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(Begin: 10:01 a.m)

THE HEARI NG OFFI CER.  Good norning, everyone. This
public hearing before the Health Systens Pl anni ng
Unit identified by the Docket Nunmber 20-32390- CON
is being held on April 22, 2021, regarding the
Norwal k Hospital Association certificate of need
application to establish el ective percutaneous
coronary intervention services, or PCl, at Norwal k
Hospi t al .

On March 14, 2020, Governor Ned Lanont issued
Executive Order 7B, which in rel evant part
suspended i n-person open neeting requirenents to
ensure the continuity of operations while
mai nt ai ni ng the necessary soci al distance.

To avoid the spread the COVID-19 the Ofice of
Health Strategy is holding this hearing renotely.

We ask that all nenbers of the public nute
the device that they are using to access the
heari ng, and silence any additional devices that
are around them This public hearing is being
hel d persaunt to Connecticut Ceneral Statutes
19a-639a, and will be conducted in accordance with
t he provisions of Chapter 54 of the Connecticut

Cener al St at ut es.
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My nanme again is Mchaela Mtchell. Victoria
Veltri, the Executive Director of the Ofice of
Health Strategy has designated ne to preside as
the Hearing O ficer over these proceedi ngs today.

In addition to nyself, ny coll eagues Brian
Carney and Jessica Rival are here to assist ne in
gathering facts related to this application. Also
on the line is our consuner information
representative Leslie Geer, who wll assist in
gat heri ng nanmes for public comment.

The certificate of need process is a
regul atory process, and as such the hi ghest |evel
of respect wll be accorded to all of the parties

and nenbers of the public, and our staff --

[Interruption.]

THE HEARI NG OFFI CER° Hol d on one nonent.
| want to nmake one announcenent about nuting
your sel ves. Pl ease nake sure that you're nuted.
Qur priority is the integrity and
transparency of this process. Accordingly, we're
going to request that decorum be maintai ned by al
present during these proceedi ngs.

The hearing is being recorded and wll be
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transcri bed by BCT Reporting, LLC. Al

docunents related to this hearing that have been
or wll submtted to the Ofice of Health Strategy
and will be available for review through our CON
portal, which is accessible on the Ofice of

Heal th Strategy CON Webpage.

In making its decision, the Health Systens
Planning Unit, or HSP w Il consider and nmake
written findings concerning the principles and
gui delines set forth in Section 19a-639 of the
Connecti cut General Statutes.

The Norwal k Hospital Association is a party
in this proceeding; and Stanford Health,
| ncor porated, has been designated as an intervener
with full rights in this proceeding.

At this tine I'mgoing to ask M. Carney to
read into the record those docunents already
appearing and HSP's table of record in the case.

MR. CARNEY: Good norning. Brian Carney for the Ofice
of Health Strategy Health Systens Planning Unit.

At this tine |'d would like to enter into the
tabl e of record Exhibits A through S

THE HEARING OFFICER. Al right. | just want to nake a
qui ck note that we did receive a few additional

subm ssions which were Exhibit T. It was Attorney
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Monahan's appearance. And then al so we added
Exhibit U a few nonents ago, and that was the
public conment.

|"'mgoing to ask attorneys for the Applicant
if there's any objection to the inclusion of these
exhibits into the record?

MR. TUCCI: Good norning, Hearing O ficer Mtchell.
This is Ted Tucci. And on behalf of the Applicant
we have no objection to the supplenental exhibits.

THE HEARI NG OFFICER: Ckay. |I'mgoing to turn to the
| ntervenor's counsel for any objections?

MR. MONAHAN: Intervenor's counsel has no objection to
t he suppl enental exhibits.

THE HEARI NG OFFICER  All right. Thank you, Attorney
Monahan. All right. Thank you, Brian. |
appreci ate that.

So we are going to proceed in the order
established in the agenda for today's hearing. As
al ways, the Ofice of Health Strategy reserves the
right to allow public officials and nenbers of the
public to testify outside of the order of the
agenda as needed.

|"mgoing to advise the Applicants that we
may ask questions related to your application that

you m ght feel that you've already addressed, and
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we do this for the purpose of ensuring that the
publ i ¢ has know edge about your proposal, and al so
for the purpose of clarification if we have

guesti ons about sonething that we read. | want to
reassure you that we read your application
conplete in its responses and your prefiled

t esti nony.

As this hearing is being held virtually we're
going to ask that all participants to the extent
possi bl e and able to use the video caneras when
testifying or comrenting during the proceedings.
Anyone who is not testifying or commenting wl |
mute their electronic devices, including any
t el ephones, tel evisions, and ot her devices not
bei ng used to access the hearing.

We're going to nonitor participants during
the hearing. To the extent possible we just ask
that counsel for the parties, counsel for the
Appl i cant and counsel for the Intervener raise
hands to make an objection.

"Il address you. |If | don't, it's okay to
unnmut e yourself and address ne directly.

Al'l participants, again nake sure that you
mut e your devices and di sable your caneras. \Wen

we go off record or take a break we are not going
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to stop the recording. The fear of stopping the
recordi ng creates, you know, concern that we nmay
not turn it back on properly when people are
testifying. So we're going to record everything.
So just make sure that you nute your device or

di sabl e your camera when we go on break, off the
record.

As we did before we started the hearing, |'m
going to provide a warning to everyone that we're
going to go back on the record so that everybody
can get back in their places and turn their
caneras on as appropriate.

Public coment is going to go again in the
order established by OHS. 1'Il call each
i ndi vidual by nanme when it's his or her turn to
speak. At this tinme I"'mgoing to ask all of the
i ndi vidual s who are going to testify on behal f of
the Applicant and the Intervener to raise their

right hand so that | can swear you in.
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J OHN MURPHY,
ARSHAD YEKTA
DAVI D LOMNI T Z
KATHLEEN SI L ARD,
ROHI T BHALLA
JONATHAN BAI LEY,
SCOTT MARTI N,
MARK WARSHOFSKY,

called as a wtnesses, being first duly sworn by

Hearing O ficer, were examned and testified under

oath as foll ows:

THE HEARI NG OFFI CER.  Thank you.
MR. MONAHAN: Attorney M chaela Mtchell?
THE HEARI NG OFFI CER  Yes.

MR. MONAHAN: | don't know -- am| too far away for you
to see ny hand if it -- it's raised given what you
sai d?

THE HEARI NG OFFI CER:  No.

MR MONAHAN: And | did have -- | didn't want to

interrupt your instructions and prehearing

statenents, but | did have a question about

adm ni strative notice of docket nunbers,
rai se thenf

THE HEARI NG OFFI CER  Ckay.

i f I may
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MR. MONAHAN. May | do that before the hearing and
t esti nony begi ns?

THE HEARI NG OFFI CER.  Absolutely. Go ahead.

MR. MONAHAN: The Intervener respectfully requests that
t he Docket Numbers of CON which were two Norwal k
Hospital decisions 12-31793-CON; the final
deci sion of that docket nunber be admitted into
the record for admnistrative notice as it is a
publ i ¢ docunent on the precisely sanme issue
i nvol ving the sane applicant.

Simlarly, the second one is the Norwal k
Hospi tal application of 04-30286-CON for the sane
reasons, both of which have been referenced or
al luded to, even though w thout the docket nunber
in testinmony of the Applicants and in the
subm ssions in the -- before the prefiled
t esti nony.

And then finally, because the objection to
our request as a petitioner was grounded in part
on a very specific reference to our reiterating
argunents in a prior proceeding just |ast year and
not too long ago, | believe it is appropriate that
that reference be properly identified in the
record as the Greenwi ch Yal e New Haven application

Docket Nunber 20-032342- CON.

10
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And those are the three docket nunbers that
are on the public docket of this agency that |
request adm nistrative notice be taken.

THE HEARING OFFICER.  All right. So Attorney Tucci, do
you have any response to this request?

MR. TUCCI: Thank you, Hearing Oficer Mtchell. This
is Ted Tucci, one of the counsel for the
Appl i cant .

And we have no objection to OHS taking
adm ni strative notice of prior dockets. | would
just note for the record we want to nake sure that
W th respect to the docket nunmber concerning the
G eenwi ch Hospital application, Docket Number
20- 32342-CON, that the Stanford Hospital appeared
as an intervener in that proceeding.

So we would just want to make sure that al
of the materials including late files and any
other materials that were submtted by the
I ntervener in that process were part of the
adm ni strative notice of that record.

THE HEARI NG OFFI CER.  Any obj ection, Attorney Monahan?

MR. MONAHAN: Absol utely no objection.

THE HEARING OFFICER. Al right. So we're going to go
ahead and take adm nistrative notice of those

t hr ee dockets.

11
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Anyt hing el se, Attorney Monahan?

MR. MONAHAN. No, not at this tinme. Thank you.

THE HEARI NG OFFI CER:  You' re wel cone.

Anyt hi ng el se, Attorney Tucci?

MR. TUCCI: No, thank you, Hearing Oficer.

THE HEARI NG OFFI CER°  Okay. So the last thing I'm
going to nention is just a rem nder to everyone
when giving your testinony make sure that you
state your full nane and adopt any witten
testi nony that you have submtted on the record
prior to testifying.

At this time |'"'mgoing to allow the
Applicants to proceed with their testinony.

Bef ore you begin one other thing is if you
use any acronyns nake sure you define what they
are before you use themjust for the benefit of
the public, and also clarity of the record.

And I'Il turn it over to you, Attorney Tucci.

MR. TUCCI: Thank you, Hearing Oficer Mtchell. And
good norning to you and good norning to nenbers of
the OHS staff.

My nane is Ted Tucci, and along with Lisa
Boyl e and Connor Duffy, we represent the Applicant
in the CON proceeding that brings us here this

mor ni ng on behal f of Norwal k Hospital Association.

12
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We're prepared now to present the direct
testinmony of the Applicant's witnesses. W're
going to begin with the testinony of Dr. John
Mur phy, and then we'll proceed through our
W t nesses in order.

THE HEARI NG OFFI CER.  Thank you. |'mready for you,
Dr. WMurphy.

THE W TNESS (Murphy): Good norning, Hearing Oficer
Mtchell. M nane is John Murphy. [|I'mthe
Presi dent and CEO of the Nuvance Health. It's
nice to see you again. |'malso a practicing
physi ci an and neurol ogi st, and | hereby adopt ny
prefiled testinony.

There are a few points I'd like to nake in
the few mnutes that | have. The first of which
is elective PCl, or percutaneous coronary
intervention. At Norwal k Hospital it's an
i nportant part of our vision for healthcare
delivery within Nuvance Health. Qur goal is and
has al ways been to deliver high-quality care that
is accessi ble, affordable, patient centered and
delivered as close to hone and fam |y as possi bl e.

We currently offer a broad range of
cardi ovascul ar services within Nuvance Health. It

was actually the first Institute that we created,

13
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as it represents the | eading cause of death in
Anmerica. Elective PCl at Norwal k Hospital in our
viewis amssing link in -- in our service
delivery to patients in this community and our
ability to provide themwth |ife-saving care and
to keep their hearts healthy.

The existing regulatory system prevents
patients wth cardiovascul ar di sease to access
this life-saving care at their | ocal hospital
their hospital of choice, yet there's no
correspondi ng advantage in terns of cost or
quality, and we do believe that that requlatory
system needs to understand and nodify its position
as a result.

W are firmy conmtted to play a role in
controlling the escal ati ng heal thcare costs that
confront the State -- and the nation, for that
matter. Fee-for-service nedicine is giving way to
val ue- based care and we are willing to be held
accountable for the quality and the cost of that
care.

W want to be part of this solution. W
salute the State for its position really in
| eadi ng health systens and hospitals towards the

adoption of alternative paynent nodels, and your

14
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office really has | ed the way.

As part of our agreed settlenent, as a natter
of fact, we commtted to increase the nunber of
patients receiving care under alternative paynents
nodel s and ri sk-based contracts of one kind or
anot her, and we have been diligent in our pursuit
of that settlenment and those tines.

We al ready provide primary PCl, as you know,
at Norwal k Hospital. W have the team the
facilities, the equi pnent and the experience.
think it's inportant to renenber that in the
decade that | was born nedi cal know edge was said
to double every 50 years or so. |In the decade |
was in medical school in the eighties that
changed, and nedi cal know edge doubl ed every seven
years.

In the decade in which we live today it is
said that nedical know edge doubl es every 73 days.
We believe that the regulatory framework needs to
enbrace that reality and evol ve as such.

Here at Norwal k Hospital we are ready,
willing and able to performelective PCl. | thank
you sincerely for your consideration of this
application and | respectfully ask that your

of fice approve it.

15
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Thank you.

THE HEARI NG OFFI CER.  Thank you, Dr. Murphy.

MR. TUCCI: Thank you, Dr. Murphy.

This is Ted Tucci, counsel for Norwal k
Hospital. And the next witness who will be
presenting direct testinony is Dr. Mark
War shof sky.

THE W TNESS (Warshofsky): Thank you, Hearing Oficer
Mtchell and staff of the Ofice of Health
Strategy for the opportunity to testify in support
of Norwal k Hospital's application today.

My nane is Dr. Mark Warshofsky. | am-- |'m
the System Chair of the Nuvance Health Heart and
Vascul ar Institute, and a practicing
interventional cardiologist. | adopt ny prefiled
testinony for the record.

This norning I will tell you alittle bit
about Nuvance Health's approach to providing
cardi ovascul ar care for our patients and to
provi de sone background for the reasons that we
woul d I'i ke this application approved.

Nuvance Heal th approaches cardi ovascul ar care
in a systemm de approach. W do this in a nunber
of ways. W have a systemm de coll aboration with

mul tidisciplinary experts within our systemthat

16
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participate in clinical councils. W are
participating in nunerous national registries
whi ch hel p us to conpare ourselves to national
st andar ds.

And Danbury Hospital has recently gone
t hrough a program assessnent and affiliation with
the Cleveland Cinic. Norwalk Hospital is
currently undergoi ng an assessnent of our
cardi ovascul ar program by the Ceveland dinic
Heart and Vascular Institute, and we anticipate a
formal affiliation later this year.

That affiliation focuses on quality and best
practice, and it -- we've already started to push
out a lot of the care pathways and gui delines that
we have devel oped with the C eveland dinic.

The safety of performng PCl w thout cardiac
surgi cal backup is not in question. That has been
proven by nultiple random zed studies that are
easily viewed in the -- in the literature, and
that's largely due to inproved interventional
t echni ques such as coronary stents, coronary
covered stents, new technol ogi es, techni ques and
new nedi cations to make PCI nuch, nmuch safer for
per cut aneous i ntervention; much, nmuch safer than

it was several years ago.
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The -- the current estimates of the need for
coronary artery bypass surgery in the setting of a
PCl are about two patients in a thousand, all the
way down to a few patients in 10,000. And I think
it's inmportant to restate the Norwal k Hospital is
al ready performng PCl on STEM patients.

This is really the sickest cohorts of
patients. They present suddenly to the energency
room They're in need of energent care, and that
life-saving care is provided by our physicians at
Nor wal k Hospi tal.

| also think it's inportant to note that
while we're calling this an elective PC
application, many of our patients who fall into
that category are not truly elective. They're
patients who have been admtted to the hospital
who are in need of urgent procedures to prevent
heart attacks or to mnimze heart attacks, and
that life-saving care really should be avail abl e
as well at Norwal k Hospital.

We have sufficient current volune to support
this program W are currently perform ng PCl on
approximately, for the FY '21 year, projected to
be about 80 patients with STEM presenting to
Nor wal k Hospi tal .

18
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And if you | ook at progranms around the state
and nationally, prograns that are doing PCl for
patients presenting with STEM, their ratio of
el ective PCl to STEM patients is over four to
one. And | think that using those 80 STEM
patients as a surrogate for what the volunme could
be and probably should be at Norwal k Hospital, we
woul d be well over the 200 cases that the
literature suggests that we should have if we are
to performPCl w thout surgical backup.

| think it's also inportant to note that, you
know, geographic di stance doesn't necessarily
equate to geographic isolation, or is a sufficient
nmeasure for geographic isolation. W all know we
have bad weat her that comes up. W have storns.
We have terrible traffic with accidents. The
inability of famly to -- to be with their |oved
ones during a stressful experience -- and even
pandem cs, unfortunately, really | think should
make us question the w sdom of transferring
patients to another hospital w thout necessity.

| think al so the use of val uable EMS
resources to performthose transfers when they
coul d be doing other necessary activities is

sonething that we really should think about.

19
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There is a redundant -- the redundancy involved in
ternms of work being perforned on the part of the
recei ving hospital, and that redundancy is not
just extra work, but it also introduces the
chances for nedical errors and patient harm

| think that -- certainly | have no doubt
that if this application is approved Norwal k
Hospital will operate a high-quality elective PCl
programthat's going to serve the patients of
Norwal k Hospital and the surrounding comunities
in away that will allow for actually inproved
care for the patients of the comrunity.

Thank you.

THE HEARI NG OFFI CER° Thank you, Dr. Warshof sky.

MR. TUCCI: This is Ted Tucci, counsel for Norwal k
Hospital. And the next witness who will be
speaking in support of the application Dr. Arshad
Yekt a.

THE W TNESS (Yekta): Good norning. And thank you,
Hearing O ficer Mtchell and staff of the Ofice
of Health Strategy for the opportunity to testify
in support of the Norwal k Hospital application
t oday.

My nane is Dr. Arshad Yekta, and |I'm an

interventional cardiologist, and |'malso the

20
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Director of the Cardiac Catheterization Laboratory
here at Norwal k Hospital. | hereby adopt ny
prefiled testinony for the record.

In regards to our history here at Norwal k
Hospital, we have been offering prinmary
angi opl asty coverage for approximtely el even
years when we started our program back in July of
2009. Since then we've offered 24/ 7 coverage in
our cardiac catheterization |aboratory for the
si ckest of patients that conme into the hospital
who are on death's door.

W have a very well staffed and well -stocked
cardi ac catheterization | aboratory here. W offer
equi pnrent that nmay not be avail able at even many
ot her advanced institutions. W are able to
per f or m percut aneous i ntervention. W have the
|atest in technology in terns of stents. W also
performcoronary imging to ensure that we provide
hi gh quality care.

W have a new cardi ac catheterization
| aboratory which we are building out, and will be
conpleted in May and be starting to be used at the
end of May. Additionally, we offer support
devices like intra-aortic balloon punps and

| npel | a devices, which as well are very -- are at

21
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the forefront of cardi ol ogy care today.

In addition we have an on-call cardi ol ogi st
who's on call 24/7. W also have thoracic
surgeons, and vascul ar surgeons are al so on cal
24/ 7 to offer any support which would, if at all,
woul d be necessary can also help in the function
of the cardiac catheterization | aboratory.

At this time we function as a cardi ac
catheterization director, and the one thing that
we have is we have a core group of dedicated
physi cians. W have a core group of dedicated
staff who have been here, and who've really shown
dedi cation to our -- our STEM programand to our
di agnosti c angi ography program as wel | .

We have a very robust education system
W -- as in many advanced tertiary care centers,
t hey of fer education and teaching. W do the
same. W offer cath conferences nonthly. W have
STEM neetings -- or I'msorry, neetings in
regards to all our cases. | review every single
coronary intervention which we performat the
hospital -- and to nake sure that we offer the
hi ghest quality of care for all of our patients.

In addition to that, we -- we train our

staffs on a regular basis weekly to nmake sure that

22




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

t hey understand anything that is going on at the
forefront of cardiology, to nake sure we are well
suited to deliver any types of care that's needed

to all of our patients.

In terns of why | feel |ike, you know, at a
hospital of our size, you know, we -- we all know
that there -- there have been -- there, as volune

does increase we have shown that there are al so
i nproved neasures of outcone. And as

Dr. Warshof sky nentioned, we have a very --
actually an internedi ate volune of patients
presenting with acute nyocardial infarction.

| f you extrapolate that out to patients who
woul d be presenting wth non-ST el evati on,
nyocardi al infarction or elective PCl, | feel I|ike
our volunme woul d be the m ddl e ground.

The one benefit that we have here is that we
woul d have cardi ac catheterization | aboratories
available. And with that being said, we would be
not be a very high-volune center, but we'd fall in
that m ddl e-of -the-road center, internediate
volume. And | feel like that's kind of the ideal
ground where we're able to provide high quality of
care, personalized -- personalized care to these

patients and offer a | ower incidence of
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conplication for these patients.

In terms of why we al so have to understand
t hat acute coronary syndrone is not a binary
di agnosi s; a conti nuum of diagnosis. You have
patients who present with, you know, stable
angi na, with unstabl e angi na, nyocardi al
infarctions and acute ST el evation nyocardi al
infarctions. But you know we understand that this
is not a binary, or there's not distinct cutoffs
in between these diagnoses. So currently we're
only able to provide care for patients that
present with the acute ST el evati on nyocardi al
i nfarction.

And | strongly believe that if we think in
this manner we actually cause harmto nmany
patients which present with other diagnoses.

For exanple, it's been adopted by many the of
gui delines including -- including the Anerican
Col | ege of Cardi ol ogy, the European Society of
Cardi ol ogy; that early invasive strategy should be
enpl oyed in patients who present with acute
nyocardi al infarction, in particular if they have
el evated ri sk, and they should undergo angi ography
within 12 to 24 hours.

I n addition, patients who present with high
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ri sk acute nyocardial infarction who are not STEM
may need to have angi ography done within two
hours.

Unfortunately, these netrics are very hard to
acconplish if we don't have the capacity to
performthese procedures here at Norwal k Hospital.
As you know, we're in a very congested area and
the ability for us to transfer patients in a
tinmely manner is hindered by many obstacl es
including traffic, weather, EMS services, and al so
the coordination it takes to actually transfer a
patient can also -- also be very tinme consum ng.

In addition to the -- the fact that transfers
can take sone tine, they also pose many
hi nderances. There's an issue in terns of nedical
records. Medical records oftentines between
institutions are not shared. So oftentines these
records are printed. Inmaging is likely
unavai lable. In addition, there is a change of
providers. Not only are the cardiol ogists
different, but in addition the nursing staff is
different, the hospitals are different, the health
staff may be different.

And this really -- what -- what this -- what

this does is it causes an area for errors in -- in
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medi cal records, nedical -- nedical admnistration
errors and increased risk of infection. So we
feel like transfers should be avoided if possible.

In addition, followp for these patients
beconmes di sjointed. Now all the sudden you've
gi ven themtwo cardi ol ogists, two hospitalists.

So they becone a little bit confused as to how
followmp Wil also be enployed.

Lastly, the whole area -- era of COVID 19 has
really shown us that transfers can becone
difficult in addition because of multiple things.
First of all, during COVID we did realize -- we
did see according to many studi es that have been
publ i shed that el ective cases had to be hel d.

Even sem -urgent cases were being del ayed.

In addition to that, the availability of cath
| abs and cath |ab staffs becane limted. So even
if the transfer was available -- a transfer was
necessary, it may not be available to the patient.

So in conclusion, | strongly believe that if
el ective PCl were to be able to be perforned at
Norwal k Hospital | think it will inprove quality
of care, decrease |length of stay for the patients.
It will decrease the cost for these patients,

but nost inportantly, it wll increase patient
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satisfaction, and we wll do this w thout
increasing the risk of cardiac events.

And the other issue is -- is that | feel |ike
in the area we are, we'll be able to deliver care
to patients who may not be able to achieve it
ot herwi se. Thank you.

THE HEARI NG OFFI CER.  Thank you, Dr. Yekta.

MR. TUCCI: Hearing Oficer Mtchell, this is Ted
Tucci, counsel for the Applicant. And the final
W tness who will be presenting testinony on behal f
of the Norwal k Hospital Association is Dr. David
Lomi t z.

THE WTNESS (Lommitz): Thank you, Hearing Oficer
Mtchell and staff of the Ofice of Health
Strategy for the opportunity to testify in support
of Norwal k Hospital's application today.

My nane is Dr. David Lomitz. | am Chief of
the Section of Cardiology at Norwal k Hospital, and
a practicing cardiologist. | adopt ny prefiled
testinony for the record.

|'"d like to use ny tine at this hearing today
to highlight two inportant issues that are in ny
prefiled testinony. The first issue of great
concern is the underutilization of the appropriate

use of PCI. W know that this is a significant
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problem W know it exists throughout nedicine,
that things that have been proven to be benefici al
aren't al ways done.

Data fromthe New Engl and Journal of Medicine
shows that up to 30 percent of people who are
clearly appropriate for PCI do not get PCl. W
al so know that the outcone for those patients is
wor se than those that receive PCl. In sunmary for
that -- is that patients do worse. They have
hi gher nortality and higher norbidity.

What is al so known and al so very concerni ng
is that patients who are at highest risk for
underutilization of appropriate use of PCl are
racial mnorities. This is an issue that plagues
us in medicine, not just in cardiology, but in
other areas as well, and is certainly highlighted
by the COVID 19 crisis.

So why does this happen? W don't really
know for sure, but we do know when it conmes to PCl
there is a clear association with the
underutilization of PCl when appropriate with
patients comng to hospitals that do not have the
el ective PCl capability, and don't have ful
I nvasi ve cardi ac service avail abl e.

We know this to be true, not only in the
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United States which has been repeated in nultiple
studies, but is known internationally to be the
case. Patients who don't go to hospitals with
full capacities tend to be the ones at risk. So
what does this nmean? Can this be addressed?

Interestingly, there was a study in New York
City that was able to show the sane finding, that
these patients going to the hospitals w thout
t hese services avail able were not receiving the
care at a nuch higher rate.

If proximty to a hospital that has those
capacities for invasive interventions were the
solution, certainly New York City wth its high
density of hospitals that -- with and w t hout
woul d certainly be the first and nost capabl e of
tackling this issue, yet they aren't.

The authors of that study which is in ny
prefiled testinony and is published in the Annals
of Internal Medicine, the authors suggest that the
factors are nmuch nore conplex. | think we have to
be hunbl e as physicians to recogni ze what we know
and what we don't know, and these authors suggest
that there may be factors social, economc,
| anguage barriers and other factors that play an

i nportant role.
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So what is the solution? Wat can we do to
mnimze this inpact? | think that fromthe data
it's clear that if we can increase access to
hi gh-quality care, that patients wll be |ess
likely to be underserved and underutilized in
t hese appropriate procedures. | think Norwal k
Hospital is in an ideal position to do it.

| don't want to repeat Dr. Warshofsky and
Dr. Yekta's testinony. | think they did it very
well, that the hospital and the network is highly
commtted to providing a high-quality program and
to foll ow t he hi ghest standards.

| think certainly the high rates of primry
angi opl asty speaks to a very high burden of
di sease in our area, and certainly raises the
question of underutilization in our comunity.

|*"mal so very proud of Norwal k Hospital, a
pl ace that |1've worked for the |ast 20 years, is
extrenely commtted to the best care for all of
its patients in its comunity, and all patients
who arrive here, but specifically very commtted
to providing care to underserved comunities,
particularly racial mnorities and the uni nsured.

We have a very tight association and work

closely with Arericares, which is a clinic that
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provi des care for the uninsured, Norwal k Comrunity
Health Cinic that al so provides health care for
uni nsured; and in our estimtes which are in the
OHS table six, projections that at |east
20 percent of those receiving elective PCl wll be
patients who are either on Medicaid or uninsured.

| think that the comm tnent of Norwal k
Hospital will certainly help, not only Norwal k
Hospi tal and Nuvance's commtnent to try and
I nprove care, reduce the issues of racial
disparity -- but | think it's a commtnent that
all physicians in the United States are acutely
aware of and trying to nake a positive inpact.

There's another issue that | want to
hi ghlight fromny prefiled testinony. That is
what, you know, we deem sort of the fractioning of
care, or dual pathways. 1've been practicing at
Norwal k Hospital for the last 20 years. | think
Dr. Warshof sky spoke very well with regard to the
probl ens that occur acutely when you transfer a
patient fromone health systemto another, and so
are the pitfalls that -- that can occur.

| want to tal k about sonme of the things that
can occur that aren't necessarily clearly obvious

initially, but over tinme becone clear, or
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uni nt ended consequences of these actions. Wat we
see is that patients are not uncommonly -- who
live in our area are seeking cardiac care in other
heal th systenms. This could be because when they
arrive at Norwal k Hospital they spend a brief
amount of tinme here, then were transferred out.
They ended up staying with physicians at those
heal t h systens.

Now you' ve created a dual pathway where that
patient is now having health care delivered in
nore than one setting where the comruni cati on,
either by EHR or by other nethods is not ideal by
any standar ds.

Otentines those patients wll arrive at
Norwal k Hospital, and we -- while we try our best
and do our due diligence to try to get those
records, this is often a challenge even during
wor k hours, but certainly on off hours.

| think those patients have hi gher rates of
havi ng tests repeated unnecessarily because of
this issue. They're nore likely to be admtted to
t he hospital because for -- for being
conservative. They want to ensure that nothing
falls through the cracks, when if all that

i nformati on were avail able that m ght have been an
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unnecessary nmission to the hospital.

The other issue | think is that patients that
do followwth us -- and there are nmany -- are
confused, and | think this is understandable. |If
a patient cane to Norwal k Hospital and all of the
sudden was put in an anbul ance and sent to anot her
hospital for their cardiac care, they cone to
us -- and they cone to ne in particular, and
they'Il say, if | have a problem where should I
go? Should I go to Norwal k, or should |I go
sonewhere else directly? Should | bypass that
step?

This is very worrisonme for us. W know t hat
cardi ac conditions can be sonething that can
deteriorate within seconds to mnutes. W want
t hose patients to seek care locally. [|If not,

i nportant tine can be wasted and bad out cones can
foll ow.

Pati ents understandably nay not followthat,
and they -- and they are confused and they're --
and they nmay end up at hospitals and the delay may
cost them not only nortality, but norbidity.

In addition, we all know that not every --
every chest pain patient will have a cardiac

condition. They nmay end up at other hospitals
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not -- without their primary care doctors, wthout
the flow of information for the -- for conditions
t hat may be noncardi ac such as a gal | bl adder
probl em or pneunonia, et cetera.

| think this, this displacenent is exactly
what we don't want to happen due to the
i nefficiencies, the |lack of conmunication and
ultimately poor, poor care that's nore costly.

Thank you for your tine.

THE HEARI NG OFFI CER°  Thank you, Dr. Lommit z.

Attorney Tucci, does that conclude your
presentation on behalf of the Applicant? O is
there anything that you wanted to add?

MR. TUCCI: Good norning, Hearing O ficer Mtchell.
Ted Tucci .

That concludes the presentation of the direct
testi nony on behalf of Norwal k Hospital. | did
want to alert you, Hearing Oficer Mtchell, that
at sone point in the proceedi ngs we've been
infornmed that State Representative Perone may be
avai l able for public coment.

Qur best information is that currently the
State Representative is engaged in a |egislative
meeting, but if and when Representative Perone

beconmes available we will just notify you of that
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fact. |If that's acceptable?

THE HEARI NG OFFI CER:  Absolutely. Thank you.

Al right. 1'mgoing to turn it over to you
At t or ney Monahan.

MR. MONAHAN:  Thank you, Hearing Oficer Mtchell. The
I ntervener would like to present w tnesses, and
the first witness is Kathleen Silard, President
and CEO of Stanford Health, Inc.

THE WTNESS (Silard): Good norning, Hearing Oficer
Mtchell and nenbers of the Health System Pl anni ng
Unit and O fice of Health care Strategy staff. M
name is Kathleen Silard. [|'mthe President and
CEO here at Stanford Health, and | hereby adopt ny
prefiled testinony.

As you know, Stanford Health is an
i ndependent not-for-profit healthcare system and
" mvery proud of the 3600 enpl oyees who devote
their work to the commtnent of patient-centered
care and have enabled us to becone a best in class
provi der of health services to our entire
comunity regardless of their ability to pay.

At Stanford Health we really live our
comm tnent to addressing healthcare disparities
and provide a community benefit through

participation in and financial support for
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comuni ty-based initiatives and col | aborati ons.

In fact, even though we're only the
fifth-1argest heal thcare organi zation in the
state, we're the second | argest provider of
unconpensated care to the nost vulnerable in our
comuni ty.

Wiile | have a great deal of respect for ny
pr of essi onal col |l eagues at Norwal k Hospital and
Nuvance Health, Stanford Health strongly opposes
the systens application as it sinply fails to neet
t he guidelines and principles that have been
established by our General Assenbly in our
certificate of need | aw.

Mor eover, upon reading the prefiled testinony
submtted by the Applicant -- Applicant, |
realized that | was effectively reading a request
by Nuvance Health Systemthat this agency renove,
as Dr. Murphy stated in his prefiled testinony,
the regulatory barrier inposed by the CON | aw

| feel conpelled to rem nd everyone that
Connecticut is a CON state until the General
Assenbly decides that it is not, and the
| egi sl ative policy of denonstrating an unnmet need
is and has been a core principle of the CON | aw

fromits very inception.
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In addition to unnmet need the CON | aw seeks
to avoid duplication of services and unnecessary
i ncreases in healthcare costs while at the sane
time supporting the pronul gation of high-quality
care.

| respectfully urge that OHS see this

application for what it plainly is, a request by

the petitioner to have OHS aid in its expansi on of

a system as opposed to an application that nust
conport with controlling CON |law in order to be
gr ant ed.

| f this agency abides by the principles that

are set forth in statute it should be clear that

there is no denonstration of unnet need. There is

no shortage of access to elective PCl progranms in

t his geographic region and the region at issue.
And there is no valid reason under CON law to
grant perm ssion for duplicative services which
will only aid in the dilution of quality and the
i ncrease of costs associated with elective PCl
prograns in our region.

Thank you, and |I'm happy to answer any of

your questi ons.

THE HEARI NG OFFI CER°  Thank you, Ms. Sil ard.
MR. MONAHAN:  If | may? Hearing Oficer Mtchell, we
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do have a second w tness we have prepared. And
that is Dr. Rohit Bhalla.

Ckay. And Dr. Bhalla, will you adopt your
prefiled testinony, and then proceed? Thank you.

THE W TNESS (Bhalla): Good norning, Hearing Oficer

Mtchell and the nenbers of the Health System
Planning Unit staff. M nanme is Rohit Bhalla, and
"' m Senior Vice President of Cinical Affairs and
Quality at Stanford Health. | hereby adopt ny
prefiled testinmony for the record.

| amtestifying today on behalf of Stanford
Health in strong opposition to the application
subm tted by Norwal k Hospital Association, this
aut horization to establish el ective percutaneous
coronary intervention service for the hospital.

My comments focus on the crucial role of
evi dence- based guidelines in inproving the quality
and safety of healthcare. The standard of using
reviews of research and scientific evidence to
identify which practices |ead to optinal patient
out cones whil e reduci ng excess utilization dates
to 1970, when the Institute of Medicine now known
as the National Acadeny of Medicine founded.

Best practices are reviewed by experts in

pr of essi onal nedi cal societies who incorporate
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these findings into clinical practice guidelines.
We know froma litany of quality inprovenent
efforts that adherence to clinical practice

gui del i nes i nproves heal th outcones, reduces
patient harmand reins in inappropriate healthcare
utilization.

The 2014 gui del i nes and annual vol une
standards on PCl pertinent to today's hearings
represent the consensus of not one, not two, but
t hree professional societies; the Society of
Car di ovascul ar Angi ography Intervention, the
American Col | ege of Cardi ol ogy and the Anerican
Heart Associ ati on.

| ncreasi ngly policymakers, regul atory
agenci es and payers are calling for tight
adherence guidelines to maintain conpliance and to
recei ve paynent for services. The Centers for
Medi care and Medicaid Services, or CMS
i ncorporates clinical practice guidelines
recommendations in its provider conditions of
participation and coverage.

For exanple, 42 CFR 42.8 CMS establishes
evi dence- based vol une standards for organ
transplantation services. |t requires hospitals

to performan average annual mnimum of ten
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transplants as a condition of Medicare
partici pation.

In its national coverage decision on
transcat heter aortic valve replacenent, CVS
establ i shed the requirenent that existing centers
for transcatheter aortic val ve repl acenent
prograns nmaintain an average annual vol unme of 300
PCl cases and 20 TAVR procedures.

The federal governnent also utilizes clinical
practi ce guideline recomendati ons and
evi dence-based facility volune standards in its
deci sions on what services it will cover. For
i nstance, the Affordable Care Act nandates
coverage with no cost sharing for evidence-based
preventive screeni ngs, such as screening
manmmogr aphy and screeni ng col onoscopy -- because
t hese have denonstrated a connection between early
detection and better patient outcones.

Prof essi onal and certifying organi zations
such as the Anerican Board of Internal Medicine
Foundation initiated the Choosing Wsely canpai gn.
Thi s program pronotes adherence to best practices
to reduce inappropriate utilization of procedures
and tests with [imted patient benefit.

More than 80 specialty provider organizations
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i ncluding the Society for Cardi ovascul ar
Angi ography Interventions and the Anerican Coll ege

of Cardiol ogy --

THE REPORTER: |'mjust having a little difficulty
hearing you. This is the stenographer. If you
coul d speak up please? |I'mjust hearing a little

background noi se. Apologies for the interruption.
THE W TNESS (Bhalla): No problem
THE HEARI NG OFFICER:  That's okay. | think it's the
papers. It mght be on -- | don't knowif you

have a m crophone, but | do hear the papers

novi ng.
THE WTNESS (Bhalla): Okay. [|'mnot shuffling
anyt hi ng, but perhaps this -- | -- | wll --

repeat what | just said, and please et ne know if
you want me to go through prior comments.

Prof essi onal and certifying organizations
such as the Anerican Board of Internal Medicine
Foundation initiated the Choosing Wsely canpai gn.
Thi s program pronotes adherence to best practices
to reduce inappropriate utilization of procedures
and tests with limted patient benefit.

More than 80 specialty provider organizations
i ncluding the Society for Cardiovascul ar

Angi ogr aphy Interventions and the American Coll ege
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of Cardiology actively participated in this
canpai gn.

| lay out the above discussion to illustrate
the rich history and val ue of evidence-based
medicine is properly accepted as the gold standard
in healthcare as it inproves patient care, reduces
harm and | owers heal thcare costs by di scouragi ng
unnecessary servi ce.

Qui del i nes are derived from exhaustive
research reviews -- not only the | atest study, and
fromthe contribution of experts in their fields
who devote countless hours and resources to the
betternent of giving care. Stanford Health
supports the use of clinical practice guidelines
and urges OHS to continue to be guided by science,
and not by the business desires of health systens.
Qur patients deserve no |ess.

Thank you.

THE HEARI NG OFFI CER°  Thank you, Dr. Bhall a.

MR. MONAHAN. Hearing Oficer Mtchell, 1'd like to
i ntroduce Dr. Scott Martin. |If we may proceed
wi th our next w tness?

THE WTNESS (Martin): H, Oficer Mtchell. Thank you
for allowing ne to speak. |I'mDr. Scott Martin.

|"man interventional cardiologist and the
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Director of Intervention Cardiol ogy here at
Stanf ord Heal t h.
| accept ny testinony into the record?

MR. MONAHAN:  Yes, you adopt --

THE WTNESS (Martin): | adopt ny witten testinony.

MR. MONAHAN: Dr. Bhalla spoke about the inportance of
clinical guidelines in all nedicine, and we're
fortunate that on this topic at hand we have a
nunber of guidelines to | ook at, the nost
pertinent being the 2014 nulti-societal
gui del i nes.

There were a nunber of others, you know,

2013, 2016, 2017 that are, | think, all in the
record that adopt the sane volune standard. Al
t he professional societies that are invol ved
including this, the Interventional Cardiol ogists,
the Society for Coronary Angi ography Intervention,
the Anmerican Col |l ege of Cardi ol ogy which
represents all cardiol ogists, and the Anerican
health -- Heart Association which represents, you
know, everyone involved in cardiac care including
physi ci ans and public health experts and a w de
range of others -- canme together to review all of
the pertinent information and evi dence and deci ded

what's safest and the best practice in -- in
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regards to finding an el ective PCl.

And the benefit of that is that we don't have
to review every little study because the group of
experts has done that. So |, you know, | saw in
the Applicant's subm ssions their studies | ooking
at transfers across the Qutback in Australia, or
transfers of ICU patients in |owa.

| don't think that's really pertinent,
because we have our societal guidelines that | ook
at all the pertinent data and cone up with the
recomendation. There their -- their
recommendati ons are highlighted in bold in ny
testi nony here.

The clinical conpetence guidelines state that
in order to maintain proficiency while keeping
conplications at a low | evel, mninmal vol une
greater than 200 PCls per year will be achi eved by
all institutions. And they go on to say that new
prograns offering PCl without on-site surgery are
I nappropriate unless they clearly serve
geographically isol ated popul ati ons.

In the application the Applicant originally
estimated that their PCl volune woul d be between
128 and 155 per year, depending on the year, and

that clearly doesn't neet the guidelines.
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And they have since forned a new estinate,
you know, based on our objection, | think -- and
with the recent uptick in sonme primary PCl
nunbers, but | think it's hard to swall ow,
honestly. |'msure they've put significant tine
and effort into comng up with their application
and to expect that their volune has junped
50 percent, you know, since that tineis -- is
hard to understand from ny standpoint.

You know, there they tal ked about how the --
t he nunber of elective PCls often correlates with
t he nunber of primary PCl, and that's true to sone
extent. You know, because they're based on the
sanme, sone of the same factors, you know,
popul ati on density and, you know, preval ence of
di sease. But they don't -- there's no clear Iink,
and there's no study | ooking at that.

You know, sone centers, referral centers |like
Col unbi a University have dramatically nore of
el ective PCl than they do higher PCl, because
peopl e choose to go there and there's transfers
and referrals there. Oher places are
predom nantly driven by, you know, who was brought
there by EM5. So it's -- it's not a clear

correlati on where we have 80 primary PCls one year
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and you're going to necessarily have two or three
hundred total PC s.

| think what's a better predictor in general
is -- is how many cardi o caths you do, because
in -- in general about 40 percent of your cardio
caths will generate PCl, because not everybody
needs a stent. You know, often we do these
procedures and patients are best treated
nmedically, or we do that procedure and they
require bypass surgery. O we do the procedure
and it's conplicated, and we have to stop and
think it over and talk it over.

So not every cardio catheterization ends up
with a PCl, and if you |l ook at the volunme of
nonprimary PCl cardio catheterizations, it's not a
big nunmber. It ranges from83 to 105 over the
| ast couple of years. And if you |look at the
transfers out, you know, where people get PCl in
anot her center, it's not a big nunber.

And so | think the original application
estimates are reasonable, and those are all |ess
t han 200 PCls per year.

You know, | -- | think the -- it's -- it's a
stagnant market in ternms of PCl. You know the

popul ation is aging. There are nore diabetics.
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So could that lead to nore cardi ac disease in the
future? It's possible, but on the other hand we
have nore and nore evidence over the years that
other than primary PCl all of our elective PCls
are not necessarily |ife-saving procedures.

There they do treat synptons. They do hel p
people live better lives sonetines, but in -- in
contrast to the Applicant's suggestion that PCl is
underutilized, you know those are studies from
1999 and 2003.

If you | ook at nore recent studies, there's
been a strong push that PCl is -- is overutilized,
and the appropriate use criteria were invented,
not to drive people to get nmore PCl, but in fact
t he opposite, that there was a strong intention
t hat we were doing too many.

| -- I wish it was otherw se, because it's ny
job. | would love to be doing nore, but you know,
if you | ook at regional and statew de and nati onal
trends it's at best stagnant. And so | think it's
very unlikely that they're going to get to 200
PCls per year, which is what the guidelines
suggests is the -- suggests in terns of outcones
and safety.

And even if they did, in a stagnant market
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the only way to do that would be pulling from al

the surrounding full-service el ective PCl prograns

whi ch has the potential to hurt there everywhere.
Thank you.

THE HEARI NG OFFI CER.  Thanks, Dr. Martin.

MR. MONAHAN:  And Hearing O ficer Mtchell, I would
like to introduce John Bailey as our next wtness.

And you can proceed to address the Hearing
Oficer.

THE W TNESS (Bailey): Thank you, and good norning,
Hearing O ficer Mtchell and the teamfromthe OHS
pl anning office. M nane is Jonathan Bailey. |
have the privilege of serving as the Senior Vice
President of Operation and Chief Operating Oficer
for Stanford Health.

|"d first just start off by saying that
Stanford Health is deeply committed to the
communities that we serve. | believe this has
been absol utely underscored by our response to the
COVI D-19 pandem c through that initial wave of
COVID that -- COVID infections that hit this
community incredi bly hard, and has been ongoi ng as
we have now taken a role back in saving our
comruni ti es, having now adm ni stered nore than

100, 000 vaccines this week to the conmunities of
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low -- Lower Fairfield County.

There are five points that 1'd like to
specifically call out fromny testinony this
norni ng. Because we are gravely concerned at the
recent interests at health systens to establish
| ow- vol une percut aneous coronary intervention, PCl
prograns W thout on-site cardiac surgery prograns
in Fairfield County, despite the fact that there
are already four existing PCl progranms in the area
wth on-site cardiac surgery, and all four of
those prograns are within the clinical practice
gui del i nes established on travel range.

My first point is that the Applicant's
proposal is inconsistent wth the statew de
heal t hcare facilities and services plan. As ny
col | eagues have shared, and has been stated within
the state facility plan, that the nost recent
pr of essi onal consensus statenent addressing
el ective PCl without on-site cardiac surgery
establ i shes an annual m ni nrum threshol d of 200
PCls, and provides a sole exception for those
facilities serving underserved areas or those that
are geographically isolated. Neither of those
situations apply in the case before us today.

W are an organi zation, as you've heard from
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Dr. Bhalla, that strongly believes where

pr of essi onal standards and clinical guidelines
exi st we nust follow them because we know they
are the foundation for which we can achieve

i nproved clinal outconmes and reduce unnecessary
har m

The projected PCl volune as stated in the
original application here by the applicants never
reached that 200 annual PCl threshold. [t was
only after the OHS public hearing issues |ist that
the Applicant now has clained that it wll be able
to neet that m ninmum PCl volune, and that these
new projected PCl volune or cases are derived
t hrough a nethodol ogy that, frankly, is w thout
basis and definitely ignores regional, statew de
and national trends.

My second point is that the application fails
to establish clear public need for a | ow vol une
PCl programin the proposed service area, and
fails to take into account the existing
full-service cardi ovascul ar prograns in the
regi on.

Sinply stated, there is no unnet need.
Stanford Health's wel | -established program which

we are proud has been recogni zed for our
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hi gh-qual ity outcones, is located nerely 10 m | es,
or an 18-mnute drive from Norwal k Hospital. And
we have anple capacity to continue to neet the
needs of the conmunity.

This sinple fact negates the Applicant's
assertion that for patients in the Norwal k
Hospital service area, the option to receive
el ective PCl is not available to them-- and to
gquote the Applicants, they nust be transferred out
of their community.

In fact if you | ook at the data, every
primary service area town is wthin a 30-m nute
drive of the service area defined -- of Norwal k
Hospital, and frankly four of the five towns
defined have nore than two -- or have two or nore
hospitals within that 30-m nute range.

It is clear that there is no geographic
isolation that exists in the Applicant's prinmary
service area. The desire of a health systemto
restrict patient care to its own facilities does
not constitute unnet need.

My third point is that Norwal k Hospital's
cardi ac catheterization utilization volune in
trend do not support the projected volume in the

application, and go agai nst the national and
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st atewi de projections.

The Applicant's historical data that they
have submtted in their application denonstrates
declines in both cardiac catheterization and
primary pre -- PCl procedures pre-COVID. In fact,
Norwal k Hospital's cardiac catheterization vol unes
declined nore than 18 percent; and their PCl
volune, primary PCl vol une declines by nore than
16 percent between FY '17 and FY ' 19.

Despite these historical declines the
Applicant projects a dramatic increase in PCl and
cardi ac catheterization procedures w thout
provi di ng any enpirical evidence to support its
assuned capture rate, or it's assuned annual
growh rates. This dowward trend is projected to
i ncrease -- or to continue post pandenic.

S&, a very well-known heal thcare consul tancy
group was cited by the Applicant in their
application, projects that the Applicant's service
area service towns will generate 1.7 percent fewer
PCls between FY '19 and FY ' 24.

Despite these projections the Applicant
originally projected a staggering 195 percent
i ncrease in cardiac catheterizations, and a

43.6 percent increase in primary PCls between FY
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20 and FY '23, while elective PCls are presuned
to increase 10 percent annually with no basis as
to where that volune will conme from Further,
Norwal k Hospital fails to provide any recognized
basis for its newy revised nethod of applying a
multiplier toits primary PCls to derive its

el ective PCl vol une.

My fourth point is that the Applicant's
proposal will negatively inpact the financial
strength of the overall healthcare systemin this
state. The Applicant's proposed PCl programis
duplicative of those offered by the existing
full-service cardi ovascul ar progranms and w ||
result in unnecessary increases in expenses for
t he statew de heal thcare system

The restated financial worksheet submtted by
t he Applicant, worksheet A docunents that Norwal k
Hospital projects increnental operating expenses
of 1.03 mllion, 1.3 mllion and 1.6 mllion
respectively for the next three years.

And further as Dr. Yekta nentioned in his
testinony, that Norwal k Hospital is building a new
cath lab which we also would recogni ze w |l have
significant increased expenses to the healthcare

system
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G ven the ready access to existing providers
in the region these increnental operating and
capi tal expenses represent the very unnecessary,
frivol ous spending that the CON regul ati ons and
the statutes and the healthcare policies seek to
avoi d.

Finally, Norwal k Hospital does not provide
any evidence for the -- that the proposed el ective
PCl programw || inprove quality, accessibility or
cost-effectiveness of healthcare delivery in the
regi on.

The application contains no statistics or
out conme neasures that would indicate that the
services that are currently being provided in this
region lack quality elective PCl care or are
outsi de of the distance of the 30-mnute drive as
defined by the clinical practice guidelines.
| nstead the Applicant, as Dr. Martin nentioned,
offers links to various articles that we believe
are frankly irrelevant to the application.

As a rem nder, Norwal k Hospital previously
applied for the ability to performelective PCls
in the hospital, and OHS deni ed them before.

There is no conpelling basis for OHS to reach the

di fferent conclusion than it has previously.
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We believe that the OHS/ CON goal s remain very
rel evant and pertinent to the situation presented
to this application.

| mprovi ng access to high-quality health
services, mnimzing duplication services,
facilitating healthcare market stability and
hel ping to contain healthcare costs are critical
to the healthcare future of the great State of
Connecti cut .

Thank you and |I' m happy to address any
guestions you nmay have.

And | failed to nention, even though | did
wite it up -- to nmy remnd nyself that | do -- |
do adopt ny prefiled testinony as witten.

THE HEARI NG OFFI CER°  Thank you, M. Bail ey.

Do you have any additional w tnesses,

At t or ney Monahan?

MR. MONAHAN: The Intervener has no additional
W t nesses.

THE HEARI NG OFFICER: Al right. Anything el se that
you wanted to present before we go to the
Cross-exam nati on phase?

MR. MONAHAN: Nothing fromthe Intervener, Hearing
Oficer.

THE HEARI NG OFFICER Al right. Thank you. So |
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THE

THE

THE

THE

t hi nk what we're going to do, |I think we should
t ake about a ten-m nute break here before we
shoul d start cross-exam nati on.

| just want to nmake sure the attorneys are
anmenable to that? W'Ill go to Attorney Tucci
first.

TUCClI: Yes. Thank you, Hearing Oficer Mtchell.

That is fine.

HEARI NG OFFI CER: Ckay. And al so Attorney Monahan?

MONAHAN: That is absolutely fine.

HEARI NG OFFICER: All right. So we are going to
stop for about ten tenants. W will cone back on
the record at 11:25. 1'll give everybody a little
bit of notice before we start recording again --
or not recording, but before we start the
proceedi ngs again. Thank you.

MONAHAN: What is the order of the
Cross-exam nation?

HEARI NG OFFI CER:  According to the agenda we're
going to start with the Applicant's exam nati on of
t he I ntervener.

MONAHAN:  Thank you.

HEARI NG OFFICER: Al l right. See everybody in

about ten m nut es.
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(Pause: 11:13 a.m to 11:26 a.m)

THE HEARING OFFICER. Al right. W're going to go
back on the record.
At this tinme we're going to start wth the
Applicant's cross-exam nation of the Intervener.
MR. TUCCI: Good norning, Hearing O ficer Mtchell.
This is Ted Tucci, and | ask for as our first
W t ness on cross-exam nation Kathleen Silard.
May | proceed?
THE HEARI NG OFFI CER:  Yes, you may. No worries.

CROSS EXAM NATI ON ( Si | ar d)

MR TUCCI: M. Silard, this is Ted Tucci. Good
nor ni ng.

THE WTNESS (Silard): H . H, M. Tucci.

MR. TUCCI: | appreciate your permssion to allow ne to
speak with you this norning.
BY MR TUCC :

Q Now you' ve been in an executive position in
Stanford Hospital for about the past 20
years. Correct?

Correct.

And you were trained originally as a nurse?
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Yes.
You obtained your BS in nursing in 19797
That's correct.
Wuld it be fair to say that the focus of
your efforts and involvenent in the
heal t hcare delivery systemfor the last 20
years or so have been primarily involved in
t he adm ni stration and nmanagenent of
hospitals and heal thcare systens?
My primary roles have been | eadership roles.
That's correct.
Yes. As opposed to the delivery of frontline
care?
| have not been at the bedside, no.
That's -- that's evident.
In your prefiled testinony you noted that you
woul d be in the presentation of your remarks
deferring to the admnistrative and cli nical
expertise of the other Stanford Health
W t nesses who spoke here this norning with
respect to the subject matter of their
testi nony.

And you woul d agree with ne that the
subject matter that brings us here today is

t he broad subject matter of cardi ovascul ar

58




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

care. Correct?
Correct.
And in particular what we're focusing on here
is the guidelines, requirenents and standards
that apply to the interventional
cardi ovascul ar procedure that is known as
per cut aneous coronary intervention, or PCl.

Ri ght ?
Correct.
And it would be fair, would it not, to say
that you did not consider yourself to be a
subject matter expert in the area of cardiac
care and cardi ovascul ar care. Correct?
| am not a subject matter expert |ike the
ot her experts that are here with ne today.
Right. And that's one of the reasons why you
took care to note in your witten testinony
that you were deferring to their expertise
and their know edge of the depth of the
subject matter relating to cardi ovascul ar
care.

Correct?
Certainly as it relates to the science and
the interpretation of the guidelines.

Right. And so you would agree with ne that
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you did not consider yourself to be a subject
matter expert with respect to the various
clinical guidelines and standards that have
been di scussed here this norning that apply
to the interventional cardiol ogy procedure
known as PCI. Right? You' re not an
authoritative expert on that. Right?

MR. MONAHAN: (bj ect, asked and answer ed.

THE HEARING OFFICER:. Al right. That's correct. |If
you can nove to a different |ine of questioning,
Attorney Tucci ?

MR TUCCI: Sure. Happy to.

BY MR TUCC :

Q You al so noted in your witten testinony and
in your comments to Hearing O ficer Mtchel
this norning that you took care to note that
you have great respect for your professional
col | eagues at Norwi ch Hospital and with the
Nuvance Health System

Wuld it be correct to conclude that of
your own knowl edge you certainly don't have
any basis to question the professional
qualifications, skills and conpetence of the
i nterventional cardiology team at Norwal k

Hospital ?
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A

| have no -- no issue or question about the
conpetency of the -- the clinic -- clinical
team | don't knowthat. M issue is around
if the application neets the CON statute as
it is currently in effect in the State of
Connecti cut .

Ckay. We'll get to that. And you would
agree with ne that you don't have any basis
to question the adequacy or status of the

i nterventional cardiology or cardiac
catheterization facilities that currently
exi st at Norwal k Hospital. That's not

sonet hing that you're equi pped to express an
opi ni on on?

| have no know edge of their facilities or

t he adequacy of them

Now you are aware of your own general

know edge. Are you not? That the current
state of play in the healthcare | andscape in
your area is that when a patient cones to
Norwal k Hospital and presents with ST

el evation, a STEM profile, that is at
serious risk of heart attack -- that the
medi cal professionals at Norwal k Hospit al

performurgent PCl on that patient.
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You know that to be true. Right?
That was stated today, yes.
And the opposition in part that Stanford
Hospital has raised here to the certificate
of need request, and in your position as an
I ntervener is that those doctors at Norwal k,
Norwal k Hospital who are currently doing
primary PCl procedure should not be allowed
to do PCl on patients who present with | ess
I ntense cardi ac synptons.
Correct?
MR. MONAHAN:. (bject to the formof the question. |
don't think that's an accurate representation of

t he testinony.

MR. TUCCI: Well, I'masking the Wtness.
BY MR TUCC :
Q Isn't that so? You know. You know for a

fact that Norwal k Hospital doctors perform
PCl procedures on people who are in inmm nent
danger of dying of a heart attack. Correct?
A | know that they perform procedures. It's
not -- the characteristics of, or the
conpetency or the clinical acunen of the
physician is not in question in ny testinony.

It's the establishnment of a programthat
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w || be underperform ng.
Q Right. And the procedure we're tal king about
here i s percutaneous coronary intervention.
Correct?
W -- yes, we stated that.
Right. And that procedure is currently being
perfornmed at Norwal k Hospital -- to your
know edge. Right?
A Ener gency, yes.
Yeah. And so the question is whether or not
Norwal k Hospital should be allowed to do that
procedure on patients who present with |ess
severe synptons. Isn't that right.
MR. MONAHAN: Object to the formof the question. The
application speaks for itself.
MR. TUCCI: Well, that's not an objection to the form
Hearing O ficer Mtchell. | think I'"'mentitled on
My cross-exam nation to understand the basis for
the Intervener's opposition to the application.
THE HEARING OFFICER. So I'mgoing to ask Ms. Silard,
what is the basis of your understandi ng about why
Norwal k Hospital should or should not be able to
perform el ective PCl?
THE WTNESS (Silard): Because the current CON | aw

requires that -- that the approval would only be
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provided if there was denonstrated unnet need,
not -- not provided in this, in this hearing, that
there woul d not be a duplication of services,
whi ch the application clearly denonstrated there
woul d be.
And that there would be an inprove -- an
i nprovenent in quality, not denonstrated. And
that there would be reduced costs -- or no
i ncreased costs, pardon ne, and that is al so not
denonst r at ed.
That is the prem se of ny objection.
MR. TUCCI: Thank you, Hearing Oficer Mtchell.
May | continue?
THE HEARI NG OFFI CER:  Yes.
BY MR TUCC :

Q So Ms. Silard, really what we're talking
about here is, and as | understand the gi st
of your testinony, your firmstatenent to the
Ofice of Health Strategy is to affirmthe
i nportance of making sure that applications
for CON approval apply with the controlling
CON | aw.

Right? 1Isn't that the substance of what
you're tal king about here?

A. That is what | said.
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And you would agree with ne as you stated in

your witten prefiled testinony at page 2

that you're not a legislator. You're not a

| egislator. Correct?

No, | am not.

And you're obviously not a | awer. Correct?

| am not.

And you woul d agree you're not a

representative of an executive agency of the

State, like the Ofice of Health Strategy.
Correct?

Correct.

| assunme you do not consider yourself to be

an expert in the interpretation and

application of |egal requirenents for CONs.
|s that true?

" mnot an expert, but I do know them |[|'ve

read them

All right. Now one of the things that |

t hi nk you have communi cated on behal f of

Stanford Health here this norning is your

belief that it is a worthy goal to strive

for -- and | think I"mquoting from your

prefiled testinony, to strive for, quote, the

secure access to quality care for all
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Connecticut residents.
You believe that's a worthy goal of the
heal t hcare delivery systemin Connecticut.
Correct?
Yes.
And under the current healthcare delivery
systemthat we have in your area a patient
who has received all of his or her cardiac
care fromthe doctors at Norwal k Hospital is
currently not able to get care fromhis or
her interventional cardiologist to do
el ective PCl at Norwal k Hospital.
Correct?
That was what was st at ed.
If -- if a reasonable basis could be shown to
support a conclusion that there was an unnet
need four Norwal k Hospital's service area
patients to have elective PCIl done at their
hospi tal of choice, and doing so wouldn't be
an unnecessary duplication of service in the
area, would you continue to oppose this CON
application?
MR. MONAHAN: (Object to the form because that is not
one of the principles stated in the CON statute.

And | think the Wtness has stood on her
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testinony that she's going by the principles as
stated, not on a hypothetical situation which |
think that is what has been proposed.

MR TUCCI: Well, Hearing Oficer Mtchell, two things.
First of all, I think I"'mentitled on
cross-exam nation to ask hypothetical questions.

And | wasn't asking the witness a |egal
opi ni on because she's not qualified to give a
| egal opinion. | sinply asked a factual question
about whether or not if a patient who wanted to
get elective PCl at Norwal k Hospital should be
allowed to get that if it could be shown
reasonably that doing so would not create
unnecessary duplication of services in the service
ar ea.

| "' m aski ng whet her she agrees that that's a
reasonabl e proposition or not. That's all.

THE HEARING OFFICER |I'mgoing to allowit.

THE WTNESS (Silard): | would -- hypothetically if
Norwal k application was not a duplication of
services, did neet unnmet need and net the cost and
quality paraneters as reconmmended in CON | aw, then
| woul d not object, but none of those have been

met .
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BY MR TUCC :

Q All right. So what do you think about the
concept of patient choice? Do you think
that's an inportant consideration to be taken
into account in a healthcare delivery systenf

A Yes.

MR. TUCCI: Al right. Thank you very rnuch.

THE HEARI NG OFFICER: | just wanted to confirm So no
nore questions for Ms. Silard -- because
Ms. Silard left.

MR, TUCCI: She left, Hearing Oficer Mtchell, because
she's a very astute witness and realized | had no
nore questions for her.

MR. MONAHAN: | have no redirect for Ms. Silard.

THE HEARI NG OFFICER  Ckay. All right. So Attorney
Tucci, you'll let ne know who you want -- or |et

At t orney Monahan know who you'd like to cross

next .
MR. TUCClI: Yes, Hearing Oficer Mtchell. [|'d ask for
Dr. Bhall a.
CROSS- EXAM NATI ON ( Bhal | a)
BY MR TUCCI :

Q Good norning, Dr. Bhalla. This is Ted Tucci.
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Can you hear ne all right?
| can. Good norning, M. Tucci.
Good nor ni ng.

Now your role at Stanford Health is in
the area of clinical affairs and quality
assurance. Correct?

Yes.

And you're not a cardiologist. Correct?

Ri ght .

Don't practice and not trained as an

i nterventional cardiol ogist?

No. My -- ny board certifications are in

i nternal nedicine, prevention nedicine and
public health.

Now as | understood the general sum and
substance of your witten prefiled testinony
subm ssion, you -- you are, as a general
proposition, confirmng your views that the
exi stence of and adherence to clinical
practice guidelines, as a general
proposition, is an inportant thing.

Do | have that right?

Yes.
Ckay. And you're aware, are you not, that

with respect to the performance of PCl
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procedures w thout on-site surgical backup,
t here have been published over the course of
a nunber of years various statenents and
consensus docunents and ot her docunents that
coul d be characterized as guidelines wth
respect to the subject of PCl.

Correct?
Yes, with -- with respect to the -- to not
havi ng on-site cardiac surgery, that's
consistent with the 2014 gui delines that we
di scussed.
VWll, yeah. There's lots of different
gui del i nes that have been published over the
years. Right?
Correct.
And sone of those guidelines have cone from
SCAl, the Society for Cardi ovascul ar
Angi ography and Intervention. Right?
Correct.
The Anerican Col | ege of Cardiol ogy, ACC, and
the American Heart Association. Right?
Yes.
Now as | read your prefiled testinony | did
not see any di scussion or analysis in your

prefiled testinony that interpreted or
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Q
MR MONAHAN:

applied the various requirenents contained in
those different policy or consensus
st at enent s.

Am | correct about that?
My testinony stated that the application is
i nconsi stent with current guidelines. The
gui del i nes that were referenced speak to a
consi stent adverse signal associated with
poor outcones in institutions that do | ess
than 200 PCls annually as stated in the
gui del i nes.
Do you consider yourself to be an expert wth
respect to the various consensus docunents
and gui delines that have been published in
the area of cardiology with respect to
performance of PCl w thout surgical backup?
My expertise is in quality of care, safety of
heal t hcare, and heal thcare delivery.
So the answer would be no?

"Il object to that, to the argunentative

response by M. Tucci.

MR TUCC :

Well, I"mjust trying to draw a concl usi on

fromthe Wtness' testinony.

BY MR TUCC :

Q

Do you agree with nme that you're not an
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A

expert in that particular area of clinical
gui delines? You're not a cardiol ogist.
Correct?

(Unintelligible.)

THE HEARI NG OFFI CER.  Yeah, | was going to say | was

going to allow it for the purpose of

clarification. |'mjust going to ask both

counsel ,

whenever there's an objection raised to

allow ne to respond to the objection. Thanks.

BY MR TuCC :

Q
A

Doctor, can you respond?

| am not a cardi ol ogy expert, but | reviewed
many different guidelines for different areas
of clinical care.

Al right. So with respect to your general
famliarity with clinical guidelines and
their application in nedicine as a general
proposition, would you also agree that as a
general matter it's inportant for that
clinical guidelines be updated when
necessary?

| think the guidelines should be updated when
there's material change in the body of

evi dence that supports a change in practice.

And woul d you agree that in sonme instances a
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material change in the body of evidence could
be as a result of advancenents in nedicine
and the advent of new technology relating to
t he provision of that service?
Yes.
Agai n, given your focus in your role with
respect to quality assurance, | know you feel
strongly that quality and safety are
i nportant factors that need to be accounted
for in the delivery of healthcare to
patients.

Correct?
Yes.
Wul d you al so agree that in today's world in
the delivery of health care, that cost and
val ue of healthcare delivery are conponents
t hat should be taken into account in
consi dering how best to get health care to
the people of the state of Connecticut?
Yes.
And in fact, you tal ked about that in your
prefiled testinony. Don't you? You -- you
referred to, in fact, sonme specific
initiatives that the Ofice of Health

Strategy has undertaken in the past several
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VR, MONAHAN:

years to do just that, to pronote the
i nprovenent of healthcare value. Right?
Yes, adherence to guidelines such as the ones
from 2014 are associated with i nprovenents in
care, reduction in harmand reduction in
i nappropri ate use.
And so woul d you agree that where it's
reasonably clear that mninmumquality
standards are being net, that it's also a
desirabl e goal to nake sure that the health
care that is being delivered is being
delivered as cost effectively and cost
efficiently as possible.

Ri ght ?

oject to the formof the question. [|I'm

not sure very candidly, with the question -- if |

may? |
THE HEARI NG

obj ecti
MR, TUCCI :

BY MR

Q

n whose judgnment is it reasonably clear?
OFFICER: Did you want to respond to the
on, Attorney Tucci?
Thank you, Hearing O ficer Mtchell.
TUCCI :
| "' m aski ng about this wtness who is a
physician who's in the area of quality
assurance about what his judgnent is about

t he bal ance between quality and cost?
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A

M. Tucci, you -- you said, mninmal quality
standards. M testinony pertained to
consensus guidelines fromthree different
societies. |I'mnot sure what you nean by
m ni mal quality standards.
Ckay. | apologize. It may be ny ignorance
in using the wong term nol ogy. My question
is really very sinple. Al other
t hi ngs being equal, assumng that health care
is being delivered at the appropriate |evel
of quality and safety, would you agree that
it is also inportant to ensure that that
quality and safe care is delivered as cost
efficiently as possible?
Yes, if you nean that the appropriate |evel
of quality of care equates with follow ng
pr of essi onal consensus gui del i nes.
Ckay. And so for exanple, in today's world
where we're | ooking to control healthcare
costs, one way that the overall cost of
heal th care could be reduced and delivered
nore efficiently is to elimnate the running
of duplicative tests.

Ri ght ?

Yes.
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Q And one way that the cost of health care
coul d be stream ined and made nore efficient
woul d be to elimnate the energency transport
of patients if it was not otherw se necessary
to do that. Right?

MR. MONAHAN: Onbject to the formof the question.

THE HEARI NG OFFI CER.  Response, Attorney Tucci ?

MR TUCCI: Well, I'm-- Attorney Mtchell, I'mat a
| oss to understand what the objection to the form
of the question is, so (unintelligible).

MR. MONAHAN. The form (unintelligible). Hearing
Oficer, if I may? | wll state why the formis,
in my view, inappropriate.

THE HEARI NG OFFI CER.  Absol utely, yeah.

MR. MONAHAN: The Wtness has been testifying
repeatedly to the context of the consensus
docunent and the consensus requirenents, yet the
guestions seened to tail off back into isol ated
i nstances or hypotheticals w thout connecting the
Wtness' prior statenent.

So | want there to be -- the formof the
guestion to ne suggests a gap and, perhaps
confusion on the record about the continuity of
this Wtness' testinony.

THE HEARI NG OFFI CER:  Attorney Tucci?
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MR. TUCCI: Thank you, Hearing Oficer Mtchell.

| don't think there's any gap at all. I'm
asking this witness who is a physician who is
expert in the subject of quality assurance to give
the Hearing O ficer and OHS the benefit of his
view on strategies that exist to bal ance both
guality and cost.

That exists generally in nmedicine and it can
be applied specifically to the facts of this
heari ng.

THE HEARI NG OFFICER. Okay. |I'mgoing to allow a few
nore questions on this issue as long as they're
not unduly repetitive.

MR. TUCCI: This will be the last one, Hearing Oficer.

THE WTNESS (Bhalla): Can you repeat your question?
BY MR TUCC :

Q Doctor, ny question is if we're tal ki ng about
achieving the goal of delivering health care
as cost efficiently as possible, would you
agree that where circunstances are
appropriate avoi ding the unnecessary
energency transport of a patient from one
facility to another would be one strategy to
hel p bring down the cost of health care?

A One who's focused solely on cost, that woul d

77




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

be correct, but the guidelines for 2014
clearly state that in the interests of
quality and safety, transfer is unnecessary
if it can be achieved within 30 m nutes.
That's a situation where quality and safety
out wei gh any cost consi derati on.
Al right. Doctor, you concluded your
prefiled testinony with this statenent. |'m
going to quote it to you

On behal f of Stanford Health you
i ndicated that Stanford Heal th, quote,
encourages OHS to continue to be gui ded by
sci ence and not the business desires of
heal t h syst ens.

That was what you wote in your prefiled
testinmony. Do you recall that?
Yes.
So with respect to the perfornmance of
elective PCl, if it could be reasonably
concl uded that the performance of elective
PCl could be done safely at Norwal k Hospital
wi t hout surgical backup, do you agree that
that's an inportant factor that OHS shoul d be
gui ded by, that -- that scientific factor?

My conment pertained to the reasonabl eness of
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sci ence and not business desires.
Didn't you say that?
A Yes.

MR. MONAHAN. May | object to the argunentative tone?
And the Wtness gave a very reasoned answer to the
guestion to explain his answer.

And while M. Tucci may not be pleased with
the answer, | don't think that tone responds to
the Wtness appropriately.

THE HEARI NG OFFICER  |'m goi ng to sustain.

MR. TUCCI: Thank you, Hearing Oficer Mtchell.

| apol ogi ze for ny tone. M wife often
remnds nme that | need to be careful about that.
So let nme just reask the question, because | think
it's fair cross-exam nation.

And | believe that, Hearing O ficer Mtchell,
t he purpose of cross-exam nation is not to elicit
expl anation, but to elicit direct answers to
specific questions, which is all | was attenpting

to do.
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BY MR TuCC :

Q

So Doctor, if the evidence showed and it
coul d be reasonably concluded that it was
safe to do elective PCl procedures on
patients at Norwal k Hospital even though
there is no CABG surgi cal backup, do you
agree that that is a factor that OHS should
take into account?
Yes, if the safety is predicated on vol une,
which is what the basis of safe -- the
ability to do this procedure safely is, that
a volune over 200 PCls annually. It should
be -- that's what the guidelines say.
So to nodify nmy question then, if there was a
reasonabl e basis to conclude in your view
t hat that volune threshold was reasonably
attai nable, you would think that you would
agree that that's an inportant factor for OHS
to be guided by in terns of being able to do
el ective procedures w thout surgical backup.
True?
Yes, if it was reasonably attainable.
And if it was reasonably attainable, then you
woul d agree with ne that Stanford Health's

busi ness desire to retain elective PCl
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procedures that fornmerly were transferred
from Norwal Kk Hospital is -- would be a | ess
i nportant factor for OHS to consider even
though it mght result in Stanford Hospita
| osi ng sone el ective business.

Ri ght ?

MR. MONAHAN: Objective to the form Calls for
specul ati on about what OHS may consi der.

THE HEARI NG OFFI CER: Attorney Tucci, any response on
t he obj ection?

MR. TUCCI: Respectfully Hearing O ficer Mtchell, it
doesn't call for speculation at all. It states a
factual prem se and asks the Wtness if that
factual prem se is proven by the evidence, what
his reaction to it is.

THE HEARING OFFICER  1'mgoing to allow it.

THE WTNESS (Bhalla): M area is not the business
interests of Stanford Health. It's clinical
affairs and quality. |In general it's shifting
volume from-- fromone center to another wll
result in of dilution of procedures across the
regi on.

MR. TUCCI: Thank you very nuch.

Those are all ny questions.

THE HEARI NG OFFI CER°  Thank you, Dr. Bhall a.
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THE W TNESS (Bhalla): Thank you.

MR TUCC :

Hearing O ficer Mtchell, 1I'd request

Dr. Bailey be available for cross-exam nation

VR MONAHAN:

And just for clarification, can

M. Bailey and Dr. Martin -- | don't know if you

were going fromone or the other?

MR. TUCCI: Yeah. No, | apologize. That was ny
m st ake. Thank you, M. Monahan. | neant
M. Bailey.
CROSS EXAM NATI ON ( Bai | ey)
BY MR TUCC :
Q Good norning, M. Bailey. Can you hear ne
okay?
| can. Good norning.
And good norning to you. Now back on
Septenber 25 of 2020 you testified in
opposition to the G eenwich Hospital CON for
t he approval of elective PCI. Correct?
That is correct.
And you're here today opposing the Norwal k
Hospital CON request for approval to do
el ective PCl. Correct?
A That is correct.
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Q In your prefiled testinony at page 2, at the
bottomof page 2 -- and |'mjust going to
guote a portion of it.

You indicate, | amtestifying today on
behal f of Stanford Health in strong
opposition to the application submtted by
t he Norwal k Hospital Association seeking
aut horization to establish elective
per cut aneous coronary intervention services
at Norwal k Hospital.

Do you recall submtting that witten
prefiled testinony?
| do.

And are you aware that |arge portions of the
prefiled testinony that you submtted in
opposition to the Norwal k CON application are
word for word the sanme thing that you said
when you opposed the G eenw ch PCl
application?

MR. MONAHAN. |'mgoing to object. Are you saying -- |

don't nean to be too picky. Is it simlar in

substance, or are you saying verbatin?

BY MR TUCC :

Q

| " masking you -- |I'masking the Wtness. |

think it was very clear, are you aware that
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the portion of your testinony that | just
quoted in virtually word for word is the sane
testinony that you gave when you opposed the
G eenwi ch PCl application?
It's a very sinple question.
| guess | can ask to clarify. Are you asking
about the words you just quoted being the
sane that were actually submtted in the
previ ous, so whatever 40 words, that quote
you j ust stated?
Wll, M. Bailey, | assune you read your
witten prefiled testinony that you submtted
here in this proceeding. Right?
That's correct.
And so I'masking -- ny question then is, are
you aware that significant portions of the
witten prefiled testinony that you' ve
submtted in this hearing substantially
mrror the sane testinony that you gave in
witing in the proceedi ng seven nont hs ago?
That's all.
So | et nme answer your question this way. |
did not do a side-by-side page turn conparing
the two. So I'm hard-pressed to be able to

answer / address your question to your --
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probably your satisfaction.

But | would say in general, no | would
not agree with you that it they are
substantially the sanme. |In fact, | believe
there are significant additional points that
| point to in this overall subm ssion.

Only | believe in ten points -- and if
you woul d conpare that to what | submtted
before with the G eenwi ch application, there
was nowhere close to ten points given in
these. No, | disagree with your assessnent
of that.

Al right. Thank you very nuch. So | assune
you woul d have no problemw th the Ofice of

Heal th Strategy taking adm nistrative notice

of your prior testinony and | ooking at it in

conmpari son with your testinony today.

Correct?
| believe our attorney has submtted that as
prefiled in his opening coments. | think
that that's already been stated.

Al right. Now you -- anong the points that
you have raised in opposition to the CON
application is a point that you made in your

witten testinony and that you reiterated
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orally here today. Your believe that the
Norwal k Hospital application has not
adequately taken into consideration the other
full -service cardi ovascul ar progranms in the
region. Correct?

That is correct. | believe that is the

m ssing statenment -- or mssing assessnent.
Al right. Now you acknow edge, do you not,
that there are no elective PCl progranms in
the Norwal k Hospital service area?

Can you clear -- when you're saying, service
area, you, you're talking their primry

service area? O the adjacency as defined by

t he State?
Vell, | think the question was very clear,
M. Bailey. And |I'mactually -- if you need

clarification perhaps you could go to page 11
of your prefiled testinony?
Yeah, |'m on page 11.
Let ne direct you to Roman seven
Do you have that in front of you?
That is correct.
Wiile the Applicant states -- |'m quoti ng,
whil e the Applicant states that there are no

el ective PCl progranms within its proposed
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servi ce area.

Do you see that witten statenent in
your prefiled testinony?
| do.
You agree with what -- as a matter of fact,
you agree, do you not, that there are no
el ective PCl progranms within the Norwal k

Hospital primary service area? Correct?

MR. MONAHAN: | object. You're asking himif he
stated -- | think you used the words, he referred
to the, what the applications state -- but naybe |

m sunder st and what you say.

MR TUCCI: |1'll ask the question again, Hearing
Oficer Mtchell.
BY MR TUCO :

Q The Norwal k Hospital's application stating
that there are no elective PCl prograns
wWithinits primary service area, is that an
accurate statenent?

A Yes, that is an accurate statenent.

Now t he four, the four prograns that you

i ndi cate that OHS should be concerned about,
t hose full-service cardi ovascul ar prograns,
one of those prograns is Stanford Hospital.

Correct?
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That is correct.
And the other full-service cardiac prograns
woul d be Danbury Hospital which is part of
t he Nuvance system Right?
Yes.
St. Vincent's Hospital, which is part of the
Hartford Heal thCare system Correct?
Yes.
Bri dgeport Hospital, which is part of the
Yal e system Correct?
Correct.
And so as | understand the gist of your
testi nony, what you're concerned about is the
creation of what you would view to be
unnecessarily duplicative el ective PCl
services in the face of these existing four
system prograns that are in the region.

Ri ght ?
| believe you've articulated ny point, yes.
And the -- in intervening in the proceedi ng
here today Stanford Hospital, would it be
fair to say, is advocating that OHS shoul d
mai ntain the status quo with respect to the
ability to have el ective PCl services

perforned in the region as you've descri bed
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it. Right?
| woul d characterize what |I'm advocating for,
as is Stanford Health is advocating for -- is
that the State continue to enforce the
al ready established regulatory requirenents
and follow what is prescribed within the
state facilities and services plan.
The current state of play in the area in
whi ch Stanford Hospital operates is that
pati ents who go to Norwal k Hospital and who
ot herwi se qualify for and need el ective PCl
procedures, you're here on behalf of Stanford
Heal t h advocati ng that those patients
continue to be transferred to sone
alternative care center.

Correct?
| -- | would characterize what | would say is
| advocate that the State continue to foll ow
t he consensus gui delines, which | believe
Dr. Bhalla and Dr. Martin have articul at ed.
A clinical perspective --
M. Bailey, excuse ne. | didn't ask you
about consensus guidelines. | asked you a
guestion that sinply calls for a yes or a no

answer .
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And the question is, is your position on
behal f of Stanford Health that a patient goes
to Norwal k Hospital today who ot herw se
medically qualifies to receive elective PC
shoul d get transferred to an alternative care
site that is approved to performPCl, an
el ective PCI? Yes or no?

MR. MONAHAN: |'mgoing to object. That is a slightly
different question, and the question has been
asked and answer ed.

THE HEARI NG OFFICER: | just want to nmake sure |I'm
clear. Let nme just let Attorney Tucci respond,
and | just want to nmake sure |I'mclear on the
obj ecti on.

But go ahead, Attorney Tucci.

MR. TUCCI: Yeah, Hearing Oficer Mtchell. [I'msinply
again attenpting to understand the basis for the
| nt ervener's opposition.

And | did not ask the Wtness a question
about the Wtness' opinion or view regarding
st andards or guidelines, or what have you. |'m
aski ng about circunstances relating to the actual
delivery of healthcare. | don't think that's a
hypot hetical question. | don't think it calls for

specul ati on.
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And it appears |I'mhaving difficulty getting
answers to basic factual questions.

THE HEARI NG OFFI CER.  Let nme ask Attorney Monahan, how
is the question different? | think you said that
t hat was one of your objections.

MR. MONAHAN: Because this Wtness is not a clinician,
and this Wtness has couched every answer in
relation to that type of factual question with the
basis of his expertise which goes to the policy
and the procedures that surround why patients are
transferred, not purely to the clinical needs.

And that question --

MR. TUCCI: (Unintelligible.)

MR. MONAHAN:  And that -- let nme finish. And that
guestion included a hypothetical that the PCl
woul d be reasonably be able -- would be able to be
perforned. And based on what this Wtness has
said, that is not his testinony in |light of the
standards that govern elective PCl.

MR, TUCCI: May | be heard on that objection, Hearing
Oficer Mtchell?

THE HEARI NG OFFI CER:  Yes.

MR. TUCCI: |If the position of counsel for Intervener
is that the Wtness who's currently under oath and

is testifying, and is not a clinician, and is not
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qualified to speak about clinical issues relating
to cardiovascular care, then | would nove to
strike his prefiled testinony in all areas where
the Wtness has given opi nions about how to
interpret the professional guidelines of various
societies, and what those standards are, and
expressi ng opi nions as a non-physi ci an about what
appropriate care and safety guidelines are for the
delivery of cardiovascul ar care.

Move to strike.

MR. MONAHAN: Well, I'"'mtold | can be heard.

THE HEARI NG OFFI CER: Go ahead. Go ahead, Attorney
Monahan.

MR. MONAHAN:. Ms. Mtchell, we all know that this
application involves clinical and nonclinical
expertise. It involves public policy, |egislative
i ssues, adm nistrative action, cost savings across
t he board.

Not only doctors are qualified to testify in
this proceeding, and indeed | don't know how many
physicians, with all due respect, are sitting on
the OHS panel. So if that question was if that
obj ection had any nerit then we would only have to
have physicians listening to this and presiding

over this hearing.
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This Wtness has every right to testify. |If
M. Tucci wants to hear the basis for his, this
Wtness' opinion, why doesn't he just say, please
give ne the basis for your opinion?

THE HEARI NG OFFI CER° What about the notion to strike
all of his prefiled testinony that relates to --

MR. MONAHAN: | object to that strenuously. It would
be an egregious error, and it would be -- | think
an absolute injustice.

THE HEARING OFFICER: So |I'mjust going to say with
regard to the notion to strike, |I nean, this is an
adm ni strative hearing. So when we | ook at the
record we weigh all of the evidence accordingly.

And with regard to the objection, |'m going
to allow Attorney Tucci to just go ahead and ask
t he question once nore. And then |I'mgoing to ask
the Wtness just respond to the question as
directly as possible.

MR. TUCCI: Thank you. M. Bailey, I'lIl try to state
t he question as sinply as possible.

BY MR TUCC :
Q Is it Stanford Health's position that
patients who ot herw se receive care today at
Nor wal k Hospital and who qualify for elective

PCl should continue to be required to go to
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alternative care sites to get that care?

Yes, our position is that they should
continue to follow the established

gui del i nes.

In your Prefiled testinony you generally
speak about the Norwal k Hospital CON proposal
and it's potential inpact or threat to the
existing four, four full-service progranms in
the region as you defined it.

s it your opinion that the Norwal k
Hospital CON request threatens the ability of
the four regional prograns we've discussed to
continue to neet their PCl vol une threshol ds?
Can you point ne to just -- just to point
me where you're at in ny prefiled testinony
so | can refresh ny nenory where you're
readi ng fronf
You can take a look -- | wasn't reading, but
you can take a | ook at page 13 of your
prefiled testinony.

Sure. Ckay.

And | hate to ask you to restate the
guestion. | was conbing through ny paper
just review ng that.

Well, sure. Wiy don't you focus on page 13,
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M. Bailey. And you have a chart there.
Right? And right below the chart 1I'll read
portions of your prefiled testinony.

Partially quoting, quote, the only way
for Applicant to achieve its projected
volunes is to divert patients fromexisting
provi ders already serving the market.

There you're referring to the four
system prograns that you identified earlier
in your testinony. Correct?

That's correct.

And then later on in your witten remarks you
have a sentence that begins, recent efforts
to increase elective PCl prograns.

Do you see that sentence?
Yes, that's correct.
And you go on to state in that sentence that
these efforts to expand el ective PCl, quote,
all -- anong other things, quote, all
threaten the ability of existing prograns to
continue to neet PCl vol unme thresholds, end
quot e.

Have | read that accurately?
You have.

And so nmy question is, is it your testinony
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that the Norwal k Hospital CON request raises
a serious threat to the ability of Stanford
Hospital, Danbury Hospital, Bridgeport
Hospital, St. Vincent's Hospital to continue
to neet what you believe to be adequate PC
vol une t hreshol ds?

| believe that based on the fact that the

mar ket has al ready seen declines, as | stated
innmy witten testinony and as | gave in ny

i ntroductory coments, and the fact that
there is a continued projection of decline in
the service area that we know for at | east

t he Norwal k Hospital service area -- that
yes, the only way for those volunes to be net
woul d be to have a declining inpact, a
negative inpact to volunes that are going to
other facilities within -- within this
30-m |l e radius.

Do you nean that you believe approval of this
CON woul d pose a threat to those four
progranms to neet m ni nrum vol une threshol ds?
Sol -- 1 believe that the question you're
asking nme woul d cause ne to specul ate about
what exactly -- how those vol unes woul d go

and the total nunber of cases by certain
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geographi c regions, by certain hospitals.

So I'mnot sure | can answer your
guestion with a, cause themto go bel ow the
t hreshol d nunber.

But what | can answer for you is, that
yes, | do believe it would have negative and
adverse inpacts on their volunes, and it
could potentially inpact there, their overall
t hreshol d vol unes.

Q So even though -- so you can't specul ate, but
you believe that potentially could inpact.

Correct?

A | believe | answered the question on that,
yes.
Q Al right. Let's turn to sonme nunbers,
pl ease. Please |ook at the CON application
page 15 and 167
A Just allowne, if | can, to get that
application, because | don't have it in front
of nme?
MR. MONAHAN: Can you read ne the pages of the
application?
MR. TUCCI: CON application pages 15 and 16.
THE WTNESS (Bailey): | have themin front of ne.
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BY MR TuCC :

Q

All right. [If I could just direct your
attention to the bottom of page 15 and then
over to the top of page 16. | want to ask
you a few questions about the data that
appear there.
Yeah, |1've got it. Yeah, |I've got it.
So at this portion of the application Norwal k
Hospital has listed patient transfer data for
a period of August 1, 2019, to March 19th of
2020 for patients that were transferred from
Norwal k Hospital because they required sone
type of followup cardiac clinical care.

Do you see that?
| do see that.
And the data that Norwal k Hospital presented
showi ng that during that seven-nonth or so
period, 13 patients who presented to Norwal k
Hospital ended up being transferred to
Bri dgeport Hospital, which is part of the
Yal e system

Ri ght ?
| see that noted here.
And to state the obvious, Bridgeport Hospital

in the Yale system have not intervened to
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oppose this CON application. Right?
| -- |1 believe that to be factually true
based on what Hearing Oficer Mtchell opened
up with her comments.
And the data further show that during that
seven-nonth period there were 55 patients who
were required to go to St. Vincent's
Hospital, or who elected to go to
St. Vincent's Hospital because they coul dn't
get cardiac care at Norwal k Hospital

And you would agree with ne as a matter
of fact that St. Vincent's as part of the
Hartford Health system did not request
i ntervener status to oppose Norwal k
Hospital's request for elective PCl.

Correct?
| -- | honestly can't speak whether they
requested it, but | -- | do know that they
were not granted an intervener status based
again on what Hearing Oficer Mtchel
st at ed.
Ckay. And during the sane seven-nonth tine
period a total of six patients who could not
receive foll owup coronary cardi ovascul ar

care at Norwal k Hospital ended up going to
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Stanford Hospital. R ght?
| see that's what's stated here, yes.
One of the things that you have tal ked about
is the PCl procedure data that has been the
subj ect of this application, and you -- you
i ncl uded sone i nformation concerning Stanford
Hospital's experience with PCl procedures in
your prefiled testinony.

Correct?
|'"'mnot sure | know exactly what question
you' re asking about. What we've cited in our
prefiled testinony about Stanford Hospital's
procedure vol une?
Ckay. Well, |'m asking about your prefiled
testinony and --
Yeah, yeabh.
And in particular to assist you, |I'd ask you
to go to page 12 of the testinony you
subm tted?
Ckay.
And you put a chart in your prefiled
testinony at the top part of the page which
you' ve described with the | abel, regional PCl
trends. Do you see that?

| do.
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And it shows for exanple in fiscal year 2019
that the total inpatient and outpatient PCl
procedures done at Stanford hospital were
477. Right?
| would -- | would agree with you, yes.
And you al so reported for fiscal year 2020 a
total of your inpatient and outpatient PCl
procedures at 388. Right?
Yes.
And 2020 was the year that all of us were
required to stay honme starting in March when
the pandemc hit. Do you agree with that?
| do agree that was when the pandemc hit.
Al right. And so if we | ook back at the
experiential data fromthe seven-nonth period
that we tal ked about earlier in terns of
patients fromthe Norwal k service area, from
August of 2019 to March of 2020, you agree
with me that there were a total of six
pati ents who ended up going to Stanford
Hospital for some formof further
cardi ovascul ar care.

Ri ght ?
That's correct.

And as a matter of sinple math, if that
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experiential data was consistent throughout
the course of tine, the reduction of six or
ten, or twelve PCl procedures comng fromthe
Norwal k service area woul d not have in any
way a material inpact on Stanford Hospital's
ability to maintain a high-quality PCl
i ntervention program

Wul d you agree with that?

A The way | answer you question is --

Wll, | asked you -- I"'msorry, sir.

| asked you a very sinple question that
is based on the nunbers that we've all just
tal ked about. And so |I'm asking you very
sinply, do you agree, yes or no, that a
reduction going forward of as many as a dozen
cases, let's just say, fromwhat your
exi sting volume trends are for PCl woul d not
have a materially adverse effect on your
health systens' ability to maintain vol une
t hr eshol ds?

MR. MONAHAN. May | object to the interruption of the
Wtness' answer -- and allow the Wtness to answer
as he sees best to answer that question?

THE HEARING OFFICER  1'mgoing to direct himto answer

the specific question yes or no. |If there's any

102




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

foll omup, then Attorney Mnahan, you can nake t hat

fol | omup.

MR. MONAHAN. Ckay. Thank you.

THE WTNESS (Bailey): So to answer your question based
on the math you presented, then no. That woul d

not have a nmaterial i1inpact based on the math you

pr esent ed.

MR TUCC :

Al right. I'"'mnowtrying to nove al ong

here, but | want to cover sone of the other sort

of highlighted areas that | understood from your

witten prefile and your renmarks under oath here

t oday.
BY MR

Q

TUCCI :
And as | understand it, a fair
characterization of one of the other concerns
that you have raised is that the Ofice of
Heal th Strategy shoul d be concerned about a
declining PCl volune and what you
characterize as the region.

And for purposes of our discussion we'll
tal k about the region neaning the four
full-service prograns that we tal ked about
earlier. AmIl right that that's one of the
concerns that you raised?

It is absolutely correct.

103




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Ckay. Do you believe that within a
geographic -- have you seen, do you believe
that within a geographic region that there
may be factors that apply to particul ar
institutions, or a particular location within
that region that could influence procedure
volunme in a way that nay be different when
you | ook at the region as a whol e?
| -- I"msorry. | have no idea what the
guestion actually -- is trying to ask ne to
provide a opinion on it.
Al right. Gay. Let's |look at your chart
on page 12, sir.

Do you have it in front of you?
| do.
You' ve defined the region that you would Iike
OHS to focus on to be conprised of
Bri dgeport, Danbury, St. Vincent's and
Stanford Hospital's. Correct?
That's correct.
You' ve shown for fiscal years 2016 through
fiscal year 2020 what the actual vol une
nunbers are for PCl for those different
institutions. Correct?

Yes.
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And you're asking OHS to draw concl usi ons
about what you believe are regional trends
shown by that PCl volune. Correct?

| believe what |'"'mtrying to do here is to
denonstrate that there is a decline that has
been noted here that falls in line with what
has al so has been projected in the state as
wel | as other national trends.

When you | ook at the region as a whol e.
Correct?

Yes, when we | ook at the regi on whole --

holistically here | think we've -- we've
cited the -- |'ve cited the percentage

decr eases.

