. Before you even answer that, I'mgoing to
turn to you, Attorney MKennan. Wat's your objection?

MR. McKENNAN: | object. The
accusation that we are sonehow intentionally m sl eading
the agency is inappropriate. W, at this point, agreed
that those guidelines and the State Health Plan are
part of the record, and it's up to OHS to nake a
deci si on based on the evidence in the record. | don't,
quite frankly, see the rel evance of accusi ng our

| eadershi p of making intentional om ssion to m sl ead

you.
HEARI NG OFFI CER M TCHELL: Al

right. Just to -- | do hear your objection. Attorney

Monahan, before you even respond, |I'mjust going to go

ahead and ask the witness. Did you intentionally om't
anything fromthe Statew de Healthcare Facilities and
Services Pl an?

M5. LoRUSSO No, nothing was
I ntentional .

HEARI NG OFFI CER M TCHELL: Attorney
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Monahan, you can continue with the remai nder of your

guesti ons.

MR. MONAHAN: | think that answered
nmy question. Thank you. | don't think | need to
pursue that. | have no other questions, and | believe

there were no other w tnesses, so intervenor has
conpl eted his questions.

HEARI NG OFFI CER M TCHELL: Thank
you, Attorney Monahan. Thank you M ss LoRusso, as
wel |, for her testinony.

| s there anything el se that you'd
| i ke to present, Attorney Mnahan, before we go to
break? Because we need to regi ster anybody who's going
to be doing public speaking, and also we need to
convene -- OHS needs to convene to di scuss our
questions. |s there anything el se new or different
that you wanted to present?

MR, MONAHAN:  No.

HEARI NG OFFI CER M TCHELL: Al so,
attorneys for the applicant, anything new or different
before we go off the record for about an hour -- about
50 m nutes.

MR. McKENNAN:  Not hing further from
t he applicants.

HEARI NG OFFI CER M TCHELL: W are
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going to go off the record for the purpose of

regi stering anybody fromthe public that nmay want to
speak and then also for the purpose of discussing CHS s
guestions. W'I| see you back here 4 o'clock. Sound
okay?

MR MONAHAN: Can | ask one

question?

HEARI NG OFFI CER M TCHELL: Yes.

MR. MONAHAN: Are the questions that
you may ask to each -- to potentially each of the

W t nesses?

HEARI NG OFFI CER M TCHELL: So | do
think so. |If people want to stick around or nake
t hensel ves available, | think so.

MR. MONAHAN: Thank you.

HEARI NG OFFI CER M TCHELL: Just when
you wal k away, wal k out of the room just nake sure you
mut e everything before you exit. Thanks.

(Wher eupon, a recess was taken from
3:12 p.m until 4:01 p.m)

HEARI NG OFFI CER M TCHELL: W' ve

been notified about three people that want to speak. |

just want to make a brief announcenent about that. |[|'m

going to ask all participants should enable the use of

vi deo caneras when comenting during the proceedi ng.
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Anyone who's not commenting should nute their
el ectronic devices and the al so nute tel ephones,
tel evisions, other devices that are in the vicinity
that are not being used to access the hearing so we can
make sure that we hear you nice and clear. W wll
call the nanes who signed up to speak in the order in
which they registered. |If we mss anyone, please just
make sure you utilize the raised hand function to |et
us know, and we wll get to you as soon as we can.
Before giving your comments -- we're
now transcri bing not only testinony, we're transcri bing
public comments. Before giving your comments, please
state and spell your nane for the purpose of accurate
transcription. W're going tolimt speaking tine to 3
mnutes. Don't be dismayed if we stop you at the
concl usion of your tinme. W just want to nake sure
that we give everybody the opportunity to speak, and we
want to nmake sure that we're fair to everyone. W
don't want to give sone people nore tinme than others.
We just want to nmake sure that we keep everything
uni form
We strongly encourage you if you'd
like to submt any further witten coments to the
Ofice of Health Strategy by e-nmail, or nmail, no later

t han October 7th of 2020. Qur e-nail address is
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CONcomments, all one word, dot gov. Did | get that
right, Leslie?
M5. GREER: Yes. But, | nean, we
will still get that e-mail address, but we're no | onger
using that. So it's either that one or OHS@CT. GOV.
HEARI NG OFFI CER M TCHELL: Ckay.
Thank you. OHS@T.GOV. And then our mailing address
Is P.O Box 340308, 450 Capital Avenue, Hartford,
Connecticut, 06134-0308. |If you didn't get all of
that, it's okay. W're going to post the hearing video
In a couple of days, so if you need to catch that, then
you can go ahead and fast forward to this part, right
I mmedi ately after the break, and you'll be able to
capture the address, or you can also e-nmail us for the
address or call us. Qur contact information is also on
the website, and | just want to thank you in advance
for taking tinme to be here and for your cooperation.
W're now ready to hear statenents
fromthe public, and the first person that | have that
| want to unnute thenselves is M. Roland Mrris.
MR. RCLAND MORRI'S: Good afternoon.
My nane is Roland Morris, R-o-l-a-n-d, Mo-r-r-i-s,
Junior. | live in Geenwi ch, Connecticut.
Al nost four years ago | had a

serious cardi ac event. | went into cardi ac arrest
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outside of the hospital. Fortunately, | was with
peopl e that knew CPR, and there wasn't an AED machi ne
there, and Greenw ch Energency Services was there
Wi thin about 8 mnutes. | then was taken to G eenw ch
Hospital. |, of course, don't know any of this or
remenber it. And it did take 40 mnutes to stabilize
me, but waiting for ne at the hospital was Dr. Howes.
He literally saved ny life. He was inside ny heart
within mnutes, I'mtold, and unclogged a fully
bl ocked, | don't know the technical termfor it, but I
think they refer to it as the w dow nmaker.

| was then put in a coma for a
couple of days. M first nenory was being put into an
anbul ance and transferred up to New Haven for a
foll owup procedure. This ended up being fairly
stressful on ne because | was barely understandi ng what
had happened to ne. It took ne a long tine to get this
menory, and it was quite stressful on ny famly. It
seened to ne at the tinme that the nost dangerous thing
t hat had happened was taken care of fantastically at
Greenw ch Hospital. It seened odd that we had to
transfer up to New Haven.

My care there was fabul ous, the
doctors were great. They put in one nore stent. | had

an unfortunate experience the night of, but that was
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just an unlucky room | guess. But | think G eenw ch
was just an amazing result, and |ife noves al ong
quickly for all of us and in the last three years,
fortunately |'ve been there for two weddi ngs, two
grandchildren, and a third grandchild on the way. |
have all of that to thank Dr. Howes and G eenw ch
Hospital. So thank you.

HEARI NG OFFI CER M TCHELL: Thank
you, M. Morris. | appreciate your conment.

We'll nove on to M. Robert Berkley.

MR. ROBERT BERKLEY: Yes. (ood
afternoon. Thank you for the opportunity to
participate. As you said, ny nane is Robert Berkl ey,
R-o0-b-e-r-t, B-e-r-k-l-e-y. |I'ma resident of
G eenw ch, Connecticut and |'mcurrently the chair of
t he board of trustees of G eenw ch Hospital.

| would like to offer ny support for
t he proposed addition of PCl services to exist in the
way of cardiac services currently offered at G eenw ch
Hospital. This proposal represents a unique
opportunity to inprove access to high quality care
| ocally, the concept, which is of utnost inportance in
the post Covid 19 health care environnment. Wth safety
a top priority, an elective PCl programat G eenw ch

Hospital would adhere to the nonitoring and standards
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set forth by the Yal e-New Haven Heart and Vascul ar
Center.

| npl ement ati on of elective PCl at
Greenw ch Hospital would enhance the overall quality of
t he cardi ol ogy program and nore fully utilize the
expertise of the local cardiac specialists. Wth these
physi ci ans able to perform both angi ogram and el ective
PCl, famliar providers wll continuously nonitor
patients prior to, during, and after the procedure
i nproving the continuity of patient care.

It's nmy understanding that there are
sone concerns, perhaps, that if this was expanded at
Greenw ch Hospital, it could sonehow adversely inpact
ot her practices in the area. Fromny perspective, it's
quite to the contrary. This type of procedure is a
serious procedure that people | ook for healthcare
outside of the immediate area. They | ook to major
medi cal centers, teaching hospitals, and as a result of
that, they're drawn to places such as New Haven or New
York City.

In the event that we found oursel ves
In a position to offer this type of care in G eenw ch,
we could then be offering world class care when it
cones to this type of procedure, not requiring people

to travel nore than an hour in order to get this |evel
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of care by this level of healthcare provider.

As both the chair of G eenw ch
Hospital and, nore inportantly, a lifelong resident of
G eenw ch, Connecticut, | ask that you review these
consi derations froma perspective of enhancing services
to our comunity or our several communities that we
serve while honoring the inportance of choice of
heal t hcare. Thank you for your consideration of
G eenwi ch Hospital Certificate of Need Application to
add el ective PCl services to continue with the cardiac
services already provided by the hospital. | strongly
encourage you to approve this application. Thank you.

HEARI NG OFFI CER M TCHELL: Thank
you, M. Berkl ey.

Then we are going to nove on to
M. -- is it VanHoesen? |s that how you say it? |
don't want to nmake a m stake there. Take your tine.
That's okay.

MR, DAVI D VanHOESEN. So | just
wanted to share ny experiences simlar to M. Roland' s
experiences, or Roland' s experiences, at G eenw ch
Hospital and then at Yal e- New Haven.

In 2015 | had a cardiac arrest on a
paddl e court at MIIbrook in G eenwi ch. They kept ne

alive through use of a punp on ny chest, a nechani cal
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punp. | went into the hospital. | don't renenber any
of this. But apparently | was stented with two stents
and cl eared bl ockages within energency at Greenw ch
Hospital, and ny famly was there and they were all
rejoicing. They had ne in an induced conmm, | guess,
for a couple of days. They kind of woke ne up just
enough to nake sure | was okay to then put ne back
under and say okay, there's another m nor one. W need
to send himup to Yal e-New Haven to get fixed.

| don't renenber any of that, but |
do renenber waking up at Yal e-New Haven at 2 in the
nor ni ng not know ng where | was, why | was there, and
what was going on, and there were sonme strangers in the
room | was totally taken back by it. | was very
upset, and it may have had to do with the nedi cations,
| don't know, but anyway, they found ny famly, who was
busy checking into a hotel at 2 in the norning, and
t hey cane and kind of settled ne down and expl ai ned
what had happened and so forth.

Then they -- once things got
settled, they explained | needed to have anot her stent
put in; not a major one, but a stent put in, and that
was fine and that was straightforward. Doctors | had
never net before, doctors | have never seen them nor

seen since, but it all worked out fine and then | went
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hone.

' mvery thankful, thankful to be
alive, but | really feel it was due to the work at
Greenw ch Hospital and Dr. Howes and his crew,

|'"d then |like to fast forward five
years, which was this past sumer. Through Covid | was
feeling disconfort, | wasn't able to get in and see a
doctor and so forth. Then | was able to see -- |
finally got in and did an echocardiogram They're
like, oh, it's tine for an angiogram | went into the
hospital. They take a ook and they're |ike oh,
there's an issue here. One of the old stents is
clogging up. W're not allowed to do it right here and
right now |I'mlike, "You can't do it? It's not an
energency?" It's doesn't really qualify as an
enmergency. Then |I get put into an anbul ance, shi pped
to Yal e- New Haven.

HEARI NG OFFI CER M TCHELL: One
nonment, M. VanHoesen. Am| the only person that's
experiencing difficulty hearing? Try one nore tinme. |
think it was just ne. | heard you say that you were
transported in an anbul ance, and then that's when it
start ed.

MR. DAVI D VANHOSEN: So then they

transferred nme up by anbul ance to Yal e- New Haven agai n,

172




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

and | was put into a roomwth other sick people with
different issues. It was kind of in the height of
Covid. | thought oh boy, I'mgetting exposed again all
over again in a place | don't know anybody. Nobody can
visit me, | can't visit anybody. [I'mfar from hone.

Anyway, the next day | go down, and
eventually they say it's tine for ne to get ny stent
done again, and these are doctors |'ve never net
before, |'ve never seen since. |'mhere, |'m happy, |
| ove being alive, but it was a little distressing for
sure. Then | get to go hone. | really feel that, and
given the risks, rewards, and that sort of thing, had I
been able to have that done in G eenwich at the tine, |
woul dn't have had to go through nedication again, |
woul dn't have been exposed to different gerns and
potential viruses, that sort of thing. It would have
been nmuch better to be at G eenw ch.

That's what | have to share, and to
be with your own doctors, there's a value to that, and
there's a value to having your famly around you and so
forth. | forgot to spell ny nanme for you in the
begi nni ng, so should | do that now?

HEARI NG OFFI CER M TCHELL: |If you
wouldn't mnd. | think it's actually underneath your

name. Thank you so nuch.
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| s there anybody el se fromthe

public that wants to nake a comment? Just unnute

yourself and et nme know. | don't think |I hear any
comments for now, but we'll still leave it open for
people to nake comments until -- we're going to stay

until about 6 o'cl ock.

But in the interimwe will go to the
Heal th Systemis Planning Unit's questions for the
applicants and for the intervenor. | actually am going
to start, but before | go to the questions that Brian
and Hanna and | discussed, | just want to ask a
gquestion that, you know, just kind of cane to ne after
heari ng M. VanHoesen's coments. | guess that would
be with regard to the precautions that are bei ng taken
to protect patients from exposure to Covid 19 and
whet her or not those are inplenented at every hospital
that's affiliated with Yal e-New Haven Heal th Services
Corporation, if there's anybody that can answer that.