Al right. Now, sir, I'd ask you to | ook at

your chart at the top line for Bridgeport
Hospital .

Do you have that data in view?
| do.
Wul d you agree with nme that for fiscal year
2016 Bridgeport Hospital reported a total PC
i npati ent/outpatient volune of 2887
That's correct.
In fiscal year '27 [sic] Bridgeport Hospital

had a total PCl volune of 349. Correct?
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That's correct.

I n 2018 Bridgeport Hospital reported a total

i npati ent/outpatient PCl vol unme of 390.

Correct.

Correct.

In 2019, for that fiscal year Bridgeport

Hospital reported a total

i npatient/outpatient PCl vol une of 489.
Correct?

Yes, that's correct.

So from 2016 to the four-year period ending

in 2019 is a matter of sinple mathematics,

sir, do you agree that the PCl vol une at

Bri dgeport Hospital part of the region that

you' ve defined increased by 200 cases?

| would agree it's increased by 201

i ncreases, as | reported.

Thank you.

Movi ng al ong, sir, again | think one of
the sort of major topic areas that you
presented was a concern about the granting of
the CON application potentially having an
adverse effect on the financial strength of
what | think you characterized in your

prefiled testinony at page 6 as the overall
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heal t hcare systemin the state.

Is that, in fact, a concern that you
have expressed to the Ofice of Health care
Strategy?

Yes, it is in fact a concern.

Can you point ne to any data in the 13 pages
of your prefiled testinony that shows how
allowi ng el ective PCI at Norwal k Hospit al

w Il jeopardize the financial health of any
Hospital in Connecticut?

| -- | do not have any, any data in ny --
that points to an inpact on a hospital, but I
do believe and what nmy point is here is that
the inpact is to the statew de health system

And when we increase operating expenses
as stated and proposed by Norwal k Hospit al
here at 1.08, 1.3 and 1.6 mllion; anytinme a
heal t hcare systemincreases costs in their
operating basis or capital, it has a
del eterious effect on the overall cost of the
heal t hcare system holistically.

Those costs are passed on el sewhere and
it has inpacts that are oftentines hard to
i mredi atel y defi ne.

Al right. M. Bailey, I"'ma little confused
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by that. |'mnot a chief operating officer,
but | did note that you noted that if this
CON were approved that Norwal k Hospital would
experi ence sone additional cost. That's the
poi nt you were making. Correct?
A That's the point | amcalling out that was
based in their worksheet that they submtted.
Q Right. And that would be the costs
associated with providing nore services to
pati ents than Norwal k was previously all owed
to provide because of CON restrictions.
Ri ght ?

That's correct.
So presumably if Norwal k Hospital is
providing services that it was previously not
allowed to provide, you would agree with ne
as a basic el enmentary manner they woul d be
able to charge for those services, at |east a
portion of it?

MR. MONAHAN: (Cbject to the form

THE HEARI NG OFFI CER.  Attorney Tucci ?

MR, TUCCI: Yes?

THE HEARING OFFICER | just wanted to see if you had

any response to the objection.

MR. TUCCI: No, | don't, because | think it's fairly
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clear that when -- the question |I'm asking the
Wtness who is -- | think has financial expertise,
is that you're investing cost and providing
services, the idea is you're going to generate
revenue and revenue offsets cost.
THE HEARI NG OFFI CER.  Attorney Mnahan, any response?
MR. MONAHAN:  Well, | believe that Attorney Tucci
i ntroduced the concept of charges, which was not
the thrust of what the testinony was, and what the
answer to the question was. So | think the thrust
of the questions that led up to that and the
answers dealt with increased costs for services
t hat woul d be duplicating others.

So | think there -- | think that there was --
the charge is, | believe, was an inappropriate
formof that question and followip to the |ine of
questioning that is being presented.

MR. TUCCI: Hearing Oficer Mtchell, I'"'msorry. [|'m
trying to really nmake this as sinple as possible.
The Wtness testified about cost, and that we
reported that there would be increased cost.

" m sinply asking a basic el enmental question
about the concept of increased costs associ ated
with allow ng nore procedures to be done, and if

nore procedures are being done, therefore revenue
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is generated. | don't think that's a
controversial concept or one that's hard to
under st and.

THE HEARING OFFICER All right. 1'mgoing to allow
it.

THE WTNESS (Bailey): Wuld you mnd restating your
guesti on?

MR. TUCCI: You know what? |'mgoing to nove on.
BY MR TUCC :

Q All right. Now | amgoing to spend sone tine
on this next topic, M. Bailey, because |
think it's one that you have provided sone
extensive discussion around. And that's the
i ssue of volune projections. Right?

You woul d agree that the substance of
your testinony here today is that you woul d
like OHS to conclude that the projected
vol ume figures that Norwal k Hospital has
presented are not backed up by what you
describe as enpirical evidence. | believe
you use that termat page 10 of your prefiled
testi nony.
Yes, that's correct.
That is right?

A. That's correct.
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All right. And | assunme as part of your

preparation for comng here today to testify

you revi ewed Norwal k Hospital's response to

the OHS hearing issues which set forth

i nformati on concerning recent utilization.
Did you review that?

| did.

And in reviewing that you would agree with

me, would you not, that those responses

reported enpirical information for fiscal

year 2021, actual to date and projected

showi ng annual i zed vol une of 108 cardiac cath

cases and 82 primary PCls?

That's what the enpirical information is
that was set forth in the response that ny
client submtted to OHS.

Wul d you agree with that?

Before | answer your question |I'd just |ike

to be able to be able to point you to the

information so that |, as being under oath as
you pointed out, | answer it correctly.
Sure.

So you're referring to the table Norwal k
Hospital cardiac cath, the piece how the

cases trend. | don't have a page nunber on
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it -- where it has FY '21 annualized 108 plus
92 adds up to 1907

Q Yes.
A | see that.
MR. TUCCI: Hearing Oficer Mtchell, if you could just
give ne a nonent? | need to | ocate another
docunent .

THE HEARI NG OFFI CER.  Absol utely.
THE WTNESS (Bailey): [|I'mgoing to take a nonent to
get a drink of water if that's okay?

THE HEARI NG OFFI CER:  That's okay.

(Pause: 12:35 p.m to 12:37 pm)

THE HEARING OFFICER  |I'mjust going to note that ny
col l eague Brian Carney was having sone technical
probl ens, and he is trying to assess the hearing
again.

So I"'mjust going to ask that we wait until
he i s back because he controls a |lot of the
functions related to nuting and nonitoring
i ndi vi dual s who want to speak when | can't see
them So |I'mjust going to ask that we hold on

just for another mnute or two until he's back.
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(Pause: 12:37 p.m to 12:41 pm)

THE HEARI NG OFFI CER°  Ckay. So we can go ahead and
resume. |'mjust thinking before you continue
wi th your questions, |I'mwondering if both counsel
woul d be anenable to taking a break at one
o' cl ock?

MR. TUCCI: That's perfectly fine.

THE HEARI NG OFFICER.  Okay. | just didn't want to
interrupt your flowif you wanted to conti nue on.

But is that okay, Attorney Monahan?

MR. MONAHAN:. Absol utely okay.

THE HEARI NG OFFI CER  Ckay.

MR. TUCCI: Hearing Oficer Mtchell, I'mever the
internal optimist. | only have a little bit
| onger for M. Bailey.

THE HEARI NG OFFI CER  Ckay.

MR TUCCI: | was thinking I mght be able to wap up
the |last cross-exam nation. |'mnot sure | can do
it precisely by one.

So maybe what nakes the npbst sense to do is
just finish with M. Bailey and then take a break
when we're done with him And if that's
accept abl e?

THE HEARI NG OFFI CER: That works for nme. Wat about
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you, Attorney Monahan?

MR, MONAHAN:
THE HEARI NG

That works for me, too.

OFFICER  Ckay. Al right. So you can

proceed when you're ready.

MR TUCCI :
BY MR

Q

A

Thank you.
TUCCI :

Al right, M. Bailey. W're back.

Yes, we are.

And we were chatting before the break about
the data, enpirical information presented in
Norwal k Hospital's responses to the OHS
public hearings list -- public hearing

i ssues, and |'d ask you just to go back to

t hat page.

And | want to direct your attention to
t he graph pertaining to Danbury Hospit al
cardi ac cath and PCl case trends.
Do you see that?

| do see that.

And this is a particular set of data reported
for fiscal years '17 through '20, and then
fiscal year '21 for approximately the first
six nonths. Right?

That's what it states, yes.

Right. And of course you know that Danbury
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Hospital i1s approved to provide both prinmary
PCl services to patients, but also elective
PCl services to patients. R ght?

| do know that.

And | ooking at the various data that's
reported as Danbury Hospital's actual case
experience, | want to go through each of the
fiscal years wwth you and | ook at primary PCl
and elective PCl in each of these years and
talk to you about what that enpirical

i nformati on shows.

So focusing your attention on fiscal
year 2017 you would agree with ne that
Danbury Hospital reported 88 primary PCl
cases in 2017, and a total of 329 elective
PCl cases in that sane fiscal year. Correct?
Yes, | see that witten in the chart there.
So in looking at the rel ati onship between the
nunber of primary cases versus the nunber of
el ective cases, there are about four tinmes as
many el ective cases. Right?
| amfollow ng that sinple math, yes.

Ckay. And for 2018 we'll do the sane thing.
Do you see that Danbury Hospital reported 63

primary procedures and a total of 302
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el ective procedures?

And you would agree with nme that the
ratio there is approximately five tines as
many el ective cases as primry PCl cases.

Ri ght ?
| amfollow ng your math, yes.

And for 2019 the data show t hat Danbury
Hospital's actual experience was 79 prinmary
PCl procedures for patients, as conpared with
367 el ective PCl procedures perforned on
patients in that fiscal tinme period.

And again, we're tal king roughly about
five tinmes as many el ective cases as prinmary
cases. R ght?

You're on FY '19?

Yes.

Yes, | would. That's probably nore around
four tines that volune, but yes.

| apologize. 1'll go wth your rounded
nunber. Agreed.

And again, to conplete the exercise wth
regard to the fiscal year 2020, what that
data show i s that Danbury Hospital perforned
primary PCl procedures on 76 patients, as

conpared with elective PCl procedures for a
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total of 339 patients.

And again, we're roughly in that
approximate four tinmes ballpark right?
Yes. |I'mfollowng your math, yeah.
Do you believe that the trending data for
Danbury Hospital showi ng the relationship
bet ween the nunber of primary PCls and
el ective PCls roughly mrrors the experience

that you note to be the case at Stanford

Hospi tal ?
A | have not done the math to do a conparative
analysis. | cannot answer your question.

Q Wel |, have you, in getting ready for this
hearing that we're here for today, did you
take a | ook at what Stanford Hospital's
breakdown was in terns of the nunber of
primary cases versus elective cases?

MR. MONAHAN: Asked and answered.

MR. TUCCI: No, it hasn't been asked and answer ed.
It's the first tinme |I've asked the question,
Hearing O ficer Mtchell.

THE HEARING OFFICER. |I'mgoing to allow for it.

THE WTNESS (Bailey): So certainly we | ooked at our
nost recent data of elective PCls, and we've al so

| ooked at our primary PCls, as we do on a regular
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basi s as just doi ng business.

| have not done the math. | would not be
able to cite, you know, what | believe was your
ori gi nal question, was whether this follows a
simlar trend. Quite frankly, it sinply did not

do the math to know if that is the case.

BY MR TUCC :

Q

That's fine. Let ne break it down a little
bit nore. Let's go.

Let's go to page 12 of your prefiled
t esti nony.

Do you have it in front of you?
| do.
You reported data for Stanford Hospital in
the chart. Correct?
That is correct.
And the data you reported concerned the
actual performance of PCl procedures in
Stanford Hospital, for exanple, in fiscal
year 20177
Correct.
Right? You reported it and you reported it
based on whet her the procedure was done
I npatient or outpatient, but neverthel ess you

reported a total number of PCl procedures
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performed at your institution at 592.
Correct?

That is correct.
How many were el ective? And how many were
primry?

A | -- 1 do not have that answer. | don't have
that, that information.

Q When you're sitting in Stanford Hospital do
you have that data avail abl e?

A | do not have it in front of ne at the
noment .

Q Where it is?

MR. MONAHAN: Hearing Oficer, if there would be a
request for a late file we certainly can prepare
it, but we do not have it here in front of us.

THE HEARI NG OFFICER  If they don't have it, you know
they can't produce it at this nonent. Maybe we
will file a request for a late file, but that is
going to be up to ne after | determ ne what we
need fromthe team

"' mgoing to ask that we nove on.
MR TUCCI: So I'll continue.
BY MR TUCC :
Q So M. Bailey, you' ve indicated that in

getting ready for today's hearing you didn't
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do the math in terns of a breakout between
t he nunber of primary cases done at Stanford
Hospital versus the nunber of cases done
el ectively for percutaneous coronary
intervention. Right?
That is how | answered that question, and
there's no reason for which | would do that
cal cul ati on.
Have you ever been involved in or done a
simlar calculation in the past?
| -- can you -- are you speaki ng about PCl
procedures? O are you just tal king about
doing a ratio?
Yeah. No, it's very sinple. | don't nean to
overconplicate this. M question is very
si npl e.

At any time in the past have you ever
been involved in, or do you know of any
exi sting breakdown showng in a fiscal year
how many primary PCl cases Stanford Hospital
did and how many el ective PCl cases Stanford
Hospital did?
| have not -- | have been in any previous
conversation where we calculated a ratio of

what our PCl is. |'"ve never -- | have not
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seen any data in front of ne to their doing
that -- or doing this calculation. W have
no, again -- we go back to we don't have
basis on why we would do that cal cul ation.
Al right. You obviously agree with nme that
you did participate in and testify as an
i ntervener in opposing the G eenw ch Hospital
CON for elective PCl. Correct?
That's correct.
And in your, in Stanford's Health's capacity
as an intervener in the G eenw ch Hospital
CON request for elective PCl, Stanford
Hospital submtted a late file in that
proceedi ng show ng a breakdown in 2017 of
primary versus el ective PCl procedures,
show ng that you did six tines as nmany
el ective PCls as primary.

Are you aware of that?
| don't have ny -- | don't have ny
prefiled test -- or the testinony or the
transcript in front of me fromthat hearing.
So --
Are you aware that in 2018 Stanford's
Hospital experience was that it did 51

primary PCls and 335 elective PCls, or six
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tinmes as nmany el ective as primary?
A Again, | don't have the data in front of ne.
So it's inpossible for ne to be able to
answer your question. |'msorry.
Q Are you aware in 2019 Stanford Hospita
reported doing an actual nunber of 65 primary
PCls, and a total of 337 elective PCls, or
approximtely five tines as nmany el ective
procedures as prinmary?
MR. MONAHAN: Hearing Oficer, may | just? And |I'm not
doubting what is being read, but can we just --
can | just understand what it is that Attorney
Tucci is reading fromso that we can understand

where the nunbers are comng fron?

MR TUCCI: |'mreading from--

THE HEARING OFFICER. | believe this -- oh, go ahead.
MR. TUCCI: Hearing Oficer, | apologize. | didn't --
THE HEARI NG OFFI CER°  No, no, no. | believe that this

is fromthe G eenwich hearing, prefiled testinony
fromthat -- but go ahead, Attorney Tucci.

MR. TUCCI: Yes, your understanding is correct, Hearing
Oficer Mtchell.

THE WTNESS (Bailey): So again, Attorney Tucci, |
don't have the information in front of me on any

of the years that you mght cite. So it's
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THE

THE

THE

THE

i npossible for nme to answer your question.
BY MR TUCC :
Q What about fiscal year 2020, | ast year? Do
you know what those nunbers were?
| do not.
Vell, let nme refresh your nenory.
In 2020 your institution reported doing
54 primary PCls and 255 el ective PCls, again
approximately five tines as nmany el ective
procedures as prinmary procedures. You don't
recall that?

A | don't recall the specifics of the data.
TUCCI: | have no nore questions for this Wtness.
HEARI NG OFFICER.  All right. So let nme just ask --
MONAHAN:  May | have --

HEARI NG OFFI CER: Oh, go ahead. Was that you,

At t or ney Monahan?

MONAHAN:  Yes. | apol ogize. | was raising ny
hand.

HEARI NG OFFI CER:  No, that's okay. That's okay.
MONAHAN: Do | have the opportunity to just ask a
coupl e of questions on redirect?

HEARI NG OFFI CER:  Yes.

MONAHAN:  Thank you.
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REDI RECT EXAM NATI ON ( Bai | ey)

BY MR MONAHAN:

Q

M. Bailey, there were a nunmber of questions
about the charts in your testinony, your
prefiled testinony in this matter on page 12
in connection with the regional PCl trends.
Do you recall that |ine of questioning
where | nade an objection, it was overrul ed
and then you were asked to answer the
guesti on?
| do recall.
Was there a point during that |ine of
guestioning that you had any reason to
descri be sonething greater than what was in
that chart in the section seven as a whol e?
Yeah. So | believe what | was trying to get
to, section seven which really speaks to the
aspects of the full-service cardiovascul ar
prograns in a declining market is when we --
it's inpossible to really separate out al
the full-service progranms in and of itself.
And then when you're | ooking at nultiple
full -- multiple hospital systens applying

for bringing in | owvolunme PCl prograns
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W t hout the on-site cardiac surgery, it's

i npossible to fully conprehend the ripple
effect that could occur in a situation where
t here woul d be deleterious effects on the
vol unes at hand. And so while --

MR. TUCCI: (Objection. Mve to strike. This Wtness
is not qualified to give that testinmony. It's
pure speculation. He's offering an opinion
W t hout any qualification or basis to give it.

He's not a cardiac expert. He's now giving a
predi ction or an evaluation, or an opinion that
could only be given by an expert in the field.

Move to strike it.

THE HEARI NG OFFI CER  Att or ney Monahan?

MR. MONAHAN: Attorney Mtchell, with that notion to
strike if that's the basis for a notion to strike
there's nearly every single witten prefiled
testinony that will receive a simlar notion on
the Applicant's side.

This is a chief operating officer of Stanford
Health care. He crosses the lines between
clinical data analysis, financial data analysis,
mar ket anal ysis, and he receives information from
a nunber of different experts. This is not a

trial where there has been a designated expert on
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a particular mnute narrown nded scope.

So the fact that | have asked this Wtness to
enbel lish on the testinony that he has presented
to you in ny viewis fair for you to hear based on
his experience in his role at Stanford Health.

MR. TUCCI: Hearing Oficer --

THE HEARING OFFICER  I'mgoing to allowit. No, I'm
going to allowit briefly. As this is an
adm ni strative hearing, you know, | do -- we're
going to look at all of the evidence and I'll give
it the appropriate wei ght based on everything we
hear. So | just want to hear what he has to say.

THE W TNESS (Bailey): Thank you, Hearing Oficer
Mtchell.

So just to wap up ny coment on that, is
when at any point in tine in this situation or
ot hers where services are comng in and they are
going to be duplicative, or areas where nultiple
systens are coming in on an effort, and now we've

got services that are already at comercial vol une

obj ectives; those will have a conpoundi ng factor
on themthat will have a negative inpact on
heal t hcare organizations -- and |I'll keep it as a

broad aspect.

There are four already existing progranms in
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thi s geographic region that provide these
services. And they will have, based on previous

experiences |'ve seen as these types of things

play out, where they will have a negative inpact
on their volunes. And that can have -- | just
want to cite this exanple. | do have it in ny

witten testinony, so it's not new information.
But we have a type of program under an aspect

relative to CM5's national coverage decision. W
are to retain a 300 vol une, PCl m nimum vol une.
So there are aspects that may not be on the
forefront awareness of these types of inpacts, but
as an organi zation why we are so concerned,
reduci ng our volune may have downstream i npacts
that may not be overly apparent when | ooking at it
at just the surface.

MR. MONAHAN:  Thank you.

THE HEARI NG OFFI CER:  Fol | owup, Attorney Mnahan?

MR. MONAHAN: | have no other questions of the Wtness.

MR. TUCCI: Recross, please, Hearing O ficer Mtchell?

THE HEARI NG OFFI CER:  Yes, very briefly.

MR. TUCCI: Yes, very briefly. And follow ng up just
on the point that the Wtness was neki ng, Hearing

Oficer Mtchell.
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RECROSS- EXAM NATI ON ( Bai | ey)

BY MR TUCCI :

Q

M. Bailey, please | ook at page 12 of your
prefiled testinony?
| have it in front of ne.
I n page 12 of your testinony you present somne
projections by the healthcare consulting
group called S&. Correct?
| do.
And the projections that you present are
S&'s estimtes regarding projected PC
vol unme going forward for the primary service
t owmns of New Canaan, Norwal k, Weston,
West port and W ton.

Ri ght ?
That's correct.
And you show what the actual PClI volune is in
2019, and you show what S& projects the PC
volune to be going out a five-year period or
so to 2024. Right?
That's correct.
And for those four towns what you're
consul ting expert shows is that in 2019 there

were a total of 303 PCl cases. Right?
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A. That's correct.

And in 2024 your consultant suggests that
total volune of PCl cases wll be 298.
Correct?

That's correct.
A difference of five |ess.
Sir?
A Yes, five |ess.
MR. TUCCI: Thank you.
MR. MONAHAN. No ot her questions.
THE HEARI NG OFFI CER:  No ot her questions? Ckay.
So it looks like everybody is done with
M. Bailey. | just want to nake sure we're al
set before we take a break?
MR. TUCCI: Yes. Thank you, Hearing Oficer, on behalf
of the Applicant.

THE HEARI NG OFFI CER°  Okay. And al so Attorney Monahan?

MR. MONAHAN: Yes, we are ready to take a break.

THE HEARING OFFICER: Al right. So we are going to
take a break until 1:45. 1'll give everybody the
notice that we're going to go back on around 1:43.

And then for the hearing reporter |'m going

to send you a list of witnesses for both sides.

(Pause: 1:01 p.m to 1:50 p.m)

t he
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MR TUCC :

Hearing O ficer

Mtchell, I think we're

back now and ready to proceed.

THE HEARI NG OFFI CER:

Perfect. So you were going to

ask additional questions of the Intervenor's
W t nesses, Attorney Tucci?

MR TUCCI: Yes. | would ask to call Dr. Scott Martin,
pl ease.

THE HEARI NG OFFI CER:  Ckay.

CROSS EXAM NATI ON ( Marti n)

BY MR TUCC :
Q Dr. Martin, good afternoon.

Good aft ernoon.

Q Can you hear ne all right?
A Yes.
Q Ckay. Do you have your prefiled testinmony in

front of you?

| do.

If you could look at the first page of your
written subm ssion, please?

Ckay.

Now one of the things that you say in your
prefiled testinony, |I'mjust going to read

t he quoted | anguage to you. It begins at the
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bottom of the first page.

Stanford Health's interventional
cardi ol ogy programoffers the latest in
| eadi ng-edge minimally invasive approaches to
cardi ac care.

You strongly believe that to be an
accurate statenent. Correct?
Yes.
And you've heard the earlier testinony
concerning the nunber of patients that have
been treated at |east during the seven-nonth
period from 2019 to 2020 who originate from
t he Norwal k Hospital service area.

And you'll recall that at least in that
period it was at |east about six patients
t hat ended up actually receiving care at your
institution. Correct?
If you're referring to the transfers from
their hospital to ours, yes.
Yes. And if those patients elected to stay
at Norwal k Hospital because Norwal k Hospita
was permtted to do elective PCl procedures
you woul d agree that Stanford Hospital is
still going to have a state-of-the-art

i nterventional cardiol ogy program
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Correct?
Yes, | would agree. |, you know, the
transfers -- it's been about one per nonth

historically for Norwalk for quite a while.

You know, | don't think that taking that
away woul d provi de any i mm nent existenti al
threat to our program but -- and | believe
the application is, you know, positing that
there woul d be many nore patients getting PCl
at Norwal k Hospital fromthose direct
transfers.
| understand that's your point of view but
| " m focusi ng now on what effect this may or
may not have on your program and on Stanford
Hospital .

And you'd agree with ne just as a matter
of sort of sinple reality, which I think
you' ve acknowl edged, that whether or not that
that volune fromthe Norwal k Hospital service
area is or is not part of your work, Stanford
Hospital is still going to be doing hundreds
of PCls annually.

Ri ght ?
Well, | think there's two separate issues.

You know, the patients comng in direct
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transfer is potentially a ot | ess than the
pati ents who end up here from your service
ar ea.

| f you were counting only the patients
who are direct transfers out of your
hospital, then your PCl per year would be far
| ess than 200. You're obviously com ng up
with patients who are going to get PCl from
sonewhere and not -- not just people directly
transferred out.
VWell, Doctor, that wasn't ny question. |
understand. W're going to get to your view
of the volunme and the nunbers in a mnute,
but for right now ny question is -- you know
for a fact that Stanford Hospital does
hundreds of primary and el ective PCl's
annual | y.

Correct?
Yes.
And you al so know for a fact because you' ve
told nme that your experience shows that you
get about one transfer a nonth of a patient
who originates from Norwal k Hospital primary
service area.

Correct?
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No, one a nonth, one patient per nonth from
Norwal k Hospital transfer. | don't know
where the primary service area is. They cone
fromyour hospital.
| understand your point. Ckay. | got it.

Am | correct in understanding that the
primary substance of the testinony that
you' ve offered both in witing and orally
here today is your belief that the Norwal k
Hospital's proposed elective PCI programin
your view has not presented sufficient
information to denonstrate that vol unme and
quality guidelines that you think apply woul d
be net.

|'s that true?
Yeah, that's ny view, and -- but it's taken
fromthe application. The de facto nunbers
that are posited are all |ess than 200 on the
application.
| understand. You're telling us you've
reviewed the application, and based on your
review of the Norwal k Hospital CON
application you believe that the application
fails to present sufficient information to

denonstrate that the applicabl e professional
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gui delines for elective PCI w thout surgical
backup have not been satisfi ed.

That's your view. Right?
Ri ght .
And in witing your prefiled testinony you
took care to attach to your witten
subm ssion the different guidelines of
various professional societies and
organi zations that in particular you wanted
to bring to the attention of the Ofice of
Heal th Strategy.

Correct?
Yes.
You included them as exhibits so that they
could be readily referred to by the Hearing
Oficer and by OH staff to | ook at what the
substance of those different guidelines and
standards have said over the years in the
docunents that have been pronul gat ed.

Ri ght ?
Ri ght .
Ckay. Do you agree with the statenent that
PCl has becone widely practiced and is an
i ntegral conponent of cardiovascul ar therapy?

Yes.
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And in fact, you attached Exhibit C to your
prefiled testinony and that's precisely what
t he ACCF/ AHA/ SCAI 2013 update says on
page 439. Correct?
PCl has becone a wi dely practiced and
i ntegral conponent of cardiovascul ar therapy.
You don't disagree with that?
Yeah, | -- 1'd have to ook at it to see if
it says that exactly, but | believe it.
Al right. Do you agree with the general
proposition that the devel opnent of coronary
artery stents has dramatically altered the
practice of coronary intervention, and that
the initial stents avail able nmarkedly reduced
the need for PCl related enmergency coronary
bypass surgery?
Yes.
And that's because that's what the
information is that was al so reported in the

2013 report that we referred to earlier.

Ri ght ?

On page 440.
Yeah, | nean | know it to be true outside of
t he guidelines, but -- but yes. | nean,

that's --
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You don't view that to be a controversi al
nmedi cal proposition, that the devel opnent of
stenting has markedly reduced the need for
emer gency coronary bypass surgery. Correct?
Correct. You know, the devel opnent and then
advancenent of stenting -- and this is --
this is not news. You know this was in the
‘nineties to early 2000s. It's nmarkedly

| ower than the need for energency bypass
surgery.

Al right. And | want to focus your
attention in particular on the 2013 update

t hat we've been discussing, the clinical
conpetence statenent that was issued by the
t hree professional organizations.

In particular, | direct your attention
to page 442 of the July 23, 2013, docunent.
Ckay.

Do you see the reference on page 442 that
tal ks about overall institutional system
requi renment s?

Yes.

And you are famliar generally, are you not,
wi th what the overall institutional system

requi renents are for a procedural success
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when it cones to doing interventional PCl

procedur es?

Yes.

And part of what is discussed in the 2013

conpetence statenent is a reference back to

the earlier 2011 guidelines that contain sone

recomnmendati ons. Right?

Correct.

And those recommendations fromthe 2011

statenent are summari zed on page 442.
Correct?

Are you -- you're tal king about the bulleted

bit at the end here?

The three bulleted points that appear at the

bottom of page 4427

Yes.

And the first point of the 2011 guideline

tal ks about primary PCl being reasonable in

hospitals without on-site cardiac surgery as

|l ong as there's appropriate planning for

program devel opnent that's been acconpli shed.
Ri ght ?

Yes.

And of course you're aware that primary PCl

is currently performed at Norwal k Hospita
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W t hout on-site cardiac surgery, and that's
because there has been appropriate program
devel opnent that's been acconplished to all ow
that to occur?
Yes.
Now t he second bullet tal ks about el ective
PCI. And it says elective PCl, you know,
coul d be considered in hospitals that don't
have cardi ac surgery backup as | ong as
there's appropriate planning for program
devel opnent that's been acconplished, but
al so rigorous clinical and angi ographic
criteria that are used for proper patient
sel ection.

That's one of the three guidelines that
we' re tal king about here in the 2011
docunment. Right?
Yes.
And you know that the Norwal k Hospital CON is
in excess of 900 pages in length. | assune
you' ve taken sone tine to go through it?
Yes. If you -- if you want to refer to
sonet hing specifically I -- | would have to
review it now.

But no, | have | ooked through it.
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And in your review of the materials submtted
by Norwal k Hospital you would agree, would
you not, that the hospital has specifically
stated what the clinical and patient
selection criteria are that it woul d propose
to apply to govern selection of patients who
are appropriate for elective PCl?

That's in there. Isn't it?
| believe so, yes.

And the 2011 guideline goes on to state,
primary or elective PCl should not be
performed in hospitals w thout cardiac
surgery backup, w thout a proven plan for
rapid transport to a cardi ac surgery
operating roomin a nearby hospital.

And you know for a fact that's in place.
Don't you? Because there, there are
appropriate transport guidelines to get
patients from Norwal k to Stanford in the
event that there's a need for cardiac surgery
backup.

Correct?

Yeah. | don't know that there's a plan with
Stanford, because | don't recall ever getting

an energency surgery patient from Norwal k,
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but I -- I'"msure there's a plan sonmewhere.

| -- I don't have that.

Al right. So Doctor, you've expressed a
nunber of concerns relating to the data
reported with respect to projected PCl vol une
going forward, and so on.

And as | understand it, the big thing
that you're concerned about is the issue of
whet her or not it's reasonable to concl ude
t hat Norwal k Hospital can achieve a m ninmum
pati ent threshold of approximately 200 PCls
on an annual basi s.

That's the issue that you're nost
concerned about. Right?

Yes.

Because the nunber is stated as one of the
vari ous conponents of the elenments that these
prof essi onal societies have identified as
inportant. Correct?

Correct.

Do you agree with the idea that you al so need
to exercise reasonabl e and appropriate

cauti on agai nst an overenphasis or
preoccupation with specific vol une

reconmendat i ons?
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MR, MONAHAN:

| object to the form-- only because |

don't under st and. |f the Doctor understands it,

he certainly can answer it, but |I'mnot sure |

under st and t he questi on.

BY MR TUCC :

Q
A.

Vel |, Doctor, do you get what |'m asking you?
Can you just repeat it?
Sure. Do you agree with the concept or idea
that in considering this notion of vol une
t hreshol ds for the safe performance of PCl,
that there ought to be an exercise of an
appropri ate degree of cauti on agai nst
preoccupati on or overenphasis with specific
vol une recomendati ons?

Do you think that's a reasonabl e
approach to take?
| don't think so. You know, if you | ook at
t he gui delines they say a m ni num vol une of
200 PCls a year to be initiated. And it's
pretty clear that, you know, it goes on to
say a nultiple of volune and partial service
PCl centers that use PCl expertise increase
costs, and have not been shown to inprove
access.

| think it's pretty clear that the 200
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MR, MONAHAN:

is not, you know, sonething to be taken
lightly.

| mght direct your attention to page 451 of
Exhibit C, the docunent you attached to your
testinony. Do you have it in front of you?
| do.

The paragraph, the first full paragraph in

t he second colum of the ACCF AHA/ SCAI
clinical conpetence statenent reads as

foll ows.

Quote, it is the opinion of our witing
commttee that the public, policymakers and
payers shoul d not overenphasi ze specific
vol ume recommendati ons recogni zing that this
is just one of many factors that may be
related to clinical outcones, end quote.

Have | read that accurately?

Yes. You know, if you go back to the

par agr aph before --

Let ne direct your attention -- let ne direct
your attention?

Hearing O ficer?

THE HEARI NG OFFI CER°  So yeah. | hear you, Attorney

Mbnahan.

your obj

l"mgoing to |l et you go ahead and nake

ections.
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MR. MONAHAN:  Yeah. | believe there was a sel ective
sentence the Doctor who is an expert in reading
this was | believe attenpting to put that sentence
in a context and was cut off, and | think he
should entitled to answer the question.

THE HEARI NG OFFICER  So here's what |'m going to say
about it. | know that, Attorney Tucci, | didn't
gi ve you an opportunity to respond, but rather
than go back and forth about whether or not he has
the opportunity to do it now, |I'mgoing to give
you the opportunity to followup with Dr. Martin
after Attorney Tucci asks sonme questions.

So if that's sonething that you feel that he
needs to bring out and it's sonething that
Attorney Tucci believes is a yes or no question,

t hen you can go back and fol |l ow up.

MR. MONAHAN:  Thank you.

BY MR TUCC :

Q All right. Doctor, let nme direct your
attention to, again page 451 which includes
the second full paragraph in that colum
whi ch reads, quote, the relative benefit of
nor favorable outcones in facilities with
hi gher vol unes nust be wei ghed agai nst the

potential decline in access resulting from
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m ni nrum vol une standards for regionalization
of care.

Do you di sagree with that finding?
No, |I think that's accurate and reasonabl e.
There again, | want to focus on vol une
requirements since it appears to be a major
poi nt of your contribution to these
proceedings. Do you think it's reasonable
t hat when we |l ook at the criteria that the
vari ous professional societies have
identified, that appropriate weight be given
to all of the criteria that have been
i dentified?
| -- yeah, can you be nore specific? |'m not
sure what you're asking.
Yeah. So we talked a little bit ago about
three of the guidelines and requirenents, you
know, patient selection, rigorous patient
sel ection, appropriate policies and
procedures. Those, those are inportant as
well. Aren't they?
Certainly.
It would be a challenge to have a safe
el ective PCl program w t hout surgical backup

if you didn't have really good patient
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screening to nake sure you were only doing
el ective PCl on the proper patients at a
facility w thout inmmedi ate surgery backup.

Ri ght ?
Correct. And you know, simlarly you need
t he proper equi pnent. You need a cath |ab
and you need nurses. Yeah, those are the
ot her requirenents, and | agree that all the
requi renents should be net.
Ckay. Do you have any concern about using
the volune standard as a netric or
requi renment, you know, when it is equated to
be a nmeasure or predictor of quality?

Does that cause you any pause?
| think there have been nultiple studies that
show t hat doing a procedure nore does
coordinate with quality. But you know, I
think wthin -- within reason it doesn't
really give you pause. | think that's
reasonabl e.

|, you know, if | -- if |I had to go for
an elective PCl, | would rather have it done
with a provider of an institution that did
quite a nunber of themrather than did very

f ew.
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Right, but it's a question of degree. 1Isn't
it?

There's al ways a question of degree, sure.
Yeah. So when the commttee who wote the
2013 conpetence update docunent says on

page 452, quote, the witing commttee

cauti ons agai nst focusing on specific volune
recommendat i ons and enphasi zes t hat
procedural volune is one of several variables
to consi der when determ ni ng operat or
conpetency; volunme is not a surrogate for
gquality and should not be substituted for

ri sk-adj usted outcones or other neasures of
quality.

Do you agree with that?

Sure, you -- you could have sonebody who does
a hi gh-vol unme of procedures and has poor,
poor out cones.

But you know, in this 2013 docunent it
does roll back. You know, the 2011, you
know, the context is in 2011. They
recomended that providers have -- bring in
75 procedures -- bring in 400 procedures at
each site and on-site cardi ac surgery.

So this 2013 docunent was in that, in
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that setting and was rel axi ng those
gui delines from 75 per operator and 400 per
center and on-site cardiac surgery w thout
t he nore.

But you know it is a question of degree.
| nmean, if we're going to relax it from 200,
are we going to relax it to 10? You know,
there is a standard here and it's for a
reason.
Right. And so what you've just described
coul d be reasonably thought of as we had an
approach that we as professionals thought
made sense in 2011, and now |l ooking at it two
years |l ater we' ve evol ved our thinking based
on | ooki ng at new i nformati on and new dat a,
and new science that tells us what we think
i s reasonabl e.

Ri ght ?
| -- 1 think that's correct and |, you know,
| can see where this is going that, you know,
now it's, you know, this is from 2013, 2014.
Have t hi ngs changed since then? The answer
IS, no.

| f you | ook we've updated, you know, the

gui delines in 2016, 2017, and they all
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reaffirmthis 200 nunber
There's really been no study that
that's, you know, random zing patients to
| ow-vol une centers because people don't --
t hat woul d be |udicrous. And nobody is going
to conpare their 50 PCl per year programto
the Cleveland Cinic or Colunbia.
Al right, Doctor. Well, | appreciate very
much that you may be able to see where we're
going, but | still need to get there.
Very wel | .
So let's tal k about these evol ving standards
t hat we' ve been di scussing and how t hi ngs may
or may not have changed as nore and nore
prof essi onal input has happened since 2013.
And you woul d agree that there has been
nore gui dance that's been issued over the
course of the last seven years. R ght?
Yeah. |, you know, | think we -- we include
exhibits froml think 2016 and/or 2017.
And -- and certainly these guidelines do cone
out when things change.
You know, you may -- | don't know if you
were going to bring it up or not, but there

was recent guidance from one of our societies
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regarding potentially, you know, guidance for

PCl anbul atory surgical centers, that that
was pronpted by Medi care CMS approvi ng
paynent for such a PCl.

And you know, you saw that when -- when
there's a need there's a guideline docunent
to conme up with. So with regards to, you

know, surgery, in regards to PCl w thout

on-site surgery there's been no change and no

need to update the guidelines.

Q Wl | Doctor, since you brought it up -- it's
alittle bit out of order, but if you could
enlighten us I'd be interested to hear your
vi ews and under standi ng regardi ng that recent
policy promulgation relating to having PCls
done in an anbul atory surgical center, which

obvi ously by definition doesn't include

surgi cal backup to do bypass surgery. \Wat's

your sense of how we evolve to get there?
THE HEARING OFFICER:. I'mgoing to interject. W're
not tal ki ng about anbul atory surgical centers.
It's not part of the application. | just want to
keep it focused on this application.
MR. TUCCI: W don't need to bel abor the point, Hearing

Oficer Mtchell. Thank you very much. [1'Il nove
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on.
BY MR TUCC :

Q So Doctor, are you with ne?

A Yes.

Q | want to ask you sonme nore about sort of
what your views are regarding sort of the
general state of interventional cardiology in
the world we're in today.

Do you agree with the idea that
performng PCI w thout on-site surgical
backup is sonething that's gai ned greater
acceptance as the years have gone by in the
United States?

Yes.

And that is a viewthat is expressed in
Exhibit B, the 2014 update on percut aneous
coronary intervention w thout surgical
backup. That was done by the three

pr of essi onal societies we've been discussing.

And that, for the record, appears on
page 2621 of the docunent.
| agree, yeah.

Yeah. Thank you. You're famliar with the
New Engl and Journal of Medicine?
A Yeah, |'ve heard of it.
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And at the risk of stating the obvious,

obvi ously the New Engl and Journal of Medicine
is an authoritative source in the nedical
field. Correct?

Yes.

In the course of preparing for your testinony
both inits witten formand oral, did you
have occasion to | ook at an article published
i n New Engl and Journal of Medicine in My of
2012, the title of it being, Percutaneous
Coronary Interventions Wthout On-Site
Cardi ac Surgical Backup?

| have it here in front of ne now So | have
seen this before, yes.

Yeah. Do you recall that that article had
sone di scussion that specifically addressed

t he question of volume when it cane to doing
PCls without on-site cardiac surgery backup?

| -- | believe you, but can you direct ne to

where -- where you want ne to | ook at that?
Sure. 1'd ask you to focus on page 8 --
1818.

My -- what | have in front of nme goes up to
1801.

Ckay. | have it in front of ne.
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You' re famliar with the term"nonprimary
PCl ?"
"' msorry. Non-what?
Nonprimary PCl?
Sure. And in this context that's elective
PCl. You know you can divide it up in
di fferent ways, but you know it's elective
PCl for our purposes.
And the New Engl and Journal of Medicine
article when it's discussing vol une
consi derations says, and | quote, nonprimary
PCl is eight tinmes as conmon as prinary
PCl according to a national registry data,
and there was a strong associ ati on between
PCl vol unme and out cone.

Are you famliar wth that nationa
regi stry data?
| -- 1 believeit. | -- 1 have -- | haven't
| ooked at the national registry data in terns
of the frequency of primary versus nonprinary
PCl, but | think that that sounds | ogical.
| guess ny point is this, Doctor. Do you
have any reason to quarrel with the notion
that from an experiential standpoint elective

PCl is perfornmed eight tines nore than
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primary PCl is perforned on average?
| think nationw de that that rings true.
Al right. And the New Engl and Journal of
Medi ci ne goes on to state -- make the
following statenent, and this is a paragraph
in the left-hand colum down toward the
bott om

| f the privileges of sites that perform
primary PCl were expanded to include
nonprimary cases, the resulting increase in
vol une woul d enhance hospital, operator and
t eam experience, and would theoretically
inprove the quality and safety of all PCs
per f or med.

| s that a statenment you generally agree
with?
Yes, but if you -- the next sentence is,
renovi ng the requi renents raises
countervailing concerns; proliferation of
sites which nonpriority PCl can be perforned
for sone existing high-vol une regional
centers and the | ow volune prograns wth
adverse inplications for quality.
Ri ght .

And | think that's the -- the objection
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that's being raised here.

Q Right. These things all have to be bal anced
out. Don't they?

MR. MONAHAN: Object to the form If you're asking him
what his interpretation is, you can ask that.

MR. TUCCI: Yeah. That's exactly what |'m asking you.
BY MR TUCC :

Q Do you agree that these things all have to be
bal anced out to make sure that there's an
appropri ate bal ance nai ntai ned so that
quality exists in both high-volune centers
and centers that do a | ower volunme of PCl?

Isn't that the goal ?
THE HEARING OFFICER I'mgoing to let Dr. Martin
answer it. Dr. Martin, you' re already
answering -- so go ahead.

THE W TNESS (Bailey): Yeah. The goal is to have high

quality everywhere. |1'll agree to that.
BY MR TUCC :
Q All right. In your witten testinony you

concl ude by saying that the concern that
you're bringing to the fore is that the
Norwal k application will -- and |I'm quoti ng,
redirect patients fromexisting full service,

full-service providers, end quote.
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And then you go on to say, quote, wth
no clear public benefit.

| s that your view?
Yes.
Do you agree that allowing a patient to
remain with a provider of choice is sonething
that could be viewed as a public benefit?
Sur e.
Do you agree that not requiring a patient to
travel to get needed care when the
circunstances don't require it can be a
public benefit?
| -- I think that's a tougher one because you
know it depends. Saying that circunstances
requirenent is really what is at issue here.
| understand that, but |I'masking you to
assume the circunstances don't --
Al other things being equal, you're better
of f, you know, patients are better off having
a choice and being able to do things closer
to honme. |'ll agree with that.
Ckay. And | assune you'd also agree that if
that was the case it would be a public
benefit not to have to pay the cost of having

an anbul ance transport a patient from one
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institution to another, or have a duplicate
testing run because the nedical record
systens don't talk to each other.

Ri ght ?

So |l -- 1 don't propose to be an expert on
cost of health care, but what | wll say is
t hat places that have centralized health
care, you have this hub and spoke system
where not every hospital duplicates every
service and they, you know, that's -- that's
done as part of a cost-saving neasure.

Sol -- | wuld argue that transferring
to a higher level of care is not necessarily,
you know, a higher cost proposition for the
heal t hcare system as a whol e.

Wll, let's try it this way. In a world
where the goal is to provide and naintain a
hi gh | evel of quality when nedical care is
provided by institutions such as Stanford
Hospi tal and Norwal k Hospital, would you
agree with the notion that finding ways to
deliver that care nore efficiently and reduce
the cost that consuners have to pay for that
care, if it can be achieved would be a public

benefit?
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A | agree that's a public benefit. | just
don't know that not transferring patients
IS -- is a net cost saver.
MR TUCCI: Al right. Thank you, Doctor. That
concl udes ny questi ons.
THE HEARI NG OFFI CER Any followup for Dr. Martin,
At t or ney Monahan?
MR. MONAHAN: Yes, if you just give ne one nonent | do

have a fol | owp.

REDI RECT EXAM NATI ON ( Marti n)

BY MR MONAHAN:

Q Dr. Martin, wthout going through every
article that was referenced by Attorney
Tucci, is it fair to say that he sel ected
segnents of different articles and asked you
to read them and agree or disagree?

Is that a fair statenent?

A Sur e.

Ckay. Having studied the literature both in
ternms of your general practice as an
interventionist, and having studied all the
l[iterature in connection with this

application for this PCl program and having
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studied all the literature for the
application for the G eenw ch/ Yal e New Haven
PCl program when you exanm ned these various
articles that cone up with different

I nprovenents, studies, exam nations, does it
alter your view at all that the best standard
in ternms of mninmumthreshold still stands in
the 2014 consensus docunent by the three
expert agencies that we have tal ked about ?
No, | think the 2014 docunent still stands.
Isn't it a fact that guidelines are in fact
studi ed, exam ned -- even debated, and that
is why there is a nunber? There are a nunber
of literature pieces that conme out.

And it is, as Dr. Bhalla testified
earlier, these consensus groups that cone
together to pull all that together, to cone
up with a gold standard best practice.

Is that a fair statenent?

MR. TUCCI: Objection to the |Ieading, and the speech.

MR. MONAHAN: |I'mfollow ng up, Attorney M chaela, on
the very questions that he was giving segnented
and without context. This is ny ability nowto
gi ve context to what was omtted fromthe

guesti on.
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THE HEARING OFFICER:. Al right. [1'mgoing to go ahead

VR.

and all ow you to ask those questions, Attorney
Monahan, but just not -- | would rather hear
Dr. Martin testify in his own words rather than --

MONAHAN:  Certainly.

THE HEARI NG OFFI CER  Yeabh.

BY MR MONAHAN:

Q Certainly. So based on everything you' ve
read, what do you view today as the best
standard in terms of mninmumthreshold for
el ective PCl in your professional opinion?
ell, ny --

For facilities?

A -- my professional opinion is shaped by the
expert consensus gui delines which are still,
you know, has been reaffirmed really again
and again, that at least 200 is a mninmm
st andar d.

Q And with all of the other advancenents,
additions, inprovenents, has there been any
docunent that you know or that's been
denonstrated or shown to us by the Applicant
t hat has superseded, eradicated or abolished
t hat threshol d?

A No.
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THE

THE

THE

THE

VR.
THE

MONAHAN: | have no other questions.

HEARI NG OFFICER:  All right. Any followup, or any
addi ti onal questions for the Intervener's
W tnesses, Attorney Tucci?

TUCCI: Nothing further. Thank you, Hearing
Oficer Mtchell.

HEARI NG OFFI CER:  Thank you. |'mgoing to go ahead
and turn it over to you, Attorney Mnahan, for
gquestions for the Applicant's w tnesses.

MONAHAN: Can | just have a nonent to put sone
bi nders away?

HEARI NG OFFI CER:  Absol utely.

TUCClI: Hearing Oficer Mtchell, I'mjust going to
step out briefly while M. Mnahan is getting
r eady.

HEARI NG OFFICER.  All right. So what we can go is
we can go ahead and take a five-mnute break, if
that's okay with peopl e?

We'll go on the record at 2:35 rather than
just have the dead air while people are waiting
around in case anybody needs to use the restroom
or make a call.

MONAHAN:  Thank you very nuch.

HEARI NG OFFI CER You' re wel cone.
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THE HEARI NG
I w
VR, MONAHAN:

(Pause: 2:30 p.m to 2:35 p.m)

OFFICER Al right. So we'll go ahead and
hand it over to you, Attorney Mnahan.

Yes. 1'd like to call Dr. Miurphy as a

W t ness for cross-exam nati on.

THE W TNESS

BY MR

Q
A

(Murphy): Okay. I|I'mall set.

CROSS- EXAM NATI ON ( Mur phy)

MONAHAN:

Hell o, Dr. Murphy. How are you?

Hell o, M. Mnahan. Good, thank you.

Dr. Murphy, you submtted prefiled testinony

in this matter. Correct?

Correct.

And you know, wi thout going through your

whol e curriculumvitae, which is obviously

very inpressive, you are a physician.
Correct?

Yes, correct.

Am | correct that you do not specialize in

any area of cardiol ogy?

That is also correct.

I n connection with your role at Nuvance, what
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MR TUCC :

is your role at Nuvance in connection wth
Norwal k Hospi tal ?

|"'mthe Chief Executive Oficer of the entire
systemincl uding the various hospitals.

Is it fair to say that you have the final say
when it cones to a decision at Norwal k
Hospital if there's a disagreenent between
you and the CEO of the Norwal k Hospital ?
That's probably true.

In your prefiled testinony you nade it quite
clear that you see a regul atory i npedi nent or
barrier to the application that you had
submtted. Correct?

Correct.

And am | correct in assunmng that the fact
that you had applied for this as Norwal k
Hospital tw ce before in the years past and
had been denied by the office, the
predecessor of OHS, the Ofice of Healthcare
Access, that that contributed to your view of

there being a regulatory barrier?

bj ection to the form (Cbjection, your

obj ection, Hearing Oficer. No

f oundat i on.

The question assunes that, you know,




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

M. Miurphy was in charge of Norwal k Hospital at
that tine.

MR. MONAHAN: [|'Il establish the foundation very
clearly. If Dr. Murphy does not know of that, I
think I can get that established on the record.

THE HEARING OFFICER Al right. | will say in terns
of this type of hearing the evidentiary rules
don't apply, but it probably would be hel pful to
have that on the record. You know he may not be
able to answer if he wasn't, so.

THE W TNESS (Murphy): Well, | was aware of it. And
you know, as was the case that Danbury Hospit al
where it was previously denied, it was ultimately
overturned. The State permtted it.

So | would say the fact that it was
previously -- the application was deni ed had no
mat eri al bearing on our decision to file again.

BY MR MONAHAN:
Q And on page 2 -- do you have your testinony
in front of you?
A | can get it. Just give nme a second.
Go ahead.
Q At the very top of the second page of your
testinony it's a carrier sentence, but you

establish a sentence about establishing an
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overvi ew of Nuvance Health, a systemw de
networ k vi sion and denonstrati ng how t he
application and the establishnent of an

el ective PCl service at Norwal k Hospital is
essential to furthering that goal.

Do you see that?

| do.
Ckay. The next sentence, |'d like to
understand if you could explain to ne -- what

is the long-standing state restriction that
you have put out as a reqgulatory barrier that
you foresee as a potential problemthat you
woul d |i ke OHS to overcone and approve?
The requirenment that on-site cardiac surgery
backup be present at the sanme site where the
el ective PCl is taking place.
Sois that -- and it's only because | don't
understand. Perhaps | don't understand your
answer. |s that because you are required to
transfer from Norwal k Hospital patients who
do not need primary PCl, but if they need --
if they want elective PCl they need to be
transferred to others.

|s that the barrier?

The barrier is if, you know, in -- in our
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viewin an ideal world if patients wanted or
needed el ective PCl and they wanted to have
it here, they could have it here.

That even if this site did not offer
cardi ac surgery at Norwal k Hospital, that
they -- they should be permtted to have that
procedure here since, in fact, primary PCl is
bei ng done and we have the talent and the
expertise, the facility, et cetera.

Ckay. | understand that that's your goal,
but what I'mtrying to understand is what's
the regular barrier fromyou doing that?
Well, we don't have cardiac surgery on site
her e.

kay. And why is that a problemfor you?
Because that's the requirenent.

And do you understand that that is -- | ook.
Let nme put it this way, or ask it this way.

You described this as a state
restriction and as a regul atory barrier. Are
you asking OHS to change any particul ar
regul ation?

We are asking to be permtted to do el ective
PCl here at Norwal k Hospital, and that the

St ate approve the application.
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You do understand that the O fice of Health
Strategy has no ability in this proceeding to
change or make a regulation. Correct?

| understand that.

Ckay. You al so understand that the Ofice of
Health Strategy is -- while it certainly is
under the statutory principles open through
all applications to listen to all claimnts
of all sizes, systens, nonsystens, whatever
it may be.

Their goal is not to -- their mssion is
not to grant a vision of a system but to
uphol d the state |aw as defined in the
princi ples and gui delines of CON. Correct?
Well, | don't know that upholding the state
| aw t hey can approve an application, or not.
| don't know the details regarding the -- the
applicability of the enforcing state law in
t hat process.

Ckay. So as you sit here -- and | recognize
that, unless |I've m ssed sonething on your
resune where you're also a JD, I'm not asking
you for a | egal opinion.

But is it your understanding that OHS

can act independently of statutory principles
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and gui delines guiding this decision?
MR, TUCCI: bjection, Hearing Oficer Mtchell.
If | may be heard?

THE HEARI NG OFFI CER On what basis?

MR. TUCCI: The objection is that his understandi ng of
|l egal matters is not relevant. 1've tried to
refrain fromobjecting here, but | don't think
this Iine of questioning about what Dr. Mirphy nmay
or may not understand about the legal inplications
of CON regulations is at all relevant to or
hel pful to OHS in deciding whether or not this
application should or should not be granted.

THE HEARI NG OFFI CER.  Attorney Monahan?

MR. MONAHAN:  Well, it was the lead introduction to
this Wtness' testinony that he put forth as the
prem se of his testinony, and then filled in the
strength and the vision of the heart and vascul ar
center and tal ked about a request to renove -- not
consi der, renove regulatory and state barriers.

| think it is a fair question to ask the CEO
of this system whether he has a sense of the
di stinction between the role of this Hearing
Oficer, this body, with all due respect, and the
State Legislature.

| f he doesn't know he can tell ne he doesn't
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know.

MR TUCCI: Hearing Oficer Mtchell, may | be heard
briefly in response?

THE HEARI NG OFFI CER:  Yes.

MR. TUCCI: The only point that I'm making is that
M . Mnahan asked the Wtness what his
understandi ng or belief was to explain the concept
of a barrier or a regulatory barrier, and the
Wtness answered himthree tines.

So | don't know what else he's asking this
Wtness to explain other than what he's already
expl ained, and I'm not sure why we have to keep
going over this. That's ny point.

MR. MONAHAN: The only question that has been
unanswered i s whether the Wtness understands that
state statutes govern the operation of this OHS
deci si on- maki ng process and the stringent review
needed? O whether he has no idea that that's the
case? He can tell ne either way.

THE HEARING OFFICER. So I'mgoing to allow for that
| ast question that you asked, Attorney Mnahan.

And then, Dr. Mirphy, are you able to answer
that | ast question?

THE W TNESS (Murphy): Yes. | -- | have confidence

that the Ofice of Health Strategy can interpret
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statutes, supply guidelines and approve
applications. And -- and that that blend of
activities is what we're here for.

And the fact that we don't have a cardiac
surgical programis, in fact, a barrier for us
that we are asking you to consider as you exani ne
our application.

BY MR MONAHAN:

Q Thank you. Now one of the statutory
principles -- and |'"'masking if you're aware
of this is whether the -- in determning
whet her your application has nerit is whether
the results of the Ofice of Health
Strategy's exam nation of the relationship of
t he proposed project to the statew de
heal thcare facilities and services plan; are
you aware of that as a tenet or principle, or
concept that guides this proceedi ng?

A | realize that the Ofice of Health Strategy
does have to at |east understand, if not
respect the principles articulated in that,
that policy or statenment -- or plan.

Q Ckay. And in addition to that statenment in
the legislative provision that | just read,

the Ofice of Health Strategy has indeed

170




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

publ i shed a statew de healthcare facilities
pl an.

Are you aware of that?
Not in -- with any specificity.
Are you aware that the current statew de plan
publ i shed by the Ofice of Health Strategy on
page 39 of its 2012 publication, which is
still in force and which has been cited in a
nunber of CON applications as final
deci sions, states as follows.

Connecticut hospital s seeking

aut horization to initiate an elective PCl
program wi t hout on-site cardiac surgery
capabilities will be required to neet the
conditions required in the ACCF AHA/ SCAI
practice guideline and to denonstrate cl ear
public need for the program

The guideline states that it is only
appropriate to consider initiation of a PCl
program w t hout on-site cardiac surgica
backup if this programw |l clearly fill a
void in the healthcare needs of the
communi ty.

And further, the guideline notes that

the conpetition with another PClI programin
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t he sane geographic area, particularly an
established programw th surgical backup nay
not be in the best interests of the

comuni ty.

I n advance of filing this application
were you aware of that established guideline
by this agency?

Well, | know that the -- two coments,

M. Mnahan. First of all, I'"mnot worried
about OHS's ability to properly do its job.

| have full confidence in the people who work
there. So the fact that they understand what
the state facilities health plan says, |I'm
sure that they will adhere to it and foll ow
it.

And in addition to the 2012 facilities
pl an whi ch you have identified, |I'msure
you're al so aware of the suppl enent that was
publ i shed in 2020 which specifically
addresses this issue and the need to call and
bring together a task force to examne this
particul ar questi on.

So the 2012 guidance and plan that was
publ i shed has clearly been brought back for

further exam nation and di scussi on.
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Q

| appreciate that, and I amwell aware of
that task force, and | appreciate you
bringing that out into the record.

However, | al so appreciate the fact that
you say that you will respect the ability of
the Ofice of Health care Strategy to adhere
to its own published guidelines.

Now the fact that there's a task force
studyi ng, you are not purporting to tell ne
that that task force has sonehow superseded
or already nodified, or elimnated this
gui deline. Are you?
|"'mnot privy to the thinking of OHS and how
it interprets the task force, or for that
matter where the task force is in its work.
l"msinply drawing attention to the fact that
| inferred that you were offering the 2012
plan as if it were poured in concrete and
never changi ng.

And | sinply wanted to draw attention to
the fact that | believe OHS is aware of the
fact that guidelines evolve and need to be
reexamned, and it will do its job properly
in the context of the task force. The timng

wll be left to OHS, not to ne.
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Ckay. And there's nothing you know t hat |
don't know about the timng having already
been conpleted on that. Is there?

| don't know what you know, and | don't know
where the task force is in terns of its work.
Are you on the task force?

| am not.

When the original application for this CON
was filed who on your staff did you put in
charge of pulling it together?

It was a team

Ckay. But was there a | ead person on the

t eanf?

Vell, | would speak to Sally Herlihy or Mrk
War shof sky as the key contacts as far as |
was concer ned.

Ckay. Wen we tal k about -- excuse ne, the
original application there, and as is comobn
with CON applications there is an attestation
filed,.

And the attestation in this case in
your application were filed by -- excuse ne,
Pet er Cordeau who, of course, is the
President of Norwal k Hospital, and Stephen

Rosenberg, who | understand is the Chief
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Fi nancial Oficer of Nuvance.

| s that correct?
Yes, it is.
Ckay. And just for the record, those
affidavits attest that all the facts
contained in the submtted certificate of
need application are true and correct to the
best of their know edge?

And if you need to see it to corroborate
what |'m saying you can, but | think Attorney
Tucci wll attest that | have read it
correctly.

So you're asking if I knew that they were

attesting -- what's the question again?

That they were attesting to ny affidavit to

the truth and veracity to the best of their

know edge about to the facts recited in this
application?

Yes.

Ckay. Now one of the facts that was recited
in the executive summary was that there was

no capital expenditure associated with this

application. |Is that an accurate statenent?

Yes.

So there is also a statenent in here that the
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hospital will not incur -- excuse nme, the
program can be inplenented -- and |'m reading
from page 16 of the original application --
t hat the program can be inpl enented
i mredi atel y upon approval of this proposal as
the facilities and staff to provide the
service are already in place at the hospital,
and there is a denonstrated need for the
service in the hospital's community.

Do you believe that to be true and
correct?
Yes.
Now subsequent to the filing of this
application and in response to the Ofice of
Health care Strategy to conplete these
guestions there was a revised financi al
wor ksheet that was submtted. And in
that financial worksheet -- and I'mreferring
to the Applicant Norwal k Hospital Financi al
Wor ksheet A, there is a specific request for
the Applicant to provide projected
i ncrenmental costs associated wth the
proj ect.

And while I have highlighted certain

costs -- and | don't know that |'ve covered
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MR TUCCI :

MR TUCCI :

every single one -- for fiscal year 2021 the
estimated i ncrenmental cost by Norwal k
Hospital is $1,084,000. The projected annual
cost for fiscal year 2022 was $1, 317, 000.

And the projected annual cost for fiscal year

2023 was $1, 583, 000.

Were you aware of those increnental
costs being supplenented or added to the
application?

Vell, I'"'m-- I"msure what you're stating is

true.

And |'masking if you were aware that in fact

what Norwal k had originally reported inits
origi nal application which you deened to be
true and correct based on its know edge at

that time was actually several mllion

dollars incorrect, and it was only after sone

| ater anal ysis that the additional costs

surfaced?
(bj ection, Hearing Oficer Mtchell.
(bjection. It msstates the evidence and cones

fairly close to being scurril ous.
THE HEARI NG OFFI CER.  Ckay. Any response to that,

At t or ney Monahan?

can explain the basis for ny objection.
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It's a strong objection I'd |like to explain.

MR, MONAHAN: But | --

THE HEARI NG OFFI CER°  Hol d on one second, Attorney
Monahan.

MR. TUCCI: The basis for ny objection is that counsel
asked the witness five questions ago or so about
facts contained in the executive summry. And he
specifically asked the Wtness about facts
relating to capital expenditures associated wth
the application. And the Wtness gave an answer
that had to do with capital expenditures.

Now counsel is focusing on increnental costs
which is a different thing than capital
expenditures, and attenpting to draw a conpari son
between the two as if they're both the sane and
t hen accusi ng Norwal k Hospital of m srepresenting
information. | object.

MR. MONAHAN: That is absolutely a m sstated objection.
The paragraph that | read fromindeed at first was
no capital expenditures. The second paragraph
that | read dealt with, the programcan be -- and
"1l read it again.

The program can be inplenented i nmedi ately
upon approval of this proposal as the facilities

and staff to provide the service are already in
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pl ace at the hospital, and there is no
denonstrated need for the service in the hospital
communi ty.

As | will be able to show in this financial
statenment there were FTES that needed to be added.
They were operating costs that had to be added
that were not capital costs. So | take great
of fense to what was called as a scurril ous

obj ecti on.

THE HEARING OFFICER: Al right. So can you help for

the record? Just nake the distinction between the
capital costs and the costs that were on the
wor ksheet, and then hel p us understand where

you're going with the |line of question?

MR. MONAHAN:  Wiere I'mgoing with the |ine of

guestioning is we are now talking with the CEO of
t he Nuvance System who has prem sed this entire
application on the need for Nuvance Systemto nove
forward to develop this vascular system this
vascul ar program to gain approval on this
application and to overcone | ong-standi ng existing
regul atory barriers.

What | amsaying is, regardl ess of the team
that he put in place there is an application --

and this is the first of several that | wll be
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able to show that the initial application, which
i n appropriate manner should be conplete to the
best of the Applicant's ability -- has been
altered and nodified and suppl enented right up
until the 15th the day of the prefiled testinony
to try to augnent the problens that occurred in
the deficiencies in the original application.

And if this Wtness has no know edge as the
| ead person, he can tell ne that.

THE HEARING OFFICER:. Al right. 1'mgoing to --
Dr. Murphy, I'"'mgoing to |let you respond to that
to the best of your know edge.

THE W TNESS (Murphy): Let ne first reassure you,
M. Mnahan. And I'm-- I'mcertain that you
didn't nean to be offensive by inplication.

We operate on a principle of integrity so
that | am 100 percent confident that any question
that you ask of us will be properly answered. |
have, you know, | have the good fortune of being
surrounded by a lot of smart people here today to
whom | can defer for the specifics regardi ng why
were these incremental costs added.

But in your characterization you said that
t he docunent was altered. | think that that

isn't -- is not accurate. It was in fact
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suppl enented, but we didn't alter anything. W
found additional information and provided it
truthfully, and that is the basis -- integrity is
t he basis upon which all of our actions are

gui ded.

So if you want ne to provide for you soneone
el se to answer the question with specific detail |
can certainly nmake that happen if Hearing Oficer
Mtchell would like me to do that.

MR. MONAHAN. No. Dr. Murphy, | appreciate that. And
believe ne in no way -- and I'msorry if in the
spirit of the proceeding like this if the tone
conmes across -- there was no way | intended to in
any way be offensive towards you, or toward the
integrity of you or your team

In fact, | really want to be cl ear about
that. So | apologize if it came across that way.

So if you may? And bear with ne, I'd like to
ask you a few nore questions about your testinony.
BY MR MONAHAN:

Q Ri ght now you have -- and maybe even upon
hearing the testinony of others -- but I
suspect you have a very good sense that
el ective PCls, to the extent that Norwal k

Hospi tal cannot do elective PCl's right now,
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they are transferred to at |east four
different hospitals and maybe nore.

But those include Stanford Hospital,
Bri dgeport Hospital, St. Vincent's Hospital,
and of course your own Danbury Hospital.

Correct?

Yes.

|'"'msorry. That was a yes?
Yes. |'msorry.

Ckay. |'msorry.

Am | correct that it is the case that
there is no instance in which those four
hospitals within the 30-m nute guideline
standards have at all said to you, we can't
t ake another PCl, elective PCl patient?

In other words, there is access
avai l abl e at those four hospitals for
el ective PCl patients who presently would
need to be transferred in the absence of this
application being granted.

| s that correct?

Yes, it is. | believe it is.
Ckay. Now one of the reasons you've put
forth in your testinony as supportive of

keepi ng patients close to hone, you know,
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closer to the hospital -- perhaps of their
choice, is because of the -- w thout quoting
exactly, but sone of the difficulties
associ ated with transfer and conmmuni cation
wi th medi cal records, or transm ssion of
medi cal records.
|s that correct?
Yes.
Ckay. |If we go -- and bear wwth ne for a
mnute while |I | ook through these. kay.
Attorney Tucci referred to these nunbers
in the original application in the project
descri pti on where he tal ked about there are
about 155 cardiac transfers fromthe
hospital, being Norwal k Hospital to other
acute institutions for cardiac clinic care.
And he did reference 46.2 percent being
transferred out of 119. 55 being transferred
to St. Vincent's, 38 to Danbury, 13 to
Bri dgeport, and 6 to Stanford, and 5 to Yale
New Haven, and even 2 to New York
Presbyteri an.
|"ve read those nunmbers. Cbviously it
woul d never hurt to check them but |

represent to you that 1've read them from

183




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

your application.

My question about that is, let's take
the transfer to Danbury Hospital. O those
38 transferred how many of those 38
transferred to Danbury Hospital, and of
course without any disclosure of any type of
identifiable information -- but how many of
those transfers resulted in an adverse
outcone or harmto the patient as a result of
Norwal k's inability to comunicate in an
appropriate manner with Danbury Hospital on
nmedi cal records?
| -- I do not have the specifics here. So it
woul d be speculative for ne to offer a
response.

Ckay. But do you know of any that happened?
If you want nme to guess, tell ne. |If you
want facts, | don't have them

If you don't have facts | don't want you to
guess. | just didn't know whet her you knew
it was zero, or you knew it was sone anount.
You just don't know the anmount ?

Yeah. As | said, unfortunately I -- | can't
provi de you wth a response, because | -- you

don't want nme to guess and | don't have the
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facts.
Ckay. Simlarly in the transfer to Danbury
Hospital of those 38 patients how many
incidents resulted in adverse outcones to a
patient that would need to be reported to the
Departnent of Public Health because of harm
arising fromthe transfer from Norwal k to
Danbury?
Yeah. Unfortunately, M. Monahan, |'m going
to have to provide the sane answer. | have
not studied the nature of the transfers on an
i ndi vidual patient level. So |l -- 1 really
can't provide you with a nmeani ngful response.
Okay. Well, the reason -- and | appreciate
that, and | certainly wouldn't expect that
every detail worked its way to your desk.

However, given that you have referenced
in your testinony the -- what you, you know,
you call the downside or what |I'm saying,
describing as the downsi des that you descri be
of transfer, and fromone facility to anot her
even within the 30-m nute peri od.

And in the inability to, you know,
per haps ideally coordinate through nedi cal

records, it seened to ne -- | was just trying
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to understand whether you think this is a
preval ent problem or whether this is a
possibility but hardly ever occurs?
Well, I've been practicing nedicine --
medi cine for 35 years. And you know, |'ve
transferred |lots of patients in ny life. And
stuff happens, and it happens nore often in
general than it does when you keep the sane
patient wwthin the sane four walls of the
hospi t al

So | think you know, it's -- it's
instinctively | think sensible to realize
t hat sendi ng sonebody out of your institution
sonepl ace el se invites sone degree of ri sk,
but I -- | can't specifically answer the
guestions that you' ve posed, unfortunately.
Ckay. No problem So you've made it as a
general statenent as a possibility, but you
have no data to back that up as you sit here
t oday?
O her than 35 years of experience.
Now at sone point in tinme there was an
estimate in the original application nade by
Nor wal k Hospital of projected elective PCls

over a series of projected years that fell
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well short of the -- and | wll get to the
expert docunent in a nonment -- but the 200
facility threshold, that m nimumthreshold
t hat has been the subject of discussion in
t hi s hearing today.

Do you recogni ze that?
Yes.
And in that original calculation of -- if you
give ne one nonent, please?

In that original calculation which is in
the utilization section on page 36 of 52, of
your original application, the Norwalk
Hospital projected based on fiscal years -- |
believe they cited a table, or you cited a
table of fiscal year 2017, 2018 and 2019, and
per haps an annual i zed fiscal year 2020.

And for '17, '18 and '19 when one adds
up Danbury Hospital we cone up with a total
of 73, 71 and 61 in those three successive
years of PCls. Does that nmake sense to you?
O do you want to | ook at those nunbers?
| -- | see the nunbers. | -- |I'"mhappy to
address a particular question if you have it.
Sur e.

You know, if you want a nore educated answer

187




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

there are individuals who | suspect you wll
be calling for cross soon that may be able to
offer a greater degree of precision.

| appreciate that, and ny questions are not
going to sort of get into the sort of the
nitty gritty of the cal cul ation.

But what | am wondering is, when you see
the projected volune in the table below, do
you see, you know, fewer nunbers -- or |esser
nunbers. Do you see that?
| -- 1 lost you a little bit, Attorney
Monahan, | -- in terns of -- what is falling
of f?

There's two tables in OHS table four?

Yeah.

And then the projected nunbers that -- for
utilization by service -- yes, is for primary
elective PCl, if this were granted woul d be

for fiscal year '20, '21 and '22, a total of
62, 128, and 141.

Do you see that?
Yes.
| f you add the primary and el ective PCl
nunbers toget her?

Yeah.
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Ckay. In general, again know ng you didn't
aut hor every answer to this, but did you know
t hat those were the projections going in? Do
you renenber if you knew?
No. Honestly | do not know that | | ooked at
or examned with this degree of detail the
di fference between the actual and the
projected -- or for that matter, whether
Danbury was included in the system nunbers or
not .
Ckay. Let ne ask you, were you aware at the
time that this application was being fil ed
that the consensus docunent fromthe three
| eadi ng cardi ac societies and groups who had
reiterated their minimumthreshold in 2014 of
200 m ni mum procedures for facilities w thout
backup surgery, and that that had not been
changed?

Did you have any sense that those
proj ections were below that threshol d?
| -- | have discussed the -- the nunbers
with, certainly with Dr. Warshofsky. It's
soneone that |'mconfident -- and we respect
t he guidelines of 200. |'mconfident that we

w il exceed them
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| don't know whether or not if your
guestion is, well, then why did you submt
the application if your nunmber was bel ow 2007
| -- I don't know, but you can certainly ask
Dr. Warshof sky about the differences and
whet her or not COVID, for instance, is
factored into '20 at all.

But | will tell you that our nore recent
nunbers, particularly those fromthis year
annual i zed l ook at 80 primary PCls. And if
you do the extrapolation |I'mvery confident
that we will exceed, substantially exceed the
200 nunber as a threshol d.

Al right. Wen did it conme to your
attention in your office that there was a
desire or a need, or a request to change that
cal cul ati on?

No one cane to ne with an expressed desire to
change a cal cul ati on

| "' mjust going back to what you said you had
conversations with -- | believe it was

Dr. Warshof sky, and maybe ot hers.

But is there at sonme point sonetine
before you filed your testinony that soneone

said to you in words or substance, e-nmuil,
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hey. Qur projections are bel ow 200. W need
to rework them or words to that effect?
Never .

Ckay. So is it the case that fromthe
original filing of those projections bel ow
200 to this very day you had no know edge of
t he nodification from below 200 to a

projection in excess of 2007?

A Again, | -- | was not --
MR TUCCI: [|'Il object to the form Excuse ne,
Hearing O ficer. 1'll object to the formas to

nodi fication. That's a m scharacterization of
what the Wtness has testified to. He's testified
to a suppl enentati on.

MR. MONAHAN:  Well, 1'Il withdraw. Wether we call it
a suppl enmentation, you know, a change, a
nodi fi cate -- whenever appropriate word, the
nunber s changed.

BY MR MONAHAN:

Q What |"'mtrying to understand is, Dr. Mirphy,
when did you first becone aware that the
nunbers were bei ng suppl enent ed?

MR. TUCCI: Hearing Oficer Mtchell, | have to renew
t he objection. There was a prem se in the

guestion that, quote, unquote, the nunbers
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changed. There is sinply a gross
m scharacterization of the evidence.

| f you are | ooking at the information that
was submtted in Norwal k Hospital's responses to
OHS public hearing issues list, it provides
updated cardiac cath and PCl case trends through
fiscal year 2021 based on FP1-6, neaning the first
si x nonths of the year.

So those, that's the additional information

that was presented. It's not a change.

MR. MONAHAN. Well, rather than that -- ny request is

rat her than have Attorney Tucci testify about the
change, what |'m asking is whether Dr. Mirphy had
know edge that there would be a change, whether
it's in the nunbers, the cal culation, the

nmet hodol ogy, but sonething to get those nunbers

from bel ow 200, over 200.

THE HEARING OFFICER: 1'm going to allow that question.
THE W TNESS (Murphy): No. The answer is no.

BY MR MONAHAN:

Q Ckay. So when you gave your testinony on
August -- excuse ne, April 15th, and
submtted it, you did not know that there had
been a supplenent to those nunbers?

A. Correct.
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You' ve heard a |lot of talk about the 2014
consensus docunent regarding the three
organi zations that published guidelines,
consensus guidelines in 2011, and then in
2014, and remain steadfast at the facility
m ni mum t hreshol d of 200 PCl services as a
m ni mum threshold for elective PCl at a
facility w thout surgical backup.

Correct?

Yes.

Do you respect that, those three entities as

expert entities in the pronul gati on of
gui del i nes and best practices in connection
wi th cardiac care?

Well again, | think at the outset | hope |
made it clear | amnot a cardiologist. |
don't pretend to be one, and | have no reas
to be suspect of these guidelines or the
consensus statenents.

But | don't know the totality of other

on

guidelines and | don't want to get, you know,

caught in -- in a paragraph or a sentence
here about sonmething that may be in the
docunents. But you know, in general, | --

least in ny field |l read themand to the

at
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extent that they're appropriate, follow them
but | al so recogni ze that individual patient
ci rcunst ances, sone things aren't followed to
the letter.
Who doesn't follow themto the letter?
No, I'"'msaying if you' re applying a
gui del i ne, a consensus guideline in the field
of neurology to a particular patient, there
are times and circunstances where the
gui delines are |l ess rel evant.
Right. So if for instance in these
gui del i nes -- and maybe you know enough about
what has been said and read, and maybe you' ve
read them yourself, even these consensus
gui del i nes provide an exception to the 200
m ni mrum t hreshol d when a hospital may be in
an isolated area, unlike the area you're in
where you have at |east four hospitals with
full cardiac backup.

You understand that there is that
exception?
Yes, | do.
And you agree that that exception does not
apply to you?

| just want to be careful that | -- | answer
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fully here, that | get the sense that the
prem se of your question is, we're |ooking
for an exception to cone in under 200 cases,
and that's not in fact the circunstance here.
And if you didn't know that there was -- and
l"mreally, really just trying to understand
based on what you said, the chronol ogy here.

I f you did not understand as of the tine you
penned your signature to the testinony on the
15th that there was not a supplenent to the
projection, when did you |learn that now there
was a suppl enent where we -- where Norwal k

Hospital was projecting nunbers above the

2007
Yeah. Attorney Mnahan, you -- you may not
fully appreciate the nature of my job. |I'm

runni ng seven hospitals in 85 communities and
| amnot |ooking at this with a fine-toothed
conb to see whether suppl enental data has
been subm tted.

| rely on nmy team They are enornously
talented, filled wwth integrity and deeply
honest people. So if there's sone
supposition that sonebody is playing a gane,

that it won't fly.
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| do -- | do not recall any specific
ti me where sonebody said, do you realize that
data was submtted? |'ve been through CON
subm ssions before and there are all kinds of
answers to questions that are provided on an
ongoi ng basis, and then additional questions
appear.
So I'mused to this conti nuum of
conmuni cati on and data exchanges. So there's
not hi ng about this that feels odd to ne, nor
was anyt hing brought to ne as, you know,
there's sone signal subm ssion here that you
need to know about .
And | don't have any particul ar
recoll ection of any particular conversation
wher e soneone said, you need to be aware that
suppl enental data was provided to the Ofice
of Health Strategy in this particular
application.
THE HEARI NG OFFICER: W th that, that was a very
specific response with that. ['mjust going to
ask Attorney Mnahan if you wouldn't m nd noving
on, because Dr. Miurphy has indicated a couple
times that he really was unaware of the update and

t he nunbers.
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MR. MONAHAN. Absol utely.
THE HEARI NG OFFI CER:  Per haps there may be sonebody
el se that has nore know edge about that?
MR. MONAHAN: | can certainly do that. Thank you,
Dr. Murphy, for your patience in that questioning.
BY MR MONAHAN:
Q Dr. Murphy, am| correct that there is a
| arge cardi ol ogy group called Cardi ol ogy
Associ ates of Fairfield County, in the region
that you, that Norwal k Hospital operates in?
Yes.
And isn't it the case that Cardi ol ogy
Associ ates of Fairfield County are comunity
physi ci ans who have every right to refer
cardi ac patients to various hospitals of
t hei r choi ce.
Correct?
Correct.
So if you were to be granted this
application -- regardl ess of the nethodol ogy
that | wll ask another w tness about -- that
gets you theoretically over the 200, you
cannot control the referrals of those
car di ol ogi es.

Correct?
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That is correct.

Ckay. So to the extent that your vol une
depends on conplete recapture of all of the
transferred elective PCls out of Norwalk to

every other hospital, that is not an

assunption that you control. Am1| correct?
Again, the nature of the question -- a
conpl ete recapture, | don't believe that

that's built into our nunmbers, that that
assunption is built into our nunbers.
Ckay. So | should ask Dr. Warshof sky about
t hat ?
| think you can ask Dr. Warshofsky, or
Dr. Lomitz. | -- | suspect that they would
be better inforned that | am
Ckay. Al right. 1 just have a few nore
guesti ons.

| believe it's in the testinony of one
of the doctors, Dr. Miurphy, that there's a
new cath lab in process that you're buil ding
for Nuvance -- or is there a new cath |ab
t hat Nuvance is buil ding?
Yes, sir.
And just, does that cath |ab bear in any way

with respect to Norwal k Hospital ?
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A Yes.
And approxi nmately when was that construction?
Do you know?

A | -- I'd be guessing again. It's -- it's
nearing conpletion, but | don't know when it

actually started.

MR. MONAHAN: Okay. Dr. Miurphy, | really appreciate

your tinme wth nme and your patience.

And | have no ot her questions.

THE HEARI NG OFFI CER:  Attorney Tucci, do you have any

followmp for Dr. Murphy before Attorney Mnahan

noves on?

MR. TUCCI: Hearing Oficer Mtchell, if I could just

do sone brief redirect with Dr. Mirphy?

THE HEARI NG OFFI CER  Ckay.

REDI RECT EXAM NATI ON ( Mur phy)

BY MR TUCC :
Q Dr. Murphy, can you hear ne okay?
A Yes.
Q Dr. Murphy, on behalf of Norwal k Hospital as
the Applicant in this CON proceeding are you
asking the Ofice of Health Strategy to

i gnore or change any of its regul ations?

199




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

No.
You were asked a question about whether you
had ever received a call fromone of the
other friendly conpetitor health systens in
your area, say, for exanple from Stanford
Hospital or Bridgeport, or St. Vincent's
saying to you comrunicating to your systemin
effect, we can't take another PCl patient.
And M. Mnahan asked you what you
t hought about the concept of there being
access to PCl services in the region.
Do you understand the difference between
capacity and access?
Yes, | do, but | thought the question that
At t orney Monahan was asking ne was, had |
ever received a phonecal |l ?
That was what | was answeri ng.
Right. And the answer is -- | take it your
experience has been you have not gotten a
call froma conpetitor saying, don't send us
anot her patient?
Correct.
So the conclusion to be drawn fromthat is
t hat your conpetitors perhaps have capacity

to take patients.
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Does that necessarily equate to whet her
or not your patients will get quick access to
el ective PCl care at those institutions?

It does not.

You were asked about questions relating to
transfers of Norwal k Hospital originated
patients to Danbury Hospital. Now Norwal k
and Danbury are part of the sane integrated
network platform of care.

Correct?

Yes.

And as part of that integrated network of
seamnl ess care, do the two institutions share
an integrated nedical record?

Yeah. Yeah, so -- yeah, | recognize that
there are certainly differences between, at
least in ny view, in the risks between
transferring to a sister institution and, if
you wll, foreign institution, or one that is
outsi de of the network because you don't have
access to the same EMR

You don't have access to the sane
i magi ng systens. You use a different
formulary. You don't have the cell phone

nunber of the interventional cardiologists to
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whom you can rapidly conmuni cate critical

information. You may have a different system

in place if the patient doesn't speak
Engl i sh.

So there are significant advantages to
in-network transfers that don't exist when
you | eave the system But -- so | didn't
know where M. Mnahan was going with his
guestions, and | wasn't sure that was an
answer he was | ooking for.

| didn't know the facts he was asking
about regarding the specific outcones of

i ntra-system patients | eaving Norwal k

Hospital .
Doctor, one nore question? | would like, if
you woul d bear with me -- if you could refer

to a couple of pages. The first is page 36
of Norwal k' s Hospital CON application.

| f sonmebody can provide that to you.
And then |I'd ask you to | ook at the
Norwal k Hospital Responses to OHS public
hearing issues list, the docunent dated
April 15, 2021. In particular, they're not
mar ked, but there's a third page that shows

at the top a chart entitled, Norwal k Hospital
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cardiac cath and PCl cases, Trend through FY
1217
Yes.
Can you put those two pages side-by-side?
Ckay. Yeah.
Focusing first on page 36 of Norwal k
Hospital's CON application. Looking at table
four under fiscal year 2017, it lists the
nunber of primary PCls actual vol une at
Norwal k Hospi tal.

But what is that nunber?
Twenty -- 2017 was 73. 2018 was 71. 2019
was 61.
Al'l right. Now, direct your attention,
pl ease, to the docunment that Norwal k Hospital
provided to OHS on April 15, 2021. Look at
the chart at the top of that page.
Ckay.
What is the nunber reported on that chart for
fiscal year '17?
737?
The sanme nunber as reported in the original
application. Correct?
That is correct.

What is the nunber for fiscal year '18?
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71.
The sane nunber reported in the original
application. Correct?
Exactly the sane nunber.
Fiscal Year '19, what is the nunber reported
t here?
The sanme as it was, 61.
Al right. Nowlet's |look at fiscal year
*20. What nunber is reported there?
The second sheet, it's six-zero.
Ckay. And then you said you've had
experience in being involved in the
subm ssion of CON applications over the
course of your many years involved in health
care.

Correct?
Yes.
I n your experience, is it unusual or not
unusual for an applicant to submt updated
data to reflect the applicant's nobst recent
experience concerning the particul ar service
at issue?
Yes, | -- | think it is typical.
The colum that you see on the third page

there reflects the fiscal year '21 actual
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primary PC nunbers of 41 at |east through
what's characterized as FP1-6. Right?
Yes.
I n your experience in the world of health
care is it unusual for hospital systens to
| ook at their actual experience over a part
of the year and then project an annual
experi ence based -- an annualized experience
based on that actual experience?
MR. MONAHAN:. Ckay. |I'mgoing to -- may | object?
THE HEARI NG OFFI CER° On what basi s?
MR. MONAHAN: | was -- after probing this, | was cut
off fromthe questions because Dr. Mirphy had
i ndicated that he had no real involvenent in this,
and | should defer ny guestions to others.
And now we're getting into a nore detail ed
di scussion of the very tables that I was headi ng
towards that I'mnow being -- that | was told that
| could not go into, and | don't think it's
appropriate. |It's going beyond the scope of
direct. | was cut off by the very objections of
At t orney Tucci .
THE HEARI NG OFFI CER.  Attorney Tucci ?
MR. TUCCI: Yes. Thank you, Hearing Oficer Mtchell.

It's obviously not beyond the scope of the direct.
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It's precisely inline with the scope of the
direct.
Nor am | asking the Wtness to do anything

other than testify about his general experience as
an experienced chief executive officer of a
hospital institution about how hospitals in the
normal course of business project |ines of
business. That's all | asked him

THE HEARING OFFICER. So | think we are getting a
little bit into the details of the nunbers. |
think that it would probably be nore appropriate
to have the other witnesses with nore direct
know edge about how t hose nunbers cane about,
respond to those questions.

MR. TUCCI: Thank you very nuch, Hearing Oficer
Mtchell.

| have no further questions on redirect for

Dr. Murphy.

THE HEARI NG OFFI CER.  Thank you.

MR, TUCCI: And would you mnd if we just took a short
br eak?

THE HEARI NG OFFICER.  Yeah. W're running a little bit
long, so we're going to keep it --

MR. TUCCI: Five m nutes?

THE HEARI NG OFFI CER.  Yeah. Let ne just ask. There

206




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

was sonebody that was going to be testifying from
the Legislature? |s that person avail abl e?

A VOCE: Not at this tine.

THE HEARI NG OFFI CER° No? GCkay. Al right. | just
wanted to nake sure that they were not waiting
around.

Ckay. So we'll go back on the record about
3:43, 3:46.

THE W TNESS (Murphy): Am | excused?

THE HEARI NG OFFICER: Let nme just -- | don't know t hat
we have any questions from OHS. Let ne just ask.

THE W TNESS (Murphy): | can wait. No, no. | --
don't want to pressure anybody.

THE HEARI NG OFFI CER° So Dr. Murphy, 1'mthinking our
guestions may need to go to the other w tnesses.
Let ne just confer with Ms. Rival and M. Carney.

| think our questions go to the other
W tnesses. Correct? Then we can let Dr. Mirphy
go? Jess i s nodding.

MR. MONAHAN:  Woul d that be the sane for Ms. Silard?

THE HEARING OFFICER: | think so too. Yeah, | think
we're all set with --

MR. CARNEY: Attorney Mtchell, | think we have one
guestion for Dr. Murphy, that | was aware of.

THE HEARI NG OFFICER.  All right. So why don't we take
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a five-m nute break.

And then let nme ask Attorney Monahan. Do you
mnd if we ask our question of Dr. Murphy? | know
we're kind of getting into, you know, I don't |ike
to interrupt people while they're doing their
cross because you kind of get --

MONAHAN: | have no objection. | you need to step
out of order, that's fine.

HEARI NG OFFI CER: Okay. Al right. So we'll cone
back in five mnutes. Then after, after we ask
your question, Dr. Mirphy, you can go.

And then also Ms. Silard can al so go, too.

MONAHAN:  Thank you.

HEARI NG OFFI CER°  Thank you. Al right. So let's

just conme back on the record at 3:40.

(Pause: 3:35 p.m to 3:50 p.m)

HEARI NG OFFICER:  All right. W're going to go
back on the record. |Is everybody ready?
TUCClI: Yes, for the Applicants.
REPORTER: The Court Reporter is ready.
HEARI NG OFFI CER:  Okay, Applicants.
And the Intervenor is ready al so?

MONAHAN: Yes.
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THE HEARI NG OFFICER. Al right. So Dr. Mirphy, | did
confer with ny col |l eagues and we had one questi on
for you based on your prefiled testinony. |I'm
going to pull it up, and I'll read it.

It says on page 31 of your prefiled testinony
you stated that unnecessary transfers al so reduced
Norwal k Hospital's ability to coordinate care and
manage its cardi ovascul ar patient popul ation.
Wil e sone patients nmay be transferred to Danbury
Hospital for elective PCl, other patients are sent
out of network -- sent to out of network providers
that may not know the patient's histories, et
cetera.

So I've heard you tal k about this in
guestioning by Attorney Monahan, but we have j ust
a couple nore questions for you. And we wanted to
know first -- and I'll just do them one by one.
What are sone of the reasons why a patient woul d
be transferred to an out-of-network provider
versus nmaybe Danbury Hospital ?

THE W TNESS (Murphy): Well, it could be that a
relationship that exists. It could be a patient
preference, a preference of the physician, a
preference of the patient, a preference of the

famly menber. There are a nunber of
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ci rcunstances that would influence the ultimte
desti nati on.

THE HEARI NG OFFI CER° Do you know about what proportion
of patients are transferred out of network?

THE W TNESS (Murphy): | -- | do not know the answer to
t hat questi on.

THE HEARI NG OFFI CER° And then | think one of the
things that we wanted to knowis if you could help
us understand how t hese out-of-network transfers
hi nder Norwal k Hospital's ability to participate
in alternative payer nodel s?

THE W TNESS (Murphy): Sure. As you know, the
al ternative paynent nodels really are novi ng away
fromfee for service where the patient shows up
and what ever services they receive they get billed
for, to a different nodel which is fee for
val ue -- which both the quality outconme and the
cost of that care, the responsibility and the
accountability shifts to the provider. And those
paynment nodels have been in place and are grow ng
in popularity.

And they are believed -- certainly the state
and federal governnents believe that it is through
t hose val ue-based arrangenents that we wl|l

ultimately inprove quality and reduce the cost of
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care.

So what happens is if you send sonebody from
Norwal k Hospital for an elective PCl to another
facility. |It's conceivable that that other
facility doesn't participate in that particul ar
i nsurance plan, let's say, or while the hospital
may, the cardiologist nay not, an anest hesi ol ogi st
may not. They may have a different fornulary that
doesn't anticipate the particul ar insurance.

O for that matter, in sone circunstances
based upon, you know, where the patient goes, if
it goes out of state there can be state plans that
becone a probl em

And as |'msure you're aware, Hearing Oficer
Mtchell, the -- the whole notion of surprise
billing, you invite that possibility at tinmes when
sonmebody shows up to do an energency procedure.
After the procedure is done, you know these
patients don't really have the opportunity really
to shop for services.

They get a big bill and the patient is
exposed to significant out-of-pocket expenses or
co- pays, or you know, major financial exposure
because those coordinated efforts do not take

pl ace.
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And you know, the whole notion of a bundled
paynment, for instance, is there's an inpetus for
the institution that has signed up for that
bundl ed paynent to say, we're going to take care
of that patient. No matter what it takes we'll be
hel d accountable for the quality outcones as well
as the cost.

So it forces us to be as efficient with the
services that we provide as we can be. W |ose
control over all of those decisions when the
pati ent | eaves the network.

THE HEARI NG OFFICER:. Okay. And then is there a way to
gquantify how these transfers m ght hinder
participation in EPNs?

THE W TNESS (Murphy): [I'msure thereis. | -- |
couldn't give it to you, you know, as | sit here
wi th any degree of confidence, but there's no
guestion when -- if you |l ook at, you know, we have
tens of thousands of patients who are in at-risk
nodel s, and we -- and the State knows this and has
encouraged us to continue to increase our
participation in those alternative paynent nodels.

When the patients do | eave the system we do
find that that is in fact where the expenses take

off and that is a significant exposure that is
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difficult to nmanage when you're in a bundl ed
paynent .

We al so have chal | enges sonetines in getting
t he data back on what the quality outcone was,

the -- a different EHR system It has different

ability -- abilities to report back on particular
out cones.

So it is -- it's cunbersone. It's -- it's
awkward. It's inconvenient, but | will tell you

that it represents potentially a quality concern,
but undoubtedly a financial concern.

THE HEARI NG OFFICER. Al right. Thank you,

Dr. Murphy, for those responses.

Let ne just check in with M. Carney and
Ms. Rival

Any additional questions fromus you think
t hat maybe | m ght have m ssed?