M5. LORUSSO | can speak to that.
This is Franci ne LoRusso. Yes, we do adhere to Covid
requirenents and restrictions at all of the health
systens hospitals. W have the sane standards and
practices across all the delivery networKk.

HEARI NG OFFI CER M TCHELL: Can you

talk alittle bit about what those standards are? |If
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sonebody presents nmaybe in an energency situation, for
exanple, if they need, you know, energency it would be
PCl. |If they need PCl, how does that | ook |ike? How
are they separated from people that have ot her
situations going on?

M5. LORUSSO. Dr. Howes is
interfering in ny response. |'Il let himgo ahead.

DR, HOAES: In the Covid era we try
to do preprocedural testing screening for Covid
i nfection. So, for exanple, M. VanHoesen's second
experi ence when he was seen in the office, was having
I ncreasi ng synptons, had an abnornmal noni nvasi ve i nage,
we had the luxury of a couple of days. W schedul ed

himfor a Covid test. The next day when it was

negative, he had his angiogram Then we had to get him

up to New Haven kind of still on that sanme negative
angi ogram \We have about a 48-hour w ndow to kind of
think that they still have a negative Covid test.
That's very different than |Iike what
goes to these patient's stories would have been in
2020. | believe Geenwich Hospital was the first
patient -- first hospital in the state to do a STEM
I ntervention on a Covid patient, and |'msorry to say
that patient did not survive, but we had to do it,

there was no tinme or waiting. W put on our full
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protective PPE, and we take care of the patients. And,
fortunately, with that protective behavior, we did not
have staff that got infected fromthat interaction.

Al of these unstable patients that
cone in through the energency roomnow, if they get
admtted, they will all be tested. Again, the STEM
patients, we don't have the tine to wait, so we al ways
assune they're Covid positive. W treat themwth a
mask and we treat the entire staff with full protective
gear. It does, honestly, add tinme and delay, and it's
never as easy to take care of these patients in the
current environment.

DR. VELAZQUEZ: And those
precautions are uniformand universal across every
cardi ovascul ar site. So it would not be different at
Yal e- New Haven Hospital or Bridgeport Hospital or at L
& M

HEARI NG OFFI CER M TCHELL: Thank
you.

So the next questions are for the
pur pose of ensuring the accuracy and conpl et eness of
the record. |Is there anybody in the roomon the
applicant's that can nane all the towns that conprise
Greenw ch Hospital's primary service area?

MR ROTH. This is Norm Roth
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speaking. In the file of page 13 is the service area
towns, and the prinmary service area of Greenw ch
Hospital is G eenwi ch, Portchester, Rye, and Stanford.

HEARI NG OFFI CER M TCHELL: Thank
you.

The next question that | have is are
there any other hospitals that are rotated wthin the
actual physical hospital |located wwthin G eenw ch
Hospital PSA that provides either primary or elective
PCl ?

MR. ROTH. CQbviously, Stanford is in
that, but in the other areas there's no other hospital
at all in those other towns, and the residents of those
towns do get the mpjority of their healthcare services
here at G eenwich Hospital. 1In fact, over 50 percent
of patients -- inpatients admtted to G eenw ch
Hospital reside in Westchester County. So we have a
very strong draw in eastern Westchester County to
G eenwi ch Hospital.

HEARI NG OFFI CER M TCHELL: That kind
of leads into ny next question sonmewhat, and | think
that the application tal ks about it, as well. Are
there any, and this is just again for ensuring accuracy
for the hearing records, are there any additional

hospitals that provide primary and el ective PCl
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services to patients residing wthin your PSA aside
from Stanford? So that's not if the hospitals are

| ocated in the PSA, but are there any other hospitals
t hat provide services, that you know of, to residents
wi thin the PSA?

MR. ROTH: Well, the White Pl ains
Hospital does provide primary and el ective PClI, and
they may draw patients from eastern Westchester, but
then their referral for cardiac surgery and ot her
advanced cardi ac services wll be to Montefiore in the
Br onx.

HEARI NG OFFI CER M TCHELL: And the
next question | have, and thank you for that response,
I's regarding i nprovenents and quality wthin the
region. So the question has a nunber of parts to it,
and 1'll try to nake sure that | break it down so that
whonever is answering renenbers what |'m asking, but
this is based upon projected PClI volune that's in
Exhi bit E on page 436 of the application, and in that
volune it basically indicates that G eenwi ch Hospital
IS not expected to neet the institutional m ninum of
the 200 PCl procedure threshold through fiscal year
2020.

You talk a | ot about your

perspective, that the volune is kind of part of a
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| arger picture of what one should | ook at when you | ook
at quality. It's not the end all, be all. The
question that | have is howw Il this proposal inprove
the quality of healthcare delivery in the region if the
m ni nrum vol unmes required to support better patient
outcone are not net?

DR HOAES: I'Il give it a try.
Again, part of quality nmetric is patient satisfaction,
and | don't think there's any question that both of the
patients that testified in this hearing, and what their
testinony has borne is that the patients |ike to stay
| ocally, in the Covid era nore than ever.

| think Dr. Vel azquez argued the
poi nt that although the physical side of G eenw ch
Hospi tal would not achieve 200 patients, and | actually
bel i eve we woul d not achi eve 200 patients, our HVC
system and our HVC protocol achieves nuch nore for the
function in the lab, the people in the |ab and,
therefore, the patients that experience an intervention
at a hospital like this, which is very different than a
smal | isolated hospital that has no support to it.

And t hen one other point that I
think is worth spending tine is tal king about i nproving
pati ent outcones. W're a prinmary care -- primry

angi opl asty program and we take great pride in how
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serious we take this job and how good we think we do
our job, but at the end of the day we're doing 40 to 50
I nterventions a year, and if we got an el ective
program we m ght not achi eve 200 procedures a year,

but if we get to 150 or 175, that's actually exposing
our staff to nore local intervention, so we're actually
| ncreasi ng our, you know, patient volune directly by
offering nore services, and that may translate into
sone i nproved procedural care. | don't know, but it's
not going to hurt us by doing nore.

M5. LORUSSO If | mght add, too,
agai n going back to the concept we tal ked about, being
an integrated health systemand the Heart & Vascul ar
Center. W do have a very cohesive performance
| nprovenent team and we are part across all of the of
DVMs the sane registry around ACC and CVR registry,
which is really a conparison across our quality
metrics, and we actually track our position
performance, as well as interventions that we can
| nprove on as a team and we adjust protocols and
I nterventions based on that.

Again, | think that is sonething
that is a significant offering for the community here
at Greenwi ch that perhaps they would not have.

DR. VELAZQUEZ: M ss Mtchell, could

180




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

| add an additional comment if you have tine?

HEARI NG OFFI CER M TCHELL:
Absol ut el y.