MR. CARNEY: That was the only one | had.

THE HEARING OFFICER: Al right. Jessica, we're al
set? Ckay. So that was it fromus. |'mjust
going to follow up again with Attorney Mnahan and
al so Attorney Tucci.

Any followp for Dr. Mirphy?

(No response.)
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THE HEARI NG OFFICER:  If not, hearing nothing | think

we're all set, Dr. Muirphy.

THE W TNESS (Murphy): Okay. Thank you very mnuch.
MR. MONAHAN:  May | just ask one -- I'msorry. One

| ast questi on.

THE HEARI NG OFFICER. Al right.
MR. MONAHAN: Just on an EPN guesti on.

RECROSS- EXAM NATI ON  ( Mur phy)

BY MR MONAHAN:

Q On how many EPNs do you participate in? And
how nuch noney is at risk, as you just
descri bed?

How nuch noney is at risk? W have --
Mute -- you're on nute. |'msorry.

A Pardon nme. W have about 40,000 patients who
are currently under sone form of risk
arrangement .

| -- | don't know that the total sum of
dol | ars based on, you know, there are --
there are Medicare participants. There are
comrerci al participants. There are even sone
Medi caid pilots that we're | ooking at, sone

national, sonme state specific, but it would
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be hard for nme to give you a solid nunber,

At t or ney Mbnahan.
MONAHAN:  Thank you, | appreciate that. Ckay.
HEARI NG OFFI CER.  Attorney Tucci, any followp?
TUCCI:  No, thank you, Hearing Oficer Mtchell.
HEARI NG OFFI CER: Al l right. Thank you again,
Dr. WMurphy.
W TNESS ( Murphy): Okay. Thank you very nuch.
HEARI NG OFFICER:  All right. So I'mgoing to turn
it over to you, Attorney Mnahan.
MONAHAN: Before we do that, Hearing Oficer
Mtchell, are there any group questions for the
CEO and president Ms. Silard? O may she be
excused, | think, fromthe panel?
HEARI NG OFFI CER°  Right. So, no. W don't have
any questions for her.
MONAHAN:  Just so there's no -- she may be excused?
HEARI NG OFFI CER:  Yeah.
MONAHAN: Ckay. Thank you very nuch.
HEARI NG OFFI CER:  You' re wel cone.
MONAHAN:  Doctor -- | want to pronounce it
correctly. | apol ogize. Warshofsky?

war shof sky, | call Dr. Warshofsky for

Cross-exam nati on.

W TNESS (Warshof sky): Good afternoon.
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MR. MONAHAN: Good afternoon. Really hopefully just a
f ew questi ons.

One is there, there were a nunber of
guestions regarding different nedical literature
fromthis whol e application process, and in
connection with that there were references to the
2011 consensus docunent by the -- and | want to
get the exact acronyns, ACH -- excuse ne, the
Anmerican Heart Association, the --

G ve ne one nonent, please. | just want to

get ny -- okay. | apol ogize.

CROSS- EXAM NATI ON ( War shof sky)

BY MR MONAHAN:

Q There were several discussions about the

literature and gui delines published by the

ACCF, AHA and the SCAlI consensus docunents in

2011, 2013 and then in 2014.

And ny question is, do you recognize and

see the 2014 best practices -- or
recomendations, | should say, of that
consensus group from 2014 as a current

state -- excuse ne, a current guideline that

is not superseded, not eradicated, and not
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abol i shed?

Yes, | see the 2014 guideline as current.
And -- and | would enphasize that it's a
gui del i ne, not a policy.

Thank you. Wuld you -- and | believe you
may have heard testinony fromtoday on this.
In connection with the fact that elective
PCls presently at Norwal k Hospital are
transferred because you can't do that, they
are sent to other hospitals for that

pr ocedur e.

Do you, as you sit here, believe that
there is sufficient access were those four
hospitals to acconmodate the transfer of any
el ective PCl patients that you have
encountered to date?

No, | don't believe that.

And what is the basis for your belief that

t hose four hospitals cannot accommopdate the
el ective PCls that you would be transferring
themto date?

Well, I -- | guess it would depend on how you
define sufficient access, but | |look at this
fromthe patient standpoint. And then

woul d be quite upset if | were a patient or a
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famly nmenber of a patient to be transferred
for sonething that really is not necessary.
So al though ultimately the patient may
receive the, what we're termng an el ective
PCl, the fact that they had to endure a
transfer and that the famly nmay or may not
have been able to go visit themat the
receiving hospital, for ne is not sufficient
access.
VWll, | understand. | appreciate your
personal opinion, but right now you
under st and under the | aw you cannot
performan el ective PCl at Norwal k Hospital.
Correct?
Correct. Under the | aw we cannot.
So that if a patient says to you, oh, |I'm
di sturbed by this. Are you telling ne that
you're saying, well, then you had no access?
Or are you sayi ng they have access, and
now here are the places you can go wthin the
30-mle/30 mnute tinme period?
That's ny question. Can they get the
procedure done within a tinely manner even
t hough you can't do it?

What | amsaying to the patient is, | am
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sorry. At this tine we're not able to
provide this service for you here at Norwal k
Hospital. W'Ill have to transfer you. \Were
woul d you |ike to go?

And they may say to nme, but ny nei ghbor
got the sane procedure here. And | would say
to them but your neighbor cane in with a
STEM. And we were able to do that, but
we're not able to provide, quote, unquote,
el ective PCl for you.

Ckay. And then you woul dn't abandon t hem
You'd send themto one of the four hospitals.

Ri ght ?

No, we would not abandon them W would find
a place to care for them That's correct.
Ckay. And you have been able to find a

pl ace. There has been satisfaction of that
need. Even though you don't like it, there
has been satisfaction of that need for you to
get those patients to those other hospital s?
| mean, Attorney Monahan, you know, we're --
the way you describe this it sounds |ike an

i deal world out there, but you and | know
that there are nights when it's cold, when

it's freezing, when it's snow ng, when the
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traffic i s backed up.

And so you know, it's not sonething
that's al ways done very easily. And as |
think I nmentioned earlier, in the mdst of a
COVI D pandem ¢ sonetinmes you do get an answer
where you know what, we're just too crazy
right now W can't take that patient.

Al'l four hospitals at the sane tine have said
that to you?

| didn't say that.

Vell, what |'mreally trying to understand,
Doctor -- because you seemto be saying that
there is a restriction, and | don't want to
put words in your nouth. But you're under
oath, and | want to know whether there are
four hospitals within your region that you
can transfer elective PCl patients to.

Are you telling nme that you are unable
to transfer patients in need of those
el ective services to any one of those four at
any given tine?

If you're asking nme, is there capacity in the
area to say, okay, sonebody sonmewhere can do
this PCI? | would say that there is

capacity.
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Thank you.

But when you think about access, that's a
different story. And | think access is
limted at tines, certainly.

Al right. WlIl, | suppose we can |let the

O fice of Health care Strategy deci de whet her
capacity and access, how to judge that under
the | egislative standard whether there's an
unnmet need.

And | astly, were you in charge of
creating the nethodol ogy, or retaining the
nmet hodol ogy for both in the original
application and in the prefiled testinony
answers to questions supplenenting the
projections of elective PCls?
| participated in that process. | wouldn't
necessarily say | was in charge of it.

Can you point nme to any benchmark studies,
statistical sanpling nethodol ogy or outside
consul tant that you used to cone up with that
analysis that |ed you to the suppl enent?

No. There was no outside entity that |ed us
tothat. It was really an evol utionary
process.

| think as Dr. Mirphy described earlier
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it's pretty comon in CON applications. And
we, when we | ooked at our FY '21 nunbers we
certainly were interested to see that the
annual i zed nunber was about 80, a little bit
over 80 STEM s, which when we think about

it -- and again, we tal ked about this a
little bit earlier, whether it's a
four-to-one ratio or an eight-to-one ratio,

we woul d be well over the 200 threshol d.

And | -- | believe that's borne out even

by Stanford's own nunbers, which | think had
| ess STEM s than Norwal k, but had --
certainly | think over 200 PCls.

Ckay. And you said you were a participant.
Who were the other participants in putting

t hat net hodol ogy toget her?

Vll, | don't know about -- | don't -- |
don't understand what you nean by

net hodol ogy. W -- we | ooked at our nunbers
and they are what they are.

| guess I'msorry if I"'m-- who is the we?
The team our strategy team Sally Herli hy.

| think you heard her nentioned, her nane
earlier. Kelli Stock who is the Vice

Presi dent for the Heart and Vascul ar
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THE

THE

THE

THE

Institute at Nuvance, and sone of our finance
team as wel | .
MONAHAN:  Excuse nme, Ms. Mtchell. My | have one
nonment ?
HEARI NG OFFI CER:  Yes.
MONAHAN:  Okay. No nore questions. Thank you.
HEARI NG OFFICER:  All right. Any foll owup,
Attorney Tucci ?
TUCCI:  No, thank you, Hearing O ficer Mtchell.
No questi ons.
HEARI NG OFFI CER:  All yours. All yours, Attorney
Monahan.
MONAHAN:  Thank you. If Dr. Yekta Is avail abl e?
H , Doctor.
W TNESS (Yekta): Hello.

MONAHAN: One mnute to turn sone pages.

CROSS EXAM NATI ON ( Yekt a)

BY MR MONAHAN:

Q Doctor, simlarly -- well, first of all, what
is your -- and | apol ogize. And | know you
said this in your testinony, but what is your
speci alty?

A |"'man interventional cardiologist.
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And do you recogni ze the 2014 consensus
docunent that | referenced just before the
previous testinony as the nost current
consensus docunent wth a recommendation of a
best practice of a mninmumthreshold of 200
PCls for a facility without on-site surgery?
So yes, that docunment from 2014 does relate
to elective PCl stents, also is wthout
cardi ot horaci c surgery backup.

And in response to your nunerica
comrent, it does state that it is recomended
and is -- again, it is a guideline that 200
PCls should be strived to achi eve, but there
was al so a comment in there about if |abs are
unable to get to that 200 threshold, annually
t hey can have, quote, unquote, stringent
system ¢ and process protocols in place with
cl ose nonitoring of critical outcones and
additional strategies that pronote adequate
operation of catheterization |aboratory;
staff expertise throughout -- through
col l aborative relationships with |arger
volunme facilities which is --

So again, ny point in enphasizing that

is that the nunber of 200 is there, but it
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al so acknowl edges that 200 may not be an
absol ute nunber that has to be present for
all facilities.
How | ong have you been with Nuvance -- |
apol ogi ze. How | ong have you been in your
position?
In ny --
Your current position?
|'ve been there for about two years now,
approxi mtely two years.
Have you had any experience before today in
or surrounding the CON process for the State
of Connecticut?
| have not. | have not been part of the CON
application prior to this process.
And aside fromthe witten testinony you
provided, did you participate in any type of
research or cal cul ations, or any type of work
that went into the actual substance of the
application?

O any suppl enental bylines?
No. One of the reasons why | wore ny scrubs
today is thinking I wasn't a nunbers person.
So I was not involved in the nuneri cal

eval uation of the programor the -- or the
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PCl vol unes.

Ckay. And lastly, do you have -- and | think
you just answered it, but just to be sure, do
you have any experience in extrapol ation of
data -- well, let ne just point you to your

t esti nony.

You do refer to extrapolating transfer
data to an annualized projection when
conpared with current prinmary guideline
trends, fiscal year 2021. And the fact that
transfer data doesn't capture all
eligible pernutations to go el sewhere for
el ective PCls shows that there is nore than
sufficient volunme for Norwal k Hospital to
support a primary and elective PCl service in
accordance with national guidelines.

And that's on page -- it's not nunbered
but let me get it.

It's at the bottom of page 4 of your
witten testinony.

So if you don't mnd, just repeat from where
you read to --

Sure. On the bottomof that page | read from
the fifth line up starting on the word

"extrapol ating."
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Ckay.

And the reason -- well, I'lIl let you read it
and then I'Il ask the question.

Sure. Al right.

The reason | ask the question is, as you just
expl ai ned that you're not a nunbers person,
howis it that you -- you started voi ci ng

t hen and have voi ced an opi ni on on
extrapol ati on and vol une trends, and things
of that sort?

Because one of the things, you know, in ny
position, you know, we have had nunerous

i nspections here at Nuvance in regards to
what our transfer volunmes have been in
addition to the data in ternms of our prinmary
PCl vol une.

So if you, you know, as an organi zati on
we've cone to realize -- the realization
bringi ng those nunbers together, that we
shoul d be able to achieve nore than 200 PCl s.
And this is just inpatient volune that we're
tal ki ng about. W're not even including any
out patient elective PCl.

So that's where we cane to put that

data, or that -- where | extrapolated from
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t hat dat a.
Ckay. And then if you -- the sanme question
asked before. Wen you say, we, was there a
group of you that put your heads together to
do that?
Was there a group? So there is a group of --
of people here and the data is sonetines, you
know, as |'m presented to the data -- but |I'm
not part of the -- the commttee that
fornul ates that data, so | can't really help
you there, but I'"'mnot really part of that
group specifically.
Ckay. Thank you.

| do have one nore question and | want
to go back to the conpl et eness responses
whi ch deal wth the transfer of elective,
present transfer of elective PCl cases from
Nor wal k Hospital .

' m | ooking at page 6 of 7 on the
conpl eteness questions. And this -- it's
nunber six and it says, provide the nunber of
patients within the primary service area that
are transferred from Norwal k Hospital to
Danbury Hospital. And of those patients

transferred, provide the nunber of patients
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who received an elective PCl post transfer.
Do you see where |'mreferring to? And
"Il give you tinme to get there.
| do.
And there's an OHS table one, patient
transfers from Norwal k Hospital to Danbury
Hospital and post transfer el ective PC s.
Do you see that?
| do.
Do you see that it's approxinmately -- well,
at 34 percent. O all these patient
transfers it's about a one third
percentage -- or one third of the total
transfers that end up having el ective PCls.
Do you see that?
Roughl y.
What's the explanation for that?
"' mnot part of any of these cases, so |
can't explain that to you. | nean, | don't
know how you -- how you want ne to answer
t hat questi on.
| nmean, | -- | don't know how to answer
t hat question. You know, pieces are done on
an individual basis, so when a patient gets

transferred and cardiac cath and if they
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A

decided to get an elective PCl, it's on a
case-to-case basis. So | can't do any of
those. So | can't explain that.

Ckay. Are you often part of the decision to
make the transfer?

Otentines, yes.

And do you often get involved in the decision
to make transfers of patients from Norwal k
Hospital to hospitals other than Danbury
Hospi tal ?

We al ways ask the patient what their
preference is, and if they decide to. Again
we don't try to convince patients to go one
way or the other. |[If they have a strong

preference for one hospital or the other, we

do. | certainly acknow edge that.

And |I'm not asserting that you don't. | was
just trying to understand if -- just the way
you're structured if that's -- if that is

what, you know, it's not just Danbury that
you' re focused on.

It could be any of the hospitals that
can absorb a transfer from Norwal k Hospital.
You coul d be involved in that process?

| can be involved, but you know, the one
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thing is a patient, you know, once the
pati ent neets the physician oftentines they
want that physician to be their provider.

So | do not provide services at other
hospital s outside of Danbury Hospital and
Norwal k Hospital. So it would have to be a
change in their cardiac care if they were
transferred. So they have to see different
interventionalist, different cardiol ogist,
different hospitalist, different nurse,
di fferent PCA.

So that is part of that equation.
And do you often deal with the community
physicians that -- or the conmunity
cardi ol ogi st that nmay be the attending
physician for any of these patients?
O course. | think that's a natural part of
nmy job to deal with referring physicians.
Ckay. So -- and in those cases is it your
experience that the attendi ng physician
provi des sone continuity of care with respect
to the patient and their transfer to a
different hospital ?
So are you in reference to the general

cardi ol ogi st that you're tal king about?

231




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Q Yes.

A Yes, absolutely. So |

sone continuity of care,

hospital, but sonetines
as wel | .

MR MONAHAN:

ot her questi ons.

nmean,

Thank you for your tine and |

t hey do provide
sonetines in the
not in the hospital

have no

THE HEARI NG OFFI CER:  Fol | owup, Attorney Tucci?
MR. TUCCI: No questions for Dr. Yekta. Thank you,
Hearing Oficer.
THE HEARING OFFICER: Al right. Thank you, Dr. Yekta.
THE W TNESS (Yekta): Thank you.
MR. MONAHAN:  Just one nonent, please?
Dr. Lomitz, if | may?

CROSS- EXAM NATI ON (Lommi t z)

BY MR MONAHAN:

Q Hel | o, Doctor.
Hel | o.
Q How are you?
A Good, good. How are you?
Q Ckay. Thank you
And Doctor, sir, |

of cardi ol ogy at

Nor wal k Hospi tal .

under st and your chi ef

Am |
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correct.

That's correct.

Ckay. One of the, you know, the questions
you' ve heard over and over again is -- and
I'"d like to ask you as a cardiologist is, do
you vi ew the consensus docunent published in
2014 by the three societies that | have
menti oned that recommends the 200 m ni num
threshold for facilities that do the el ective
PCl that do not have surgical back up -- do
you view that and see that as the existing
consensus gui deline that has not been
abol i shed, retracted or in any way vacated?
Vel |, you know, | have experience with
clinical epidemology and -- and the
statistics and the gui delines have a
different |evel of evidence. The highest

| evel of evidence cones from random zed
clinical controlled trials, prospective.

The | owest form of evidence cones from
registry, and the reason for that is that
when you rely on registry data there's lots
of confounders that can trip you up. And the
peopl e who wote the guidelines were very

W se because they're not relying on
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random zed controlled trials that determ ne
that 200 was the nunber. Wat they were
relying on was regi stry data.

So in the interests of making sure that
any programthat is doing PCl is doing it in
t he highest quality fashion, should do it and
neet their standards, which not only includes
foll owi ng data, but making sure that there's
good qual ity assurance prograns, oversight,
and the like.

And | think that the 200 PClI nunber
cones froma signal fromregistry data that
conmes fromthe early 2000s. And | think that
in our case we -- we believe we're going to
be over 200. |I'mconfident we'll be over
200, but what | can assure you is our
commtnment to a high quality program

W are in partnership with C evel and
Cinic, considered by U S Wrld News and
Report the nunber one cardiac hospital in the
nation. They'll be working with us with our
network in Danbury and with us in Norwal k.
And | can assure you that no one here wants
to be associated with anything but the

hi ghest qual ity program
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And | certainly respect that for you, Doctor.
And what -- | guess, what | was trying to
understand is in the world of evolving
medi cal literature, nedical guidelines and
t he studies, at sone point nedical
gui del i nes, | suppose, will or do change, but
t he nedi cal recommendati on of that consensus
group as of today, at 200 thresholds -- in
addition to the various studies that you've
t al ked about, but that nunber still is in
pl ace and hasn't been displaced by the
cardi ol ogy conmmunity?
| think as part of a holistic approach, that
is part of the holistic approach. [It's not
the only approach to determning a quality
program
Fair enough. In your testinony, you refer to
there being a regulatory barrier preventing
Norwal k hospital from obtaining an el ective
PCl, or the ability to performelective PCl
for its patients.

| f you need ne to refer you to the page,
it's the second page of the docunent.

What did you nean by, regul atory

barrier? It's down near the bottom of
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page -- under section one. It's about four
i nes up.

A Well, | think that, you know, it's clear that
Connecticut requires a certificate of need
for certain services. Elective PCl at a
hospital w thout surgical backup falls under
that, and we currently don't have a CON for
t hat servi ce.

Q Ckay. And that's what you see as the barrier
at this nonent that you are having to
overcone in this application?

A That's why we're here.

MR. MONAHAN: | have no other questions. Thank you.
THE HEARI NG OFFI CER° Any fol | owup, Attorney Tucci?
MR. TUCCI: No thank you, Hearing officer. No followp
for this Wtness.
THE HEARI NG OFFICER. Al right. Anything additional,
Att orney Monahan?
MR. MONAHAN:  Well, as far as cross-exam nation? No.
And | don't -- | didn't know whet her cl osing
remar ks on the agenda neans cl osing remarks from
| awyers, or that's just closing remarks by the
panel .
So nothing else for ne, but I do have one

request to nake before the end of the hearing.
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THE HEARI NG OFFI CER:  Absolutely. ['Il give you a

chance. I|'mactually going to ask that we take a
little five-mnute break so I can confer with ny
col | eagues, because we have a few questions that
we want to ask that some of the attorneys in this
hearing didn't touch on -- and sone of them
actual ly you di d.

So we just want to make sure that we are
ticking off the list of questions that we have,
what' s al ready been di scussed, and we want to nake
sure that we get the other things that have not
been di scussed.

So maybe if we could have five mnutes until
4:40? We'll conme back and we'll ask our
questions, and then we'll go to cl osing
st at enment s.

Let me just ask, is there anybody here that
has signed up for public comment? Anybody from
you know, any public officials, anything |like

t hat ?

(No response.)

THE HEARI NG OFFI CER°  Okay. No. GCkay. So we'll cone

back on at 4:40.
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(Pause: 4:33 p.m to 4:53 p.m)

THE HEARING OFFICER. Al right. So we are going to go
back on the record. W're going to start with
OHS' s questi ons.

| think we're going to request sone |ate

files. | will see if there's anybody that wants
to render a public comment. If not, I'll nake an
announcenent about that, and then we'll go to

cl osi ng comment s.

Al right. So Brian, you want to take it
away ?

MR. CARNEY: Sure. Good afternoon, everyone. Thank
you for answering my questions.

The general question for the applicant to
begin with, let me just preface it by saying, you
know, a |l ot of the information has been submtted
t hrough the application, through prefiled
testinony and heard today in testinony, but | just
want to sort of ask, like, sort of one nore tine
to get, sort of, your top reasons for the request
for this proposal. So let ne go ahead and ask the
guesti on.

So given that elective PCls are schedul ed

procedures, the volunes you have reported on page
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7 of the prefiled testinony show nostly declining
vol unes and there are four other elective

PCl - capabl e hospitals in the area. Wiy is there a
need for a new elective PCl program at Norwal k
Hospital ?

So again, maybe you give ne the top three,
you know, five reasons why you think it's
appropriate?

A VOCE Wuld Dr. Murphy or Dr. WArshofsky like to
answer this question?

THE W TNESS (Warshofsky): H . Yes, herel am So
t hank you for that question. | think that what we
have seen in terns of volunmes for PCl in our
system has actually been increasing volunes for
PCl not dramatically, but certainly we have seen
sone increasing vol unes.

And when we | ook at the last six nonths of
this fiscal year we have seen certainly an
i ncrease in our STEM volunes and an increase in
ot her vol unmes, volunes related to cardi ovascul ar
di sease. W have recently brought on two
cardi ol ogists to our group in Norwalk largely
because we saw a need that was not net, and that
has |l ed to increasing volunes for

el ectrophysi ol ogy and for other procedures within

239




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

our cath | ab.

And -- and so when we think about kind of
overal |l volune trends, we -- we have to be careful
not to make that a reason to not | ook at nore
speci fic areas and specific needs.

And | think the other reason -- or one of the
ot her reasons that we're making this application
i s because we know that we can deliver this care
safely. And the thought of transferring patients
wi thout a real true need to transfer themis not
good nedi cal care, frankly.

And when we think about elective PCl -- and
you nentioned that elective PCIl was a schedul ed
procedure, | think again | would enphasi ze that
the patients that we're tal king about are -- or at
least | would say a ngjority of the patients that
we' re tal king about are not patients who are wel |,
and scheduling sonething Iike an office visit --
they are patients who are admtted to the hospital
who are in need of, actually an urgent procedure
and sone of them are schedul ed and sone of them
are not schedul ed.

And nost of the transfer patients,
unfortunately for themthey are not schedul ed.

They' re added on, because they're comng as an --
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as an add-on to the receiving hospital's schedul e.
So they tend to be done later in the day

and -- and actually have a nmuch poorer experience

overall, | would say, than one who, let's say, is

admtted to the hospital and is scheduled for the

first case the next day.

MR. CARNEY: Ckay. Thank you, doctor. Kind of in
coordination with that, | know you gave the
initial estimates in the application and the
prefiled testinmony. Those nunbers have i ncreased.
I"'mstill not fully clear on the exact nunbers you
are projecting now and how you arrived at those
nunbers.

So if you can -- and if not -- and we
probably would need to get this in witing
as well -- describe in detail the nethodol ogy you
used to arrive at the new projection that Norwal k
Hospital perfornmed well in excess of 200 PCls and
cite evidence to support your findings.

THE W TNESS (Warshofsky): Sure. So again, | want to
enphasi ze that we were conservative on our initial
estimates. W are certainly cognizant of the fact
t hat many patients who could be -- could undergo a
cardi ac catheterization to |look for coronary

artery disease, who are in Norwal k's service area
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or sonetines even in Norwal k Hospital don't
undergo that particul ar procedure because if they
needed a PCl they wouldn't be able to get it at
Nor wal k Hospi tal .

So the nunbers of diagnostic cardi ac caths
are, | would say, pretty, pretty grossly under
what woul d be happening if we did have an el ective
PCl program

That the nunbers again for the |ast six
nmont hs of this fiscal year in terns of STEM are,
| think, very informative. The data that | would
say to back up the estinmates of over 200 cases --
whi ch and again, this is kind of an evol utionary
process for nme in ternms of seeing the data and --
and learning, frankly, a little bit about those
ratios that are reported in the literature;
whet her they be the, you know, eight-to-one ratio
that the Seaport trial reported on, or even our
own State's data that would say the ratio is at
| east, you know, a three-to-one, four-to-one
ratio, if not nore.

So when we think about the burden of coronary
di sease in the Norwal k service area and we | ook at
t he nunbers of patients who are presenting with

STEM, and extrapol ate that based on what we know
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isinthe literature on estimates -- or actually,
not estimates, but real data when you conpare the
nunbers of elective PCl versus the nunbers of

STEM, that's where we get that nunmber from

MR. CARNEY: All right, Doctor. Let nme just follow up

with that, because Dr. Martin had said sonething a
little bit different, in fact, stating that
cardi ac caths were a better indicator of who would
require a PCl.

So is there any docunented evidence to
confirmthe rel ati onship between either, you know,
cardiac caths or primary PCl to that of projected

el ective PCl vol une?

THE W TNESS (Warshofsky): You know, sonme of it depends

on -- on the population and -- and what one is
getting a cardiac catheterization for. Sone
cardi ac catheterizations are not done for acute
coronary syndrones in anticipation of PCl.

Sonme are done for valvul ar disease in the
rate of PCl in those patients certainly would be
much lower, but | want to go back to what | was
sayi ng before because | want to nake it clear. It
is really frankly disingenuous to say because
Norwal k Hospital's cardiac cath volune is | ow

that that's a reason that their PCl vol une woul d
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be | ow.

And again, the reason for that is if we have
an inpatient here who we have a high suspicion is
going to need a PCl, we won't even do that cardiac
cat heterization here unless the patient really
says, you know what? 1'll undergo the two
procedures. | want to have it here. So those
patients are transferred out before they even have
a cardi ac catheterization

And simlarly on the anbul atory side, if
there's a patient in the office with a markedly
positive stress test that you anticipate i s going
to need a PCl, those patients are done at anot her
hospital and | eave the -- and | eave the comunity.

MR. CARNEY: AlIl right. Attorney Mtchell, we're going
to talk about the late files later. Okay. Al
right.

THE HEARI NG OFFI CER:  Yes, we w ||,

MR. CARNEY: Next question. Page 37 of the application
you provide projected utilization by service.
Descri be how you determ ned these projected
cardi ac cath vol unmes were expected to increase
nore than twofold between 2020 and 20217

It |ooks like only just table five. It's the

bott om of page 37. Cardiac caths go from83 to
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203.

THE W TNESS (Warshofsky): Okay. W're just pulling
t hat up.

MR. CARNEY: Ckay. Sure.

THE W TNESS (Warshofsky): Yeah. This is
Dr. Warshofsky. So you know, again that goes to a
couple of things. One is we are seeing increased
vol unmes in general with our cardiol ogists, new
cardi ol ogi sts here, increased utilization of their
servi ces.

And exactly what | was saying a coupl e of
m nut es ago which was that right now the patients
who are in need of a PCl, or who are thought to be
in need of a PCl are not having a cardiac
cat heterization done here, and that | would say is
the majority of cardiac catheterizations that we
do.
The majority of cardiac catheterizations that

we do are done | ooking for coronary artery di sease
in anticipation of stenting.

MR. CARNEY: So they're not having it done at Norwal k

because they're saying basically, well, if | need
a PCl, an elective PCl, | won't be able to have it
down there. |1s that what you're saying?

THE W TNESS (Warshofsky): Exactly.
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MR. CARNEY: Ckay. And you said you hired two new
cardi ol ogi sts?

THE W TNESS (Warshofsky): Yeah. Actually, Dr. Yekta
has been with us a couple of years and nost
recently we brought on Dr. Menendez.

MR. CARNEY: Ckay. Thank you.

Let's see. So page 7 notes that while
Norwal k Hospital anticipates perform ng nore than
200 PCls per year it is inportant to consider that
the volunme standard for PCl prograns of 200
annual | y has been questioned recently in the
literature.

| know you've touched on this alittle bit,
but pl ease el aborate on the statenent as to why
institutional volunmes have been questi oned
specifically?

THE W TNESS (Warshofsky): | just want to make sure
that | understand the question. Are you asking
whet her | believe that 200 nunber is relevant,
inportant? O are you asking a different
guesti on?

MR. CARNEY: Yeah, the statenent was that basically
t hat 200 nunber is sort of being questioned in
sonme recent years in the literature, that it may

not be the nunber, the appropriate nunber.
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So | just wanted you to follow up on that,
you know, your opinion about that.
THE W TNESS (Warshofsky): Sure.
A VO CE: Excuse ne, M. Carter. Just before
Dr. Warshofsky answers. | didn't catch the page
r ef er ence.
MR. CARNEY: Page 7. Sorry, page 7.
AVOCE O the application?
MR. CARNEY: Page 7 of the prefiled testinony.
THE W TNESS (Warshofsky): Yeah. So again, | think
Dr. Lomitz pointed out that that -- that nunber
IS a nunber that is not based on random zed
clinical trials, or really any clinical trial per
se trying to | ook at that.
The strength of the relationship between
vol ume and outcones really was nuch nore -- was
much stronger in -- in the, what we call the plain
ol d angi opl asty era where we didn't have coronary
stents. Since that tine that relationship really
has been, | would say, weakened and questi oned
much nore.
And when -- when you think about it just in
ternms of comon sense, if you will, to think that
a programthat's doing 190 PCls is, you know,

materially worse in quality than a program doi ng
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205 PCls, it just, you know, goes agai nst conmon
sense. Right?

W -- we all know that quality is related to
many nore things than any absol ute nunber. So
al t hough, again in this stage of |ooking at our
vol unmes and t hrough, you know, the exercises that
we' ve been through I'mconfident we will exceed
t hat nunber, but | think that nunber really does
need to be taken a little bit with a grain of
salt.

MR. CARNEY: And one final question, Doctor. How do
you descri be sort of the relationship between
operator and institutional volunmes? The two do
different thresholds. How do they interrelate?

THE W TNESS (Warshofsky): You know operator vol une,

t he nunbers for reconmended vol unes have been
decreasi ng over the years. | think you' ve heard
the recommended vol une for PCl operator on the
nost recent recommendations is 50 per year.

MR. CARNEY: Fifty, agreed, 50.

THE W TNESS (Warshofsky): Yeah. It used to be 75.
The -- the two go hand-in-hand to sone degree in
that, you know, the -- the volune data for
operators is relatively weak when it cones to

| ooki ng at any specific nunber, but we do know
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that there is a weak overall directional
associ ati on.

Qur physicians who are working in our STEM

programin Norwalk will certainly maintain those
m ni mal volunmes -- and |'mthinking offhand. |
think all of themw Il be working at fairly

hi gh-vol unme centers in addition to Norwal k
Hospi t al .

MR. CARNEY: So the Danbury, too, with the |ibrary?

THE W TNESS (Warshof sky): Danbury and other centers as
wel | .

MR. CARNEY: AlIl right. Thank you very nuch.

THE W TNESS (Warshofsky): You' re wel cone.

MR. CARNEY: | think that's all | have, M chael a.

THE HEARI NG OFFI CER.  Ckay. Let's see here. So page 8
of the prefiled testinony states that the ability
to offer elective PCl at Norwal k Hospital wll
reduce the cost of care by elimnating unnecessary
transfers and enabling tinely nedical
I nterventions.

How wi || this affect overall healthcare costs
and consuners' out-of-pocket costs.

THE W TNESS (Warshofsky): | -- | may ask to phone a
friend on this one, but I wll just say this. You

know, that certainly when we think about |ength of
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stay for a patient, when you think about them
coming into a hospital and then getting worked up,
and then the decision is made to transfer them
And then they're getting reworked up at the

recei ving hospital and getting put on for the next

day for cardiac catheterization, | think we can
all see how that increases the overall |ength of
stay in -- in any particular hospital for that
patient.

The cost of an anbul ance ride with EMS
services | think is significant, and you have to
add that onto the, you know, the equation in terns

of cost for our healthcare system And you' ve got

to backfill that EMS service for a patient who may
need it.
And so we're -- we're kind of overal

i ncreasing the cost of care throughout nany
things. There's a lot of ripple, ripple effects
and uni nt ended consequences, as -- as with a | ot
of things.
|'"'mgoing to see if Dr. Mirphy has anything

to add to that?

THE W TNESS (Murphy): Thanks, Mark. | do think that
was a conprehensive answer, and an excel |l ent one.

The only thing that | would add, Hearing O ficer,
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is that once again you have to recogni ze that we,
let's say, within our system have worked very
hard, A, to cone to an agreenent with the payer,
whonmever that payer m ght be, Medicare or
comrerci al payer or even potentially Medicaid and
say, listen. W're responsible for the entire
epi sode of care from soup to nuts.

We have coordi nated who's going to do what in
what sequence, what tests wll be done, which
tests won't be done.

And to the extent -- to the extent that we' ve
spent nore than we've agreed to, the onus is on
us. That's a problemfor us that there isn't this
notion that, well, it's not ny problem It in
fact is.

And to the extent that we can generate
hi gh-quality care cost efficiently, everybody
wins. Wen the patient is transferred out of the
systemthere is no -- there may be no such
relationship and the receiving hospital can do
what it wants, follow a different protocol. And
again, having transferred |ots of patients for
many years, what inevitably and unfortunately
happens is the tests get repeated oftentines.

Sonmebody says -- at least in ny field, you
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know what? W can't find the film O these MIs
don't run on our machines, or | can't find the
software. So just run the -- the MR again, or --
or do the EKG or do the echo. O do whatever the
particular imaging study is, or let's rerun the

| abs.

O as Dr. Warshofsky said, you know, that was
yesterday. W were booked. It was a | ate case.
W didn't realize it was Friday. All of the
sudden now it's Monday norning, and the renal
studies, the renal functions have to be repeated.

So there is this inevitable result, in ny
view, that tests get repeated that otherw se would
not have been repeated, that the patient now is at
an institution that may or may not be part of his
or her insurance plan, and he or she is now
responsi ble for significant bills where they were
under the inpression that if they had a heart
attack, God forbid, that they were covered.

Not only do they then have to then
contenplate the issue of the facility itself nmay
be out of network -- and | don't have
out - of - net work coverage, but so too may the doctor
or the doctors, plural, that that entire teamis

going to have the opportunity to bill that
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patient.

Al'l of those services would have been covered
on the bundl ed contract that existed at the hone
institution. None of those services are going to
be covered potentially at the receiving
institution if it's a transfer.

So the consequences, the financi al
consequences are substantial to the patient no
matter what kind of insurance they have, if it's a
nonpartici pati ng provider both in terns of
coi nsurance, co-pays, nmaxi mum out - of - pocket
expenses.

And that's the reason so many conpanies in
Anerica, and for that matter, the State of
Connecticut itself has spent so nuch tine and
reached out to so many heal thcare providers to
say, listen. W want you to sign up for these
bundl es of care so that we can begin to control
costs while inproving outcones.

W as a health system have subscribed to
that. That's not equally true across the county,
or for that matter the State, but we believe
it's -- it's our responsibility as providers to
try to contenpl ate and coordi nate cost-efficient

hi gh-quality care, and transfers fly in the face
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of that effort.
THE HEARI NG OFFI CER:  Thank you for that. Just a

foll owup question. So you' ve explained it to ne
so that at least | can understand how, how this
coul d increase costs.

But is there a way or have you been able to
guantify the cost savings that would occur if
t hese transfers were elim nated?

THE W TNESS (Murphy): Well, it would be difficult

for -- for ne to sit here, because as you know
don't have the access to free schedul es of other
i nstitutions.

But | can tell you that fromthe payer's
per spective, that payer being either the state
government, the federal governnent, or the
enpl oyer, they're all mgrating to -- to this
notion either of saying, there's going to be an
account abl e care arrangenent where they call it
t he Medi care shared savings program as you know,
or the next generation ACO or what is becom ng
even nore popul ar, the bundl ed paynent
coordinating care initiative out of Medicare did
it.

We participated in 22 of those bundles. Now

t he comrercial market and the enployers are noving
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nore and nore to these epi sodes of care because
t hey have found that's where nost of the expense
lies. Wien sonebody gets really sick and needs
t hese |ife-saving but expensive interventions,
it's very inportant that the care be coordi nated.

So they have told us basically by virtue of
having to pay the bills that this is where the
savings are. These have to be priorities, and
given the fact that cardi ovascular is the | eading
cause of death we feel it's incunbent upon us to
be responsible and to be able to offer bundled
cost-effective, high-quality accessible services
to people that live in our area including those
who have no insurance what soever

Again, | can tell you having sent |ots of
patients to sone quaternary centers, if you don't
have i nsurance you're out of |luck when you try to
go sonepl ace el se.

THE HEARI NG OFFI CER:  Thank you. Al right. | think
that is it for that question. | do have another
guestion. Let's see here.

So | think we asked this. | was listening to
Dr. Warshofsky's testinony and | think that he was
tal ki ng about -- and Brian, ny colleague Brian

Carney may have touched on this -- but | just want
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to make sure that |1've got it.

So | think that there was a di scussion of a
four-to-one kind of ratio used to determ ne or
proj ect how many PCls m ght be needed. And |
think I wanted to ask Dr. Warshofsky if there's
any literature that goes along with that? | think
Bri an may have asked you this, but | didn't cross
it off nmy list.

THE W TNESS (Warshofsky): Yes, he did. And | --
nmenti oned our own, you know, New York State --
sorry, not New York state. Connecticut's data,
the NCDR data that was presented earlier.

THE HEARI NG OFFI CER.  Yeah?

THE W TNESS (Warshofsky): Wth several of our
hospi tal s throughout the Norwal k/ Sout hern
Fairfield County area. And also if we | ook at
t hat Seaport trial, that nmentioned |I believe an
ei ght-to-one rati o.

And | think that that has -- that that ratio
has conme down sonewhat over tinme, but even today
using, whether it be Stanford's nunbers or
Danbury's nunbers, we know that that ratio is --
is around four to one and sonetines hi gher.

THE HEARI NG OFFI CER  Okay. Thank you for that.

And then | think the other question that I
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had for you is if there's any data that you could
share with us about how COVI D has i npacted the
ability to transfer patients out of Norwalk to
ot her hospitals who may be requiring elective and
you can't performit there?

THE W TNESS ( Murphy): Yeah. So you know, | cannot
gi ve you specifics about the transfers out of
Norwal k Hospital for elective PCl during COVID.
VWhat | w il say about COVID is that, as you know,
pati ents have del ayed comng in for acute
problens, and a | ot of those acute problens were
heart attacks. W received patients nuch |ater on
in their disease process.

| think that the notion to a patient who did,
let's say, decide to come in during COVID, the
notion of saying to them okay. Well, you know,
you were -- you got over your fears of comng into
a famliar hospital, but now we're going to
transfer you away fromyour famly to a |ess
famliar hospital, or a conpletely unfamliar
hospital -- | think would not go over well.
And -- and again, | want to enphasize al so

how i ncredi bly busy the hospitals were throughout
the state during COVID. And the thought of taking

transfers during that tinme was daunting because
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everybody is running on funes taking care of very,
very sick patients.

And the thought of then admtting a
transferred patient and going through all their
data all over againis -- is just horribly
difficult to think about doing during that tine.

THE HEARI NG OFFI CER°  Ckay. And just a followp? Do
you believe that where the hospitals were, there
was a surge and they weren't able to take patients
as readily as they would pre-COViD? Do you think
that that's sonething that's m ght be an anomaly?
O sonething that's ongoi ng?

THE W TNESS (Murphy): Oh, | think it's ongoi ng.
think that, you know, |I'mnot an infectious
di sease or epidem ologist, but I -- | do know t hat
we are not through this pandem c yet, that we are
seeing hospitalized patients still.

We're seeing very sick hospitalized patients,
and so | think it is an ongoing problem | don't
know what we're going to be facing next year as it
relates to COVID, but | certainly wouldn't be
surprised if it was affecting our healthcare
systemin sone way.

THE HEARI NG OFFI CER°  Okay. Thank you for your

responses.
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| have a question for Dr. Lomitz. So
Dr. Lomitz, you indicated that there is an
underutilization of PCl, that about 30 percent of
t he people who need it don't get it.

30 percent of the people who are appropriate
don't get it. And | just wanted to understand if
t hat 30 percent, how does that relate specifically
to Norwal k Hospital's primary service area? WAs
that just kind of |ike a national percentage?

THE WTNESS (Lommitz): Yeah, that's a good question.
That -- that's -- those studies, and there's lots
of studies that are concerned about
underutilization of care that can inprove people's
lives and decrease nortality, and PCl is certainly
one of them

Those studi es are based nationally and
that's -- that's, you know, we have to assune
until proven otherwi se that we're no different.
And what was -- | hopefully highlighted was the
concern that people whose primary hospital do not
have el ective PCl are nore likely to be
under served conpared to those that do go to
hospitals that have el ective PCl capability.

THE HEARI NG OFFI CER°  Okay. Thank you. | think that

that is all the questions that | have for the
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Applicant. | did have a few foll ow up questions
for the Intervenor's w tnesses.
Thank you, Dr. Lommitz.

W TNESS (Lomitz): Thank you

HEARI NG OFFI CER:  So t he next coupl e of questions
are for Dr. Martin, if he's still available?

MONAHAN: He is.

HEARI NG OFFICER:  So Dr. Martin, you testified that
update in the nunbers, the vol une nunbers or
projections by the Applicant were -- and |I'm
quoting you, hard to swall ow

What do you nean by that?

WTNESS (Martin): | nmean, |'msure they took great
care in making this application, and they had
plenty of tinme to do it. And then to update the
nunbers based on a brief uptick in primary PCl's
just seens spurious to ne.

HEARI NG OFFI CER:  What do you nean by when you say,
brief uptick?

WTNESS (Martin): So that there, they list their
nunbers for primary PCl from 2016, '17, '18, '19,
'20. And typically those nunbers are 60 to 70.

And then based on partial year having a few
nore primary PCl than other years, they upped

their estimate. | think based on partial nunbers
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fiscal year 2021 | believe they estimted 80-sone
for PCls based off a partial year.

And then based on that you use this
multiplier that really there is no literature
about it. You know it is true that nationw de,
you know, back in the Seaport tinme this eight-X
mul tiplier was typical nationw de, and nowit's
nore like three or four tines as many nonprinmary,
you know, elective PCls as there are primary PCls
nati onwi de -- but that varies w dely by
institution.

It's driven by -- by practice patterns where
facilities that get outside referrals, or people
choose to go there. Tertiary centers wll have a
much hi gher nunmber of elective PCls.

For exanple, Ceveland Cinic publishes their
nunbers every year, and it's typically 25 to 30
times as nmany elective PCls as primary PCls.

Whereas other centers that are not referral
centers where people are not choosing to go to,

t he nunber may be nmuch |lower. And nationw de the
average, it is about 4 elective PCls per primary
PCl .

THE HEARI NG OFFICER  So you said that -- | believe and

correct nme if I"'mwong. | think you said since
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2003 there were studies that showed el ective PC
is over utilized, that you know practitioners are
doi ng too nmany.

Can you el aborate on that?

THE WTNESS (Martin): Sure. You know, the appropriate
use criteria were established by CM5 mainly as a
response to an understood overuse of primary PCl.
In the Anerican Heart Association's -- what's it
cal | ed?

A VO CE: Choosing w sely.

THE WTNESS (Martin): Choosing wi sely program They
actually, you know, how to take el ective PCl as
sonething that's over utilized. There were a
couple of big trials that I think I nmentioned in
ny witten testinony that show that for -- for a
| ack of PCl patients who are not in the hospital
with a heart attack, that for nost of those
pati ents nedical treatnent was just as good as PCl
internms, of, you know, and then we |ike to say
that PCl is a |ife-saving procedure. | would |ike
that to be true, and sonetines it is.

|f you conme in wth a heart attack, we open
your artery. |It's a life saving procedure. It
dramatically inproves your rate of survival, but

if you're seen in the office and have a stress
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test and have sonme chest pain, we bring you in, do
PCl, and that's what a | ot of these patients are.
It doesn't, you know, in -- in the big
studies it did not show i nprovenent in survival.
And even in terns of synptom i nprovenent was not
significantly better than nedi ci nes al one.

THE HEARI NG OFFI CER° When you say, nedicines alone, is
t hat what you nean by nedical treatnent?

THE WTNESS (Martin): Correct.

THE HEARI NG OFFI CER: Ckay. And one other thing --
actually, not one other thing. So there was
another thing that | heard you say that you know
internms of PCl, that we're in a stagnant narket.

What do you nean by that?

THE WTNESS (Martin): You know, so that nationw de the
nunber of PCl is actually, you know, despite a
growi ng population it's not gone up over the | ast
5 to 10 years at | east.

| don't -- | don't have the nunbers in front
of me, but you know, it peaked sone years ago.
And you know, all the projections, you know,
from-- fromthe consultant groups and the
nati onwi de nunbers are that there's not a
significant increase year over year. That the

nunbers are basically flat to slight decline over
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t he years.

And a ot of that is driven by this, you
know, this understanding that PCl may have been
over utilized in the past.

THE HEARING OFFICER. Al right. And then the |ast
guestion for you is that, you know |'ve heard a
| ot of discussion about giving the different
factors and the guidelines the appropriate weight.
And so whether the Applicant is going to be very
cl ose to 200, over 200, there, there it sounds
like their argunent is there are also other things
also to consider in terns of a quality program
t hat OHS shoul d | ook at and focus on when mnaki ng
t he deci si on.

And so | heard you say you tal ked about how
t he gui delines indicated previously that the
threshold institutional volunme was 400; that was
reduced to 200. It hasn't been reduced since
then. So it's just like the guide. You know I'm
just trying to understand so that | can nake a
recommendation to the Executive D rector about how
she shoul d go.

And can you just explain for me why? Wy?
Way is the 200 operator volune threshold? Wy do

you believe, or based upon what you've read, why?
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Wiy should we stick with that hard and fast?

THE WTNESS (Martin): So | -- | don't think a nunber

set in stone. You know, you, you're bal ancing
reality versus, you know, what's optimal. And I
t hi nk what m ght be optinmal would be, say, a

t housand -- you know m ght be a better nunber,
honest|y.

You know, if we all did 200 PCls per year per
operator and a thousand in the center, you
probably woul d get, you know, better outcones than
what's avail able right now, but that's not the
reality in the US.

It is in sone other countries, but here that,
you know, we -- we train nore in retro
cardi ol ogi sts. W have hospitals all over the
pl ace that decide they want to have a cath | ab.

You know, we have to, you know, the states,

they have to -- | have to, have to just deal wth
reality.
And so | -- | think it's with that conprom se

what our societies have cone up with is that 200
is a good nunber. | think clearly ten is not a

good nunber, no. | think in, you know, in 400 it
can even be too high because it was unreasonabl e

and that no, you know that not enough places woul d
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meet it.

So you know, could -- could that nunber be
150 or 250? I, you know, | don't think there's
any magi ¢ about the nunber, but it's -- it's a

parsing reality with what's -- what's optimal in
ternms of patient care and patient outcones.

MR. CARNEY: This is Brian Carney. Just to chine in
Dr. Martin? By 200, you're speaking specifically
about institutional volume. Correct?

THE WTNESS (Martin): Yeah, that's -- that's, you
know, what our guidelines suggest, is -- it's the
reasonabl e nunber to use and it was a m ni num

MR. CARNEY: Ckay, thank you.

THE HEARING OFFICER.  All right. | don't believe |
have any additional questions. |'mgoing to defer
to Jess, Jessica Rval.

M5. RIVAL: Good afternoon. My first question is for
Dr War shof sky.

Hi, Doctor. On page 45 of the application
there are sone assertions about the C evel and
Cinic. Could you give us sone detail ed exanpl es
to explain how Norwal k Hospital's affiliation with
the Cleveland Cdinic wiill affect cost and quality
neasures related to the proposed el ective PCl

servi ces?
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THE W TNESS (Warshofsky): Sure. So as you know, and

as was nentioned earlier, the Ceveland Cdinic

is -- isreally regarded as -- as essentially the
top cardiovascular institution in the country, and
probably the world. They do thousands of

i nterventions per year.

And what we've established with themis a
very close affiliation in Danbury Hospital after a
programmati c assessnent. And that programmatic
assessnent is currently ongoing in Norwal k
Hospital, and that will lead to an affiliation
with the Ceveland dinic as well.

That programis -- is one that focuses on
quality, and it's a coll aborative effort. It wll
be a coll aborative effort between Norwal k Hospit al
and the Norwal k Hospital Cath Lab staff, and the
Cleveland dinic staff. It goes beyond just
physi ci an rel ati onshi ps and physi ci an
interactions. It -- it goes to nursing and
operational |eader interactions.

And it really covers everything fromthings
i ke, what are the best care pathways for
patients? Wat are the best order sets? How can
you decrease, decrease costs by opportunities in

t he supply chain? How can you decrease costs by
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mai nt ai ni ng high quality, |owering adverse event
rates, which can |ead to prol onged
hospitalizations?

Di scussing cases with the Ceveland dinic,
and deci di ng what m ght be the best approach for a
particular patient; in the unfortunate
ci rcunst ance of an adverse event, review ng those
cases with the Ceveland dinic so that we can get
their insight into what they may have done
differently, or just get their insight into
what -- what their thoughts were on the case.

It -- we -- we have regular neetings with
t hem where we | ook at case reviews, as |
menti oned, but al so conpare ourselves to the
Cleveland Adinic. They actually generate a report
card for us that | ooks at our data and tells us
really how we're doing conpared to the C evel and
dinic.

So it's -- it's a constant effort and focused
wth them And again, it goes beyond just the
physicians. It -- it certainly includes
t he physicians and that's a major focus, but it --
it really enconpasses the whol e epi sode of care,
you know, and care across the conti nuum of

cardi ovascul ar di sease. The cath |ab and PC
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prograns are obviously a huge focus of that.

M5. RIVAL: Thank you very nmuch. M next couple of

guestions are actually for the Intervener.

The first one is the applicant states on
page 15 of the application that Norwal k Hospital's
primary service area includes the towns of
Norwal k, Westport, WIton, New Canaan, and \Weston,
Connecti cut.

Are these towns covered by Stanford

Hospital's cardi ac progranf

THE WTNESS (Bailey): | guess -- at this point, Jess,

| guess it's good evening. W're now past
five o'clock. So it's gone fromgood norning to
good eveni ng.

So | can address that. So to make sure |
heard your question correctly, Jessica, is that
you' re asking if those five different tows |isted
as the Norwal k service area, whether we consider

t hose in our overall service area?

M5. RIVAL: Correct.
THE WTNESS (Bailey): W do. W |ook at both service

areas as primary services -- service area as well
as our secondary service area based on where
patients do seek care from Stanford.

So when we | ook at the service area of
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Norwal k for sure, and then secondarily as we go
out a little bit further.
M5. RIVAL: M next question is, do you have at your
di sposal the nunbers as far as how nuch Stanford
Hospital's PCl volune is derived fromthese towns?
THE WTNESS (Bailey): | do not have that at ny
di sposal. You're asking how nany PCl vol unes t hat
we get fromthe different, those five different
towns? | don't have that readily avail abl e.
' m sorry.
MR. MONAHAN. W certainly can provide that in a late
file, if OHS would like that?
M5. RIVAL: Yes, please.
And | astly, does Stanford Hospital have the
capacity to performadditional PCls at this tine?
THE WTNESS (Bailey): And Jess, that's a great
guestion and we appreciate the opportunity to
address that.
|'"'msorry. W've got sone team nenbers
coming in. Sorry. W're going to |lock one of the
doors here real quickly. Sorry about that
i nterruption.
But your question was, do we have the
capacity to continue to grow? And we do have the

capacity to continue to grow. As | nentioned in
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my comments, we do have that anple capacity as we
| ooked at our ability to continue to expand and
nmeet whatever needs are within the community.

W' ve eval uated that and would certainly be
able to satisfy any appropriate needs.

M5. RIVAL: Do you know about how many additional PCl's
coul d be perforned, say, at Stanford Hospital in a
gi ven year?

THE WTNESS (Bailey): | would probably defer to ny
colleague Dr. Martin to nore specifically address
that, if he has that information.

M5. RIVAL: Sure.

THE WTNESS (Martin): Sure. So with current staffing
and facilities, you know, we can certainly
i ncrease PCl volune by 50 percent. W could do
that without a problem and potentially nore if we
have the space to grow if we needed to in the
future.

THE HEARI NG OFFI CER:  Just for the clarity of the
record, 50 percent of what?

THE WTNESS (Martin): So our current volune | ast
fiscal year was 300 and --

THE W TNESS (Bailey): 380, sonething |ike that.

THE WTNESS (Martin): So that's 190 -- so another 190

per year | think would easily be doable with
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current staffing and the facilities.

MR. CARNEY: Yes, 388 is the total for '20, FY '20.

M5. RIVAL: Ckay. Thank you very nuch.

THE HEARING OFFICER.  Dr. Martin, can | ask you one
ot her question? Wen you were giVving your
testinony you also said that you had to nmaintain a
m ni mum t hr eshol d of 300.

Can you explain nore about that?

THE WTNESS (Martin): Sure. | -- | think Jonathan
mentioned that, but --

THE HEARI NG OFFICER. Onh, it was Jonat han? Ckay.

THE WTNESS (Martin): But anyway, | can speak to that.
The CM5 rules for having a TAVR program It's a
transcat heter aortic valve replacenent which is a
val ve repl acenent procedure that we do; require,
you know, a higher volunme than -- than just
continuing to do PCl, because it's a specialized
procedur e.

And -- and that 300 per year volune is -- is
required to be paid by CMs5 for the -- for the
val ve procedure.

THE HEARI NG OFFI CER.  Overal |, 300?

THE WTNESS (Martin): 300 PCls yearly, correct. And
then are also -- there are a nunber of other

requirenments, |ike how many of the TAVR procedures
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you do and certain staffing and -- and equi pnent
resour ces.

MR. CARNEY: Can | just ask a followp? This is Brian
Carney. So Doctor, what happens if you fall bel ow
t hat 300 m ni nunf?

THE WTNESS (Martin): Well, the risk would be that you
woul d stop getting paid into the TAVR procedures
and effectively have to shut down the TAVR
program

You know, | don't think we would be under any
scrutiny right now for the vol une because of
COVID, but if going forward we were routinely |ess
t han 300 we would risk | osing that program and
t he, you know, the ability to treat the patients
locally with TAVR

MR. CARNEY: Great. Thank you.

THE HEARING OFFICER.  This is the last question for
you, Dr. Martin, | prom se.

What is the TAVR progranf?

THE WTNESS (Martin): So the aortic valve is the valve
that | ets blood out of your heart when it punps
out to your body.

THE HEARI NG OFFI CER.  Yeah.

THE WTNESS (Martin): And it's pretty comobn as you

get older the valve stiffens up, and in sone
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people it narrows and -- and fails, and that can
be deadly. And historically that would be treated
by cutting the chest open, cutting out the valve
and replacing it wwth a new val ve.

Over the last 15 years a procedure where
that's done fromthe inside, you know, going in
t hrough the groin and taking a new valve to where
the aortic valve is and replacing it fromthe
inside. Basically the new val ve crushes ol d val ve
out of the way and pops open.

It has becone the preferred treatnent for
nost patients with aortic stenosis, the newer
val ve there. And you know, we -- we started the
program here just shortly before |I got here six or
seven years ago, and then it's had significant
growt h over the | ast several years.
HEARI NG OFFI CER. All right. Thank you.
MONAHAN:  (Unintelligible.)
HEARI NG OFFICER: |'msorry. Go ahead, Attorney
Monahan.
MONAHAN:  Sorry to interrupt, if you were about to
speak, Ms. Mtchell.
HEARI NG OFFI CER:  That's okay.
MONAHAN: My oversight, but in one of your

guesti ons about the cardiac issue -- and | can't
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exactly -- saw the two shoul ders nove. It was
Dr. Martin and Dr. Bhalla, and | do believe

Dr. Bhalla had a responsive statenent to nake in
response to one of your questions.

Wuld it be possible that he coul d address
it? He renmenbers the question -- if he can
address it for you?

May he have permi ssion to cone to the table?

THE HEARI NG OFFICER:  Onh, yes. | thought he was
comng. Yes, that's fine, Dr. Bhalla.

THE WTNESS (Bhalla): H . It's Dr. Bhalla. | just
wanted to follow up on ny colleague Dr. Martin.
You nentioned -- tal ked about the 200 criteria,

t hat question you asked, had asked about. And I
just wanted to reiterate that in terns of that
nunber, for any quality and safety paraneter
procedural paraneter, sone cutoff does have to be
chosen.

And i just do want to reiterate fromthe
gui delines that what's witten in those guidelines
that we've tal ked about from 2013, it's in
operational |abs performng | ess than 200
procedures annually that are not serving isol ated
or underserved popul ation. The question, and that

any | aboratory that cannot neet satisfactory
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out cones shoul d be cl osed.

And their rationale froma quality and safety
perspective is that that was the nunber that was
consistently associated with -- with worse
out cones.

And to the point that was raised that
Dr. Martin brought up choosing w sely which | had
mentioned in ny testinony, | think it's noteworthy
that the single practice that the Society for
Car di ovascul ar Angi ography nentioned put forth for
potential inappropriate utilization is the
statenent in their Choosing Wsely canpai gn, which
is avoid PCl in asynptomatic -- asynptonatic
patients with normal or only mldly abnormal or
adequate stress test results. And they put that
recommendation for this part of the Choosing
W sel y canpai gn.

We' ve been tal king about the tinefrane of the
gui delines from2014. This was put forward by the
SCAl in 2014, but in this kind of period that has
cone after 2014 they've reiterated this statenent
in 2016 and they reiterated it again, in 2018 just
to underscore the potential for over or
I nappropriate utilization.

THE HEARI NG OFFI CER°  Thank you, Dr. Bhall a.
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Al right. | don't think we have any nore
guestions fromthe agency.

Doubl e checking, Brian and Jessica, nothing
el se? GCkay. Everybody shaking their head, no.
Al right. So thank you.

Al right. So I"'mjust going to ask is there

anybody here that wants to give public comrent?

(No response.)

THE HEARI NG OFFI CER. Al right.

Leslie, did anybody sign up? | just want to
make sure we're not m ssing anybody.

M5. GREER No, M chaela. Nobody signed up.

THE HEARI NG OFFI CER°  Thank you. GCkay. So what |'m
going to do with regard to public comment is |I'm
actually going to | eave the record open.

| usually leave it open only for a week, but
inthis case I'mgoing to |leave it open for two
weeks, because |I'mgoing to ask for sone
information fromboth the Applicant and the
Intervener in the formof late files.

So anyone who wants to submt public comment,
i f you know sonebody that wants to submt public

comment and they haven't done so, they can do it
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in witing. That would need to be sent to the
Ofice of Health Strategy. | believe that the
e-mai | address is CONconment @T. gov.

Did I get it right, Leslie?

M5. GREER It's actually OHS@T. gov.

THE HEARING OFFICER.  Ch, it's OHS@T.gov. Say that
again for ne, Leslie?

M5. GREER  OHS@CT.gov. W would get it either way at
the CON, but we've tried to elimnate that
mai | box.

THE HEARI NG OFFI CER:  Oh, ny goodness. And | keep
resurrecting it. GCkay. Thank you. Al right.
So anyone who wants to submt public conment can
do that by My 6t h.

Sointerns of late files, | just want to go
over that and one other thing, and then I'IIl [let
both the Applicant and the Intervener make cl osing
st at enent s.

In ternms of late files for the Applicant |
want ed you to provide to us the nethodol ogy for
your updated vol une projections, including data
sources and cal cul ations. So just kind of explain
that to us so we can understand how you canme up
with them and that would be for the next three

fiscal years.
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And then for the Intervener information that
we woul d be | ooking for fromyou are the nunber of
el ective and primary PCl procedures derived from
Norwal k' s primary service area for the last three
fiscal years.

Let me just -- I'mgoing to go ahead and turn

to Attorney Tucci for a tinmeline for a production

of the nethodol ogy. I|s a week okay?
MR. TUCCI: Yeah. Attorney Mtchell, if | could just
ask for ten days? | have sone other conflicts and

comm tments.

THE HEARI NG OFFICER:. Got it. GCkay. So you want ten
cal endar days?

MR. TUCCI: Yes, please.

THE HEARI NG OFFI CER°  Okay. Let nme just |ook. That
date is going to be what day here? Let ne just
pul | up my cal endar.

All right. So we are at the 22nd. The
ten-day mark is going to be on May 3rd. |Is that
okay? Did | get that right, everybody.

MR. TUCCI: Yes, thank you very nuch. Appreciate that.

THE HEARI NG OFFI CER°  And then al so Attorney Monahan,
are you going to be able to get your information
in by May 3rd?

MR, MONAHAN:  Yes.
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THE HEARI NG OFFICER:. Okay. And then what I'Il do is
|'"'mgoing to give both the Applicant and the
I ntervener a week to send a reply to the
information that's submtted to OHS

So if there's anything that you wanted to
note with regard to the subm ssions, you're going
to have an opportunity to do that. So that is
going to be due on a week fromMay 3rd. So that's
goi ng to be due on May 10t h.

| s that enough tinme for everybody? | don't
want to get anybody in a jam

MR. MONAHAN: It's fine for the Intervener.

MR. TUCCI: And yes for the Applicant.

THE HEARING OFFICER Al right. So I'mgoing to go
ahead and correct nyself, too, that we are going
to |l eave the record open to May 10 -- that any
public conments that people want to send it.

One other thing, since we're |ooking at a | ot
of data | wanted to take notice of the all-payer
cl ains dat abase and the OHS in-patient discharge
dat abase.

We do run nunbers fromthat sonetines when we
have applications for PCl. [If there's anything
new that we're going to introduce, we're also

going to give counsel the opportunity to make
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comment on anything that we propose to add to the
record.

So we just want to nmake sure that we double
check the nunbers and | ook at it fromwhat we have
i n-house. Sonetines it may not be the npst
up-to-date data, but we're utilizing nore of our
data as nmuch as we can to take a | ook at what
we're receiving fromapplicants who are going to
do that as well. So I'll just go ahead and take
notice of that.

| s there any objection fromcounsel on that?
As long as | give you guys an opportunity to reply
or respond to any data that we want to submt, we
want to include into the record that we generate
I n-house at OHS.

MR. TUCCI: On behalf of the Applicant, that's
perfectly fine.

THE HEARI NG OFFI CER:  Thank you, attorney Tucci.

MR. MONAHAN: No objection fromthe Intervener.

THE HEARI NG OFFICER:  Ckay. Al right. So at this
time |'mgoing to go ahead and ask counsel for the
Applicant and for the Intervener to make cl osing
statenents. So because this is the Applicant's --
because it's their application, I'mgoing to ask

the Intervener to go first and then the Applicant
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to have the | ast set of comments.

So Attorney Monahan, if you wouldn't m nd
going first?

MR. MONAHAN: Certainly, and | appreciate that.

And you've heard a | ot today. W have al
have heard a | ot today, and read a lot. |'mjust
going to nake sone brief summary conments.

On behal f of Stanford Health, Inc, | think
what | would like to just inpress upon the Hearing
Oficer and the OHS staff is that we believe that
this, we are in a period of tinme where we have to
take stock in the fact that we are a CON state.

We have CON statutes, and we have themuntil we do
not .

| know that there is talk and there has been
testinony about different variations of the views
of quality and cost, and so on, but the principles
and gui delines of the CON statute are what we are
bound by -- and i ndeed what we submt, as you know
full well, OHS is considering, and considering
well and thoroughly as it hears all this
i nformati on.

We believe that the desire of -- especially
as we becone, and candidly, a system a state -- a

state that has nore systens than smaller conmunity
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hospitals -- we think it's inportant as was nade
clear by our CEO that the desire of a system and
even the desire of a patient to be close to hone,
or to be close to their favorite hospital does not
necessarily and does not in fact constitute one of
the core principles, which is unnet need. And we
think that we have to, in this kind of setting, go
to the core principles of our CON | aw, one of

whi ch is unnet need.

| do not think there was one person on either
side of the table here today that acknow edged
that there is a | ack of access of elective PCl.
There are a nunber of hospitals that are able to
provide that with full surgical backup and so we
beli eve that one of the cornerstones of CON is not
met in this case.

The second thing is, in the event that this
application was granted it may be sort of a
natural followup to what | just said, but it would
be a duplication of a service that is already
bei ng provided and satisfying of a need. And as
you' ve heard fromw tnesses, there is plenty of
addi ti onal capacity or access.

| believe whether one calls it access or

capacity, we may be dealing with semantics. The
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point is, can the service be provided to the
people who need it with the highest quality care
possi bl e? And there has been no evidence
submtted by the Applicant that that is not the
case. W are a systemin the state for elective
PCI where we can provide high-quality service to
all who need it.

The third thing I'd like to raise is just
clearly -- and again, as a core principle we're
al ways dealing with providing the best care
possible for all of our residents in the state of
Connecticut, and quality is an inportant issue.
Now for that reason -- and | think, you know,
focusi ng back on what Dr. Bhalla has enphasi zed,
whil e we have a nunber -- and it's becom ng the
nature of nedi cine.

| heard actually testinony fromthe Norwal k
peopl e about how the study of nedicine is
accelerating and there's new t hings happeni ng all
the tinme, which really highlights the point that
Dr. Bhalla was saying, is that we need to have
experts come to consensus to reach agreenment on a
best practice.

And again, not being a clinician, when | was

gi ven exanples as | prepared for this about how
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best practices fornmed things |ike when wonen
shoul d get mammograns every year, when peopl e
shoul d start getting col onoscopi es, what the best
practices are; the fact that we start wth best
practices, yes, they may change over tine, but in
this case the best practice is unaninously
recogni zed.

Even though there's poking at it and
exam nati on and debate, the best practice in place
is that 200 m ni mum PCl volune for the facility.
And we believe to go belowthat is to | ean toward
| ess optinmal care and worse outcones based on
t hose three expert consensus studies.

The other thing I would like to point out is
that | do believe -- and | appreciate there wll
be late files in this. | do believe that there is
a distinction between enpirical scientific study
that projects nunbers that are real, especially
nunbers that are real in connection with a
decl i ni ng market, whether we | ook |ocally,
statewi de, or nationally in the elective PC
wor | d.

And what | believe has happened in this
application -- and this is, again no disrespect to

anyone involved, but there is no evidence that the
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mechanismto conme up with these projections that
were wel |l bel ow the 200 benchmark, and now
suddenly many nore above -- it has no enpirical
basis that we have seen.

And we do not think an off-the-cuff
estimation is the way to sonehow get past this
critical quality requirenment.

So in closing, what 1'd Iike to just suggest
and say is, nunber one, we appreciate the fact
that we have had the opportunity to present a very
full hearing. W appreciate the fact that the
Ofice of Health Strategy has heard testinony, and
"Il daresay heard counsel who have | think both
vigorously tried to represent their clients and
al l ow as nmuch information in as possi bl e.

| would as a last point state that in being
consistent with the Ofice of Health Strategy
charge under the CON | aws we feel strongly that
that statew de healthcare and facility plan has
nmeani ng.

It has precedent. It has been used and
relied on, and while others -- and | believe
Dr. Murphy did, in fact, point out that there may
be task forces | ooking at things, and of course

that's natural. There is a study and a facilities
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plan that took a long tinme to put in place. It is
still consistent wth the consensus expert report
that is in place, and we believe it should be
honor ed.

So for those reasons | thank you for the
opportunity to present to you this closing renark,
and | appreciate the fact that you all owed our
W tnesses to testify as fully as you did.

THE HEARI NG OFFI CER:  Thanks Attorney Monahan.

Att orney Tucci?

MR. TUCCI: Thank you, Hearing officer Mtchell.

It's been a long day, and | want to say this.
On behal f of Norwal k Hospital as the Applicant, we
appreciate the extraordi nary patience of you as
the Hearing O ficer and of OH staff in allowng a
full area of this hearing.

The second thing | want to say is, we're
going to keep our remarks in closing very brief,
especially in light of the fact that we' ve been
here so long. And | think the last thing that you
need to hear is nore | awer argunent from nme about
statutes and magi ¢ nunbers, and all this other
stuff.

So I'mgoing to cede a very brief anmount of

time to Dr. Warshof sky who's going to actually
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tell you about what's really going on on the
ground in nedical science, which | think is really
the nost inportant thing for OHS to consider in
this application.
THE W TNESS (Warshofsky): | want to thank everybody

for their tine. | certainly appreciate it.

| want to first say, just if it hel ps, based
on 2020 it looks like a little less than a tenth
of patients that had PCl at Stanford Hospital cane
fromNorwal k, fromthe city of Norwal k. So
hopeful |y that hel ps.

| really want to bring this back to the
patients. W've talked a |ot about data. W' ve
tal ked a | ot about |laws and CONs, and all that,
but I do want to bring this back to the patients.
And we know that providing PCl w thout cardiac
surgi cal backup, which is really an anti quated
termeven at this point, is safe.

W know it's safe and we can qui bbl e about
190 versus 210, but | do feel that we have the
expertise in our systemto provide this care,
particularly with a partnership with the d evel and
Clinic safely and efficiently, and with high val ue
for patients.

| think that when we, you know, | woul d not
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trivial -- trivialize the transfer of patients and
what it neans to patients and their famlies. You
know, we say, okay. It's only, you know, 10 mles
away to this institution, or -- or 20 mles away
to that institution. Mny of our patients'
famlies take public transportation.

To think that they can just all of the sudden

hop over to another hospital to be with their

famly nmenber is, | think, you know, not really
seei ng what's happening on -- on the ground, and
in terns of those who are -- who are caring for

patients on the front |line and what they're
seei ng.

And | think when we think about what we've
been t hrough over the past year with COVI D and
| ooking into going into potentially another season
with variants and -- and vacci nes not being as
effective maybe as we'd like themto be, the
t hought of transferring patients between
institutions is frightening.

At worst -- | mean, at best, you know,
transferring a patient is inconvenient. At worst,
it can lead to nedical errors, and certainly
redundancy of care and increased costs.

| think that our STEM patients, whether it's
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65 or 80 per year, whatever that nmay be, you know,
t hese are patients who have cone to know Norwal k
Hospital, not because of any marketing canpai gn or
anything like that. They've cone to Norwal k

Hospi tal because they have really presented with
life threatening -- a life threatening episode, a
heart attack that needs energent care, and we
provide that care for them

The thought that we could not care for
patients who conme in with unstable coronary
syndrones that do in fact need urgent care, it
just doesn't nmke really any sense at all at this
point. And | think that those patients are com ng
here wwth a STEM who know that this is the
cl osest place for them who know that this is
their community hospital; really speak vol unes and
really say to us that there is a need in our
communi ty.

And whether it's a 4-to-1, 6-to-1, 20-to-1
ratio, that our volunes for PCl are going to be
nore than adequate to neet the standard. So
again, | -- I want to bring this focus back to the
patients, back to our community because | really
do think that those patients deserve to have this

program at their hospital, at Norwal k Hospital.
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So thank you.

THE HEARI NG OFFI CER:  Thank you. So just in closing,

just want to thank both the Applicant and the
I ntervener for presenting all of the testinony
today, and | also want to thank OHS staff.

We're going to | eave the record open for the

receipt of the late files and the replies, and

al so any public comment. | hope that everybody
has a great day and we wll be in touch shortly.
Thank you.

(End: 6:04 p.m)
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STATE OF CONNECTI CUT
(Hartford County)

|, ROBERT G DI XON, a Certified Verbati m Reporter,
and Notary Public for the State of Connecticut, do
hereby certify that | transcribed the above 291 pages
of the STATE OF CONNECTI CUT OFFI CE OF HEALTH STRATEGY
PUBLI C/ ADM NI STRATI VE HEARI NG in Re: NORWALK HOSPI TAL
ASSOCI ATI ON CERTI FI CATE OF NEED, APPLI CATION TO
ESTABLI SH ELECTI VE PERCUTANEQUS CORONARY | NTERVENTI ON
SERVI CES, "PCl," AT NORWALK HOSPI TAL, on April 22,
2021, via tel econference.

| further certify that the within testinony was
taken by ne stenographically and reduced to typewitten
formunder ny direction by neans of conputer assisted
transcription; and | further certify that said
deposition is a true record of the testinony given in
t hese proceedi ngs.

| further certify that I am neither counsel for,
related to, nor enployed by any of the parties to the
action in which this proceeding was taken; and furt her,
that | amnot a relative or enployee of any attorney or
counsel enployed by the parties hereto, nor financially
or otherwise interested in the outcone of the action.

W TNESS ny hand and seal the 27th day of April,
2021.

:
'
1 L ——

/ ™

[

Robert G Dixon, CVR-M No. 857
My Conmm ssi on Expires:
6/ 30/ 2020
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 07            TTucci@rc.com
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 23  

 24  

 25  
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 01                      (Begin:  10:01 a.m.)

 02  

 03  THE HEARING OFFICER:  Good morning, everyone.  This

 04       public hearing before the Health Systems Planning

 05       Unit identified by the Docket Number 20-32390-CON

 06       is being held on April 22, 2021, regarding the

 07       Norwalk Hospital Association certificate of need

 08       application to establish elective percutaneous

 09       coronary intervention services, or PCI, at Norwalk

 10       Hospital.

 11            On March 14, 2020, Governor Ned Lamont issued

 12       Executive Order 7B, which in relevant part

 13       suspended in-person open meeting requirements to

 14       ensure the continuity of operations while

 15       maintaining the necessary social distance.

 16       To avoid the spread the COVID-19 the Office of

 17       Health Strategy is holding this hearing remotely.

 18            We ask that all members of the public mute

 19       the device that they are using to access the

 20       hearing, and silence any additional devices that

 21       are around them.  This public hearing is being

 22       held persaunt to Connecticut General Statutes

 23       19a-639a, and will be conducted in accordance with

 24       the provisions of Chapter 54 of the Connecticut

 25       General Statutes.
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 01            My name again is Michaela Mitchell.  Victoria

 02       Veltri, the Executive Director of the Office of

 03       Health Strategy has designated me to preside as

 04       the Hearing Officer over these proceedings today.

 05            In addition to myself, my colleagues Brian

 06       Carney and Jessica Rival are here to assist me in

 07       gathering facts related to this application.  Also

 08       on the line is our consumer information

 09       representative Leslie Greer, who will assist in

 10       gathering names for public comment.

 11            The certificate of need process is a

 12       regulatory process, and as such the highest level

 13       of respect will be accorded to all of the parties

 14       and members of the public, and our staff --

 15  

 16                        [Interruption.]

 17  

 18  THE HEARING OFFICER:  Hold on one moment.

 19            I want to make one announcement about muting

 20       yourselves.  Please make sure that you're muted.

 21            Our priority is the integrity and

 22       transparency of this process.  Accordingly, we're

 23       going to request that decorum be maintained by all

 24       present during these proceedings.

 25            The hearing is being recorded and will be
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 01       transcribed by BCT Reporting, LLC.  All

 02       documents related to this hearing that have been

 03       or will submitted to the Office of Health Strategy

 04       and will be available for review through our CON

 05       portal, which is accessible on the Office of

 06       Health Strategy CON Webpage.

 07            In making its decision, the Health Systems

 08       Planning Unit, or HSP will consider and make

 09       written findings concerning the principles and

 10       guidelines set forth in Section 19a-639 of the

 11       Connecticut General Statutes.

 12            The Norwalk Hospital Association is a party

 13       in this proceeding; and Stamford Health,

 14       Incorporated, has been designated as an intervener

 15       with full rights in this proceeding.

 16            At this time I'm going to ask Mr. Carney to

 17       read into the record those documents already

 18       appearing and HSP's table of record in the case.

 19  MR. CARNEY:  Good morning.  Brian Carney for the Office

 20       of Health Strategy Health Systems Planning Unit.

 21            At this time I'd would like to enter into the

 22       table of record Exhibits A through S.

 23  THE HEARING OFFICER:  All right.  I just want to make a

 24       quick note that we did receive a few additional

 25       submissions which were Exhibit T.  It was Attorney
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 01       Monahan's appearance.  And then also we added

 02       Exhibit U a few moments ago, and that was the

 03       public comment.

 04            I'm going to ask attorneys for the Applicant

 05       if there's any objection to the inclusion of these

 06       exhibits into the record?

 07  MR. TUCCI:  Good morning, Hearing Officer Mitchell.

 08       This is Ted Tucci.  And on behalf of the Applicant

 09       we have no objection to the supplemental exhibits.

 10  THE HEARING OFFICER:  Okay.  I'm going to turn to the

 11       Intervenor's counsel for any objections?

 12  MR. MONAHAN:  Intervenor's counsel has no objection to

 13       the supplemental exhibits.

 14  THE HEARING OFFICER:  All right.  Thank you, Attorney

 15       Monahan.  All right.  Thank you, Brian.  I

 16       appreciate that.

 17            So we are going to proceed in the order

 18       established in the agenda for today's hearing.  As

 19       always, the Office of Health Strategy reserves the

 20       right to allow public officials and members of the

 21       public to testify outside of the order of the

 22       agenda as needed.

 23            I'm going to advise the Applicants that we

 24       may ask questions related to your application that

 25       you might feel that you've already addressed, and
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 01       we do this for the purpose of ensuring that the

 02       public has knowledge about your proposal, and also

 03       for the purpose of clarification if we have

 04       questions about something that we read.  I want to

 05       reassure you that we read your application

 06       complete in its responses and your prefiled

 07       testimony.

 08            As this hearing is being held virtually we're

 09       going to ask that all participants to the extent

 10       possible and able to use the video cameras when

 11       testifying or commenting during the proceedings.

 12       Anyone who is not testifying or commenting will

 13       mute their electronic devices, including any

 14       telephones, televisions, and other devices not

 15       being used to access the hearing.

 16            We're going to monitor participants during

 17       the hearing.  To the extent possible we just ask

 18       that counsel for the parties, counsel for the

 19       Applicant and counsel for the Intervener raise

 20       hands to make an objection.

 21            I'll address you.  If I don't, it's okay to

 22       unmute yourself and address me directly.

 23            All participants, again make sure that you

 24       mute your devices and disable your cameras.  When

 25       we go off record or take a break we are not going
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 01       to stop the recording.  The fear of stopping the

 02       recording creates, you know, concern that we may

 03       not turn it back on properly when people are

 04       testifying.  So we're going to record everything.

 05       So just make sure that you mute your device or

 06       disable your camera when we go on break, off the

 07       record.

 08            As we did before we started the hearing, I'm

 09       going to provide a warning to everyone that we're

 10       going to go back on the record so that everybody

 11       can get back in their places and turn their

 12       cameras on as appropriate.

 13            Public comment is going to go again in the

 14       order established by OHS.  I'll call each

 15       individual by name when it's his or her turn to

 16       speak.  At this time I'm going to ask all of the

 17       individuals who are going to testify on behalf of

 18       the Applicant and the Intervener to raise their

 19       right hand so that I can swear you in.

 20  

 21  

 22  

 23  

 24  

 25  
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 01  J O H N    M U R P H Y,

 02  A R S H A D    Y E K T A,

 03  D A V I D    L O M N I T Z,

 04  K A T H L E E N    S I L A R D,

 05  R O H I T    B H A L L A,

 06  J O N A T H A N    B A I L E Y,

 07  S C O T T    M A R T I N,

 08  M A R K    W A R S H O F S K Y,

 09       called as a witnesses, being first duly sworn by

 10       Hearing Officer, were examined and testified under

 11       oath as follows:

 12  

 13  THE HEARING OFFICER:  Thank you.

 14  MR. MONAHAN:  Attorney Michaela Mitchell?

 15  THE HEARING OFFICER:  Yes.

 16  MR. MONAHAN:  I don't know -- am I too far away for you

 17       to see my hand if it -- it's raised given what you

 18       said?

 19  THE HEARING OFFICER:  No.

 20  MR. MONAHAN:  And I did have -- I didn't want to

 21       interrupt your instructions and prehearing

 22       statements, but I did have a question about

 23       administrative notice of docket numbers, if I may

 24       raise them?

 25  THE HEARING OFFICER:  Okay.
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 01  MR. MONAHAN:  May I do that before the hearing and

 02       testimony begins?

 03  THE HEARING OFFICER:  Absolutely.  Go ahead.

 04  MR. MONAHAN:  The Intervener respectfully requests that

 05       the Docket Numbers of CON which were two Norwalk

 06       Hospital decisions 12-31793-CON; the final

 07       decision of that docket number be admitted into

 08       the record for administrative notice as it is a

 09       public document on the precisely same issue

 10       involving the same applicant.

 11            Similarly, the second one is the Norwalk

 12       Hospital application of 04-30286-CON for the same

 13       reasons, both of which have been referenced or

 14       alluded to, even though without the docket number

 15       in testimony of the Applicants and in the

 16       submissions in the -- before the prefiled

 17       testimony.

 18            And then finally, because the objection to

 19       our request as a petitioner was grounded in part

 20       on a very specific reference to our reiterating

 21       arguments in a prior proceeding just last year and

 22       not too long ago, I believe it is appropriate that

 23       that reference be properly identified in the

 24       record as the Greenwich Yale New Haven application

 25       Docket Number 20-032342-CON.
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 01            And those are the three docket numbers that

 02       are on the public docket of this agency that I

 03       request administrative notice be taken.

 04  THE HEARING OFFICER:  All right.  So Attorney Tucci, do

 05       you have any response to this request?

 06  MR. TUCCI:  Thank you, Hearing Officer Mitchell.  This

 07       is Ted Tucci, one of the counsel for the

 08       Applicant.

 09            And we have no objection to OHS taking

 10       administrative notice of prior dockets.  I would

 11       just note for the record we want to make sure that

 12       with respect to the docket number concerning the

 13       Greenwich Hospital application, Docket Number

 14       20-32342-CON, that the Stamford Hospital appeared

 15       as an intervener in that proceeding.

 16            So we would just want to make sure that all

 17       of the materials including late files and any

 18       other materials that were submitted by the

 19       Intervener in that process were part of the

 20       administrative notice of that record.

 21  THE HEARING OFFICER:  Any objection, Attorney Monahan?

 22  MR. MONAHAN:  Absolutely no objection.

 23  THE HEARING OFFICER:  All right.  So we're going to go

 24       ahead and take administrative notice of those

 25       three dockets.
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 01            Anything else, Attorney Monahan?

 02  MR. MONAHAN:  No, not at this time.  Thank you.

 03  THE HEARING OFFICER:  You're welcome.

 04            Anything else, Attorney Tucci?

 05  MR. TUCCI:  No, thank you, Hearing Officer.

 06  THE HEARING OFFICER:  Okay.  So the last thing I'm

 07       going to mention is just a reminder to everyone

 08       when giving your testimony make sure that you

 09       state your full name and adopt any written

 10       testimony that you have submitted on the record

 11       prior to testifying.

 12            At this time I'm going to allow the

 13       Applicants to proceed with their testimony.

 14            Before you begin one other thing is if you

 15       use any acronyms make sure you define what they

 16       are before you use them just for the benefit of

 17       the public, and also clarity of the record.

 18            And I'll turn it over to you, Attorney Tucci.

 19  MR. TUCCI:  Thank you, Hearing Officer Mitchell.  And

 20       good morning to you and good morning to members of

 21       the OHS staff.

 22            My name is Ted Tucci, and along with Lisa

 23       Boyle and Connor Duffy, we represent the Applicant

 24       in the CON proceeding that brings us here this

 25       morning on behalf of Norwalk Hospital Association.
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 01            We're prepared now to present the direct

 02       testimony of the Applicant's witnesses.  We're

 03       going to begin with the testimony of Dr. John

 04       Murphy, and then we'll proceed through our

 05       witnesses in order.

 06  THE HEARING OFFICER:  Thank you.  I'm ready for you,

 07       Dr. Murphy.

 08  THE WITNESS (Murphy):  Good morning, Hearing Officer

 09       Mitchell.  My name is John Murphy.  I'm the

 10       President and CEO of the Nuvance Health.  It's

 11       nice to see you again.  I'm also a practicing

 12       physician and neurologist, and I hereby adopt my

 13       prefiled testimony.

 14            There are a few points I'd like to make in

 15       the few minutes that I have.  The first of which

 16       is elective PCI, or percutaneous coronary

 17       intervention.  At Norwalk Hospital it's an

 18       important part of our vision for healthcare

 19       delivery within Nuvance Health.  Our goal is and

 20       has always been to deliver high-quality care that

 21       is accessible, affordable, patient centered and

 22       delivered as close to home and family as possible.

 23            We currently offer a broad range of

 24       cardiovascular services within Nuvance Health.  It

 25       was actually the first Institute that we created,
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 01       as it represents the leading cause of death in

 02       America.  Elective PCI at Norwalk Hospital in our

 03       view is a missing link in -- in our service

 04       delivery to patients in this community and our

 05       ability to provide them with life-saving care and

 06       to keep their hearts healthy.

 07            The existing regulatory system prevents

 08       patients with cardiovascular disease to access

 09       this life-saving care at their local hospital,

 10       their hospital of choice, yet there's no

 11       corresponding advantage in terms of cost or

 12       quality, and we do believe that that regulatory

 13       system needs to understand and modify its position

 14       as a result.

 15            We are firmly committed to play a role in

 16       controlling the escalating healthcare costs that

 17       confront the State -- and the nation, for that

 18       matter.  Fee-for-service medicine is giving way to

 19       value-based care and we are willing to be held

 20       accountable for the quality and the cost of that

 21       care.

 22            We want to be part of this solution.  We

 23       salute the State for its position really in

 24       leading health systems and hospitals towards the

 25       adoption of alternative payment models, and your
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 01       office really has led the way.

 02            As part of our agreed settlement, as a matter

 03       of fact, we committed to increase the number of

 04       patients receiving care under alternative payments

 05       models and risk-based contracts of one kind or

 06       another, and we have been diligent in our pursuit

 07       of that settlement and those times.

 08            We already provide primary PCI, as you know,

 09       at Norwalk Hospital.  We have the team, the

 10       facilities, the equipment and the experience.  I

 11       think it's important to remember that in the

 12       decade that I was born medical knowledge was said

 13       to double every 50 years or so.  In the decade I

 14       was in medical school in the eighties that

 15       changed, and medical knowledge doubled every seven

 16       years.

 17            In the decade in which we live today it is

 18       said that medical knowledge doubles every 73 days.

 19       We believe that the regulatory framework needs to

 20       embrace that reality and evolve as such.

 21            Here at Norwalk Hospital we are ready,

 22       willing and able to perform elective PCI.  I thank

 23       you sincerely for your consideration of this

 24       application and I respectfully ask that your

 25       office approve it.
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 01            Thank you.

 02  THE HEARING OFFICER:  Thank you, Dr. Murphy.

 03  MR. TUCCI:  Thank you, Dr. Murphy.

 04            This is Ted Tucci, counsel for Norwalk

 05       Hospital.  And the next witness who will be

 06       presenting direct testimony is Dr. Mark

 07       Warshofsky.

 08  THE WITNESS (Warshofsky):  Thank you, Hearing Officer

 09       Mitchell and staff of the Office of Health

 10       Strategy for the opportunity to testify in support

 11       of Norwalk Hospital's application today.

 12            My name is Dr. Mark Warshofsky.  I am -- I'm

 13       the System Chair of the Nuvance Health Heart and

 14       Vascular Institute, and a practicing

 15       interventional cardiologist.  I adopt my prefiled

 16       testimony for the record.

 17            This morning I will tell you a little bit

 18       about Nuvance Health's approach to providing

 19       cardiovascular care for our patients and to

 20       provide some background for the reasons that we

 21       would like this application approved.

 22            Nuvance Health approaches cardiovascular care

 23       in a systemwide approach.  We do this in a number

 24       of ways.  We have a systemwide collaboration with

 25       multidisciplinary experts within our system that
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 01       participate in clinical councils.  We are

 02       participating in numerous national registries

 03       which help us to compare ourselves to national

 04       standards.

 05            And Danbury Hospital has recently gone

 06       through a program assessment and affiliation with

 07       the Cleveland Clinic.  Norwalk Hospital is

 08       currently undergoing an assessment of our

 09       cardiovascular program by the Cleveland Clinic

 10       Heart and Vascular Institute, and we anticipate a

 11       formal affiliation later this year.

 12            That affiliation focuses on quality and best

 13       practice, and it -- we've already started to push

 14       out a lot of the care pathways and guidelines that

 15       we have developed with the Cleveland Clinic.

 16            The safety of performing PCI without cardiac

 17       surgical backup is not in question.  That has been

 18       proven by multiple randomized studies that are

 19       easily viewed in the -- in the literature, and

 20       that's largely due to improved interventional

 21       techniques such as coronary stents, coronary

 22       covered stents, new technologies, techniques and

 23       new medications to make PCI much, much safer for

 24       percutaneous intervention; much, much safer than

 25       it was several years ago.
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 01            The -- the current estimates of the need for

 02       coronary artery bypass surgery in the setting of a

 03       PCI are about two patients in a thousand, all the

 04       way down to a few patients in 10,000.  And I think

 05       it's important to restate the Norwalk Hospital is

 06       already performing PCI on STEMI patients.

 07            This is really the sickest cohorts of

 08       patients.  They present suddenly to the emergency

 09       room.  They're in need of emergent care, and that

 10       life-saving care is provided by our physicians at

 11       Norwalk Hospital.

 12            I also think it's important to note that

 13       while we're calling this an elective PCI

 14       application, many of our patients who fall into

 15       that category are not truly elective.  They're

 16       patients who have been admitted to the hospital

 17       who are in need of urgent procedures to prevent

 18       heart attacks or to minimize heart attacks, and

 19       that life-saving care really should be available

 20       as well at Norwalk Hospital.

 21            We have sufficient current volume to support

 22       this program.  We are currently performing PCI on

 23       approximately, for the FY '21 year, projected to

 24       be about 80 patients with STEMI presenting to

 25       Norwalk Hospital.
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 01            And if you look at programs around the state

 02       and nationally, programs that are doing PCI for

 03       patients presenting with STEMI, their ratio of

 04       elective PCI to STEMI patients is over four to

 05       one.  And I think that using those 80 STEMI

 06       patients as a surrogate for what the volume could

 07       be and probably should be at Norwalk Hospital, we

 08       would be well over the 200 cases that the

 09       literature suggests that we should have if we are

 10       to perform PCI without surgical backup.

 11            I think it's also important to note that, you

 12       know, geographic distance doesn't necessarily

 13       equate to geographic isolation, or is a sufficient

 14       measure for geographic isolation.  We all know we

 15       have bad weather that comes up.  We have storms.

 16       We have terrible traffic with accidents.  The

 17       inability of family to -- to be with their loved

 18       ones during a stressful experience -- and even

 19       pandemics, unfortunately, really I think should

 20       make us question the wisdom of transferring

 21       patients to another hospital without necessity.

 22            I think also the use of valuable EMS

 23       resources to perform those transfers when they

 24       could be doing other necessary activities is

 25       something that we really should think about.
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 01       There is a redundant -- the redundancy involved in

 02       terms of work being performed on the part of the

 03       receiving hospital, and that redundancy is not

 04       just extra work, but it also introduces the

 05       chances for medical errors and patient harm.

 06            I think that -- certainly I have no doubt

 07       that if this application is approved Norwalk

 08       Hospital will operate a high-quality elective PCI

 09       program that's going to serve the patients of

 10       Norwalk Hospital and the surrounding communities

 11       in a way that will allow for actually improved

 12       care for the patients of the community.

 13            Thank you.

 14  THE HEARING OFFICER:  Thank you, Dr. Warshofsky.

 15  MR. TUCCI:  This is Ted Tucci, counsel for Norwalk

 16       Hospital.  And the next witness who will be

 17       speaking in support of the application Dr. Arshad

 18       Yekta.

 19  THE WITNESS (Yekta):  Good morning.  And thank you,

 20       Hearing Officer Mitchell and staff of the Office

 21       of Health Strategy for the opportunity to testify

 22       in support of the Norwalk Hospital application

 23       today.

 24            My name is Dr. Arshad Yekta, and I'm an

 25       interventional cardiologist, and I'm also the
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 01       Director of the Cardiac Catheterization Laboratory

 02       here at Norwalk Hospital.  I hereby adopt my

 03       prefiled testimony for the record.

 04            In regards to our history here at Norwalk

 05       Hospital, we have been offering primary

 06       angioplasty coverage for approximately eleven

 07       years when we started our program back in July of

 08       2009.  Since then we've offered 24/7 coverage in

 09       our cardiac catheterization laboratory for the

 10       sickest of patients that come into the hospital

 11       who are on death's door.

 12            We have a very well staffed and well-stocked

 13       cardiac catheterization laboratory here.  We offer

 14       equipment that may not be available at even many

 15       other advanced institutions.  We are able to

 16       perform percutaneous intervention.  We have the

 17       latest in technology in terms of stents.  We also

 18       perform coronary imaging to ensure that we provide

 19       high quality care.

 20            We have a new cardiac catheterization

 21       laboratory which we are building out, and will be

 22       completed in May and be starting to be used at the

 23       end of May.  Additionally, we offer support

 24       devices like intra-aortic balloon pumps and

 25       Impella devices, which as well are very -- are at
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 01       the forefront of cardiology care today.

 02            In addition we have an on-call cardiologist

 03       who's on call 24/7.  We also have thoracic

 04       surgeons, and vascular surgeons are also on call

 05       24/7 to offer any support which would, if at all,

 06       would be necessary can also help in the function

 07       of the cardiac catheterization laboratory.

 08            At this time we function as a cardiac

 09       catheterization director, and the one thing that

 10       we have is we have a core group of dedicated

 11       physicians.  We have a core group of dedicated

 12       staff who have been here, and who've really shown

 13       dedication to our -- our STEMI program and to our

 14       diagnostic angiography program as well.

 15            We have a very robust education system.

 16       We -- as in many advanced tertiary care centers,

 17       they offer education and teaching.  We do the

 18       same.  We offer cath conferences monthly.  We have

 19       STEMI meetings -- or I'm sorry, meetings in

 20       regards to all our cases.  I review every single

 21       coronary intervention which we perform at the

 22       hospital -- and to make sure that we offer the

 23       highest quality of care for all of our patients.

 24            In addition to that, we -- we train our

 25       staffs on a regular basis weekly to make sure that
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 01       they understand anything that is going on at the

 02       forefront of cardiology, to make sure we are well

 03       suited to deliver any types of care that's needed

 04       to all of our patients.

 05            In terms of why I feel like, you know, at a

 06       hospital of our size, you know, we -- we all know

 07       that there -- there have been -- there, as volume

 08       does increase we have shown that there are also

 09       improved measures of outcome.  And as

 10       Dr. Warshofsky mentioned, we have a very --

 11       actually an intermediate volume of patients

 12       presenting with acute myocardial infarction.

 13            If you extrapolate that out to patients who

 14       would be presenting with non-ST elevation,

 15       myocardial infarction or elective PCI, I feel like

 16       our volume would be the middle ground.

 17            The one benefit that we have here is that we

 18       would have cardiac catheterization laboratories

 19       available.  And with that being said, we would be

 20       not be a very high-volume center, but we'd fall in

 21       that middle-of-the-road center, intermediate

 22       volume.  And I feel like that's kind of the ideal

 23       ground where we're able to provide high quality of

 24       care, personalized -- personalized care to these

 25       patients and offer a lower incidence of
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 01       complication for these patients.

 02            In terms of why we also have to understand

 03       that acute coronary syndrome is not a binary

 04       diagnosis; a continuum of diagnosis.  You have

 05       patients who present with, you know, stable

 06       angina, with unstable angina, myocardial

 07       infarctions and acute ST elevation myocardial

 08       infarctions.  But you know we understand that this

 09       is not a binary, or there's not distinct cutoffs

 10       in between these diagnoses.  So currently we're

 11       only able to provide care for patients that

 12       present with the acute ST elevation myocardial

 13       infarction.

 14            And I strongly believe that if we think in

 15       this manner we actually cause harm to many

 16       patients which present with other diagnoses.

 17            For example, it's been adopted by many the of

 18       guidelines including -- including the American

 19       College of Cardiology, the European Society of

 20       Cardiology; that early invasive strategy should be

 21       employed in patients who present with acute

 22       myocardial infarction, in particular if they have

 23       elevated risk, and they should undergo angiography

 24       within 12 to 24 hours.

 25            In addition, patients who present with high
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 01       risk acute myocardial infarction who are not STEMI

 02       may need to have angiography done within two

 03       hours.

 04            Unfortunately, these metrics are very hard to

 05       accomplish if we don't have the capacity to

 06       perform these procedures here at Norwalk Hospital.

 07       As you know, we're in a very congested area and

 08       the ability for us to transfer patients in a

 09       timely manner is hindered by many obstacles

 10       including traffic, weather, EMS services, and also

 11       the coordination it takes to actually transfer a

 12       patient can also -- also be very time consuming.

 13            In addition to the -- the fact that transfers

 14       can take some time, they also pose many

 15       hinderances.  There's an issue in terms of medical

 16       records.  Medical records oftentimes between

 17       institutions are not shared.  So oftentimes these

 18       records are printed.  Imaging is likely

 19       unavailable.  In addition, there is a change of

 20       providers.  Not only are the cardiologists

 21       different, but in addition the nursing staff is

 22       different, the hospitals are different, the health

 23       staff may be different.

 24            And this really -- what -- what this -- what

 25       this does is it causes an area for errors in -- in
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 01       medical records, medical -- medical administration

 02       errors and increased risk of infection.  So we

 03       feel like transfers should be avoided if possible.

 04            In addition, followup for these patients

 05       becomes disjointed.  Now all the sudden you've

 06       given them two cardiologists, two hospitalists.

 07       So they become a little bit confused as to how

 08       followup will also be employed.

 09            Lastly, the whole area -- era of COVID-19 has

 10       really shown us that transfers can become

 11       difficult in addition because of multiple things.

 12       First of all, during COVID we did realize -- we

 13       did see according to many studies that have been

 14       published that elective cases had to be held.

 15       Even semi-urgent cases were being delayed.

 16            In addition to that, the availability of cath

 17       labs and cath lab staffs became limited.  So even

 18       if the transfer was available -- a transfer was

 19       necessary, it may not be available to the patient.

 20            So in conclusion, I strongly believe that if

 21       elective PCI were to be able to be performed at

 22       Norwalk Hospital I think it will improve quality

 23       of care, decrease length of stay for the patients.

 24       It will decrease the cost for these patients,

 25       but most importantly, it will increase patient
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 01       satisfaction, and we will do this without

 02       increasing the risk of cardiac events.

 03            And the other issue is -- is that I feel like

 04       in the area we are, we'll be able to deliver care

 05       to patients who may not be able to achieve it

 06       otherwise.  Thank you.

 07  THE HEARING OFFICER:  Thank you, Dr. Yekta.

 08  MR. TUCCI:  Hearing Officer Mitchell, this is Ted

 09       Tucci, counsel for the Applicant.  And the final

 10       witness who will be presenting testimony on behalf

 11       of the Norwalk Hospital Association is Dr. David

 12       Lomnitz.

 13  THE WITNESS (Lomnitz):  Thank you, Hearing Officer

 14       Mitchell and staff of the Office of Health

 15       Strategy for the opportunity to testify in support

 16       of Norwalk Hospital's application today.

 17            My name is Dr. David Lomnitz.  I am Chief of

 18       the Section of Cardiology at Norwalk Hospital, and

 19       a practicing cardiologist.  I adopt my prefiled

 20       testimony for the record.

 21            I'd like to use my time at this hearing today

 22       to highlight two important issues that are in my

 23       prefiled testimony.  The first issue of great

 24       concern is the underutilization of the appropriate

 25       use of PCI.  We know that this is a significant
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 01       problem.  We know it exists throughout medicine,

 02       that things that have been proven to be beneficial

 03       aren't always done.

 04            Data from the New England Journal of Medicine

 05       shows that up to 30 percent of people who are

 06       clearly appropriate for PCI do not get PCI.  We

 07       also know that the outcome for those patients is

 08       worse than those that receive PCI.  In summary for

 09       that -- is that patients do worse.  They have

 10       higher mortality and higher morbidity.

 11            What is also known and also very concerning

 12       is that patients who are at highest risk for

 13       underutilization of appropriate use of PCI are

 14       racial minorities.  This is an issue that plagues

 15       us in medicine, not just in cardiology, but in

 16       other areas as well, and is certainly highlighted

 17       by the COVID-19 crisis.

 18            So why does this happen?  We don't really

 19       know for sure, but we do know when it comes to PCI

 20       there is a clear association with the

 21       underutilization of PCI when appropriate with

 22       patients coming to hospitals that do not have the

 23       elective PCI capability, and don't have full

 24       invasive cardiac service available.

 25            We know this to be true, not only in the
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 01       United States which has been repeated in multiple

 02       studies, but is known internationally to be the

 03       case.  Patients who don't go to hospitals with

 04       full capacities tend to be the ones at risk.  So

 05       what does this mean?  Can this be addressed?

 06            Interestingly, there was a study in New York

 07       City that was able to show the same finding, that

 08       these patients going to the hospitals without

 09       these services available were not receiving the

 10       care at a much higher rate.

 11            If proximity to a hospital that has those

 12       capacities for invasive interventions were the

 13       solution, certainly New York City with its high

 14       density of hospitals that -- with and without

 15       would certainly be the first and most capable of

 16       tackling this issue, yet they aren't.

 17            The authors of that study which is in my

 18       prefiled testimony and is published in the Annals

 19       of Internal Medicine, the authors suggest that the

 20       factors are much more complex.  I think we have to

 21       be humble as physicians to recognize what we know

 22       and what we don't know, and these authors suggest

 23       that there may be factors social, economic,

 24       language barriers and other factors that play an

 25       important role.
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 01            So what is the solution?  What can we do to

 02       minimize this impact?  I think that from the data

 03       it's clear that if we can increase access to

 04       high-quality care, that patients will be less

 05       likely to be underserved and underutilized in

 06       these appropriate procedures.  I think Norwalk

 07       Hospital is in an ideal position to do it.

 08            I don't want to repeat Dr. Warshofsky and

 09       Dr. Yekta's testimony.  I think they did it very

 10       well, that the hospital and the network is highly

 11       committed to providing a high-quality program and

 12       to follow the highest standards.

 13            I think certainly the high rates of primary

 14       angioplasty speaks to a very high burden of

 15       disease in our area, and certainly raises the

 16       question of underutilization in our community.

 17            I'm also very proud of Norwalk Hospital, a

 18       place that I've worked for the last 20 years, is

 19       extremely committed to the best care for all of

 20       its patients in its community, and all patients

 21       who arrive here, but specifically very committed

 22       to providing care to underserved communities,

 23       particularly racial minorities and the uninsured.

 24            We have a very tight association and work

 25       closely with Americares, which is a clinic that
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 01       provides care for the uninsured, Norwalk Community

 02       Health Clinic that also provides health care for

 03       uninsured; and in our estimates which are in the

 04       OHS table six, projections that at least

 05       20 percent of those receiving elective PCI will be

 06       patients who are either on Medicaid or uninsured.

 07            I think that the commitment of Norwalk

 08       Hospital will certainly help, not only Norwalk

 09       Hospital and Nuvance's commitment to try and

 10       improve care, reduce the issues of racial

 11       disparity -- but I think it's a commitment that

 12       all physicians in the United States are acutely

 13       aware of and trying to make a positive impact.

 14            There's another issue that I want to

 15       highlight from my prefiled testimony.  That is

 16       what, you know, we deem sort of the fractioning of

 17       care, or dual pathways.  I've been practicing at

 18       Norwalk Hospital for the last 20 years.  I think

 19       Dr. Warshofsky spoke very well with regard to the

 20       problems that occur acutely when you transfer a

 21       patient from one health system to another, and so

 22       are the pitfalls that -- that can occur.

 23            I want to talk about some of the things that

 24       can occur that aren't necessarily clearly obvious

 25       initially, but over time become clear, or
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 01       unintended consequences of these actions.  What we

 02       see is that patients are not uncommonly -- who

 03       live in our area are seeking cardiac care in other

 04       health systems.  This could be because when they

 05       arrive at Norwalk Hospital they spend a brief

 06       amount of time here, then were transferred out.

 07       They ended up staying with physicians at those

 08       health systems.

 09            Now you've created a dual pathway where that

 10       patient is now having health care delivered in

 11       more than one setting where the communication,

 12       either by EHR or by other methods is not ideal by

 13       any standards.

 14            Oftentimes those patients will arrive at

 15       Norwalk Hospital, and we -- while we try our best

 16       and do our due diligence to try to get those

 17       records, this is often a challenge even during

 18       work hours, but certainly on off hours.

 19            I think those patients have higher rates of

 20       having tests repeated unnecessarily because of

 21       this issue.  They're more likely to be admitted to

 22       the hospital because for -- for being

 23       conservative.  They want to ensure that nothing

 24       falls through the cracks, when if all that

 25       information were available that might have been an
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 01       unnecessary mission to the hospital.

 02            The other issue I think is that patients that

 03       do follow with us -- and there are many -- are

 04       confused, and I think this is understandable.  If

 05       a patient came to Norwalk Hospital and all of the

 06       sudden was put in an ambulance and sent to another

 07       hospital for their cardiac care, they come to

 08       us -- and they come to me in particular, and

 09       they'll say, if I have a problem where should I

 10       go?  Should I go to Norwalk, or should I go

 11       somewhere else directly?  Should I bypass that

 12       step?

 13            This is very worrisome for us.  We know that

 14       cardiac conditions can be something that can

 15       deteriorate within seconds to minutes.  We want

 16       those patients to seek care locally.  If not,

 17       important time can be wasted and bad outcomes can

 18       follow.

 19            Patients understandably may not follow that,

 20       and they -- and they are confused and they're --

 21       and they may end up at hospitals and the delay may

 22       cost them, not only mortality, but morbidity.

 23            In addition, we all know that not every --

 24       every chest pain patient will have a cardiac

 25       condition.  They may end up at other hospitals
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 01       not -- without their primary care doctors, without

 02       the flow of information for the -- for conditions

 03       that may be noncardiac such as a gallbladder

 04       problem or pneumonia, et cetera.

 05            I think this, this displacement is exactly

 06       what we don't want to happen due to the

 07       inefficiencies, the lack of communication and

 08       ultimately poor, poor care that's more costly.

 09            Thank you for your time.

 10  THE HEARING OFFICER:  Thank you, Dr. Lomnitz.

 11            Attorney Tucci, does that conclude your

 12       presentation on behalf of the Applicant?  Or is

 13       there anything that you wanted to add?

 14  MR. TUCCI:  Good morning, Hearing Officer Mitchell.

 15       Ted Tucci.

 16            That concludes the presentation of the direct

 17       testimony on behalf of Norwalk Hospital.  I did

 18       want to alert you, Hearing Officer Mitchell, that

 19       at some point in the proceedings we've been

 20       informed that State Representative Perone may be

 21       available for public comment.

 22            Our best information is that currently the

 23       State Representative is engaged in a legislative

 24       meeting, but if and when Representative Perone

 25       becomes available we will just notify you of that
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 01       fact.  If that's acceptable?

 02  THE HEARING OFFICER:  Absolutely.  Thank you.

 03            All right.  I'm going to turn it over to you

 04       Attorney Monahan.

 05  MR. MONAHAN:  Thank you, Hearing Officer Mitchell.  The

 06       Intervener would like to present witnesses, and

 07       the first witness is Kathleen Silard, President

 08       and CEO of Stamford Health, Inc.

 09  THE WITNESS (Silard):  Good morning, Hearing Officer

 10       Mitchell and members of the Health System Planning

 11       Unit and Office of Health care Strategy staff.  My

 12       name is Kathleen Silard.  I'm the President and

 13       CEO here at Stamford Health, and I hereby adopt my

 14       prefiled testimony.

 15            As you know, Stamford Health is an

 16       independent not-for-profit healthcare system and

 17       I'm very proud of the 3600 employees who devote

 18       their work to the commitment of patient-centered

 19       care and have enabled us to become a best in class

 20       provider of health services to our entire

 21       community regardless of their ability to pay.

 22            At Stamford Health we really live our

 23       commitment to addressing healthcare disparities

 24       and provide a community benefit through

 25       participation in and financial support for
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 01       community-based initiatives and collaborations.

 02            In fact, even though we're only the

 03       fifth-largest healthcare organization in the

 04       state, we're the second largest provider of

 05       uncompensated care to the most vulnerable in our

 06       community.

 07            While I have a great deal of respect for my

 08       professional colleagues at Norwalk Hospital and

 09       Nuvance Health, Stamford Health strongly opposes

 10       the systems application as it simply fails to meet

 11       the guidelines and principles that have been

 12       established by our General Assembly in our

 13       certificate of need law.

 14            Moreover, upon reading the prefiled testimony

 15       submitted by the Applicant -- Applicant, I

 16       realized that I was effectively reading a request

 17       by Nuvance Health System that this agency remove,

 18       as Dr. Murphy stated in his prefiled testimony,

 19       the regulatory barrier imposed by the CON law.

 20            I feel compelled to remind everyone that

 21       Connecticut is a CON state until the General

 22       Assembly decides that it is not, and the

 23       legislative policy of demonstrating an unmet need

 24       is and has been a core principle of the CON law

 25       from its very inception.
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 01            In addition to unmet need the CON law seeks

 02       to avoid duplication of services and unnecessary

 03       increases in healthcare costs while at the same

 04       time supporting the promulgation of high-quality

 05       care.

 06            I respectfully urge that OHS see this

 07       application for what it plainly is, a request by

 08       the petitioner to have OHS aid in its expansion of

 09       a system, as opposed to an application that must

 10       comport with controlling CON law in order to be

 11       granted.

 12            If this agency abides by the principles that

 13       are set forth in statute it should be clear that

 14       there is no demonstration of unmet need.  There is

 15       no shortage of access to elective PCI programs in

 16       this geographic region and the region at issue.

 17       And there is no valid reason under CON law to

 18       grant permission for duplicative services which

 19       will only aid in the dilution of quality and the

 20       increase of costs associated with elective PCI

 21       programs in our region.

 22            Thank you, and I'm happy to answer any of

 23       your questions.

 24  THE HEARING OFFICER:  Thank you, Ms. Silard.

 25  MR. MONAHAN:  If I may?  Hearing Officer Mitchell, we
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 01       do have a second witness we have prepared.  And

 02       that is Dr. Rohit Bhalla.

 03            Okay.  And Dr. Bhalla, will you adopt your

 04       prefiled testimony, and then proceed?  Thank you.

 05  THE WITNESS (Bhalla):  Good morning, Hearing Officer

 06       Mitchell and the members of the Health System

 07       Planning Unit staff.  My name is Rohit Bhalla, and

 08       I'm Senior Vice President of Clinical Affairs and

 09       Quality at Stamford Health.  I hereby adopt my

 10       prefiled testimony for the record.

 11            I am testifying today on behalf of Stamford

 12       Health in strong opposition to the application

 13       submitted by Norwalk Hospital Association, this

 14       authorization to establish elective percutaneous

 15       coronary intervention service for the hospital.

 16            My comments focus on the crucial role of

 17       evidence-based guidelines in improving the quality

 18       and safety of healthcare.  The standard of using

 19       reviews of research and scientific evidence to

 20       identify which practices lead to optimal patient

 21       outcomes while reducing excess utilization dates

 22       to 1970, when the Institute of Medicine now known

 23       as the National Academy of Medicine founded.

 24            Best practices are reviewed by experts in

 25       professional medical societies who incorporate
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 01       these findings into clinical practice guidelines.

 02       We know from a litany of quality improvement

 03       efforts that adherence to clinical practice

 04       guidelines improves health outcomes, reduces

 05       patient harm and reins in inappropriate healthcare

 06       utilization.

 07            The 2014 guidelines and annual volume

 08       standards on PCI pertinent to today's hearings

 09       represent the consensus of not one, not two, but

 10       three professional societies; the Society of

 11       Cardiovascular Angiography Intervention, the

 12       American College of Cardiology and the American

 13       Heart Association.

 14            Increasingly policymakers, regulatory

 15       agencies and payers are calling for tight

 16       adherence guidelines to maintain compliance and to

 17       receive payment for services.  The Centers for

 18       Medicare and Medicaid Services, or CMS

 19       incorporates clinical practice guidelines

 20       recommendations in its provider conditions of

 21       participation and coverage.

 22            For example, 42 CFR 42.8 CMS establishes

 23       evidence-based volume standards for organ

 24       transplantation services.  It requires hospitals

 25       to perform an average annual minimum of ten
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 01       transplants as a condition of Medicare

 02       participation.

 03            In its national coverage decision on

 04       transcatheter aortic valve replacement, CMS

 05       established the requirement that existing centers

 06       for transcatheter aortic valve replacement

 07       programs maintain an average annual volume of 300

 08       PCI cases and 20 TAVR procedures.

 09            The federal government also utilizes clinical

 10       practice guideline recommendations and

 11       evidence-based facility volume standards in its

 12       decisions on what services it will cover.  For

 13       instance, the Affordable Care Act mandates

 14       coverage with no cost sharing for evidence-based

 15       preventive screenings, such as screening

 16       mammography and screening colonoscopy -- because

 17       these have demonstrated a connection between early

 18       detection and better patient outcomes.

 19            Professional and certifying organizations

 20       such as the American Board of Internal Medicine

 21       Foundation initiated the Choosing Wisely campaign.

 22       This program promotes adherence to best practices

 23       to reduce inappropriate utilization of procedures

 24       and tests with limited patient benefit.

 25            More than 80 specialty provider organizations
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 01       including the Society for Cardiovascular

 02       Angiography Interventions and the American College

 03       of Cardiology --

 04  THE REPORTER:  I'm just having a little difficulty

 05       hearing you.  This is the stenographer.  If you

 06       could speak up please?  I'm just hearing a little

 07       background noise.  Apologies for the interruption.

 08  THE WITNESS (Bhalla):  No problem.

 09  THE HEARING OFFICER:  That's okay.  I think it's the

 10       papers.  It might be on -- I don't know if you

 11       have a microphone, but I do hear the papers

 12       moving.

 13  THE WITNESS (Bhalla):  Okay.  I'm not shuffling

 14       anything, but perhaps this -- I -- I will --

 15       repeat what I just said, and please let me know if

 16       you want me to go through prior comments.

 17            Professional and certifying organizations

 18       such as the American Board of Internal Medicine

 19       Foundation initiated the Choosing Wisely campaign.

 20       This program promotes adherence to best practices

 21       to reduce inappropriate utilization of procedures

 22       and tests with limited patient benefit.

 23            More than 80 specialty provider organizations

 24       including the Society for Cardiovascular

 25       Angiography Interventions and the American College
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 01       of Cardiology actively participated in this

 02       campaign.

 03            I lay out the above discussion to illustrate

 04       the rich history and value of evidence-based

 05       medicine is properly accepted as the gold standard

 06       in healthcare as it improves patient care, reduces

 07       harm and lowers healthcare costs by discouraging

 08       unnecessary service.

 09            Guidelines are derived from exhaustive

 10       research reviews -- not only the latest study, and

 11       from the contribution of experts in their fields

 12       who devote countless hours and resources to the

 13       betterment of giving care.  Stamford Health

 14       supports the use of clinical practice guidelines

 15       and urges OHS to continue to be guided by science,

 16       and not by the business desires of health systems.

 17       Our patients deserve no less.

 18            Thank you.

 19  THE HEARING OFFICER:  Thank you, Dr. Bhalla.

 20  MR. MONAHAN:  Hearing Officer Mitchell, I'd like to

 21       introduce Dr. Scott Martin.  If we may proceed

 22       with our next witness?

 23  THE WITNESS (Martin):  Hi, Officer Mitchell.  Thank you

 24       for allowing me to speak.  I'm Dr. Scott Martin.

 25       I'm an interventional cardiologist and the
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 01       Director of Intervention Cardiology here at

 02       Stamford Health.

 03            I accept my testimony into the record?

 04  MR. MONAHAN:  Yes, you adopt --

 05  THE WITNESS (Martin):  I adopt my written testimony.

 06  MR. MONAHAN:  Dr. Bhalla spoke about the importance of

 07       clinical guidelines in all medicine, and we're

 08       fortunate that on this topic at hand we have a

 09       number of guidelines to look at, the most

 10       pertinent being the 2014 multi-societal

 11       guidelines.

 12            There were a number of others, you know,

 13       2013, 2016, 2017 that are, I think, all in the

 14       record that adopt the same volume standard.  All

 15       the professional societies that are involved

 16       including this, the Interventional Cardiologists,

 17       the Society for Coronary Angiography Intervention,

 18       the American College of Cardiology which

 19       represents all cardiologists, and the American

 20       health -- Heart Association which represents, you

 21       know, everyone involved in cardiac care including

 22       physicians and public health experts and a wide

 23       range of others -- came together to review all of

 24       the pertinent information and evidence and decided

 25       what's safest and the best practice in -- in
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 01       regards to finding an elective PCI.

 02            And the benefit of that is that we don't have

 03       to review every little study because the group of

 04       experts has done that.  So I, you know, I saw in

 05       the Applicant's submissions their studies looking

 06       at transfers across the Outback in Australia, or

 07       transfers of ICU patients in Iowa.

 08            I don't think that's really pertinent,

 09       because we have our societal guidelines that look

 10       at all the pertinent data and come up with the

 11       recommendation.  There their -- their

 12       recommendations are highlighted in bold in my

 13       testimony here.

 14            The clinical competence guidelines state that

 15       in order to maintain proficiency while keeping

 16       complications at a low level, minimal volume

 17       greater than 200 PCIs per year will be achieved by

 18       all institutions.  And they go on to say that new

 19       programs offering PCI without on-site surgery are

 20       inappropriate unless they clearly serve

 21       geographically isolated populations.

 22            In the application the Applicant originally

 23       estimated that their PCI volume would be between

 24       128 and 155 per year, depending on the year, and

 25       that clearly doesn't meet the guidelines.
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 01            And they have since formed a new estimate,

 02       you know, based on our objection, I think -- and

 03       with the recent uptick in some primary PCI

 04       numbers, but I think it's hard to swallow,

 05       honestly.  I'm sure they've put significant time

 06       and effort into coming up with their application

 07       and to expect that their volume has jumped

 08       50 percent, you know, since that time is -- is

 09       hard to understand from my standpoint.

 10            You know, there they talked about how the --

 11       the number of elective PCIs often correlates with

 12       the number of primary PCI, and that's true to some

 13       extent.  You know, because they're based on the

 14       same, some of the same factors, you know,

 15       population density and, you know, prevalence of

 16       disease.  But they don't -- there's no clear link,

 17       and there's no study looking at that.

 18            You know, some centers, referral centers like

 19       Columbia University have dramatically more of

 20       elective PCI than they do higher PCI, because

 21       people choose to go there and there's transfers

 22       and referrals there.  Other places are

 23       predominantly driven by, you know, who was brought

 24       there by EMS.  So it's -- it's not a clear

 25       correlation where we have 80 primary PCIs one year
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 01       and you're going to necessarily have two or three

 02       hundred total PCIs.

 03            I think what's a better predictor in general

 04       is -- is how many cardio caths you do, because

 05       in -- in general about 40 percent of your cardio

 06       caths will generate PCI, because not everybody

 07       needs a stent.  You know, often we do these

 08       procedures and patients are best treated

 09       medically, or we do that procedure and they

 10       require bypass surgery.  Or we do the procedure

 11       and it's complicated, and we have to stop and

 12       think it over and talk it over.

 13            So not every cardio catheterization ends up

 14       with a PCI, and if you look at the volume of

 15       nonprimary PCI cardio catheterizations, it's not a

 16       big number.  It ranges from 83 to 105 over the

 17       last couple of years.  And if you look at the

 18       transfers out, you know, where people get PCI in

 19       another center, it's not a big number.

 20            And so I think the original application

 21       estimates are reasonable, and those are all less

 22       than 200 PCIs per year.

 23            You know, I -- I think the -- it's -- it's a

 24       stagnant market in terms of PCI.  You know the

 25       population is aging.  There are more diabetics.
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 01       So could that lead to more cardiac disease in the

 02       future?  It's possible, but on the other hand we

 03       have more and more evidence over the years that

 04       other than primary PCI all of our elective PCIs

 05       are not necessarily life-saving procedures.

 06            There they do treat symptoms.  They do help

 07       people live better lives sometimes, but in -- in

 08       contrast to the Applicant's suggestion that PCI is

 09       underutilized, you know those are studies from

 10       1999 and 2003.

 11            If you look at more recent studies, there's

 12       been a strong push that PCI is -- is overutilized,

 13       and the appropriate use criteria were invented,

 14       not to drive people to get more PCI, but in fact

 15       the opposite, that there was a strong intention

 16       that we were doing too many.

 17            I -- I wish it was otherwise, because it's my

 18       job.  I would love to be doing more, but you know,

 19       if you look at regional and statewide and national

 20       trends it's at best stagnant.  And so I think it's

 21       very unlikely that they're going to get to 200

 22       PCIs per year, which is what the guidelines

 23       suggests is the -- suggests in terms of outcomes

 24       and safety.

 25            And even if they did, in a stagnant market
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 01       the only way to do that would be pulling from all

 02       the surrounding full-service elective PCI programs

 03       which has the potential to hurt there everywhere.

 04            Thank you.

 05  THE HEARING OFFICER:  Thanks, Dr. Martin.

 06  MR. MONAHAN:  And Hearing Officer Mitchell, I would

 07       like to introduce John Bailey as our next witness.

 08            And you can proceed to address the Hearing

 09       Officer.

 10  THE WITNESS (Bailey):  Thank you, and good morning,

 11       Hearing Officer Mitchell and the team from the OHS

 12       planning office.  My name is Jonathan Bailey.  I

 13       have the privilege of serving as the Senior Vice

 14       President of Operation and Chief Operating Officer

 15       for Stamford Health.

 16            I'd first just start off by saying that

 17       Stamford Health is deeply committed to the

 18       communities that we serve.  I believe this has

 19       been absolutely underscored by our response to the

 20       COVID-19 pandemic through that initial wave of

 21       COVID that -- COVID infections that hit this

 22       community incredibly hard, and has been ongoing as

 23       we have now taken a role back in saving our

 24       communities, having now administered more than

 25       100,000 vaccines this week to the communities of
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 01       low -- Lower Fairfield County.

 02            There are five points that I'd like to

 03       specifically call out from my testimony this

 04       morning.  Because we are gravely concerned at the

 05       recent interests at health systems to establish

 06       low-volume percutaneous coronary intervention, PCI

 07       programs without on-site cardiac surgery programs

 08       in Fairfield County, despite the fact that there

 09       are already four existing PCI programs in the area

 10       with on-site cardiac surgery, and all four of

 11       those programs are within the clinical practice

 12       guidelines established on travel range.

 13            My first point is that the Applicant's

 14       proposal is inconsistent with the statewide

 15       healthcare facilities and services plan.  As my

 16       colleagues have shared, and has been stated within

 17       the state facility plan, that the most recent

 18       professional consensus statement addressing

 19       elective PCI without on-site cardiac surgery

 20       establishes an annual minimum threshold of 200

 21       PCIs, and provides a sole exception for those

 22       facilities serving underserved areas or those that

 23       are geographically isolated.  Neither of those

 24       situations apply in the case before us today.

 25            We are an organization, as you've heard from
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 01       Dr. Bhalla, that strongly believes where

 02       professional standards and clinical guidelines

 03       exist we must follow them, because we know they

 04       are the foundation for which we can achieve

 05       improved clinal outcomes and reduce unnecessary

 06       harm.

 07            The projected PCI volume as stated in the

 08       original application here by the applicants never

 09       reached that 200 annual PCI threshold.  It was

 10       only after the OHS public hearing issues list that

 11       the Applicant now has claimed that it will be able

 12       to meet that minimum PCI volume, and that these

 13       new projected PCI volume or cases are derived

 14       through a methodology that, frankly, is without

 15       basis and definitely ignores regional, statewide

 16       and national trends.

 17            My second point is that the application fails

 18       to establish clear public need for a low-volume

 19       PCI program in the proposed service area, and

 20       fails to take into account the existing

 21       full-service cardiovascular programs in the

 22       region.

 23            Simply stated, there is no unmet need.

 24       Stamford Health's well-established program, which

 25       we are proud has been recognized for our
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 01       high-quality outcomes, is located merely 10 miles,

 02       or an 18-minute drive from Norwalk Hospital.  And

 03       we have ample capacity to continue to meet the

 04       needs of the community.

 05            This simple fact negates the Applicant's

 06       assertion that for patients in the Norwalk

 07       Hospital service area, the option to receive

 08       elective PCI is not available to them -- and to

 09       quote the Applicants, they must be transferred out

 10       of their community.

 11            In fact if you look at the data, every

 12       primary service area town is within a 30-minute

 13       drive of the service area defined -- of Norwalk

 14       Hospital, and frankly four of the five towns

 15       defined have more than two -- or have two or more

 16       hospitals within that 30-minute range.

 17            It is clear that there is no geographic

 18       isolation that exists in the Applicant's primary

 19       service area.  The desire of a health system to

 20       restrict patient care to its own facilities does

 21       not constitute unmet need.

 22            My third point is that Norwalk Hospital's

 23       cardiac catheterization utilization volume in

 24       trend do not support the projected volume in the

 25       application, and go against the national and
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 01       statewide projections.

 02            The Applicant's historical data that they

 03       have submitted in their application demonstrates

 04       declines in both cardiac catheterization and

 05       primary pre -- PCI procedures pre-COVID.  In fact,

 06       Norwalk Hospital's cardiac catheterization volumes

 07       declined more than 18 percent; and their PCI

 08       volume, primary PCI volume declines by more than

 09       16 percent between FY '17 and FY '19.

 10            Despite these historical declines the

 11       Applicant projects a dramatic increase in PCI and

 12       cardiac catheterization procedures without

 13       providing any empirical evidence to support its

 14       assumed capture rate, or it's assumed annual

 15       growth rates.  This downward trend is projected to

 16       increase -- or to continue post pandemic.

 17            SG2, a very well-known healthcare consultancy

 18       group was cited by the Applicant in their

 19       application, projects that the Applicant's service

 20       area service towns will generate 1.7 percent fewer

 21       PCIs between FY '19 and FY '24.

 22            Despite these projections the Applicant

 23       originally projected a staggering 195 percent

 24       increase in cardiac catheterizations, and a

 25       43.6 percent increase in primary PCIs between FY
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 01       '20 and FY '23, while elective PCIs are presumed

 02       to increase 10 percent annually with no basis as

 03       to where that volume will come from.  Further,

 04       Norwalk Hospital fails to provide any recognized

 05       basis for its newly revised method of applying a

 06       multiplier to its primary PCIs to derive its

 07       elective PCI volume.

 08            My fourth point is that the Applicant's

 09       proposal will negatively impact the financial

 10       strength of the overall healthcare system in this

 11       state.  The Applicant's proposed PCI program is

 12       duplicative of those offered by the existing

 13       full-service cardiovascular programs and will

 14       result in unnecessary increases in expenses for

 15       the statewide healthcare system.

 16            The restated financial worksheet submitted by

 17       the Applicant, worksheet A documents that Norwalk

 18       Hospital projects incremental operating expenses

 19       of 1.03 million, 1.3 million and 1.6 million

 20       respectively for the next three years.

 21            And further as Dr. Yekta mentioned in his

 22       testimony, that Norwalk Hospital is building a new

 23       cath lab which we also would recognize will have

 24       significant increased expenses to the healthcare

 25       system.
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 01            Given the ready access to existing providers

 02       in the region these incremental operating and

 03       capital expenses represent the very unnecessary,

 04       frivolous spending that the CON regulations and

 05       the statutes and the healthcare policies seek to

 06       avoid.

 07            Finally, Norwalk Hospital does not provide

 08       any evidence for the -- that the proposed elective

 09       PCI program will improve quality, accessibility or

 10       cost-effectiveness of healthcare delivery in the

 11       region.

 12            The application contains no statistics or

 13       outcome measures that would indicate that the

 14       services that are currently being provided in this

 15       region lack quality elective PCI care or are

 16       outside of the distance of the 30-minute drive as

 17       defined by the clinical practice guidelines.

 18       Instead the Applicant, as Dr. Martin mentioned,

 19       offers links to various articles that we believe

 20       are frankly irrelevant to the application.

 21            As a reminder, Norwalk Hospital previously

 22       applied for the ability to perform elective PCIs

 23       in the hospital, and OHS denied them before.

 24       There is no compelling basis for OHS to reach the

 25       different conclusion than it has previously.
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 01            We believe that the OHS/CON goals remain very

 02       relevant and pertinent to the situation presented

 03       to this application.

 04            Improving access to high-quality health

 05       services, minimizing duplication services,

 06       facilitating healthcare market stability and

 07       helping to contain healthcare costs are critical

 08       to the healthcare future of the great State of

 09       Connecticut.

 10            Thank you and I'm happy to address any

 11       questions you may have.

 12            And I failed to mention, even though I did

 13       write it up -- to my remind myself that I do -- I

 14       do adopt my prefiled testimony as written.

 15  THE HEARING OFFICER:  Thank you, Mr. Bailey.

 16            Do you have any additional witnesses,

 17       Attorney Monahan?

 18  MR. MONAHAN:  The Intervener has no additional

 19       witnesses.

 20  THE HEARING OFFICER:  All right.  Anything else that

 21       you wanted to present before we go to the

 22       cross-examination phase?

 23  MR. MONAHAN:  Nothing from the Intervener, Hearing

 24       Officer.

 25  THE HEARING OFFICER:  All right.  Thank you.  So I
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 01       think what we're going to do, I think we should

 02       take about a ten-minute break here before we

 03       should start cross-examination.

 04            I just want to make sure the attorneys are

 05       amenable to that?  We'll go to Attorney Tucci

 06       first.

 07  MR. TUCCI:  Yes.  Thank you, Hearing Officer Mitchell.

 08            That is fine.

 09  THE HEARING OFFICER:  Okay.  And also Attorney Monahan?

 10  MR. MONAHAN:  That is absolutely fine.

 11  THE HEARING OFFICER:  All right.  So we are going to

 12       stop for about ten tenants.  We will come back on

 13       the record at 11:25.  I'll give everybody a little

 14       bit of notice before we start recording again --

 15       or not recording, but before we start the

 16       proceedings again.  Thank you.

 17  MR. MONAHAN:  What is the order of the

 18       cross-examination?

 19  THE HEARING OFFICER:  According to the agenda we're

 20       going to start with the Applicant's examination of

 21       the Intervener.

 22  MR. MONAHAN:  Thank you.

 23  THE HEARING OFFICER:  All right.  See everybody in

 24       about ten minutes.

 25  
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 01               (Pause:  11:13 a.m. to 11:26 a.m.)

 02  

 03  THE HEARING OFFICER:  All right.  We're going to go

 04       back on the record.

 05            At this time we're going to start with the

 06       Applicant's cross-examination of the Intervener.

 07  MR. TUCCI:  Good morning, Hearing Officer Mitchell.

 08       This is Ted Tucci, and I ask for as our first

 09       witness on cross-examination Kathleen Silard.

 10            May I proceed?

 11  THE HEARING OFFICER:  Yes, you may.  No worries.

 12  

 13                   CROSS EXAMINATION (Silard)

 14  

 15  MR. TUCCI:  Ms. Silard, this is Ted Tucci.  Good

 16       morning.

 17  THE WITNESS (Silard):  Hi.  Hi, Mr. Tucci.

 18  MR. TUCCI:  I appreciate your permission to allow me to

 19       speak with you this morning.

 20       BY MR. TUCCI:

 21          Q.   Now you've been in an executive position in

 22               Stamford Hospital for about the past 20

 23               years.  Correct?

 24          A.   Correct.

 25          Q.   And you were trained originally as a nurse?
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 01          A.   Yes.

 02          Q.   You obtained your BS in nursing in 1979?

 03          A.   That's correct.

 04          Q.   Would it be fair to say that the focus of

 05               your efforts and involvement in the

 06               healthcare delivery system for the last 20

 07               years or so have been primarily involved in

 08               the administration and management of

 09               hospitals and healthcare systems?

 10          A.   My primary roles have been leadership roles.

 11               That's correct.

 12          Q.   Yes.  As opposed to the delivery of frontline

 13               care?

 14          A.   I have not been at the bedside, no.

 15               That's -- that's evident.

 16          Q.   In your prefiled testimony you noted that you

 17               would be in the presentation of your remarks

 18               deferring to the administrative and clinical

 19               expertise of the other Stamford Health

 20               witnesses who spoke here this morning with

 21               respect to the subject matter of their

 22               testimony.

 23                    And you would agree with me that the

 24               subject matter that brings us here today is

 25               the broad subject matter of cardiovascular
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 01               care.  Correct?

 02          A.   Correct.

 03          Q.   And in particular what we're focusing on here

 04               is the guidelines, requirements and standards

 05               that apply to the interventional

 06               cardiovascular procedure that is known as

 07               percutaneous coronary intervention, or PCI.

 08                    Right?

 09          A.   Correct.

 10          Q.   And it would be fair, would it not, to say

 11               that you did not consider yourself to be a

 12               subject matter expert in the area of cardiac

 13               care and cardiovascular care.  Correct?

 14          A.   I am not a subject matter expert like the

 15               other experts that are here with me today.

 16          Q.   Right.  And that's one of the reasons why you

 17               took care to note in your written testimony

 18               that you were deferring to their expertise

 19               and their knowledge of the depth of the

 20               subject matter relating to cardiovascular

 21               care.

 22                    Correct?

 23          A.   Certainly as it relates to the science and

 24               the interpretation of the guidelines.

 25          Q.   Right.  And so you would agree with me that
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 01               you did not consider yourself to be a subject

 02               matter expert with respect to the various

 03               clinical guidelines and standards that have

 04               been discussed here this morning that apply

 05               to the interventional cardiology procedure

 06               known as PCI.  Right?  You're not an

 07               authoritative expert on that.  Right?

 08  MR. MONAHAN:  Object, asked and answered.

 09  THE HEARING OFFICER:  All right.  That's correct.  If

 10       you can move to a different line of questioning,

 11       Attorney Tucci?

 12  MR. TUCCI:  Sure.  Happy to.

 13       BY MR. TUCCI:

 14          Q.   You also noted in your written testimony and

 15               in your comments to Hearing Officer Mitchell

 16               this morning that you took care to note that

 17               you have great respect for your professional

 18               colleagues at Norwich Hospital and with the

 19               Nuvance Health System.

 20                    Would it be correct to conclude that of

 21               your own knowledge you certainly don't have

 22               any basis to question the professional

 23               qualifications, skills and competence of the

 24               interventional cardiology team at Norwalk

 25               Hospital?
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 01          A.   I have no -- no issue or question about the

 02               competency of the -- the clinic -- clinical

 03               team.  I don't know that.  My issue is around

 04               if the application meets the CON statute as

 05               it is currently in effect in the State of

 06               Connecticut.

 07          Q.   Okay.  We'll get to that.  And you would

 08               agree with me that you don't have any basis

 09               to question the adequacy or status of the

 10               interventional cardiology or cardiac

 11               catheterization facilities that currently

 12               exist at Norwalk Hospital.  That's not

 13               something that you're equipped to express an

 14               opinion on?

 15          A.   I have no knowledge of their facilities or

 16               the adequacy of them.

 17          Q.   Now you are aware of your own general

 18               knowledge.  Are you not?  That the current

 19               state of play in the healthcare landscape in

 20               your area is that when a patient comes to

 21               Norwalk Hospital and presents with ST

 22               elevation, a STEMI profile, that is at

 23               serious risk of heart attack -- that the

 24               medical professionals at Norwalk Hospital

 25               perform urgent PCI on that patient.
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 01                    You know that to be true.  Right?

 02          A.   That was stated today, yes.

 03          Q.   And the opposition in part that Stamford

 04               Hospital has raised here to the certificate

 05               of need request, and in your position as an

 06               Intervener is that those doctors at Norwalk,

 07               Norwalk Hospital who are currently doing

 08               primary PCI procedure should not be allowed

 09               to do PCI on patients who present with less

 10               intense cardiac symptoms.

 11                    Correct?

 12  MR. MONAHAN:  Object to the form of the question.  I

 13       don't think that's an accurate representation of

 14       the testimony.

 15  MR. TUCCI:  Well, I'm asking the Witness.

 16       BY MR. TUCCI:

 17          Q.   Isn't that so?  You know.  You know for a

 18               fact that Norwalk Hospital doctors perform

 19               PCI procedures on people who are in imminent

 20               danger of dying of a heart attack.  Correct?

 21          A.   I know that they perform procedures.  It's

 22               not -- the characteristics of, or the

 23               competency or the clinical acumen of the

 24               physician is not in question in my testimony.

 25                    It's the establishment of a program that
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 01               will be underperforming.

 02          Q.   Right.  And the procedure we're talking about

 03               here is percutaneous coronary intervention.

 04                    Correct?

 05          A.   We -- yes, we stated that.

 06          Q.   Right.  And that procedure is currently being

 07               performed at Norwalk Hospital -- to your

 08               knowledge.  Right?

 09          A.   Emergency, yes.

 10          Q.   Yeah.  And so the question is whether or not

 11               Norwalk Hospital should be allowed to do that

 12               procedure on patients who present with less

 13               severe symptoms.  Isn't that right.

 14  MR. MONAHAN:  Object to the form of the question.  The

 15       application speaks for itself.

 16  MR. TUCCI:  Well, that's not an objection to the form,

 17       Hearing Officer Mitchell.  I think I'm entitled on

 18       my cross-examination to understand the basis for

 19       the Intervener's opposition to the application.

 20  THE HEARING OFFICER:  So I'm going to ask Ms. Silard,

 21       what is the basis of your understanding about why

 22       Norwalk Hospital should or should not be able to

 23       perform elective PCI?

 24  THE WITNESS (Silard):  Because the current CON law

 25       requires that -- that the approval would only be
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 01       provided if there was demonstrated unmet need,

 02       not -- not provided in this, in this hearing, that

 03       there would not be a duplication of services,

 04       which the application clearly demonstrated there

 05       would be.

 06            And that there would be an improve -- an

 07       improvement in quality, not demonstrated.  And

 08       that there would be reduced costs -- or no

 09       increased costs, pardon me, and that is also not

 10       demonstrated.

 11            That is the premise of my objection.

 12  MR. TUCCI:  Thank you, Hearing Officer Mitchell.

 13            May I continue?

 14  THE HEARING OFFICER:  Yes.

 15       BY MR. TUCCI:

 16          Q.   So Ms. Silard, really what we're talking

 17               about here is, and as I understand the gist

 18               of your testimony, your firm statement to the

 19               Office of Health Strategy is to affirm the

 20               importance of making sure that applications

 21               for CON approval apply with the controlling

 22               CON law.

 23                    Right?  Isn't that the substance of what

 24               you're talking about here?

 25          A.   That is what I said.
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 01          Q.   And you would agree with me as you stated in

 02               your written prefiled testimony at page 2

 03               that you're not a legislator.  You're not a

 04               legislator.  Correct?

 05          A.   No, I am not.

 06          Q.   And you're obviously not a lawyer.  Correct?

 07          A.   I am not.

 08          Q.   And you would agree you're not a

 09               representative of an executive agency of the

 10               State, like the Office of Health Strategy.

 11                    Correct?

 12          A.   Correct.

 13          Q.   I assume you do not consider yourself to be

 14               an expert in the interpretation and

 15               application of legal requirements for CONs.

 16                    Is that true?

 17          A.   I'm not an expert, but I do know them.  I've

 18               read them.

 19          Q.   All right.  Now one of the things that I

 20               think you have communicated on behalf of

 21               Stamford Health here this morning is your

 22               belief that it is a worthy goal to strive

 23               for -- and I think I'm quoting from your

 24               prefiled testimony, to strive for, quote, the

 25               secure access to quality care for all
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 01               Connecticut residents.

 02                    You believe that's a worthy goal of the

 03               healthcare delivery system in Connecticut.

 04                    Correct?

 05          A.   Yes.

 06          Q.   And under the current healthcare delivery

 07               system that we have in your area a patient

 08               who has received all of his or her cardiac

 09               care from the doctors at Norwalk Hospital is

 10               currently not able to get care from his or

 11               her interventional cardiologist to do

 12               elective PCI at Norwalk Hospital.

 13                    Correct?

 14          A.   That was what was stated.

 15          Q.   If -- if a reasonable basis could be shown to

 16               support a conclusion that there was an unmet

 17               need four Norwalk Hospital's service area

 18               patients to have elective PCI done at their

 19               hospital of choice, and doing so wouldn't be

 20               an unnecessary duplication of service in the

 21               area, would you continue to oppose this CON

 22               application?

 23  MR. MONAHAN:  Object to the form, because that is not

 24       one of the principles stated in the CON statute.

 25            And I think the Witness has stood on her
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 01       testimony that she's going by the principles as

 02       stated, not on a hypothetical situation which I

 03       think that is what has been proposed.

 04  MR. TUCCI:  Well, Hearing Officer Mitchell, two things.

 05       First of all, I think I'm entitled on

 06       cross-examination to ask hypothetical questions.

 07            And I wasn't asking the witness a legal

 08       opinion because she's not qualified to give a

 09       legal opinion.  I simply asked a factual question

 10       about whether or not if a patient who wanted to

 11       get elective PCI at Norwalk Hospital should be

 12       allowed to get that if it could be shown

 13       reasonably that doing so would not create

 14       unnecessary duplication of services in the service

 15       area.

 16            I'm asking whether she agrees that that's a

 17       reasonable proposition or not.  That's all.

 18  THE HEARING OFFICER:  I'm going to allow it.

 19  THE WITNESS (Silard):  I would -- hypothetically if

 20       Norwalk application was not a duplication of

 21       services, did meet unmet need and met the cost and

 22       quality parameters as recommended in CON law, then

 23       I would not object, but none of those have been

 24       met.

 25  
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 01       BY MR. TUCCI:

 02          Q.   All right.  So what do you think about the

 03               concept of patient choice?  Do you think

 04               that's an important consideration to be taken

 05               into account in a healthcare delivery system?

 06          A.   Yes.

 07  MR. TUCCI:  All right.  Thank you very much.

 08  THE HEARING OFFICER:  I just wanted to confirm.  So no

 09       more questions for Ms. Silard -- because

 10       Ms. Silard left.

 11  MR. TUCCI:  She left, Hearing Officer Mitchell, because

 12       she's a very astute witness and realized I had no

 13       more questions for her.

 14  MR. MONAHAN:  I have no redirect for Ms. Silard.

 15  THE HEARING OFFICER:  Okay.  All right.  So Attorney

 16       Tucci, you'll let me know who you want -- or let

 17       Attorney Monahan know who you'd like to cross

 18       next.

 19  MR. TUCCI:  Yes, Hearing Officer Mitchell.  I'd ask for

 20       Dr. Bhalla.

 21  

 22                   CROSS-EXAMINATION (Bhalla)

 23  

 24       BY MR. TUCCI:

 25          Q.   Good morning, Dr. Bhalla.  This is Ted Tucci.
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 01               Can you hear me all right?

 02          A.   I can.  Good morning, Mr. Tucci.

 03          Q.   Good morning.

 04                    Now your role at Stamford Health is in

 05               the area of clinical affairs and quality

 06               assurance.  Correct?

 07          A.   Yes.

 08          Q.   And you're not a cardiologist.  Correct?

 09          A.   Right.

 10          Q.   Don't practice and not trained as an

 11               interventional cardiologist?

 12          A.   No.  My -- my board certifications are in

 13               internal medicine, prevention medicine and

 14               public health.

 15          Q.   Now as I understood the general sum and

 16               substance of your written prefiled testimony

 17               submission, you -- you are, as a general

 18               proposition, confirming your views that the

 19               existence of and adherence to clinical

 20               practice guidelines, as a general

 21               proposition, is an important thing.

 22                    Do I have that right?

 23          A.   Yes.

 24          Q.   Okay.  And you're aware, are you not, that

 25               with respect to the performance of PCI
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 01               procedures without on-site surgical backup,

 02               there have been published over the course of

 03               a number of years various statements and

 04               consensus documents and other documents that

 05               could be characterized as guidelines with

 06               respect to the subject of PCI.

 07                    Correct?

 08          A.   Yes, with -- with respect to the -- to not

 09               having on-site cardiac surgery, that's

 10               consistent with the 2014 guidelines that we

 11               discussed.

 12          Q.   Well, yeah.  There's lots of different

 13               guidelines that have been published over the

 14               years.  Right?

 15          A.   Correct.

 16          Q.   And some of those guidelines have come from

 17               SCAI, the Society for Cardiovascular

 18               Angiography and Intervention.  Right?

 19          A.   Correct.

 20          Q.   The American College of Cardiology, ACC, and

 21               the American Heart Association.  Right?

 22          A.   Yes.

 23          Q.   Now as I read your prefiled testimony I did

 24               not see any discussion or analysis in your

 25               prefiled testimony that interpreted or
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 01               applied the various requirements contained in

 02               those different policy or consensus

 03               statements.

 04                    Am I correct about that?

 05          A.   My testimony stated that the application is

 06               inconsistent with current guidelines.  The

 07               guidelines that were referenced speak to a

 08               consistent adverse signal associated with

 09               poor outcomes in institutions that do less

 10               than 200 PCIs annually as stated in the

 11               guidelines.

 12          Q.   Do you consider yourself to be an expert with

 13               respect to the various consensus documents

 14               and guidelines that have been published in

 15               the area of cardiology with respect to

 16               performance of PCI without surgical backup?

 17          A.   My expertise is in quality of care, safety of

 18               healthcare, and healthcare delivery.

 19          Q.   So the answer would be no?

 20  MR. MONAHAN:  I'll object to that, to the argumentative

 21       response by Mr. Tucci.

 22  MR. TUCCI:  Well, I'm just trying to draw a conclusion

 23       from the Witness' testimony.

 24       BY MR. TUCCI:

 25          Q.   Do you agree with me that you're not an
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 01               expert in that particular area of clinical

 02               guidelines?  You're not a cardiologist.

 03               Correct?

 04          A.   (Unintelligible.)

 05  THE HEARING OFFICER:  Yeah, I was going to say I was

 06       going to allow it for the purpose of

 07       clarification.  I'm just going to ask both

 08       counsel, whenever there's an objection raised to

 09       allow me to respond to the objection.  Thanks.

 10       BY MR. TUCCI:

 11          Q.   Doctor, can you respond?

 12          A.   I am not a cardiology expert, but I reviewed

 13               many different guidelines for different areas

 14               of clinical care.

 15          Q.   All right.  So with respect to your general

 16               familiarity with clinical guidelines and

 17               their application in medicine as a general

 18               proposition, would you also agree that as a

 19               general matter it's important for that

 20               clinical guidelines be updated when

 21               necessary?

 22          A.   I think the guidelines should be updated when

 23               there's material change in the body of

 24               evidence that supports a change in practice.

 25          Q.   And would you agree that in some instances a
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 01               material change in the body of evidence could

 02               be as a result of advancements in medicine

 03               and the advent of new technology relating to

 04               the provision of that service?

 05          A.   Yes.

 06          Q.   Again, given your focus in your role with

 07               respect to quality assurance, I know you feel

 08               strongly that quality and safety are

 09               important factors that need to be accounted

 10               for in the delivery of healthcare to

 11               patients.

 12                    Correct?

 13          A.   Yes.

 14          Q.   Would you also agree that in today's world in

 15               the delivery of health care, that cost and

 16               value of healthcare delivery are components

 17               that should be taken into account in

 18               considering how best to get health care to

 19               the people of the state of Connecticut?

 20          A.   Yes.

 21          Q.   And in fact, you talked about that in your

 22               prefiled testimony.  Don't you?  You -- you

 23               referred to, in fact, some specific

 24               initiatives that the Office of Health

 25               Strategy has undertaken in the past several
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 01               years to do just that, to promote the

 02               improvement of healthcare value.  Right?

 03          A.   Yes, adherence to guidelines such as the ones

 04               from 2014 are associated with improvements in

 05               care, reduction in harm and reduction in

 06               inappropriate use.

 07          Q.   And so would you agree that where it's

 08               reasonably clear that minimum quality

 09               standards are being met, that it's also a

 10               desirable goal to make sure that the health

 11               care that is being delivered is being

 12               delivered as cost effectively and cost

 13               efficiently as possible.

 14                    Right?

 15  MR. MONAHAN:  Object to the form of the question.  I'm

 16       not sure very candidly, with the question -- if I

 17       may?  In whose judgment is it reasonably clear?

 18  THE HEARING OFFICER:  Did you want to respond to the

 19       objection, Attorney Tucci?

 20  MR. TUCCI:  Thank you, Hearing Officer Mitchell.

 21       BY MR. TUCCI:

 22          Q.   I'm asking about this witness who is a

 23               physician who's in the area of quality

 24               assurance about what his judgment is about

 25               the balance between quality and cost?
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 01          A.   Mr. Tucci, you -- you said, minimal quality

 02               standards.  My testimony pertained to

 03               consensus guidelines from three different

 04               societies.  I'm not sure what you mean by

 05               minimal quality standards.

 06          Q.   Okay.  I apologize.  It may be my ignorance

 07               in using the wrong terminology.  My question

 08               is really very simple.  All other

 09               things being equal, assuming that health care

 10               is being delivered at the appropriate level

 11               of quality and safety, would you agree that

 12               it is also important to ensure that that

 13               quality and safe care is delivered as cost

 14               efficiently as possible?

 15          A.   Yes, if you mean that the appropriate level

 16               of quality of care equates with following

 17               professional consensus guidelines.

 18          Q.   Okay.  And so for example, in today's world

 19               where we're looking to control healthcare

 20               costs, one way that the overall cost of

 21               health care could be reduced and delivered

 22               more efficiently is to eliminate the running

 23               of duplicative tests.

 24                    Right?

 25          A.   Yes.
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 01          Q.   And one way that the cost of health care

 02               could be streamlined and made more efficient

 03               would be to eliminate the emergency transport

 04               of patients if it was not otherwise necessary

 05               to do that.  Right?

 06  MR. MONAHAN:  Object to the form of the question.

 07  THE HEARING OFFICER:  Response, Attorney Tucci?

 08  MR. TUCCI:  Well, I'm -- Attorney Mitchell, I'm at a

 09       loss to understand what the objection to the form

 10       of the question is, so (unintelligible).

 11  MR. MONAHAN:  The form (unintelligible).  Hearing

 12       Officer, if I may?  I will state why the form is,

 13       in my view, inappropriate.

 14  THE HEARING OFFICER:  Absolutely, yeah.

 15  MR. MONAHAN:  The Witness has been testifying

 16       repeatedly to the context of the consensus

 17       document and the consensus requirements, yet the

 18       questions seemed to tail off back into isolated

 19       instances or hypotheticals without connecting the

 20       Witness' prior statement.

 21            So I want there to be -- the form of the

 22       question to me suggests a gap and, perhaps

 23       confusion on the record about the continuity of

 24       this Witness' testimony.

 25  THE HEARING OFFICER:  Attorney Tucci?
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 01  MR. TUCCI:  Thank you, Hearing Officer Mitchell.

 02            I don't think there's any gap at all.  I'm

 03       asking this witness who is a physician who is

 04       expert in the subject of quality assurance to give

 05       the Hearing Officer and OHS the benefit of his

 06       view on strategies that exist to balance both

 07       quality and cost.

 08            That exists generally in medicine and it can

 09       be applied specifically to the facts of this

 10       hearing.

 11  THE HEARING OFFICER:  Okay.  I'm going to allow a few

 12       more questions on this issue as long as they're

 13       not unduly repetitive.

 14  MR. TUCCI:  This will be the last one, Hearing Officer.

 15  THE WITNESS (Bhalla):  Can you repeat your question?

 16       BY MR. TUCCI:

 17          Q.   Doctor, my question is if we're talking about

 18               achieving the goal of delivering health care

 19               as cost efficiently as possible, would you

 20               agree that where circumstances are

 21               appropriate avoiding the unnecessary

 22               emergency transport of a patient from one

 23               facility to another would be one strategy to

 24               help bring down the cost of health care?

 25          A.   One who's focused solely on cost, that would
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 01               be correct, but the guidelines for 2014

 02               clearly state that in the interests of

 03               quality and safety, transfer is unnecessary

 04               if it can be achieved within 30 minutes.

 05               That's a situation where quality and safety

 06               outweigh any cost consideration.

 07          Q.   All right.  Doctor, you concluded your

 08               prefiled testimony with this statement.  I'm

 09               going to quote it to you.

 10                    On behalf of Stamford Health you

 11               indicated that Stamford Health, quote,

 12               encourages OHS to continue to be guided by

 13               science and not the business desires of

 14               health systems.

 15                    That was what you wrote in your prefiled

 16               testimony.  Do you recall that?

 17          A.   Yes.

 18          Q.   So with respect to the performance of

 19               elective PCI, if it could be reasonably

 20               concluded that the performance of elective

 21               PCI could be done safely at Norwalk Hospital

 22               without surgical backup, do you agree that

 23               that's an important factor that OHS should be

 24               guided by, that -- that scientific factor?

 25          A.   My comment pertained to the reasonableness of
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 01               the volume that's being proposed.

 02          Q.   I didn't ask you about what your comment

 03               pertained to.  I'm asking you now, you said

 04               in your testimony, your sworn testimony you

 05               submitted to OHS that OHS should be guided by

 06               science and not business desires.

 07                    Didn't you say that?

 08          A.   Yes.

 09  MR. MONAHAN:  May I object to the argumentative tone?

 10       And the Witness gave a very reasoned answer to the

 11       question to explain his answer.

 12            And while Mr. Tucci may not be pleased with

 13       the answer, I don't think that tone responds to

 14       the Witness appropriately.

 15  THE HEARING OFFICER:  I'm going to sustain.

 16  MR. TUCCI:  Thank you, Hearing Officer Mitchell.

 17            I apologize for my tone.  My wife often

 18       reminds me that I need to be careful about that.

 19       So let me just reask the question, because I think

 20       it's fair cross-examination.

 21            And I believe that, Hearing Officer Mitchell,

 22       the purpose of cross-examination is not to elicit

 23       explanation, but to elicit direct answers to

 24       specific questions, which is all I was attempting

 25       to do.
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 01       BY MR. TUCCI:

 02          Q.   So Doctor, if the evidence showed and it

 03               could be reasonably concluded that it was

 04               safe to do elective PCI procedures on

 05               patients at Norwalk Hospital even though

 06               there is no CABG surgical backup, do you

 07               agree that that is a factor that OHS should

 08               take into account?

 09          A.   Yes, if the safety is predicated on volume,

 10               which is what the basis of safe -- the

 11               ability to do this procedure safely is, that

 12               a volume over 200 PCIs annually.  It should

 13               be -- that's what the guidelines say.

 14          Q.   So to modify my question then, if there was a

 15               reasonable basis to conclude in your view

 16               that that volume threshold was reasonably

 17               attainable, you would think that you would

 18               agree that that's an important factor for OHS

 19               to be guided by in terms of being able to do

 20               elective procedures without surgical backup.

 21                    True?

 22          A.   Yes, if it was reasonably attainable.

 23          Q.   And if it was reasonably attainable, then you

 24               would agree with me that Stamford Health's

 25               business desire to retain elective PCI
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 01               procedures that formerly were transferred

 02               from Norwalk Hospital is -- would be a less

 03               important factor for OHS to consider even

 04               though it might result in Stamford Hospital

 05               losing some elective business.

 06                    Right?

 07  MR. MONAHAN:  Objective to the form.  Calls for

 08       speculation about what OHS may consider.

 09  THE HEARING OFFICER:  Attorney Tucci, any response on

 10       the objection?

 11  MR. TUCCI:  Respectfully Hearing Officer Mitchell, it

 12       doesn't call for speculation at all.  It states a

 13       factual premise and asks the Witness if that

 14       factual premise is proven by the evidence, what

 15       his reaction to it is.

 16  THE HEARING OFFICER:  I'm going to allow it.

 17  THE WITNESS (Bhalla):  My area is not the business

 18       interests of Stamford Health.  It's clinical

 19       affairs and quality.  In general it's shifting

 20       volume from -- from one center to another will

 21       result in of dilution of procedures across the

 22       region.

 23  MR. TUCCI:  Thank you very much.

 24            Those are all my questions.

 25  THE HEARING OFFICER:  Thank you, Dr. Bhalla.
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 01  THE WITNESS (Bhalla):  Thank you.

 02  MR. TUCCI:  Hearing Officer Mitchell, I'd request

 03       Dr. Bailey be available for cross-examination.

 04  MR. MONAHAN:  And just for clarification, can

 05       Mr. Bailey and Dr. Martin -- I don't know if you

 06       were going from one or the other?

 07  MR. TUCCI:  Yeah.  No, I apologize.  That was my

 08       mistake.  Thank you, Mr. Monahan.  I meant

 09       Mr. Bailey.

 10  

 11                   CROSS EXAMINATION (Bailey)

 12  

 13       BY MR. TUCCI:

 14          Q.   Good morning, Mr. Bailey.  Can you hear me

 15               okay?

 16          A.   I can.  Good morning.

 17          Q.   And good morning to you.  Now back on

 18               September 25 of 2020 you testified in

 19               opposition to the Greenwich Hospital CON for

 20               the approval of elective PCI.  Correct?

 21          A.   That is correct.

 22          Q.   And you're here today opposing the Norwalk

 23               Hospital CON request for approval to do

 24               elective PCI.  Correct?

 25          A.   That is correct.
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 01          Q.   In your prefiled testimony at page 2, at the

 02               bottom of page 2 -- and I'm just going to

 03               quote a portion of it.

 04                    You indicate, I am testifying today on

 05               behalf of Stamford Health in strong

 06               opposition to the application submitted by

 07               the Norwalk Hospital Association seeking

 08               authorization to establish elective

 09               percutaneous coronary intervention services

 10               at Norwalk Hospital.

 11                    Do you recall submitting that written

 12               prefiled testimony?

 13          A.   I do.

 14          Q.   And are you aware that large portions of the

 15               prefiled testimony that you submitted in

 16               opposition to the Norwalk CON application are

 17               word for word the same thing that you said

 18               when you opposed the Greenwich PCI

 19               application?

 20  MR. MONAHAN:  I'm going to object.  Are you saying -- I

 21       don't mean to be too picky.  Is it similar in

 22       substance, or are you saying verbatim?

 23       BY MR. TUCCI:

 24          Q.   I'm asking you -- I'm asking the Witness.  I

 25               think it was very clear, are you aware that

�0084

 01               the portion of your testimony that I just

 02               quoted in virtually word for word is the same

 03               testimony that you gave when you opposed the

 04               Greenwich PCI application?

 05                    It's a very simple question.

 06          A.   I guess I can ask to clarify.  Are you asking

 07               about the words you just quoted being the

 08               same that were actually submitted in the

 09               previous, so whatever 40 words, that quote

 10               you just stated?

 11          Q.   Well, Mr. Bailey, I assume you read your

 12               written prefiled testimony that you submitted

 13               here in this proceeding.  Right?

 14          A.   That's correct.

 15          Q.   And so I'm asking -- my question then is, are

 16               you aware that significant portions of the

 17               written prefiled testimony that you've

 18               submitted in this hearing substantially

 19               mirror the same testimony that you gave in

 20               writing in the proceeding seven months ago?

 21                    That's all.

 22          A.   So let me answer your question this way.  I

 23               did not do a side-by-side page turn comparing

 24               the two.  So I'm hard-pressed to be able to

 25               answer/address your question to your --
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 01               probably your satisfaction.

 02                    But I would say in general, no I would

 03               not agree with you that it they are

 04               substantially the same.  In fact, I believe

 05               there are significant additional points that

 06               I point to in this overall submission.

 07                    Only I believe in ten points -- and if

 08               you would compare that to what I submitted

 09               before with the Greenwich application, there

 10               was nowhere close to ten points given in

 11               these.  No, I disagree with your assessment

 12               of that.

 13          Q.   All right.  Thank you very much.  So I assume

 14               you would have no problem with the Office of

 15               Health Strategy taking administrative notice

 16               of your prior testimony and looking at it in

 17               comparison with your testimony today.

 18                    Correct?

 19          A.   I believe our attorney has submitted that as

 20               prefiled in his opening comments.  I think

 21               that that's already been stated.

 22          Q.   All right.  Now you -- among the points that

 23               you have raised in opposition to the CON

 24               application is a point that you made in your

 25               written testimony and that you reiterated
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 01               orally here today.  Your believe that the

 02               Norwalk Hospital application has not

 03               adequately taken into consideration the other

 04               full-service cardiovascular programs in the

 05               region.  Correct?

 06          A.   That is correct.  I believe that is the

 07               missing statement -- or missing assessment.

 08          Q.   All right.  Now you acknowledge, do you not,

 09               that there are no elective PCI programs in

 10               the Norwalk Hospital service area?

 11          A.   Can you clear -- when you're saying, service

 12               area, you, you're talking their primary

 13               service area?  Or the adjacency as defined by

 14               the State?

 15          Q.   Well, I think the question was very clear,

 16               Mr. Bailey.  And I'm actually -- if you need

 17               clarification perhaps you could go to page 11

 18               of your prefiled testimony?

 19          A.   Yeah, I'm on page 11.

 20          Q.   Let me direct you to Roman seven.

 21                    Do you have that in front of you?

 22          A.   That is correct.

 23          Q.   While the Applicant states -- I'm quoting,

 24               while the Applicant states that there are no

 25               elective PCI programs within its proposed
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 01               service area.

 02                    Do you see that written statement in

 03               your prefiled testimony?

 04          A.   I do.

 05          Q.   You agree with what -- as a matter of fact,

 06               you agree, do you not, that there are no

 07               elective PCI programs within the Norwalk

 08               Hospital primary service area?  Correct?

 09  MR. MONAHAN:  I object.  You're asking him if he

 10       stated -- I think you used the words, he referred

 11       to the, what the applications state -- but maybe I

 12       misunderstand what you say.

 13  MR. TUCCI:  I'll ask the question again, Hearing

 14       Officer Mitchell.

 15       BY MR. TUCCI:

 16          Q.   The Norwalk Hospital's application stating

 17               that there are no elective PCI programs

 18               within its primary service area, is that an

 19               accurate statement?

 20          A.   Yes, that is an accurate statement.

 21          Q.   Now the four, the four programs that you

 22               indicate that OHS should be concerned about,

 23               those full-service cardiovascular programs,

 24               one of those programs is Stamford Hospital.

 25                    Correct?
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 01          A.   That is correct.

 02          Q.   And the other full-service cardiac programs

 03               would be Danbury Hospital which is part of

 04               the Nuvance system.  Right?

 05          A.   Yes.

 06          Q.   St. Vincent's Hospital, which is part of the

 07               Hartford HealthCare system.  Correct?

 08          A.   Yes.

 09          Q.   Bridgeport Hospital, which is part of the

 10               Yale system.  Correct?

 11          A.   Correct.

 12          Q.   And so as I understand the gist of your

 13               testimony, what you're concerned about is the

 14               creation of what you would view to be

 15               unnecessarily duplicative elective PCI

 16               services in the face of these existing four

 17               system programs that are in the region.

 18                    Right?

 19          A.   I believe you've articulated my point, yes.

 20          Q.   And the -- in intervening in the proceeding

 21               here today Stamford Hospital, would it be

 22               fair to say, is advocating that OHS should

 23               maintain the status quo with respect to the

 24               ability to have elective PCI services

 25               performed in the region as you've described
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 01               it.  Right?

 02          A.   I would characterize what I'm advocating for,

 03               as is Stamford Health is advocating for -- is

 04               that the State continue to enforce the

 05               already established regulatory requirements

 06               and follow what is prescribed within the

 07               state facilities and services plan.

 08          Q.   The current state of play in the area in

 09               which Stamford Hospital operates is that

 10               patients who go to Norwalk Hospital and who

 11               otherwise qualify for and need elective PCI

 12               procedures, you're here on behalf of Stamford

 13               Health advocating that those patients

 14               continue to be transferred to some

 15               alternative care center.

 16                    Correct?

 17          A.   I -- I would characterize what I would say is

 18               I advocate that the State continue to follow

 19               the consensus guidelines, which I believe

 20               Dr. Bhalla and Dr. Martin have articulated.

 21               A clinical perspective --

 22          Q.   Mr. Bailey, excuse me.  I didn't ask you

 23               about consensus guidelines.  I asked you a

 24               question that simply calls for a yes or a no

 25               answer.
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 01                    And the question is, is your position on

 02               behalf of Stamford Health that a patient goes

 03               to Norwalk Hospital today who otherwise

 04               medically qualifies to receive elective PCI

 05               should get transferred to an alternative care

 06               site that is approved to perform PCI, an

 07               elective PCI?  Yes or no?

 08  MR. MONAHAN:  I'm going to object.  That is a slightly

 09       different question, and the question has been

 10       asked and answered.

 11  THE HEARING OFFICER:  I just want to make sure I'm

 12       clear.  Let me just let Attorney Tucci respond,

 13       and I just want to make sure I'm clear on the

 14       objection.

 15            But go ahead, Attorney Tucci.

 16  MR. TUCCI:  Yeah, Hearing Officer Mitchell.  I'm simply

 17       again attempting to understand the basis for the

 18       Intervener's opposition.

 19            And I did not ask the Witness a question

 20       about the Witness' opinion or view regarding

 21       standards or guidelines, or what have you.  I'm

 22       asking about circumstances relating to the actual

 23       delivery of healthcare.  I don't think that's a

 24       hypothetical question.  I don't think it calls for

 25       speculation.
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 01            And it appears I'm having difficulty getting

 02       answers to basic factual questions.

 03  THE HEARING OFFICER:  Let me ask Attorney Monahan, how

 04       is the question different?  I think you said that

 05       that was one of your objections.

 06  MR. MONAHAN:  Because this Witness is not a clinician,

 07       and this Witness has couched every answer in

 08       relation to that type of factual question with the

 09       basis of his expertise which goes to the policy

 10       and the procedures that surround why patients are

 11       transferred, not purely to the clinical needs.

 12            And that question --

 13  MR. TUCCI:  (Unintelligible.)

 14  MR. MONAHAN:  And that -- let me finish.  And that

 15       question included a hypothetical that the PCI

 16       would be reasonably be able -- would be able to be

 17       performed.  And based on what this Witness has

 18       said, that is not his testimony in light of the

 19       standards that govern elective PCI.

 20  MR. TUCCI:  May I be heard on that objection, Hearing

 21       Officer Mitchell?

 22  THE HEARING OFFICER:  Yes.

 23  MR. TUCCI:  If the position of counsel for Intervener

 24       is that the Witness who's currently under oath and

 25       is testifying, and is not a clinician, and is not
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 01       qualified to speak about clinical issues relating

 02       to cardiovascular care, then I would move to

 03       strike his prefiled testimony in all areas where

 04       the Witness has given opinions about how to

 05       interpret the professional guidelines of various

 06       societies, and what those standards are, and

 07       expressing opinions as a non-physician about what

 08       appropriate care and safety guidelines are for the

 09       delivery of cardiovascular care.

 10            Move to strike.

 11  MR. MONAHAN:  Well, I'm told I can be heard.

 12  THE HEARING OFFICER:  Go ahead.  Go ahead, Attorney

 13       Monahan.

 14  MR. MONAHAN:  Ms. Mitchell, we all know that this

 15       application involves clinical and nonclinical

 16       expertise.  It involves public policy, legislative

 17       issues, administrative action, cost savings across

 18       the board.

 19            Not only doctors are qualified to testify in

 20       this proceeding, and indeed I don't know how many

 21       physicians, with all due respect, are sitting on

 22       the OHS panel.  So if that question was if that

 23       objection had any merit then we would only have to

 24       have physicians listening to this and presiding

 25       over this hearing.
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 01            This Witness has every right to testify.  If

 02       Mr. Tucci wants to hear the basis for his, this

 03       Witness' opinion, why doesn't he just say, please

 04       give me the basis for your opinion?

 05  THE HEARING OFFICER:  What about the motion to strike

 06       all of his prefiled testimony that relates to --

 07  MR. MONAHAN:  I object to that strenuously.  It would

 08       be an egregious error, and it would be -- I think

 09       an absolute injustice.

 10  THE HEARING OFFICER:  So I'm just going to say with

 11       regard to the motion to strike, I mean, this is an

 12       administrative hearing.  So when we look at the

 13       record we weigh all of the evidence accordingly.

 14            And with regard to the objection, I'm going

 15       to allow Attorney Tucci to just go ahead and ask

 16       the question once more.  And then I'm going to ask

 17       the Witness just respond to the question as

 18       directly as possible.

 19  MR. TUCCI:  Thank you.  Mr. Bailey, I'll try to state

 20       the question as simply as possible.

 21       BY MR. TUCCI:

 22          Q.   Is it Stamford Health's position that

 23               patients who otherwise receive care today at

 24               Norwalk Hospital and who qualify for elective

 25               PCI should continue to be required to go to
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 01               alternative care sites to get that care?

 02          A.   Yes, our position is that they should

 03               continue to follow the established

 04               guidelines.

 05          Q.   In your Prefiled testimony you generally

 06               speak about the Norwalk Hospital CON proposal

 07               and it's potential impact or threat to the

 08               existing four, four full-service programs in

 09               the region as you defined it.

 10                    Is it your opinion that the Norwalk

 11               Hospital CON request threatens the ability of

 12               the four regional programs we've discussed to

 13               continue to meet their PCI volume thresholds?

 14          A.   Can you point me to just -- just to point

 15               me where you're at in my prefiled testimony

 16               so I can refresh my memory where you're

 17               reading from?

 18          Q.   You can take a look -- I wasn't reading, but

 19               you can take a look at page 13 of your

 20               prefiled testimony.

 21          A.   Sure.  Okay.

 22                    And I hate to ask you to restate the

 23               question.  I was combing through my paper

 24               just reviewing that.

 25          Q.   Well, sure.  Why don't you focus on page 13,
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 01               Mr. Bailey.  And you have a chart there.

 02               Right?  And right below the chart I'll read

 03               portions of your prefiled testimony.

 04                    Partially quoting, quote, the only way

 05               for Applicant to achieve its projected

 06               volumes is to divert patients from existing

 07               providers already serving the market.

 08                    There you're referring to the four

 09               system programs that you identified earlier

 10               in your testimony.  Correct?

 11          A.   That's correct.

 12          Q.   And then later on in your written remarks you

 13               have a sentence that begins, recent efforts

 14               to increase elective PCI programs.

 15                    Do you see that sentence?

 16          A.   Yes, that's correct.

 17          Q.   And you go on to state in that sentence that

 18               these efforts to expand elective PCI, quote,

 19               all -- among other things, quote, all

 20               threaten the ability of existing programs to

 21               continue to meet PCI volume thresholds, end

 22               quote.

 23                    Have I read that accurately?

 24          A.   You have.

 25          Q.   And so my question is, is it your testimony
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 01               that the Norwalk Hospital CON request raises

 02               a serious threat to the ability of Stamford

 03               Hospital, Danbury Hospital, Bridgeport

 04               Hospital, St. Vincent's Hospital to continue

 05               to meet what you believe to be adequate PCI

 06               volume thresholds?

 07          A.   I believe that based on the fact that the

 08               market has already seen declines, as I stated

 09               in my written testimony and as I gave in my

 10               introductory comments, and the fact that

 11               there is a continued projection of decline in

 12               the service area that we know for at least

 13               the Norwalk Hospital service area -- that

 14               yes, the only way for those volumes to be met

 15               would be to have a declining impact, a

 16               negative impact to volumes that are going to

 17               other facilities within -- within this

 18               30-mile radius.

 19          Q.   Do you mean that you believe approval of this

 20               CON would pose a threat to those four

 21               programs to meet minimum volume thresholds?

 22          A.   So I -- I believe that the question you're

 23               asking me would cause me to speculate about

 24               what exactly -- how those volumes would go

 25               and the total number of cases by certain
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 01               geographic regions, by certain hospitals.

 02                    So I'm not sure I can answer your

 03               question with a, cause them to go below the

 04               threshold number.

 05                    But what I can answer for you is, that

 06               yes, I do believe it would have negative and

 07               adverse impacts on their volumes, and it

 08               could potentially impact there, their overall

 09               threshold volumes.

 10          Q.   So even though -- so you can't speculate, but

 11               you believe that potentially could impact.

 12                    Correct?

 13          A.   I believe I answered the question on that,

 14               yes.

 15          Q.   All right.  Let's turn to some numbers,

 16               please.  Please look at the CON application

 17               page 15 and 16?

 18          A.   Just allow me, if I can, to get that

 19               application, because I don't have it in front

 20               of me?

 21  MR. MONAHAN:  Can you read me the pages of the

 22       application?

 23  MR. TUCCI:  CON application pages 15 and 16.

 24  THE WITNESS (Bailey):  I have them in front of me.

 25  
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 01       BY MR. TUCCI:

 02          Q.   All right.  If I could just direct your

 03               attention to the bottom of page 15 and then

 04               over to the top of page 16.  I want to ask

 05               you a few questions about the data that

 06               appear there.

 07          A.   Yeah, I've got it.  Yeah, I've got it.

 08          Q.   So at this portion of the application Norwalk

 09               Hospital has listed patient transfer data for

 10               a period of August 1, 2019, to March 19th of

 11               2020 for patients that were transferred from

 12               Norwalk Hospital because they required some

 13               type of follow-up cardiac clinical care.

 14                    Do you see that?

 15          A.   I do see that.

 16          Q.   And the data that Norwalk Hospital presented

 17               showing that during that seven-month or so

 18               period, 13 patients who presented to Norwalk

 19               Hospital ended up being transferred to

 20               Bridgeport Hospital, which is part of the

 21               Yale system.

 22                    Right?

 23          A.   I see that noted here.

 24          Q.   And to state the obvious, Bridgeport Hospital

 25               in the Yale system have not intervened to

�0099

 01               oppose this CON application.  Right?

 02          A.   I -- I believe that to be factually true

 03               based on what Hearing Officer Mitchell opened

 04               up with her comments.

 05          Q.   And the data further show that during that

 06               seven-month period there were 55 patients who

 07               were required to go to St. Vincent's

 08               Hospital, or who elected to go to

 09               St. Vincent's Hospital because they couldn't

 10               get cardiac care at Norwalk Hospital.

 11                    And you would agree with me as a matter

 12               of fact that St. Vincent's as part of the

 13               Hartford Health system did not request

 14               intervener status to oppose Norwalk

 15               Hospital's request for elective PCI.

 16                    Correct?

 17          A.   I -- I honestly can't speak whether they

 18               requested it, but I -- I do know that they

 19               were not granted an intervener status based

 20               again on what Hearing Officer Mitchell

 21               stated.

 22          Q.   Okay.  And during the same seven-month time

 23               period a total of six patients who could not

 24               receive follow-up coronary cardiovascular

 25               care at Norwalk Hospital ended up going to
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 01               Stamford Hospital.  Right?

 02          A.   I see that's what's stated here, yes.

 03          Q.   One of the things that you have talked about

 04               is the PCI procedure data that has been the

 05               subject of this application, and you -- you

 06               included some information concerning Stamford

 07               Hospital's experience with PCI procedures in

 08               your prefiled testimony.

 09                    Correct?

 10          A.   I'm not sure I know exactly what question

 11               you're asking about.  What we've cited in our

 12               prefiled testimony about Stamford Hospital's

 13               procedure volume?

 14          Q.   Okay.  Well, I'm asking about your prefiled

 15               testimony and --

 16          A.   Yeah, yeah.

 17          Q.   And in particular to assist you, I'd ask you

 18               to go to page 12 of the testimony you

 19               submitted?

 20          A.   Okay.

 21          Q.   And you put a chart in your prefiled

 22               testimony at the top part of the page which

 23               you've described with the label, regional PCI

 24               trends.  Do you see that?

 25          A.   I do.
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 01          Q.   And it shows for example in fiscal year 2019

 02               that the total inpatient and outpatient PCI

 03               procedures done at Stamford hospital were

 04               477.  Right?

 05          A.   I would -- I would agree with you, yes.

 06          Q.   And you also reported for fiscal year 2020 a

 07               total of your inpatient and outpatient PCI

 08               procedures at 388.  Right?

 09          A.   Yes.

 10          Q.   And 2020 was the year that all of us were

 11               required to stay home starting in March when

 12               the pandemic hit.  Do you agree with that?

 13          A.   I do agree that was when the pandemic hit.

 14          Q.   All right.  And so if we look back at the

 15               experiential data from the seven-month period

 16               that we talked about earlier in terms of

 17               patients from the Norwalk service area, from

 18               August of 2019 to March of 2020, you agree

 19               with me that there were a total of six

 20               patients who ended up going to Stamford

 21               Hospital for some form of further

 22               cardiovascular care.

 23                    Right?

 24          A.   That's correct.

 25          Q.   And as a matter of simple math, if that
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 01               experiential data was consistent throughout

 02               the course of time, the reduction of six or

 03               ten, or twelve PCI procedures coming from the

 04               Norwalk service area would not have in any

 05               way a material impact on Stamford Hospital's

 06               ability to maintain a high-quality PCI

 07               intervention program.

 08                    Would you agree with that?

 09          A.   The way I answer you question is --

 10          Q.   Well, I asked you -- I'm sorry, sir.

 11                    I asked you a very simple question that

 12               is based on the numbers that we've all just

 13               talked about.  And so I'm asking you very

 14               simply, do you agree, yes or no, that a

 15               reduction going forward of as many as a dozen

 16               cases, let's just say, from what your

 17               existing volume trends are for PCI would not

 18               have a materially adverse effect on your

 19               health systems' ability to maintain volume

 20               thresholds?

 21  MR. MONAHAN:  May I object to the interruption of the

 22       Witness' answer -- and allow the Witness to answer

 23       as he sees best to answer that question?

 24  THE HEARING OFFICER:  I'm going to direct him to answer

 25       the specific question yes or no.  If there's any
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 01       followup, then Attorney Monahan, you can make that

 02       followup.

 03  MR. MONAHAN:  Okay.  Thank you.

 04  THE WITNESS (Bailey):  So to answer your question based

 05       on the math you presented, then no.  That would

 06       not have a material impact based on the math you

 07       presented.

 08  MR. TUCCI:  All right.  I'm now trying to move along

 09       here, but I want to cover some of the other sort

 10       of highlighted areas that I understood from your

 11       written prefile and your remarks under oath here

 12       today.

 13       BY MR. TUCCI:

 14          Q.   And as I understand it, a fair

 15               characterization of one of the other concerns

 16               that you have raised is that the Office of

 17               Health Strategy should be concerned about a

 18               declining PCI volume and what you

 19               characterize as the region.

 20                    And for purposes of our discussion we'll

 21               talk about the region meaning the four

 22               full-service programs that we talked about

 23               earlier.  Am I right that that's one of the

 24               concerns that you raised?

 25          A.   It is absolutely correct.
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 01          Q.   Okay.  Do you believe that within a

 02               geographic -- have you seen, do you believe

 03               that within a geographic region that there

 04               may be factors that apply to particular

 05               institutions, or a particular location within

 06               that region that could influence procedure

 07               volume in a way that may be different when

 08               you look at the region as a whole?

 09          A.   I -- I'm sorry.  I have no idea what the

 10               question actually -- is trying to ask me to

 11               provide a opinion on it.

 12          Q.   All right.  Okay.  Let's look at your chart

 13               on page 12, sir.

 14                    Do you have it in front of you?

 15          A.   I do.

 16          Q.   You've defined the region that you would like

 17               OHS to focus on to be comprised of

 18               Bridgeport, Danbury, St. Vincent's and

 19               Stamford Hospital's.  Correct?

 20          A.   That's correct.

 21          Q.   You've shown for fiscal years 2016 through

 22               fiscal year 2020 what the actual volume

 23               numbers are for PCI for those different

 24               institutions.  Correct?

 25          A.   Yes.
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 01          Q.   And you're asking OHS to draw conclusions

 02               about what you believe are regional trends

 03               shown by that PCI volume.  Correct?

 04          A.   I believe what I'm trying to do here is to

 05               demonstrate that there is a decline that has

 06               been noted here that falls in line with what

 07               has also has been projected in the state as

 08               well as other national trends.

 09          Q.   When you look at the region as a whole.

 10               Correct?

 11          A.   Yes, when we look at the region whole --

 12               holistically here I think we've -- we've

 13               cited the -- I've cited the percentage

 14               decreases.

 15          Q.   All right.  Now, sir, I'd ask you to look at

 16               your chart at the top line for Bridgeport

 17               Hospital.

 18                    Do you have that data in view?

 19          A.   I do.

 20          Q.   Would you agree with me that for fiscal year

 21               2016 Bridgeport Hospital reported a total PCI

 22               inpatient/outpatient volume of 288?

 23          A.   That's correct.

 24          Q.   In fiscal year '27 [sic] Bridgeport Hospital

 25               had a total PCI volume of 349.  Correct?
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 01          A.   That's correct.

 02          Q.   In 2018 Bridgeport Hospital reported a total

 03               inpatient/outpatient PCI volume of 390.

 04               Correct.

 05          A.   Correct.

 06          Q.   In 2019, for that fiscal year Bridgeport

 07               Hospital reported a total

 08               inpatient/outpatient PCI volume of 489.

 09                    Correct?

 10          A.   Yes, that's correct.

 11          Q.   So from 2016 to the four-year period ending

 12               in 2019 is a matter of simple mathematics,

 13               sir, do you agree that the PCI volume at

 14               Bridgeport Hospital part of the region that

 15               you've defined increased by 200 cases?

 16          A.   I would agree it's increased by 201

 17               increases, as I reported.

 18          Q.   Thank you.

 19                    Moving along, sir, again I think one of

 20               the sort of major topic areas that you

 21               presented was a concern about the granting of

 22               the CON application potentially having an

 23               adverse effect on the financial strength of

 24               what I think you characterized in your

 25               prefiled testimony at page 6 as the overall
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 01               healthcare system in the state.

 02                    Is that, in fact, a concern that you

 03               have expressed to the Office of Health care

 04               Strategy?

 05          A.   Yes, it is in fact a concern.

 06          Q.   Can you point me to any data in the 13 pages

 07               of your prefiled testimony that shows how

 08               allowing elective PCI at Norwalk Hospital

 09               will jeopardize the financial health of any

 10               Hospital in Connecticut?

 11          A.   I -- I do not have any, any data in my --

 12               that points to an impact on a hospital, but I

 13               do believe and what my point is here is that

 14               the impact is to the statewide health system.

 15                    And when we increase operating expenses

 16               as stated and proposed by Norwalk Hospital

 17               here at 1.08, 1.3 and 1.6 million; anytime a

 18               healthcare system increases costs in their

 19               operating basis or capital, it has a

 20               deleterious effect on the overall cost of the

 21               healthcare system holistically.

 22                    Those costs are passed on elsewhere and

 23               it has impacts that are oftentimes hard to

 24               immediately define.

 25          Q.   All right.  Mr. Bailey, I'm a little confused
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 01               by that.  I'm not a chief operating officer,

 02               but I did note that you noted that if this

 03               CON were approved that Norwalk Hospital would

 04               experience some additional cost.  That's the

 05               point you were making.  Correct?

 06          A.   That's the point I am calling out that was

 07               based in their worksheet that they submitted.

 08          Q.   Right.  And that would be the costs

 09               associated with providing more services to

 10               patients than Norwalk was previously allowed

 11               to provide because of CON restrictions.

 12                    Right?

 13          A.   That's correct.

 14          Q.   So presumably if Norwalk Hospital is

 15               providing services that it was previously not

 16               allowed to provide, you would agree with me

 17               as a basic elementary manner they would be

 18               able to charge for those services, at least a

 19               portion of it?

 20  MR. MONAHAN:  Object to the form.

 21  THE HEARING OFFICER:  Attorney Tucci?

 22  MR. TUCCI:  Yes?

 23  THE HEARING OFFICER:  I just wanted to see if you had

 24       any response to the objection.

 25  MR. TUCCI:  No, I don't, because I think it's fairly
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 01       clear that when -- the question I'm asking the

 02       Witness who is -- I think has financial expertise,

 03       is that you're investing cost and providing

 04       services, the idea is you're going to generate

 05       revenue and revenue offsets cost.

 06  THE HEARING OFFICER:  Attorney Monahan, any response?

 07  MR. MONAHAN:  Well, I believe that Attorney Tucci

 08       introduced the concept of charges, which was not

 09       the thrust of what the testimony was, and what the

 10       answer to the question was.  So I think the thrust

 11       of the questions that led up to that and the

 12       answers dealt with increased costs for services

 13       that would be duplicating others.

 14            So I think there -- I think that there was --

 15       the charge is, I believe, was an inappropriate

 16       form of that question and followup to the line of

 17       questioning that is being presented.

 18  MR. TUCCI:  Hearing Officer Mitchell, I'm sorry.  I'm

 19       trying to really make this as simple as possible.

 20       The Witness testified about cost, and that we

 21       reported that there would be increased cost.

 22            I'm simply asking a basic elemental question

 23       about the concept of increased costs associated

 24       with allowing more procedures to be done, and if

 25       more procedures are being done, therefore revenue
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 01       is generated.  I don't think that's a

 02       controversial concept or one that's hard to

 03       understand.

 04  THE HEARING OFFICER:  All right.  I'm going to allow

 05       it.

 06  THE WITNESS (Bailey):  Would you mind restating your

 07       question?