DR, VELAZQUEZ: | would say Dr.
Howes i s probably underestimating the inpact of the
care that he provides and the three stories fromthe
I ndi vidual s who joined us this afternoon. My sense is
we can't speak to exactly what the draw w |l be when we
have an el ective angi opl asty program here that could be
one that could engage above and beyond the threshol ds
that are identified as a guidance. But | then go back
to the specific perspective that we -- in terns of
quality inprovenent, | would stipulate that we -- the
Greenw ch community benefits fromthe extensive, you
know, in the thousands of procedures that are perforned
by the sanme staff, sane faculty, operators of the sane
quality netrics and reporting standards, and the
sharing of those quality standards and that experience
Is sonmething that is directly applicable to the
residents of the G eenwich service area, and that, in
many ways, outperforns the capacity for that kind of
experience for others.

So | do think that when you talk
about the inpact on quality, quality is an inportant

conponent and we raised it and we certainly have to
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agree. | don't see any reason why we woul d not be able
to neet that volunme that is stipulated in the gui dance,
but what | think we bring beyond that is the fact that
all our patients, M. VanHoesen, M. Morris, all of
them have the benefits of being cared for by the staff
and faculty who are part of a |arger organi zation and
benefit fromthe conbi ned expertise of that
organi zation. | think that's very inportant to
hi ghl i ght .

HEARI NG OFFI CER M TCHELL: Thank
you. | think you touched on this next question and
answered it, but do you expect to ever reach that 200
PCl procedure threshold at the G eenwich facility?

DR VELAZQUEZ. WNMaybe |If | can take
the first stab at that.

You know, what we know about
cardi ovascul ar disease is it is already the No. 1 cause
of norbidity and nortality in the U S. and grow ng as
t he popul ati on ages and increasingly as the popul ation
gathers, nmultiple risk factors, |like diabetes or
obesity, the Connecticut population of patients who are
I njured, particularly in the G eenwich region is al so
growing. So | don't see any reason we woul d not
expect, due to population trends that have been

publ i shed, that the need for a programthat could serve
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nore to our patients, | suspect that would be net very
qui ckly, just because of the popul ati on expectations we
have for, not only the nation, but by age and

popul ation as a whole and in G eenwi ch County.

MR ROTH: This is NormRoth. |
woul d like to add sone further information to that.

Exhibit J of the Table of Records
responds to hearing issues. W identified that
G eenwi ch Hospital sends approximately 50 patients per
year directly from G eenw ch Hospital to Yal e-New Haven
for elective PCl services, and we have identified that
nearly 150 patients who reside in the primary G eenw ch
service area travel on their own to Bridgeport Hospital
or Yal e-New Haven for elective PCl services. So |
believe it is in the realmof possibilities that in the
future Geenwich Hospital will independently be at that
200 case threshol d.

HEARI NG OFFI CER M TCHELL: If | were
to ask you to just nmake an educated guess, do you know
about when that would be?

M5. LORUSSO |'mgoing to just
mention that if we were not transferring these patients
and we were able to provide those services here, then
you woul d reach that threshold imediately. | think

that was part of the supposition, is that right now we
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know, as we heard fromour two patients who testified,
If they didn't have to go to an alternate facility,
t hey woul d have gotten their services here.

HEARI NG OFFI CER M TCHELL: The next
guestion pertains to the guidelines, and it is
basically that is there anything specifically in the
cardi ac guidelines that woul d support the operation of
an el ective PCl programat Greenw ch Hospital if the
i nstitutional volunes remain below 200 PCl threshol d,
so we're |looking for specific criteria that we coul d
| ook at.

DR. HOAES: Coul d you repeat the
guesti on?

HEARI NG OFFI CER M TCHELL: \What
specifically in the cardi ac guidelines would support
t he operation of an elective PCl programat G eenw ch
Hospital if the institutional volunes remai ned bel ow
the 200 PCl threshold. So we're |ooking for specific
criteria that we could use to eval uate.

DR. HOWNES: So using the 2014
docunent that's an expert consensus fromthe three
governi ng bodies; the SCAl, the ACC, and AHA, and |
made the point that his is a consensus expert opinion.
It's a guidance. It's not an end all, be all. They

point out in that docunent that in 2008, we're talking
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prehistoric history in the world of PCls, in 2008 26
percent of the hospitals in this country that perforned
PCl performless than 200 PCls, and of the 33 --
approxi mately 33 percent of facilities had no onsite
surgery and, on those, 65 percent, so 282 facilities
had | ess than 200 PCls and didn't have surgical backup.
Hundr eds of hospitals.

Qovi ously, they all have different
| ocations and different stories, but they did not say
t hese prograns should close. Wat they said is, and
It's a couple of pages later in the docunent,
"Laboratories performng | ess than 200 cases annual ly
must have stringent systens and process protocols in
place with close nonitoring the clinical outconmes and
additional strategies that pronote adequate operator
and catheterization |aboratory staff experienced
t hrough col | aborative relationships with |arger vol une
facilities. The existence of |aboratories performng
| ess than 200 PCls annually that are not serving
| sol ated or underserved popul ati ons shoul d be
gquestioned, and any | aboratory that cannot maintain
satisfactory outcones should be closed.™

W woul d argue, or have tried to
make that point, that we are already actually an

existing PCIl program W are not creating a new

185




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

service. W're asking for access to a new popul ati on
of patients for a procedure we've already been doing
for 15 years, and we already have these systens that
process protocols, we participate in the NCER we
participated in the C core registry when that study was
bei ng done that created all this body of literature,
and we discussed in a systemm de view of the individual
operators and the cath |ab's operators.

As the director of the cath | ab, |
neet regularly with the cath |ab directors of
Bri dgeport, of Yale-New Haven, and L & Mand we talk
about what's working, what's not working, what's new in
devel opnent. So we're constantly pushing forward wth
devel opnent, and |'mthe first to admt if we're not
doi ng a good job, we shouldn't keep doing it, but |
feel quite the contrary. W do an excellent job
provi ding excellent care to our patients that reflects
in the patient's satisfaction and the fact that they
shoul d keep com ng back to us.

| mnot sure that answered the exact
guesti on.

DR VELAZQUEZ: The other comment |
woul d add, Eric Vel azquez, is that in the docunent and
|"mreferring to -- I'"'mreferring to the docunent

that's a 2014 update on PClI wthout onsite surgical
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backup that's published in circulation and I'm
specifically referring to page 2,615, which | believe
was nentioned in the record during the questioning, and
"Il read, "Second, PCI without onsite surgery is a
reasonabl e consi deration providing |ocal care to
patients or famlies who do not want to travel
significant distances or have surgery with other |ocal
physicians. This is an inportant consideration of the
policy statenent enphasized and evol ving evi dence t hat
such centers should have nechanisns in place to ensure
hi gh quality care,” which is why | continue to refer to
the fact that as an integrated systemw th G eenw ch
Hospital and our cath | aboratory at G eenwi ch Hospital
only providing 15 years of prinmary angi oplasty, within
an integrated systemthere are neasures in place to
ensure high quality care and ongoing review with a

vol une of procedures for our institution and the system
t hat approaches nore than 2,000 a year, and we have
those quality nmetrics and quality neasures in place.