 08  MR. TUCCI:  You know what?  I'm going to move on.

 09       BY MR. TUCCI:

 10          Q.   All right.  Now I am going to spend some time

 11               on this next topic, Mr. Bailey, because I

 12               think it's one that you have provided some

 13               extensive discussion around.  And that's the

 14               issue of volume projections.  Right?

 15                    You would agree that the substance of

 16               your testimony here today is that you would

 17               like OHS to conclude that the projected

 18               volume figures that Norwalk Hospital has

 19               presented are not backed up by what you

 20               describe as empirical evidence.  I believe

 21               you use that term at page 10 of your prefiled

 22               testimony.

 23          A.   Yes, that's correct.

 24          Q.   That is right?

 25          A.   That's correct.
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 01          Q.   All right.  And I assume as part of your

 02               preparation for coming here today to testify

 03               you reviewed Norwalk Hospital's response to

 04               the OHS hearing issues which set forth

 05               information concerning recent utilization.

 06                     Did you review that?

 07          A.   I did.

 08          Q.   And in reviewing that you would agree with

 09               me, would you not, that those responses

 10               reported empirical information for fiscal

 11               year 2021, actual to date and projected

 12               showing annualized volume of 108 cardiac cath

 13               cases and 82 primary PCIs?

 14                    That's what the empirical information is

 15               that was set forth in the response that my

 16               client submitted to OHS.

 17                    Would you agree with that?

 18          A.   Before I answer your question I'd just like

 19               to be able to be able to point you to the

 20               information so that I, as being under oath as

 21               you pointed out, I answer it correctly.

 22          Q.   Sure.

 23          A.   So you're referring to the table Norwalk

 24               Hospital cardiac cath, the piece how the

 25               cases trend.  I don't have a page number on
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 01               it -- where it has FY '21 annualized 108 plus

 02               92 adds up to 190?

 03          Q.   Yes.

 04          A.   I see that.

 05  MR. TUCCI:  Hearing Officer Mitchell, if you could just

 06       give me a moment?  I need to locate another

 07       document.

 08  THE HEARING OFFICER:  Absolutely.

 09  THE WITNESS (Bailey):  I'm going to take a moment to

 10       get a drink of water if that's okay?

 11  THE HEARING OFFICER:  That's okay.

 12  

 13                (Pause:  12:35 p.m. to 12:37 pm.)

 14  

 15  THE HEARING OFFICER:  I'm just going to note that my

 16       colleague Brian Carney was having some technical

 17       problems, and he is trying to assess the hearing

 18       again.

 19            So I'm just going to ask that we wait until

 20       he is back because he controls a lot of the

 21       functions related to muting and monitoring

 22       individuals who want to speak when I can't see

 23       them.  So I'm just going to ask that we hold on

 24       just for another minute or two until he's back.

 25  
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 01                (Pause:  12:37 p.m. to 12:41 pm.)

 02  

 03  THE HEARING OFFICER:  Okay.  So we can go ahead and

 04       resume.  I'm just thinking before you continue

 05       with your questions, I'm wondering if both counsel

 06       would be amenable to taking a break at one

 07       o'clock?

 08  MR. TUCCI:  That's perfectly fine.

 09  THE HEARING OFFICER:  Okay.  I just didn't want to

 10       interrupt your flow if you wanted to continue on.

 11            But is that okay, Attorney Monahan?

 12  MR. MONAHAN:  Absolutely okay.

 13  THE HEARING OFFICER:  Okay.

 14  MR. TUCCI:  Hearing Officer Mitchell, I'm ever the

 15       internal optimist.  I only have a little bit

 16       longer for Mr. Bailey.

 17  THE HEARING OFFICER:  Okay.

 18  MR. TUCCI:  I was thinking I might be able to wrap up

 19       the last cross-examination.  I'm not sure I can do

 20       it precisely by one.

 21            So maybe what makes the most sense to do is

 22       just finish with Mr. Bailey and then take a break

 23       when we're done with him.  And if that's

 24       acceptable?

 25  THE HEARING OFFICER:  That works for me.  What about

�0114

 01       you, Attorney Monahan?

 02  MR. MONAHAN:  That works for me, too.

 03  THE HEARING OFFICER:  Okay.  All right.  So you can

 04       proceed when you're ready.

 05  MR. TUCCI:  Thank you.

 06       BY MR. TUCCI:

 07          Q.   All right, Mr. Bailey.  We're back.

 08          A.   Yes, we are.

 09          Q.   And we were chatting before the break about

 10               the data, empirical information presented in

 11               Norwalk Hospital's responses to the OHS

 12               public hearings list -- public hearing

 13               issues, and I'd ask you just to go back to

 14               that page.

 15                    And I want to direct your attention to

 16               the graph pertaining to Danbury Hospital

 17               cardiac cath and PCI case trends.

 18                    Do you see that?

 19          A.   I do see that.

 20          Q.   And this is a particular set of data reported

 21               for fiscal years '17 through '20, and then

 22               fiscal year '21 for approximately the first

 23               six months.  Right?

 24          A.   That's what it states, yes.

 25          Q.   Right.  And of course you know that Danbury
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 01               Hospital is approved to provide both primary

 02               PCI services to patients, but also elective

 03               PCI services to patients.  Right?

 04          A.   I do know that.

 05          Q.   And looking at the various data that's

 06               reported as Danbury Hospital's actual case

 07               experience, I want to go through each of the

 08               fiscal years with you and look at primary PCI

 09               and elective PCI in each of these years and

 10               talk to you about what that empirical

 11               information shows.

 12                    So focusing your attention on fiscal

 13               year 2017 you would agree with me that

 14               Danbury Hospital reported 88 primary PCI

 15               cases in 2017, and a total of 329 elective

 16               PCI cases in that same fiscal year.  Correct?

 17          A.   Yes, I see that written in the chart there.

 18          Q.   So in looking at the relationship between the

 19               number of primary cases versus the number of

 20               elective cases, there are about four times as

 21               many elective cases.  Right?

 22          A.   I am following that simple math, yes.

 23          Q.   Okay.  And for 2018 we'll do the same thing.

 24               Do you see that Danbury Hospital reported 63

 25               primary procedures and a total of 302
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 01               elective procedures?

 02                    And you would agree with me that the

 03               ratio there is approximately five times as

 04               many elective cases as primary PCI cases.

 05                    Right?

 06          A.   I am following your math, yes.

 07          Q.   And for 2019 the data show that Danbury

 08               Hospital's actual experience was 79 primary

 09               PCI procedures for patients, as compared with

 10               367 elective PCI procedures performed on

 11               patients in that fiscal time period.

 12                    And again, we're talking roughly about

 13               five times as many elective cases as primary

 14               cases.  Right?

 15          A.   You're on FY '19?

 16          Q.   Yes.

 17          A.   Yes, I would.  That's probably more around

 18               four times that volume, but yes.

 19          Q.   I apologize.  I'll go with your rounded

 20               number.  Agreed.

 21                    And again, to complete the exercise with

 22               regard to the fiscal year 2020, what that

 23               data show is that Danbury Hospital performed

 24               primary PCI procedures on 76 patients, as

 25               compared with elective PCI procedures for a
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 01               total of 339 patients.

 02                    And again, we're roughly in that

 03               approximate four times ballpark right?

 04          A.   Yes.  I'm following your math, yeah.

 05          Q.   Do you believe that the trending data for

 06               Danbury Hospital showing the relationship

 07               between the number of primary PCIs and

 08               elective PCIs roughly mirrors the experience

 09               that you note to be the case at Stamford

 10               Hospital?

 11          A.   I have not done the math to do a comparative

 12               analysis.  I cannot answer your question.

 13          Q.   Well, have you, in getting ready for this

 14               hearing that we're here for today, did you

 15               take a look at what Stamford Hospital's

 16               breakdown was in terms of the number of

 17               primary cases versus elective cases?

 18  MR. MONAHAN:  Asked and answered.

 19  MR. TUCCI:  No, it hasn't been asked and answered.

 20       It's the first time I've asked the question,

 21       Hearing Officer Mitchell.

 22  THE HEARING OFFICER:  I'm going to allow for it.

 23  THE WITNESS (Bailey):  So certainly we looked at our

 24       most recent data of elective PCIs, and we've also

 25       looked at our primary PCIs, as we do on a regular
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 01       basis as just doing business.

 02            I have not done the math.  I would not be

 03       able to cite, you know, what I believe was your

 04       original question, was whether this follows a

 05       similar trend.  Quite frankly, it simply did not

 06       do the math to know if that is the case.

 07       BY MR. TUCCI:

 08          Q.   That's fine.  Let me break it down a little

 09               bit more.  Let's go.

 10                    Let's go to page 12 of your prefiled

 11               testimony.

 12                    Do you have it in front of you?

 13          A.   I do.

 14          Q.   You reported data for Stamford Hospital in

 15               the chart.  Correct?

 16          A.   That is correct.

 17          Q.   And the data you reported concerned the

 18               actual performance of PCI procedures in

 19               Stamford Hospital, for example, in fiscal

 20               year 2017?

 21          A.   Correct.

 22          Q.   Right?  You reported it and you reported it

 23               based on whether the procedure was done

 24               inpatient or outpatient, but nevertheless you

 25               reported a total number of PCI procedures
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 01               performed at your institution at 592.

 02                    Correct?

 03          A.   That is correct.

 04          Q.   How many were elective?  And how many were

 05               primary?

 06          A.   I -- I do not have that answer.  I don't have

 07               that, that information.

 08          Q.   When you're sitting in Stamford Hospital do

 09               you have that data available?

 10          A.   I do not have it in front of me at the

 11               moment.

 12          Q.   Where it is?

 13  MR. MONAHAN:  Hearing Officer, if there would be a

 14       request for a late file we certainly can prepare

 15       it, but we do not have it here in front of us.

 16  THE HEARING OFFICER:  If they don't have it, you know

 17       they can't produce it at this moment.  Maybe we

 18       will file a request for a late file, but that is

 19       going to be up to me after I determine what we

 20       need from the team.

 21            I'm going to ask that we move on.

 22  MR. TUCCI:  So I'll continue.

 23       BY MR. TUCCI:

 24          Q.   So Mr. Bailey, you've indicated that in

 25               getting ready for today's hearing you didn't
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 01               do the math in terms of a breakout between

 02               the number of primary cases done at Stamford

 03               Hospital versus the number of cases done

 04               electively for percutaneous coronary

 05               intervention.  Right?

 06          A.   That is how I answered that question, and

 07               there's no reason for which I would do that

 08               calculation.

 09          Q.   Have you ever been involved in or done a

 10               similar calculation in the past?

 11          A.   I -- can you -- are you speaking about PCI

 12               procedures?  Or are you just talking about

 13               doing a ratio?

 14          Q.   Yeah.  No, it's very simple.  I don't mean to

 15               overcomplicate this.  My question is very

 16               simple.

 17                    At any time in the past have you ever

 18               been involved in, or do you know of any

 19               existing breakdown showing in a fiscal year

 20               how many primary PCI cases Stamford Hospital

 21               did and how many elective PCI cases Stamford

 22               Hospital did?

 23          A.   I have not -- I have been in any previous

 24               conversation where we calculated a ratio of

 25               what our PCI is.  I've never -- I have not
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 01               seen any data in front of me to their doing

 02               that -- or doing this calculation.  We have

 03               no, again -- we go back to we don't have

 04               basis on why we would do that calculation.

 05          Q.   All right.  You obviously agree with me that

 06               you did participate in and testify as an

 07               intervener in opposing the Greenwich Hospital

 08               CON for elective PCI.  Correct?

 09          A.   That's correct.

 10          Q.   And in your, in Stamford's Health's capacity

 11               as an intervener in the Greenwich Hospital

 12               CON request for elective PCI, Stamford

 13               Hospital submitted a late file in that

 14               proceeding showing a breakdown in 2017 of

 15               primary versus elective PCI procedures,

 16               showing that you did six times as many

 17               elective PCIs as primary.

 18                    Are you aware of that?

 19          A.   I don't have my -- I don't have my

 20               prefiled test -- or the testimony or the

 21               transcript in front of me from that hearing.

 22               So --

 23          Q.   Are you aware that in 2018 Stamford's

 24               Hospital experience was that it did 51

 25               primary PCIs and 335 elective PCIs, or six
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 01               times as many elective as primary?

 02          A.   Again, I don't have the data in front of me.

 03               So it's impossible for me to be able to

 04               answer your question.  I'm sorry.

 05          Q.   Are you aware in 2019 Stamford Hospital

 06               reported doing an actual number of 65 primary

 07               PCIs, and a total of 337 elective PCIs, or

 08               approximately five times as many elective

 09               procedures as primary?

 10  MR. MONAHAN:  Hearing Officer, may I just?  And I'm not

 11       doubting what is being read, but can we just --

 12       can I just understand what it is that Attorney

 13       Tucci is reading from so that we can understand

 14       where the numbers are coming from?

 15  MR. TUCCI:  I'm reading from --

 16  THE HEARING OFFICER:  I believe this -- oh, go ahead.

 17  MR. TUCCI:  Hearing Officer, I apologize.  I didn't --

 18  THE HEARING OFFICER:  No, no, no.  I believe that this

 19       is from the Greenwich hearing, prefiled testimony

 20       from that -- but go ahead, Attorney Tucci.

 21  MR. TUCCI:  Yes, your understanding is correct, Hearing

 22       Officer Mitchell.

 23  THE WITNESS (Bailey):  So again, Attorney Tucci, I

 24       don't have the information in front of me on any

 25       of the years that you might cite.  So it's
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 01       impossible for me to answer your question.

 02       BY MR. TUCCI:

 03          Q.   What about fiscal year 2020, last year?  Do

 04               you know what those numbers were?

 05          A.   I do not.

 06          Q.   Well, let me refresh your memory.

 07                    In 2020 your institution reported doing

 08               54 primary PCIs and 255 elective PCIs, again

 09               approximately five times as many elective

 10               procedures as primary procedures.  You don't

 11               recall that?

 12          A.   I don't recall the specifics of the data.

 13  MR. TUCCI:  I have no more questions for this Witness.

 14  THE HEARING OFFICER:  All right.  So let me just ask --

 15  MR. MONAHAN:  May I have --

 16  THE HEARING OFFICER:  Oh, go ahead.  Was that you,

 17       Attorney Monahan?

 18  MR. MONAHAN:  Yes.  I apologize.  I was raising my

 19       hand.

 20  THE HEARING OFFICER:  No, that's okay.  That's okay.

 21  MR. MONAHAN:  Do I have the opportunity to just ask a

 22       couple of questions on redirect?

 23  THE HEARING OFFICER:  Yes.

 24  MR. MONAHAN:  Thank you.

 25  

�0124

 01                  REDIRECT EXAMINATION (Bailey)

 02  

 03       BY MR. MONAHAN:

 04          Q.   Mr. Bailey, there were a number of questions

 05               about the charts in your testimony, your

 06               prefiled testimony in this matter on page 12

 07               in connection with the regional PCI trends.

 08                    Do you recall that line of questioning

 09               where I made an objection, it was overruled

 10               and then you were asked to answer the

 11               question?

 12          A.   I do recall.

 13          Q.   Was there a point during that line of

 14               questioning that you had any reason to

 15               describe something greater than what was in

 16               that chart in the section seven as a whole?

 17          A.   Yeah.  So I believe what I was trying to get

 18               to, section seven which really speaks to the

 19               aspects of the full-service cardiovascular

 20               programs in a declining market is when we --

 21               it's impossible to really separate out all

 22               the full-service programs in and of itself.

 23                    And then when you're looking at multiple

 24               full -- multiple hospital systems applying

 25               for bringing in low-volume PCI programs
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 01               without the on-site cardiac surgery, it's

 02               impossible to fully comprehend the ripple

 03               effect that could occur in a situation where

 04               there would be deleterious effects on the

 05               volumes at hand.  And so while --

 06  MR. TUCCI:  Objection.  Move to strike.  This Witness

 07       is not qualified to give that testimony.  It's

 08       pure speculation.  He's offering an opinion

 09       without any qualification or basis to give it.

 10            He's not a cardiac expert.  He's now giving a

 11       prediction or an evaluation, or an opinion that

 12       could only be given by an expert in the field.

 13            Move to strike it.

 14  THE HEARING OFFICER:  Attorney Monahan?

 15  MR. MONAHAN:  Attorney Mitchell, with that motion to

 16       strike if that's the basis for a motion to strike

 17       there's nearly every single written prefiled

 18       testimony that will receive a similar motion on

 19       the Applicant's side.

 20            This is a chief operating officer of Stamford

 21       Health care.  He crosses the lines between

 22       clinical data analysis, financial data analysis,

 23       market analysis, and he receives information from

 24       a number of different experts.  This is not a

 25       trial where there has been a designated expert on
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 01       a particular minute narrowminded scope.

 02            So the fact that I have asked this Witness to

 03       embellish on the testimony that he has presented

 04       to you in my view is fair for you to hear based on

 05       his experience in his role at Stamford Health.

 06  MR. TUCCI:  Hearing Officer --

 07  THE HEARING OFFICER:  I'm going to allow it.  No, I'm

 08       going to allow it briefly.  As this is an

 09       administrative hearing, you know, I do -- we're

 10       going to look at all of the evidence and I'll give

 11       it the appropriate weight based on everything we

 12       hear.  So I just want to hear what he has to say.

 13  THE WITNESS (Bailey):  Thank you, Hearing Officer

 14       Mitchell.

 15            So just to wrap up my comment on that, is

 16       when at any point in time in this situation or

 17       others where services are coming in and they are

 18       going to be duplicative, or areas where multiple

 19       systems are coming in on an effort, and now we've

 20       got services that are already at commercial volume

 21       objectives; those will have a compounding factor

 22       on them that will have a negative impact on

 23       healthcare organizations -- and I'll keep it as a

 24       broad aspect.

 25            There are four already existing programs in
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 01       this geographic region that provide these

 02       services.  And they will have, based on previous

 03       experiences I've seen as these types of things

 04       play out, where they will have a negative impact

 05       on their volumes.  And that can have -- I just

 06       want to cite this example.  I do have it in my

 07       written testimony, so it's not new information.

 08            But we have a type of program under an aspect

 09       relative to CMS's national coverage decision.  We

 10       are to retain a 300 volume, PCI minimum volume.

 11       So there are aspects that may not be on the

 12       forefront awareness of these types of impacts, but

 13       as an organization why we are so concerned,

 14       reducing our volume may have downstream impacts

 15       that may not be overly apparent when looking at it

 16       at just the surface.

 17  MR. MONAHAN:  Thank you.

 18  THE HEARING OFFICER:  Followup, Attorney Monahan?

 19  MR. MONAHAN:  I have no other questions of the Witness.

 20  MR. TUCCI:  Recross, please, Hearing Officer Mitchell?

 21  THE HEARING OFFICER:  Yes, very briefly.

 22  MR. TUCCI:  Yes, very briefly.  And following up just

 23       on the point that the Witness was making, Hearing

 24       Officer Mitchell.

 25  
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 01                  RECROSS-EXAMINATION (Bailey)

 02  

 03       BY MR. TUCCI:

 04          Q.   Mr. Bailey, please look at page 12 of your

 05               prefiled testimony?

 06          A.   I have it in front of me.

 07          Q.   In page 12 of your testimony you present some

 08               projections by the healthcare consulting

 09               group called SG2.  Correct?

 10          A.   I do.

 11          Q.   And the projections that you present are

 12               SG2's estimates regarding projected PCI

 13               volume going forward for the primary service

 14               towns of New Canaan, Norwalk, Weston,

 15               Westport and Wilton.

 16                    Right?

 17          A.   That's correct.

 18          Q.   And you show what the actual PCI volume is in

 19               2019, and you show what SG2 projects the PCI

 20               volume to be going out a five-year period or

 21               so to 2024.  Right?

 22          A.   That's correct.

 23          Q.   And for those four towns what you're

 24               consulting expert shows is that in 2019 there

 25               were a total of 303 PCI cases.  Right?
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 01          A.   That's correct.

 02          Q.   And in 2024 your consultant suggests that the

 03               total volume of PCI cases will be 298.

 04                    Correct?

 05          A.   That's correct.

 06          Q.   A difference of five less.

 07                    Sir?

 08          A.   Yes, five less.

 09  MR. TUCCI:  Thank you.

 10  MR. MONAHAN:  No other questions.

 11  THE HEARING OFFICER:  No other questions?  Okay.

 12            So it looks like everybody is done with

 13       Mr. Bailey.  I just want to make sure we're all

 14       set before we take a break?

 15  MR. TUCCI:  Yes.  Thank you, Hearing Officer, on behalf

 16       of the Applicant.

 17  THE HEARING OFFICER:  Okay.  And also Attorney Monahan?

 18  MR. MONAHAN:  Yes, we are ready to take a break.

 19  THE HEARING OFFICER:  All right.  So we are going to

 20       take a break until 1:45.  I'll give everybody the

 21       notice that we're going to go back on around 1:43.

 22            And then for the hearing reporter I'm going

 23       to send you a list of witnesses for both sides.

 24  

 25                 (Pause:  1:01 p.m. to 1:50 p.m.)
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 01  MR. TUCCI:  Hearing Officer Mitchell, I think we're

 02       back now and ready to proceed.

 03  THE HEARING OFFICER:  Perfect.  So you were going to

 04       ask additional questions of the Intervenor's

 05       witnesses, Attorney Tucci?

 06  MR. TUCCI:  Yes.  I would ask to call Dr. Scott Martin,

 07       please.

 08  THE HEARING OFFICER:  Okay.

 09  

 10                   CROSS EXAMINATION (Martin)

 11  

 12       BY MR. TUCCI:

 13          Q.   Dr. Martin, good afternoon.

 14          A.   Good afternoon.

 15          Q.   Can you hear me all right?

 16          A.   Yes.

 17          Q.   Okay.  Do you have your prefiled testimony in

 18               front of you?

 19          A.   I do.

 20          Q.   If you could look at the first page of your

 21               written submission, please?

 22          A.   Okay.

 23          Q.   Now one of the things that you say in your

 24               prefiled testimony, I'm just going to read

 25               the quoted language to you.  It begins at the
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 01               bottom of the first page.

 02                    Stamford Health's interventional

 03               cardiology program offers the latest in

 04               leading-edge minimally invasive approaches to

 05               cardiac care.

 06                    You strongly believe that to be an

 07               accurate statement.  Correct?

 08          A.   Yes.

 09          Q.   And you've heard the earlier testimony

 10               concerning the number of patients that have

 11               been treated at least during the seven-month

 12               period from 2019 to 2020 who originate from

 13               the Norwalk Hospital service area.

 14                    And you'll recall that at least in that

 15               period it was at least about six patients

 16               that ended up actually receiving care at your

 17               institution.  Correct?

 18          A.   If you're referring to the transfers from

 19               their hospital to ours, yes.

 20          Q.   Yes.  And if those patients elected to stay

 21               at Norwalk Hospital because Norwalk Hospital

 22               was permitted to do elective PCI procedures

 23               you would agree that Stamford Hospital is

 24               still going to have a state-of-the-art

 25               interventional cardiology program.
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 01                    Correct?

 02          A.   Yes, I would agree.  I, you know, the

 03               transfers -- it's been about one per month

 04               historically for Norwalk for quite a while.

 05                    You know, I don't think that taking that

 06               away would provide any imminent existential

 07               threat to our program, but -- and I believe

 08               the application is, you know, positing that

 09               there would be many more patients getting PCI

 10               at Norwalk Hospital from those direct

 11               transfers.

 12          Q.   I understand that's your point of view, but

 13               I'm focusing now on what effect this may or

 14               may not have on your program, and on Stamford

 15               Hospital.

 16                    And you'd agree with me just as a matter

 17               of sort of simple reality, which I think

 18               you've acknowledged, that whether or not that

 19               that volume from the Norwalk Hospital service

 20               area is or is not part of your work, Stamford

 21               Hospital is still going to be doing hundreds

 22               of PCIs annually.

 23                    Right?

 24          A.   Well, I think there's two separate issues.

 25               You know, the patients coming in direct
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 01               transfer is potentially a lot less than the

 02               patients who end up here from your service

 03               area.

 04                    If you were counting only the patients

 05               who are direct transfers out of your

 06               hospital, then your PCI per year would be far

 07               less than 200.  You're obviously coming up

 08               with patients who are going to get PCI from

 09               somewhere and not -- not just people directly

 10               transferred out.

 11          Q.   Well, Doctor, that wasn't my question.  I

 12               understand.  We're going to get to your view

 13               of the volume and the numbers in a minute,

 14               but for right now my question is -- you know

 15               for a fact that Stamford Hospital does

 16               hundreds of primary and elective PCIs

 17               annually.

 18                    Correct?

 19          A.   Yes.

 20          Q.   And you also know for a fact because you've

 21               told me that your experience shows that you

 22               get about one transfer a month of a patient

 23               who originates from Norwalk Hospital primary

 24               service area.

 25                    Correct?
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 01          A.   No, one a month, one patient per month from

 02               Norwalk Hospital transfer.  I don't know

 03               where the primary service area is.  They come

 04               from your hospital.

 05          Q.   I understand your point.  Okay.  I got it.

 06                    Am I correct in understanding that the

 07               primary substance of the testimony that

 08               you've offered both in writing and orally

 09               here today is your belief that the Norwalk

 10               Hospital's proposed elective PCI program in

 11               your view has not presented sufficient

 12               information to demonstrate that volume and

 13               quality guidelines that you think apply would

 14               be met.

 15                    Is that true?

 16          A.   Yeah, that's my view, and -- but it's taken

 17               from the application.  The de facto numbers

 18               that are posited are all less than 200 on the

 19               application.

 20          Q.   I understand.  You're telling us you've

 21               reviewed the application, and based on your

 22               review of the Norwalk Hospital CON

 23               application you believe that the application

 24               fails to present sufficient information to

 25               demonstrate that the applicable professional
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 01               guidelines for elective PCI without surgical

 02               backup have not been satisfied.

 03                    That's your view.  Right?

 04          A.   Right.

 05          Q.   And in writing your prefiled testimony you

 06               took care to attach to your written

 07               submission the different guidelines of

 08               various professional societies and

 09               organizations that in particular you wanted

 10               to bring to the attention of the Office of

 11               Health Strategy.

 12                    Correct?

 13          A.   Yes.

 14          Q.   You included them as exhibits so that they

 15               could be readily referred to by the Hearing

 16               Officer and by OH staff to look at what the

 17               substance of those different guidelines and

 18               standards have said over the years in the

 19               documents that have been promulgated.

 20                    Right?

 21          A.   Right.

 22          Q.   Okay.  Do you agree with the statement that

 23               PCI has become widely practiced and is an

 24               integral component of cardiovascular therapy?

 25          A.   Yes.
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 01          Q.   And in fact, you attached Exhibit C to your

 02               prefiled testimony and that's precisely what

 03               the ACCF/AHA/SCAI 2013 update says on

 04               page 439.  Correct?

 05                    PCI has become a widely practiced and

 06               integral component of cardiovascular therapy.

 07                    You don't disagree with that?

 08          A.   Yeah, I -- I'd have to look at it to see if

 09               it says that exactly, but I believe it.

 10          Q.   All right.  Do you agree with the general

 11               proposition that the development of coronary

 12               artery stents has dramatically altered the

 13               practice of coronary intervention, and that

 14               the initial stents available markedly reduced

 15               the need for PCI related emergency coronary

 16               bypass surgery?

 17          A.   Yes.

 18          Q.   And that's because that's what the

 19               information is that was also reported in the

 20               2013 report that we referred to earlier.

 21                    Right?

 22                    On page 440.

 23          A.   Yeah, I mean I know it to be true outside of

 24               the guidelines, but -- but yes.  I mean,

 25               that's --
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 01          Q.   You don't view that to be a controversial

 02               medical proposition, that the development of

 03               stenting has markedly reduced the need for

 04               emergency coronary bypass surgery.  Correct?

 05          A.   Correct.  You know, the development and then

 06               advancement of stenting -- and this is --

 07               this is not news.  You know this was in the

 08               'nineties to early 2000s.  It's markedly

 09               lower than the need for emergency bypass

 10               surgery.

 11          Q.   All right.  And I want to focus your

 12               attention in particular on the 2013 update

 13               that we've been discussing, the clinical

 14               competence statement that was issued by the

 15               three professional organizations.

 16                    In particular, I direct your attention

 17               to page 442 of the July 23, 2013, document.

 18          A.   Okay.

 19          Q.   Do you see the reference on page 442 that

 20               talks about overall institutional system

 21               requirements?

 22          A.   Yes.

 23          Q.   And you are familiar generally, are you not,

 24               with what the overall institutional system

 25               requirements are for a procedural success
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 01               when it comes to doing interventional PCI

 02               procedures?

 03          A.   Yes.

 04          Q.   And part of what is discussed in the 2013

 05               competence statement is a reference back to

 06               the earlier 2011 guidelines that contain some

 07               recommendations.  Right?

 08          A.   Correct.

 09          Q.   And those recommendations from the 2011

 10               statement are summarized on page 442.

 11                    Correct?

 12          A.   Are you -- you're talking about the bulleted

 13               bit at the end here?

 14          Q.   The three bulleted points that appear at the

 15               bottom of page 442?

 16          A.   Yes.

 17          Q.   And the first point of the 2011 guideline

 18               talks about primary PCI being reasonable in

 19               hospitals without on-site cardiac surgery as

 20               long as there's appropriate planning for

 21               program development that's been accomplished.

 22                    Right?

 23          A.   Yes.

 24          Q.   And of course you're aware that primary PCI

 25               is currently performed at Norwalk Hospital
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 01               without on-site cardiac surgery, and that's

 02               because there has been appropriate program

 03               development that's been accomplished to allow

 04               that to occur?

 05          A.   Yes.

 06          Q.   Now the second bullet talks about elective

 07               PCI.  And it says elective PCI, you know,

 08               could be considered in hospitals that don't

 09               have cardiac surgery backup as long as

 10               there's appropriate planning for program

 11               development that's been accomplished, but

 12               also rigorous clinical and angiographic

 13               criteria that are used for proper patient

 14               selection.

 15                    That's one of the three guidelines that

 16               we're talking about here in the 2011

 17               document.  Right?

 18          A.   Yes.

 19          Q.   And you know that the Norwalk Hospital CON is

 20               in excess of 900 pages in length.  I assume

 21               you've taken some time to go through it?

 22          A.   Yes.  If you -- if you want to refer to

 23               something specifically I -- I would have to

 24               review it now.

 25                    But no, I have looked through it.
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 01          Q.   And in your review of the materials submitted

 02               by Norwalk Hospital you would agree, would

 03               you not, that the hospital has specifically

 04               stated what the clinical and patient

 05               selection criteria are that it would propose

 06               to apply to govern selection of patients who

 07               are appropriate for elective PCI?

 08                    That's in there.  Isn't it?

 09          A.   I believe so, yes.

 10          Q.   And the 2011 guideline goes on to state,

 11               primary or elective PCI should not be

 12               performed in hospitals without cardiac

 13               surgery backup, without a proven plan for

 14               rapid transport to a cardiac surgery

 15               operating room in a nearby hospital.

 16                    And you know for a fact that's in place.

 17               Don't you?  Because there, there are

 18               appropriate transport guidelines to get

 19               patients from Norwalk to Stamford in the

 20               event that there's a need for cardiac surgery

 21               backup.

 22                    Correct?

 23          A.   Yeah.  I don't know that there's a plan with

 24               Stamford, because I don't recall ever getting

 25               an emergency surgery patient from Norwalk,
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 01               but I -- I'm sure there's a plan somewhere.

 02               I -- I don't have that.

 03          Q.   All right.  So Doctor, you've expressed a

 04               number of concerns relating to the data

 05               reported with respect to projected PCI volume

 06               going forward, and so on.

 07                    And as I understand it, the big thing

 08               that you're concerned about is the issue of

 09               whether or not it's reasonable to conclude

 10               that Norwalk Hospital can achieve a minimum

 11               patient threshold of approximately 200 PCIs

 12               on an annual basis.

 13                    That's the issue that you're most

 14               concerned about.  Right?

 15          A.   Yes.

 16          Q.   Because the number is stated as one of the

 17               various components of the elements that these

 18               professional societies have identified as

 19               important.  Correct?

 20          A.   Correct.

 21          Q.   Do you agree with the idea that you also need

 22               to exercise reasonable and appropriate

 23               caution against an overemphasis or

 24               preoccupation with specific volume

 25               recommendations?
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 01  MR. MONAHAN:  I object to the form -- only because I

 02       don't understand.  If the Doctor understands it,

 03       he certainly can answer it, but I'm not sure I

 04       understand the question.

 05       BY MR. TUCCI:

 06          Q.   Well, Doctor, do you get what I'm asking you?

 07          A.   Can you just repeat it?

 08          Q.   Sure.  Do you agree with the concept or idea

 09               that in considering this notion of volume

 10               thresholds for the safe performance of PCI,

 11               that there ought to be an exercise of an

 12               appropriate degree of caution against

 13               preoccupation or overemphasis with specific

 14               volume recommendations?

 15                    Do you think that's a reasonable

 16               approach to take?

 17          A.   I don't think so.  You know, if you look at

 18               the guidelines they say a minimum volume of

 19               200 PCIs a year to be initiated.  And it's

 20               pretty clear that, you know, it goes on to

 21               say a multiple of volume and partial service

 22               PCI centers that use PCI expertise increase

 23               costs, and have not been shown to improve

 24               access.

 25                    I think it's pretty clear that the 200

�0143

 01               is not, you know, something to be taken

 02               lightly.

 03          Q.   I might direct your attention to page 451 of

 04               Exhibit C, the document you attached to your

 05               testimony.  Do you have it in front of you?

 06          A.   I do.

 07          Q.   The paragraph, the first full paragraph in

 08               the second column of the ACCF/AHA/SCAI

 09               clinical competence statement reads as

 10               follows.

 11                    Quote, it is the opinion of our writing

 12               committee that the public, policymakers and

 13               payers should not overemphasize specific

 14               volume recommendations recognizing that this

 15               is just one of many factors that may be

 16               related to clinical outcomes, end quote.

 17                    Have I read that accurately?

 18          A.   Yes.  You know, if you go back to the

 19               paragraph before --

 20          Q.   Let me direct your attention -- let me direct

 21               your attention?

 22  MR. MONAHAN:  Hearing Officer?

 23  THE HEARING OFFICER:  So yeah.  I hear you, Attorney

 24       Monahan.  I'm going to let you go ahead and make

 25       your objections.
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 01  MR. MONAHAN:  Yeah.  I believe there was a selective

 02       sentence the Doctor who is an expert in reading

 03       this was I believe attempting to put that sentence

 04       in a context and was cut off, and I think he

 05       should entitled to answer the question.

 06  THE HEARING OFFICER:  So here's what I'm going to say

 07       about it.  I know that, Attorney Tucci, I didn't

 08       give you an opportunity to respond, but rather

 09       than go back and forth about whether or not he has

 10       the opportunity to do it now, I'm going to give

 11       you the opportunity to follow up with Dr. Martin

 12       after Attorney Tucci asks some questions.

 13            So if that's something that you feel that he

 14       needs to bring out and it's something that

 15       Attorney Tucci believes is a yes or no question,

 16       then you can go back and follow up.

 17  MR. MONAHAN:  Thank you.

 18       BY MR. TUCCI:

 19          Q.   All right.  Doctor, let me direct your

 20               attention to, again page 451 which includes

 21               the second full paragraph in that column

 22               which reads, quote, the relative benefit of

 23               mor favorable outcomes in facilities with

 24               higher volumes must be weighed against the

 25               potential decline in access resulting from
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 01               minimum volume standards for regionalization

 02               of care.

 03                    Do you disagree with that finding?

 04          A.   No, I think that's accurate and reasonable.

 05          Q.   There again, I want to focus on volume

 06               requirements since it appears to be a major

 07               point of your contribution to these

 08               proceedings.  Do you think it's reasonable

 09               that when we look at the criteria that the

 10               various professional societies have

 11               identified, that appropriate weight be given

 12               to all of the criteria that have been

 13               identified?

 14          A.   I -- yeah, can you be more specific?  I'm not

 15               sure what you're asking.

 16          Q.   Yeah.  So we talked a little bit ago about

 17               three of the guidelines and requirements, you

 18               know, patient selection, rigorous patient

 19               selection, appropriate policies and

 20               procedures.  Those, those are important as

 21               well.  Aren't they?

 22          A.   Certainly.

 23          Q.   It would be a challenge to have a safe

 24               elective PCI program without surgical backup

 25               if you didn't have really good patient

�0146

 01               screening to make sure you were only doing

 02               elective PCI on the proper patients at a

 03               facility without immediate surgery backup.

 04                    Right?

 05          A.   Correct.  And you know, similarly you need

 06               the proper equipment.  You need a cath lab

 07               and you need nurses.  Yeah, those are the

 08               other requirements, and I agree that all the

 09               requirements should be met.

 10          Q.   Okay.  Do you have any concern about using

 11               the volume standard as a metric or

 12               requirement, you know, when it is equated to

 13               be a measure or predictor of quality?

 14                    Does that cause you any pause?

 15          A.   I think there have been multiple studies that

 16               show that doing a procedure more does

 17               coordinate with quality.  But you know, I

 18               think within -- within reason it doesn't

 19               really give you pause.  I think that's

 20               reasonable.

 21                    I, you know, if I -- if I had to go for

 22               an elective PCI, I would rather have it done

 23               with a provider of an institution that did

 24               quite a number of them rather than did very

 25               few.
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 01          Q.   Right, but it's a question of degree.  Isn't

 02               it?

 03          A.   There's always a question of degree, sure.

 04          Q.   Yeah.  So when the committee who wrote the

 05               2013 competence update document says on

 06               page 452, quote, the writing committee

 07               cautions against focusing on specific volume

 08               recommendations and emphasizes that

 09               procedural volume is one of several variables

 10               to consider when determining operator

 11               competency; volume is not a surrogate for

 12               quality and should not be substituted for

 13               risk-adjusted outcomes or other measures of

 14               quality.

 15                    Do you agree with that?

 16          A.   Sure, you -- you could have somebody who does

 17               a high-volume of procedures and has poor,

 18               poor outcomes.

 19                    But you know, in this 2013 document it

 20               does roll back.  You know, the 2011, you

 21               know, the context is in 2011.  They

 22               recommended that providers have -- bring in

 23               75 procedures -- bring in 400 procedures at

 24               each site and on-site cardiac surgery.

 25                    So this 2013 document was in that, in
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 01               that setting and was relaxing those

 02               guidelines from 75 per operator and 400 per

 03               center and on-site cardiac surgery without

 04               the more.

 05                    But you know it is a question of degree.

 06               I mean, if we're going to relax it from 200,

 07               are we going to relax it to 10?  You know,

 08               there is a standard here and it's for a

 09               reason.

 10          Q.   Right.  And so what you've just described

 11               could be reasonably thought of as we had an

 12               approach that we as professionals thought

 13               made sense in 2011, and now looking at it two

 14               years later we've evolved our thinking based

 15               on looking at new information and new data,

 16               and new science that tells us what we think

 17               is reasonable.

 18                    Right?

 19          A.   I -- I think that's correct and I, you know,

 20               I can see where this is going that, you know,

 21               now it's, you know, this is from 2013, 2014.

 22               Have things changed since then?  The answer

 23               is, no.

 24                    If you look we've updated, you know, the

 25               guidelines in 2016, 2017, and they all
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 01               reaffirm this 200 number.

 02                    There's really been no study that

 03               that's, you know, randomizing patients to

 04               low-volume centers because people don't --

 05               that would be ludicrous.  And nobody is going

 06               to compare their 50 PCI per year program to

 07               the Cleveland Clinic or Columbia.

 08          Q.   All right, Doctor.  Well, I appreciate very

 09               much that you may be able to see where we're

 10               going, but I still need to get there.

 11          A.   Very well.

 12          Q.   So let's talk about these evolving standards

 13               that we've been discussing and how things may

 14               or may not have changed as more and more

 15               professional input has happened since 2013.

 16                    And you would agree that there has been

 17               more guidance that's been issued over the

 18               course of the last seven years.  Right?

 19          A.   Yeah.  I, you know, I think we -- we include

 20               exhibits from I think 2016 and/or 2017.

 21               And -- and certainly these guidelines do come

 22               out when things change.

 23                    You know, you may -- I don't know if you

 24               were going to bring it up or not, but there

 25               was recent guidance from one of our societies
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 01               regarding potentially, you know, guidance for

 02               PCI ambulatory surgical centers, that that

 03               was prompted by Medicare CMS approving

 04               payment for such a PCI.

 05                    And you know, you saw that when -- when

 06               there's a need there's a guideline document

 07               to come up with.  So with regards to, you

 08               know, surgery, in regards to PCI without

 09               on-site surgery there's been no change and no

 10               need to update the guidelines.

 11          Q.   Well Doctor, since you brought it up -- it's

 12               a little bit out of order, but if you could

 13               enlighten us I'd be interested to hear your

 14               views and understanding regarding that recent

 15               policy promulgation relating to having PCIs

 16               done in an ambulatory surgical center, which

 17               obviously by definition doesn't include

 18               surgical backup to do bypass surgery.  What's

 19               your sense of how we evolve to get there?

 20  THE HEARING OFFICER:  I'm going to interject.  We're

 21       not talking about ambulatory surgical centers.

 22       It's not part of the application.  I just want to

 23       keep it focused on this application.

 24  MR. TUCCI:  We don't need to belabor the point, Hearing

 25       Officer Mitchell.  Thank you very much.  I'll move

�0151

 01       on.

 02       BY MR. TUCCI:

 03          Q.   So Doctor, are you with me?

 04          A.   Yes.

 05          Q.   I want to ask you some more about sort of

 06               what your views are regarding sort of the

 07               general state of interventional cardiology in

 08               the world we're in today.

 09                    Do you agree with the idea that

 10               performing PCI without on-site surgical

 11               backup is something that's gained greater

 12               acceptance as the years have gone by in the

 13               United States?

 14          A.   Yes.

 15          Q.   And that is a view that is expressed in

 16               Exhibit B, the 2014 update on percutaneous

 17               coronary intervention without surgical

 18               backup.  That was done by the three

 19               professional societies we've been discussing.

 20                    And that, for the record, appears on

 21               page 2621 of the document.

 22          A.   I agree, yeah.

 23          Q.   Yeah.  Thank you.  You're familiar with the

 24               New England Journal of Medicine?

 25          A.   Yeah, I've heard of it.
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 01          Q.   And at the risk of stating the obvious,

 02               obviously the New England Journal of Medicine

 03               is an authoritative source in the medical

 04               field.  Correct?

 05          A.   Yes.

 06          Q.   In the course of preparing for your testimony

 07               both in its written form and oral, did you

 08               have occasion to look at an article published

 09               in New England Journal of Medicine in May of

 10               2012, the title of it being, Percutaneous

 11               Coronary Interventions Without On-Site

 12               Cardiac Surgical Backup?

 13          A.   I have it here in front of me now.  So I have

 14               seen this before, yes.

 15          Q.   Yeah.  Do you recall that that article had

 16               some discussion that specifically addressed

 17               the question of volume when it came to doing

 18               PCIs without on-site cardiac surgery backup?

 19          A.   I -- I believe you, but can you direct me to

 20               where -- where you want me to look at that?

 21          Q.   Sure.  I'd ask you to focus on page 8 --

 22               1818.

 23          A.   My -- what I have in front of me goes up to

 24               1801.

 25                    Okay.  I have it in front of me.
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 01          Q.   You're familiar with the term "nonprimary

 02               PCI?"

 03          A.   I'm sorry.  Non-what?

 04          Q.   Nonprimary PCI?

 05          A.   Sure.  And in this context that's elective

 06               PCI.  You know you can divide it up in

 07               different ways, but you know it's elective

 08               PCI for our purposes.

 09          Q.   And the New England Journal of Medicine

 10               article when it's discussing volume

 11               considerations says, and I quote, nonprimary

 12               PCI is eight times as common as primary

 13               PCI according to a national registry data,

 14               and there was a strong association between

 15               PCI volume and outcome.

 16                    Are you familiar with that national

 17               registry data?

 18          A.   I -- I believe it.  I -- I have -- I haven't

 19               looked at the national registry data in terms

 20               of the frequency of primary versus nonprimary

 21               PCI, but I think that that sounds logical.

 22          Q.   I guess my point is this, Doctor.  Do you

 23               have any reason to quarrel with the notion

 24               that from an experiential standpoint elective

 25               PCI is performed eight times more than
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 01               primary PCI is performed on average?

 02          A.   I think nationwide that that rings true.

 03          Q.   All right.  And the New England Journal of

 04               Medicine goes on to state -- make the

 05               following statement, and this is a paragraph

 06               in the left-hand column down toward the

 07               bottom.

 08                    If the privileges of sites that perform

 09               primary PCI were expanded to include

 10               nonprimary cases, the resulting increase in

 11               volume would enhance hospital, operator and

 12               team experience, and would theoretically

 13               improve the quality and safety of all PCIs

 14               performed.

 15                    Is that a statement you generally agree

 16               with?

 17          A.   Yes, but if you -- the next sentence is,

 18               removing the requirements raises

 19               countervailing concerns; proliferation of

 20               sites which nonpriority PCI can be performed

 21               for some existing high-volume regional

 22               centers and the low-volume programs with

 23               adverse implications for quality.

 24          Q.   Right.

 25          A.   And I think that's the -- the objection
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 01               that's being raised here.

 02          Q.   Right.  These things all have to be balanced

 03               out.  Don't they?

 04  MR. MONAHAN:  Object to the form.  If you're asking him

 05       what his interpretation is, you can ask that.

 06  MR. TUCCI:  Yeah.  That's exactly what I'm asking you.

 07       BY MR. TUCCI:

 08          Q.   Do you agree that these things all have to be

 09               balanced out to make sure that there's an

 10               appropriate balance maintained so that

 11               quality exists in both high-volume centers

 12               and centers that do a lower volume of PCI?

 13                    Isn't that the goal?

 14  THE HEARING OFFICER:  I'm going to let Dr. Martin

 15       answer it.  Dr. Martin, you're already

 16       answering -- so go ahead.

 17  THE WITNESS (Bailey):  Yeah.  The goal is to have high

 18       quality everywhere.  I'll agree to that.

 19       BY MR. TUCCI:

 20          Q.   All right.  In your written testimony you

 21               conclude by saying that the concern that

 22               you're bringing to the fore is that the

 23               Norwalk application will -- and I'm quoting,

 24               redirect patients from existing full service,

 25               full-service providers, end quote.
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 01                    And then you go on to say, quote, with

 02               no clear public benefit.

 03                    Is that your view?

 04          A.   Yes.

 05          Q.   Do you agree that allowing a patient to

 06               remain with a provider of choice is something

 07               that could be viewed as a public benefit?

 08          A.   Sure.

 09          Q.   Do you agree that not requiring a patient to

 10               travel to get needed care when the

 11               circumstances don't require it can be a

 12               public benefit?

 13          A.   I -- I think that's a tougher one because you

 14               know it depends.  Saying that circumstances

 15               requirement is really what is at issue here.

 16          Q.   I understand that, but I'm asking you to

 17               assume the circumstances don't --

 18          A.   All other things being equal, you're better

 19               off, you know, patients are better off having

 20               a choice and being able to do things closer

 21               to home.  I'll agree with that.

 22          Q.   Okay.  And I assume you'd also agree that if

 23               that was the case it would be a public

 24               benefit not to have to pay the cost of having

 25               an ambulance transport a patient from one
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 01               institution to another, or have a duplicate

 02               testing run because the medical record

 03               systems don't talk to each other.

 04                    Right?

 05          A.   So I -- I don't propose to be an expert on

 06               cost of health care, but what I will say is

 07               that places that have centralized health

 08               care, you have this hub and spoke system

 09               where not every hospital duplicates every

 10               service and they, you know, that's -- that's

 11               done as part of a cost-saving measure.

 12                    So I -- I would argue that transferring

 13               to a higher level of care is not necessarily,

 14               you know, a higher cost proposition for the

 15               healthcare system as a whole.

 16          Q.   Well, let's try it this way.  In a world

 17               where the goal is to provide and maintain a

 18               high level of quality when medical care is

 19               provided by institutions such as Stamford

 20               Hospital and Norwalk Hospital, would you

 21               agree with the notion that finding ways to

 22               deliver that care more efficiently and reduce

 23               the cost that consumers have to pay for that

 24               care, if it can be achieved would be a public

 25               benefit?
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 01          A.   I agree that's a public benefit.  I just

 02               don't know that not transferring patients

 03               is -- is a net cost saver.

 04  MR. TUCCI:  All right.  Thank you, Doctor.  That

 05       concludes my questions.

 06  THE HEARING OFFICER:  Any followup for Dr. Martin,

 07       Attorney Monahan?

 08  MR. MONAHAN:  Yes, if you just give me one moment I do

 09       have a followup.

 10  

 11                  REDIRECT EXAMINATION (Martin)

 12  

 13       BY MR. MONAHAN:

 14          Q.   Dr. Martin, without going through every

 15               article that was referenced by Attorney

 16               Tucci, is it fair to say that he selected

 17               segments of different articles and asked you

 18               to read them, and agree or disagree?

 19                    Is that a fair statement?

 20          A.   Sure.

 21          Q.   Okay.  Having studied the literature both in

 22               terms of your general practice as an

 23               interventionist, and having studied all the

 24               literature in connection with this

 25               application for this PCI program, and having
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 01               studied all the literature for the

 02               application for the Greenwich/Yale New Haven

 03               PCI program; when you examined these various

 04               articles that come up with different

 05               improvements, studies, examinations, does it

 06               alter your view at all that the best standard

 07               in terms of minimum threshold still stands in

 08               the 2014 consensus document by the three

 09               expert agencies that we have talked about?

 10          A.   No, I think the 2014 document still stands.

 11          Q.   Isn't it a fact that guidelines are in fact

 12               studied, examined -- even debated, and that

 13               is why there is a number?  There are a number

 14               of literature pieces that come out.

 15                    And it is, as Dr. Bhalla testified

 16               earlier, these consensus groups that come

 17               together to pull all that together, to come

 18               up with a gold standard best practice.

 19                    Is that a fair statement?

 20  MR. TUCCI:  Objection to the leading, and the speech.

 21  MR. MONAHAN:  I'm following up, Attorney Michaela, on

 22       the very questions that he was giving segmented

 23       and without context.  This is my ability now to

 24       give context to what was omitted from the

 25       question.
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 01  THE HEARING OFFICER:  All right.  I'm going to go ahead

 02       and allow you to ask those questions, Attorney

 03       Monahan, but just not -- I would rather hear

 04       Dr. Martin testify in his own words rather than --

 05  MR. MONAHAN:  Certainly.

 06  THE HEARING OFFICER:  Yeah.

 07       BY MR. MONAHAN:

 08          Q.   Certainly.  So based on everything you've

 09               read, what do you view today as the best

 10               standard in terms of minimum threshold for

 11               elective PCI in your professional opinion?

 12          A.   Well, my --

 13          Q.   For facilities?

 14          A.   -- my professional opinion is shaped by the

 15               expert consensus guidelines which are still,

 16               you know, has been reaffirmed really again

 17               and again, that at least 200 is a minimum

 18               standard.

 19          Q.   And with all of the other advancements,

 20               additions, improvements, has there been any

 21               document that you know or that's been

 22               demonstrated or shown to us by the Applicant

 23               that has superseded, eradicated or abolished

 24               that threshold?

 25          A.   No.
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 01  MR. MONAHAN:  I have no other questions.

 02  THE HEARING OFFICER:  All right.  Any followup, or any

 03       additional questions for the Intervener's

 04       Witnesses, Attorney Tucci?

 05  MR. TUCCI:  Nothing further.  Thank you, Hearing

 06       Officer Mitchell.

 07  THE HEARING OFFICER:  Thank you.  I'm going to go ahead

 08       and turn it over to you, Attorney Monahan, for

 09       questions for the Applicant's witnesses.

 10  MR. MONAHAN:  Can I just have a moment to put some

 11       binders away?

 12  THE HEARING OFFICER:  Absolutely.

 13  MR. TUCCI:  Hearing Officer Mitchell, I'm just going to

 14       step out briefly while Mr. Monahan is getting

 15       ready.

 16  THE HEARING OFFICER:  All right.  So what we can go is

 17       we can go ahead and take a five-minute break, if

 18       that's okay with people?

 19            We'll go on the record at 2:35 rather than

 20       just have the dead air while people are waiting

 21       around in case anybody needs to use the restroom

 22       or make a call.

 23  MR. MONAHAN:  Thank you very much.

 24  THE HEARING OFFICER:  You're welcome.

 25  

�0162

 01                (Pause:  2:30 p.m. to 2:35 p.m.)

 02  

 03  THE HEARING OFFICER:  All right.  So we'll go ahead and

 04       I will hand it over to you, Attorney Monahan.

 05  MR. MONAHAN:  Yes.  I'd like to call Dr. Murphy as a

 06       witness for cross-examination.

 07  THE WITNESS (Murphy):  Okay.  I'm all set.

 08  

 09                   CROSS-EXAMINATION (Murphy)

 10  

 11       BY MR. MONAHAN:

 12          Q.   Hello, Dr. Murphy.  How are you?

 13          A.   Hello, Mr. Monahan.  Good, thank you.

 14          Q.   Dr. Murphy, you submitted prefiled testimony

 15               in this matter.  Correct?

 16          A.   Correct.

 17          Q.   And you know, without going through your

 18               whole curriculum vitae, which is obviously

 19               very impressive, you are a physician.

 20                    Correct?

 21          A.   Yes, correct.

 22          Q.   Am I correct that you do not specialize in

 23               any area of cardiology?

 24          A.   That is also correct.

 25          Q.   In connection with your role at Nuvance, what
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 01               is your role at Nuvance in connection with

 02               Norwalk Hospital?

 03          A.   I'm the Chief Executive Officer of the entire

 04               system including the various hospitals.

 05          Q.   Is it fair to say that you have the final say

 06               when it comes to a decision at Norwalk

 07               Hospital if there's a disagreement between

 08               you and the CEO of the Norwalk Hospital?

 09          A.   That's probably true.

 10          Q.   In your prefiled testimony you made it quite

 11               clear that you see a regulatory impediment or

 12               barrier to the application that you had

 13               submitted.  Correct?

 14          A.   Correct.

 15          Q.   And am I correct in assuming that the fact

 16               that you had applied for this as Norwalk

 17               Hospital twice before in the years past and

 18               had been denied by the office, the

 19               predecessor of OHS, the Office of Healthcare

 20               Access, that that contributed to your view of

 21               there being a regulatory barrier?

 22  MR. TUCCI:  Objection to the form.  Objection, your

 23       Honor -- objection, Hearing Officer.  No

 24       foundation.

 25            The question assumes that, you know,
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 01       Mr. Murphy was in charge of Norwalk Hospital at

 02       that time.

 03  MR. MONAHAN:  I'll establish the foundation very

 04       clearly.  If Dr. Murphy does not know of that, I

 05       think I can get that established on the record.

 06  THE HEARING OFFICER:  All right.  I will say in terms

 07       of this type of hearing the evidentiary rules

 08       don't apply, but it probably would be helpful to

 09       have that on the record.  You know he may not be

 10       able to answer if he wasn't, so.

 11  THE WITNESS (Murphy):  Well, I was aware of it.  And

 12       you know, as was the case that Danbury Hospital

 13       where it was previously denied, it was ultimately

 14       overturned.  The State permitted it.

 15            So I would say the fact that it was

 16       previously -- the application was denied had no

 17       material bearing on our decision to file again.

 18       BY MR. MONAHAN:

 19          Q.   And on page 2 -- do you have your testimony

 20               in front of you?

 21          A.   I can get it.  Just give me a second.

 22                    Go ahead.

 23          Q.   At the very top of the second page of your

 24               testimony it's a carrier sentence, but you

 25               establish a sentence about establishing an
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 01               overview of Nuvance Health, a systemwide

 02               network vision and demonstrating how the

 03               application and the establishment of an

 04               elective PCI service at Norwalk Hospital is

 05               essential to furthering that goal.

 06                    Do you see that?

 07          A.   I do.

 08          Q.   Okay.  The next sentence, I'd like to

 09               understand if you could explain to me -- what

 10               is the long-standing state restriction that

 11               you have put out as a regulatory barrier that

 12               you foresee as a potential problem that you

 13               would like OHS to overcome and approve?

 14          A.   The requirement that on-site cardiac surgery

 15               backup be present at the same site where the

 16               elective PCI is taking place.

 17          Q.   So is that -- and it's only because I don't

 18               understand.  Perhaps I don't understand your

 19               answer.  Is that because you are required to

 20               transfer from Norwalk Hospital patients who

 21               do not need primary PCI, but if they need --

 22               if they want elective PCI they need to be

 23               transferred to others.

 24                    Is that the barrier?

 25          A.   The barrier is if, you know, in -- in our
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 01               view in an ideal world if patients wanted or

 02               needed elective PCI and they wanted to have

 03               it here, they could have it here.

 04                    That even if this site did not offer

 05               cardiac surgery at Norwalk Hospital, that

 06               they -- they should be permitted to have that

 07               procedure here since, in fact, primary PCI is

 08               being done and we have the talent and the

 09               expertise, the facility, et cetera.

 10          Q.   Okay.  I understand that that's your goal,

 11               but what I'm trying to understand is what's

 12               the regular barrier from you doing that?

 13          A.   Well, we don't have cardiac surgery on site

 14               here.

 15          Q.   Okay.  And why is that a problem for you?

 16          A.   Because that's the requirement.

 17          Q.   And do you understand that that is -- look.

 18               Let me put it this way, or ask it this way.

 19                    You described this as a state

 20               restriction and as a regulatory barrier.  Are

 21               you asking OHS to change any particular

 22               regulation?

 23          A.   We are asking to be permitted to do elective

 24               PCI here at Norwalk Hospital, and that the

 25               State approve the application.
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 01          Q.   You do understand that the Office of Health

 02               Strategy has no ability in this proceeding to

 03               change or make a regulation.  Correct?

 04          A.   I understand that.

 05          Q.   Okay.  You also understand that the Office of

 06               Health Strategy is -- while it certainly is

 07               under the statutory principles open through

 08               all applications to listen to all claimants

 09               of all sizes, systems, nonsystems, whatever

 10               it may be.

 11                    Their goal is not to -- their mission is

 12               not to grant a vision of a system, but to

 13               uphold the state law as defined in the

 14               principles and guidelines of CON.  Correct?

 15          A.   Well, I don't know that upholding the state

 16               law they can approve an application, or not.

 17               I don't know the details regarding the -- the

 18               applicability of the enforcing state law in

 19               that process.

 20          Q.   Okay.  So as you sit here -- and I recognize

 21               that, unless I've missed something on your

 22               resume where you're also a JD, I'm not asking

 23               you for a legal opinion.

 24                    But is it your understanding that OHS

 25               can act independently of statutory principles
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 01               and guidelines guiding this decision?

 02  MR. TUCCI:  Objection, Hearing Officer Mitchell.

 03            If I may be heard?

 04  THE HEARING OFFICER:  On what basis?

 05  MR. TUCCI:  The objection is that his understanding of

 06       legal matters is not relevant.  I've tried to

 07       refrain from objecting here, but I don't think

 08       this line of questioning about what Dr. Murphy may

 09       or may not understand about the legal implications

 10       of CON regulations is at all relevant to or

 11       helpful to OHS in deciding whether or not this

 12       application should or should not be granted.

 13  THE HEARING OFFICER:  Attorney Monahan?

 14  MR. MONAHAN:  Well, it was the lead introduction to

 15       this Witness' testimony that he put forth as the

 16       premise of his testimony, and then filled in the

 17       strength and the vision of the heart and vascular

 18       center and talked about a request to remove -- not

 19       consider, remove regulatory and state barriers.

 20            I think it is a fair question to ask the CEO

 21       of this system whether he has a sense of the

 22       distinction between the role of this Hearing

 23       Officer, this body, with all due respect, and the

 24       State Legislature.

 25            If he doesn't know he can tell me he doesn't
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 01       know.

 02  MR. TUCCI:  Hearing Officer Mitchell, may I be heard

 03       briefly in response?

 04  THE HEARING OFFICER:  Yes.

 05  MR. TUCCI:  The only point that I'm making is that

 06       Mr. Monahan asked the Witness what his

 07       understanding or belief was to explain the concept

 08       of a barrier or a regulatory barrier, and the

 09       Witness answered him three times.

 10            So I don't know what else he's asking this

 11       Witness to explain other than what he's already

 12       explained, and I'm not sure why we have to keep

 13       going over this.  That's my point.

 14  MR. MONAHAN:  The only question that has been

 15       unanswered is whether the Witness understands that

 16       state statutes govern the operation of this OHS

 17       decision-making process and the stringent review

 18       needed?  Or whether he has no idea that that's the

 19       case?  He can tell me either way.

 20  THE HEARING OFFICER:  So I'm going to allow for that

 21       last question that you asked, Attorney Monahan.

 22            And then, Dr. Murphy, are you able to answer

 23       that last question?

 24  THE WITNESS (Murphy):  Yes.  I -- I have confidence

 25       that the Office of Health Strategy can interpret
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 01       statutes, supply guidelines and approve

 02       applications.  And -- and that that blend of

 03       activities is what we're here for.

 04            And the fact that we don't have a cardiac

 05       surgical program is, in fact, a barrier for us

 06       that we are asking you to consider as you examine

 07       our application.

 08       BY MR. MONAHAN:

 09          Q.   Thank you.  Now one of the statutory

 10               principles -- and I'm asking if you're aware

 11               of this is whether the -- in determining

 12               whether your application has merit is whether

 13               the results of the Office of Health

 14               Strategy's examination of the relationship of

 15               the proposed project to the statewide

 16               healthcare facilities and services plan; are

 17               you aware of that as a tenet or principle, or

 18               concept that guides this proceeding?

 19          A.   I realize that the Office of Health Strategy

 20               does have to at least understand, if not

 21               respect the principles articulated in that,

 22               that policy or statement -- or plan.

 23          Q.   Okay.  And in addition to that statement in

 24               the legislative provision that I just read,

 25               the Office of Health Strategy has indeed
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 01               published a statewide healthcare facilities

 02               plan.

 03                    Are you aware of that?

 04          A.   Not in -- with any specificity.

 05          Q.   Are you aware that the current statewide plan

 06               published by the Office of Health Strategy on

 07               page 39 of its 2012 publication, which is

 08               still in force and which has been cited in a

 09               number of CON applications as final

 10               decisions, states as follows.

 11                     Connecticut hospitals seeking

 12               authorization to initiate an elective PCI

 13               program without on-site cardiac surgery

 14               capabilities will be required to meet the

 15               conditions required in the ACCF/AHA/SCAI

 16               practice guideline and to demonstrate clear

 17               public need for the program.

 18                    The guideline states that it is only

 19               appropriate to consider initiation of a PCI

 20               program without on-site cardiac surgical

 21               backup if this program will clearly fill a

 22               void in the healthcare needs of the

 23               community.

 24                    And further, the guideline notes that

 25               the competition with another PCI program in
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 01               the same geographic area, particularly an

 02               established program with surgical backup may

 03               not be in the best interests of the

 04               community.

 05                    In advance of filing this application

 06               were you aware of that established guideline

 07               by this agency?

 08          A.   Well, I know that the -- two comments,

 09               Mr. Monahan.  First of all, I'm not worried

 10               about OHS's ability to properly do its job.

 11               I have full confidence in the people who work

 12               there.  So the fact that they understand what

 13               the state facilities health plan says, I'm

 14               sure that they will adhere to it and follow

 15               it.

 16                    And in addition to the 2012 facilities

 17               plan which you have identified, I'm sure

 18               you're also aware of the supplement that was

 19               published in 2020 which specifically

 20               addresses this issue and the need to call and

 21               bring together a task force to examine this

 22               particular question.

 23                    So the 2012 guidance and plan that was

 24               published has clearly been brought back for

 25               further examination and discussion.

�0173

 01          Q.   I appreciate that, and I am well aware of

 02               that task force, and I appreciate you

 03               bringing that out into the record.

 04                    However, I also appreciate the fact that

 05               you say that you will respect the ability of

 06               the Office of Health care Strategy to adhere

 07               to its own published guidelines.

 08                    Now the fact that there's a task force

 09               studying, you are not purporting to tell me

 10               that that task force has somehow superseded

 11               or already modified, or eliminated this

 12               guideline.  Are you?

 13          A.   I'm not privy to the thinking of OHS and how

 14               it interprets the task force, or for that

 15               matter where the task force is in its work.

 16               I'm simply drawing attention to the fact that

 17               I inferred that you were offering the 2012

 18               plan as if it were poured in concrete and

 19               never changing.

 20                    And I simply wanted to draw attention to

 21               the fact that I believe OHS is aware of the

 22               fact that guidelines evolve and need to be

 23               reexamined, and it will do its job properly

 24               in the context of the task force.  The timing

 25               will be left to OHS, not to me.
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 01          Q.   Okay.  And there's nothing you know that I

 02               don't know about the timing having already

 03               been completed on that.  Is there?

 04          A.   I don't know what you know, and I don't know

 05               where the task force is in terms of its work.

 06          Q.   Are you on the task force?

 07          A.   I am not.

 08          Q.   When the original application for this CON

 09               was filed who on your staff did you put in

 10               charge of pulling it together?

 11          A.   It was a team.

 12          Q.   Okay.  But was there a lead person on the

 13               team?

 14          A.   Well, I would speak to Sally Herlihy or Mark

 15               Warshofsky as the key contacts as far as I

 16               was concerned.

 17          Q.   Okay.  When we talk about -- excuse me, the

 18               original application there, and as is common

 19               with CON applications there is an attestation

 20               filed.

 21                    And the attestation in this case in

 22               your application were filed by -- excuse me,

 23               Peter Cordeau who, of course, is the

 24               President of Norwalk Hospital, and Stephen

 25               Rosenberg, who I understand is the Chief
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 01               Financial Officer of Nuvance.

 02                    Is that correct?

 03          A.   Yes, it is.

 04          Q.   Okay.  And just for the record, those

 05               affidavits attest that all the facts

 06               contained in the submitted certificate of

 07               need application are true and correct to the

 08               best of their knowledge?

 09                    And if you need to see it to corroborate

 10               what I'm saying you can, but I think Attorney

 11               Tucci will attest that I have read it

 12               correctly.

 13          A.   So you're asking if I knew that they were

 14               attesting -- what's the question again?

 15          Q.   That they were attesting to my affidavit to

 16               the truth and veracity to the best of their

 17               knowledge about to the facts recited in this

 18               application?

 19          A.   Yes.

 20          Q.   Okay.  Now one of the facts that was recited

 21               in the executive summary was that there was

 22               no capital expenditure associated with this

 23               application.  Is that an accurate statement?

 24          A.   Yes.

 25          Q.   So there is also a statement in here that the
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 01               hospital will not incur -- excuse me, the

 02               program can be implemented -- and I'm reading

 03               from page 16 of the original application --

 04               that the program can be implemented

 05               immediately upon approval of this proposal as

 06               the facilities and staff to provide the

 07               service are already in place at the hospital,

 08               and there is a demonstrated need for the

 09               service in the hospital's community.

 10                    Do you believe that to be true and

 11               correct?

 12          A.   Yes.

 13          Q.   Now subsequent to the filing of this

 14               application and in response to the Office of

 15               Health care Strategy to complete these

 16               questions there was a revised financial

 17               worksheet that was submitted.  And in

 18               that financial worksheet -- and I'm referring

 19               to the Applicant Norwalk Hospital Financial

 20               Worksheet A, there is a specific request for

 21               the Applicant to provide projected

 22               incremental costs associated with the

 23               project.

 24                    And while I have highlighted certain

 25               costs -- and I don't know that I've covered
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 01               every single one -- for fiscal year 2021 the

 02               estimated incremental cost by Norwalk

 03               Hospital is $1,084,000.  The projected annual

 04               cost for fiscal year 2022 was $1,317,000.

 05               And the projected annual cost for fiscal year

 06               2023 was $1,583,000.

 07                    Were you aware of those incremental

 08               costs being supplemented or added to the

 09               application?

 10          A.   Well, I'm -- I'm sure what you're stating is

 11               true.

 12          Q.   And I'm asking if you were aware that in fact

 13               what Norwalk had originally reported in its

 14               original application which you deemed to be

 15               true and correct based on its knowledge at

 16               that time was actually several million

 17               dollars incorrect, and it was only after some

 18               later analysis that the additional costs

 19               surfaced?

 20  MR. TUCCI:  Objection, Hearing Officer Mitchell.

 21       Objection.  It misstates the evidence and comes

 22       fairly close to being scurrilous.

 23  THE HEARING OFFICER:  Okay.  Any response to that,

 24       Attorney Monahan?

 25  MR. TUCCI:  I can explain the basis for my objection.
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 01       It's a strong objection I'd like to explain.

 02  MR. MONAHAN:  But I --

 03  THE HEARING OFFICER:  Hold on one second, Attorney

 04       Monahan.

 05  MR. TUCCI:  The basis for my objection is that counsel

 06       asked the witness five questions ago or so about

 07       facts contained in the executive summary.  And he

 08       specifically asked the Witness about facts

 09       relating to capital expenditures associated with

 10       the application.  And the Witness gave an answer

 11       that had to do with capital expenditures.

 12            Now counsel is focusing on incremental costs

 13       which is a different thing than capital

 14       expenditures, and attempting to draw a comparison

 15       between the two as if they're both the same and

 16       then accusing Norwalk Hospital of misrepresenting

 17       information.  I object.

 18  MR. MONAHAN:  That is absolutely a misstated objection.

 19       The paragraph that I read from indeed at first was

 20       no capital expenditures.  The second paragraph

 21       that I read dealt with, the program can be -- and

 22       I'll read it again.

 23            The program can be implemented immediately

 24       upon approval of this proposal as the facilities

 25       and staff to provide the service are already in
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 01       place at the hospital, and there is no

 02       demonstrated need for the service in the hospital

 03       community.

 04            As I will be able to show in this financial

 05       statement there were FTEs that needed to be added.

 06       They were operating costs that had to be added

 07       that were not capital costs.  So I take great

 08       offense to what was called as a scurrilous

 09       objection.

 10  THE HEARING OFFICER:  All right.  So can you help for

 11       the record?  Just make the distinction between the

 12       capital costs and the costs that were on the

 13       worksheet, and then help us understand where

 14       you're going with the line of question?

 15  MR. MONAHAN:  Where I'm going with the line of

 16       questioning is we are now talking with the CEO of

 17       the Nuvance System who has premised this entire

 18       application on the need for Nuvance System to move

 19       forward to develop this vascular system, this

 20       vascular program, to gain approval on this

 21       application and to overcome long-standing existing

 22       regulatory barriers.

 23            What I am saying is, regardless of the team

 24       that he put in place there is an application --

 25       and this is the first of several that I will be
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 01       able to show that the initial application, which

 02       in appropriate manner should be complete to the

 03       best of the Applicant's ability -- has been

 04       altered and modified and supplemented right up

 05       until the 15th the day of the prefiled testimony

 06       to try to augment the problems that occurred in

 07       the deficiencies in the original application.

 08            And if this Witness has no knowledge as the

 09       lead person, he can tell me that.

 10  THE HEARING OFFICER:  All right.  I'm going to --

 11       Dr. Murphy, I'm going to let you respond to that

 12       to the best of your knowledge.

 13  THE WITNESS (Murphy):  Let me first reassure you,

 14       Mr. Monahan.  And I'm -- I'm certain that you

 15       didn't mean to be offensive by implication.

 16            We operate on a principle of integrity so

 17       that I am 100 percent confident that any question

 18       that you ask of us will be properly answered.  I

 19       have, you know, I have the good fortune of being

 20       surrounded by a lot of smart people here today to

 21       whom I can defer for the specifics regarding why

 22       were these incremental costs added.

 23            But in your characterization you said that

 24       the document was altered.  I think that that

 25       isn't -- is not accurate.  It was in fact
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 01       supplemented, but we didn't alter anything.  We

 02       found additional information and provided it

 03       truthfully, and that is the basis -- integrity is

 04       the basis upon which all of our actions are

 05       guided.

 06            So if you want me to provide for you someone

 07       else to answer the question with specific detail I

 08       can certainly make that happen if Hearing Officer

 09       Mitchell would like me to do that.

 10  MR. MONAHAN:  No.  Dr. Murphy, I appreciate that.  And

 11       believe me in no way -- and I'm sorry if in the

 12       spirit of the proceeding like this if the tone

 13       comes across -- there was no way I intended to in

 14       any way be offensive towards you, or toward the

 15       integrity of you or your team.

 16            In fact, I really want to be clear about

 17       that.  So I apologize if it came across that way.

 18            So if you may?  And bear with me, I'd like to

 19       ask you a few more questions about your testimony.

 20       BY MR. MONAHAN:

 21          Q.   Right now you have -- and maybe even upon

 22               hearing the testimony of others -- but I

 23               suspect you have a very good sense that

 24               elective PCIs, to the extent that Norwalk

 25               Hospital cannot do elective PCI's right now,
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 01               they are transferred to at least four

 02               different hospitals and maybe more.

 03                    But those include Stamford Hospital,

 04               Bridgeport Hospital, St. Vincent's Hospital,

 05               and of course your own Danbury Hospital.

 06                    Correct?

 07          A.   Yes.

 08          Q.   I'm sorry.  That was a yes?

 09          A.   Yes.  I'm sorry.

 10          Q.   Okay.  I'm sorry.

 11                    Am I correct that it is the case that

 12               there is no instance in which those four

 13               hospitals within the 30-minute guideline

 14               standards have at all said to you, we can't

 15               take another PCI, elective PCI patient?

 16                    In other words, there is access

 17               available at those four hospitals for

 18               elective PCI patients who presently would

 19               need to be transferred in the absence of this

 20               application being granted.

 21                    Is that correct?

 22          A.   Yes, it is.  I believe it is.

 23          Q.   Okay.  Now one of the reasons you've put

 24               forth in your testimony as supportive of

 25               keeping patients close to home, you know,
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 01               closer to the hospital -- perhaps of their

 02               choice, is because of the -- without quoting

 03               exactly, but some of the difficulties

 04               associated with transfer and communication

 05               with medical records, or transmission of

 06               medical records.

 07                    Is that correct?

 08          A.   Yes.

 09          Q.   Okay.  If we go -- and bear with me for a

 10               minute while I look through these.  Okay.

 11                    Attorney Tucci referred to these numbers

 12               in the original application in the project

 13               description where he talked about there are

 14               about 155 cardiac transfers from the

 15               hospital, being Norwalk Hospital to other

 16               acute institutions for cardiac clinic care.

 17                    And he did reference 46.2 percent being

 18               transferred out of 119.  55 being transferred

 19               to St. Vincent's, 38 to Danbury, 13 to

 20               Bridgeport, and 6 to Stamford, and 5 to Yale

 21               New Haven, and even 2 to New York

 22               Presbyterian.

 23                    I've read those numbers.  Obviously it

 24               would never hurt to check them, but I

 25               represent to you that I've read them from
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 01               your application.

 02                    My question about that is, let's take

 03               the transfer to Danbury Hospital.  Of those

 04               38 transferred how many of those 38

 05               transferred to Danbury Hospital, and of

 06               course without any disclosure of any type of

 07               identifiable information -- but how many of

 08               those transfers resulted in an adverse

 09               outcome or harm to the patient as a result of

 10               Norwalk's inability to communicate in an

 11               appropriate manner with Danbury Hospital on

 12               medical records?

 13          A.   I -- I do not have the specifics here.  So it

 14               would be speculative for me to offer a

 15               response.

 16          Q.   Okay.  But do you know of any that happened?

 17          A.   If you want me to guess, tell me.  If you

 18               want facts, I don't have them.

 19          Q.   If you don't have facts I don't want you to

 20               guess.  I just didn't know whether you knew

 21               it was zero, or you knew it was some amount.

 22               You just don't know the amount?

 23          A.   Yeah.  As I said, unfortunately I -- I can't

 24               provide you with a response, because I -- you

 25               don't want me to guess and I don't have the
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 01               facts.

 02          Q.   Okay.  Similarly in the transfer to Danbury

 03               Hospital of those 38 patients how many

 04               incidents resulted in adverse outcomes to a

 05               patient that would need to be reported to the

 06               Department of Public Health because of harm

 07               arising from the transfer from Norwalk to

 08               Danbury?

 09          A.   Yeah.  Unfortunately, Mr. Monahan, I'm going

 10               to have to provide the same answer.  I have

 11               not studied the nature of the transfers on an

 12               individual patient level.  So I -- I really

 13               can't provide you with a meaningful response.

 14          Q.   Okay.  Well, the reason -- and I appreciate

 15               that, and I certainly wouldn't expect that

 16               every detail worked its way to your desk.

 17                    However, given that you have referenced

 18               in your testimony the -- what you, you know,

 19               you call the downside or what I'm saying,

 20               describing as the downsides that you describe

 21               of transfer, and from one facility to another

 22               even within the 30-minute period.

 23                    And in the inability to, you know,

 24               perhaps ideally coordinate through medical

 25               records, it seemed to me -- I was just trying
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 01               to understand whether you think this is a

 02               prevalent problem, or whether this is a

 03               possibility but hardly ever occurs?

 04          A.   Well, I've been practicing medicine --

 05               medicine for 35 years.  And you know, I've

 06               transferred lots of patients in my life.  And

 07               stuff happens, and it happens more often in

 08               general than it does when you keep the same

 09               patient within the same four walls of the

 10               hospital.

 11                    So I think you know, it's -- it's

 12               instinctively I think sensible to realize

 13               that sending somebody out of your institution

 14               someplace else invites some degree of risk,

 15               but I -- I can't specifically answer the

 16               questions that you've posed, unfortunately.

 17          Q.   Okay.  No problem.  So you've made it as a

 18               general statement as a possibility, but you

 19               have no data to back that up as you sit here

 20               today?

 21          A.   Other than 35 years of experience.

 22          Q.   Now at some point in time there was an

 23               estimate in the original application made by

 24               Norwalk Hospital of projected elective PCIs

 25               over a series of projected years that fell
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 01               well short of the -- and I will get to the

 02               expert document in a moment -- but the 200

 03               facility threshold, that minimum threshold

 04               that has been the subject of discussion in

 05               this hearing today.

 06                    Do you recognize that?

 07          A.   Yes.

 08          Q.   And in that original calculation of -- if you

 09               give me one moment, please?

 10                    In that original calculation which is in

 11               the utilization section on page 36 of 52, of

 12               your original application, the Norwalk

 13               Hospital projected based on fiscal years -- I

 14               believe they cited a table, or you cited a

 15               table of fiscal year 2017, 2018 and 2019, and

 16               perhaps an annualized fiscal year 2020.

 17                    And for '17, '18 and '19 when one adds

 18               up Danbury Hospital we come up with a total

 19               of 73, 71 and 61 in those three successive

 20               years of PCIs.  Does that make sense to you?

 21               Or do you want to look at those numbers?

 22          A.   I -- I see the numbers.  I -- I'm happy to

 23               address a particular question if you have it.

 24          Q.   Sure.

 25          A.   You know, if you want a more educated answer
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 01               there are individuals who I suspect you will

 02               be calling for cross soon that may be able to

 03               offer a greater degree of precision.

 04          Q.   I appreciate that, and my questions are not

 05               going to sort of get into the sort of the

 06               nitty gritty of the calculation.

 07                    But what I am wondering is, when you see

 08               the projected volume in the table below, do

 09               you see, you know, fewer numbers -- or lesser

 10               numbers.  Do you see that?

 11          A.   I -- I lost you a little bit, Attorney

 12               Monahan, I -- in terms of -- what is falling

 13               off?

 14          Q.   There's two tables in OHS table four?

 15          A.   Yeah.

 16          Q.   And then the projected numbers that -- for

 17               utilization by service -- yes, is for primary

 18               elective PCI, if this were granted would be

 19               for fiscal year '20, '21 and '22, a total of

 20               62, 128, and 141.

 21                    Do you see that?

 22          A.   Yes.

 23          Q.   If you add the primary and elective PCI

 24               numbers together?

 25          A.   Yeah.
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 01          Q.   Okay.  In general, again knowing you didn't

 02               author every answer to this, but did you know

 03               that those were the projections going in?  Do

 04               you remember if you knew?

 05          A.   No.  Honestly I do not know that I looked at

 06               or examined with this degree of detail the

 07               difference between the actual and the

 08               projected -- or for that matter, whether

 09               Danbury was included in the system numbers or

 10               not.

 11          Q.   Okay.  Let me ask you, were you aware at the

 12               time that this application was being filed

 13               that the consensus document from the three

 14               leading cardiac societies and groups who had

 15               reiterated their minimum threshold in 2014 of

 16               200 minimum procedures for facilities without

 17               backup surgery, and that that had not been

 18               changed?

 19                    Did you have any sense that those

 20               projections were below that threshold?

 21          A.   I -- I have discussed the -- the numbers

 22               with, certainly with Dr. Warshofsky.  It's

 23               someone that I'm confident -- and we respect

 24               the guidelines of 200.  I'm confident that we

 25               will exceed them.
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 01                    I don't know whether or not if your

 02               question is, well, then why did you submit

 03               the application if your number was below 200?

 04               I -- I don't know, but you can certainly ask

 05               Dr. Warshofsky about the differences and

 06               whether or not COVID, for instance, is

 07               factored into '20 at all.

 08                    But I will tell you that our more recent

 09               numbers, particularly those from this year

 10               annualized look at 80 primary PCIs.  And if

 11               you do the extrapolation I'm very confident

 12               that we will exceed, substantially exceed the

 13               200 number as a threshold.

 14          Q.   All right.  When did it come to your

 15               attention in your office that there was a

 16               desire or a need, or a request to change that

 17               calculation?

 18          A.   No one came to me with an expressed desire to

 19               change a calculation.

 20          Q.   I'm just going back to what you said you had

 21               conversations with -- I believe it was

 22               Dr. Warshofsky, and maybe others.

 23                    But is there at some point sometime

 24               before you filed your testimony that someone

 25               said to you in words or substance, e-mail,
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 01               hey.  Our projections are below 200.  We need

 02               to rework them, or words to that effect?

 03          A.   Never.

 04          Q.   Okay.  So is it the case that from the

 05               original filing of those projections below

 06               200 to this very day you had no knowledge of

 07               the modification from below 200 to a

 08               projection in excess of 200?

 09          A.   Again, I -- I was not --

 10  MR. TUCCI:  I'll object to the form.  Excuse me,

 11       Hearing Officer.  I'll object to the form as to

 12       modification.  That's a mischaracterization of

 13       what the Witness has testified to.  He's testified

 14       to a supplementation.

 15  MR. MONAHAN:  Well, I'll withdraw.  Whether we call it

 16       a supplementation, you know, a change, a

 17       modificate -- whenever appropriate word, the

 18       numbers changed.

 19       BY MR. MONAHAN:

 20          Q.   What I'm trying to understand is, Dr. Murphy,

 21               when did you first become aware that the

 22               numbers were being supplemented?

 23  MR. TUCCI:  Hearing Officer Mitchell, I have to renew

 24       the objection.  There was a premise in the

 25       question that, quote, unquote, the numbers
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 01       changed.  There is simply a gross

 02       mischaracterization of the evidence.

 03            If you are looking at the information that

 04       was submitted in Norwalk Hospital's responses to

 05       OHS public hearing issues list, it provides

 06       updated cardiac cath and PCI case trends through

 07       fiscal year 2021 based on FP1-6, meaning the first

 08       six months of the year.

 09            So those, that's the additional information

 10       that was presented.  It's not a change.

 11  MR. MONAHAN:  Well, rather than that -- my request is

 12       rather than have Attorney Tucci testify about the

 13       change, what I'm asking is whether Dr. Murphy had

 14       knowledge that there would be a change, whether

 15       it's in the numbers, the calculation, the

 16       methodology, but something to get those numbers

 17       from below 200, over 200.

 18  THE HEARING OFFICER:  I'm going to allow that question.

 19  THE WITNESS (Murphy):  No.  The answer is no.

 20       BY MR. MONAHAN:

 21          Q.   Okay.  So when you gave your testimony on

 22               August -- excuse me, April 15th, and

 23               submitted it, you did not know that there had

 24               been a supplement to those numbers?

 25          A.   Correct.
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 01          Q.   You've heard a lot of talk about the 2014

 02               consensus document regarding the three

 03               organizations that published guidelines,

 04               consensus guidelines in 2011, and then in

 05               2014, and remain steadfast at the facility

 06               minimum threshold of 200 PCI services as a

 07               minimum threshold for elective PCI at a

 08               facility without surgical backup.

 09                    Correct?

 10          A.   Yes.

 11          Q.   Do you respect that, those three entities as

 12               expert entities in the promulgation of

 13               guidelines and best practices in connection

 14               with cardiac care?

 15          A.   Well again, I think at the outset I hope I

 16               made it clear I am not a cardiologist.  I

 17               don't pretend to be one, and I have no reason

 18               to be suspect of these guidelines or the

 19               consensus statements.

 20                    But I don't know the totality of other

 21               guidelines and I don't want to get, you know,

 22               caught in -- in a paragraph or a sentence

 23               here about something that may be in the

 24               documents.  But you know, in general, I -- at

 25               least in my field I read them and to the
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 01               extent that they're appropriate, follow them,

 02               but I also recognize that individual patient

 03               circumstances, some things aren't followed to

 04               the letter.

 05          Q.   Who doesn't follow them to the letter?

 06          A.   No, I'm saying if you're applying a

 07               guideline, a consensus guideline in the field

 08               of neurology to a particular patient, there

 09               are times and circumstances where the

 10               guidelines are less relevant.

 11          Q.   Right.  So if for instance in these

 12               guidelines -- and maybe you know enough about

 13               what has been said and read, and maybe you've

 14               read them yourself, even these consensus

 15               guidelines provide an exception to the 200

 16               minimum threshold when a hospital may be in

 17               an isolated area, unlike the area you're in

 18               where you have at least four hospitals with

 19               full cardiac backup.

 20                    You understand that there is that

 21               exception?

 22          A.   Yes, I do.

 23          Q.   And you agree that that exception does not

 24               apply to you?

 25          A.   I just want to be careful that I -- I answer
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 01               fully here, that I get the sense that the

 02               premise of your question is, we're looking

 03               for an exception to come in under 200 cases,

 04               and that's not in fact the circumstance here.

 05          Q.   And if you didn't know that there was -- and

 06               I'm really, really just trying to understand

 07               based on what you said, the chronology here.

 08               If you did not understand as of the time you

 09               penned your signature to the testimony on the

 10               15th that there was not a supplement to the

 11               projection, when did you learn that now there

 12               was a supplement where we -- where Norwalk

 13               Hospital was projecting numbers above the

 14               200?

 15          A.   Yeah.  Attorney Monahan, you -- you may not

 16               fully appreciate the nature of my job.  I'm

 17               running seven hospitals in 85 communities and

 18               I am not looking at this with a fine-toothed

 19               comb to see whether supplemental data has

 20               been submitted.

 21                    I rely on my team.  They are enormously

 22               talented, filled with integrity and deeply

 23               honest people.  So if there's some

 24               supposition that somebody is playing a game,

 25               that it won't fly.
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 01                    I do -- I do not recall any specific

 02               time where somebody said, do you realize that

 03               data was submitted?  I've been through CON

 04               submissions before and there are all kinds of

 05               answers to questions that are provided on an

 06               ongoing basis, and then additional questions

 07               appear.

 08                    So I'm used to this continuum of

 09               communication and data exchanges.  So there's

 10               nothing about this that feels odd to me, nor

 11               was anything brought to me as, you know,

 12               there's some signal submission here that you

 13               need to know about.

 14                    And I don't have any particular

 15               recollection of any particular conversation

 16               where someone said, you need to be aware that

 17               supplemental data was provided to the Office

 18               of Health Strategy in this particular

 19               application.

 20  THE HEARING OFFICER:  With that, that was a very

 21       specific response with that.  I'm just going to

 22       ask Attorney Monahan if you wouldn't mind moving

 23       on, because Dr. Murphy has indicated a couple

 24       times that he really was unaware of the update and

 25       the numbers.
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 01  MR. MONAHAN:  Absolutely.

 02  THE HEARING OFFICER:  Perhaps there may be somebody

 03       else that has more knowledge about that?

 04  MR. MONAHAN:  I can certainly do that.  Thank you,

 05       Dr. Murphy, for your patience in that questioning.

 06       BY MR. MONAHAN:

 07          Q.   Dr. Murphy, am I correct that there is a

 08               large cardiology group called Cardiology

 09               Associates of Fairfield County, in the region

 10               that you, that Norwalk Hospital operates in?

 11          A.   Yes.

 12          Q.   And isn't it the case that Cardiology

 13               Associates of Fairfield County are community

 14               physicians who have every right to refer

 15               cardiac patients to various hospitals of

 16               their choice.

 17                    Correct?

 18          A.   Correct.

 19          Q.   So if you were to be granted this

 20               application -- regardless of the methodology

 21               that I will ask another witness about -- that

 22               gets you theoretically over the 200, you

 23               cannot control the referrals of those

 24               cardiologies.

 25                    Correct?
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 01          A.   That is correct.

 02          Q.   Okay.  So to the extent that your volume

 03               depends on complete recapture of all of the

 04               transferred elective PCIs out of Norwalk to

 05               every other hospital, that is not an

 06               assumption that you control.  Am I correct?

 07          A.   Again, the nature of the question -- a

 08               complete recapture, I don't believe that

 09               that's built into our numbers, that that

 10               assumption is built into our numbers.

 11          Q.   Okay.  So I should ask Dr. Warshofsky about

 12               that?

 13          A.   I think you can ask Dr. Warshofsky, or

 14               Dr. Lomnitz.  I -- I suspect that they would

 15               be better informed that I am.

 16          Q.   Okay.  All right.  I just have a few more

 17               questions.

 18                    I believe it's in the testimony of one

 19               of the doctors, Dr. Murphy, that there's a

 20               new cath lab in process that you're building

 21               for Nuvance -- or is there a new cath lab

 22               that Nuvance is building?

 23          A.   Yes, sir.

 24          Q.   And just, does that cath lab bear in any way

 25               with respect to Norwalk Hospital?
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 01          A.   Yes.

 02          Q.   And approximately when was that construction?

 03               Do you know?

 04          A.   I -- I'd be guessing again.  It's -- it's

 05               nearing completion, but I don't know when it

 06               actually started.

 07  MR. MONAHAN:  Okay.  Dr. Murphy, I really appreciate

 08       your time with me and your patience.

 09            And I have no other questions.

 10  THE HEARING OFFICER:  Attorney Tucci, do you have any

 11       followup for Dr. Murphy before Attorney Monahan

 12       moves on?

 13  MR. TUCCI:  Hearing Officer Mitchell, if I could just

 14       do some brief redirect with Dr. Murphy?

 15  THE HEARING OFFICER:  Okay.

 16  

 17                  REDIRECT EXAMINATION (Murphy)

 18  

 19       BY MR. TUCCI:

 20          Q.   Dr. Murphy, can you hear me okay?

 21          A.   Yes.

 22          Q.   Dr. Murphy, on behalf of Norwalk Hospital as

 23               the Applicant in this CON proceeding are you

 24               asking the Office of Health Strategy to

 25               ignore or change any of its regulations?
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 01          A.   No.

 02          Q.   You were asked a question about whether you

 03               had ever received a call from one of the

 04               other friendly competitor health systems in

 05               your area, say, for example from Stamford

 06               Hospital or Bridgeport, or St. Vincent's

 07               saying to you communicating to your system in

 08               effect, we can't take another PCI patient.

 09                    And Mr. Monahan asked you what you

 10               thought about the concept of there being

 11               access to PCI services in the region.

 12                    Do you understand the difference between

 13               capacity and access?

 14          A.   Yes, I do, but I thought the question that

 15               Attorney Monahan was asking me was, had I

 16               ever received a phonecall?

 17                    That was what I was answering.

 18          Q.   Right.  And the answer is -- I take it your

 19               experience has been you have not gotten a

 20               call from a competitor saying, don't send us

 21               another patient?

 22          A.   Correct.

 23          Q.   So the conclusion to be drawn from that is

 24               that your competitors perhaps have capacity

 25               to take patients.
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 01                    Does that necessarily equate to whether

 02               or not your patients will get quick access to

 03               elective PCI care at those institutions?

 04          A.   It does not.

 05          Q.   You were asked about questions relating to

 06               transfers of Norwalk Hospital originated

 07               patients to Danbury Hospital.  Now Norwalk

 08               and Danbury are part of the same integrated

 09               network platform of care.

 10                    Correct?

 11          A.   Yes.

 12          Q.   And as part of that integrated network of

 13               seamless care, do the two institutions share

 14               an integrated medical record?

 15          A.   Yeah.  Yeah, so -- yeah, I recognize that

 16               there are certainly differences between, at

 17               least in my view, in the risks between

 18               transferring to a sister institution and, if

 19               you will, foreign institution, or one that is

 20               outside of the network because you don't have

 21               access to the same EMR.

 22                    You don't have access to the same

 23               imaging systems.  You use a different

 24               formulary.  You don't have the cellphone

 25               number of the interventional cardiologists to
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 01               whom you can rapidly communicate critical

 02               information.  You may have a different system

 03               in place if the patient doesn't speak

 04               English.

 05                    So there are significant advantages to

 06               in-network transfers that don't exist when

 07               you leave the system.  But -- so I didn't

 08               know where Mr. Monahan was going with his

 09               questions, and I wasn't sure that was an

 10               answer he was looking for.

 11                    I didn't know the facts he was asking

 12               about regarding the specific outcomes of

 13               intra-system patients leaving Norwalk

 14               Hospital.

 15          Q.   Doctor, one more question?  I would like, if

 16               you would bear with me -- if you could refer

 17               to a couple of pages.  The first is page 36

 18               of Norwalk's Hospital CON application.

 19                    If somebody can provide that to you.

 20               And then I'd ask you to look at the

 21               Norwalk Hospital Responses to OHS public

 22               hearing issues list, the document dated

 23               April 15, 2021.  In particular, they're not

 24               marked, but there's a third page that shows

 25               at the top a chart entitled, Norwalk Hospital
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 01               cardiac cath and PCI cases, Trend through FY

 02               '21?

 03          A.   Yes.

 04          Q.   Can you put those two pages side-by-side?

 05          A.   Okay.  Yeah.

 06          Q.   Focusing first on page 36 of Norwalk

 07               Hospital's CON application.  Looking at table

 08               four under fiscal year 2017, it lists the

 09               number of primary PCIs actual volume at

 10               Norwalk Hospital.

 11                    But what is that number?

 12          A.   Twenty -- 2017 was 73.  2018 was 71.  2019

 13               was 61.

 14          Q.   All right.  Now, direct your attention,

 15               please, to the document that Norwalk Hospital

 16               provided to OHS on April 15, 2021.  Look at

 17               the chart at the top of that page.

 18          A.   Okay.

 19          Q.   What is the number reported on that chart for

 20               fiscal year '17?

 21          A.   73?

 22          Q.   The same number as reported in the original

 23               application.  Correct?

 24          A.   That is correct.

 25          Q.   What is the number for fiscal year '18?
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 01          A.   71.

 02          Q.   The same number reported in the original

 03               application.  Correct?

 04          A.   Exactly the same number.

 05          Q.   Fiscal Year '19, what is the number reported

 06               there?

 07          A.   The same as it was, 61.

 08          Q.   All right.  Now let's look at fiscal year

 09               '20.  What number is reported there?

 10          A.   The second sheet, it's six-zero.

 11          Q.   Okay.  And then you said you've had

 12               experience in being involved in the

 13               submission of CON applications over the

 14               course of your many years involved in health

 15               care.

 16                    Correct?

 17          A.   Yes.

 18          Q.   In your experience, is it unusual or not

 19               unusual for an applicant to submit updated

 20               data to reflect the applicant's most recent

 21               experience concerning the particular service

 22               at issue?

 23          A.   Yes, I -- I think it is typical.

 24          Q.   The column that you see on the third page

 25               there reflects the fiscal year '21 actual
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 01               primary PC numbers of 41 at least through

 02               what's characterized as FP1-6.  Right?

 03          A.   Yes.

 04          Q.   In your experience in the world of health

 05               care is it unusual for hospital systems to

 06               look at their actual experience over a part

 07               of the year and then project an annual

 08               experience based -- an annualized experience

 09               based on that actual experience?

 10  MR. MONAHAN:  Okay.  I'm going to -- may I object?

 11  THE HEARING OFFICER:  On what basis?

 12  MR. MONAHAN:  I was -- after probing this, I was cut

 13       off from the questions because Dr. Murphy had

 14       indicated that he had no real involvement in this,

 15       and I should defer my questions to others.

 16            And now we're getting into a more detailed

 17       discussion of the very tables that I was heading

 18       towards that I'm now being -- that I was told that

 19       I could not go into, and I don't think it's

 20       appropriate.  It's going beyond the scope of

 21       direct.  I was cut off by the very objections of

 22       Attorney Tucci.

 23  THE HEARING OFFICER:  Attorney Tucci?

 24  MR. TUCCI:  Yes.  Thank you, Hearing Officer Mitchell.

 25       It's obviously not beyond the scope of the direct.
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 01       It's precisely in line with the scope of the

 02       direct.

 03            Nor am I asking the Witness to do anything

 04       other than testify about his general experience as

 05       an experienced chief executive officer of a

 06       hospital institution about how hospitals in the

 07       normal course of business project lines of

 08       business.  That's all I asked him.

 09  THE HEARING OFFICER:  So I think we are getting a

 10       little bit into the details of the numbers.  I

 11       think that it would probably be more appropriate

 12       to have the other witnesses with more direct

 13       knowledge about how those numbers came about,

 14       respond to those questions.

 15  MR. TUCCI:  Thank you very much, Hearing Officer

 16       Mitchell.

 17            I have no further questions on redirect for

 18       Dr. Murphy.

 19  THE HEARING OFFICER:  Thank you.

 20  MR. TUCCI:  And would you mind if we just took a short

 21       break?

 22  THE HEARING OFFICER:  Yeah.  We're running a little bit

 23       long, so we're going to keep it --

 24  MR. TUCCI:  Five minutes?

 25  THE HEARING OFFICER:  Yeah.  Let me just ask.  There
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 01       was somebody that was going to be testifying from

 02       the Legislature?  Is that person available?

 03  A VOICE:  Not at this time.

 04  THE HEARING OFFICER:  No?  Okay.  All right.  I just

 05       wanted to make sure that they were not waiting

 06       around.

 07            Okay.  So we'll go back on the record about

 08       3:43, 3:46.

 09  THE WITNESS (Murphy):  Am I excused?

 10  THE HEARING OFFICER:  Let me just -- I don't know that

 11       we have any questions from OHS.  Let me just ask.

 12  THE WITNESS (Murphy):  I can wait.  No, no.  I -- I

 13       don't want to pressure anybody.

 14  THE HEARING OFFICER:  So Dr. Murphy, I'm thinking our

 15       questions may need to go to the other witnesses.

 16       Let me just confer with Ms. Rival and Mr. Carney.

 17            I think our questions go to the other

 18       witnesses.  Correct?  Then we can let Dr. Murphy

 19       go?  Jess is nodding.

 20  MR. MONAHAN:  Would that be the same for Ms. Silard?

 21  THE HEARING OFFICER:  I think so too.  Yeah, I think

 22       we're all set with --

 23  MR. CARNEY:  Attorney Mitchell, I think we have one

 24       question for Dr. Murphy, that I was aware of.

 25  THE HEARING OFFICER:  All right.  So why don't we take
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 01       a five-minute break.

 02            And then let me ask Attorney Monahan.  Do you

 03       mind if we ask our question of Dr. Murphy?  I know

 04       we're kind of getting into, you know, I don't like

 05       to interrupt people while they're doing their

 06       cross because you kind of get --

 07  MR. MONAHAN:  I have no objection.  I you need to step

 08       out of order, that's fine.

 09  THE HEARING OFFICER:  Okay.  All right.  So we'll come

 10       back in five minutes.  Then after, after we ask

 11       your question, Dr. Murphy, you can go.

 12            And then also Ms. Silard can also go, too.

 13  MR. MONAHAN:  Thank you.

 14  THE HEARING OFFICER:  Thank you.  All right.  So let's

 15       just come back on the record at 3:40.

 16  

 17                (Pause:  3:35 p.m. to 3:50 p.m.)

 18  

 19  THE HEARING OFFICER:  All right.  We're going to go

 20       back on the record.  Is everybody ready?

 21  MR. TUCCI:  Yes, for the Applicants.

 22  THE REPORTER:  The Court Reporter is ready.

 23  THE HEARING OFFICER:  Okay, Applicants.

 24            And the Intervenor is ready also?

 25  MR. MONAHAN:  Yes.
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 01  THE HEARING OFFICER:  All right.  So Dr. Murphy, I did

 02       confer with my colleagues and we had one question

 03       for you based on your prefiled testimony.  I'm

 04       going to pull it up, and I'll read it.

 05            It says on page 31 of your prefiled testimony

 06       you stated that unnecessary transfers also reduced

 07       Norwalk Hospital's ability to coordinate care and

 08       manage its cardiovascular patient population.

 09       While some patients may be transferred to Danbury

 10       Hospital for elective PCI, other patients are sent

 11       out of network -- sent to out of network providers

 12       that may not know the patient's histories, et

 13       cetera.

 14            So I've heard you talk about this in

 15       questioning by Attorney Monahan, but we have just

 16       a couple more questions for you.  And we wanted to

 17       know first -- and I'll just do them one by one.

 18       What are some of the reasons why a patient would

 19       be transferred to an out-of-network provider

 20       versus maybe Danbury Hospital?

 21  THE WITNESS (Murphy):  Well, it could be that a

 22       relationship that exists.  It could be a patient

 23       preference, a preference of the physician, a

 24       preference of the patient, a preference of the

 25       family member.  There are a number of
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 01       circumstances that would influence the ultimate

 02       destination.

 03  THE HEARING OFFICER:  Do you know about what proportion

 04       of patients are transferred out of network?

 05  THE WITNESS (Murphy):  I -- I do not know the answer to

 06       that question.

 07  THE HEARING OFFICER:  And then I think one of the

 08       things that we wanted to know is if you could help

 09       us understand how these out-of-network transfers

 10       hinder Norwalk Hospital's ability to participate

 11       in alternative payer models?

 12  THE WITNESS (Murphy):  Sure.  As you know, the

 13       alternative payment models really are moving away

 14       from fee for service where the patient shows up

 15       and whatever services they receive they get billed

 16       for, to a different model which is fee for

 17       value -- which both the quality outcome and the

 18       cost of that care, the responsibility and the

 19       accountability shifts to the provider.  And those

 20       payment models have been in place and are growing

 21       in popularity.

 22            And they are believed -- certainly the state

 23       and federal governments believe that it is through

 24       those value-based arrangements that we will

 25       ultimately improve quality and reduce the cost of
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 01       care.

 02            So what happens is if you send somebody from

 03       Norwalk Hospital for an elective PCI to another

 04       facility.  It's conceivable that that other

 05       facility doesn't participate in that particular

 06       insurance plan, let's say, or while the hospital

 07       may, the cardiologist may not, an anesthesiologist

 08       may not.  They may have a different formulary that

 09       doesn't anticipate the particular insurance.

 10            Or for that matter, in some circumstances

 11       based upon, you know, where the patient goes, if

 12       it goes out of state there can be state plans that

 13       become a problem.

 14            And as I'm sure you're aware, Hearing Officer

 15       Mitchell, the -- the whole notion of surprise

 16       billing, you invite that possibility at times when

 17       somebody shows up to do an emergency procedure.

 18       After the procedure is done, you know these

 19       patients don't really have the opportunity really

 20       to shop for services.

 21            They get a big bill and the patient is

 22       exposed to significant out-of-pocket expenses or

 23       co-pays, or you know, major financial exposure

 24       because those coordinated efforts do not take

 25       place.
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 01            And you know, the whole notion of a bundled

 02       payment, for instance, is there's an impetus for

 03       the institution that has signed up for that

 04       bundled payment to say, we're going to take care

 05       of that patient.  No matter what it takes we'll be

 06       held accountable for the quality outcomes as well

 07       as the cost.

 08            So it forces us to be as efficient with the

 09       services that we provide as we can be.  We lose

 10       control over all of those decisions when the

 11       patient leaves the network.

 12  THE HEARING OFFICER:  Okay.  And then is there a way to

 13       quantify how these transfers might hinder

 14       participation in EPNs?

 15  THE WITNESS (Murphy):  I'm sure there is.  I -- I

 16       couldn't give it to you, you know, as I sit here

 17       with any degree of confidence, but there's no

 18       question when -- if you look at, you know, we have

 19       tens of thousands of patients who are in at-risk

 20       models, and we -- and the State knows this and has

 21       encouraged us to continue to increase our

 22       participation in those alternative payment models.

 23            When the patients do leave the system we do

 24       find that that is in fact where the expenses take

 25       off and that is a significant exposure that is
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 01       difficult to manage when you're in a bundled

 02       payment.

 03            We also have challenges sometimes in getting

 04       the data back on what the quality outcome was,

 05       the -- a different EHR system.  It has different

 06       ability -- abilities to report back on particular

 07       outcomes.

 08            So it is -- it's cumbersome.  It's -- it's

 09       awkward.  It's inconvenient, but I will tell you

 10       that it represents potentially a quality concern,

 11       but undoubtedly a financial concern.

 12  THE HEARING OFFICER:  All right.  Thank you,

 13       Dr. Murphy, for those responses.

 14            Let me just check in with Mr. Carney and

 15       Ms. Rival.

 16            Any additional questions from us you think

 17       that maybe I might have missed?

 18  MR. CARNEY:  That was the only one I had.

 19  THE HEARING OFFICER:  All right.  Jessica, we're all

 20       set?  Okay.  So that was it from us.  I'm just

 21       going to follow up again with Attorney Monahan and

 22       also Attorney Tucci.

 23            Any followup for Dr. Murphy?

 24  

 25                         (No response.)
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 01  THE HEARING OFFICER:  If not, hearing nothing I think

 02       we're all set, Dr. Murphy.

 03  THE WITNESS (Murphy):  Okay.  Thank you very much.

 04  MR. MONAHAN:  May I just ask one -- I'm sorry.  One

 05       last question.

 06  THE HEARING OFFICER:  All right.

 07  MR. MONAHAN:  Just on an EPN question.

 08  

 09                  RECROSS-EXAMINATION  (Murphy)

 10  

 11       BY MR. MONAHAN:

 12          Q.   On how many EPNs do you participate in?  And

 13               how much money is at risk, as you just

 14               described?

 15          A.   How much money is at risk?  We have --

 16          Q.   Mute -- you're on mute.  I'm sorry.

 17          A.   Pardon me.  We have about 40,000 patients who

 18               are currently under some form of risk

 19               arrangement.

 20                    I -- I don't know that the total sum of

 21               dollars based on, you know, there are --

 22               there are Medicare participants.  There are

 23               commercial participants.  There are even some

 24               Medicaid pilots that we're looking at, some

 25               national, some state specific, but it would
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 01               be hard for me to give you a solid number,

 02               Attorney Monahan.

 03  MR. MONAHAN:  Thank you, I appreciate that.  Okay.

 04  THE HEARING OFFICER:  Attorney Tucci, any followup?

 05  MR. TUCCI:  No, thank you, Hearing Officer Mitchell.

 06  THE HEARING OFFICER:  All right.  Thank you again,

 07       Dr. Murphy.

 08  THE WITNESS (Murphy):  Okay.  Thank you very much.

 09  THE HEARING OFFICER:  All right.  So I'm going to turn

 10       it over to you, Attorney Monahan.

 11  MR. MONAHAN:  Before we do that, Hearing Officer

 12       Mitchell, are there any group questions for the

 13       CEO and president Ms. Silard?  Or may she be

 14       excused, I think, from the panel?

 15  THE HEARING OFFICER:  Right.  So, no.  We don't have

 16       any questions for her.

 17  MR. MONAHAN:  Just so there's no -- she may be excused?

 18  THE HEARING OFFICER:  Yeah.

 19  MR. MONAHAN:  Okay.  Thank you very much.

 20  THE HEARING OFFICER:  You're welcome.

 21  MR. MONAHAN:  Doctor -- I want to pronounce it

 22       correctly.  I apologize.  Warshofsky?

 23            Warshofsky, I call Dr. Warshofsky for

 24       cross-examination.

 25  THE WITNESS (Warshofsky):  Good afternoon.
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 01  MR. MONAHAN:  Good afternoon.  Really hopefully just a

 02       few questions.

 03            One is there, there were a number of

 04       questions regarding different medical literature

 05       from this whole application process, and in

 06       connection with that there were references to the

 07       2011 consensus document by the -- and I want to

 08       get the exact acronyms, ACH -- excuse me, the

 09       American Heart Association, the --

 10            Give me one moment, please.  I just want to

 11       get my -- okay.  I apologize.

 12  

 13                 CROSS-EXAMINATION (Warshofsky)

 14  

 15       BY MR. MONAHAN:

 16          Q.   There were several discussions about the

 17               literature and guidelines published by the

 18               ACCF, AHA and the SCAI consensus documents in

 19               2011, 2013 and then in 2014.

 20                    And my question is, do you recognize and

 21               see the 2014 best practices -- or

 22               recommendations, I should say, of that

 23               consensus group from 2014 as a current

 24               state -- excuse me, a current guideline that

 25               is not superseded, not eradicated, and not
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 01               abolished?

 02          A.   Yes, I see the 2014 guideline as current.

 03               And -- and I would emphasize that it's a

 04               guideline, not a policy.

 05          Q.   Thank you.  Would you -- and I believe you

 06               may have heard testimony from today on this.

 07               In connection with the fact that elective

 08               PCIs presently at Norwalk Hospital are

 09               transferred because you can't do that, they

 10               are sent to other hospitals for that

 11               procedure.

 12                    Do you, as you sit here, believe that

 13               there is sufficient access were those four

 14               hospitals to accommodate the transfer of any

 15               elective PCI patients that you have

 16               encountered to date?

 17          A.   No, I don't believe that.

 18          Q.   And what is the basis for your belief that

 19               those four hospitals cannot accommodate the

 20               elective PCIs that you would be transferring

 21               them to date?

 22          A.   Well, I -- I guess it would depend on how you

 23               define sufficient access, but I look at this

 24               from the patient standpoint.  And then I

 25               would be quite upset if I were a patient or a
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 01               family member of a patient to be transferred

 02               for something that really is not necessary.

 03                    So although ultimately the patient may

 04               receive the, what we're terming an elective

 05               PCI, the fact that they had to endure a

 06               transfer and that the family may or may not

 07               have been able to go visit them at the

 08               receiving hospital, for me is not sufficient

 09               access.

 10          Q.   Well, I understand.  I appreciate your

 11               personal opinion, but right now you

 12               understand under the law you cannot

 13               perform an elective PCI at Norwalk Hospital.

 14                    Correct?

 15          A.   Correct.  Under the law we cannot.

 16          Q.   So that if a patient says to you, oh, I'm

 17               disturbed by this.  Are you telling me that

 18               you're saying, well, then you had no access?

 19                    Or are you saying they have access, and

 20               now here are the places you can go within the

 21               30-mile/30 minute time period?

 22                    That's my question.  Can they get the

 23               procedure done within a timely manner even

 24               though you can't do it?

 25          A.   What I am saying to the patient is, I am
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 01               sorry.  At this time we're not able to

 02               provide this service for you here at Norwalk

 03               Hospital.  We'll have to transfer you.  Where

 04               would you like to go?

 05                    And they may say to me, but my neighbor

 06               got the same procedure here.  And I would say

 07               to them, but your neighbor came in with a

 08               STEMI.  And we were able to do that, but

 09               we're not able to provide, quote, unquote,

 10               elective PCI for you.

 11          Q.   Okay.  And then you wouldn't abandon them.

 12               You'd send them to one of the four hospitals.

 13                    Right?

 14          A.   No, we would not abandon them.  We would find

 15               a place to care for them.  That's correct.

 16          Q.   Okay.  And you have been able to find a

 17               place.  There has been satisfaction of that

 18               need.  Even though you don't like it, there

 19               has been satisfaction of that need for you to

 20               get those patients to those other hospitals?

 21          A.   I mean, Attorney Monahan, you know, we're --

 22               the way you describe this it sounds like an

 23               ideal world out there, but you and I know

 24               that there are nights when it's cold, when

 25               it's freezing, when it's snowing, when the
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 01               traffic is backed up.

 02                    And so you know, it's not something

 03               that's always done very easily.  And as I

 04               think I mentioned earlier, in the midst of a

 05               COVID pandemic sometimes you do get an answer

 06               where you know what, we're just too crazy

 07               right now.  We can't take that patient.

 08          Q.   All four hospitals at the same time have said

 09               that to you?

 10          A.   I didn't say that.

 11          Q.   Well, what I'm really trying to understand,

 12               Doctor -- because you seem to be saying that

 13               there is a restriction, and I don't want to

 14               put words in your mouth.  But you're under

 15               oath, and I want to know whether there are

 16               four hospitals within your region that you

 17               can transfer elective PCI patients to.

 18                    Are you telling me that you are unable

 19               to transfer patients in need of those

 20               elective services to any one of those four at

 21               any given time?

 22          A.   If you're asking me, is there capacity in the

 23               area to say, okay, somebody somewhere can do

 24               this PCI?  I would say that there is

 25               capacity.
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 01          Q.   Thank you.

 02          A.   But when you think about access, that's a

 03               different story.  And I think access is

 04               limited at times, certainly.

 05          Q.   All right.  Well, I suppose we can let the

 06               Office of Health care Strategy decide whether

 07               capacity and access, how to judge that under

 08               the legislative standard whether there's an

 09               unmet need.

 10                    And lastly, were you in charge of

 11               creating the methodology, or retaining the

 12               methodology for both in the original

 13               application and in the prefiled testimony

 14               answers to questions supplementing the

 15               projections of elective PCIs?

 16          A.   I participated in that process.  I wouldn't

 17               necessarily say I was in charge of it.

 18          Q.   Can you point me to any benchmark studies,

 19               statistical sampling methodology or outside

 20               consultant that you used to come up with that

 21               analysis that led you to the supplement?

 22          A.   No.  There was no outside entity that led us

 23               to that.  It was really an evolutionary

 24               process.

 25                    I think as Dr. Murphy described earlier,
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 01               it's pretty common in CON applications.  And

 02               we, when we looked at our FY '21 numbers we

 03               certainly were interested to see that the

 04               annualized number was about 80, a little bit

 05               over 80 STEMIs, which when we think about

 06               it -- and again, we talked about this a

 07               little bit earlier, whether it's a

 08               four-to-one ratio or an eight-to-one ratio,

 09               we would be well over the 200 threshold.

 10                    And I -- I believe that's borne out even

 11               by Stamford's own numbers, which I think had

 12               less STEMIs than Norwalk, but had --

 13               certainly I think over 200 PCIs.

 14          Q.   Okay.  And you said you were a participant.

 15               Who were the other participants in putting

 16               that methodology together?

 17          A.   Well, I don't know about -- I don't -- I

 18               don't understand what you mean by

 19               methodology.  We -- we looked at our numbers

 20               and they are what they are.

 21          Q.   I guess I'm sorry if I'm -- who is the we?

 22          A.   The team, our strategy team, Sally Herlihy.

 23               I think you heard her mentioned, her name

 24               earlier.  Kelli Stock who is the Vice

 25               President for the Heart and Vascular

�0223

 01               Institute at Nuvance, and some of our finance

 02               team as well.

 03  MR. MONAHAN:  Excuse me, Ms. Mitchell.  May I have one

 04       moment?

 05  THE HEARING OFFICER:  Yes.

 06  MR. MONAHAN:  Okay.  No more questions.  Thank you.

 07  THE HEARING OFFICER:  All right.  Any followup,

 08       Attorney Tucci?

 09  MR. TUCCI:  No, thank you, Hearing Officer Mitchell.

 10       No questions.

 11  THE HEARING OFFICER:  All yours.  All yours, Attorney

 12       Monahan.

 13  MR. MONAHAN:  Thank you.  If Dr. Yekta Is available?

 14            Hi, Doctor.

 15  THE WITNESS (Yekta):  Hello.

 16  MR. MONAHAN:  One minute to turn some pages.

 17  

 18                    CROSS EXAMINATION (Yekta)

 19  

 20       BY MR. MONAHAN:

 21          Q.   Doctor, similarly -- well, first of all, what

 22               is your -- and I apologize.  And I know you

 23               said this in your testimony, but what is your

 24               specialty?

 25          A.   I'm an interventional cardiologist.
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 01          Q.   And do you recognize the 2014 consensus

 02               document that I referenced just before the

 03               previous testimony as the most current

 04               consensus document with a recommendation of a

 05               best practice of a minimum threshold of 200

 06               PCIs for a facility without on-site surgery?

 07          A.   So yes, that document from 2014 does relate

 08               to elective PCI stents, also is without

 09               cardiothoracic surgery backup.

 10                    And in response to your numerical

 11               comment, it does state that it is recommended

 12               and is -- again, it is a guideline that 200

 13               PCIs should be strived to achieve, but there

 14               was also a comment in there about if labs are

 15               unable to get to that 200 threshold, annually

 16               they can have, quote, unquote, stringent

 17               systemic and process protocols in place with

 18               close monitoring of critical outcomes and

 19               additional strategies that promote adequate

 20               operation of catheterization laboratory;

 21               staff expertise throughout -- through

 22               collaborative relationships with larger

 23               volume facilities which is --

 24                    So again, my point in emphasizing that

 25               is that the number of 200 is there, but it
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 01               also acknowledges that 200 may not be an

 02               absolute number that has to be present for

 03               all facilities.

 04          Q.   How long have you been with Nuvance -- I

 05               apologize.  How long have you been in your

 06               position?

 07          A.   In my --

 08          Q.   Your current position?

 09          A.   I've been there for about two years now,

 10               approximately two years.

 11          Q.   Have you had any experience before today in

 12               or surrounding the CON process for the State

 13               of Connecticut?

 14          A.   I have not.  I have not been part of the CON

 15               application prior to this process.

 16          Q.   And aside from the written testimony you

 17               provided, did you participate in any type of

 18               research or calculations, or any type of work

 19               that went into the actual substance of the

 20               application?

 21                    Or any supplemental bylines?

 22          A.   No.  One of the reasons why I wore my scrubs

 23               today is thinking I wasn't a numbers person.

 24               So I was not involved in the numerical

 25               evaluation of the program or the -- or the
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 01               PCI volumes.

 02          Q.   Okay.  And lastly, do you have -- and I think

 03               you just answered it, but just to be sure, do

 04               you have any experience in extrapolation of

 05               data -- well, let me just point you to your

 06               testimony.

 07                    You do refer to extrapolating transfer

 08               data to an annualized projection when

 09               compared with current primary guideline

 10               trends, fiscal year 2021.  And the fact that

 11               transfer data doesn't capture all

 12               eligible permutations to go elsewhere for

 13               elective PCIs shows that there is more than

 14               sufficient volume for Norwalk Hospital to

 15               support a primary and elective PCI service in

 16               accordance with national guidelines.

 17                    And that's on page -- it's not numbered

 18               but let me get it.

 19                    It's at the bottom of page 4 of your

 20               written testimony.

 21          A.   So if you don't mind, just repeat from where

 22               you read to --

 23          Q.   Sure.  On the bottom of that page I read from

 24               the fifth line up starting on the word

 25               "extrapolating."
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 01          A.   Okay.

 02          Q.   And the reason -- well, I'll let you read it

 03               and then I'll ask the question.

 04          A.   Sure.  All right.

 05          Q.   The reason I ask the question is, as you just

 06               explained that you're not a numbers person,

 07               how is it that you -- you started voicing

 08               then and have voiced an opinion on

 09               extrapolation and volume trends, and things

 10               of that sort?

 11          A.   Because one of the things, you know, in my

 12               position, you know, we have had numerous

 13               inspections here at Nuvance in regards to

 14               what our transfer volumes have been in

 15               addition to the data in terms of our primary

 16               PCI volume.

 17                    So if you, you know, as an organization

 18               we've come to realize -- the realization

 19               bringing those numbers together, that we

 20               should be able to achieve more than 200 PCIs.

 21               And this is just inpatient volume that we're

 22               talking about.  We're not even including any

 23               outpatient elective PCI.

 24                    So that's where we came to put that

 25               data, or that -- where I extrapolated from
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 01               that data.

 02          Q.   Okay.  And then if you -- the same question

 03               asked before.  When you say, we, was there a

 04               group of you that put your heads together to

 05               do that?

 06          A.   Was there a group?  So there is a group of --

 07               of people here and the data is sometimes, you

 08               know, as I'm presented to the data -- but I'm

 09               not part of the -- the committee that

 10               formulates that data, so I can't really help

 11               you there, but I'm not really part of that

 12               group specifically.

 13          Q.   Okay.  Thank you.

 14                    I do have one more question and I want

 15               to go back to the completeness responses

 16               which deal with the transfer of elective,

 17               present transfer of elective PCI cases from

 18               Norwalk Hospital.

 19                    I'm looking at page 6 of 7 on the

 20               completeness questions.  And this -- it's

 21               number six and it says, provide the number of

 22               patients within the primary service area that

 23               are transferred from Norwalk Hospital to

 24               Danbury Hospital.  And of those patients

 25               transferred, provide the number of patients
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 01               who received an elective PCI post transfer.

 02                    Do you see where I'm referring to?  And

 03               I'll give you time to get there.

 04          A.   I do.

 05          Q.   And there's an OHS table one, patient

 06               transfers from Norwalk Hospital to Danbury

 07               Hospital and post transfer elective PCIs.

 08                    Do you see that?

 09          A.   I do.

 10          Q.   Do you see that it's approximately -- well,

 11               at 34 percent.  Of all these patient

 12               transfers it's about a one third

 13               percentage -- or one third of the total

 14               transfers that end up having elective PCIs.

 15                    Do you see that?

 16          A.   Roughly.

 17          Q.   What's the explanation for that?

 18          A.   I'm not part of any of these cases, so I

 19               can't explain that to you.  I mean, I don't

 20               know how you -- how you want me to answer

 21               that question.

 22                    I mean, I -- I don't know how to answer

 23               that question.  You know, pieces are done on

 24               an individual basis, so when a patient gets

 25               transferred and cardiac cath and if they
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 01               decided to get an elective PCI, it's on a

 02               case-to-case basis.  So I can't do any of

 03               those.  So I can't explain that.

 04          Q.   Okay.  Are you often part of the decision to

 05               make the transfer?

 06          A.   Oftentimes, yes.

 07          Q.   And do you often get involved in the decision

 08               to make transfers of patients from Norwalk

 09               Hospital to hospitals other than Danbury

 10               Hospital?

 11          A.   We always ask the patient what their

 12               preference is, and if they decide to.  Again

 13               we don't try to convince patients to go one

 14               way or the other.  If they have a strong

 15               preference for one hospital or the other, we

 16               do.  I certainly acknowledge that.

 17          Q.   And I'm not asserting that you don't.  I was

 18               just trying to understand if -- just the way

 19               you're structured if that's -- if that is

 20               what, you know, it's not just Danbury that

 21               you're focused on.

 22                    It could be any of the hospitals that

 23               can absorb a transfer from Norwalk Hospital.

 24               You could be involved in that process?

 25          A.   I can be involved, but you know, the one
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 01               thing is a patient, you know, once the

 02               patient meets the physician oftentimes they

 03               want that physician to be their provider.

 04                    So I do not provide services at other

 05               hospitals outside of Danbury Hospital and

 06               Norwalk Hospital.  So it would have to be a

 07               change in their cardiac care if they were

 08               transferred.  So they have to see different

 09               interventionalist, different cardiologist,

 10               different hospitalist, different nurse,

 11               different PCA.

 12                    So that is part of that equation.

 13          Q.   And do you often deal with the community

 14               physicians that -- or the community

 15               cardiologist that may be the attending

 16               physician for any of these patients?

 17          A.   Of course.  I think that's a natural part of

 18               my job to deal with referring physicians.

 19          Q.   Okay.  So -- and in those cases is it your

 20               experience that the attending physician

 21               provides some continuity of care with respect

 22               to the patient and their transfer to a

 23               different hospital?

 24          A.   So are you in reference to the general

 25               cardiologist that you're talking about?
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 01          Q.   Yes.

 02          A.   Yes, absolutely.  So I mean, they do provide

 03               some continuity of care, sometimes in the

 04               hospital, but sometimes not in the hospital

 05               as well.

 06  MR. MONAHAN:  Thank you for your time and I have no

 07       other questions.

 08  THE HEARING OFFICER:  Followup, Attorney Tucci?

 09  MR. TUCCI:  No questions for Dr. Yekta.  Thank you,

 10       Hearing Officer.

 11  THE HEARING OFFICER:  All right.  Thank you, Dr. Yekta.

 12  THE WITNESS (Yekta):  Thank you.

 13  MR. MONAHAN:  Just one moment, please?

 14            Dr. Lomnitz, if I may?

 15  

 16                   CROSS-EXAMINATION (Lomnitz)

 17  

 18       BY MR. MONAHAN:

 19          Q.   Hello, Doctor.

 20          A.   Hello.

 21          Q.   How are you?

 22          A.   Good, good.  How are you?

 23          Q.   Okay.  Thank you.

 24                    And Doctor, sir, I understand your chief

 25               of cardiology at Norwalk Hospital.  Am I
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 01               correct.

 02          A.   That's correct.

 03          Q.   Okay.  One of the, you know, the questions

 04               you've heard over and over again is -- and

 05               I'd like to ask you as a cardiologist is, do

 06               you view the consensus document published in

 07               2014 by the three societies that I have

 08               mentioned that recommends the 200 minimum

 09               threshold for facilities that do the elective

 10               PCI that do not have surgical back up -- do

 11               you view that and see that as the existing

 12               consensus guideline that has not been

 13               abolished, retracted or in any way vacated?

 14          A.   Well, you know, I have experience with

 15               clinical epidemiology and -- and the

 16               statistics and the guidelines have a

 17               different level of evidence.  The highest

 18               level of evidence comes from randomized

 19               clinical controlled trials, prospective.

 20                    The lowest form of evidence comes from

 21               registry, and the reason for that is that

 22               when you rely on registry data there's lots

 23               of confounders that can trip you up.  And the

 24               people who wrote the guidelines were very

 25               wise because they're not relying on
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 01               randomized controlled trials that determine

 02               that 200 was the number.  What they were

 03               relying on was registry data.

 04                    So in the interests of making sure that

 05               any program that is doing PCI is doing it in

 06               the highest quality fashion, should do it and

 07               meet their standards, which not only includes

 08               following data, but making sure that there's

 09               good quality assurance programs, oversight,

 10               and the like.

 11                    And I think that the 200 PCI number

 12               comes from a signal from registry data that

 13               comes from the early 2000s.  And I think that

 14               in our case we -- we believe we're going to

 15               be over 200.  I'm confident we'll be over

 16               200, but what I can assure you is our

 17               commitment to a high quality program.

 18                    We are in partnership with Cleveland

 19               Clinic, considered by U.S. World News and

 20               Report the number one cardiac hospital in the

 21               nation.  They'll be working with us with our

 22               network in Danbury and with us in Norwalk.

 23               And I can assure you that no one here wants

 24               to be associated with anything but the

 25               highest quality program.
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 01          Q.   And I certainly respect that for you, Doctor.

 02               And what -- I guess, what I was trying to

 03               understand is in the world of evolving

 04               medical literature, medical guidelines and

 05               the studies, at some point medical

 06               guidelines, I suppose, will or do change, but

 07               the medical recommendation of that consensus

 08               group as of today, at 200 thresholds -- in

 09               addition to the various studies that you've

 10               talked about, but that number still is in

 11               place and hasn't been displaced by the

 12               cardiology community?

 13          A.   I think as part of a holistic approach, that

 14               is part of the holistic approach.  It's not

 15               the only approach to determining a quality

 16               program.

 17          Q.   Fair enough.  In your testimony, you refer to

 18               there being a regulatory barrier preventing

 19               Norwalk hospital from obtaining an elective

 20               PCI, or the ability to perform elective PCI

 21               for its patients.

 22                    If you need me to refer you to the page,

 23               it's the second page of the document.

 24                    What did you mean by, regulatory

 25               barrier?  It's down near the bottom of
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 01               page -- under section one.  It's about four

 02               lines up.

 03          A.   Well, I think that, you know, it's clear that

 04               Connecticut requires a certificate of need

 05               for certain services.  Elective PCI at a

 06               hospital without surgical backup falls under

 07               that, and we currently don't have a CON for

 08               that service.

 09          Q.   Okay.  And that's what you see as the barrier

 10               at this moment that you are having to

 11               overcome in this application?

 12          A.   That's why we're here.

 13  MR. MONAHAN:  I have no other questions.  Thank you.

 14  THE HEARING OFFICER:  Any followup, Attorney Tucci?

 15  MR. TUCCI:  No thank you, Hearing officer.  No followup

 16       for this Witness.

 17  THE HEARING OFFICER:  All right.  Anything additional,

 18       Attorney Monahan?

 19  MR. MONAHAN:  Well, as far as cross-examination?  No.

 20            And I don't -- I didn't know whether closing

 21       remarks on the agenda means closing remarks from

 22       lawyers, or that's just closing remarks by the

 23       panel.

 24            So nothing else for me, but I do have one

 25       request to make before the end of the hearing.
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 01  THE HEARING OFFICER:  Absolutely.  I'll give you a

 02       chance.  I'm actually going to ask that we take a

 03       little five-minute break so I can confer with my

 04       colleagues, because we have a few questions that

 05       we want to ask that some of the attorneys in this

 06       hearing didn't touch on -- and some of them,

 07       actually you did.

 08            So we just want to make sure that we are

 09       ticking off the list of questions that we have,

 10       what's already been discussed, and we want to make

 11       sure that we get the other things that have not

 12       been discussed.

 13            So maybe if we could have five minutes until

 14       4:40?  We'll come back and we'll ask our

 15       questions, and then we'll go to closing

 16       statements.

 17            Let me just ask, is there anybody here that

 18       has signed up for public comment?  Anybody from,

 19       you know, any public officials, anything like

 20       that?

 21  

 22                         (No response.)

 23  

 24  THE HEARING OFFICER:  Okay.  No.  Okay.  So we'll come

 25       back on at 4:40.
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 01                (Pause:  4:33 p.m. to 4:53 p.m.)

 02  

 03  THE HEARING OFFICER:  All right.  So we are going to go

 04       back on the record.  We're going to start with

 05       OHS's questions.

 06            I think we're going to request some late

 07       files.  I will see if there's anybody that wants

 08       to render a public comment.  If not, I'll make an

 09       announcement about that, and then we'll go to

 10       closing comments.

 11            All right.  So Brian, you want to take it

 12       away?

 13  MR. CARNEY:  Sure.  Good afternoon, everyone.  Thank

 14       you for answering my questions.

 15            The general question for the applicant to

 16       begin with, let me just preface it by saying, you

 17       know, a lot of the information has been submitted

 18       through the application, through prefiled

 19       testimony and heard today in testimony, but I just

 20       want to sort of ask, like, sort of one more time

 21       to get, sort of, your top reasons for the request

 22       for this proposal.  So let me go ahead and ask the

 23       question.

 24            So given that elective PCIs are scheduled

 25       procedures, the volumes you have reported on page
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 01       7 of the prefiled testimony show mostly declining

 02       volumes and there are four other elective

 03       PCI-capable hospitals in the area.  Why is there a

 04       need for a new elective PCI program at Norwalk

 05       Hospital?

 06            So again, maybe you give me the top three,

 07       you know, five reasons why you think it's

 08       appropriate?

 09  A VOICE:  Would Dr. Murphy or Dr. Warshofsky like to

 10       answer this question?

 11  THE WITNESS (Warshofsky):  Hi.  Yes, here I am.  So

 12       thank you for that question.  I think that what we

 13       have seen in terms of volumes for PCI in our

 14       system, has actually been increasing volumes for

 15       PCI not dramatically, but certainly we have seen

 16       some increasing volumes.

 17            And when we look at the last six months of

 18       this fiscal year we have seen certainly an

 19       increase in our STEMI volumes and an increase in

 20       other volumes, volumes related to cardiovascular

 21       disease.  We have recently brought on two

 22       cardiologists to our group in Norwalk largely

 23       because we saw a need that was not met, and that

 24       has led to increasing volumes for

 25       electrophysiology and for other procedures within
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 01       our cath lab.

 02            And -- and so when we think about kind of

 03       overall volume trends, we -- we have to be careful

 04       not to make that a reason to not look at more

 05       specific areas and specific needs.

 06            And I think the other reason -- or one of the

 07       other reasons that we're making this application

 08       is because we know that we can deliver this care

 09       safely.  And the thought of transferring patients

 10       without a real true need to transfer them is not

 11       good medical care, frankly.

 12            And when we think about elective PCI -- and

 13       you mentioned that elective PCI was a scheduled

 14       procedure, I think again I would emphasize that

 15       the patients that we're talking about are -- or at

 16       least I would say a majority of the patients that

 17       we're talking about are not patients who are well,

 18       and scheduling something like an office visit --

 19       they are patients who are admitted to the hospital

 20       who are in need of, actually an urgent procedure

 21       and some of them are scheduled and some of them

 22       are not scheduled.

 23            And most of the transfer patients,

 24       unfortunately for them they are not scheduled.

 25       They're added on, because they're coming as an --
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 01       as an add-on to the receiving hospital's schedule.

 02            So they tend to be done later in the day

 03       and -- and actually have a much poorer experience

 04       overall, I would say, than one who, let's say, is

 05       admitted to the hospital and is scheduled for the

 06       first case the next day.

 07  MR. CARNEY:  Okay.  Thank you, doctor.  Kind of in

 08       coordination with that, I know you gave the

 09       initial estimates in the application and the

 10       prefiled testimony.  Those numbers have increased.

 11       I'm still not fully clear on the exact numbers you

 12       are projecting now and how you arrived at those

 13       numbers.

 14            So if you can -- and if not -- and we

 15       probably would need to get this in writing

 16       as well -- describe in detail the methodology you

 17       used to arrive at the new projection that Norwalk

 18       Hospital performed well in excess of 200 PCIs and

 19       cite evidence to support your findings.

 20  THE WITNESS (Warshofsky):  Sure.  So again, I want to

 21       emphasize that we were conservative on our initial

 22       estimates.  We are certainly cognizant of the fact

 23       that many patients who could be -- could undergo a

 24       cardiac catheterization to look for coronary

 25       artery disease, who are in Norwalk's service area
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 01       or sometimes even in Norwalk Hospital don't

 02       undergo that particular procedure because if they

 03       needed a PCI they wouldn't be able to get it at

 04       Norwalk Hospital.

 05            So the numbers of diagnostic cardiac caths

 06       are, I would say, pretty, pretty grossly under

 07       what would be happening if we did have an elective

 08       PCI program.

 09            That the numbers again for the last six

 10       months of this fiscal year in terms of STEMI are,

 11       I think, very informative.  The data that I would

 12       say to back up the estimates of over 200 cases --

 13       which and again, this is kind of an evolutionary

 14       process for me in terms of seeing the data and --

 15       and learning, frankly, a little bit about those

 16       ratios that are reported in the literature;

 17       whether they be the, you know, eight-to-one ratio

 18       that the Seaport trial reported on, or even our

 19       own State's data that would say the ratio is at

 20       least, you know, a three-to-one, four-to-one

 21       ratio, if not more.

 22            So when we think about the burden of coronary

 23       disease in the Norwalk service area and we look at

 24       the numbers of patients who are presenting with

 25       STEMI, and extrapolate that based on what we know
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 01       is in the literature on estimates -- or actually,

 02       not estimates, but real data when you compare the

 03       numbers of elective PCI versus the numbers of

 04       STEMI, that's where we get that number from.

 05  MR. CARNEY:  All right, Doctor.  Let me just follow up

 06       with that, because Dr. Martin had said something a

 07       little bit different, in fact, stating that

 08       cardiac caths were a better indicator of who would

 09       require a PCI.

 10            So is there any documented evidence to

 11       confirm the relationship between either, you know,

 12       cardiac caths or primary PCI to that of projected

 13       elective PCI volume?

 14  THE WITNESS (Warshofsky):  You know, some of it depends

 15       on -- on the population and -- and what one is

 16       getting a cardiac catheterization for.  Some

 17       cardiac catheterizations are not done for acute

 18       coronary syndromes in anticipation of PCI.

 19            Some are done for valvular disease in the

 20       rate of PCI in those patients certainly would be

 21       much lower, but I want to go back to what I was

 22       saying before because I want to make it clear.  It

 23       is really frankly disingenuous to say because

 24       Norwalk Hospital's cardiac cath volume is low,

 25       that that's a reason that their PCI volume would
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 01       be low.

 02            And again, the reason for that is if we have

 03       an inpatient here who we have a high suspicion is

 04       going to need a PCI, we won't even do that cardiac

 05       catheterization here unless the patient really

 06       says, you know what?  I'll undergo the two

 07       procedures.  I want to have it here.  So those

 08       patients are transferred out before they even have

 09       a cardiac catheterization.

 10            And similarly on the ambulatory side, if

 11       there's a patient in the office with a markedly

 12       positive stress test that you anticipate is going

 13       to need a PCI, those patients are done at another

 14       hospital and leave the -- and leave the community.

 15  MR. CARNEY:  All right.  Attorney Mitchell, we're going

 16       to talk about the late files later.  Okay.  All

 17       right.

 18  THE HEARING OFFICER:  Yes, we will.

 19  MR. CARNEY:  Next question.  Page 37 of the application

 20       you provide projected utilization by service.

 21       Describe how you determined these projected

 22       cardiac cath volumes were expected to increase

 23       more than twofold between 2020 and 2021?

 24            It looks like only just table five.  It's the

 25       bottom of page 37.  Cardiac caths go from 83 to
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 01       203.

 02  THE WITNESS (Warshofsky):  Okay.  We're just pulling

 03       that up.

 04  MR. CARNEY:  Okay.  Sure.

 05  THE WITNESS (Warshofsky):  Yeah.  This is

 06       Dr. Warshofsky.  So you know, again that goes to a

 07       couple of things.  One is we are seeing increased

 08       volumes in general with our cardiologists, new

 09       cardiologists here, increased utilization of their

 10       services.

 11            And exactly what I was saying a couple of

 12       minutes ago which was that right now the patients

 13       who are in need of a PCI, or who are thought to be

 14       in need of a PCI are not having a cardiac

 15       catheterization done here, and that I would say is

 16       the majority of cardiac catheterizations that we

 17       do.

 18            The majority of cardiac catheterizations that

 19       we do are done looking for coronary artery disease

 20       in anticipation of stenting.

 21  MR. CARNEY:  So they're not having it done at Norwalk

 22       because they're saying basically, well, if I need

 23       a PCI, an elective PCI, I won't be able to have it

 24       down there.  Is that what you're saying?

 25  THE WITNESS (Warshofsky):  Exactly.
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 01  MR. CARNEY:  Okay.  And you said you hired two new

 02       cardiologists?

 03  THE WITNESS (Warshofsky):  Yeah.  Actually, Dr. Yekta

 04       has been with us a couple of years and most

 05       recently we brought on Dr. Menendez.

 06  MR. CARNEY:  Okay.  Thank you.

 07            Let's see.  So page 7 notes that while

 08       Norwalk Hospital anticipates performing more than

 09       200 PCIs per year it is important to consider that

 10       the volume standard for PCI programs of 200

 11       annually has been questioned recently in the

 12       literature.

 13            I know you've touched on this a little bit,

 14       but please elaborate on the statement as to why

 15       institutional volumes have been questioned

 16       specifically?

 17  THE WITNESS (Warshofsky):  I just want to make sure

 18       that I understand the question.  Are you asking

 19       whether I believe that 200 number is relevant,

 20       important?  Or are you asking a different

 21       question?

 22  MR. CARNEY:  Yeah, the statement was that basically

 23       that 200 number is sort of being questioned in

 24       some recent years in the literature, that it may

 25       not be the number, the appropriate number.
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 01            So I just wanted you to follow up on that,

 02       you know, your opinion about that.

 03  THE WITNESS (Warshofsky):  Sure.

 04  A VOICE:  Excuse me, Mr. Carter.  Just before

 05       Dr. Warshofsky answers.  I didn't catch the page

 06       reference.

 07  MR. CARNEY:  Page 7.  Sorry, page 7.

 08  A VOICE:  Of the application?

 09  MR. CARNEY:  Page 7 of the prefiled testimony.

 10  THE WITNESS (Warshofsky):  Yeah.  So again, I think

 11       Dr. Lomnitz pointed out that that -- that number

 12       is a number that is not based on randomized

 13       clinical trials, or really any clinical trial per

 14       se trying to look at that.

 15            The strength of the relationship between

 16       volume and outcomes really was much more -- was

 17       much stronger in -- in the, what we call the plain

 18       old angioplasty era where we didn't have coronary

 19       stents.  Since that time that relationship really

 20       has been, I would say, weakened and questioned

 21       much more.

 22            And when -- when you think about it just in

 23       terms of common sense, if you will, to think that

 24       a program that's doing 190 PCIs is, you know,

 25       materially worse in quality than a program doing
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 01       205 PCIs, it just, you know, goes against common

 02       sense.  Right?

 03            We -- we all know that quality is related to

 04       many more things than any absolute number.  So

 05       although, again in this stage of looking at our

 06       volumes and through, you know, the exercises that

 07       we've been through I'm confident we will exceed

 08       that number, but I think that number really does

 09       need to be taken a little bit with a grain of

 10       salt.

 11  MR. CARNEY:  And one final question, Doctor.  How do

 12       you describe sort of the relationship between

 13       operator and institutional volumes?  The two do

 14       different thresholds.  How do they interrelate?

 15  THE WITNESS (Warshofsky):  You know operator volume,

 16       the numbers for recommended volumes have been

 17       decreasing over the years.  I think you've heard

 18       the recommended volume for PCI operator on the

 19       most recent recommendations is 50 per year.

 20  MR. CARNEY:  Fifty, agreed, 50.

 21  THE WITNESS (Warshofsky):  Yeah.  It used to be 75.

 22       The -- the two go hand-in-hand to some degree in

 23       that, you know, the -- the volume data for

 24       operators is relatively weak when it comes to

 25       looking at any specific number, but we do know
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 01       that there is a weak overall directional

 02       association.

 03            Our physicians who are working in our STEMI

 04       program in Norwalk will certainly maintain those

 05       minimal volumes -- and I'm thinking offhand.  I

 06       think all of them will be working at fairly

 07       high-volume centers in addition to Norwalk

 08       Hospital.

 09  MR. CARNEY:  So the Danbury, too, with the library?

 10  THE WITNESS (Warshofsky):  Danbury and other centers as

 11       well.

 12  MR. CARNEY:  All right.  Thank you very much.

 13  THE WITNESS (Warshofsky):  You're welcome.

 14  MR. CARNEY:  I think that's all I have, Michaela.

 15  THE HEARING OFFICER:  Okay.  Let's see here.  So page 8

 16       of the prefiled testimony states that the ability

 17       to offer elective PCI at Norwalk Hospital will

 18       reduce the cost of care by eliminating unnecessary

 19       transfers and enabling timely medical

 20       interventions.

 21            How will this affect overall healthcare costs

 22       and consumers' out-of-pocket costs.

 23  THE WITNESS (Warshofsky):  I -- I may ask to phone a

 24       friend on this one, but I will just say this.  You

 25       know, that certainly when we think about length of
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 01       stay for a patient, when you think about them

 02       coming into a hospital and then getting worked up,

 03       and then the decision is made to transfer them.

 04       And then they're getting reworked up at the

 05       receiving hospital and getting put on for the next

 06       day for cardiac catheterization, I think we can

 07       all see how that increases the overall length of

 08       stay in -- in any particular hospital for that

 09       patient.

 10            The cost of an ambulance ride with EMS

 11       services I think is significant, and you have to

 12       add that onto the, you know, the equation in terms

 13       of cost for our healthcare system.  And you've got

 14       to backfill that EMS service for a patient who may

 15       need it.

 16            And so we're -- we're kind of overall

 17       increasing the cost of care throughout many

 18       things.  There's a lot of ripple, ripple effects

 19       and unintended consequences, as -- as with a lot

 20       of things.

 21            I'm going to see if Dr. Murphy has anything

 22       to add to that?

 23  THE WITNESS (Murphy):  Thanks, Mark.  I do think that

 24       was a comprehensive answer, and an excellent one.

 25       The only thing that I would add, Hearing Officer,
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 01       is that once again you have to recognize that we,

 02       let's say, within our system have worked very

 03       hard, A, to come to an agreement with the payer,

 04       whomever that payer might be, Medicare or

 05       commercial payer or even potentially Medicaid and

 06       say, listen.  We're responsible for the entire

 07       episode of care from soup to nuts.

 08            We have coordinated who's going to do what in

 09       what sequence, what tests will be done, which

 10       tests won't be done.

 11            And to the extent -- to the extent that we've

 12       spent more than we've agreed to, the onus is on

 13       us.  That's a problem for us that there isn't this

 14       notion that, well, it's not my problem.  It in

 15       fact is.

 16            And to the extent that we can generate

 17       high-quality care cost efficiently, everybody

 18       wins.  When the patient is transferred out of the

 19       system there is no -- there may be no such

 20       relationship and the receiving hospital can do

 21       what it wants, follow a different protocol.  And

 22       again, having transferred lots of patients for

 23       many years, what inevitably and unfortunately

 24       happens is the tests get repeated oftentimes.

 25            Somebody says -- at least in my field, you
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 01       know what?  We can't find the film.  Or these MRIs

 02       don't run on our machines, or I can't find the

 03       software.  So just run the -- the MRI again, or --

 04       or do the EKG or do the echo.  Or do whatever the

 05       particular imaging study is, or let's rerun the

 06       labs.

 07            Or as Dr. Warshofsky said, you know, that was

 08       yesterday.  We were booked.  It was a late case.

 09       We didn't realize it was Friday.  All of the

 10       sudden now it's Monday morning, and the renal

 11       studies, the renal functions have to be repeated.

 12            So there is this inevitable result, in my

 13       view, that tests get repeated that otherwise would

 14       not have been repeated, that the patient now is at

 15       an institution that may or may not be part of his

 16       or her insurance plan, and he or she is now

 17       responsible for significant bills where they were

 18       under the impression that if they had a heart

 19       attack, God forbid, that they were covered.

 20            Not only do they then have to then

 21       contemplate the issue of the facility itself may

 22       be out of network -- and I don't have

 23       out-of-network coverage, but so too may the doctor

 24       or the doctors, plural, that that entire team is

 25       going to have the opportunity to bill that
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 01       patient.

 02            All of those services would have been covered

 03       on the bundled contract that existed at the home

 04       institution.  None of those services are going to

 05       be covered potentially at the receiving

 06       institution if it's a transfer.

 07            So the consequences, the financial

 08       consequences are substantial to the patient no

 09       matter what kind of insurance they have, if it's a

 10       nonparticipating provider both in terms of

 11       coinsurance, co-pays, maximum out-of-pocket

 12       expenses.

 13            And that's the reason so many companies in

 14       America, and for that matter, the State of

 15       Connecticut itself has spent so much time and

 16       reached out to so many healthcare providers to

 17       say, listen.  We want you to sign up for these

 18       bundles of care so that we can begin to control

 19       costs while improving outcomes.

 20            We as a health system have subscribed to

 21       that.  That's not equally true across the county,

 22       or for that matter the State, but we believe

 23       it's -- it's our responsibility as providers to

 24       try to contemplate and coordinate cost-efficient

 25       high-quality care, and transfers fly in the face

�0254

 01       of that effort.

 02  THE HEARING OFFICER:  Thank you for that.  Just a

 03       follow-up question.  So you've explained it to me

 04       so that at least I can understand how, how this

 05       could increase costs.

 06            But is there a way or have you been able to

 07       quantify the cost savings that would occur if

 08       these transfers were eliminated?

 09  THE WITNESS (Murphy):  Well, it would be difficult

 10       for -- for me to sit here, because as you know I

 11       don't have the access to free schedules of other

 12       institutions.

 13            But I can tell you that from the payer's

 14       perspective, that payer being either the state

 15       government, the federal government, or the

 16       employer, they're all migrating to -- to this

 17       notion either of saying, there's going to be an

 18       accountable care arrangement where they call it

 19       the Medicare shared savings program, as you know,

 20       or the next generation ACO; or what is becoming

 21       even more popular, the bundled payment

 22       coordinating care initiative out of Medicare did

 23       it.

 24            We participated in 22 of those bundles.  Now

 25       the commercial market and the employers are moving

�0255

 01       more and more to these episodes of care because

 02       they have found that's where most of the expense

 03       lies.  When somebody gets really sick and needs

 04       these life-saving but expensive interventions,

 05       it's very important that the care be coordinated.

 06            So they have told us basically by virtue of

 07       having to pay the bills that this is where the

 08       savings are.  These have to be priorities, and

 09       given the fact that cardiovascular is the leading

 10       cause of death we feel it's incumbent upon us to

 11       be responsible and to be able to offer bundled

 12       cost-effective, high-quality accessible services

 13       to people that live in our area including those

 14       who have no insurance whatsoever.

 15            Again, I can tell you having sent lots of

 16       patients to some quaternary centers, if you don't

 17       have insurance you're out of luck when you try to

 18       go someplace else.

 19  THE HEARING OFFICER:  Thank you.  All right.  I think

 20       that is it for that question.  I do have another

 21       question.  Let's see here.

 22            So I think we asked this.  I was listening to

 23       Dr. Warshofsky's testimony and I think that he was

 24       talking about -- and Brian, my colleague Brian

 25       Carney may have touched on this -- but I just want
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 01       to make sure that I've got it.

 02            So I think that there was a discussion of a

 03       four-to-one kind of ratio used to determine or

 04       project how many PCIs might be needed.  And I

 05       think I wanted to ask Dr. Warshofsky if there's

 06       any literature that goes along with that?  I think

 07       Brian may have asked you this, but I didn't cross

 08       it off my list.

 09  THE WITNESS (Warshofsky):  Yes, he did.  And I -- I

 10       mentioned our own, you know, New York State --

 11       sorry, not New York state.  Connecticut's data,

 12       the NCDR data that was presented earlier.

 13  THE HEARING OFFICER:  Yeah?

 14  THE WITNESS (Warshofsky):  With several of our

 15       hospitals throughout the Norwalk/Southern

 16       Fairfield County area.  And also if we look at

 17       that Seaport trial, that mentioned I believe an

 18       eight-to-one ratio.

 19            And I think that that has -- that that ratio

 20       has come down somewhat over time, but even today

 21       using, whether it be Stamford's numbers or

 22       Danbury's numbers, we know that that ratio is --

 23       is around four to one and sometimes higher.

 24  THE HEARING OFFICER:  Okay.  Thank you for that.

 25            And then I think the other question that I
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 01       had for you is if there's any data that you could

 02       share with us about how COVID has impacted the

 03       ability to transfer patients out of Norwalk to

 04       other hospitals who may be requiring elective and

 05       you can't perform it there?

 06  THE WITNESS (Murphy):  Yeah.  So you know, I cannot

 07       give you specifics about the transfers out of

 08       Norwalk Hospital for elective PCI during COVID.

 09       What I will say about COVID is that, as you know,

 10       patients have delayed coming in for acute

 11       problems, and a lot of those acute problems were

 12       heart attacks.  We received patients much later on

 13       in their disease process.

 14            I think that the notion to a patient who did,

 15       let's say, decide to come in during COVID, the

 16       notion of saying to them, okay.  Well, you know,

 17       you were -- you got over your fears of coming into

 18       a familiar hospital, but now we're going to

 19       transfer you away from your family to a less

 20       familiar hospital, or a completely unfamiliar

 21       hospital -- I think would not go over well.

 22            And -- and again, I want to emphasize also

 23       how incredibly busy the hospitals were throughout

 24       the state during COVID.  And the thought of taking

 25       transfers during that time was daunting because
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 01       everybody is running on fumes taking care of very,

 02       very sick patients.

 03            And the thought of then admitting a

 04       transferred patient and going through all their

 05       data all over again is -- is just horribly

 06       difficult to think about doing during that time.

 07  THE HEARING OFFICER:  Okay.  And just a followup?  Do

 08       you believe that where the hospitals were, there

 09       was a surge and they weren't able to take patients

 10       as readily as they would pre-COVID?  Do you think

 11       that that's something that's might be an anomaly?

 12       Or something that's ongoing?

 13  THE WITNESS (Murphy):  Oh, I think it's ongoing.  I

 14       think that, you know, I'm not an infectious

 15       disease or epidemiologist, but I -- I do know that

 16       we are not through this pandemic yet, that we are

 17       seeing hospitalized patients still.

 18            We're seeing very sick hospitalized patients,

 19       and so I think it is an ongoing problem.  I don't

 20       know what we're going to be facing next year as it

 21       relates to COVID, but I certainly wouldn't be

 22       surprised if it was affecting our healthcare

 23       system in some way.

 24  THE HEARING OFFICER:  Okay.  Thank you for your

 25       responses.
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 01            I have a question for Dr. Lomnitz.  So

 02       Dr. Lomnitz, you indicated that there is an

 03       underutilization of PCI, that about 30 percent of

 04       the people who need it don't get it.

 05            30 percent of the people who are appropriate

 06       don't get it.  And I just wanted to understand if

 07       that 30 percent, how does that relate specifically

 08       to Norwalk Hospital's primary service area?  Was

 09       that just kind of like a national percentage?

 10  THE WITNESS (Lomnitz):  Yeah, that's a good question.

 11       That -- that's -- those studies, and there's lots

 12       of studies that are concerned about

 13       underutilization of care that can improve people's

 14       lives and decrease mortality, and PCI is certainly

 15       one of them.

 16            Those studies are based nationally and

 17       that's -- that's, you know, we have to assume

 18       until proven otherwise that we're no different.

 19       And what was -- I hopefully highlighted was the

 20       concern that people whose primary hospital do not

 21       have elective PCI are more likely to be

 22       underserved compared to those that do go to

 23       hospitals that have elective PCI capability.

 24  THE HEARING OFFICER:  Okay.  Thank you.  I think that

 25       that is all the questions that I have for the
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 01       Applicant.  I did have a few follow-up questions

 02       for the Intervenor's witnesses.

 03            Thank you, Dr. Lomnitz.

 04  THE WITNESS (Lomnitz):  Thank you.

 05  THE HEARING OFFICER:  So the next couple of questions

 06       are for Dr. Martin, if he's still available?

 07  MR. MONAHAN:  He is.

 08  THE HEARING OFFICER:  So Dr. Martin, you testified that

 09       update in the numbers, the volume numbers or

 10       projections by the Applicant were -- and I'm

 11       quoting you, hard to swallow.

 12            What do you mean by that?

 13  THE WITNESS (Martin):  I mean, I'm sure they took great

 14       care in making this application, and they had

 15       plenty of time to do it.  And then to update the

 16       numbers based on a brief uptick in primary PCIs

 17       just seems spurious to me.

 18  THE HEARING OFFICER:  What do you mean by when you say,

 19       brief uptick?

 20  THE WITNESS (Martin):  So that there, they list their

 21       numbers for primary PCI from 2016, '17, '18, '19,

 22       '20.  And typically those numbers are 60 to 70.

 23            And then based on partial year having a few

 24       more primary PCI than other years, they upped

 25       their estimate.  I think based on partial numbers
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 01       fiscal year 2021 I believe they estimated 80-some

 02       for PCIs based off a partial year.

 03            And then based on that you use this

 04       multiplier that really there is no literature

 05       about it.  You know it is true that nationwide,

 06       you know, back in the Seaport time this eight-X

 07       multiplier was typical nationwide, and now it's

 08       more like three or four times as many nonprimary,

 09       you know, elective PCIs as there are primary PCIs

 10       nationwide -- but that varies widely by

 11       institution.

 12            It's driven by -- by practice patterns where

 13       facilities that get outside referrals, or people

 14       choose to go there.  Tertiary centers will have a

 15       much higher number of elective PCIs.

 16            For example, Cleveland Clinic publishes their

 17       numbers every year, and it's typically 25 to 30

 18       times as many elective PCIs as primary PCIs.

 19            Whereas other centers that are not referral

 20       centers where people are not choosing to go to,

 21       the number may be much lower.  And nationwide the

 22       average, it is about 4 elective PCIs per primary

 23       PCI.

 24  THE HEARING OFFICER:  So you said that -- I believe and

 25       correct me if I'm wrong.  I think you said since
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 01       2003 there were studies that showed elective PCI

 02       is over utilized, that you know practitioners are

 03       doing too many.

 04            Can you elaborate on that?

 05  THE WITNESS (Martin):  Sure.  You know, the appropriate

 06       use criteria were established by CMS mainly as a

 07       response to an understood overuse of primary PCI.

 08       In the American Heart Association's -- what's it

 09       called?

 10  A VOICE:  Choosing wisely.

 11  THE WITNESS (Martin):  Choosing wisely program.  They

 12       actually, you know, how to take elective PCI as

 13       something that's over utilized.  There were a

 14       couple of big trials that I think I mentioned in

 15       my written testimony that show that for -- for a

 16       lack of PCI patients who are not in the hospital

 17       with a heart attack, that for most of those

 18       patients medical treatment was just as good as PCI

 19       in terms, of, you know, and then we like to say

 20       that PCI is a life-saving procedure.  I would like

 21       that to be true, and sometimes it is.

 22            If you come in with a heart attack, we open

 23       your artery.  It's a life saving procedure.  It

 24       dramatically improves your rate of survival, but

 25       if you're seen in the office and have a stress
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 01       test and have some chest pain, we bring you in, do

 02       PCI, and that's what a lot of these patients are.

 03            It doesn't, you know, in -- in the big

 04       studies it did not show improvement in survival.

 05       And even in terms of symptom improvement was not

 06       significantly better than medicines alone.

 07  THE HEARING OFFICER:  When you say, medicines alone, is

 08       that what you mean by medical treatment?

 09  THE WITNESS (Martin):  Correct.

 10  THE HEARING OFFICER:  Okay.  And one other thing --

 11       actually, not one other thing.  So there was

 12       another thing that I heard you say that you know

 13       in terms of PCI, that we're in a stagnant market.

 14            What do you mean by that?

 15  THE WITNESS (Martin):  You know, so that nationwide the

 16       number of PCI is actually, you know, despite a

 17       growing population it's not gone up over the last

 18       5 to 10 years at least.

 19            I don't -- I don't have the numbers in front

 20       of me, but you know, it peaked some years ago.

 21       And you know, all the projections, you know,

 22       from -- from the consultant groups and the

 23       nationwide numbers are that there's not a

 24       significant increase year over year.  That the

 25       numbers are basically flat to slight decline over
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 01       the years.

 02            And a lot of that is driven by this, you

 03       know, this understanding that PCI may have been

 04       over utilized in the past.

 05  THE HEARING OFFICER:  All right.  And then the last

 06       question for you is that, you know I've heard a

 07       lot of discussion about giving the different

 08       factors and the guidelines the appropriate weight.

 09       And so whether the Applicant is going to be very

 10       close to 200, over 200, there, there it sounds

 11       like their argument is there are also other things

 12       also to consider in terms of a quality program

 13       that OHS should look at and focus on when making

 14       the decision.

 15            And so I heard you say you talked about how

 16       the guidelines indicated previously that the

 17       threshold institutional volume was 400; that was

 18       reduced to 200.  It hasn't been reduced since

 19       then.  So it's just like the guide.  You know I'm

 20       just trying to understand so that I can make a

 21       recommendation to the Executive Director about how

 22       she should go.

 23            And can you just explain for me why?  Why?

 24       Why is the 200 operator volume threshold?  Why do

 25       you believe, or based upon what you've read, why?
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 01       Why should we stick with that hard and fast?

 02  THE WITNESS (Martin):  So I -- I don't think a number

 03       set in stone.  You know, you, you're balancing

 04       reality versus, you know, what's optimal.  And I

 05       think what might be optimal would be, say, a

 06       thousand -- you know might be a better number,

 07       honestly.

 08            You know, if we all did 200 PCIs per year per

 09       operator and a thousand in the center, you

 10       probably would get, you know, better outcomes than

 11       what's available right now, but that's not the

 12       reality in the US.

 13            It is in some other countries, but here that,

 14       you know, we -- we train more in retro

 15       cardiologists.  We have hospitals all over the

 16       place that decide they want to have a cath lab.

 17       You know, we have to, you know, the states,

 18       they have to -- I have to, have to just deal with

 19       reality.

 20            And so I -- I think it's with that compromise

 21       what our societies have come up with is that 200

 22       is a good number.  I think clearly ten is not a

 23       good number, no.  I think in, you know, in 400 it

 24       can even be too high because it was unreasonable

 25       and that no, you know that not enough places would
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 01       meet it.

 02            So you know, could -- could that number be

 03       150 or 250?  I, you know, I don't think there's

 04       any magic about the number, but it's -- it's a

 05       parsing reality with what's -- what's optimal in

 06       terms of patient care and patient outcomes.

 07  MR. CARNEY:  This is Brian Carney.  Just to chime in

 08       Dr. Martin?  By 200, you're speaking specifically

 09       about institutional volume.  Correct?

 10  THE WITNESS (Martin):  Yeah, that's -- that's, you

 11       know, what our guidelines suggest, is -- it's the

 12       reasonable number to use and it was a minimum.

 13  MR. CARNEY:  Okay, thank you.

 14  THE HEARING OFFICER:  All right.  I don't believe I

 15       have any additional questions.  I'm going to defer

 16       to Jess, Jessica Rival.

 17  MS. RIVAL:  Good afternoon.  My first question is for

 18       Dr Warshofsky.

 19            Hi, Doctor.  On page 45 of the application

 20       there are some assertions about the Cleveland

 21       Clinic.  Could you give us some detailed examples

 22       to explain how Norwalk Hospital's affiliation with

 23       the Cleveland Clinic will affect cost and quality

 24       measures related to the proposed elective PCI

 25       services?
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 01  THE WITNESS (Warshofsky):  Sure.  So as you know, and

 02       as was mentioned earlier, the Cleveland Clinic

 03       is -- is really regarded as -- as essentially the

 04       top cardiovascular institution in the country, and

 05       probably the world.  They do thousands of

 06       interventions per year.

 07            And what we've established with them is a

 08       very close affiliation in Danbury Hospital after a

 09       programmatic assessment.  And that programmatic

 10       assessment is currently ongoing in Norwalk

 11       Hospital, and that will lead to an affiliation

 12       with the Cleveland Clinic as well.

 13            That program is -- is one that focuses on

 14       quality, and it's a collaborative effort.  It will

 15       be a collaborative effort between Norwalk Hospital

 16       and the Norwalk Hospital Cath Lab staff, and the

 17       Cleveland Clinic staff.  It goes beyond just

 18       physician relationships and physician

 19       interactions.  It -- it goes to nursing and

 20       operational leader interactions.

 21            And it really covers everything from things

 22       like, what are the best care pathways for

 23       patients?  What are the best order sets?  How can

 24       you decrease, decrease costs by opportunities in

 25       the supply chain?  How can you decrease costs by
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 01       maintaining high quality, lowering adverse event

 02       rates, which can lead to prolonged

 03       hospitalizations?

 04            Discussing cases with the Cleveland Clinic,

 05       and deciding what might be the best approach for a

 06       particular patient; in the unfortunate

 07       circumstance of an adverse event, reviewing those

 08       cases with the Cleveland Clinic so that we can get

 09       their insight into what they may have done

 10       differently, or just get their insight into

 11       what -- what their thoughts were on the case.

 12            It -- we -- we have regular meetings with

 13       them where we look at case reviews, as I

 14       mentioned, but also compare ourselves to the

 15       Cleveland Clinic.  They actually generate a report

 16       card for us that looks at our data and tells us

 17       really how we're doing compared to the Cleveland

 18       Clinic.

 19            So it's -- it's a constant effort and focused

 20       with them.  And again, it goes beyond just the

 21       physicians.  It -- it certainly includes

 22       the physicians and that's a major focus, but it --

 23       it really encompasses the whole episode of care,

 24       you know, and care across the continuum of

 25       cardiovascular disease.  The cath lab and PCI
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 01       programs are obviously a huge focus of that.

 02  MS. RIVAL:  Thank you very much.  My next couple of

 03       questions are actually for the Intervener.

 04            The first one is the applicant states on

 05       page 15 of the application that Norwalk Hospital's

 06       primary service area includes the towns of

 07       Norwalk, Westport, Wilton, New Canaan, and Weston,

 08       Connecticut.

 09            Are these towns covered by Stamford

 10       Hospital's cardiac program?

 11  THE WITNESS (Bailey):  I guess -- at this point, Jess,

 12       I guess it's good evening.  We're now past

 13       five o'clock.  So it's gone from good morning to

 14       good evening.

 15            So I can address that.  So to make sure I

 16       heard your question correctly, Jessica, is that

 17       you're asking if those five different towns listed

 18       as the Norwalk service area, whether we consider

 19       those in our overall service area?

 20  MS. RIVAL:  Correct.

 21  THE WITNESS (Bailey):  We do.  We look at both service

 22       areas as primary services -- service area as well

 23       as our secondary service area based on where

 24       patients do seek care from Stamford.

 25            So when we look at the service area of
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 01       Norwalk for sure, and then secondarily as we go

 02       out a little bit further.

 03  MS. RIVAL:  My next question is, do you have at your

 04       disposal the numbers as far as how much Stamford

 05       Hospital's PCI volume is derived from these towns?

 06  THE WITNESS (Bailey):  I do not have that at my

 07       disposal.  You're asking how many PCI volumes that

 08       we get from the different, those five different

 09       towns?  I don't have that readily available.

 10            I'm sorry.

 11  MR. MONAHAN:  We certainly can provide that in a late

 12       file, if OHS would like that?

 13  MS. RIVAL:  Yes, please.

 14            And lastly, does Stamford Hospital have the

 15       capacity to perform additional PCIs at this time?

 16  THE WITNESS (Bailey):  And Jess, that's a great

 17       question and we appreciate the opportunity to

 18       address that.

 19            I'm sorry.  We've got some team members

 20       coming in.  Sorry.  We're going to lock one of the

 21       doors here real quickly.  Sorry about that

 22       interruption.

 23            But your question was, do we have the

 24       capacity to continue to grow?  And we do have the

 25       capacity to continue to grow.  As I mentioned in

�0271

 01       my comments, we do have that ample capacity as we

 02       looked at our ability to continue to expand and

 03       meet whatever needs are within the community.

 04            We've evaluated that and would certainly be

 05       able to satisfy any appropriate needs.

 06  MS. RIVAL:  Do you know about how many additional PCI's

 07       could be performed, say, at Stamford Hospital in a

 08       given year?

 09  THE WITNESS (Bailey):  I would probably defer to my

 10       colleague Dr. Martin to more specifically address

 11       that, if he has that information.

 12  MS. RIVAL:  Sure.

 13  THE WITNESS (Martin):  Sure.  So with current staffing

 14       and facilities, you know, we can certainly

 15       increase PCI volume by 50 percent.  We could do

 16       that without a problem, and potentially more if we

 17       have the space to grow if we needed to in the

 18       future.

 19  THE HEARING OFFICER:  Just for the clarity of the

 20       record, 50 percent of what?

 21  THE WITNESS (Martin):  So our current volume last

 22       fiscal year was 300 and --

 23  THE WITNESS (Bailey):  380, something like that.

 24  THE WITNESS (Martin):  So that's 190 -- so another 190

 25       per year I think would easily be doable with
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 01       current staffing and the facilities.

 02  MR. CARNEY:  Yes, 388 is the total for '20, FY '20.

 03  MS. RIVAL:  Okay.  Thank you very much.

 04  THE HEARING OFFICER:  Dr. Martin, can I ask you one

 05       other question?  When you were giving your

 06       testimony you also said that you had to maintain a

 07       minimum threshold of 300.

 08            Can you explain more about that?

 09  THE WITNESS (Martin):  Sure.  I -- I think Jonathan

 10       mentioned that, but --

 11  THE HEARING OFFICER:  Oh, it was Jonathan?  Okay.

 12  THE WITNESS (Martin):  But anyway, I can speak to that.

 13       The CMS rules for having a TAVR program.  It's a

 14       transcatheter aortic valve replacement which is a

 15       valve replacement procedure that we do; require,

 16       you know, a higher volume than -- than just

 17       continuing to do PCI, because it's a specialized

 18       procedure.

 19            And -- and that 300 per year volume is -- is

 20       required to be paid by CMS for the -- for the

 21       valve procedure.

 22  THE HEARING OFFICER:  Overall, 300?

 23  THE WITNESS (Martin):  300 PCIs yearly, correct.  And

 24       then are also -- there are a number of other

 25       requirements, like how many of the TAVR procedures
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 01       you do and certain staffing and -- and equipment

 02       resources.

 03  MR. CARNEY:  Can I just ask a followup?  This is Brian

 04       Carney.  So Doctor, what happens if you fall below

 05       that 300 minimum?

 06  THE WITNESS (Martin):  Well, the risk would be that you

 07       would stop getting paid into the TAVR procedures

 08       and effectively have to shut down the TAVR

 09       program.

 10            You know, I don't think we would be under any

 11       scrutiny right now for the volume because of

 12       COVID, but if going forward we were routinely less

 13       than 300 we would risk losing that program, and

 14       the, you know, the ability to treat the patients

 15       locally with TAVR.

 16  MR. CARNEY:  Great.  Thank you.

 17  THE HEARING OFFICER:  This is the last question for

 18       you, Dr. Martin, I promise.

 19            What is the TAVR program?

 20  THE WITNESS (Martin):  So the aortic valve is the valve

 21       that lets blood out of your heart when it pumps

 22       out to your body.

 23  THE HEARING OFFICER:  Yeah.

 24  THE WITNESS (Martin):  And it's pretty common as you

 25       get older the valve stiffens up, and in some
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 01       people it narrows and -- and fails, and that can

 02       be deadly.  And historically that would be treated

 03       by cutting the chest open, cutting out the valve

 04       and replacing it with a new valve.

 05            Over the last 15 years a procedure where

 06       that's done from the inside, you know, going in

 07       through the groin and taking a new valve to where

 08       the aortic valve is and replacing it from the

 09       inside.  Basically the new valve crushes old valve

 10       out of the way and pops open.

 11            It has become the preferred treatment for

 12       most patients with aortic stenosis, the newer

 13       valve there.  And you know, we -- we started the

 14       program here just shortly before I got here six or

 15       seven years ago, and then it's had significant

 16       growth over the last several years.

 17  THE HEARING OFFICER:  All right.  Thank you.

 18  MR. MONAHAN:  (Unintelligible.)

 19  THE HEARING OFFICER:  I'm sorry.  Go ahead, Attorney

 20       Monahan.

 21  MR. MONAHAN:  Sorry to interrupt, if you were about to

 22       speak, Ms. Mitchell.

 23  THE HEARING OFFICER:  That's okay.

 24  MR. MONAHAN:  My oversight, but in one of your

 25       questions about the cardiac issue -- and I can't
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 01       exactly -- saw the two shoulders move.  It was

 02       Dr. Martin and Dr. Bhalla, and I do believe

 03       Dr. Bhalla had a responsive statement to make in

 04       response to one of your questions.

 05            Would it be possible that he could address

 06       it?  He remembers the question -- if he can

 07       address it for you?

 08            May he have permission to come to the table?

 09  THE HEARING OFFICER:  Oh, yes.  I thought he was

 10       coming.  Yes, that's fine, Dr. Bhalla.

 11  THE WITNESS (Bhalla):  Hi.  It's Dr. Bhalla.  I just

 12       wanted to follow up on my colleague Dr. Martin.

 13       You mentioned -- talked about the 200 criteria,

 14       that question you asked, had asked about.  And I

 15       just wanted to reiterate that in terms of that

 16       number, for any quality and safety parameter,

 17       procedural parameter, some cutoff does have to be

 18       chosen.

 19            And i just do want to reiterate from the

 20       guidelines that what's written in those guidelines

 21       that we've talked about from 2013, it's in

 22       operational labs performing less than 200

 23       procedures annually that are not serving isolated

 24       or underserved population.  The question, and that

 25       any laboratory that cannot meet satisfactory
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 01       outcomes should be closed.

 02            And their rationale from a quality and safety

 03       perspective is that that was the number that was

 04       consistently associated with -- with worse

 05       outcomes.

 06            And to the point that was raised that

 07       Dr. Martin brought up choosing wisely which I had

 08       mentioned in my testimony, I think it's noteworthy

 09       that the single practice that the Society for

 10       Cardiovascular Angiography mentioned put forth for

 11       potential inappropriate utilization is the

 12       statement in their Choosing Wisely campaign, which

 13       is avoid PCI in asymptomatic -- asymptomatic

 14       patients with normal or only mildly abnormal or

 15       adequate stress test results.  And they put that

 16       recommendation for this part of the Choosing

 17       Wisely campaign.

 18            We've been talking about the timeframe of the

 19       guidelines from 2014.  This was put forward by the

 20       SCAI in 2014, but in this kind of period that has

 21       come after 2014 they've reiterated this statement

 22       in 2016 and they reiterated it again, in 2018 just

 23       to underscore the potential for over or

 24       inappropriate utilization.

 25  THE HEARING OFFICER:  Thank you, Dr. Bhalla.
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 01            All right.  I don't think we have any more

 02       questions from the agency.

 03            Double checking, Brian and Jessica, nothing

 04       else?  Okay.  Everybody shaking their head, no.

 05       All right.  So thank you.

 06            All right.  So I'm just going to ask is there

 07       anybody here that wants to give public comment?

 08  

 09                         (No response.)

 10  

 11  THE HEARING OFFICER:  All right.

 12            Leslie, did anybody sign up?  I just want to

 13       make sure we're not missing anybody.

 14  MS. GREER:  No, Michaela.  Nobody signed up.

 15  THE HEARING OFFICER:  Thank you.  Okay.  So what I'm

 16       going to do with regard to public comment is I'm

 17       actually going to leave the record open.

 18            I usually leave it open only for a week, but

 19       in this case I'm going to leave it open for two

 20       weeks, because I'm going to ask for some

 21       information from both the Applicant and the

 22       Intervener in the form of late files.

 23            So anyone who wants to submit public comment,

 24       if you know somebody that wants to submit public

 25       comment and they haven't done so, they can do it
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 01       in writing.  That would need to be sent to the

 02       Office of Health Strategy.  I believe that the

 03       e-mail address is CONcomment@CT.gov.

 04            Did I get it right, Leslie?

 05  MS. GREER:  It's actually OHS@CT.gov.

 06  THE HEARING OFFICER:  Oh, it's OHS@CT.gov.  Say that

 07       again for me, Leslie?

 08  MS. GREER:  OHS@CT.gov.  We would get it either way at

 09       the CON, but we've tried to eliminate that

 10       mailbox.

 11  THE HEARING OFFICER:  Oh, my goodness.  And I keep

 12       resurrecting it.  Okay.  Thank you.  All right.

 13       So anyone who wants to submit public comment can

 14       do that by May 6th.

 15            So in terms of late files, I just want to go

 16       over that and one other thing, and then I'll let

 17       both the Applicant and the Intervener make closing

 18       statements.

 19            In terms of late files for the Applicant I

 20       wanted you to provide to us the methodology for

 21       your updated volume projections, including data

 22       sources and calculations.  So just kind of explain

 23       that to us so we can understand how you came up

 24       with them, and that would be for the next three

 25       fiscal years.
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 01            And then for the Intervener information that

 02       we would be looking for from you are the number of

 03       elective and primary PCI procedures derived from

 04       Norwalk's primary service area for the last three

 05       fiscal years.

 06            Let me just -- I'm going to go ahead and turn

 07       to Attorney Tucci for a timeline for a production

 08       of the methodology.  Is a week okay?

 09  MR. TUCCI:  Yeah.  Attorney Mitchell, if I could just

 10       ask for ten days?  I have some other conflicts and

 11       commitments.

 12  THE HEARING OFFICER:  Got it.  Okay.  So you want ten

 13       calendar days?

 14  MR. TUCCI:  Yes, please.

 15  THE HEARING OFFICER:  Okay.  Let me just look.  That

 16       date is going to be what day here?  Let me just

 17       pull up my calendar.

 18            All right.  So we are at the 22nd.  The

 19       ten-day mark is going to be on May 3rd.  Is that

 20       okay?  Did I get that right, everybody.

 21  MR. TUCCI:  Yes, thank you very much.  Appreciate that.

 22  THE HEARING OFFICER:  And then also Attorney Monahan,

 23       are you going to be able to get your information

 24       in by May 3rd?

 25  MR. MONAHAN:  Yes.
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 01  THE HEARING OFFICER:  Okay.  And then what I'll do is

 02       I'm going to give both the Applicant and the

 03       Intervener a week to send a reply to the

 04       information that's submitted to OHS.

 05            So if there's anything that you wanted to

 06       note with regard to the submissions, you're going

 07       to have an opportunity to do that.  So that is

 08       going to be due on a week from May 3rd.  So that's

 09       going to be due on May 10th.

 10            Is that enough time for everybody?  I don't

 11       want to get anybody in a jam.

 12  MR. MONAHAN:  It's fine for the Intervener.

 13  MR. TUCCI:  And yes for the Applicant.

 14  THE HEARING OFFICER:  All right.  So I'm going to go

 15       ahead and correct myself, too, that we are going

 16       to leave the record open to May 10 -- that any

 17       public comments that people want to send it.

 18            One other thing, since we're looking at a lot

 19       of data I wanted to take notice of the all-payer

 20       claims database and the OHS in-patient discharge

 21       database.

 22            We do run numbers from that sometimes when we

 23       have applications for PCI.  If there's anything

 24       new that we're going to introduce, we're also

 25       going to give counsel the opportunity to make
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 01       comment on anything that we propose to add to the

 02       record.

 03            So we just want to make sure that we double

 04       check the numbers and look at it from what we have

 05       in-house.  Sometimes it may not be the most

 06       up-to-date data, but we're utilizing more of our

 07       data as much as we can to take a look at what

 08       we're receiving from applicants who are going to

 09       do that as well.  So I'll just go ahead and take

 10       notice of that.

 11            Is there any objection from counsel on that?

 12       As long as I give you guys an opportunity to reply

 13       or respond to any data that we want to submit, we

 14       want to include into the record that we generate

 15       in-house at OHS.

 16  MR. TUCCI:  On behalf of the Applicant, that's

 17       perfectly fine.

 18  THE HEARING OFFICER:  Thank you, attorney Tucci.

 19  MR. MONAHAN:  No objection from the Intervener.

 20  THE HEARING OFFICER:  Okay.  All right.  So at this

 21       time I'm going to go ahead and ask counsel for the

 22       Applicant and for the Intervener to make closing

 23       statements.  So because this is the Applicant's --

 24       because it's their application, I'm going to ask

 25       the Intervener to go first and then the Applicant
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 01       to have the last set of comments.

 02            So Attorney Monahan, if you wouldn't mind

 03       going first?

 04  MR. MONAHAN:  Certainly, and I appreciate that.

 05            And you've heard a lot today.  We have all

 06       have heard a lot today, and read a lot.  I'm just

 07       going to make some brief summary comments.

 08            On behalf of Stamford Health, Inc, I think

 09       what I would like to just impress upon the Hearing

 10       Officer and the OHS staff is that we believe that

 11       this, we are in a period of time where we have to

 12       take stock in the fact that we are a CON state.

 13       We have CON statutes, and we have them until we do

 14       not.

 15            I know that there is talk and there has been

 16       testimony about different variations of the views

 17       of quality and cost, and so on, but the principles

 18       and guidelines of the CON statute are what we are

 19       bound by -- and indeed what we submit, as you know

 20       full well, OHS is considering, and considering

 21       well and thoroughly as it hears all this

 22       information.

 23            We believe that the desire of -- especially

 24       as we become, and candidly, a system, a state -- a

 25       state that has more systems than smaller community
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 01       hospitals -- we think it's important as was made

 02       clear by our CEO that the desire of a system and

 03       even the desire of a patient to be close to home,

 04       or to be close to their favorite hospital does not

 05       necessarily and does not in fact constitute one of

 06       the core principles, which is unmet need.  And we

 07       think that we have to, in this kind of setting, go

 08       to the core principles of our CON law, one of

 09       which is unmet need.

 10            I do not think there was one person on either

 11       side of the table here today that acknowledged

 12       that there is a lack of access of elective PCI.

 13       There are a number of hospitals that are able to

 14       provide that with full surgical backup and so we

 15       believe that one of the cornerstones of CON is not

 16       met in this case.

 17            The second thing is, in the event that this

 18       application was granted it may be sort of a

 19       natural followup to what I just said, but it would

 20       be a duplication of a service that is already

 21       being provided and satisfying of a need.  And as

 22       you've heard from witnesses, there is plenty of

 23       additional capacity or access.

 24            I believe whether one calls it access or

 25       capacity, we may be dealing with semantics.  The
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 01       point is, can the service be provided to the

 02       people who need it with the highest quality care

 03       possible?  And there has been no evidence

 04       submitted by the Applicant that that is not the

 05       case.  We are a system in the state for elective

 06       PCI where we can provide high-quality service to

 07       all who need it.

 08            The third thing I'd like to raise is just

 09       clearly -- and again, as a core principle we're

 10       always dealing with providing the best care

 11       possible for all of our residents in the state of

 12       Connecticut, and quality is an important issue.

 13       Now for that reason -- and I think, you know,

 14       focusing back on what Dr. Bhalla has emphasized,

 15       while we have a number -- and it's becoming the

 16       nature of medicine.

 17            I heard actually testimony from the Norwalk

 18       people about how the study of medicine is

 19       accelerating and there's new things happening all

 20       the time, which really highlights the point that

 21       Dr. Bhalla was saying, is that we need to have

 22       experts come to consensus to reach agreement on a

 23       best practice.

 24            And again, not being a clinician, when I was

 25       given examples as I prepared for this about how
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 01       best practices formed things like when women

 02       should get mammograms every year, when people

 03       should start getting colonoscopies, what the best

 04       practices are; the fact that we start with best

 05       practices, yes, they may change over time, but in

 06       this case the best practice is unanimously

 07       recognized.

 08            Even though there's poking at it and

 09       examination and debate, the best practice in place

 10       is that 200 minimum PCI volume for the facility.

 11       And we believe to go below that is to lean toward

 12       less optimal care and worse outcomes based on

 13       those three expert consensus studies.

 14            The other thing I would like to point out is

 15       that I do believe -- and I appreciate there will

 16       be late files in this.  I do believe that there is

 17       a distinction between empirical scientific study

 18       that projects numbers that are real, especially

 19       numbers that are real in connection with a

 20       declining market, whether we look locally,

 21       statewide, or nationally in the elective PCI

 22       world.

 23            And what I believe has happened in this

 24       application -- and this is, again no disrespect to

 25       anyone involved, but there is no evidence that the

�0286

 01       mechanism to come up with these projections that

 02       were well below the 200 benchmark, and now

 03       suddenly many more above -- it has no empirical

 04       basis that we have seen.

 05            And we do not think an off-the-cuff

 06       estimation is the way to somehow get past this

 07       critical quality requirement.

 08            So in closing, what I'd like to just suggest

 09       and say is, number one, we appreciate the fact

 10       that we have had the opportunity to present a very

 11       full hearing.  We appreciate the fact that the

 12       Office of Health Strategy has heard testimony, and

 13       I'll daresay heard counsel who have I think both

 14       vigorously tried to represent their clients and

 15       allow as much information in as possible.

 16            I would as a last point state that in being

 17       consistent with the Office of Health Strategy

 18       charge under the CON laws we feel strongly that

 19       that statewide healthcare and facility plan has

 20       meaning.

 21            It has precedent.  It has been used and

 22       relied on, and while others -- and I believe

 23       Dr. Murphy did, in fact, point out that there may

 24       be task forces looking at things, and of course

 25       that's natural.  There is a study and a facilities
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 01       plan that took a long time to put in place.  It is

 02       still consistent with the consensus expert report

 03       that is in place, and we believe it should be

 04       honored.

 05            So for those reasons I thank you for the

 06       opportunity to present to you this closing remark,

 07       and I appreciate the fact that you allowed our

 08       witnesses to testify as fully as you did.

 09  THE HEARING OFFICER:  Thanks Attorney Monahan.

 10            Attorney Tucci?

 11  MR. TUCCI:  Thank you, Hearing officer Mitchell.

 12            It's been a long day, and I want to say this.

 13       On behalf of Norwalk Hospital as the Applicant, we

 14       appreciate the extraordinary patience of you as

 15       the Hearing Officer and of OH staff in allowing a

 16       full area of this hearing.

 17            The second thing I want to say is, we're

 18       going to keep our remarks in closing very brief,

 19       especially in light of the fact that we've been

 20       here so long.  And I think the last thing that you

 21       need to hear is more lawyer argument from me about

 22       statutes and magic numbers, and all this other

 23       stuff.

 24            So I'm going to cede a very brief amount of

 25       time to Dr. Warshofsky who's going to actually
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 01       tell you about what's really going on on the

 02       ground in medical science, which I think is really

 03       the most important thing for OHS to consider in

 04       this application.

 05  THE WITNESS (Warshofsky):  I want to thank everybody

 06       for their time.  I certainly appreciate it.

 07            I want to first say, just if it helps, based

 08       on 2020 it looks like a little less than a tenth

 09       of patients that had PCI at Stamford Hospital came

 10       from Norwalk, from the city of Norwalk.  So

 11       hopefully that helps.

 12            I really want to bring this back to the

 13       patients.  We've talked a lot about data.  We've

 14       talked a lot about laws and CONs, and all that,

 15       but I do want to bring this back to the patients.

 16       And we know that providing PCI without cardiac

 17       surgical backup, which is really an antiquated

 18       term even at this point, is safe.

 19            We know it's safe and we can quibble about

 20       190 versus 210, but I do feel that we have the

 21       expertise in our system to provide this care,

 22       particularly with a partnership with the Cleveland

 23       Clinic safely and efficiently, and with high value

 24       for patients.

 25            I think that when we, you know, I would not
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 01       trivial -- trivialize the transfer of patients and

 02       what it means to patients and their families.  You

 03       know, we say, okay.  It's only, you know, 10 miles

 04       away to this institution, or -- or 20 miles away

 05       to that institution.  Many of our patients'

 06       families take public transportation.

 07            To think that they can just all of the sudden

 08       hop over to another hospital to be with their

 09       family member is, I think, you know, not really

 10       seeing what's happening on -- on the ground, and

 11       in terms of those who are -- who are caring for

 12       patients on the front line and what they're

 13       seeing.