So | think, to your question, you
know, it is stated clearly in the guidelines that what
we are proposing should be acceptabl e.

HEARI NG OFFI CER M TCHELL: Thank you
for your response on that. The next question is

explain what a high risk patient is for PCl and
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descri be the process that G eenw ch Hospital would use
to determne if a patient is in the high risk category
and, thus, requires a procedure to be perforned at a
facility with onsite surgical backup.

DR. HOANES: This is Dr. Howes. So
there is a docunent that's really ancient history and
just so -- it's a 2006 docunent about PCl w thout
surgi cal backup, so that is before the 2011 docunent
t hat tal ked about el ective angioplasty, and certainly
bef ore 2012 and 2014 but that docunent, even then,
acknow edged that prinmary angi oplasty w thout surgical
backup was happening in the nation. And they
characterize two different separate things that need to
be conceptualized when | ooking at a patient and | ooking
at where the appropriate place to do that, that
Interventionis. It's alist, we may have included it
in our application that -- the two charts are there.

One of themis describing patient
characteristics; how sick are they, do they have
mal i gnancy, do they have denentia, the characteristic
t hi ngs of what the patients have, and then there's a
second |ist about nore technical aspects of what the
angi ogram | ooks |i ke, what the coronary circul ation
| ooks |like, what's the specifics of that actual

patient's coronary di sease.

188




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

And | think -- primary angi opl asty,
where you kind of have to make the decisions in the
nmonment, not this second. M. Mrris had triple vessel
coronary di sease, but we had to say this is the
culprit. Let's fix it. Do we keep fixing other stuff,
or have we kind of bought himtinme to see if he
recovers. That's all on the fly.

W have been doing that for 15
years, and Dr. Martin testified that clinical
deci sionmaking is a big part of what we do, and | agree
with him 100 percent. dinical decisionmking is
Integrating that clinical patient and their coronary
angi ogramto decide what's safe, what's appropriate,
what's reasonable, but in the elective PCl situation
and, obviously, sonme of these patients aren't truly
el ective, they could be having a heart attack, they
coul d be sick, but you do have the grace of tine to
stop and actually think about this systematically, and
| think this is where Dr. Canbi, the cath | ab director
at L & M has been so successful is his patient
selection is incredible, and that's a testanment of how
conplications and energency events have occurred.

This, again, goes to the beauty of
the health system \Wen | do an angi ogram at G eenw ch

Hospital, our filnms imedi ately download into the
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el ectronic nedical record, and | can call any one of ny
partners that |1've worked with for the |ast 25 years
and say hey, can you take a |look at this angi ogram

what do you think? He could be at home in Wodbridge
or Dr. Canbi could be in New London, and as part of
that el ectronic nedical record, you can get consultive
care and say you know what? That LAD | ooks pretty
calcified. | think we should hold off, let's transfer
themup to Yale. W do that all the tine.

On nost of these patients, not the
primary angi opl asties, because it's clear, you' ve got
to do sonething. But on the el ective ones, you stop,
you pause. You know, if it's totally straightforward,
If it's a stable patient, it's a single vessel disease,
It's a clean lesion, nost of those are going to be
pretty pronptly. But if it's two vessel disease and
their ejection fraction is 40 percent, let's also stop,
let's think about it, and nake sure we don't put the
patient in harms way.

That's very well characterized in
t he docunents. W would utilize those kind of flow
chart predictive things of what a high risk patient
and/or a high risk Iesion wwuld be. And we have the
| uxury of consulting our coll eagues.

HEARI NG OFFI CER M TCHELL: | think
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you actual ly answered kind of ny next sub questi on,
especi ally when you tal ked about being able to consult
with your coll eagues using the el ectronic nedical
records.

The other question, if you can just
kind of touch upon it alittle nore, is what safeguards
woul d be inplenented to nake sure high risk patients
are properly identified?

DR. HONES: Again, | -- you know,
it's clinical decisionnmaking and we have very
experienced clinicians. W openly encourage
conmuni cati on anongst ourselves. W have not here, as
an elective -- as a primary angi opl asty protocol,
requi red a physician to stop and ask soneone what they
think. | mght be wong, but | think when Dr. Canbi
started his program back in 2012, 2013, he used to show
all of his filns to another senior operator in the
system just to make sure he had a second opinion, and
getting two people together is usually better than --
there's a lot of thought process goes into that.

DR VELAZQUEZ: Every outcone for
every case that is perfornmed for every patient that we
provide a service to, all that information is
sunmmari zed and reviewed as part of our cardi ovascul ar

center performance and quality inprovenment process.
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It's not different for Geenwich than it is for L & M
than it is for -- they're all the sane -- the sane
faculty, the sanme operators, so | would argue that our
process is that we -- it's universal to you, not only
because we enter data into the entity or registry and
t he agency, cath registries but because that's part of
our process internally, that we review all cases,
particularly if there's an outcone that we can | earn
sonet hing from

DR. HONES: Dr. Howes again. | was
tal ki ng al nost preenptively reviewng it before you' ve
done the intervention. Postintervention, every
procedure done at this hospital is reviewed by ne. W
have a quality control board, we review all the cases.
Cobvi ously, nore of the cases that seemto have sone
ki nd of question get nore scrutiny. W review every
di agnosti c catheterization and every PCl, and we
continue to review all of those cases.

HEARI NG OFFI CER M TCHELL: Thank
you. I|I'magoing to turn it over to ny coll eague, Hanna
Nagy, who's going to ask a few nore questi ons.

M5. NAGY: Thank you. So ny first
guestion is please discuss G eenwich Hospital's
energency transfer plan for PCl patients in need of

urgent cardi ac surgery.
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DR. HOANES: | think that's nme again.
Again, Dr. Howes. W' ve been doing this since 2005.

We actually have a very well ascribed flow chart of how

to transfer patients energently, and | believe that was
I ncl uded - -

MR. McKENNAN:  We did not include
that. But we could, if necessary.

DR. HONES: W can show you t hat
flowchart. It's alittle nore conplicated than one
woul d t hi nk because there are options to sonetines fly
a patient by helicopter, there are options for ground
transportation, and it turns out that we have an
anbul ance onsite here at G eenw ch Hospital always wth
the capability to transport a patient with, not only a
ventilator, but big enough to transport a balloon punp.

| deal | y, those patients can be
transferred with energency nedi cal services nedics, but
that is not always available, so on rare occasions
we've had to transfer patients with either an | CU nurse
or a physician going with the patient. That's a
staffing issue, but there's always the opportunity to
have t he anbul ance or the helicopter.

It turns out it depends on tine of
day and the weather on what's going to be the quickest

and pronptest transportation. Yal e-New Haven Health
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System has its own helicopter staff, and that is a
highly trained staff, very confortable to use the

equi pnent, so that is a preferred nethod of
transportation, but that, again, depends on weat her and
t hose sorts of things. Sone patients do transfer by
ground transportation and, like |I said, we have a flow
chart of how we work through that.