 14            And I think when we think about what we've

 15       been through over the past year with COVID and

 16       looking into going into potentially another season

 17       with variants and -- and vaccines not being as

 18       effective maybe as we'd like them to be, the

 19       thought of transferring patients between

 20       institutions is frightening.

 21            At worst -- I mean, at best, you know,

 22       transferring a patient is inconvenient.  At worst,

 23       it can lead to medical errors, and certainly

 24       redundancy of care and increased costs.

 25            I think that our STEMI patients, whether it's
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 01       65 or 80 per year, whatever that may be, you know,

 02       these are patients who have come to know Norwalk

 03       Hospital, not because of any marketing campaign or

 04       anything like that.  They've come to Norwalk

 05       Hospital because they have really presented with

 06       life threatening -- a life threatening episode, a

 07       heart attack that needs emergent care, and we

 08       provide that care for them.

 09            The thought that we could not care for

 10       patients who come in with unstable coronary

 11       syndromes that do in fact need urgent care, it

 12       just doesn't make really any sense at all at this

 13       point.  And I think that those patients are coming

 14       here with a STEMI who know that this is the

 15       closest place for them, who know that this is

 16       their community hospital; really speak volumes and

 17       really say to us that there is a need in our

 18       community.

 19            And whether it's a 4-to-1, 6-to-1, 20-to-1

 20       ratio, that our volumes for PCI are going to be

 21       more than adequate to meet the standard.  So

 22       again, I -- I want to bring this focus back to the

 23       patients, back to our community because I really

 24       do think that those patients deserve to have this

 25       program at their hospital, at Norwalk Hospital.
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 01            So thank you.

 02  THE HEARING OFFICER:  Thank you.  So just in closing, I

 03       just want to thank both the Applicant and the

 04       Intervener for presenting all of the testimony

 05       today, and I also want to thank OHS staff.

 06            We're going to leave the record open for the

 07       receipt of the late files and the replies, and

 08       also any public comment.  I hope that everybody

 09       has a great day and we will be in touch shortly.

 10            Thank you.

 11  

 12                        (End:  6:04 p.m.)

 13  

 14  

 15  

 16  

 17  

 18  

 19  

 20  

 21  

 22  

 23  

 24  

 25  
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 1                       (Begin:  10:01 a.m.)



 2



 3   THE HEARING OFFICER:  Good morning, everyone.  This



 4        public hearing before the Health Systems Planning



 5        Unit identified by the Docket Number 20-32390-CON



 6        is being held on April 22, 2021, regarding the



 7        Norwalk Hospital Association certificate of need



 8        application to establish elective percutaneous



 9        coronary intervention services, or PCI, at Norwalk



10        Hospital.



11             On March 14, 2020, Governor Ned Lamont issued



12        Executive Order 7B, which in relevant part



13        suspended in-person open meeting requirements to



14        ensure the continuity of operations while



15        maintaining the necessary social distance.



16        To avoid the spread the COVID-19 the Office of



17        Health Strategy is holding this hearing remotely.



18             We ask that all members of the public mute



19        the device that they are using to access the



20        hearing, and silence any additional devices that



21        are around them.  This public hearing is being



22        held persaunt to Connecticut General Statutes



23        19a-639a, and will be conducted in accordance with



24        the provisions of Chapter 54 of the Connecticut



25        General Statutes.
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 1             My name again is Michaela Mitchell.  Victoria



 2        Veltri, the Executive Director of the Office of



 3        Health Strategy has designated me to preside as



 4        the Hearing Officer over these proceedings today.



 5             In addition to myself, my colleagues Brian



 6        Carney and Jessica Rival are here to assist me in



 7        gathering facts related to this application.  Also



 8        on the line is our consumer information



 9        representative Leslie Greer, who will assist in



10        gathering names for public comment.



11             The certificate of need process is a



12        regulatory process, and as such the highest level



13        of respect will be accorded to all of the parties



14        and members of the public, and our staff --



15



16                         [Interruption.]



17



18   THE HEARING OFFICER:  Hold on one moment.



19             I want to make one announcement about muting



20        yourselves.  Please make sure that you're muted.



21             Our priority is the integrity and



22        transparency of this process.  Accordingly, we're



23        going to request that decorum be maintained by all



24        present during these proceedings.



25             The hearing is being recorded and will be

�



                                                             5





 1        transcribed by BCT Reporting, LLC.  All



 2        documents related to this hearing that have been



 3        or will submitted to the Office of Health Strategy



 4        and will be available for review through our CON



 5        portal, which is accessible on the Office of



 6        Health Strategy CON Webpage.



 7             In making its decision, the Health Systems



 8        Planning Unit, or HSP will consider and make



 9        written findings concerning the principles and



10        guidelines set forth in Section 19a-639 of the



11        Connecticut General Statutes.



12             The Norwalk Hospital Association is a party



13        in this proceeding; and Stamford Health,



14        Incorporated, has been designated as an intervener



15        with full rights in this proceeding.



16             At this time I'm going to ask Mr. Carney to



17        read into the record those documents already



18        appearing and HSP's table of record in the case.



19   MR. CARNEY:  Good morning.  Brian Carney for the Office



20        of Health Strategy Health Systems Planning Unit.



21             At this time I'd would like to enter into the



22        table of record Exhibits A through S.



23   THE HEARING OFFICER:  All right.  I just want to make a



24        quick note that we did receive a few additional



25        submissions which were Exhibit T.  It was Attorney
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 1        Monahan's appearance.  And then also we added



 2        Exhibit U a few moments ago, and that was the



 3        public comment.



 4             I'm going to ask attorneys for the Applicant



 5        if there's any objection to the inclusion of these



 6        exhibits into the record?



 7   MR. TUCCI:  Good morning, Hearing Officer Mitchell.



 8        This is Ted Tucci.  And on behalf of the Applicant



 9        we have no objection to the supplemental exhibits.



10   THE HEARING OFFICER:  Okay.  I'm going to turn to the



11        Intervenor's counsel for any objections?



12   MR. MONAHAN:  Intervenor's counsel has no objection to



13        the supplemental exhibits.



14   THE HEARING OFFICER:  All right.  Thank you, Attorney



15        Monahan.  All right.  Thank you, Brian.  I



16        appreciate that.



17             So we are going to proceed in the order



18        established in the agenda for today's hearing.  As



19        always, the Office of Health Strategy reserves the



20        right to allow public officials and members of the



21        public to testify outside of the order of the



22        agenda as needed.



23             I'm going to advise the Applicants that we



24        may ask questions related to your application that



25        you might feel that you've already addressed, and
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 1        we do this for the purpose of ensuring that the



 2        public has knowledge about your proposal, and also



 3        for the purpose of clarification if we have



 4        questions about something that we read.  I want to



 5        reassure you that we read your application



 6        complete in its responses and your prefiled



 7        testimony.



 8             As this hearing is being held virtually we're



 9        going to ask that all participants to the extent



10        possible and able to use the video cameras when



11        testifying or commenting during the proceedings.



12        Anyone who is not testifying or commenting will



13        mute their electronic devices, including any



14        telephones, televisions, and other devices not



15        being used to access the hearing.



16             We're going to monitor participants during



17        the hearing.  To the extent possible we just ask



18        that counsel for the parties, counsel for the



19        Applicant and counsel for the Intervener raise



20        hands to make an objection.



21             I'll address you.  If I don't, it's okay to



22        unmute yourself and address me directly.



23             All participants, again make sure that you



24        mute your devices and disable your cameras.  When



25        we go off record or take a break we are not going
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 1        to stop the recording.  The fear of stopping the



 2        recording creates, you know, concern that we may



 3        not turn it back on properly when people are



 4        testifying.  So we're going to record everything.



 5        So just make sure that you mute your device or



 6        disable your camera when we go on break, off the



 7        record.



 8             As we did before we started the hearing, I'm



 9        going to provide a warning to everyone that we're



10        going to go back on the record so that everybody



11        can get back in their places and turn their



12        cameras on as appropriate.



13             Public comment is going to go again in the



14        order established by OHS.  I'll call each



15        individual by name when it's his or her turn to



16        speak.  At this time I'm going to ask all of the



17        individuals who are going to testify on behalf of



18        the Applicant and the Intervener to raise their



19        right hand so that I can swear you in.



20



21



22



23



24



25
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 1   J O H N    M U R P H Y,



 2   A R S H A D    Y E K T A,



 3   D A V I D    L O M N I T Z,



 4   K A T H L E E N    S I L A R D,



 5   R O H I T    B H A L L A,



 6   J O N A T H A N    B A I L E Y,



 7   S C O T T    M A R T I N,



 8   M A R K    W A R S H O F S K Y,



 9        called as a witnesses, being first duly sworn by



10        Hearing Officer, were examined and testified under



11        oath as follows:



12



13   THE HEARING OFFICER:  Thank you.



14   MR. MONAHAN:  Attorney Michaela Mitchell?



15   THE HEARING OFFICER:  Yes.



16   MR. MONAHAN:  I don't know -- am I too far away for you



17        to see my hand if it -- it's raised given what you



18        said?



19   THE HEARING OFFICER:  No.



20   MR. MONAHAN:  And I did have -- I didn't want to



21        interrupt your instructions and prehearing



22        statements, but I did have a question about



23        administrative notice of docket numbers, if I may



24        raise them?



25   THE HEARING OFFICER:  Okay.
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 1   MR. MONAHAN:  May I do that before the hearing and



 2        testimony begins?



 3   THE HEARING OFFICER:  Absolutely.  Go ahead.



 4   MR. MONAHAN:  The Intervener respectfully requests that



 5        the Docket Numbers of CON which were two Norwalk



 6        Hospital decisions 12-31793-CON; the final



 7        decision of that docket number be admitted into



 8        the record for administrative notice as it is a



 9        public document on the precisely same issue



10        involving the same applicant.



11             Similarly, the second one is the Norwalk



12        Hospital application of 04-30286-CON for the same



13        reasons, both of which have been referenced or



14        alluded to, even though without the docket number



15        in testimony of the Applicants and in the



16        submissions in the -- before the prefiled



17        testimony.



18             And then finally, because the objection to



19        our request as a petitioner was grounded in part



20        on a very specific reference to our reiterating



21        arguments in a prior proceeding just last year and



22        not too long ago, I believe it is appropriate that



23        that reference be properly identified in the



24        record as the Greenwich Yale New Haven application



25        Docket Number 20-032342-CON.
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 1             And those are the three docket numbers that



 2        are on the public docket of this agency that I



 3        request administrative notice be taken.



 4   THE HEARING OFFICER:  All right.  So Attorney Tucci, do



 5        you have any response to this request?



 6   MR. TUCCI:  Thank you, Hearing Officer Mitchell.  This



 7        is Ted Tucci, one of the counsel for the



 8        Applicant.



 9             And we have no objection to OHS taking



10        administrative notice of prior dockets.  I would



11        just note for the record we want to make sure that



12        with respect to the docket number concerning the



13        Greenwich Hospital application, Docket Number



14        20-32342-CON, that the Stamford Hospital appeared



15        as an intervener in that proceeding.



16             So we would just want to make sure that all



17        of the materials including late files and any



18        other materials that were submitted by the



19        Intervener in that process were part of the



20        administrative notice of that record.



21   THE HEARING OFFICER:  Any objection, Attorney Monahan?



22   MR. MONAHAN:  Absolutely no objection.



23   THE HEARING OFFICER:  All right.  So we're going to go



24        ahead and take administrative notice of those



25        three dockets.
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 1             Anything else, Attorney Monahan?



 2   MR. MONAHAN:  No, not at this time.  Thank you.



 3   THE HEARING OFFICER:  You're welcome.



 4             Anything else, Attorney Tucci?



 5   MR. TUCCI:  No, thank you, Hearing Officer.



 6   THE HEARING OFFICER:  Okay.  So the last thing I'm



 7        going to mention is just a reminder to everyone



 8        when giving your testimony make sure that you



 9        state your full name and adopt any written



10        testimony that you have submitted on the record



11        prior to testifying.



12             At this time I'm going to allow the



13        Applicants to proceed with their testimony.



14             Before you begin one other thing is if you



15        use any acronyms make sure you define what they



16        are before you use them just for the benefit of



17        the public, and also clarity of the record.



18             And I'll turn it over to you, Attorney Tucci.



19   MR. TUCCI:  Thank you, Hearing Officer Mitchell.  And



20        good morning to you and good morning to members of



21        the OHS staff.



22             My name is Ted Tucci, and along with Lisa



23        Boyle and Connor Duffy, we represent the Applicant



24        in the CON proceeding that brings us here this



25        morning on behalf of Norwalk Hospital Association.
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 1             We're prepared now to present the direct



 2        testimony of the Applicant's witnesses.  We're



 3        going to begin with the testimony of Dr. John



 4        Murphy, and then we'll proceed through our



 5        witnesses in order.



 6   THE HEARING OFFICER:  Thank you.  I'm ready for you,



 7        Dr. Murphy.



 8   THE WITNESS (Murphy):  Good morning, Hearing Officer



 9        Mitchell.  My name is John Murphy.  I'm the



10        President and CEO of the Nuvance Health.  It's



11        nice to see you again.  I'm also a practicing



12        physician and neurologist, and I hereby adopt my



13        prefiled testimony.



14             There are a few points I'd like to make in



15        the few minutes that I have.  The first of which



16        is elective PCI, or percutaneous coronary



17        intervention.  At Norwalk Hospital it's an



18        important part of our vision for healthcare



19        delivery within Nuvance Health.  Our goal is and



20        has always been to deliver high-quality care that



21        is accessible, affordable, patient centered and



22        delivered as close to home and family as possible.



23             We currently offer a broad range of



24        cardiovascular services within Nuvance Health.  It



25        was actually the first Institute that we created,
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 1        as it represents the leading cause of death in



 2        America.  Elective PCI at Norwalk Hospital in our



 3        view is a missing link in -- in our service



 4        delivery to patients in this community and our



 5        ability to provide them with life-saving care and



 6        to keep their hearts healthy.



 7             The existing regulatory system prevents



 8        patients with cardiovascular disease to access



 9        this life-saving care at their local hospital,



10        their hospital of choice, yet there's no



11        corresponding advantage in terms of cost or



12        quality, and we do believe that that regulatory



13        system needs to understand and modify its position



14        as a result.



15             We are firmly committed to play a role in



16        controlling the escalating healthcare costs that



17        confront the State -- and the nation, for that



18        matter.  Fee-for-service medicine is giving way to



19        value-based care and we are willing to be held



20        accountable for the quality and the cost of that



21        care.



22             We want to be part of this solution.  We



23        salute the State for its position really in



24        leading health systems and hospitals towards the



25        adoption of alternative payment models, and your
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 1        office really has led the way.



 2             As part of our agreed settlement, as a matter



 3        of fact, we committed to increase the number of



 4        patients receiving care under alternative payments



 5        models and risk-based contracts of one kind or



 6        another, and we have been diligent in our pursuit



 7        of that settlement and those times.



 8             We already provide primary PCI, as you know,



 9        at Norwalk Hospital.  We have the team, the



10        facilities, the equipment and the experience.  I



11        think it's important to remember that in the



12        decade that I was born medical knowledge was said



13        to double every 50 years or so.  In the decade I



14        was in medical school in the eighties that



15        changed, and medical knowledge doubled every seven



16        years.



17             In the decade in which we live today it is



18        said that medical knowledge doubles every 73 days.



19        We believe that the regulatory framework needs to



20        embrace that reality and evolve as such.



21             Here at Norwalk Hospital we are ready,



22        willing and able to perform elective PCI.  I thank



23        you sincerely for your consideration of this



24        application and I respectfully ask that your



25        office approve it.
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 1             Thank you.



 2   THE HEARING OFFICER:  Thank you, Dr. Murphy.



 3   MR. TUCCI:  Thank you, Dr. Murphy.



 4             This is Ted Tucci, counsel for Norwalk



 5        Hospital.  And the next witness who will be



 6        presenting direct testimony is Dr. Mark



 7        Warshofsky.



 8   THE WITNESS (Warshofsky):  Thank you, Hearing Officer



 9        Mitchell and staff of the Office of Health



10        Strategy for the opportunity to testify in support



11        of Norwalk Hospital's application today.



12             My name is Dr. Mark Warshofsky.  I am -- I'm



13        the System Chair of the Nuvance Health Heart and



14        Vascular Institute, and a practicing



15        interventional cardiologist.  I adopt my prefiled



16        testimony for the record.



17             This morning I will tell you a little bit



18        about Nuvance Health's approach to providing



19        cardiovascular care for our patients and to



20        provide some background for the reasons that we



21        would like this application approved.



22             Nuvance Health approaches cardiovascular care



23        in a systemwide approach.  We do this in a number



24        of ways.  We have a systemwide collaboration with



25        multidisciplinary experts within our system that
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 1        participate in clinical councils.  We are



 2        participating in numerous national registries



 3        which help us to compare ourselves to national



 4        standards.



 5             And Danbury Hospital has recently gone



 6        through a program assessment and affiliation with



 7        the Cleveland Clinic.  Norwalk Hospital is



 8        currently undergoing an assessment of our



 9        cardiovascular program by the Cleveland Clinic



10        Heart and Vascular Institute, and we anticipate a



11        formal affiliation later this year.



12             That affiliation focuses on quality and best



13        practice, and it -- we've already started to push



14        out a lot of the care pathways and guidelines that



15        we have developed with the Cleveland Clinic.



16             The safety of performing PCI without cardiac



17        surgical backup is not in question.  That has been



18        proven by multiple randomized studies that are



19        easily viewed in the -- in the literature, and



20        that's largely due to improved interventional



21        techniques such as coronary stents, coronary



22        covered stents, new technologies, techniques and



23        new medications to make PCI much, much safer for



24        percutaneous intervention; much, much safer than



25        it was several years ago.
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 1             The -- the current estimates of the need for



 2        coronary artery bypass surgery in the setting of a



 3        PCI are about two patients in a thousand, all the



 4        way down to a few patients in 10,000.  And I think



 5        it's important to restate the Norwalk Hospital is



 6        already performing PCI on STEMI patients.



 7             This is really the sickest cohorts of



 8        patients.  They present suddenly to the emergency



 9        room.  They're in need of emergent care, and that



10        life-saving care is provided by our physicians at



11        Norwalk Hospital.



12             I also think it's important to note that



13        while we're calling this an elective PCI



14        application, many of our patients who fall into



15        that category are not truly elective.  They're



16        patients who have been admitted to the hospital



17        who are in need of urgent procedures to prevent



18        heart attacks or to minimize heart attacks, and



19        that life-saving care really should be available



20        as well at Norwalk Hospital.



21             We have sufficient current volume to support



22        this program.  We are currently performing PCI on



23        approximately, for the FY '21 year, projected to



24        be about 80 patients with STEMI presenting to



25        Norwalk Hospital.
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 1             And if you look at programs around the state



 2        and nationally, programs that are doing PCI for



 3        patients presenting with STEMI, their ratio of



 4        elective PCI to STEMI patients is over four to



 5        one.  And I think that using those 80 STEMI



 6        patients as a surrogate for what the volume could



 7        be and probably should be at Norwalk Hospital, we



 8        would be well over the 200 cases that the



 9        literature suggests that we should have if we are



10        to perform PCI without surgical backup.



11             I think it's also important to note that, you



12        know, geographic distance doesn't necessarily



13        equate to geographic isolation, or is a sufficient



14        measure for geographic isolation.  We all know we



15        have bad weather that comes up.  We have storms.



16        We have terrible traffic with accidents.  The



17        inability of family to -- to be with their loved



18        ones during a stressful experience -- and even



19        pandemics, unfortunately, really I think should



20        make us question the wisdom of transferring



21        patients to another hospital without necessity.



22             I think also the use of valuable EMS



23        resources to perform those transfers when they



24        could be doing other necessary activities is



25        something that we really should think about.

�



                                                            20





 1        There is a redundant -- the redundancy involved in



 2        terms of work being performed on the part of the



 3        receiving hospital, and that redundancy is not



 4        just extra work, but it also introduces the



 5        chances for medical errors and patient harm.



 6             I think that -- certainly I have no doubt



 7        that if this application is approved Norwalk



 8        Hospital will operate a high-quality elective PCI



 9        program that's going to serve the patients of



10        Norwalk Hospital and the surrounding communities



11        in a way that will allow for actually improved



12        care for the patients of the community.



13             Thank you.



14   THE HEARING OFFICER:  Thank you, Dr. Warshofsky.



15   MR. TUCCI:  This is Ted Tucci, counsel for Norwalk



16        Hospital.  And the next witness who will be



17        speaking in support of the application Dr. Arshad



18        Yekta.



19   THE WITNESS (Yekta):  Good morning.  And thank you,



20        Hearing Officer Mitchell and staff of the Office



21        of Health Strategy for the opportunity to testify



22        in support of the Norwalk Hospital application



23        today.



24             My name is Dr. Arshad Yekta, and I'm an



25        interventional cardiologist, and I'm also the
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 1        Director of the Cardiac Catheterization Laboratory



 2        here at Norwalk Hospital.  I hereby adopt my



 3        prefiled testimony for the record.



 4             In regards to our history here at Norwalk



 5        Hospital, we have been offering primary



 6        angioplasty coverage for approximately eleven



 7        years when we started our program back in July of



 8        2009.  Since then we've offered 24/7 coverage in



 9        our cardiac catheterization laboratory for the



10        sickest of patients that come into the hospital



11        who are on death's door.



12             We have a very well staffed and well-stocked



13        cardiac catheterization laboratory here.  We offer



14        equipment that may not be available at even many



15        other advanced institutions.  We are able to



16        perform percutaneous intervention.  We have the



17        latest in technology in terms of stents.  We also



18        perform coronary imaging to ensure that we provide



19        high quality care.



20             We have a new cardiac catheterization



21        laboratory which we are building out, and will be



22        completed in May and be starting to be used at the



23        end of May.  Additionally, we offer support



24        devices like intra-aortic balloon pumps and



25        Impella devices, which as well are very -- are at
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 1        the forefront of cardiology care today.



 2             In addition we have an on-call cardiologist



 3        who's on call 24/7.  We also have thoracic



 4        surgeons, and vascular surgeons are also on call



 5        24/7 to offer any support which would, if at all,



 6        would be necessary can also help in the function



 7        of the cardiac catheterization laboratory.



 8             At this time we function as a cardiac



 9        catheterization director, and the one thing that



10        we have is we have a core group of dedicated



11        physicians.  We have a core group of dedicated



12        staff who have been here, and who've really shown



13        dedication to our -- our STEMI program and to our



14        diagnostic angiography program as well.



15             We have a very robust education system.



16        We -- as in many advanced tertiary care centers,



17        they offer education and teaching.  We do the



18        same.  We offer cath conferences monthly.  We have



19        STEMI meetings -- or I'm sorry, meetings in



20        regards to all our cases.  I review every single



21        coronary intervention which we perform at the



22        hospital -- and to make sure that we offer the



23        highest quality of care for all of our patients.



24             In addition to that, we -- we train our



25        staffs on a regular basis weekly to make sure that
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 1        they understand anything that is going on at the



 2        forefront of cardiology, to make sure we are well



 3        suited to deliver any types of care that's needed



 4        to all of our patients.



 5             In terms of why I feel like, you know, at a



 6        hospital of our size, you know, we -- we all know



 7        that there -- there have been -- there, as volume



 8        does increase we have shown that there are also



 9        improved measures of outcome.  And as



10        Dr. Warshofsky mentioned, we have a very --



11        actually an intermediate volume of patients



12        presenting with acute myocardial infarction.



13             If you extrapolate that out to patients who



14        would be presenting with non-ST elevation,



15        myocardial infarction or elective PCI, I feel like



16        our volume would be the middle ground.



17             The one benefit that we have here is that we



18        would have cardiac catheterization laboratories



19        available.  And with that being said, we would be



20        not be a very high-volume center, but we'd fall in



21        that middle-of-the-road center, intermediate



22        volume.  And I feel like that's kind of the ideal



23        ground where we're able to provide high quality of



24        care, personalized -- personalized care to these



25        patients and offer a lower incidence of
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 1        complication for these patients.



 2             In terms of why we also have to understand



 3        that acute coronary syndrome is not a binary



 4        diagnosis; a continuum of diagnosis.  You have



 5        patients who present with, you know, stable



 6        angina, with unstable angina, myocardial



 7        infarctions and acute ST elevation myocardial



 8        infarctions.  But you know we understand that this



 9        is not a binary, or there's not distinct cutoffs



10        in between these diagnoses.  So currently we're



11        only able to provide care for patients that



12        present with the acute ST elevation myocardial



13        infarction.



14             And I strongly believe that if we think in



15        this manner we actually cause harm to many



16        patients which present with other diagnoses.



17             For example, it's been adopted by many the of



18        guidelines including -- including the American



19        College of Cardiology, the European Society of



20        Cardiology; that early invasive strategy should be



21        employed in patients who present with acute



22        myocardial infarction, in particular if they have



23        elevated risk, and they should undergo angiography



24        within 12 to 24 hours.



25             In addition, patients who present with high
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 1        risk acute myocardial infarction who are not STEMI



 2        may need to have angiography done within two



 3        hours.



 4             Unfortunately, these metrics are very hard to



 5        accomplish if we don't have the capacity to



 6        perform these procedures here at Norwalk Hospital.



 7        As you know, we're in a very congested area and



 8        the ability for us to transfer patients in a



 9        timely manner is hindered by many obstacles



10        including traffic, weather, EMS services, and also



11        the coordination it takes to actually transfer a



12        patient can also -- also be very time consuming.



13             In addition to the -- the fact that transfers



14        can take some time, they also pose many



15        hinderances.  There's an issue in terms of medical



16        records.  Medical records oftentimes between



17        institutions are not shared.  So oftentimes these



18        records are printed.  Imaging is likely



19        unavailable.  In addition, there is a change of



20        providers.  Not only are the cardiologists



21        different, but in addition the nursing staff is



22        different, the hospitals are different, the health



23        staff may be different.



24             And this really -- what -- what this -- what



25        this does is it causes an area for errors in -- in
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 1        medical records, medical -- medical administration



 2        errors and increased risk of infection.  So we



 3        feel like transfers should be avoided if possible.



 4             In addition, followup for these patients



 5        becomes disjointed.  Now all the sudden you've



 6        given them two cardiologists, two hospitalists.



 7        So they become a little bit confused as to how



 8        followup will also be employed.



 9             Lastly, the whole area -- era of COVID-19 has



10        really shown us that transfers can become



11        difficult in addition because of multiple things.



12        First of all, during COVID we did realize -- we



13        did see according to many studies that have been



14        published that elective cases had to be held.



15        Even semi-urgent cases were being delayed.



16             In addition to that, the availability of cath



17        labs and cath lab staffs became limited.  So even



18        if the transfer was available -- a transfer was



19        necessary, it may not be available to the patient.



20             So in conclusion, I strongly believe that if



21        elective PCI were to be able to be performed at



22        Norwalk Hospital I think it will improve quality



23        of care, decrease length of stay for the patients.



24        It will decrease the cost for these patients,



25        but most importantly, it will increase patient
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 1        satisfaction, and we will do this without



 2        increasing the risk of cardiac events.



 3             And the other issue is -- is that I feel like



 4        in the area we are, we'll be able to deliver care



 5        to patients who may not be able to achieve it



 6        otherwise.  Thank you.



 7   THE HEARING OFFICER:  Thank you, Dr. Yekta.



 8   MR. TUCCI:  Hearing Officer Mitchell, this is Ted



 9        Tucci, counsel for the Applicant.  And the final



10        witness who will be presenting testimony on behalf



11        of the Norwalk Hospital Association is Dr. David



12        Lomnitz.



13   THE WITNESS (Lomnitz):  Thank you, Hearing Officer



14        Mitchell and staff of the Office of Health



15        Strategy for the opportunity to testify in support



16        of Norwalk Hospital's application today.



17             My name is Dr. David Lomnitz.  I am Chief of



18        the Section of Cardiology at Norwalk Hospital, and



19        a practicing cardiologist.  I adopt my prefiled



20        testimony for the record.



21             I'd like to use my time at this hearing today



22        to highlight two important issues that are in my



23        prefiled testimony.  The first issue of great



24        concern is the underutilization of the appropriate



25        use of PCI.  We know that this is a significant
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 1        problem.  We know it exists throughout medicine,



 2        that things that have been proven to be beneficial



 3        aren't always done.



 4             Data from the New England Journal of Medicine



 5        shows that up to 30 percent of people who are



 6        clearly appropriate for PCI do not get PCI.  We



 7        also know that the outcome for those patients is



 8        worse than those that receive PCI.  In summary for



 9        that -- is that patients do worse.  They have



10        higher mortality and higher morbidity.



11             What is also known and also very concerning



12        is that patients who are at highest risk for



13        underutilization of appropriate use of PCI are



14        racial minorities.  This is an issue that plagues



15        us in medicine, not just in cardiology, but in



16        other areas as well, and is certainly highlighted



17        by the COVID-19 crisis.



18             So why does this happen?  We don't really



19        know for sure, but we do know when it comes to PCI



20        there is a clear association with the



21        underutilization of PCI when appropriate with



22        patients coming to hospitals that do not have the



23        elective PCI capability, and don't have full



24        invasive cardiac service available.



25             We know this to be true, not only in the

�



                                                            29





 1        United States which has been repeated in multiple



 2        studies, but is known internationally to be the



 3        case.  Patients who don't go to hospitals with



 4        full capacities tend to be the ones at risk.  So



 5        what does this mean?  Can this be addressed?



 6             Interestingly, there was a study in New York



 7        City that was able to show the same finding, that



 8        these patients going to the hospitals without



 9        these services available were not receiving the



10        care at a much higher rate.



11             If proximity to a hospital that has those



12        capacities for invasive interventions were the



13        solution, certainly New York City with its high



14        density of hospitals that -- with and without



15        would certainly be the first and most capable of



16        tackling this issue, yet they aren't.



17             The authors of that study which is in my



18        prefiled testimony and is published in the Annals



19        of Internal Medicine, the authors suggest that the



20        factors are much more complex.  I think we have to



21        be humble as physicians to recognize what we know



22        and what we don't know, and these authors suggest



23        that there may be factors social, economic,



24        language barriers and other factors that play an



25        important role.
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 1             So what is the solution?  What can we do to



 2        minimize this impact?  I think that from the data



 3        it's clear that if we can increase access to



 4        high-quality care, that patients will be less



 5        likely to be underserved and underutilized in



 6        these appropriate procedures.  I think Norwalk



 7        Hospital is in an ideal position to do it.



 8             I don't want to repeat Dr. Warshofsky and



 9        Dr. Yekta's testimony.  I think they did it very



10        well, that the hospital and the network is highly



11        committed to providing a high-quality program and



12        to follow the highest standards.



13             I think certainly the high rates of primary



14        angioplasty speaks to a very high burden of



15        disease in our area, and certainly raises the



16        question of underutilization in our community.



17             I'm also very proud of Norwalk Hospital, a



18        place that I've worked for the last 20 years, is



19        extremely committed to the best care for all of



20        its patients in its community, and all patients



21        who arrive here, but specifically very committed



22        to providing care to underserved communities,



23        particularly racial minorities and the uninsured.



24             We have a very tight association and work



25        closely with Americares, which is a clinic that
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 1        provides care for the uninsured, Norwalk Community



 2        Health Clinic that also provides health care for



 3        uninsured; and in our estimates which are in the



 4        OHS table six, projections that at least



 5        20 percent of those receiving elective PCI will be



 6        patients who are either on Medicaid or uninsured.



 7             I think that the commitment of Norwalk



 8        Hospital will certainly help, not only Norwalk



 9        Hospital and Nuvance's commitment to try and



10        improve care, reduce the issues of racial



11        disparity -- but I think it's a commitment that



12        all physicians in the United States are acutely



13        aware of and trying to make a positive impact.



14             There's another issue that I want to



15        highlight from my prefiled testimony.  That is



16        what, you know, we deem sort of the fractioning of



17        care, or dual pathways.  I've been practicing at



18        Norwalk Hospital for the last 20 years.  I think



19        Dr. Warshofsky spoke very well with regard to the



20        problems that occur acutely when you transfer a



21        patient from one health system to another, and so



22        are the pitfalls that -- that can occur.



23             I want to talk about some of the things that



24        can occur that aren't necessarily clearly obvious



25        initially, but over time become clear, or
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 1        unintended consequences of these actions.  What we



 2        see is that patients are not uncommonly -- who



 3        live in our area are seeking cardiac care in other



 4        health systems.  This could be because when they



 5        arrive at Norwalk Hospital they spend a brief



 6        amount of time here, then were transferred out.



 7        They ended up staying with physicians at those



 8        health systems.



 9             Now you've created a dual pathway where that



10        patient is now having health care delivered in



11        more than one setting where the communication,



12        either by EHR or by other methods is not ideal by



13        any standards.



14             Oftentimes those patients will arrive at



15        Norwalk Hospital, and we -- while we try our best



16        and do our due diligence to try to get those



17        records, this is often a challenge even during



18        work hours, but certainly on off hours.



19             I think those patients have higher rates of



20        having tests repeated unnecessarily because of



21        this issue.  They're more likely to be admitted to



22        the hospital because for -- for being



23        conservative.  They want to ensure that nothing



24        falls through the cracks, when if all that



25        information were available that might have been an
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 1        unnecessary mission to the hospital.



 2             The other issue I think is that patients that



 3        do follow with us -- and there are many -- are



 4        confused, and I think this is understandable.  If



 5        a patient came to Norwalk Hospital and all of the



 6        sudden was put in an ambulance and sent to another



 7        hospital for their cardiac care, they come to



 8        us -- and they come to me in particular, and



 9        they'll say, if I have a problem where should I



10        go?  Should I go to Norwalk, or should I go



11        somewhere else directly?  Should I bypass that



12        step?



13             This is very worrisome for us.  We know that



14        cardiac conditions can be something that can



15        deteriorate within seconds to minutes.  We want



16        those patients to seek care locally.  If not,



17        important time can be wasted and bad outcomes can



18        follow.



19             Patients understandably may not follow that,



20        and they -- and they are confused and they're --



21        and they may end up at hospitals and the delay may



22        cost them, not only mortality, but morbidity.



23             In addition, we all know that not every --



24        every chest pain patient will have a cardiac



25        condition.  They may end up at other hospitals
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 1        not -- without their primary care doctors, without



 2        the flow of information for the -- for conditions



 3        that may be noncardiac such as a gallbladder



 4        problem or pneumonia, et cetera.



 5             I think this, this displacement is exactly



 6        what we don't want to happen due to the



 7        inefficiencies, the lack of communication and



 8        ultimately poor, poor care that's more costly.



 9             Thank you for your time.



10   THE HEARING OFFICER:  Thank you, Dr. Lomnitz.



11             Attorney Tucci, does that conclude your



12        presentation on behalf of the Applicant?  Or is



13        there anything that you wanted to add?



14   MR. TUCCI:  Good morning, Hearing Officer Mitchell.



15        Ted Tucci.



16             That concludes the presentation of the direct



17        testimony on behalf of Norwalk Hospital.  I did



18        want to alert you, Hearing Officer Mitchell, that



19        at some point in the proceedings we've been



20        informed that State Representative Perone may be



21        available for public comment.



22             Our best information is that currently the



23        State Representative is engaged in a legislative



24        meeting, but if and when Representative Perone



25        becomes available we will just notify you of that
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 1        fact.  If that's acceptable?



 2   THE HEARING OFFICER:  Absolutely.  Thank you.



 3             All right.  I'm going to turn it over to you



 4        Attorney Monahan.



 5   MR. MONAHAN:  Thank you, Hearing Officer Mitchell.  The



 6        Intervener would like to present witnesses, and



 7        the first witness is Kathleen Silard, President



 8        and CEO of Stamford Health, Inc.



 9   THE WITNESS (Silard):  Good morning, Hearing Officer



10        Mitchell and members of the Health System Planning



11        Unit and Office of Health care Strategy staff.  My



12        name is Kathleen Silard.  I'm the President and



13        CEO here at Stamford Health, and I hereby adopt my



14        prefiled testimony.



15             As you know, Stamford Health is an



16        independent not-for-profit healthcare system and



17        I'm very proud of the 3600 employees who devote



18        their work to the commitment of patient-centered



19        care and have enabled us to become a best in class



20        provider of health services to our entire



21        community regardless of their ability to pay.



22             At Stamford Health we really live our



23        commitment to addressing healthcare disparities



24        and provide a community benefit through



25        participation in and financial support for
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 1        community-based initiatives and collaborations.



 2             In fact, even though we're only the



 3        fifth-largest healthcare organization in the



 4        state, we're the second largest provider of



 5        uncompensated care to the most vulnerable in our



 6        community.



 7             While I have a great deal of respect for my



 8        professional colleagues at Norwalk Hospital and



 9        Nuvance Health, Stamford Health strongly opposes



10        the systems application as it simply fails to meet



11        the guidelines and principles that have been



12        established by our General Assembly in our



13        certificate of need law.



14             Moreover, upon reading the prefiled testimony



15        submitted by the Applicant -- Applicant, I



16        realized that I was effectively reading a request



17        by Nuvance Health System that this agency remove,



18        as Dr. Murphy stated in his prefiled testimony,



19        the regulatory barrier imposed by the CON law.



20             I feel compelled to remind everyone that



21        Connecticut is a CON state until the General



22        Assembly decides that it is not, and the



23        legislative policy of demonstrating an unmet need



24        is and has been a core principle of the CON law



25        from its very inception.
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 1             In addition to unmet need the CON law seeks



 2        to avoid duplication of services and unnecessary



 3        increases in healthcare costs while at the same



 4        time supporting the promulgation of high-quality



 5        care.



 6             I respectfully urge that OHS see this



 7        application for what it plainly is, a request by



 8        the petitioner to have OHS aid in its expansion of



 9        a system, as opposed to an application that must



10        comport with controlling CON law in order to be



11        granted.



12             If this agency abides by the principles that



13        are set forth in statute it should be clear that



14        there is no demonstration of unmet need.  There is



15        no shortage of access to elective PCI programs in



16        this geographic region and the region at issue.



17        And there is no valid reason under CON law to



18        grant permission for duplicative services which



19        will only aid in the dilution of quality and the



20        increase of costs associated with elective PCI



21        programs in our region.



22             Thank you, and I'm happy to answer any of



23        your questions.



24   THE HEARING OFFICER:  Thank you, Ms. Silard.



25   MR. MONAHAN:  If I may?  Hearing Officer Mitchell, we
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 1        do have a second witness we have prepared.  And



 2        that is Dr. Rohit Bhalla.



 3             Okay.  And Dr. Bhalla, will you adopt your



 4        prefiled testimony, and then proceed?  Thank you.



 5   THE WITNESS (Bhalla):  Good morning, Hearing Officer



 6        Mitchell and the members of the Health System



 7        Planning Unit staff.  My name is Rohit Bhalla, and



 8        I'm Senior Vice President of Clinical Affairs and



 9        Quality at Stamford Health.  I hereby adopt my



10        prefiled testimony for the record.



11             I am testifying today on behalf of Stamford



12        Health in strong opposition to the application



13        submitted by Norwalk Hospital Association, this



14        authorization to establish elective percutaneous



15        coronary intervention service for the hospital.



16             My comments focus on the crucial role of



17        evidence-based guidelines in improving the quality



18        and safety of healthcare.  The standard of using



19        reviews of research and scientific evidence to



20        identify which practices lead to optimal patient



21        outcomes while reducing excess utilization dates



22        to 1970, when the Institute of Medicine now known



23        as the National Academy of Medicine founded.



24             Best practices are reviewed by experts in



25        professional medical societies who incorporate
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 1        these findings into clinical practice guidelines.



 2        We know from a litany of quality improvement



 3        efforts that adherence to clinical practice



 4        guidelines improves health outcomes, reduces



 5        patient harm and reins in inappropriate healthcare



 6        utilization.



 7             The 2014 guidelines and annual volume



 8        standards on PCI pertinent to today's hearings



 9        represent the consensus of not one, not two, but



10        three professional societies; the Society of



11        Cardiovascular Angiography Intervention, the



12        American College of Cardiology and the American



13        Heart Association.



14             Increasingly policymakers, regulatory



15        agencies and payers are calling for tight



16        adherence guidelines to maintain compliance and to



17        receive payment for services.  The Centers for



18        Medicare and Medicaid Services, or CMS



19        incorporates clinical practice guidelines



20        recommendations in its provider conditions of



21        participation and coverage.



22             For example, 42 CFR 42.8 CMS establishes



23        evidence-based volume standards for organ



24        transplantation services.  It requires hospitals



25        to perform an average annual minimum of ten
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 1        transplants as a condition of Medicare



 2        participation.



 3             In its national coverage decision on



 4        transcatheter aortic valve replacement, CMS



 5        established the requirement that existing centers



 6        for transcatheter aortic valve replacement



 7        programs maintain an average annual volume of 300



 8        PCI cases and 20 TAVR procedures.



 9             The federal government also utilizes clinical



10        practice guideline recommendations and



11        evidence-based facility volume standards in its



12        decisions on what services it will cover.  For



13        instance, the Affordable Care Act mandates



14        coverage with no cost sharing for evidence-based



15        preventive screenings, such as screening



16        mammography and screening colonoscopy -- because



17        these have demonstrated a connection between early



18        detection and better patient outcomes.



19             Professional and certifying organizations



20        such as the American Board of Internal Medicine



21        Foundation initiated the Choosing Wisely campaign.



22        This program promotes adherence to best practices



23        to reduce inappropriate utilization of procedures



24        and tests with limited patient benefit.



25             More than 80 specialty provider organizations
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 1        including the Society for Cardiovascular



 2        Angiography Interventions and the American College



 3        of Cardiology --



 4   THE REPORTER:  I'm just having a little difficulty



 5        hearing you.  This is the stenographer.  If you



 6        could speak up please?  I'm just hearing a little



 7        background noise.  Apologies for the interruption.



 8   THE WITNESS (Bhalla):  No problem.



 9   THE HEARING OFFICER:  That's okay.  I think it's the



10        papers.  It might be on -- I don't know if you



11        have a microphone, but I do hear the papers



12        moving.



13   THE WITNESS (Bhalla):  Okay.  I'm not shuffling



14        anything, but perhaps this -- I -- I will --



15        repeat what I just said, and please let me know if



16        you want me to go through prior comments.



17             Professional and certifying organizations



18        such as the American Board of Internal Medicine



19        Foundation initiated the Choosing Wisely campaign.



20        This program promotes adherence to best practices



21        to reduce inappropriate utilization of procedures



22        and tests with limited patient benefit.



23             More than 80 specialty provider organizations



24        including the Society for Cardiovascular



25        Angiography Interventions and the American College

�



                                                            42





 1        of Cardiology actively participated in this



 2        campaign.



 3             I lay out the above discussion to illustrate



 4        the rich history and value of evidence-based



 5        medicine is properly accepted as the gold standard



 6        in healthcare as it improves patient care, reduces



 7        harm and lowers healthcare costs by discouraging



 8        unnecessary service.



 9             Guidelines are derived from exhaustive



10        research reviews -- not only the latest study, and



11        from the contribution of experts in their fields



12        who devote countless hours and resources to the



13        betterment of giving care.  Stamford Health



14        supports the use of clinical practice guidelines



15        and urges OHS to continue to be guided by science,



16        and not by the business desires of health systems.



17        Our patients deserve no less.



18             Thank you.



19   THE HEARING OFFICER:  Thank you, Dr. Bhalla.



20   MR. MONAHAN:  Hearing Officer Mitchell, I'd like to



21        introduce Dr. Scott Martin.  If we may proceed



22        with our next witness?



23   THE WITNESS (Martin):  Hi, Officer Mitchell.  Thank you



24        for allowing me to speak.  I'm Dr. Scott Martin.



25        I'm an interventional cardiologist and the

�



                                                            43





 1        Director of Intervention Cardiology here at



 2        Stamford Health.



 3             I accept my testimony into the record?



 4   MR. MONAHAN:  Yes, you adopt --



 5   THE WITNESS (Martin):  I adopt my written testimony.



 6   MR. MONAHAN:  Dr. Bhalla spoke about the importance of



 7        clinical guidelines in all medicine, and we're



 8        fortunate that on this topic at hand we have a



 9        number of guidelines to look at, the most



10        pertinent being the 2014 multi-societal



11        guidelines.



12             There were a number of others, you know,



13        2013, 2016, 2017 that are, I think, all in the



14        record that adopt the same volume standard.  All



15        the professional societies that are involved



16        including this, the Interventional Cardiologists,



17        the Society for Coronary Angiography Intervention,



18        the American College of Cardiology which



19        represents all cardiologists, and the American



20        health -- Heart Association which represents, you



21        know, everyone involved in cardiac care including



22        physicians and public health experts and a wide



23        range of others -- came together to review all of



24        the pertinent information and evidence and decided



25        what's safest and the best practice in -- in
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 1        regards to finding an elective PCI.



 2             And the benefit of that is that we don't have



 3        to review every little study because the group of



 4        experts has done that.  So I, you know, I saw in



 5        the Applicant's submissions their studies looking



 6        at transfers across the Outback in Australia, or



 7        transfers of ICU patients in Iowa.



 8             I don't think that's really pertinent,



 9        because we have our societal guidelines that look



10        at all the pertinent data and come up with the



11        recommendation.  There their -- their



12        recommendations are highlighted in bold in my



13        testimony here.



14             The clinical competence guidelines state that



15        in order to maintain proficiency while keeping



16        complications at a low level, minimal volume



17        greater than 200 PCIs per year will be achieved by



18        all institutions.  And they go on to say that new



19        programs offering PCI without on-site surgery are



20        inappropriate unless they clearly serve



21        geographically isolated populations.



22             In the application the Applicant originally



23        estimated that their PCI volume would be between



24        128 and 155 per year, depending on the year, and



25        that clearly doesn't meet the guidelines.
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 1             And they have since formed a new estimate,



 2        you know, based on our objection, I think -- and



 3        with the recent uptick in some primary PCI



 4        numbers, but I think it's hard to swallow,



 5        honestly.  I'm sure they've put significant time



 6        and effort into coming up with their application



 7        and to expect that their volume has jumped



 8        50 percent, you know, since that time is -- is



 9        hard to understand from my standpoint.



10             You know, there they talked about how the --



11        the number of elective PCIs often correlates with



12        the number of primary PCI, and that's true to some



13        extent.  You know, because they're based on the



14        same, some of the same factors, you know,



15        population density and, you know, prevalence of



16        disease.  But they don't -- there's no clear link,



17        and there's no study looking at that.



18             You know, some centers, referral centers like



19        Columbia University have dramatically more of



20        elective PCI than they do higher PCI, because



21        people choose to go there and there's transfers



22        and referrals there.  Other places are



23        predominantly driven by, you know, who was brought



24        there by EMS.  So it's -- it's not a clear



25        correlation where we have 80 primary PCIs one year
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 1        and you're going to necessarily have two or three



 2        hundred total PCIs.



 3             I think what's a better predictor in general



 4        is -- is how many cardio caths you do, because



 5        in -- in general about 40 percent of your cardio



 6        caths will generate PCI, because not everybody



 7        needs a stent.  You know, often we do these



 8        procedures and patients are best treated



 9        medically, or we do that procedure and they



10        require bypass surgery.  Or we do the procedure



11        and it's complicated, and we have to stop and



12        think it over and talk it over.



13             So not every cardio catheterization ends up



14        with a PCI, and if you look at the volume of



15        nonprimary PCI cardio catheterizations, it's not a



16        big number.  It ranges from 83 to 105 over the



17        last couple of years.  And if you look at the



18        transfers out, you know, where people get PCI in



19        another center, it's not a big number.



20             And so I think the original application



21        estimates are reasonable, and those are all less



22        than 200 PCIs per year.



23             You know, I -- I think the -- it's -- it's a



24        stagnant market in terms of PCI.  You know the



25        population is aging.  There are more diabetics.
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 1        So could that lead to more cardiac disease in the



 2        future?  It's possible, but on the other hand we



 3        have more and more evidence over the years that



 4        other than primary PCI all of our elective PCIs



 5        are not necessarily life-saving procedures.



 6             There they do treat symptoms.  They do help



 7        people live better lives sometimes, but in -- in



 8        contrast to the Applicant's suggestion that PCI is



 9        underutilized, you know those are studies from



10        1999 and 2003.



11             If you look at more recent studies, there's



12        been a strong push that PCI is -- is overutilized,



13        and the appropriate use criteria were invented,



14        not to drive people to get more PCI, but in fact



15        the opposite, that there was a strong intention



16        that we were doing too many.



17             I -- I wish it was otherwise, because it's my



18        job.  I would love to be doing more, but you know,



19        if you look at regional and statewide and national



20        trends it's at best stagnant.  And so I think it's



21        very unlikely that they're going to get to 200



22        PCIs per year, which is what the guidelines



23        suggests is the -- suggests in terms of outcomes



24        and safety.



25             And even if they did, in a stagnant market
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 1        the only way to do that would be pulling from all



 2        the surrounding full-service elective PCI programs



 3        which has the potential to hurt there everywhere.



 4             Thank you.



 5   THE HEARING OFFICER:  Thanks, Dr. Martin.



 6   MR. MONAHAN:  And Hearing Officer Mitchell, I would



 7        like to introduce John Bailey as our next witness.



 8             And you can proceed to address the Hearing



 9        Officer.



10   THE WITNESS (Bailey):  Thank you, and good morning,



11        Hearing Officer Mitchell and the team from the OHS



12        planning office.  My name is Jonathan Bailey.  I



13        have the privilege of serving as the Senior Vice



14        President of Operation and Chief Operating Officer



15        for Stamford Health.



16             I'd first just start off by saying that



17        Stamford Health is deeply committed to the



18        communities that we serve.  I believe this has



19        been absolutely underscored by our response to the



20        COVID-19 pandemic through that initial wave of



21        COVID that -- COVID infections that hit this



22        community incredibly hard, and has been ongoing as



23        we have now taken a role back in saving our



24        communities, having now administered more than



25        100,000 vaccines this week to the communities of
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 1        low -- Lower Fairfield County.



 2             There are five points that I'd like to



 3        specifically call out from my testimony this



 4        morning.  Because we are gravely concerned at the



 5        recent interests at health systems to establish



 6        low-volume percutaneous coronary intervention, PCI



 7        programs without on-site cardiac surgery programs



 8        in Fairfield County, despite the fact that there



 9        are already four existing PCI programs in the area



10        with on-site cardiac surgery, and all four of



11        those programs are within the clinical practice



12        guidelines established on travel range.



13             My first point is that the Applicant's



14        proposal is inconsistent with the statewide



15        healthcare facilities and services plan.  As my



16        colleagues have shared, and has been stated within



17        the state facility plan, that the most recent



18        professional consensus statement addressing



19        elective PCI without on-site cardiac surgery



20        establishes an annual minimum threshold of 200



21        PCIs, and provides a sole exception for those



22        facilities serving underserved areas or those that



23        are geographically isolated.  Neither of those



24        situations apply in the case before us today.



25             We are an organization, as you've heard from
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 1        Dr. Bhalla, that strongly believes where



 2        professional standards and clinical guidelines



 3        exist we must follow them, because we know they



 4        are the foundation for which we can achieve



 5        improved clinal outcomes and reduce unnecessary



 6        harm.



 7             The projected PCI volume as stated in the



 8        original application here by the applicants never



 9        reached that 200 annual PCI threshold.  It was



10        only after the OHS public hearing issues list that



11        the Applicant now has claimed that it will be able



12        to meet that minimum PCI volume, and that these



13        new projected PCI volume or cases are derived



14        through a methodology that, frankly, is without



15        basis and definitely ignores regional, statewide



16        and national trends.



17             My second point is that the application fails



18        to establish clear public need for a low-volume



19        PCI program in the proposed service area, and



20        fails to take into account the existing



21        full-service cardiovascular programs in the



22        region.



23             Simply stated, there is no unmet need.



24        Stamford Health's well-established program, which



25        we are proud has been recognized for our
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 1        high-quality outcomes, is located merely 10 miles,



 2        or an 18-minute drive from Norwalk Hospital.  And



 3        we have ample capacity to continue to meet the



 4        needs of the community.



 5             This simple fact negates the Applicant's



 6        assertion that for patients in the Norwalk



 7        Hospital service area, the option to receive



 8        elective PCI is not available to them -- and to



 9        quote the Applicants, they must be transferred out



10        of their community.



11             In fact if you look at the data, every



12        primary service area town is within a 30-minute



13        drive of the service area defined -- of Norwalk



14        Hospital, and frankly four of the five towns



15        defined have more than two -- or have two or more



16        hospitals within that 30-minute range.



17             It is clear that there is no geographic



18        isolation that exists in the Applicant's primary



19        service area.  The desire of a health system to



20        restrict patient care to its own facilities does



21        not constitute unmet need.



22             My third point is that Norwalk Hospital's



23        cardiac catheterization utilization volume in



24        trend do not support the projected volume in the



25        application, and go against the national and
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 1        statewide projections.



 2             The Applicant's historical data that they



 3        have submitted in their application demonstrates



 4        declines in both cardiac catheterization and



 5        primary pre -- PCI procedures pre-COVID.  In fact,



 6        Norwalk Hospital's cardiac catheterization volumes



 7        declined more than 18 percent; and their PCI



 8        volume, primary PCI volume declines by more than



 9        16 percent between FY '17 and FY '19.



10             Despite these historical declines the



11        Applicant projects a dramatic increase in PCI and



12        cardiac catheterization procedures without



13        providing any empirical evidence to support its



14        assumed capture rate, or it's assumed annual



15        growth rates.  This downward trend is projected to



16        increase -- or to continue post pandemic.



17             SG2, a very well-known healthcare consultancy



18        group was cited by the Applicant in their



19        application, projects that the Applicant's service



20        area service towns will generate 1.7 percent fewer



21        PCIs between FY '19 and FY '24.



22             Despite these projections the Applicant



23        originally projected a staggering 195 percent



24        increase in cardiac catheterizations, and a



25        43.6 percent increase in primary PCIs between FY
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 1        '20 and FY '23, while elective PCIs are presumed



 2        to increase 10 percent annually with no basis as



 3        to where that volume will come from.  Further,



 4        Norwalk Hospital fails to provide any recognized



 5        basis for its newly revised method of applying a



 6        multiplier to its primary PCIs to derive its



 7        elective PCI volume.



 8             My fourth point is that the Applicant's



 9        proposal will negatively impact the financial



10        strength of the overall healthcare system in this



11        state.  The Applicant's proposed PCI program is



12        duplicative of those offered by the existing



13        full-service cardiovascular programs and will



14        result in unnecessary increases in expenses for



15        the statewide healthcare system.



16             The restated financial worksheet submitted by



17        the Applicant, worksheet A documents that Norwalk



18        Hospital projects incremental operating expenses



19        of 1.03 million, 1.3 million and 1.6 million



20        respectively for the next three years.



21             And further as Dr. Yekta mentioned in his



22        testimony, that Norwalk Hospital is building a new



23        cath lab which we also would recognize will have



24        significant increased expenses to the healthcare



25        system.
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 1             Given the ready access to existing providers



 2        in the region these incremental operating and



 3        capital expenses represent the very unnecessary,



 4        frivolous spending that the CON regulations and



 5        the statutes and the healthcare policies seek to



 6        avoid.



 7             Finally, Norwalk Hospital does not provide



 8        any evidence for the -- that the proposed elective



 9        PCI program will improve quality, accessibility or



10        cost-effectiveness of healthcare delivery in the



11        region.



12             The application contains no statistics or



13        outcome measures that would indicate that the



14        services that are currently being provided in this



15        region lack quality elective PCI care or are



16        outside of the distance of the 30-minute drive as



17        defined by the clinical practice guidelines.



18        Instead the Applicant, as Dr. Martin mentioned,



19        offers links to various articles that we believe



20        are frankly irrelevant to the application.



21             As a reminder, Norwalk Hospital previously



22        applied for the ability to perform elective PCIs



23        in the hospital, and OHS denied them before.



24        There is no compelling basis for OHS to reach the



25        different conclusion than it has previously.

�



                                                            55





 1             We believe that the OHS/CON goals remain very



 2        relevant and pertinent to the situation presented



 3        to this application.



 4             Improving access to high-quality health



 5        services, minimizing duplication services,



 6        facilitating healthcare market stability and



 7        helping to contain healthcare costs are critical



 8        to the healthcare future of the great State of



 9        Connecticut.



10             Thank you and I'm happy to address any



11        questions you may have.



12             And I failed to mention, even though I did



13        write it up -- to my remind myself that I do -- I



14        do adopt my prefiled testimony as written.



15   THE HEARING OFFICER:  Thank you, Mr. Bailey.



16             Do you have any additional witnesses,



17        Attorney Monahan?



18   MR. MONAHAN:  The Intervener has no additional



19        witnesses.



20   THE HEARING OFFICER:  All right.  Anything else that



21        you wanted to present before we go to the



22        cross-examination phase?



23   MR. MONAHAN:  Nothing from the Intervener, Hearing



24        Officer.



25   THE HEARING OFFICER:  All right.  Thank you.  So I
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 1        think what we're going to do, I think we should



 2        take about a ten-minute break here before we



 3        should start cross-examination.



 4             I just want to make sure the attorneys are



 5        amenable to that?  We'll go to Attorney Tucci



 6        first.



 7   MR. TUCCI:  Yes.  Thank you, Hearing Officer Mitchell.



 8             That is fine.



 9   THE HEARING OFFICER:  Okay.  And also Attorney Monahan?



10   MR. MONAHAN:  That is absolutely fine.



11   THE HEARING OFFICER:  All right.  So we are going to



12        stop for about ten tenants.  We will come back on



13        the record at 11:25.  I'll give everybody a little



14        bit of notice before we start recording again --



15        or not recording, but before we start the



16        proceedings again.  Thank you.



17   MR. MONAHAN:  What is the order of the



18        cross-examination?



19   THE HEARING OFFICER:  According to the agenda we're



20        going to start with the Applicant's examination of



21        the Intervener.



22   MR. MONAHAN:  Thank you.



23   THE HEARING OFFICER:  All right.  See everybody in



24        about ten minutes.



25
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 1                (Pause:  11:13 a.m. to 11:26 a.m.)



 2



 3   THE HEARING OFFICER:  All right.  We're going to go



 4        back on the record.



 5             At this time we're going to start with the



 6        Applicant's cross-examination of the Intervener.



 7   MR. TUCCI:  Good morning, Hearing Officer Mitchell.



 8        This is Ted Tucci, and I ask for as our first



 9        witness on cross-examination Kathleen Silard.



10             May I proceed?



11   THE HEARING OFFICER:  Yes, you may.  No worries.



12



13                    CROSS EXAMINATION (Silard)



14



15   MR. TUCCI:  Ms. Silard, this is Ted Tucci.  Good



16        morning.



17   THE WITNESS (Silard):  Hi.  Hi, Mr. Tucci.



18   MR. TUCCI:  I appreciate your permission to allow me to



19        speak with you this morning.



20        BY MR. TUCCI:



21           Q.   Now you've been in an executive position in



22                Stamford Hospital for about the past 20



23                years.  Correct?



24           A.   Correct.



25           Q.   And you were trained originally as a nurse?
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 1           A.   Yes.



 2           Q.   You obtained your BS in nursing in 1979?



 3           A.   That's correct.



 4           Q.   Would it be fair to say that the focus of



 5                your efforts and involvement in the



 6                healthcare delivery system for the last 20



 7                years or so have been primarily involved in



 8                the administration and management of



 9                hospitals and healthcare systems?



10           A.   My primary roles have been leadership roles.



11                That's correct.



12           Q.   Yes.  As opposed to the delivery of frontline



13                care?



14           A.   I have not been at the bedside, no.



15                That's -- that's evident.



16           Q.   In your prefiled testimony you noted that you



17                would be in the presentation of your remarks



18                deferring to the administrative and clinical



19                expertise of the other Stamford Health



20                witnesses who spoke here this morning with



21                respect to the subject matter of their



22                testimony.



23                     And you would agree with me that the



24                subject matter that brings us here today is



25                the broad subject matter of cardiovascular
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 1                care.  Correct?



 2           A.   Correct.



 3           Q.   And in particular what we're focusing on here



 4                is the guidelines, requirements and standards



 5                that apply to the interventional



 6                cardiovascular procedure that is known as



 7                percutaneous coronary intervention, or PCI.



 8                     Right?



 9           A.   Correct.



10           Q.   And it would be fair, would it not, to say



11                that you did not consider yourself to be a



12                subject matter expert in the area of cardiac



13                care and cardiovascular care.  Correct?



14           A.   I am not a subject matter expert like the



15                other experts that are here with me today.



16           Q.   Right.  And that's one of the reasons why you



17                took care to note in your written testimony



18                that you were deferring to their expertise



19                and their knowledge of the depth of the



20                subject matter relating to cardiovascular



21                care.



22                     Correct?



23           A.   Certainly as it relates to the science and



24                the interpretation of the guidelines.



25           Q.   Right.  And so you would agree with me that
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 1                you did not consider yourself to be a subject



 2                matter expert with respect to the various



 3                clinical guidelines and standards that have



 4                been discussed here this morning that apply



 5                to the interventional cardiology procedure



 6                known as PCI.  Right?  You're not an



 7                authoritative expert on that.  Right?



 8   MR. MONAHAN:  Object, asked and answered.



 9   THE HEARING OFFICER:  All right.  That's correct.  If



10        you can move to a different line of questioning,



11        Attorney Tucci?



12   MR. TUCCI:  Sure.  Happy to.



13        BY MR. TUCCI:



14           Q.   You also noted in your written testimony and



15                in your comments to Hearing Officer Mitchell



16                this morning that you took care to note that



17                you have great respect for your professional



18                colleagues at Norwich Hospital and with the



19                Nuvance Health System.



20                     Would it be correct to conclude that of



21                your own knowledge you certainly don't have



22                any basis to question the professional



23                qualifications, skills and competence of the



24                interventional cardiology team at Norwalk



25                Hospital?
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 1           A.   I have no -- no issue or question about the



 2                competency of the -- the clinic -- clinical



 3                team.  I don't know that.  My issue is around



 4                if the application meets the CON statute as



 5                it is currently in effect in the State of



 6                Connecticut.



 7           Q.   Okay.  We'll get to that.  And you would



 8                agree with me that you don't have any basis



 9                to question the adequacy or status of the



10                interventional cardiology or cardiac



11                catheterization facilities that currently



12                exist at Norwalk Hospital.  That's not



13                something that you're equipped to express an



14                opinion on?



15           A.   I have no knowledge of their facilities or



16                the adequacy of them.



17           Q.   Now you are aware of your own general



18                knowledge.  Are you not?  That the current



19                state of play in the healthcare landscape in



20                your area is that when a patient comes to



21                Norwalk Hospital and presents with ST



22                elevation, a STEMI profile, that is at



23                serious risk of heart attack -- that the



24                medical professionals at Norwalk Hospital



25                perform urgent PCI on that patient.
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 1                     You know that to be true.  Right?



 2           A.   That was stated today, yes.



 3           Q.   And the opposition in part that Stamford



 4                Hospital has raised here to the certificate



 5                of need request, and in your position as an



 6                Intervener is that those doctors at Norwalk,



 7                Norwalk Hospital who are currently doing



 8                primary PCI procedure should not be allowed



 9                to do PCI on patients who present with less



10                intense cardiac symptoms.



11                     Correct?



12   MR. MONAHAN:  Object to the form of the question.  I



13        don't think that's an accurate representation of



14        the testimony.



15   MR. TUCCI:  Well, I'm asking the Witness.



16        BY MR. TUCCI:



17           Q.   Isn't that so?  You know.  You know for a



18                fact that Norwalk Hospital doctors perform



19                PCI procedures on people who are in imminent



20                danger of dying of a heart attack.  Correct?



21           A.   I know that they perform procedures.  It's



22                not -- the characteristics of, or the



23                competency or the clinical acumen of the



24                physician is not in question in my testimony.



25                     It's the establishment of a program that
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 1                will be underperforming.



 2           Q.   Right.  And the procedure we're talking about



 3                here is percutaneous coronary intervention.



 4                     Correct?



 5           A.   We -- yes, we stated that.



 6           Q.   Right.  And that procedure is currently being



 7                performed at Norwalk Hospital -- to your



 8                knowledge.  Right?



 9           A.   Emergency, yes.



10           Q.   Yeah.  And so the question is whether or not



11                Norwalk Hospital should be allowed to do that



12                procedure on patients who present with less



13                severe symptoms.  Isn't that right.



14   MR. MONAHAN:  Object to the form of the question.  The



15        application speaks for itself.



16   MR. TUCCI:  Well, that's not an objection to the form,



17        Hearing Officer Mitchell.  I think I'm entitled on



18        my cross-examination to understand the basis for



19        the Intervener's opposition to the application.



20   THE HEARING OFFICER:  So I'm going to ask Ms. Silard,



21        what is the basis of your understanding about why



22        Norwalk Hospital should or should not be able to



23        perform elective PCI?



24   THE WITNESS (Silard):  Because the current CON law



25        requires that -- that the approval would only be
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 1        provided if there was demonstrated unmet need,



 2        not -- not provided in this, in this hearing, that



 3        there would not be a duplication of services,



 4        which the application clearly demonstrated there



 5        would be.



 6             And that there would be an improve -- an



 7        improvement in quality, not demonstrated.  And



 8        that there would be reduced costs -- or no



 9        increased costs, pardon me, and that is also not



10        demonstrated.



11             That is the premise of my objection.



12   MR. TUCCI:  Thank you, Hearing Officer Mitchell.



13             May I continue?



14   THE HEARING OFFICER:  Yes.



15        BY MR. TUCCI:



16           Q.   So Ms. Silard, really what we're talking



17                about here is, and as I understand the gist



18                of your testimony, your firm statement to the



19                Office of Health Strategy is to affirm the



20                importance of making sure that applications



21                for CON approval apply with the controlling



22                CON law.



23                     Right?  Isn't that the substance of what



24                you're talking about here?



25           A.   That is what I said.
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 1           Q.   And you would agree with me as you stated in



 2                your written prefiled testimony at page 2



 3                that you're not a legislator.  You're not a



 4                legislator.  Correct?



 5           A.   No, I am not.



 6           Q.   And you're obviously not a lawyer.  Correct?



 7           A.   I am not.



 8           Q.   And you would agree you're not a



 9                representative of an executive agency of the



10                State, like the Office of Health Strategy.



11                     Correct?



12           A.   Correct.



13           Q.   I assume you do not consider yourself to be



14                an expert in the interpretation and



15                application of legal requirements for CONs.



16                     Is that true?



17           A.   I'm not an expert, but I do know them.  I've



18                read them.



19           Q.   All right.  Now one of the things that I



20                think you have communicated on behalf of



21                Stamford Health here this morning is your



22                belief that it is a worthy goal to strive



23                for -- and I think I'm quoting from your



24                prefiled testimony, to strive for, quote, the



25                secure access to quality care for all
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 1                Connecticut residents.



 2                     You believe that's a worthy goal of the



 3                healthcare delivery system in Connecticut.



 4                     Correct?



 5           A.   Yes.



 6           Q.   And under the current healthcare delivery



 7                system that we have in your area a patient



 8                who has received all of his or her cardiac



 9                care from the doctors at Norwalk Hospital is



10                currently not able to get care from his or



11                her interventional cardiologist to do



12                elective PCI at Norwalk Hospital.



13                     Correct?



14           A.   That was what was stated.



15           Q.   If -- if a reasonable basis could be shown to



16                support a conclusion that there was an unmet



17                need four Norwalk Hospital's service area



18                patients to have elective PCI done at their



19                hospital of choice, and doing so wouldn't be



20                an unnecessary duplication of service in the



21                area, would you continue to oppose this CON



22                application?



23   MR. MONAHAN:  Object to the form, because that is not



24        one of the principles stated in the CON statute.



25             And I think the Witness has stood on her
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 1        testimony that she's going by the principles as



 2        stated, not on a hypothetical situation which I



 3        think that is what has been proposed.



 4   MR. TUCCI:  Well, Hearing Officer Mitchell, two things.



 5        First of all, I think I'm entitled on



 6        cross-examination to ask hypothetical questions.



 7             And I wasn't asking the witness a legal



 8        opinion because she's not qualified to give a



 9        legal opinion.  I simply asked a factual question



10        about whether or not if a patient who wanted to



11        get elective PCI at Norwalk Hospital should be



12        allowed to get that if it could be shown



13        reasonably that doing so would not create



14        unnecessary duplication of services in the service



15        area.



16             I'm asking whether she agrees that that's a



17        reasonable proposition or not.  That's all.



18   THE HEARING OFFICER:  I'm going to allow it.



19   THE WITNESS (Silard):  I would -- hypothetically if



20        Norwalk application was not a duplication of



21        services, did meet unmet need and met the cost and



22        quality parameters as recommended in CON law, then



23        I would not object, but none of those have been



24        met.



25

�



                                                            68





 1        BY MR. TUCCI:



 2           Q.   All right.  So what do you think about the



 3                concept of patient choice?  Do you think



 4                that's an important consideration to be taken



 5                into account in a healthcare delivery system?



 6           A.   Yes.



 7   MR. TUCCI:  All right.  Thank you very much.



 8   THE HEARING OFFICER:  I just wanted to confirm.  So no



 9        more questions for Ms. Silard -- because



10        Ms. Silard left.



11   MR. TUCCI:  She left, Hearing Officer Mitchell, because



12        she's a very astute witness and realized I had no



13        more questions for her.



14   MR. MONAHAN:  I have no redirect for Ms. Silard.



15   THE HEARING OFFICER:  Okay.  All right.  So Attorney



16        Tucci, you'll let me know who you want -- or let



17        Attorney Monahan know who you'd like to cross



18        next.



19   MR. TUCCI:  Yes, Hearing Officer Mitchell.  I'd ask for



20        Dr. Bhalla.



21



22                    CROSS-EXAMINATION (Bhalla)



23



24        BY MR. TUCCI:



25           Q.   Good morning, Dr. Bhalla.  This is Ted Tucci.
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 1                Can you hear me all right?



 2           A.   I can.  Good morning, Mr. Tucci.



 3           Q.   Good morning.



 4                     Now your role at Stamford Health is in



 5                the area of clinical affairs and quality



 6                assurance.  Correct?



 7           A.   Yes.



 8           Q.   And you're not a cardiologist.  Correct?



 9           A.   Right.



10           Q.   Don't practice and not trained as an



11                interventional cardiologist?



12           A.   No.  My -- my board certifications are in



13                internal medicine, prevention medicine and



14                public health.



15           Q.   Now as I understood the general sum and



16                substance of your written prefiled testimony



17                submission, you -- you are, as a general



18                proposition, confirming your views that the



19                existence of and adherence to clinical



20                practice guidelines, as a general



21                proposition, is an important thing.



22                     Do I have that right?



23           A.   Yes.



24           Q.   Okay.  And you're aware, are you not, that



25                with respect to the performance of PCI
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 1                procedures without on-site surgical backup,



 2                there have been published over the course of



 3                a number of years various statements and



 4                consensus documents and other documents that



 5                could be characterized as guidelines with



 6                respect to the subject of PCI.



 7                     Correct?



 8           A.   Yes, with -- with respect to the -- to not



 9                having on-site cardiac surgery, that's



10                consistent with the 2014 guidelines that we



11                discussed.



12           Q.   Well, yeah.  There's lots of different



13                guidelines that have been published over the



14                years.  Right?



15           A.   Correct.



16           Q.   And some of those guidelines have come from



17                SCAI, the Society for Cardiovascular



18                Angiography and Intervention.  Right?



19           A.   Correct.



20           Q.   The American College of Cardiology, ACC, and



21                the American Heart Association.  Right?



22           A.   Yes.



23           Q.   Now as I read your prefiled testimony I did



24                not see any discussion or analysis in your



25                prefiled testimony that interpreted or
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 1                applied the various requirements contained in



 2                those different policy or consensus



 3                statements.



 4                     Am I correct about that?



 5           A.   My testimony stated that the application is



 6                inconsistent with current guidelines.  The



 7                guidelines that were referenced speak to a



 8                consistent adverse signal associated with



 9                poor outcomes in institutions that do less



10                than 200 PCIs annually as stated in the



11                guidelines.



12           Q.   Do you consider yourself to be an expert with



13                respect to the various consensus documents



14                and guidelines that have been published in



15                the area of cardiology with respect to



16                performance of PCI without surgical backup?



17           A.   My expertise is in quality of care, safety of



18                healthcare, and healthcare delivery.



19           Q.   So the answer would be no?



20   MR. MONAHAN:  I'll object to that, to the argumentative



21        response by Mr. Tucci.



22   MR. TUCCI:  Well, I'm just trying to draw a conclusion



23        from the Witness' testimony.



24        BY MR. TUCCI:



25           Q.   Do you agree with me that you're not an

�



                                                            72





 1                expert in that particular area of clinical



 2                guidelines?  You're not a cardiologist.



 3                Correct?



 4           A.   (Unintelligible.)



 5   THE HEARING OFFICER:  Yeah, I was going to say I was



 6        going to allow it for the purpose of



 7        clarification.  I'm just going to ask both



 8        counsel, whenever there's an objection raised to



 9        allow me to respond to the objection.  Thanks.



10        BY MR. TUCCI:



11           Q.   Doctor, can you respond?



12           A.   I am not a cardiology expert, but I reviewed



13                many different guidelines for different areas



14                of clinical care.



15           Q.   All right.  So with respect to your general



16                familiarity with clinical guidelines and



17                their application in medicine as a general



18                proposition, would you also agree that as a



19                general matter it's important for that



20                clinical guidelines be updated when



21                necessary?



22           A.   I think the guidelines should be updated when



23                there's material change in the body of



24                evidence that supports a change in practice.



25           Q.   And would you agree that in some instances a
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 1                material change in the body of evidence could



 2                be as a result of advancements in medicine



 3                and the advent of new technology relating to



 4                the provision of that service?



 5           A.   Yes.



 6           Q.   Again, given your focus in your role with



 7                respect to quality assurance, I know you feel



 8                strongly that quality and safety are



 9                important factors that need to be accounted



10                for in the delivery of healthcare to



11                patients.



12                     Correct?



13           A.   Yes.



14           Q.   Would you also agree that in today's world in



15                the delivery of health care, that cost and



16                value of healthcare delivery are components



17                that should be taken into account in



18                considering how best to get health care to



19                the people of the state of Connecticut?



20           A.   Yes.



21           Q.   And in fact, you talked about that in your



22                prefiled testimony.  Don't you?  You -- you



23                referred to, in fact, some specific



24                initiatives that the Office of Health



25                Strategy has undertaken in the past several
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 1                years to do just that, to promote the



 2                improvement of healthcare value.  Right?



 3           A.   Yes, adherence to guidelines such as the ones



 4                from 2014 are associated with improvements in



 5                care, reduction in harm and reduction in



 6                inappropriate use.



 7           Q.   And so would you agree that where it's



 8                reasonably clear that minimum quality



 9                standards are being met, that it's also a



10                desirable goal to make sure that the health



11                care that is being delivered is being



12                delivered as cost effectively and cost



13                efficiently as possible.



14                     Right?



15   MR. MONAHAN:  Object to the form of the question.  I'm



16        not sure very candidly, with the question -- if I



17        may?  In whose judgment is it reasonably clear?



18   THE HEARING OFFICER:  Did you want to respond to the



19        objection, Attorney Tucci?



20   MR. TUCCI:  Thank you, Hearing Officer Mitchell.



21        BY MR. TUCCI:



22           Q.   I'm asking about this witness who is a



23                physician who's in the area of quality



24                assurance about what his judgment is about



25                the balance between quality and cost?
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 1           A.   Mr. Tucci, you -- you said, minimal quality



 2                standards.  My testimony pertained to



 3                consensus guidelines from three different



 4                societies.  I'm not sure what you mean by



 5                minimal quality standards.



 6           Q.   Okay.  I apologize.  It may be my ignorance



 7                in using the wrong terminology.  My question



 8                is really very simple.  All other



 9                things being equal, assuming that health care



10                is being delivered at the appropriate level



11                of quality and safety, would you agree that



12                it is also important to ensure that that



13                quality and safe care is delivered as cost



14                efficiently as possible?



15           A.   Yes, if you mean that the appropriate level



16                of quality of care equates with following



17                professional consensus guidelines.



18           Q.   Okay.  And so for example, in today's world



19                where we're looking to control healthcare



20                costs, one way that the overall cost of



21                health care could be reduced and delivered



22                more efficiently is to eliminate the running



23                of duplicative tests.



24                     Right?



25           A.   Yes.
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 1           Q.   And one way that the cost of health care



 2                could be streamlined and made more efficient



 3                would be to eliminate the emergency transport



 4                of patients if it was not otherwise necessary



 5                to do that.  Right?



 6   MR. MONAHAN:  Object to the form of the question.



 7   THE HEARING OFFICER:  Response, Attorney Tucci?



 8   MR. TUCCI:  Well, I'm -- Attorney Mitchell, I'm at a



 9        loss to understand what the objection to the form



10        of the question is, so (unintelligible).



11   MR. MONAHAN:  The form (unintelligible).  Hearing



12        Officer, if I may?  I will state why the form is,



13        in my view, inappropriate.



14   THE HEARING OFFICER:  Absolutely, yeah.



15   MR. MONAHAN:  The Witness has been testifying



16        repeatedly to the context of the consensus



17        document and the consensus requirements, yet the



18        questions seemed to tail off back into isolated



19        instances or hypotheticals without connecting the



20        Witness' prior statement.



21             So I want there to be -- the form of the



22        question to me suggests a gap and, perhaps



23        confusion on the record about the continuity of



24        this Witness' testimony.



25   THE HEARING OFFICER:  Attorney Tucci?
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 1   MR. TUCCI:  Thank you, Hearing Officer Mitchell.



 2             I don't think there's any gap at all.  I'm



 3        asking this witness who is a physician who is



 4        expert in the subject of quality assurance to give



 5        the Hearing Officer and OHS the benefit of his



 6        view on strategies that exist to balance both



 7        quality and cost.



 8             That exists generally in medicine and it can



 9        be applied specifically to the facts of this



10        hearing.



11   THE HEARING OFFICER:  Okay.  I'm going to allow a few



12        more questions on this issue as long as they're



13        not unduly repetitive.



14   MR. TUCCI:  This will be the last one, Hearing Officer.



15   THE WITNESS (Bhalla):  Can you repeat your question?



16        BY MR. TUCCI:



17           Q.   Doctor, my question is if we're talking about



18                achieving the goal of delivering health care



19                as cost efficiently as possible, would you



20                agree that where circumstances are



21                appropriate avoiding the unnecessary



22                emergency transport of a patient from one



23                facility to another would be one strategy to



24                help bring down the cost of health care?



25           A.   One who's focused solely on cost, that would
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 1                be correct, but the guidelines for 2014



 2                clearly state that in the interests of



 3                quality and safety, transfer is unnecessary



 4                if it can be achieved within 30 minutes.



 5                That's a situation where quality and safety



 6                outweigh any cost consideration.



 7           Q.   All right.  Doctor, you concluded your



 8                prefiled testimony with this statement.  I'm



 9                going to quote it to you.



10                     On behalf of Stamford Health you



11                indicated that Stamford Health, quote,



12                encourages OHS to continue to be guided by



13                science and not the business desires of



14                health systems.



15                     That was what you wrote in your prefiled



16                testimony.  Do you recall that?



17           A.   Yes.



18           Q.   So with respect to the performance of



19                elective PCI, if it could be reasonably



20                concluded that the performance of elective



21                PCI could be done safely at Norwalk Hospital



22                without surgical backup, do you agree that



23                that's an important factor that OHS should be



24                guided by, that -- that scientific factor?



25           A.   My comment pertained to the reasonableness of
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 1                the volume that's being proposed.



 2           Q.   I didn't ask you about what your comment



 3                pertained to.  I'm asking you now, you said



 4                in your testimony, your sworn testimony you



 5                submitted to OHS that OHS should be guided by



 6                science and not business desires.



 7                     Didn't you say that?



 8           A.   Yes.



 9   MR. MONAHAN:  May I object to the argumentative tone?



10        And the Witness gave a very reasoned answer to the



11        question to explain his answer.



12             And while Mr. Tucci may not be pleased with



13        the answer, I don't think that tone responds to



14        the Witness appropriately.



15   THE HEARING OFFICER:  I'm going to sustain.



16   MR. TUCCI:  Thank you, Hearing Officer Mitchell.



17             I apologize for my tone.  My wife often



18        reminds me that I need to be careful about that.



19        So let me just reask the question, because I think



20        it's fair cross-examination.



21             And I believe that, Hearing Officer Mitchell,



22        the purpose of cross-examination is not to elicit



23        explanation, but to elicit direct answers to



24        specific questions, which is all I was attempting



25        to do.
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 1        BY MR. TUCCI:



 2           Q.   So Doctor, if the evidence showed and it



 3                could be reasonably concluded that it was



 4                safe to do elective PCI procedures on



 5                patients at Norwalk Hospital even though



 6                there is no CABG surgical backup, do you



 7                agree that that is a factor that OHS should



 8                take into account?



 9           A.   Yes, if the safety is predicated on volume,



10                which is what the basis of safe -- the



11                ability to do this procedure safely is, that



12                a volume over 200 PCIs annually.  It should



13                be -- that's what the guidelines say.



14           Q.   So to modify my question then, if there was a



15                reasonable basis to conclude in your view



16                that that volume threshold was reasonably



17                attainable, you would think that you would



18                agree that that's an important factor for OHS



19                to be guided by in terms of being able to do



20                elective procedures without surgical backup.



21                     True?



22           A.   Yes, if it was reasonably attainable.



23           Q.   And if it was reasonably attainable, then you



24                would agree with me that Stamford Health's



25                business desire to retain elective PCI
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 1                procedures that formerly were transferred



 2                from Norwalk Hospital is -- would be a less



 3                important factor for OHS to consider even



 4                though it might result in Stamford Hospital



 5                losing some elective business.



 6                     Right?



 7   MR. MONAHAN:  Objective to the form.  Calls for



 8        speculation about what OHS may consider.



 9   THE HEARING OFFICER:  Attorney Tucci, any response on



10        the objection?



11   MR. TUCCI:  Respectfully Hearing Officer Mitchell, it



12        doesn't call for speculation at all.  It states a



13        factual premise and asks the Witness if that



14        factual premise is proven by the evidence, what



15        his reaction to it is.



16   THE HEARING OFFICER:  I'm going to allow it.



17   THE WITNESS (Bhalla):  My area is not the business



18        interests of Stamford Health.  It's clinical



19        affairs and quality.  In general it's shifting



20        volume from -- from one center to another will



21        result in of dilution of procedures across the



22        region.



23   MR. TUCCI:  Thank you very much.



24             Those are all my questions.



25   THE HEARING OFFICER:  Thank you, Dr. Bhalla.
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 1   THE WITNESS (Bhalla):  Thank you.



 2   MR. TUCCI:  Hearing Officer Mitchell, I'd request



 3        Dr. Bailey be available for cross-examination.



 4   MR. MONAHAN:  And just for clarification, can



 5        Mr. Bailey and Dr. Martin -- I don't know if you



 6        were going from one or the other?



 7   MR. TUCCI:  Yeah.  No, I apologize.  That was my



 8        mistake.  Thank you, Mr. Monahan.  I meant



 9        Mr. Bailey.



10



11                    CROSS EXAMINATION (Bailey)



12



13        BY MR. TUCCI:



14           Q.   Good morning, Mr. Bailey.  Can you hear me



15                okay?



16           A.   I can.  Good morning.



17           Q.   And good morning to you.  Now back on



18                September 25 of 2020 you testified in



19                opposition to the Greenwich Hospital CON for



20                the approval of elective PCI.  Correct?



21           A.   That is correct.



22           Q.   And you're here today opposing the Norwalk



23                Hospital CON request for approval to do



24                elective PCI.  Correct?



25           A.   That is correct.
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 1           Q.   In your prefiled testimony at page 2, at the



 2                bottom of page 2 -- and I'm just going to



 3                quote a portion of it.



 4                     You indicate, I am testifying today on



 5                behalf of Stamford Health in strong



 6                opposition to the application submitted by



 7                the Norwalk Hospital Association seeking



 8                authorization to establish elective



 9                percutaneous coronary intervention services



10                at Norwalk Hospital.



11                     Do you recall submitting that written



12                prefiled testimony?



13           A.   I do.



14           Q.   And are you aware that large portions of the



15                prefiled testimony that you submitted in



16                opposition to the Norwalk CON application are



17                word for word the same thing that you said



18                when you opposed the Greenwich PCI



19                application?



20   MR. MONAHAN:  I'm going to object.  Are you saying -- I



21        don't mean to be too picky.  Is it similar in



22        substance, or are you saying verbatim?



23        BY MR. TUCCI:



24           Q.   I'm asking you -- I'm asking the Witness.  I



25                think it was very clear, are you aware that
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 1                the portion of your testimony that I just



 2                quoted in virtually word for word is the same



 3                testimony that you gave when you opposed the



 4                Greenwich PCI application?



 5                     It's a very simple question.



 6           A.   I guess I can ask to clarify.  Are you asking



 7                about the words you just quoted being the



 8                same that were actually submitted in the



 9                previous, so whatever 40 words, that quote



10                you just stated?



11           Q.   Well, Mr. Bailey, I assume you read your



12                written prefiled testimony that you submitted



13                here in this proceeding.  Right?



14           A.   That's correct.



15           Q.   And so I'm asking -- my question then is, are



16                you aware that significant portions of the



17                written prefiled testimony that you've



18                submitted in this hearing substantially



19                mirror the same testimony that you gave in



20                writing in the proceeding seven months ago?



21                     That's all.



22           A.   So let me answer your question this way.  I



23                did not do a side-by-side page turn comparing



24                the two.  So I'm hard-pressed to be able to



25                answer/address your question to your --
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 1                probably your satisfaction.



 2                     But I would say in general, no I would



 3                not agree with you that it they are



 4                substantially the same.  In fact, I believe



 5                there are significant additional points that



 6                I point to in this overall submission.



 7                     Only I believe in ten points -- and if



 8                you would compare that to what I submitted



 9                before with the Greenwich application, there



10                was nowhere close to ten points given in



11                these.  No, I disagree with your assessment



12                of that.



13           Q.   All right.  Thank you very much.  So I assume



14                you would have no problem with the Office of



15                Health Strategy taking administrative notice



16                of your prior testimony and looking at it in



17                comparison with your testimony today.



18                     Correct?



19           A.   I believe our attorney has submitted that as



20                prefiled in his opening comments.  I think



21                that that's already been stated.



22           Q.   All right.  Now you -- among the points that



23                you have raised in opposition to the CON



24                application is a point that you made in your



25                written testimony and that you reiterated
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 1                orally here today.  Your believe that the



 2                Norwalk Hospital application has not



 3                adequately taken into consideration the other



 4                full-service cardiovascular programs in the



 5                region.  Correct?



 6           A.   That is correct.  I believe that is the



 7                missing statement -- or missing assessment.



 8           Q.   All right.  Now you acknowledge, do you not,



 9                that there are no elective PCI programs in



10                the Norwalk Hospital service area?



11           A.   Can you clear -- when you're saying, service



12                area, you, you're talking their primary



13                service area?  Or the adjacency as defined by



14                the State?



15           Q.   Well, I think the question was very clear,



16                Mr. Bailey.  And I'm actually -- if you need



17                clarification perhaps you could go to page 11



18                of your prefiled testimony?



19           A.   Yeah, I'm on page 11.



20           Q.   Let me direct you to Roman seven.



21                     Do you have that in front of you?



22           A.   That is correct.



23           Q.   While the Applicant states -- I'm quoting,



24                while the Applicant states that there are no



25                elective PCI programs within its proposed
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 1                service area.



 2                     Do you see that written statement in



 3                your prefiled testimony?



 4           A.   I do.



 5           Q.   You agree with what -- as a matter of fact,



 6                you agree, do you not, that there are no



 7                elective PCI programs within the Norwalk



 8                Hospital primary service area?  Correct?



 9   MR. MONAHAN:  I object.  You're asking him if he



10        stated -- I think you used the words, he referred



11        to the, what the applications state -- but maybe I



12        misunderstand what you say.



13   MR. TUCCI:  I'll ask the question again, Hearing



14        Officer Mitchell.



15        BY MR. TUCCI:



16           Q.   The Norwalk Hospital's application stating



17                that there are no elective PCI programs



18                within its primary service area, is that an



19                accurate statement?



20           A.   Yes, that is an accurate statement.



21           Q.   Now the four, the four programs that you



22                indicate that OHS should be concerned about,



23                those full-service cardiovascular programs,



24                one of those programs is Stamford Hospital.



25                     Correct?
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 1           A.   That is correct.



 2           Q.   And the other full-service cardiac programs



 3                would be Danbury Hospital which is part of



 4                the Nuvance system.  Right?



 5           A.   Yes.



 6           Q.   St. Vincent's Hospital, which is part of the



 7                Hartford HealthCare system.  Correct?



 8           A.   Yes.



 9           Q.   Bridgeport Hospital, which is part of the



10                Yale system.  Correct?



11           A.   Correct.



12           Q.   And so as I understand the gist of your



13                testimony, what you're concerned about is the



14                creation of what you would view to be



15                unnecessarily duplicative elective PCI



16                services in the face of these existing four



17                system programs that are in the region.



18                     Right?



19           A.   I believe you've articulated my point, yes.



20           Q.   And the -- in intervening in the proceeding



21                here today Stamford Hospital, would it be



22                fair to say, is advocating that OHS should



23                maintain the status quo with respect to the



24                ability to have elective PCI services



25                performed in the region as you've described
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 1                it.  Right?



 2           A.   I would characterize what I'm advocating for,



 3                as is Stamford Health is advocating for -- is



 4                that the State continue to enforce the



 5                already established regulatory requirements



 6                and follow what is prescribed within the



 7                state facilities and services plan.



 8           Q.   The current state of play in the area in



 9                which Stamford Hospital operates is that



10                patients who go to Norwalk Hospital and who



11                otherwise qualify for and need elective PCI



12                procedures, you're here on behalf of Stamford



13                Health advocating that those patients



14                continue to be transferred to some



15                alternative care center.



16                     Correct?



17           A.   I -- I would characterize what I would say is



18                I advocate that the State continue to follow



19                the consensus guidelines, which I believe



20                Dr. Bhalla and Dr. Martin have articulated.



21                A clinical perspective --



22           Q.   Mr. Bailey, excuse me.  I didn't ask you



23                about consensus guidelines.  I asked you a



24                question that simply calls for a yes or a no



25                answer.
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 1                     And the question is, is your position on



 2                behalf of Stamford Health that a patient goes



 3                to Norwalk Hospital today who otherwise



 4                medically qualifies to receive elective PCI



 5                should get transferred to an alternative care



 6                site that is approved to perform PCI, an



 7                elective PCI?  Yes or no?



 8   MR. MONAHAN:  I'm going to object.  That is a slightly



 9        different question, and the question has been



10        asked and answered.



11   THE HEARING OFFICER:  I just want to make sure I'm



12        clear.  Let me just let Attorney Tucci respond,



13        and I just want to make sure I'm clear on the



14        objection.



15             But go ahead, Attorney Tucci.



16   MR. TUCCI:  Yeah, Hearing Officer Mitchell.  I'm simply



17        again attempting to understand the basis for the



18        Intervener's opposition.



19             And I did not ask the Witness a question



20        about the Witness' opinion or view regarding



21        standards or guidelines, or what have you.  I'm



22        asking about circumstances relating to the actual



23        delivery of healthcare.  I don't think that's a



24        hypothetical question.  I don't think it calls for



25        speculation.

�



                                                            91





 1             And it appears I'm having difficulty getting



 2        answers to basic factual questions.



 3   THE HEARING OFFICER:  Let me ask Attorney Monahan, how



 4        is the question different?  I think you said that



 5        that was one of your objections.



 6   MR. MONAHAN:  Because this Witness is not a clinician,



 7        and this Witness has couched every answer in



 8        relation to that type of factual question with the



 9        basis of his expertise which goes to the policy



10        and the procedures that surround why patients are



11        transferred, not purely to the clinical needs.



12             And that question --



13   MR. TUCCI:  (Unintelligible.)



14   MR. MONAHAN:  And that -- let me finish.  And that



15        question included a hypothetical that the PCI



16        would be reasonably be able -- would be able to be



17        performed.  And based on what this Witness has



18        said, that is not his testimony in light of the



19        standards that govern elective PCI.



20   MR. TUCCI:  May I be heard on that objection, Hearing



21        Officer Mitchell?



22   THE HEARING OFFICER:  Yes.



23   MR. TUCCI:  If the position of counsel for Intervener



24        is that the Witness who's currently under oath and



25        is testifying, and is not a clinician, and is not
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 1        qualified to speak about clinical issues relating



 2        to cardiovascular care, then I would move to



 3        strike his prefiled testimony in all areas where



 4        the Witness has given opinions about how to



 5        interpret the professional guidelines of various



 6        societies, and what those standards are, and



 7        expressing opinions as a non-physician about what



 8        appropriate care and safety guidelines are for the



 9        delivery of cardiovascular care.