W not only work with, obviously,

Yal e- New Haven Heal th transport system we do transport
patients to New York City and to Val halla, and they
have their own transportation connections, as well, and
we know how to interface and integrate with all of

t hose.

M5. NAGY: (Going along those sane
lines in terns of the different nodes of transportation
t hat you have at your disposal, what is the maxi mum
anount of tinme acceptable for this type of energency
transfer?

DR. HOWNES: Again, it kind of
depends on what the clinical scenario is. Mst
patients that need to transfer energently don't
actually need to go to the operating roomthat m nute.
It's usually they need to get to a higher |evel
tertiary care center and can either be stabilized or be

reeval uated, but they can go directly to the cath | ab.
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| think a nore pressing issue is a patient with an
aortic dissection. That has nothing to do with
anything that we're tal king about here today, but those
are patients that do conme to G eenwi ch Hospita
currently and, obviously, it is a conmmobn catastrophic
i1l ness, and we have been transferring those patients
out energently for years, and that would be the nost
pressing thing, to get those patients transferred out
within 20 to 30 m nutes, and then the transportation
time, 30 to 40 mnutes, if it takes that long for an
operating roomto get activated.

In the nodern era, and this m ght be
I nteresting to sone people, during the Covid epidemc
with all the respiratory failure that was invol ved,
ECMO, the extracorporeal nenbrane oxygenator becane
nore of a pressing issue, and we have now been able to
get patients on ECMO in Greenwi ch Hospital by bringing
the services down in a nobile unit fromthe Yal e- New
Haven Health System via the anbul ance or the
helicopter. So we're actually providing the supportive
care at the site alnost energently. W've never had to
do that for a cardiac patient.

M5. LORUSSG  This is Francine
LoRusso. | have to comment on that, because during the

Covid era there were several patients that we had to
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transport and we were very, very fortunate, and those
patients actually were able to be di scharged fromthe
hospital. But it is a nechanismthat we were able to
I nsert here and transport imediately, and it's a skill
set that is quite unique.

M5. NAGY: So typically the expected
energency transfer tine from G eenwich Hospital to
Yal e- New Haven Hospital, can you provide ne with
averages wth regards to both anbul ance transfer, as
wel | as helicopter transfer?

(Unintelligible crosstalk.)

MR. McKENNAN:. Attorney Mtchell and
M ss Nagy, could we request that that be filed as a
|ate file docunment? |'mnot sure we have that at our
fingertips right now.

M5. NAGY: That would be great.
"1l defer to Attorney Mtchell to see if we can all ow
that as a late file, but | have no objection.

HEARI NG OFFI CER M TCHELL: W'l |
di scuss all the late files at the end.

M5. NAGY: Now |I'mgoing to ask you
a coupl e of questions about the PCI quality neasures
that are currently being utilized at G eenw ch Hospital
for its primary PCl program Can you talk a little bit

about that and explain if there are additional neasures
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or what additional neasures that you take specific to
el ective PCl?

DR. HOAES: So probably the starting
point for quality assessnent for the cath lab is this
voluntary data registry called the NCDR, and that's
sponsored through the American Coll ege of Cardi ol ogy,
and it's a very |l ow dataset, and they try to group your
data -- you submt your data, your outcones, and try to
group you with other hospitals of a simlar guide and
what you perform and then you can kind of benchnark
yourself with other hospitals that are doing
theoretically simlar behaviors, and that data entry
set actually has the ability to separate, unlike
apparently the State of Connecticut couldn't separate
primary angi oplasty fromother acute Ms, and that's
why | think sone of that data that was di scussed
earlier today all m xed together and | ooked |ike so
many Ms. You can separate this in the dataset, what's
a STEM, what's an ACS patient, what's a nore stable
patient.

The dataset is nuch nore robust than
just looking at nortality and, obviously, nortality is,
at the end of the day, one of the nost powerful and
worrisonme statistics, but really when we're | ooking at

our process, we're interested in giving care, giving it
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on the right patients, renal outcones, bl eeding
out cones, stroke outcones, and all of that can be
| sol at ed and separated down on a case-by-case basis,
and that data is available to us on a rolling quarter
basis. W do review that every quarter. And
fundanentally it wouldn't change. W woul d, obviously,
have nore patients to put into the dataset, and the
data would be a little different because right now all
of our patients are prinmary patients, and we'll always
have two groups of patients, the prinmary and el ecti ve.
That does get teased out a little
bit differently because of |ike kidney dysfunction,
which is actually the nost common conplication in cath
| ab based procedures. That's very hard to neasure in
primary angi opl asty because none of these patients have
known ki dney function at the tinme of the procedure.
They're comng in energently, whereas elective
angi opl asty, all those patients have a ki dney test
bef orehand. So there are nuances and differences in
t he dataset, but the acquisition and the inputting of
the data woul d be nore or |ess the sane.
In addition to that NCDR thing, as |
alluded to earlier, we |look at every angiogram | know
t he physicians that are doing all these procedures. W

tal k about every case. Sonetinmes that's as useful as
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an outcone thing, what did you think of that angi ogram
you know, should we have taken another picture of the
right coronary artery. There's always room for

| nprovenent for all of us.

M5. NAGY: Do you anticipate that,
based on the quality netrics, were the proposal to be
approved, being changed or the way that you offer these
procedures being changed in terns of the quality
nmetrics at all, based off of the results of the
el ective PCl?

DR HOAES: Can you restate the
gquestion? |I'mnot sure | got it.

MS. NAGY: Sure. So you were
alluding to the fact that there would be kind of two
dat asets, basically; the primary dataset that you have
currently and then going forward you woul d al so have an
el ective dataset. Do you anticipate or will you be
willing to ook at the results of the elective PC
dat aset and change your quality netrics, if necessary,
or to address those netrics through quality?

DR. HOAES: Absolutely. | think it
w Il actually nake our quality dataset better, it wll
be nore robust, and | actually think in the el ective
angi opl asty popul ation, a | ot of those data points are

nore rel evant.
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The primary angioplasty, a | ot of
what happens is a little bit out of our control. The
horse is |l et out of the barn. The elective angiopl asty
group, we're kind of saying that this is an appropriate
patient to do, this is an appropriate tine to do it,
this is an appropriate location to do it. So we
definitely have to look in the mrror and nake sure
we're doing it correctly and appropriately, so
absol utely.

DR, VELAZQUEZ: M ss Nagy, | would
say that currently all our procedures are entered into
the NCDR registry across the cardiovascul ar center, all
el ective and all primary angi opl asties. So we would --
as part of our |eadership role, we would require that
to happen, the idea of elective PCl, was granted to
G eenwi ch Hospital because it would be consistent with
the standard we apply in all our prograns.

M5. NAGY: So I'mgoing to shift a
little bit and tal k about the cost. As far as the
financial feasibility going forward, given the current
climate, wll Yal e-New Haven Heal th Servi ces experience
operating losses in fiscal year 2020 due to Covid 197
And, 1f so, could you project how nuch?

MR. ROTH:  This is Norm Rot h.

Yal e- New Haven Health Systemw || experience operating
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| osses in fiscal 2020 as the result of the inpact of
Covid 19 and that amount, if you exclude the federal
stinmulus noney, is approximately 400 mllion dollars.
Wth the stinulus noney added in right now, it is

| ooking li ke the anticipated loss will be between 40
and 50 mllion dollars, and as we | ook forward to
fiscal '21, we are seeing a strong recovery of

patients, both inpatients and outpatients, in all of
the healthcare facilities of Yal e-New Haven Heal th, and
in fiscal '21 we are expecting a break, even to perhaps
up to three-quarters or one percent positive operating
mar gi n.

M5. NAGY: Would you be able to
answer the question again in terns of G eenw ch
Hospital? And | can repeat the question. WII
G eenwi ch Hospital experience operating |losses in
fiscal year 2020 due to Covid 19?7 And if you would be
able to project an anount.

MR. ROTH Yes. So Covid 19 hit
G eenwi ch Hospital extrenely hard and very early. Qur
first patient was on March 14, 2019. W peaked in
md-April at 120 -- 2020, March 14, 2020, and then in
April we peeked at 126 inpatients and 26 | CU patients
testing the very limts of this organi zation.

Naturally, when we knew that that volune was com ng, we
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di sconti nued out patient services, elective services,
created additional bed capacity and D ane Kelly worked
with our staff, got us to a bed capacity approved by
the Departnment of Public Health up to 284 beds. W
were able to segregate non-Covid patients from Covid
patients, and throughout the entire Covid 19 period, we
have now seen nearly 740 patients at G eenw ch
Hospital, a very significant nunber of patients.

So in fiscal 2020, w thout federal
stinmulus dollars, Geenwch Hospital wll |ose
approximately 35 mllion dollars, but when we are able
to add in the stinmulus funds for |ost revenue provided
by the federal governnent and FEMA, we are actually
forecasting a slight operating gain at this
organi zation of approximately 5 mllion dollars.

Looki ng ahead at fiscal '21's
operating budget, and I will make the clarifying
statenent, assum ng no major resurgence of Covid 19 at
the levels that we saw in March, April, and May and
into June, we are forecasting that G eenwi ch Hospital
will end the year wwth a favorabl e operating margi n of
about 9 mllion dollars for the year for fiscal '2l.

M5. NAGY: Geat. Oay. Thank you.
Do you anticipate the projected | osses by the system

wll affect this transaction? And, if so, how?
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MR. ROTH: We don't anticipate any
| npact on this proposal, and there's no inpact on
Greenw ch Hospital. |In fact, froma healthcare cost
perspective, we think that it is actually favorable for
both the state and the patients, because all the
services that are required for elective PCl already
exi st at Geenw ch Hospital. Al the supplies, staff,
physi cians are all here, so rather than incurring
addi ti onal expense of anbul ance transportation,
soneti mes occasionally repeat exam nations and second
procedures, it all can be done here. So froma
heal t hcare cost perspective, we believe this wuld
actually be an inprovenent in overall healthcare costs.
M5. NAGY: And can you speak to the
| osses to the system as well, if that will have an
| npact? You spoke about the hospital, specifically.
MR. ROTH. The health systemtotally
supports this. They are co-applicants. This is
G eenwi ch Hospital and Yal e-New Haven Health System
and the Yal e-New Haven Health Systemis going to have
t he sane experience going into '21 as we have today,
and vol unmes at Yal e-New Haven and Bri dgeport Hospitals
are such that they are frequently in a surge alert,
nmeani ng that there are so many inpatients in the

facility, that it creates significant delays in the
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energency departnent. |In fact, prior to Covid,
Yal e- New Haven was experiencing 80 or so, sonetines
even higher, patients waiting for inpatient beds. So
actually, froma health system perspective, perform ng
nore of the elective PCls here would relieve sone of
t he burden on the busiest angi ography programin the
state of Connecticut at Yal e-New Haven Hospital.

M5. NAGY: Okay. Geat. Thank you.
So I'"'mgoing to hand it off to ny coll eague, Brian
Carney, to finish up the questi ons.

MR. CARNEY: Thank you. Thanks,
Hanna. Good afternoon, everyone. | have several
guestions for the intervenor, Stanford Health.

The first question is, in your
words, if elective PCl is approved at G eenw ch
Hospital, what do you think would be the inpact on
Stanford Hospital's cardi ac progranf

MR, BAILEY: Could you clarify the
question? Inpact neaning -- could you be a little nore
specific what you're tal king about from an i npact
perspective?

MR. CARNEY: Sure. As you're
saying, the clinical piece of it, the financial inpact
of the hospital, clinical inpact for the program the

vol une i npact for the program

204




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

MR. BAILEY: Sure. So | can
address, again, sone of the questions fromthe business
side, and I'll let ny colleague, Dr. Martin, talk a
little bit nore about it froma clinical side.

The questions were asked during the
Cross-exam nati on about whether we've done any vol une
protection, have we done any cost financial indication.
We have not done that. And that's truly not the basis
of our argunent here. W do believe there's going to
be an adverse inpact across all providers throughout
t he geographi c area when anot her program woul d be
I npl enented at the | evel of specificity that that may
entail.

There's a | ot of specul ation that
woul d be caused with that, but we think it would have
sone inpact to us and that, as | nentioned before,
there is a national decline happening across the
country, and that is sonething that woul d cause
potential additional degradation of overall case
filings, and we're concerned that we neet the gold
standards froma clinical standpoint.

DR MARTIN. dinically, | think if
this programwent through, we wouldn't see any dramatic
change. Qur volune is such that we're not in danger of

closing. W' re not in danger of becoming a low quality
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program | think that, day-to-day, ny job woul dn't
change.

VWhat | do worry about is, aside from
wor ki ng at Stanford Hospital, | have patients and
col |l eagues and friends that live in Geenwich, and | --
we just hope, for their sakes, that we continue to
uphol d the gold standards and provide care as the best
avai | abl e as gui ded by our guideli nes.

MR. CARNEY: Does Stanford Hospital
have avail abl e capacity to increase the nunber of PCl
procedures perforned and, if yes, how nmany additi onal
PCl procedures could you do?

DR MARTIN. W certainly have the
capacity. | would say we nearly doubl ed our capacity,
nearly doubl ed the nunber of procedures we're doi ng now
to provide quality care. W're reasonable busy. W
have three cath | abs, they're running all day, and
they're definitely openings -- | read in sone of the
testinony fromthe applicants about patients having to
wait days to get procedures. That certainly would not
be the case here. Wen we do get transfers from
Greenw ch or Norwal k, those procedures, we're typically
waiting for the patient to get here to take themto the
procedure i nmedi ately.

MR. CARNEY: Can either of you three
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gentl enmen nane the primary service area towns served by
Stanford off the top of your head?

MR. BAILEY: | can address that
gquestion for you. So we |look at Stanford and Darien as
our imediate primary service area and our additional
service area and, pardon ne, because | amstill fairly
new to the geography if | don't capture all the nanes.
| will get it to you in followp. That would include
G eenwi ch, New Canaan, WIton, Norwal k, and West port.
Let me -- to give you clarity, let's give you that
Information in a followip, if you're okay with that.

MR. CARNEY: Sure. You're saying
basically the primary service area i s two towns;
Stanford and Darien?

MR. BAILEY: W consider that our
| mredi ate area, our inmmediate primary service area.

MR. CARNEY: CQur definition is |ike
top 85 percent of discharges.

MR. BAILEY: | don't have that
information readily available, to ny know edge.

MR. CARNEY: A coupl e of other
things I"'minterested in know ng, which |'msure you're
not going to have that at the top of your head. W can
address themas late files, but |I'Il just nmention if

you could provide us the annual historical volunes for
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primary and el ective PCl at Stanford Hospital for the
past three fiscal years, also providing us the yearly
totals by patient town of residence for primary and
el ective PCI. So we're going to ask you for that.

And, lastly, we'd |ike to have sort
of an idea of where you think the programis going, so
we'd |ike you to provide us wth the annual projected
volunmes for primary elective PCl anticipated over the
next three years and what you would anticipate if this
proposal goes through, so with or w thout the proposal.
So, to kind of quantify that, that inpact on vol une.

MR. BAILEY: Understood. 1|'d be
happy to provide that.

MR. CARNEY: As of now, that's all
of the questions that | have. M chael a?

MR. McKENNAN:  Attorney Mtchell,
Wth respect to the late files, we'd |like an
opportunity to respond to the docunentation, if that's
okay.

HEARI NG OFFI CER M TCHELL: 1"l give

you a brief anmpunt of tine to respond after we receive

them |In addition to that, we had a couple of requests
for late files for your client, as well. So we -- you
know, it probably will make better sense for ne to

Issue it in a witten order so everybody has
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everyt hi ng.

But we were | ooking for, fromyou,
updated financials, from 2019 to 2022. W wanted to
get the estimted di stance between G eenw ch Hospital
and White Plains, and then we also wanted to get, if
you can, | was asking for the average tine for an
enmergency transfer from G eenwich to both Bridgeport
and Yal e- New Haven Hospital, either by anbul ance -- |
think I said by anmbul ance, but by anbul ance and by
hel i copter, so these are the things that we'd be
| ooking for. W only verbally tal ked about them

|'"I'l probably, not probably, | wll
| ssue an order tonorrow requesting everything in
witing so that you have that handy so you don't have
to remenber everything now, but since we've gone over
them verbally, | wanted to ask how nmuch tinme you need
to produce the docunents that we discussed. [|'ll| start
with the applicants.

MR. McKENNAN:  WAs the question how
long it would take to respond to the late files?

HEARI NG OFFI CER M TCHELL: Yes.

MR. McKENNAN: | woul d request at
| east a week and a half through the end of next week to
gat her the updated financials. That's probably the

nost tinme consum ng of each of these tasks, so | ooking

209




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

at a calendar -- can we set the 9th as a date?

HEARI NG OFFI CER M TCHELL: Ckay.
Are you anenable to that, Attorney Mnahan, for the
production of the information that we need from your
client?

MR, MONAHAN:  Yes.

HEARI NG OFFI CER M TCHELL: | w |
give alittle bit of additional time for a response
fromthe applicants to the intervenor's information
that they provide, their additional evidence. | don't
want this to drag on too long. I'mthinking -- do you
need three full business days?

MR. McKENNAN: | think that's
reasonable. So three full business days, so Monday,
Tuesday, Wednesday foll owi ng the 9th.

HEARI NG OFFI CER M TCHELL: The 12th
I s Colunbus Day. Are you all working on the 12th?

MR. McKENNAN: That's a good point.

M5. LORUSSO That's not a holiday
at Yal e- New Haven.

MR. McKENNAN:  That's reasonabl e.

HEARI NG OFFI CER M TCHELL: So you
want to say cl ose of business on the 14th?

MR. McKENNAN:  Agr eed.

HEARI NG OFFI CER M TCHELL: | w |
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| ssue an order on that.

| don't know if there's anybody el se
fromthe public that is on listening. |f you are, |I'm
going to ask you to unnute yourself and kind of let us
know that you're there if you want to speak.

Hearing nothing, I'mgoing to go
ahead and adjourn the hearing. W'IlIl issue the order
for the additional docunentation tonorrow with the
agreed upon dates. It will have the specificity that
you need to nake sure that you produce everything that
we' re asking for.

In addition to that, | just want to
t hank everybody for convening virtually. It is not
easy for everybody to sit in the sane roomfor as | ong
as you did, especially under the current circunstances,
so | just really appreciate it. | appreciate all the
peopl e who are participating fromthe public just
giving us your tine and letting us know what you think
about this application, and if you have any questions
or concerns, please feel free to reach out to us.
Attorneys know to copy one another on correspondence.

QG her than that, we're going to go
ahead adjourn the hearing for today. The record, as it
stands, i1s going to remain open until October 9th for

any additional coments or subm ssions. So we're all
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set at this point.
(Wher eupon,

adj ourned at 5:21 p.m)

t he Heari ng was
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CERTI FI CATE FOR REMOTE HEARI NG
STATE OF CONNECTI CUT

|, Debra A Chasse, CSR 055, a Notary Public
duly comm ssioned and qualified, do hereby certify
that there appeared before ne on Septenber 30, 2020,
at 10:31 a.m, at a hearing taken by renote neans for
The OFFI CE OF HEALTH STRATEGY IN RE:  GREENW CH
HOSPI TAL AND YALE- NEW HAVEN HEALTH SERVI CES
CORPORATI ON, CERTI FI CATE OF NEED APPLI CATION, to wit:
DI ANE KELLY, CHRI STOPHER HOWES, ERI C VELAZQUEZ,
FRANCI NE LOoRUSSO, NORMAN ROTH, JONATHAN BAI LEY, and
SCOIT MARTI N, who were duly sworn by the Hearing
Oficer to testify to the truth and nothing but the
truth touching and concerning the matters in
controversy in this cause; that they were thereupon
carefully exam ned upon their oath and their testinony
reduced to witing under ny direction by conputer-aided
transcription; that the proceedings are a true record
gi ven by the w tnesses.

| further certify that | amneither attorney or
counsel for, nor related to or enployed by any of the
parties to the action in which these proceedi ngs were
taken, and further that | amnot a relative or enpl oyee
of any attorney or counsel enployed by the parties
hereto or financially interested in the action.

In witness whereof, | have hereunto set ny hand
this 21st day of COctober 2020.

e

(D

Debra A Chasse, CSR 055
Notary Public

Comm ssi on Expires:
June 30, 2021
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