10             Move to strike.



11   MR. MONAHAN:  Well, I'm told I can be heard.



12   THE HEARING OFFICER:  Go ahead.  Go ahead, Attorney



13        Monahan.



14   MR. MONAHAN:  Ms. Mitchell, we all know that this



15        application involves clinical and nonclinical



16        expertise.  It involves public policy, legislative



17        issues, administrative action, cost savings across



18        the board.



19             Not only doctors are qualified to testify in



20        this proceeding, and indeed I don't know how many



21        physicians, with all due respect, are sitting on



22        the OHS panel.  So if that question was if that



23        objection had any merit then we would only have to



24        have physicians listening to this and presiding



25        over this hearing.
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 1             This Witness has every right to testify.  If



 2        Mr. Tucci wants to hear the basis for his, this



 3        Witness' opinion, why doesn't he just say, please



 4        give me the basis for your opinion?



 5   THE HEARING OFFICER:  What about the motion to strike



 6        all of his prefiled testimony that relates to --



 7   MR. MONAHAN:  I object to that strenuously.  It would



 8        be an egregious error, and it would be -- I think



 9        an absolute injustice.



10   THE HEARING OFFICER:  So I'm just going to say with



11        regard to the motion to strike, I mean, this is an



12        administrative hearing.  So when we look at the



13        record we weigh all of the evidence accordingly.



14             And with regard to the objection, I'm going



15        to allow Attorney Tucci to just go ahead and ask



16        the question once more.  And then I'm going to ask



17        the Witness just respond to the question as



18        directly as possible.



19   MR. TUCCI:  Thank you.  Mr. Bailey, I'll try to state



20        the question as simply as possible.



21        BY MR. TUCCI:



22           Q.   Is it Stamford Health's position that



23                patients who otherwise receive care today at



24                Norwalk Hospital and who qualify for elective



25                PCI should continue to be required to go to
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 1                alternative care sites to get that care?



 2           A.   Yes, our position is that they should



 3                continue to follow the established



 4                guidelines.



 5           Q.   In your Prefiled testimony you generally



 6                speak about the Norwalk Hospital CON proposal



 7                and it's potential impact or threat to the



 8                existing four, four full-service programs in



 9                the region as you defined it.



10                     Is it your opinion that the Norwalk



11                Hospital CON request threatens the ability of



12                the four regional programs we've discussed to



13                continue to meet their PCI volume thresholds?



14           A.   Can you point me to just -- just to point



15                me where you're at in my prefiled testimony



16                so I can refresh my memory where you're



17                reading from?



18           Q.   You can take a look -- I wasn't reading, but



19                you can take a look at page 13 of your



20                prefiled testimony.



21           A.   Sure.  Okay.



22                     And I hate to ask you to restate the



23                question.  I was combing through my paper



24                just reviewing that.



25           Q.   Well, sure.  Why don't you focus on page 13,
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 1                Mr. Bailey.  And you have a chart there.



 2                Right?  And right below the chart I'll read



 3                portions of your prefiled testimony.



 4                     Partially quoting, quote, the only way



 5                for Applicant to achieve its projected



 6                volumes is to divert patients from existing



 7                providers already serving the market.



 8                     There you're referring to the four



 9                system programs that you identified earlier



10                in your testimony.  Correct?



11           A.   That's correct.



12           Q.   And then later on in your written remarks you



13                have a sentence that begins, recent efforts



14                to increase elective PCI programs.



15                     Do you see that sentence?



16           A.   Yes, that's correct.



17           Q.   And you go on to state in that sentence that



18                these efforts to expand elective PCI, quote,



19                all -- among other things, quote, all



20                threaten the ability of existing programs to



21                continue to meet PCI volume thresholds, end



22                quote.



23                     Have I read that accurately?



24           A.   You have.



25           Q.   And so my question is, is it your testimony
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 1                that the Norwalk Hospital CON request raises



 2                a serious threat to the ability of Stamford



 3                Hospital, Danbury Hospital, Bridgeport



 4                Hospital, St. Vincent's Hospital to continue



 5                to meet what you believe to be adequate PCI



 6                volume thresholds?



 7           A.   I believe that based on the fact that the



 8                market has already seen declines, as I stated



 9                in my written testimony and as I gave in my



10                introductory comments, and the fact that



11                there is a continued projection of decline in



12                the service area that we know for at least



13                the Norwalk Hospital service area -- that



14                yes, the only way for those volumes to be met



15                would be to have a declining impact, a



16                negative impact to volumes that are going to



17                other facilities within -- within this



18                30-mile radius.



19           Q.   Do you mean that you believe approval of this



20                CON would pose a threat to those four



21                programs to meet minimum volume thresholds?



22           A.   So I -- I believe that the question you're



23                asking me would cause me to speculate about



24                what exactly -- how those volumes would go



25                and the total number of cases by certain
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 1                geographic regions, by certain hospitals.



 2                     So I'm not sure I can answer your



 3                question with a, cause them to go below the



 4                threshold number.



 5                     But what I can answer for you is, that



 6                yes, I do believe it would have negative and



 7                adverse impacts on their volumes, and it



 8                could potentially impact there, their overall



 9                threshold volumes.



10           Q.   So even though -- so you can't speculate, but



11                you believe that potentially could impact.



12                     Correct?



13           A.   I believe I answered the question on that,



14                yes.



15           Q.   All right.  Let's turn to some numbers,



16                please.  Please look at the CON application



17                page 15 and 16?



18           A.   Just allow me, if I can, to get that



19                application, because I don't have it in front



20                of me?



21   MR. MONAHAN:  Can you read me the pages of the



22        application?



23   MR. TUCCI:  CON application pages 15 and 16.



24   THE WITNESS (Bailey):  I have them in front of me.



25
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 1        BY MR. TUCCI:



 2           Q.   All right.  If I could just direct your



 3                attention to the bottom of page 15 and then



 4                over to the top of page 16.  I want to ask



 5                you a few questions about the data that



 6                appear there.



 7           A.   Yeah, I've got it.  Yeah, I've got it.



 8           Q.   So at this portion of the application Norwalk



 9                Hospital has listed patient transfer data for



10                a period of August 1, 2019, to March 19th of



11                2020 for patients that were transferred from



12                Norwalk Hospital because they required some



13                type of follow-up cardiac clinical care.



14                     Do you see that?



15           A.   I do see that.



16           Q.   And the data that Norwalk Hospital presented



17                showing that during that seven-month or so



18                period, 13 patients who presented to Norwalk



19                Hospital ended up being transferred to



20                Bridgeport Hospital, which is part of the



21                Yale system.



22                     Right?



23           A.   I see that noted here.



24           Q.   And to state the obvious, Bridgeport Hospital



25                in the Yale system have not intervened to
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 1                oppose this CON application.  Right?



 2           A.   I -- I believe that to be factually true



 3                based on what Hearing Officer Mitchell opened



 4                up with her comments.



 5           Q.   And the data further show that during that



 6                seven-month period there were 55 patients who



 7                were required to go to St. Vincent's



 8                Hospital, or who elected to go to



 9                St. Vincent's Hospital because they couldn't



10                get cardiac care at Norwalk Hospital.



11                     And you would agree with me as a matter



12                of fact that St. Vincent's as part of the



13                Hartford Health system did not request



14                intervener status to oppose Norwalk



15                Hospital's request for elective PCI.



16                     Correct?



17           A.   I -- I honestly can't speak whether they



18                requested it, but I -- I do know that they



19                were not granted an intervener status based



20                again on what Hearing Officer Mitchell



21                stated.



22           Q.   Okay.  And during the same seven-month time



23                period a total of six patients who could not



24                receive follow-up coronary cardiovascular



25                care at Norwalk Hospital ended up going to
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 1                Stamford Hospital.  Right?



 2           A.   I see that's what's stated here, yes.



 3           Q.   One of the things that you have talked about



 4                is the PCI procedure data that has been the



 5                subject of this application, and you -- you



 6                included some information concerning Stamford



 7                Hospital's experience with PCI procedures in



 8                your prefiled testimony.



 9                     Correct?



10           A.   I'm not sure I know exactly what question



11                you're asking about.  What we've cited in our



12                prefiled testimony about Stamford Hospital's



13                procedure volume?



14           Q.   Okay.  Well, I'm asking about your prefiled



15                testimony and --



16           A.   Yeah, yeah.



17           Q.   And in particular to assist you, I'd ask you



18                to go to page 12 of the testimony you



19                submitted?



20           A.   Okay.



21           Q.   And you put a chart in your prefiled



22                testimony at the top part of the page which



23                you've described with the label, regional PCI



24                trends.  Do you see that?



25           A.   I do.
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 1           Q.   And it shows for example in fiscal year 2019



 2                that the total inpatient and outpatient PCI



 3                procedures done at Stamford hospital were



 4                477.  Right?



 5           A.   I would -- I would agree with you, yes.



 6           Q.   And you also reported for fiscal year 2020 a



 7                total of your inpatient and outpatient PCI



 8                procedures at 388.  Right?



 9           A.   Yes.



10           Q.   And 2020 was the year that all of us were



11                required to stay home starting in March when



12                the pandemic hit.  Do you agree with that?



13           A.   I do agree that was when the pandemic hit.



14           Q.   All right.  And so if we look back at the



15                experiential data from the seven-month period



16                that we talked about earlier in terms of



17                patients from the Norwalk service area, from



18                August of 2019 to March of 2020, you agree



19                with me that there were a total of six



20                patients who ended up going to Stamford



21                Hospital for some form of further



22                cardiovascular care.



23                     Right?



24           A.   That's correct.



25           Q.   And as a matter of simple math, if that
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 1                experiential data was consistent throughout



 2                the course of time, the reduction of six or



 3                ten, or twelve PCI procedures coming from the



 4                Norwalk service area would not have in any



 5                way a material impact on Stamford Hospital's



 6                ability to maintain a high-quality PCI



 7                intervention program.



 8                     Would you agree with that?



 9           A.   The way I answer you question is --



10           Q.   Well, I asked you -- I'm sorry, sir.



11                     I asked you a very simple question that



12                is based on the numbers that we've all just



13                talked about.  And so I'm asking you very



14                simply, do you agree, yes or no, that a



15                reduction going forward of as many as a dozen



16                cases, let's just say, from what your



17                existing volume trends are for PCI would not



18                have a materially adverse effect on your



19                health systems' ability to maintain volume



20                thresholds?



21   MR. MONAHAN:  May I object to the interruption of the



22        Witness' answer -- and allow the Witness to answer



23        as he sees best to answer that question?



24   THE HEARING OFFICER:  I'm going to direct him to answer



25        the specific question yes or no.  If there's any
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 1        followup, then Attorney Monahan, you can make that



 2        followup.



 3   MR. MONAHAN:  Okay.  Thank you.



 4   THE WITNESS (Bailey):  So to answer your question based



 5        on the math you presented, then no.  That would



 6        not have a material impact based on the math you



 7        presented.



 8   MR. TUCCI:  All right.  I'm now trying to move along



 9        here, but I want to cover some of the other sort



10        of highlighted areas that I understood from your



11        written prefile and your remarks under oath here



12        today.



13        BY MR. TUCCI:



14           Q.   And as I understand it, a fair



15                characterization of one of the other concerns



16                that you have raised is that the Office of



17                Health Strategy should be concerned about a



18                declining PCI volume and what you



19                characterize as the region.



20                     And for purposes of our discussion we'll



21                talk about the region meaning the four



22                full-service programs that we talked about



23                earlier.  Am I right that that's one of the



24                concerns that you raised?



25           A.   It is absolutely correct.
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 1           Q.   Okay.  Do you believe that within a



 2                geographic -- have you seen, do you believe



 3                that within a geographic region that there



 4                may be factors that apply to particular



 5                institutions, or a particular location within



 6                that region that could influence procedure



 7                volume in a way that may be different when



 8                you look at the region as a whole?



 9           A.   I -- I'm sorry.  I have no idea what the



10                question actually -- is trying to ask me to



11                provide a opinion on it.



12           Q.   All right.  Okay.  Let's look at your chart



13                on page 12, sir.



14                     Do you have it in front of you?



15           A.   I do.



16           Q.   You've defined the region that you would like



17                OHS to focus on to be comprised of



18                Bridgeport, Danbury, St. Vincent's and



19                Stamford Hospital's.  Correct?



20           A.   That's correct.



21           Q.   You've shown for fiscal years 2016 through



22                fiscal year 2020 what the actual volume



23                numbers are for PCI for those different



24                institutions.  Correct?



25           A.   Yes.
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 1           Q.   And you're asking OHS to draw conclusions



 2                about what you believe are regional trends



 3                shown by that PCI volume.  Correct?



 4           A.   I believe what I'm trying to do here is to



 5                demonstrate that there is a decline that has



 6                been noted here that falls in line with what



 7                has also has been projected in the state as



 8                well as other national trends.



 9           Q.   When you look at the region as a whole.



10                Correct?



11           A.   Yes, when we look at the region whole --



12                holistically here I think we've -- we've



13                cited the -- I've cited the percentage



14                decreases.



15           Q.   All right.  Now, sir, I'd ask you to look at



16                your chart at the top line for Bridgeport



17                Hospital.



18                     Do you have that data in view?



19           A.   I do.



20           Q.   Would you agree with me that for fiscal year



21                2016 Bridgeport Hospital reported a total PCI



22                inpatient/outpatient volume of 288?



23           A.   That's correct.



24           Q.   In fiscal year '27 [sic] Bridgeport Hospital



25                had a total PCI volume of 349.  Correct?
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 1           A.   That's correct.



 2           Q.   In 2018 Bridgeport Hospital reported a total



 3                inpatient/outpatient PCI volume of 390.



 4                Correct.



 5           A.   Correct.



 6           Q.   In 2019, for that fiscal year Bridgeport



 7                Hospital reported a total



 8                inpatient/outpatient PCI volume of 489.



 9                     Correct?



10           A.   Yes, that's correct.



11           Q.   So from 2016 to the four-year period ending



12                in 2019 is a matter of simple mathematics,



13                sir, do you agree that the PCI volume at



14                Bridgeport Hospital part of the region that



15                you've defined increased by 200 cases?



16           A.   I would agree it's increased by 201



17                increases, as I reported.



18           Q.   Thank you.



19                     Moving along, sir, again I think one of



20                the sort of major topic areas that you



21                presented was a concern about the granting of



22                the CON application potentially having an



23                adverse effect on the financial strength of



24                what I think you characterized in your



25                prefiled testimony at page 6 as the overall
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 1                healthcare system in the state.



 2                     Is that, in fact, a concern that you



 3                have expressed to the Office of Health care



 4                Strategy?



 5           A.   Yes, it is in fact a concern.



 6           Q.   Can you point me to any data in the 13 pages



 7                of your prefiled testimony that shows how



 8                allowing elective PCI at Norwalk Hospital



 9                will jeopardize the financial health of any



10                Hospital in Connecticut?



11           A.   I -- I do not have any, any data in my --



12                that points to an impact on a hospital, but I



13                do believe and what my point is here is that



14                the impact is to the statewide health system.



15                     And when we increase operating expenses



16                as stated and proposed by Norwalk Hospital



17                here at 1.08, 1.3 and 1.6 million; anytime a



18                healthcare system increases costs in their



19                operating basis or capital, it has a



20                deleterious effect on the overall cost of the



21                healthcare system holistically.



22                     Those costs are passed on elsewhere and



23                it has impacts that are oftentimes hard to



24                immediately define.



25           Q.   All right.  Mr. Bailey, I'm a little confused
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 1                by that.  I'm not a chief operating officer,



 2                but I did note that you noted that if this



 3                CON were approved that Norwalk Hospital would



 4                experience some additional cost.  That's the



 5                point you were making.  Correct?



 6           A.   That's the point I am calling out that was



 7                based in their worksheet that they submitted.



 8           Q.   Right.  And that would be the costs



 9                associated with providing more services to



10                patients than Norwalk was previously allowed



11                to provide because of CON restrictions.



12                     Right?



13           A.   That's correct.



14           Q.   So presumably if Norwalk Hospital is



15                providing services that it was previously not



16                allowed to provide, you would agree with me



17                as a basic elementary manner they would be



18                able to charge for those services, at least a



19                portion of it?



20   MR. MONAHAN:  Object to the form.



21   THE HEARING OFFICER:  Attorney Tucci?



22   MR. TUCCI:  Yes?



23   THE HEARING OFFICER:  I just wanted to see if you had



24        any response to the objection.



25   MR. TUCCI:  No, I don't, because I think it's fairly
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 1        clear that when -- the question I'm asking the



 2        Witness who is -- I think has financial expertise,



 3        is that you're investing cost and providing



 4        services, the idea is you're going to generate



 5        revenue and revenue offsets cost.



 6   THE HEARING OFFICER:  Attorney Monahan, any response?



 7   MR. MONAHAN:  Well, I believe that Attorney Tucci



 8        introduced the concept of charges, which was not



 9        the thrust of what the testimony was, and what the



10        answer to the question was.  So I think the thrust



11        of the questions that led up to that and the



12        answers dealt with increased costs for services



13        that would be duplicating others.



14             So I think there -- I think that there was --



15        the charge is, I believe, was an inappropriate



16        form of that question and followup to the line of



17        questioning that is being presented.



18   MR. TUCCI:  Hearing Officer Mitchell, I'm sorry.  I'm



19        trying to really make this as simple as possible.



20        The Witness testified about cost, and that we



21        reported that there would be increased cost.



22             I'm simply asking a basic elemental question



23        about the concept of increased costs associated



24        with allowing more procedures to be done, and if



25        more procedures are being done, therefore revenue
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 1        is generated.  I don't think that's a



 2        controversial concept or one that's hard to



 3        understand.



 4   THE HEARING OFFICER:  All right.  I'm going to allow



 5        it.



 6   THE WITNESS (Bailey):  Would you mind restating your



 7        question?



 8   MR. TUCCI:  You know what?  I'm going to move on.



 9        BY MR. TUCCI:



10           Q.   All right.  Now I am going to spend some time



11                on this next topic, Mr. Bailey, because I



12                think it's one that you have provided some



13                extensive discussion around.  And that's the



14                issue of volume projections.  Right?



15                     You would agree that the substance of



16                your testimony here today is that you would



17                like OHS to conclude that the projected



18                volume figures that Norwalk Hospital has



19                presented are not backed up by what you



20                describe as empirical evidence.  I believe



21                you use that term at page 10 of your prefiled



22                testimony.



23           A.   Yes, that's correct.



24           Q.   That is right?



25           A.   That's correct.
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 1           Q.   All right.  And I assume as part of your



 2                preparation for coming here today to testify



 3                you reviewed Norwalk Hospital's response to



 4                the OHS hearing issues which set forth



 5                information concerning recent utilization.



 6                      Did you review that?



 7           A.   I did.



 8           Q.   And in reviewing that you would agree with



 9                me, would you not, that those responses



10                reported empirical information for fiscal



11                year 2021, actual to date and projected



12                showing annualized volume of 108 cardiac cath



13                cases and 82 primary PCIs?



14                     That's what the empirical information is



15                that was set forth in the response that my



16                client submitted to OHS.



17                     Would you agree with that?



18           A.   Before I answer your question I'd just like



19                to be able to be able to point you to the



20                information so that I, as being under oath as



21                you pointed out, I answer it correctly.



22           Q.   Sure.



23           A.   So you're referring to the table Norwalk



24                Hospital cardiac cath, the piece how the



25                cases trend.  I don't have a page number on
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 1                it -- where it has FY '21 annualized 108 plus



 2                92 adds up to 190?



 3           Q.   Yes.



 4           A.   I see that.



 5   MR. TUCCI:  Hearing Officer Mitchell, if you could just



 6        give me a moment?  I need to locate another



 7        document.



 8   THE HEARING OFFICER:  Absolutely.



 9   THE WITNESS (Bailey):  I'm going to take a moment to



10        get a drink of water if that's okay?



11   THE HEARING OFFICER:  That's okay.



12



13                 (Pause:  12:35 p.m. to 12:37 pm.)



14



15   THE HEARING OFFICER:  I'm just going to note that my



16        colleague Brian Carney was having some technical



17        problems, and he is trying to assess the hearing



18        again.



19             So I'm just going to ask that we wait until



20        he is back because he controls a lot of the



21        functions related to muting and monitoring



22        individuals who want to speak when I can't see



23        them.  So I'm just going to ask that we hold on



24        just for another minute or two until he's back.



25
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 1                 (Pause:  12:37 p.m. to 12:41 pm.)



 2



 3   THE HEARING OFFICER:  Okay.  So we can go ahead and



 4        resume.  I'm just thinking before you continue



 5        with your questions, I'm wondering if both counsel



 6        would be amenable to taking a break at one



 7        o'clock?



 8   MR. TUCCI:  That's perfectly fine.



 9   THE HEARING OFFICER:  Okay.  I just didn't want to



10        interrupt your flow if you wanted to continue on.



11             But is that okay, Attorney Monahan?



12   MR. MONAHAN:  Absolutely okay.



13   THE HEARING OFFICER:  Okay.



14   MR. TUCCI:  Hearing Officer Mitchell, I'm ever the



15        internal optimist.  I only have a little bit



16        longer for Mr. Bailey.



17   THE HEARING OFFICER:  Okay.



18   MR. TUCCI:  I was thinking I might be able to wrap up



19        the last cross-examination.  I'm not sure I can do



20        it precisely by one.



21             So maybe what makes the most sense to do is



22        just finish with Mr. Bailey and then take a break



23        when we're done with him.  And if that's



24        acceptable?



25   THE HEARING OFFICER:  That works for me.  What about
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 1        you, Attorney Monahan?



 2   MR. MONAHAN:  That works for me, too.



 3   THE HEARING OFFICER:  Okay.  All right.  So you can



 4        proceed when you're ready.



 5   MR. TUCCI:  Thank you.



 6        BY MR. TUCCI:



 7           Q.   All right, Mr. Bailey.  We're back.



 8           A.   Yes, we are.



 9           Q.   And we were chatting before the break about



10                the data, empirical information presented in



11                Norwalk Hospital's responses to the OHS



12                public hearings list -- public hearing



13                issues, and I'd ask you just to go back to



14                that page.



15                     And I want to direct your attention to



16                the graph pertaining to Danbury Hospital



17                cardiac cath and PCI case trends.



18                     Do you see that?



19           A.   I do see that.



20           Q.   And this is a particular set of data reported



21                for fiscal years '17 through '20, and then



22                fiscal year '21 for approximately the first



23                six months.  Right?



24           A.   That's what it states, yes.



25           Q.   Right.  And of course you know that Danbury
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 1                Hospital is approved to provide both primary



 2                PCI services to patients, but also elective



 3                PCI services to patients.  Right?



 4           A.   I do know that.



 5           Q.   And looking at the various data that's



 6                reported as Danbury Hospital's actual case



 7                experience, I want to go through each of the



 8                fiscal years with you and look at primary PCI



 9                and elective PCI in each of these years and



10                talk to you about what that empirical



11                information shows.



12                     So focusing your attention on fiscal



13                year 2017 you would agree with me that



14                Danbury Hospital reported 88 primary PCI



15                cases in 2017, and a total of 329 elective



16                PCI cases in that same fiscal year.  Correct?



17           A.   Yes, I see that written in the chart there.



18           Q.   So in looking at the relationship between the



19                number of primary cases versus the number of



20                elective cases, there are about four times as



21                many elective cases.  Right?



22           A.   I am following that simple math, yes.



23           Q.   Okay.  And for 2018 we'll do the same thing.



24                Do you see that Danbury Hospital reported 63



25                primary procedures and a total of 302
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 1                elective procedures?



 2                     And you would agree with me that the



 3                ratio there is approximately five times as



 4                many elective cases as primary PCI cases.



 5                     Right?



 6           A.   I am following your math, yes.



 7           Q.   And for 2019 the data show that Danbury



 8                Hospital's actual experience was 79 primary



 9                PCI procedures for patients, as compared with



10                367 elective PCI procedures performed on



11                patients in that fiscal time period.



12                     And again, we're talking roughly about



13                five times as many elective cases as primary



14                cases.  Right?



15           A.   You're on FY '19?



16           Q.   Yes.



17           A.   Yes, I would.  That's probably more around



18                four times that volume, but yes.



19           Q.   I apologize.  I'll go with your rounded



20                number.  Agreed.



21                     And again, to complete the exercise with



22                regard to the fiscal year 2020, what that



23                data show is that Danbury Hospital performed



24                primary PCI procedures on 76 patients, as



25                compared with elective PCI procedures for a
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 1                total of 339 patients.



 2                     And again, we're roughly in that



 3                approximate four times ballpark right?



 4           A.   Yes.  I'm following your math, yeah.



 5           Q.   Do you believe that the trending data for



 6                Danbury Hospital showing the relationship



 7                between the number of primary PCIs and



 8                elective PCIs roughly mirrors the experience



 9                that you note to be the case at Stamford



10                Hospital?



11           A.   I have not done the math to do a comparative



12                analysis.  I cannot answer your question.



13           Q.   Well, have you, in getting ready for this



14                hearing that we're here for today, did you



15                take a look at what Stamford Hospital's



16                breakdown was in terms of the number of



17                primary cases versus elective cases?



18   MR. MONAHAN:  Asked and answered.



19   MR. TUCCI:  No, it hasn't been asked and answered.



20        It's the first time I've asked the question,



21        Hearing Officer Mitchell.



22   THE HEARING OFFICER:  I'm going to allow for it.



23   THE WITNESS (Bailey):  So certainly we looked at our



24        most recent data of elective PCIs, and we've also



25        looked at our primary PCIs, as we do on a regular
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 1        basis as just doing business.



 2             I have not done the math.  I would not be



 3        able to cite, you know, what I believe was your



 4        original question, was whether this follows a



 5        similar trend.  Quite frankly, it simply did not



 6        do the math to know if that is the case.



 7        BY MR. TUCCI:



 8           Q.   That's fine.  Let me break it down a little



 9                bit more.  Let's go.



10                     Let's go to page 12 of your prefiled



11                testimony.



12                     Do you have it in front of you?



13           A.   I do.



14           Q.   You reported data for Stamford Hospital in



15                the chart.  Correct?



16           A.   That is correct.



17           Q.   And the data you reported concerned the



18                actual performance of PCI procedures in



19                Stamford Hospital, for example, in fiscal



20                year 2017?



21           A.   Correct.



22           Q.   Right?  You reported it and you reported it



23                based on whether the procedure was done



24                inpatient or outpatient, but nevertheless you



25                reported a total number of PCI procedures
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 1                performed at your institution at 592.



 2                     Correct?



 3           A.   That is correct.



 4           Q.   How many were elective?  And how many were



 5                primary?



 6           A.   I -- I do not have that answer.  I don't have



 7                that, that information.



 8           Q.   When you're sitting in Stamford Hospital do



 9                you have that data available?



10           A.   I do not have it in front of me at the



11                moment.



12           Q.   Where it is?



13   MR. MONAHAN:  Hearing Officer, if there would be a



14        request for a late file we certainly can prepare



15        it, but we do not have it here in front of us.



16   THE HEARING OFFICER:  If they don't have it, you know



17        they can't produce it at this moment.  Maybe we



18        will file a request for a late file, but that is



19        going to be up to me after I determine what we



20        need from the team.



21             I'm going to ask that we move on.



22   MR. TUCCI:  So I'll continue.



23        BY MR. TUCCI:



24           Q.   So Mr. Bailey, you've indicated that in



25                getting ready for today's hearing you didn't
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 1                do the math in terms of a breakout between



 2                the number of primary cases done at Stamford



 3                Hospital versus the number of cases done



 4                electively for percutaneous coronary



 5                intervention.  Right?



 6           A.   That is how I answered that question, and



 7                there's no reason for which I would do that



 8                calculation.



 9           Q.   Have you ever been involved in or done a



10                similar calculation in the past?



11           A.   I -- can you -- are you speaking about PCI



12                procedures?  Or are you just talking about



13                doing a ratio?



14           Q.   Yeah.  No, it's very simple.  I don't mean to



15                overcomplicate this.  My question is very



16                simple.



17                     At any time in the past have you ever



18                been involved in, or do you know of any



19                existing breakdown showing in a fiscal year



20                how many primary PCI cases Stamford Hospital



21                did and how many elective PCI cases Stamford



22                Hospital did?



23           A.   I have not -- I have been in any previous



24                conversation where we calculated a ratio of



25                what our PCI is.  I've never -- I have not
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 1                seen any data in front of me to their doing



 2                that -- or doing this calculation.  We have



 3                no, again -- we go back to we don't have



 4                basis on why we would do that calculation.



 5           Q.   All right.  You obviously agree with me that



 6                you did participate in and testify as an



 7                intervener in opposing the Greenwich Hospital



 8                CON for elective PCI.  Correct?



 9           A.   That's correct.



10           Q.   And in your, in Stamford's Health's capacity



11                as an intervener in the Greenwich Hospital



12                CON request for elective PCI, Stamford



13                Hospital submitted a late file in that



14                proceeding showing a breakdown in 2017 of



15                primary versus elective PCI procedures,



16                showing that you did six times as many



17                elective PCIs as primary.



18                     Are you aware of that?



19           A.   I don't have my -- I don't have my



20                prefiled test -- or the testimony or the



21                transcript in front of me from that hearing.



22                So --



23           Q.   Are you aware that in 2018 Stamford's



24                Hospital experience was that it did 51



25                primary PCIs and 335 elective PCIs, or six
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 1                times as many elective as primary?



 2           A.   Again, I don't have the data in front of me.



 3                So it's impossible for me to be able to



 4                answer your question.  I'm sorry.



 5           Q.   Are you aware in 2019 Stamford Hospital



 6                reported doing an actual number of 65 primary



 7                PCIs, and a total of 337 elective PCIs, or



 8                approximately five times as many elective



 9                procedures as primary?



10   MR. MONAHAN:  Hearing Officer, may I just?  And I'm not



11        doubting what is being read, but can we just --



12        can I just understand what it is that Attorney



13        Tucci is reading from so that we can understand



14        where the numbers are coming from?



15   MR. TUCCI:  I'm reading from --



16   THE HEARING OFFICER:  I believe this -- oh, go ahead.



17   MR. TUCCI:  Hearing Officer, I apologize.  I didn't --



18   THE HEARING OFFICER:  No, no, no.  I believe that this



19        is from the Greenwich hearing, prefiled testimony



20        from that -- but go ahead, Attorney Tucci.



21   MR. TUCCI:  Yes, your understanding is correct, Hearing



22        Officer Mitchell.



23   THE WITNESS (Bailey):  So again, Attorney Tucci, I



24        don't have the information in front of me on any



25        of the years that you might cite.  So it's
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 1        impossible for me to answer your question.



 2        BY MR. TUCCI:



 3           Q.   What about fiscal year 2020, last year?  Do



 4                you know what those numbers were?



 5           A.   I do not.



 6           Q.   Well, let me refresh your memory.



 7                     In 2020 your institution reported doing



 8                54 primary PCIs and 255 elective PCIs, again



 9                approximately five times as many elective



10                procedures as primary procedures.  You don't



11                recall that?



12           A.   I don't recall the specifics of the data.



13   MR. TUCCI:  I have no more questions for this Witness.



14   THE HEARING OFFICER:  All right.  So let me just ask --



15   MR. MONAHAN:  May I have --



16   THE HEARING OFFICER:  Oh, go ahead.  Was that you,



17        Attorney Monahan?



18   MR. MONAHAN:  Yes.  I apologize.  I was raising my



19        hand.



20   THE HEARING OFFICER:  No, that's okay.  That's okay.



21   MR. MONAHAN:  Do I have the opportunity to just ask a



22        couple of questions on redirect?



23   THE HEARING OFFICER:  Yes.



24   MR. MONAHAN:  Thank you.



25
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 1                   REDIRECT EXAMINATION (Bailey)



 2



 3        BY MR. MONAHAN:



 4           Q.   Mr. Bailey, there were a number of questions



 5                about the charts in your testimony, your



 6                prefiled testimony in this matter on page 12



 7                in connection with the regional PCI trends.



 8                     Do you recall that line of questioning



 9                where I made an objection, it was overruled



10                and then you were asked to answer the



11                question?



12           A.   I do recall.



13           Q.   Was there a point during that line of



14                questioning that you had any reason to



15                describe something greater than what was in



16                that chart in the section seven as a whole?



17           A.   Yeah.  So I believe what I was trying to get



18                to, section seven which really speaks to the



19                aspects of the full-service cardiovascular



20                programs in a declining market is when we --



21                it's impossible to really separate out all



22                the full-service programs in and of itself.



23                     And then when you're looking at multiple



24                full -- multiple hospital systems applying



25                for bringing in low-volume PCI programs
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 1                without the on-site cardiac surgery, it's



 2                impossible to fully comprehend the ripple



 3                effect that could occur in a situation where



 4                there would be deleterious effects on the



 5                volumes at hand.  And so while --



 6   MR. TUCCI:  Objection.  Move to strike.  This Witness



 7        is not qualified to give that testimony.  It's



 8        pure speculation.  He's offering an opinion



 9        without any qualification or basis to give it.



10             He's not a cardiac expert.  He's now giving a



11        prediction or an evaluation, or an opinion that



12        could only be given by an expert in the field.



13             Move to strike it.



14   THE HEARING OFFICER:  Attorney Monahan?



15   MR. MONAHAN:  Attorney Mitchell, with that motion to



16        strike if that's the basis for a motion to strike



17        there's nearly every single written prefiled



18        testimony that will receive a similar motion on



19        the Applicant's side.



20             This is a chief operating officer of Stamford



21        Health care.  He crosses the lines between



22        clinical data analysis, financial data analysis,



23        market analysis, and he receives information from



24        a number of different experts.  This is not a



25        trial where there has been a designated expert on
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 1        a particular minute narrowminded scope.



 2             So the fact that I have asked this Witness to



 3        embellish on the testimony that he has presented



 4        to you in my view is fair for you to hear based on



 5        his experience in his role at Stamford Health.



 6   MR. TUCCI:  Hearing Officer --



 7   THE HEARING OFFICER:  I'm going to allow it.  No, I'm



 8        going to allow it briefly.  As this is an



 9        administrative hearing, you know, I do -- we're



10        going to look at all of the evidence and I'll give



11        it the appropriate weight based on everything we



12        hear.  So I just want to hear what he has to say.



13   THE WITNESS (Bailey):  Thank you, Hearing Officer



14        Mitchell.



15             So just to wrap up my comment on that, is



16        when at any point in time in this situation or



17        others where services are coming in and they are



18        going to be duplicative, or areas where multiple



19        systems are coming in on an effort, and now we've



20        got services that are already at commercial volume



21        objectives; those will have a compounding factor



22        on them that will have a negative impact on



23        healthcare organizations -- and I'll keep it as a



24        broad aspect.



25             There are four already existing programs in
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 1        this geographic region that provide these



 2        services.  And they will have, based on previous



 3        experiences I've seen as these types of things



 4        play out, where they will have a negative impact



 5        on their volumes.  And that can have -- I just



 6        want to cite this example.  I do have it in my



 7        written testimony, so it's not new information.



 8             But we have a type of program under an aspect



 9        relative to CMS's national coverage decision.  We



10        are to retain a 300 volume, PCI minimum volume.



11        So there are aspects that may not be on the



12        forefront awareness of these types of impacts, but



13        as an organization why we are so concerned,



14        reducing our volume may have downstream impacts



15        that may not be overly apparent when looking at it



16        at just the surface.



17   MR. MONAHAN:  Thank you.



18   THE HEARING OFFICER:  Followup, Attorney Monahan?



19   MR. MONAHAN:  I have no other questions of the Witness.



20   MR. TUCCI:  Recross, please, Hearing Officer Mitchell?



21   THE HEARING OFFICER:  Yes, very briefly.



22   MR. TUCCI:  Yes, very briefly.  And following up just



23        on the point that the Witness was making, Hearing



24        Officer Mitchell.



25
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 1                   RECROSS-EXAMINATION (Bailey)



 2



 3        BY MR. TUCCI:



 4           Q.   Mr. Bailey, please look at page 12 of your



 5                prefiled testimony?



 6           A.   I have it in front of me.



 7           Q.   In page 12 of your testimony you present some



 8                projections by the healthcare consulting



 9                group called SG2.  Correct?



10           A.   I do.



11           Q.   And the projections that you present are



12                SG2's estimates regarding projected PCI



13                volume going forward for the primary service



14                towns of New Canaan, Norwalk, Weston,



15                Westport and Wilton.



16                     Right?



17           A.   That's correct.



18           Q.   And you show what the actual PCI volume is in



19                2019, and you show what SG2 projects the PCI



20                volume to be going out a five-year period or



21                so to 2024.  Right?



22           A.   That's correct.



23           Q.   And for those four towns what you're



24                consulting expert shows is that in 2019 there



25                were a total of 303 PCI cases.  Right?
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 1           A.   That's correct.



 2           Q.   And in 2024 your consultant suggests that the



 3                total volume of PCI cases will be 298.



 4                     Correct?



 5           A.   That's correct.



 6           Q.   A difference of five less.



 7                     Sir?



 8           A.   Yes, five less.



 9   MR. TUCCI:  Thank you.



10   MR. MONAHAN:  No other questions.



11   THE HEARING OFFICER:  No other questions?  Okay.



12             So it looks like everybody is done with



13        Mr. Bailey.  I just want to make sure we're all



14        set before we take a break?



15   MR. TUCCI:  Yes.  Thank you, Hearing Officer, on behalf



16        of the Applicant.



17   THE HEARING OFFICER:  Okay.  And also Attorney Monahan?



18   MR. MONAHAN:  Yes, we are ready to take a break.



19   THE HEARING OFFICER:  All right.  So we are going to



20        take a break until 1:45.  I'll give everybody the



21        notice that we're going to go back on around 1:43.



22             And then for the hearing reporter I'm going



23        to send you a list of witnesses for both sides.



24



25                  (Pause:  1:01 p.m. to 1:50 p.m.)
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 1   MR. TUCCI:  Hearing Officer Mitchell, I think we're



 2        back now and ready to proceed.



 3   THE HEARING OFFICER:  Perfect.  So you were going to



 4        ask additional questions of the Intervenor's



 5        witnesses, Attorney Tucci?



 6   MR. TUCCI:  Yes.  I would ask to call Dr. Scott Martin,



 7        please.



 8   THE HEARING OFFICER:  Okay.



 9



10                    CROSS EXAMINATION (Martin)



11



12        BY MR. TUCCI:



13           Q.   Dr. Martin, good afternoon.



14           A.   Good afternoon.



15           Q.   Can you hear me all right?



16           A.   Yes.



17           Q.   Okay.  Do you have your prefiled testimony in



18                front of you?



19           A.   I do.



20           Q.   If you could look at the first page of your



21                written submission, please?



22           A.   Okay.



23           Q.   Now one of the things that you say in your



24                prefiled testimony, I'm just going to read



25                the quoted language to you.  It begins at the

�



                                                           131





 1                bottom of the first page.



 2                     Stamford Health's interventional



 3                cardiology program offers the latest in



 4                leading-edge minimally invasive approaches to



 5                cardiac care.



 6                     You strongly believe that to be an



 7                accurate statement.  Correct?



 8           A.   Yes.



 9           Q.   And you've heard the earlier testimony



10                concerning the number of patients that have



11                been treated at least during the seven-month



12                period from 2019 to 2020 who originate from



13                the Norwalk Hospital service area.



14                     And you'll recall that at least in that



15                period it was at least about six patients



16                that ended up actually receiving care at your



17                institution.  Correct?



18           A.   If you're referring to the transfers from



19                their hospital to ours, yes.



20           Q.   Yes.  And if those patients elected to stay



21                at Norwalk Hospital because Norwalk Hospital



22                was permitted to do elective PCI procedures



23                you would agree that Stamford Hospital is



24                still going to have a state-of-the-art



25                interventional cardiology program.
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 1                     Correct?



 2           A.   Yes, I would agree.  I, you know, the



 3                transfers -- it's been about one per month



 4                historically for Norwalk for quite a while.



 5                     You know, I don't think that taking that



 6                away would provide any imminent existential



 7                threat to our program, but -- and I believe



 8                the application is, you know, positing that



 9                there would be many more patients getting PCI



10                at Norwalk Hospital from those direct



11                transfers.



12           Q.   I understand that's your point of view, but



13                I'm focusing now on what effect this may or



14                may not have on your program, and on Stamford



15                Hospital.



16                     And you'd agree with me just as a matter



17                of sort of simple reality, which I think



18                you've acknowledged, that whether or not that



19                that volume from the Norwalk Hospital service



20                area is or is not part of your work, Stamford



21                Hospital is still going to be doing hundreds



22                of PCIs annually.



23                     Right?



24           A.   Well, I think there's two separate issues.



25                You know, the patients coming in direct
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 1                transfer is potentially a lot less than the



 2                patients who end up here from your service



 3                area.



 4                     If you were counting only the patients



 5                who are direct transfers out of your



 6                hospital, then your PCI per year would be far



 7                less than 200.  You're obviously coming up



 8                with patients who are going to get PCI from



 9                somewhere and not -- not just people directly



10                transferred out.



11           Q.   Well, Doctor, that wasn't my question.  I



12                understand.  We're going to get to your view



13                of the volume and the numbers in a minute,



14                but for right now my question is -- you know



15                for a fact that Stamford Hospital does



16                hundreds of primary and elective PCIs



17                annually.



18                     Correct?



19           A.   Yes.



20           Q.   And you also know for a fact because you've



21                told me that your experience shows that you



22                get about one transfer a month of a patient



23                who originates from Norwalk Hospital primary



24                service area.



25                     Correct?
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 1           A.   No, one a month, one patient per month from



 2                Norwalk Hospital transfer.  I don't know



 3                where the primary service area is.  They come



 4                from your hospital.



 5           Q.   I understand your point.  Okay.  I got it.



 6                     Am I correct in understanding that the



 7                primary substance of the testimony that



 8                you've offered both in writing and orally



 9                here today is your belief that the Norwalk



10                Hospital's proposed elective PCI program in



11                your view has not presented sufficient



12                information to demonstrate that volume and



13                quality guidelines that you think apply would



14                be met.



15                     Is that true?



16           A.   Yeah, that's my view, and -- but it's taken



17                from the application.  The de facto numbers



18                that are posited are all less than 200 on the



19                application.



20           Q.   I understand.  You're telling us you've



21                reviewed the application, and based on your



22                review of the Norwalk Hospital CON



23                application you believe that the application



24                fails to present sufficient information to



25                demonstrate that the applicable professional
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 1                guidelines for elective PCI without surgical



 2                backup have not been satisfied.



 3                     That's your view.  Right?



 4           A.   Right.



 5           Q.   And in writing your prefiled testimony you



 6                took care to attach to your written



 7                submission the different guidelines of



 8                various professional societies and



 9                organizations that in particular you wanted



10                to bring to the attention of the Office of



11                Health Strategy.



12                     Correct?



13           A.   Yes.



14           Q.   You included them as exhibits so that they



15                could be readily referred to by the Hearing



16                Officer and by OH staff to look at what the



17                substance of those different guidelines and



18                standards have said over the years in the



19                documents that have been promulgated.



20                     Right?



21           A.   Right.



22           Q.   Okay.  Do you agree with the statement that



23                PCI has become widely practiced and is an



24                integral component of cardiovascular therapy?



25           A.   Yes.
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 1           Q.   And in fact, you attached Exhibit C to your



 2                prefiled testimony and that's precisely what



 3                the ACCF/AHA/SCAI 2013 update says on



 4                page 439.  Correct?



 5                     PCI has become a widely practiced and



 6                integral component of cardiovascular therapy.



 7                     You don't disagree with that?



 8           A.   Yeah, I -- I'd have to look at it to see if



 9                it says that exactly, but I believe it.



10           Q.   All right.  Do you agree with the general



11                proposition that the development of coronary



12                artery stents has dramatically altered the



13                practice of coronary intervention, and that



14                the initial stents available markedly reduced



15                the need for PCI related emergency coronary



16                bypass surgery?



17           A.   Yes.



18           Q.   And that's because that's what the



19                information is that was also reported in the



20                2013 report that we referred to earlier.



21                     Right?



22                     On page 440.



23           A.   Yeah, I mean I know it to be true outside of



24                the guidelines, but -- but yes.  I mean,



25                that's --
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 1           Q.   You don't view that to be a controversial



 2                medical proposition, that the development of



 3                stenting has markedly reduced the need for



 4                emergency coronary bypass surgery.  Correct?



 5           A.   Correct.  You know, the development and then



 6                advancement of stenting -- and this is --



 7                this is not news.  You know this was in the



 8                'nineties to early 2000s.  It's markedly



 9                lower than the need for emergency bypass



10                surgery.



11           Q.   All right.  And I want to focus your



12                attention in particular on the 2013 update



13                that we've been discussing, the clinical



14                competence statement that was issued by the



15                three professional organizations.



16                     In particular, I direct your attention



17                to page 442 of the July 23, 2013, document.



18           A.   Okay.



19           Q.   Do you see the reference on page 442 that



20                talks about overall institutional system



21                requirements?



22           A.   Yes.



23           Q.   And you are familiar generally, are you not,



24                with what the overall institutional system



25                requirements are for a procedural success
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 1                when it comes to doing interventional PCI



 2                procedures?



 3           A.   Yes.



 4           Q.   And part of what is discussed in the 2013



 5                competence statement is a reference back to



 6                the earlier 2011 guidelines that contain some



 7                recommendations.  Right?



 8           A.   Correct.



 9           Q.   And those recommendations from the 2011



10                statement are summarized on page 442.



11                     Correct?



12           A.   Are you -- you're talking about the bulleted



13                bit at the end here?



14           Q.   The three bulleted points that appear at the



15                bottom of page 442?



16           A.   Yes.



17           Q.   And the first point of the 2011 guideline



18                talks about primary PCI being reasonable in



19                hospitals without on-site cardiac surgery as



20                long as there's appropriate planning for



21                program development that's been accomplished.



22                     Right?



23           A.   Yes.



24           Q.   And of course you're aware that primary PCI



25                is currently performed at Norwalk Hospital
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 1                without on-site cardiac surgery, and that's



 2                because there has been appropriate program



 3                development that's been accomplished to allow



 4                that to occur?



 5           A.   Yes.



 6           Q.   Now the second bullet talks about elective



 7                PCI.  And it says elective PCI, you know,



 8                could be considered in hospitals that don't



 9                have cardiac surgery backup as long as



10                there's appropriate planning for program



11                development that's been accomplished, but



12                also rigorous clinical and angiographic



13                criteria that are used for proper patient



14                selection.



15                     That's one of the three guidelines that



16                we're talking about here in the 2011



17                document.  Right?



18           A.   Yes.



19           Q.   And you know that the Norwalk Hospital CON is



20                in excess of 900 pages in length.  I assume



21                you've taken some time to go through it?



22           A.   Yes.  If you -- if you want to refer to



23                something specifically I -- I would have to



24                review it now.



25                     But no, I have looked through it.
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 1           Q.   And in your review of the materials submitted



 2                by Norwalk Hospital you would agree, would



 3                you not, that the hospital has specifically



 4                stated what the clinical and patient



 5                selection criteria are that it would propose



 6                to apply to govern selection of patients who



 7                are appropriate for elective PCI?



 8                     That's in there.  Isn't it?



 9           A.   I believe so, yes.



10           Q.   And the 2011 guideline goes on to state,



11                primary or elective PCI should not be



12                performed in hospitals without cardiac



13                surgery backup, without a proven plan for



14                rapid transport to a cardiac surgery



15                operating room in a nearby hospital.



16                     And you know for a fact that's in place.



17                Don't you?  Because there, there are



18                appropriate transport guidelines to get



19                patients from Norwalk to Stamford in the



20                event that there's a need for cardiac surgery



21                backup.



22                     Correct?



23           A.   Yeah.  I don't know that there's a plan with



24                Stamford, because I don't recall ever getting



25                an emergency surgery patient from Norwalk,
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 1                but I -- I'm sure there's a plan somewhere.



 2                I -- I don't have that.



 3           Q.   All right.  So Doctor, you've expressed a



 4                number of concerns relating to the data



 5                reported with respect to projected PCI volume



 6                going forward, and so on.



 7                     And as I understand it, the big thing



 8                that you're concerned about is the issue of



 9                whether or not it's reasonable to conclude



10                that Norwalk Hospital can achieve a minimum



11                patient threshold of approximately 200 PCIs



12                on an annual basis.



13                     That's the issue that you're most



14                concerned about.  Right?



15           A.   Yes.



16           Q.   Because the number is stated as one of the



17                various components of the elements that these



18                professional societies have identified as



19                important.  Correct?



20           A.   Correct.



21           Q.   Do you agree with the idea that you also need



22                to exercise reasonable and appropriate



23                caution against an overemphasis or



24                preoccupation with specific volume



25                recommendations?
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 1   MR. MONAHAN:  I object to the form -- only because I



 2        don't understand.  If the Doctor understands it,



 3        he certainly can answer it, but I'm not sure I



 4        understand the question.



 5        BY MR. TUCCI:



 6           Q.   Well, Doctor, do you get what I'm asking you?



 7           A.   Can you just repeat it?



 8           Q.   Sure.  Do you agree with the concept or idea



 9                that in considering this notion of volume



10                thresholds for the safe performance of PCI,



11                that there ought to be an exercise of an



12                appropriate degree of caution against



13                preoccupation or overemphasis with specific



14                volume recommendations?



15                     Do you think that's a reasonable



16                approach to take?



17           A.   I don't think so.  You know, if you look at



18                the guidelines they say a minimum volume of



19                200 PCIs a year to be initiated.  And it's



20                pretty clear that, you know, it goes on to



21                say a multiple of volume and partial service



22                PCI centers that use PCI expertise increase



23                costs, and have not been shown to improve



24                access.



25                     I think it's pretty clear that the 200
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 1                is not, you know, something to be taken



 2                lightly.



 3           Q.   I might direct your attention to page 451 of



 4                Exhibit C, the document you attached to your



 5                testimony.  Do you have it in front of you?



 6           A.   I do.



 7           Q.   The paragraph, the first full paragraph in



 8                the second column of the ACCF/AHA/SCAI



 9                clinical competence statement reads as



10                follows.



11                     Quote, it is the opinion of our writing



12                committee that the public, policymakers and



13                payers should not overemphasize specific



14                volume recommendations recognizing that this



15                is just one of many factors that may be



16                related to clinical outcomes, end quote.



17                     Have I read that accurately?



18           A.   Yes.  You know, if you go back to the



19                paragraph before --



20           Q.   Let me direct your attention -- let me direct



21                your attention?



22   MR. MONAHAN:  Hearing Officer?



23   THE HEARING OFFICER:  So yeah.  I hear you, Attorney



24        Monahan.  I'm going to let you go ahead and make



25        your objections.
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 1   MR. MONAHAN:  Yeah.  I believe there was a selective



 2        sentence the Doctor who is an expert in reading



 3        this was I believe attempting to put that sentence



 4        in a context and was cut off, and I think he



 5        should entitled to answer the question.



 6   THE HEARING OFFICER:  So here's what I'm going to say



 7        about it.  I know that, Attorney Tucci, I didn't



 8        give you an opportunity to respond, but rather



 9        than go back and forth about whether or not he has



10        the opportunity to do it now, I'm going to give



11        you the opportunity to follow up with Dr. Martin



12        after Attorney Tucci asks some questions.



13             So if that's something that you feel that he



14        needs to bring out and it's something that



15        Attorney Tucci believes is a yes or no question,



16        then you can go back and follow up.



17   MR. MONAHAN:  Thank you.



18        BY MR. TUCCI:



19           Q.   All right.  Doctor, let me direct your



20                attention to, again page 451 which includes



21                the second full paragraph in that column



22                which reads, quote, the relative benefit of



23                mor favorable outcomes in facilities with



24                higher volumes must be weighed against the



25                potential decline in access resulting from
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 1                minimum volume standards for regionalization



 2                of care.



 3                     Do you disagree with that finding?



 4           A.   No, I think that's accurate and reasonable.



 5           Q.   There again, I want to focus on volume



 6                requirements since it appears to be a major



 7                point of your contribution to these



 8                proceedings.  Do you think it's reasonable



 9                that when we look at the criteria that the



10                various professional societies have



11                identified, that appropriate weight be given



12                to all of the criteria that have been



13                identified?



14           A.   I -- yeah, can you be more specific?  I'm not



15                sure what you're asking.



16           Q.   Yeah.  So we talked a little bit ago about



17                three of the guidelines and requirements, you



18                know, patient selection, rigorous patient



19                selection, appropriate policies and



20                procedures.  Those, those are important as



21                well.  Aren't they?



22           A.   Certainly.



23           Q.   It would be a challenge to have a safe



24                elective PCI program without surgical backup



25                if you didn't have really good patient
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 1                screening to make sure you were only doing



 2                elective PCI on the proper patients at a



 3                facility without immediate surgery backup.



 4                     Right?



 5           A.   Correct.  And you know, similarly you need



 6                the proper equipment.  You need a cath lab



 7                and you need nurses.  Yeah, those are the



 8                other requirements, and I agree that all the



 9                requirements should be met.



10           Q.   Okay.  Do you have any concern about using



11                the volume standard as a metric or



12                requirement, you know, when it is equated to



13                be a measure or predictor of quality?



14                     Does that cause you any pause?



15           A.   I think there have been multiple studies that



16                show that doing a procedure more does



17                coordinate with quality.  But you know, I



18                think within -- within reason it doesn't



19                really give you pause.  I think that's



20                reasonable.



21                     I, you know, if I -- if I had to go for



22                an elective PCI, I would rather have it done



23                with a provider of an institution that did



24                quite a number of them rather than did very



25                few.
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 1           Q.   Right, but it's a question of degree.  Isn't



 2                it?



 3           A.   There's always a question of degree, sure.



 4           Q.   Yeah.  So when the committee who wrote the



 5                2013 competence update document says on



 6                page 452, quote, the writing committee



 7                cautions against focusing on specific volume



 8                recommendations and emphasizes that



 9                procedural volume is one of several variables



10                to consider when determining operator



11                competency; volume is not a surrogate for



12                quality and should not be substituted for



13                risk-adjusted outcomes or other measures of



14                quality.



15                     Do you agree with that?



16           A.   Sure, you -- you could have somebody who does



17                a high-volume of procedures and has poor,



18                poor outcomes.



19                     But you know, in this 2013 document it



20                does roll back.  You know, the 2011, you



21                know, the context is in 2011.  They



22                recommended that providers have -- bring in



23                75 procedures -- bring in 400 procedures at



24                each site and on-site cardiac surgery.



25                     So this 2013 document was in that, in
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 1                that setting and was relaxing those



 2                guidelines from 75 per operator and 400 per



 3                center and on-site cardiac surgery without



 4                the more.



 5                     But you know it is a question of degree.



 6                I mean, if we're going to relax it from 200,



 7                are we going to relax it to 10?  You know,



 8                there is a standard here and it's for a



 9                reason.



10           Q.   Right.  And so what you've just described



11                could be reasonably thought of as we had an



12                approach that we as professionals thought



13                made sense in 2011, and now looking at it two



14                years later we've evolved our thinking based



15                on looking at new information and new data,



16                and new science that tells us what we think



17                is reasonable.



18                     Right?



19           A.   I -- I think that's correct and I, you know,



20                I can see where this is going that, you know,



21                now it's, you know, this is from 2013, 2014.



22                Have things changed since then?  The answer



23                is, no.



24                     If you look we've updated, you know, the



25                guidelines in 2016, 2017, and they all
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 1                reaffirm this 200 number.



 2                     There's really been no study that



 3                that's, you know, randomizing patients to



 4                low-volume centers because people don't --



 5                that would be ludicrous.  And nobody is going



 6                to compare their 50 PCI per year program to



 7                the Cleveland Clinic or Columbia.



 8           Q.   All right, Doctor.  Well, I appreciate very



 9                much that you may be able to see where we're



10                going, but I still need to get there.



11           A.   Very well.



12           Q.   So let's talk about these evolving standards



13                that we've been discussing and how things may



14                or may not have changed as more and more



15                professional input has happened since 2013.



16                     And you would agree that there has been



17                more guidance that's been issued over the



18                course of the last seven years.  Right?



19           A.   Yeah.  I, you know, I think we -- we include



20                exhibits from I think 2016 and/or 2017.



21                And -- and certainly these guidelines do come



22                out when things change.



23                     You know, you may -- I don't know if you



24                were going to bring it up or not, but there



25                was recent guidance from one of our societies
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 1                regarding potentially, you know, guidance for



 2                PCI ambulatory surgical centers, that that



 3                was prompted by Medicare CMS approving



 4                payment for such a PCI.



 5                     And you know, you saw that when -- when



 6                there's a need there's a guideline document



 7                to come up with.  So with regards to, you



 8                know, surgery, in regards to PCI without



 9                on-site surgery there's been no change and no



10                need to update the guidelines.



11           Q.   Well Doctor, since you brought it up -- it's



12                a little bit out of order, but if you could



13                enlighten us I'd be interested to hear your



14                views and understanding regarding that recent



15                policy promulgation relating to having PCIs



16                done in an ambulatory surgical center, which



17                obviously by definition doesn't include



18                surgical backup to do bypass surgery.  What's



19                your sense of how we evolve to get there?



20   THE HEARING OFFICER:  I'm going to interject.  We're



21        not talking about ambulatory surgical centers.



22        It's not part of the application.  I just want to



23        keep it focused on this application.



24   MR. TUCCI:  We don't need to belabor the point, Hearing



25        Officer Mitchell.  Thank you very much.  I'll move
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 1        on.



 2        BY MR. TUCCI:



 3           Q.   So Doctor, are you with me?



 4           A.   Yes.



 5           Q.   I want to ask you some more about sort of



 6                what your views are regarding sort of the



 7                general state of interventional cardiology in



 8                the world we're in today.



 9                     Do you agree with the idea that



10                performing PCI without on-site surgical



11                backup is something that's gained greater



12                acceptance as the years have gone by in the



13                United States?



14           A.   Yes.



15           Q.   And that is a view that is expressed in



16                Exhibit B, the 2014 update on percutaneous



17                coronary intervention without surgical



18                backup.  That was done by the three



19                professional societies we've been discussing.



20                     And that, for the record, appears on



21                page 2621 of the document.



22           A.   I agree, yeah.



23           Q.   Yeah.  Thank you.  You're familiar with the



24                New England Journal of Medicine?



25           A.   Yeah, I've heard of it.
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 1           Q.   And at the risk of stating the obvious,



 2                obviously the New England Journal of Medicine



 3                is an authoritative source in the medical



 4                field.  Correct?



 5           A.   Yes.



 6           Q.   In the course of preparing for your testimony



 7                both in its written form and oral, did you



 8                have occasion to look at an article published



 9                in New England Journal of Medicine in May of



10                2012, the title of it being, Percutaneous



11                Coronary Interventions Without On-Site



12                Cardiac Surgical Backup?



13           A.   I have it here in front of me now.  So I have



14                seen this before, yes.



15           Q.   Yeah.  Do you recall that that article had



16                some discussion that specifically addressed



17                the question of volume when it came to doing



18                PCIs without on-site cardiac surgery backup?



19           A.   I -- I believe you, but can you direct me to



20                where -- where you want me to look at that?



21           Q.   Sure.  I'd ask you to focus on page 8 --



22                1818.



23           A.   My -- what I have in front of me goes up to



24                1801.



25                     Okay.  I have it in front of me.
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 1           Q.   You're familiar with the term "nonprimary



 2                PCI?"



 3           A.   I'm sorry.  Non-what?



 4           Q.   Nonprimary PCI?



 5           A.   Sure.  And in this context that's elective



 6                PCI.  You know you can divide it up in



 7                different ways, but you know it's elective



 8                PCI for our purposes.



 9           Q.   And the New England Journal of Medicine



10                article when it's discussing volume



11                considerations says, and I quote, nonprimary



12                PCI is eight times as common as primary



13                PCI according to a national registry data,



14                and there was a strong association between



15                PCI volume and outcome.



16                     Are you familiar with that national



17                registry data?



18           A.   I -- I believe it.  I -- I have -- I haven't



19                looked at the national registry data in terms



20                of the frequency of primary versus nonprimary



21                PCI, but I think that that sounds logical.



22           Q.   I guess my point is this, Doctor.  Do you



23                have any reason to quarrel with the notion



24                that from an experiential standpoint elective



25                PCI is performed eight times more than
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 1                primary PCI is performed on average?



 2           A.   I think nationwide that that rings true.



 3           Q.   All right.  And the New England Journal of



 4                Medicine goes on to state -- make the



 5                following statement, and this is a paragraph



 6                in the left-hand column down toward the



 7                bottom.



 8                     If the privileges of sites that perform



 9                primary PCI were expanded to include



10                nonprimary cases, the resulting increase in



11                volume would enhance hospital, operator and



12                team experience, and would theoretically



13                improve the quality and safety of all PCIs



14                performed.



15                     Is that a statement you generally agree



16                with?



17           A.   Yes, but if you -- the next sentence is,



18                removing the requirements raises



19                countervailing concerns; proliferation of



20                sites which nonpriority PCI can be performed



21                for some existing high-volume regional



22                centers and the low-volume programs with



23                adverse implications for quality.



24           Q.   Right.



25           A.   And I think that's the -- the objection
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 1                that's being raised here.



 2           Q.   Right.  These things all have to be balanced



 3                out.  Don't they?



 4   MR. MONAHAN:  Object to the form.  If you're asking him



 5        what his interpretation is, you can ask that.



 6   MR. TUCCI:  Yeah.  That's exactly what I'm asking you.



 7        BY MR. TUCCI:



 8           Q.   Do you agree that these things all have to be



 9                balanced out to make sure that there's an



10                appropriate balance maintained so that



11                quality exists in both high-volume centers



12                and centers that do a lower volume of PCI?



13                     Isn't that the goal?



14   THE HEARING OFFICER:  I'm going to let Dr. Martin



15        answer it.  Dr. Martin, you're already



16        answering -- so go ahead.



17   THE WITNESS (Bailey):  Yeah.  The goal is to have high



18        quality everywhere.  I'll agree to that.



19        BY MR. TUCCI:



20           Q.   All right.  In your written testimony you



21                conclude by saying that the concern that



22                you're bringing to the fore is that the



23                Norwalk application will -- and I'm quoting,



24                redirect patients from existing full service,



25                full-service providers, end quote.
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 1                     And then you go on to say, quote, with



 2                no clear public benefit.



 3                     Is that your view?



 4           A.   Yes.



 5           Q.   Do you agree that allowing a patient to



 6                remain with a provider of choice is something



 7                that could be viewed as a public benefit?



 8           A.   Sure.



 9           Q.   Do you agree that not requiring a patient to



10                travel to get needed care when the



11                circumstances don't require it can be a



12                public benefit?



13           A.   I -- I think that's a tougher one because you



14                know it depends.  Saying that circumstances



15                requirement is really what is at issue here.



16           Q.   I understand that, but I'm asking you to



17                assume the circumstances don't --



18           A.   All other things being equal, you're better



19                off, you know, patients are better off having



20                a choice and being able to do things closer



21                to home.  I'll agree with that.



22           Q.   Okay.  And I assume you'd also agree that if



23                that was the case it would be a public



24                benefit not to have to pay the cost of having



25                an ambulance transport a patient from one
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 1                institution to another, or have a duplicate



 2                testing run because the medical record



 3                systems don't talk to each other.



 4                     Right?



 5           A.   So I -- I don't propose to be an expert on



 6                cost of health care, but what I will say is



 7                that places that have centralized health



 8                care, you have this hub and spoke system



 9                where not every hospital duplicates every



10                service and they, you know, that's -- that's



11                done as part of a cost-saving measure.



12                     So I -- I would argue that transferring



13                to a higher level of care is not necessarily,



14                you know, a higher cost proposition for the



15                healthcare system as a whole.



16           Q.   Well, let's try it this way.  In a world



17                where the goal is to provide and maintain a



18                high level of quality when medical care is



19                provided by institutions such as Stamford



20                Hospital and Norwalk Hospital, would you



21                agree with the notion that finding ways to



22                deliver that care more efficiently and reduce



23                the cost that consumers have to pay for that



24                care, if it can be achieved would be a public



25                benefit?
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 1           A.   I agree that's a public benefit.  I just



 2                don't know that not transferring patients



 3                is -- is a net cost saver.



 4   MR. TUCCI:  All right.  Thank you, Doctor.  That



 5        concludes my questions.



 6   THE HEARING OFFICER:  Any followup for Dr. Martin,



 7        Attorney Monahan?



 8   MR. MONAHAN:  Yes, if you just give me one moment I do



 9        have a followup.



10



11                   REDIRECT EXAMINATION (Martin)



12



13        BY MR. MONAHAN:



14           Q.   Dr. Martin, without going through every



15                article that was referenced by Attorney



16                Tucci, is it fair to say that he selected



17                segments of different articles and asked you



18                to read them, and agree or disagree?



19                     Is that a fair statement?



20           A.   Sure.



21           Q.   Okay.  Having studied the literature both in



22                terms of your general practice as an



23                interventionist, and having studied all the



24                literature in connection with this



25                application for this PCI program, and having
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 1                studied all the literature for the



 2                application for the Greenwich/Yale New Haven



 3                PCI program; when you examined these various



 4                articles that come up with different



 5                improvements, studies, examinations, does it



 6                alter your view at all that the best standard



 7                in terms of minimum threshold still stands in



 8                the 2014 consensus document by the three



 9                expert agencies that we have talked about?



10           A.   No, I think the 2014 document still stands.



11           Q.   Isn't it a fact that guidelines are in fact



12                studied, examined -- even debated, and that



13                is why there is a number?  There are a number



14                of literature pieces that come out.



15                     And it is, as Dr. Bhalla testified



16                earlier, these consensus groups that come



17                together to pull all that together, to come



18                up with a gold standard best practice.



19                     Is that a fair statement?



20   MR. TUCCI:  Objection to the leading, and the speech.



21   MR. MONAHAN:  I'm following up, Attorney Michaela, on



22        the very questions that he was giving segmented



23        and without context.  This is my ability now to



24        give context to what was omitted from the



25        question.
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 1   THE HEARING OFFICER:  All right.  I'm going to go ahead



 2        and allow you to ask those questions, Attorney



 3        Monahan, but just not -- I would rather hear



 4        Dr. Martin testify in his own words rather than --



 5   MR. MONAHAN:  Certainly.



 6   THE HEARING OFFICER:  Yeah.



 7        BY MR. MONAHAN:



 8           Q.   Certainly.  So based on everything you've



 9                read, what do you view today as the best



10                standard in terms of minimum threshold for



11                elective PCI in your professional opinion?



12           A.   Well, my --



13           Q.   For facilities?



14           A.   -- my professional opinion is shaped by the



15                expert consensus guidelines which are still,



16                you know, has been reaffirmed really again



17                and again, that at least 200 is a minimum



18                standard.



19           Q.   And with all of the other advancements,



20                additions, improvements, has there been any



21                document that you know or that's been



22                demonstrated or shown to us by the Applicant



23                that has superseded, eradicated or abolished



24                that threshold?



25           A.   No.
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 1   MR. MONAHAN:  I have no other questions.



 2   THE HEARING OFFICER:  All right.  Any followup, or any



 3        additional questions for the Intervener's



 4        Witnesses, Attorney Tucci?



 5   MR. TUCCI:  Nothing further.  Thank you, Hearing



 6        Officer Mitchell.



 7   THE HEARING OFFICER:  Thank you.  I'm going to go ahead



 8        and turn it over to you, Attorney Monahan, for



 9        questions for the Applicant's witnesses.



10   MR. MONAHAN:  Can I just have a moment to put some



11        binders away?



12   THE HEARING OFFICER:  Absolutely.



13   MR. TUCCI:  Hearing Officer Mitchell, I'm just going to



14        step out briefly while Mr. Monahan is getting



15        ready.



16   THE HEARING OFFICER:  All right.  So what we can go is



17        we can go ahead and take a five-minute break, if



18        that's okay with people?



19             We'll go on the record at 2:35 rather than



20        just have the dead air while people are waiting



21        around in case anybody needs to use the restroom



22        or make a call.



23   MR. MONAHAN:  Thank you very much.



24   THE HEARING OFFICER:  You're welcome.



25
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 1                 (Pause:  2:30 p.m. to 2:35 p.m.)



 2



 3   THE HEARING OFFICER:  All right.  So we'll go ahead and



 4        I will hand it over to you, Attorney Monahan.



 5   MR. MONAHAN:  Yes.  I'd like to call Dr. Murphy as a



 6        witness for cross-examination.



 7   THE WITNESS (Murphy):  Okay.  I'm all set.



 8



 9                    CROSS-EXAMINATION (Murphy)



10



11        BY MR. MONAHAN:



12           Q.   Hello, Dr. Murphy.  How are you?



13           A.   Hello, Mr. Monahan.  Good, thank you.



14           Q.   Dr. Murphy, you submitted prefiled testimony



15                in this matter.  Correct?



16           A.   Correct.



17           Q.   And you know, without going through your



18                whole curriculum vitae, which is obviously



19                very impressive, you are a physician.



20                     Correct?



21           A.   Yes, correct.



22           Q.   Am I correct that you do not specialize in



23                any area of cardiology?



24           A.   That is also correct.



25           Q.   In connection with your role at Nuvance, what
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 1                is your role at Nuvance in connection with



 2                Norwalk Hospital?



 3           A.   I'm the Chief Executive Officer of the entire



 4                system including the various hospitals.



 5           Q.   Is it fair to say that you have the final say



 6                when it comes to a decision at Norwalk



 7                Hospital if there's a disagreement between



 8                you and the CEO of the Norwalk Hospital?



 9           A.   That's probably true.



10           Q.   In your prefiled testimony you made it quite



11                clear that you see a regulatory impediment or



12                barrier to the application that you had



13                submitted.  Correct?



14           A.   Correct.



15           Q.   And am I correct in assuming that the fact



16                that you had applied for this as Norwalk



17                Hospital twice before in the years past and



18                had been denied by the office, the



19                predecessor of OHS, the Office of Healthcare



20                Access, that that contributed to your view of



21                there being a regulatory barrier?



22   MR. TUCCI:  Objection to the form.  Objection, your



23        Honor -- objection, Hearing Officer.  No



24        foundation.



25             The question assumes that, you know,
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 1        Mr. Murphy was in charge of Norwalk Hospital at



 2        that time.



 3   MR. MONAHAN:  I'll establish the foundation very



 4        clearly.  If Dr. Murphy does not know of that, I



 5        think I can get that established on the record.



 6   THE HEARING OFFICER:  All right.  I will say in terms



 7        of this type of hearing the evidentiary rules



 8        don't apply, but it probably would be helpful to



 9        have that on the record.  You know he may not be



10        able to answer if he wasn't, so.



11   THE WITNESS (Murphy):  Well, I was aware of it.  And



12        you know, as was the case that Danbury Hospital



13        where it was previously denied, it was ultimately



14        overturned.  The State permitted it.



15             So I would say the fact that it was



16        previously -- the application was denied had no



17        material bearing on our decision to file again.



18        BY MR. MONAHAN:



19           Q.   And on page 2 -- do you have your testimony



20                in front of you?



21           A.   I can get it.  Just give me a second.



22                     Go ahead.



23           Q.   At the very top of the second page of your



24                testimony it's a carrier sentence, but you



25                establish a sentence about establishing an
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 1                overview of Nuvance Health, a systemwide



 2                network vision and demonstrating how the



 3                application and the establishment of an



 4                elective PCI service at Norwalk Hospital is



 5                essential to furthering that goal.



 6                     Do you see that?



 7           A.   I do.



 8           Q.   Okay.  The next sentence, I'd like to



 9                understand if you could explain to me -- what



10                is the long-standing state restriction that



11                you have put out as a regulatory barrier that



12                you foresee as a potential problem that you



13                would like OHS to overcome and approve?



14           A.   The requirement that on-site cardiac surgery



15                backup be present at the same site where the



16                elective PCI is taking place.



17           Q.   So is that -- and it's only because I don't



18                understand.  Perhaps I don't understand your



19                answer.  Is that because you are required to



20                transfer from Norwalk Hospital patients who



21                do not need primary PCI, but if they need --



22                if they want elective PCI they need to be



23                transferred to others.



24                     Is that the barrier?



25           A.   The barrier is if, you know, in -- in our

�



                                                           166





 1                view in an ideal world if patients wanted or



 2                needed elective PCI and they wanted to have



 3                it here, they could have it here.



 4                     That even if this site did not offer



 5                cardiac surgery at Norwalk Hospital, that



 6                they -- they should be permitted to have that



 7                procedure here since, in fact, primary PCI is



 8                being done and we have the talent and the



 9                expertise, the facility, et cetera.



10           Q.   Okay.  I understand that that's your goal,



11                but what I'm trying to understand is what's



12                the regular barrier from you doing that?



13           A.   Well, we don't have cardiac surgery on site



14                here.



15           Q.   Okay.  And why is that a problem for you?



16           A.   Because that's the requirement.



17           Q.   And do you understand that that is -- look.



18                Let me put it this way, or ask it this way.



19                     You described this as a state



20                restriction and as a regulatory barrier.  Are



21                you asking OHS to change any particular



22                regulation?



23           A.   We are asking to be permitted to do elective



24                PCI here at Norwalk Hospital, and that the



25                State approve the application.
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 1           Q.   You do understand that the Office of Health



 2                Strategy has no ability in this proceeding to



 3                change or make a regulation.  Correct?



 4           A.   I understand that.



 5           Q.   Okay.  You also understand that the Office of



 6                Health Strategy is -- while it certainly is



 7                under the statutory principles open through



 8                all applications to listen to all claimants



 9                of all sizes, systems, nonsystems, whatever



10                it may be.



11                     Their goal is not to -- their mission is



12                not to grant a vision of a system, but to



13                uphold the state law as defined in the



14                principles and guidelines of CON.  Correct?



15           A.   Well, I don't know that upholding the state



16                law they can approve an application, or not.



17                I don't know the details regarding the -- the



18                applicability of the enforcing state law in



19                that process.



20           Q.   Okay.  So as you sit here -- and I recognize



21                that, unless I've missed something on your



22                resume where you're also a JD, I'm not asking



23                you for a legal opinion.



24                     But is it your understanding that OHS



25                can act independently of statutory principles
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 1                and guidelines guiding this decision?



 2   MR. TUCCI:  Objection, Hearing Officer Mitchell.



 3             If I may be heard?



 4   THE HEARING OFFICER:  On what basis?



 5   MR. TUCCI:  The objection is that his understanding of



 6        legal matters is not relevant.  I've tried to



 7        refrain from objecting here, but I don't think



 8        this line of questioning about what Dr. Murphy may



 9        or may not understand about the legal implications



10        of CON regulations is at all relevant to or



11        helpful to OHS in deciding whether or not this



12        application should or should not be granted.



13   THE HEARING OFFICER:  Attorney Monahan?



14   MR. MONAHAN:  Well, it was the lead introduction to



15        this Witness' testimony that he put forth as the



16        premise of his testimony, and then filled in the



17        strength and the vision of the heart and vascular



18        center and talked about a request to remove -- not



19        consider, remove regulatory and state barriers.



20             I think it is a fair question to ask the CEO



21        of this system whether he has a sense of the



22        distinction between the role of this Hearing



23        Officer, this body, with all due respect, and the



24        State Legislature.



25             If he doesn't know he can tell me he doesn't

�



                                                           169





 1        know.



 2   MR. TUCCI:  Hearing Officer Mitchell, may I be heard



 3        briefly in response?



 4   THE HEARING OFFICER:  Yes.



 5   MR. TUCCI:  The only point that I'm making is that



 6        Mr. Monahan asked the Witness what his



 7        understanding or belief was to explain the concept



 8        of a barrier or a regulatory barrier, and the



 9        Witness answered him three times.



10             So I don't know what else he's asking this



11        Witness to explain other than what he's already



12        explained, and I'm not sure why we have to keep



13        going over this.  That's my point.



14   MR. MONAHAN:  The only question that has been



15        unanswered is whether the Witness understands that



16        state statutes govern the operation of this OHS



17        decision-making process and the stringent review



18        needed?  Or whether he has no idea that that's the



19        case?  He can tell me either way.



20   THE HEARING OFFICER:  So I'm going to allow for that



21        last question that you asked, Attorney Monahan.



22             And then, Dr. Murphy, are you able to answer



23        that last question?



24   THE WITNESS (Murphy):  Yes.  I -- I have confidence



25        that the Office of Health Strategy can interpret
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 1        statutes, supply guidelines and approve



 2        applications.  And -- and that that blend of



 3        activities is what we're here for.



 4             And the fact that we don't have a cardiac



 5        surgical program is, in fact, a barrier for us



 6        that we are asking you to consider as you examine



 7        our application.



 8        BY MR. MONAHAN:



 9           Q.   Thank you.  Now one of the statutory



10                principles -- and I'm asking if you're aware



11                of this is whether the -- in determining



12                whether your application has merit is whether



13                the results of the Office of Health



14                Strategy's examination of the relationship of



15                the proposed project to the statewide



16                healthcare facilities and services plan; are



17                you aware of that as a tenet or principle, or



18                concept that guides this proceeding?



19           A.   I realize that the Office of Health Strategy



20                does have to at least understand, if not



21                respect the principles articulated in that,



22                that policy or statement -- or plan.



23           Q.   Okay.  And in addition to that statement in



24                the legislative provision that I just read,



25                the Office of Health Strategy has indeed
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 1                published a statewide healthcare facilities



 2                plan.



 3                     Are you aware of that?



 4           A.   Not in -- with any specificity.



 5           Q.   Are you aware that the current statewide plan



 6                published by the Office of Health Strategy on



 7                page 39 of its 2012 publication, which is



 8                still in force and which has been cited in a



 9                number of CON applications as final



10                decisions, states as follows.



11                      Connecticut hospitals seeking



12                authorization to initiate an elective PCI



13                program without on-site cardiac surgery



14                capabilities will be required to meet the



15                conditions required in the ACCF/AHA/SCAI



16                practice guideline and to demonstrate clear



17                public need for the program.



18                     The guideline states that it is only



19                appropriate to consider initiation of a PCI



20                program without on-site cardiac surgical



21                backup if this program will clearly fill a



22                void in the healthcare needs of the



23                community.



24                     And further, the guideline notes that



25                the competition with another PCI program in
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 1                the same geographic area, particularly an



 2                established program with surgical backup may



 3                not be in the best interests of the



 4                community.



 5                     In advance of filing this application



 6                were you aware of that established guideline



 7                by this agency?



 8           A.   Well, I know that the -- two comments,



 9                Mr. Monahan.  First of all, I'm not worried



10                about OHS's ability to properly do its job.



11                I have full confidence in the people who work



12                there.  So the fact that they understand what



13                the state facilities health plan says, I'm



14                sure that they will adhere to it and follow



15                it.



16                     And in addition to the 2012 facilities



17                plan which you have identified, I'm sure



18                you're also aware of the supplement that was



19                published in 2020 which specifically



20                addresses this issue and the need to call and



21                bring together a task force to examine this



22                particular question.



23                     So the 2012 guidance and plan that was



24                published has clearly been brought back for



25                further examination and discussion.
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 1           Q.   I appreciate that, and I am well aware of



 2                that task force, and I appreciate you



 3                bringing that out into the record.



 4                     However, I also appreciate the fact that



 5                you say that you will respect the ability of



 6                the Office of Health care Strategy to adhere



 7                to its own published guidelines.



 8                     Now the fact that there's a task force



 9                studying, you are not purporting to tell me



10                that that task force has somehow superseded



11                or already modified, or eliminated this



12                guideline.  Are you?



13           A.   I'm not privy to the thinking of OHS and how



14                it interprets the task force, or for that



15                matter where the task force is in its work.



16                I'm simply drawing attention to the fact that



17                I inferred that you were offering the 2012



18                plan as if it were poured in concrete and



19                never changing.



20                     And I simply wanted to draw attention to



21                the fact that I believe OHS is aware of the



22                fact that guidelines evolve and need to be



23                reexamined, and it will do its job properly



24                in the context of the task force.  The timing



25                will be left to OHS, not to me.
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 1           Q.   Okay.  And there's nothing you know that I



 2                don't know about the timing having already



 3                been completed on that.  Is there?



 4           A.   I don't know what you know, and I don't know



 5                where the task force is in terms of its work.



 6           Q.   Are you on the task force?



 7           A.   I am not.



 8           Q.   When the original application for this CON



 9                was filed who on your staff did you put in



10                charge of pulling it together?



11           A.   It was a team.



12           Q.   Okay.  But was there a lead person on the



13                team?



14           A.   Well, I would speak to Sally Herlihy or Mark



15                Warshofsky as the key contacts as far as I



16                was concerned.



17           Q.   Okay.  When we talk about -- excuse me, the



18                original application there, and as is common



19                with CON applications there is an attestation



20                filed.



21                     And the attestation in this case in



22                your application were filed by -- excuse me,



23                Peter Cordeau who, of course, is the



24                President of Norwalk Hospital, and Stephen



25                Rosenberg, who I understand is the Chief

�



                                                           175





 1                Financial Officer of Nuvance.



 2                     Is that correct?



 3           A.   Yes, it is.



 4           Q.   Okay.  And just for the record, those



 5                affidavits attest that all the facts



 6                contained in the submitted certificate of



 7                need application are true and correct to the



 8                best of their knowledge?



 9                     And if you need to see it to corroborate



10                what I'm saying you can, but I think Attorney



11                Tucci will attest that I have read it



12                correctly.



13           A.   So you're asking if I knew that they were



14                attesting -- what's the question again?



15           Q.   That they were attesting to my affidavit to



16                the truth and veracity to the best of their



17                knowledge about to the facts recited in this



18                application?



19           A.   Yes.



20           Q.   Okay.  Now one of the facts that was recited



21                in the executive summary was that there was



22                no capital expenditure associated with this



23                application.  Is that an accurate statement?



24           A.   Yes.



25           Q.   So there is also a statement in here that the
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 1                hospital will not incur -- excuse me, the



 2                program can be implemented -- and I'm reading



 3                from page 16 of the original application --



 4                that the program can be implemented



 5                immediately upon approval of this proposal as



 6                the facilities and staff to provide the



 7                service are already in place at the hospital,



 8                and there is a demonstrated need for the



 9                service in the hospital's community.



10                     Do you believe that to be true and



11                correct?



12           A.   Yes.



13           Q.   Now subsequent to the filing of this



14                application and in response to the Office of



15                Health care Strategy to complete these



16                questions there was a revised financial



17                worksheet that was submitted.  And in



18                that financial worksheet -- and I'm referring



19                to the Applicant Norwalk Hospital Financial



20                Worksheet A, there is a specific request for



21                the Applicant to provide projected



22                incremental costs associated with the



23                project.



24                     And while I have highlighted certain



25                costs -- and I don't know that I've covered
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 1                every single one -- for fiscal year 2021 the



 2                estimated incremental cost by Norwalk



 3                Hospital is $1,084,000.  The projected annual



 4                cost for fiscal year 2022 was $1,317,000.



 5                And the projected annual cost for fiscal year



 6                2023 was $1,583,000.



 7                     Were you aware of those incremental



 8                costs being supplemented or added to the



 9                application?



10           A.   Well, I'm -- I'm sure what you're stating is



11                true.



12           Q.   And I'm asking if you were aware that in fact



13                what Norwalk had originally reported in its



14                original application which you deemed to be



15                true and correct based on its knowledge at



16                that time was actually several million



17                dollars incorrect, and it was only after some



18                later analysis that the additional costs



19                surfaced?



20   MR. TUCCI:  Objection, Hearing Officer Mitchell.



21        Objection.  It misstates the evidence and comes



22        fairly close to being scurrilous.



23   THE HEARING OFFICER:  Okay.  Any response to that,



24        Attorney Monahan?



25   MR. TUCCI:  I can explain the basis for my objection.
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 1        It's a strong objection I'd like to explain.



 2   MR. MONAHAN:  But I --



 3   THE HEARING OFFICER:  Hold on one second, Attorney



 4        Monahan.



 5   MR. TUCCI:  The basis for my objection is that counsel



 6        asked the witness five questions ago or so about



 7        facts contained in the executive summary.  And he



 8        specifically asked the Witness about facts



 9        relating to capital expenditures associated with



10        the application.  And the Witness gave an answer



11        that had to do with capital expenditures.



12             Now counsel is focusing on incremental costs



13        which is a different thing than capital



14        expenditures, and attempting to draw a comparison



15        between the two as if they're both the same and



16        then accusing Norwalk Hospital of misrepresenting



17        information.  I object.



18   MR. MONAHAN:  That is absolutely a misstated objection.



19        The paragraph that I read from indeed at first was



20        no capital expenditures.  The second paragraph



21        that I read dealt with, the program can be -- and



22        I'll read it again.



23             The program can be implemented immediately



24        upon approval of this proposal as the facilities



25        and staff to provide the service are already in
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 1        place at the hospital, and there is no



 2        demonstrated need for the service in the hospital



 3        community.



 4             As I will be able to show in this financial



 5        statement there were FTEs that needed to be added.



 6        They were operating costs that had to be added



 7        that were not capital costs.  So I take great



 8        offense to what was called as a scurrilous



 9        objection.



10   THE HEARING OFFICER:  All right.  So can you help for



11        the record?  Just make the distinction between the



12        capital costs and the costs that were on the



13        worksheet, and then help us understand where



14        you're going with the line of question?



15   MR. MONAHAN:  Where I'm going with the line of



16        questioning is we are now talking with the CEO of



17        the Nuvance System who has premised this entire



18        application on the need for Nuvance System to move



19        forward to develop this vascular system, this



20        vascular program, to gain approval on this



21        application and to overcome long-standing existing



22        regulatory barriers.



23             What I am saying is, regardless of the team



24        that he put in place there is an application --



25        and this is the first of several that I will be
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 1        able to show that the initial application, which



 2        in appropriate manner should be complete to the



 3        best of the Applicant's ability -- has been



 4        altered and modified and supplemented right up



 5        until the 15th the day of the prefiled testimony



 6        to try to augment the problems that occurred in



 7        the deficiencies in the original application.



 8             And if this Witness has no knowledge as the



 9        lead person, he can tell me that.



10   THE HEARING OFFICER:  All right.  I'm going to --



11        Dr. Murphy, I'm going to let you respond to that



12        to the best of your knowledge.



13   THE WITNESS (Murphy):  Let me first reassure you,



14        Mr. Monahan.  And I'm -- I'm certain that you



15        didn't mean to be offensive by implication.



16             We operate on a principle of integrity so



17        that I am 100 percent confident that any question



18        that you ask of us will be properly answered.  I



19        have, you know, I have the good fortune of being



20        surrounded by a lot of smart people here today to



21        whom I can defer for the specifics regarding why



22        were these incremental costs added.



23             But in your characterization you said that



24        the document was altered.  I think that that



25        isn't -- is not accurate.  It was in fact
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 1        supplemented, but we didn't alter anything.  We



 2        found additional information and provided it



 3        truthfully, and that is the basis -- integrity is



 4        the basis upon which all of our actions are



 5        guided.



 6             So if you want me to provide for you someone



 7        else to answer the question with specific detail I



 8        can certainly make that happen if Hearing Officer



 9        Mitchell would like me to do that.



10   MR. MONAHAN:  No.  Dr. Murphy, I appreciate that.  And



11        believe me in no way -- and I'm sorry if in the



12        spirit of the proceeding like this if the tone



13        comes across -- there was no way I intended to in



14        any way be offensive towards you, or toward the



15        integrity of you or your team.



16             In fact, I really want to be clear about



17        that.  So I apologize if it came across that way.



18             So if you may?  And bear with me, I'd like to



19        ask you a few more questions about your testimony.



20        BY MR. MONAHAN:



21           Q.   Right now you have -- and maybe even upon



22                hearing the testimony of others -- but I



23                suspect you have a very good sense that



24                elective PCIs, to the extent that Norwalk



25                Hospital cannot do elective PCI's right now,
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 1                they are transferred to at least four



 2                different hospitals and maybe more.



 3                     But those include Stamford Hospital,



 4                Bridgeport Hospital, St. Vincent's Hospital,



 5                and of course your own Danbury Hospital.



 6                     Correct?



 7           A.   Yes.



 8           Q.   I'm sorry.  That was a yes?



 9           A.   Yes.  I'm sorry.



10           Q.   Okay.  I'm sorry.



11                     Am I correct that it is the case that



12                there is no instance in which those four



13                hospitals within the 30-minute guideline



14                standards have at all said to you, we can't



15                take another PCI, elective PCI patient?



16                     In other words, there is access



17                available at those four hospitals for



18                elective PCI patients who presently would



19                need to be transferred in the absence of this



20                application being granted.



21                     Is that correct?



22           A.   Yes, it is.  I believe it is.



23           Q.   Okay.  Now one of the reasons you've put



24                forth in your testimony as supportive of



25                keeping patients close to home, you know,
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 1                closer to the hospital -- perhaps of their



 2                choice, is because of the -- without quoting



 3                exactly, but some of the difficulties



 4                associated with transfer and communication



 5                with medical records, or transmission of



 6                medical records.



 7                     Is that correct?



 8           A.   Yes.



 9           Q.   Okay.  If we go -- and bear with me for a



10                minute while I look through these.  Okay.



11                     Attorney Tucci referred to these numbers



12                in the original application in the project



13                description where he talked about there are



14                about 155 cardiac transfers from the



15                hospital, being Norwalk Hospital to other



16                acute institutions for cardiac clinic care.



17                     And he did reference 46.2 percent being



18                transferred out of 119.  55 being transferred



19                to St. Vincent's, 38 to Danbury, 13 to



20                Bridgeport, and 6 to Stamford, and 5 to Yale



21                New Haven, and even 2 to New York



22                Presbyterian.



23                     I've read those numbers.  Obviously it



24                would never hurt to check them, but I



25                represent to you that I've read them from
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 1                your application.



 2                     My question about that is, let's take



 3                the transfer to Danbury Hospital.  Of those



 4                38 transferred how many of those 38



 5                transferred to Danbury Hospital, and of



 6                course without any disclosure of any type of



 7                identifiable information -- but how many of



 8                those transfers resulted in an adverse



 9                outcome or harm to the patient as a result of



10                Norwalk's inability to communicate in an



11                appropriate manner with Danbury Hospital on



12                medical records?



13           A.   I -- I do not have the specifics here.  So it



14                would be speculative for me to offer a



15                response.



16           Q.   Okay.  But do you know of any that happened?



17           A.   If you want me to guess, tell me.  If you



18                want facts, I don't have them.



19           Q.   If you don't have facts I don't want you to



20                guess.  I just didn't know whether you knew



21                it was zero, or you knew it was some amount.



22                You just don't know the amount?



23           A.   Yeah.  As I said, unfortunately I -- I can't



24                provide you with a response, because I -- you



25                don't want me to guess and I don't have the
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 1                facts.



 2           Q.   Okay.  Similarly in the transfer to Danbury



 3                Hospital of those 38 patients how many



 4                incidents resulted in adverse outcomes to a



 5                patient that would need to be reported to the



 6                Department of Public Health because of harm



 7                arising from the transfer from Norwalk to



 8                Danbury?



 9           A.   Yeah.  Unfortunately, Mr. Monahan, I'm going



10                to have to provide the same answer.  I have



11                not studied the nature of the transfers on an



12                individual patient level.  So I -- I really



13                can't provide you with a meaningful response.



14           Q.   Okay.  Well, the reason -- and I appreciate



15                that, and I certainly wouldn't expect that



16                every detail worked its way to your desk.



17                     However, given that you have referenced



18                in your testimony the -- what you, you know,



19                you call the downside or what I'm saying,



20                describing as the downsides that you describe



21                of transfer, and from one facility to another



22                even within the 30-minute period.



23                     And in the inability to, you know,



24                perhaps ideally coordinate through medical



25                records, it seemed to me -- I was just trying
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 1                to understand whether you think this is a



 2                prevalent problem, or whether this is a



 3                possibility but hardly ever occurs?



 4           A.   Well, I've been practicing medicine --



 5                medicine for 35 years.  And you know, I've



 6                transferred lots of patients in my life.  And



 7                stuff happens, and it happens more often in



 8                general than it does when you keep the same



 9                patient within the same four walls of the



10                hospital.



11                     So I think you know, it's -- it's



12                instinctively I think sensible to realize



13                that sending somebody out of your institution



14                someplace else invites some degree of risk,



15                but I -- I can't specifically answer the



16                questions that you've posed, unfortunately.



17           Q.   Okay.  No problem.  So you've made it as a



18                general statement as a possibility, but you



19                have no data to back that up as you sit here



20                today?



21           A.   Other than 35 years of experience.



22           Q.   Now at some point in time there was an



23                estimate in the original application made by



24                Norwalk Hospital of projected elective PCIs



25                over a series of projected years that fell
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 1                well short of the -- and I will get to the



 2                expert document in a moment -- but the 200



 3                facility threshold, that minimum threshold



 4                that has been the subject of discussion in



 5                this hearing today.



 6                     Do you recognize that?



 7           A.   Yes.



 8           Q.   And in that original calculation of -- if you



 9                give me one moment, please?



10                     In that original calculation which is in



11                the utilization section on page 36 of 52, of



12                your original application, the Norwalk



13                Hospital projected based on fiscal years -- I



14                believe they cited a table, or you cited a



15                table of fiscal year 2017, 2018 and 2019, and



16                perhaps an annualized fiscal year 2020.



17                     And for '17, '18 and '19 when one adds



18                up Danbury Hospital we come up with a total



19                of 73, 71 and 61 in those three successive



20                years of PCIs.  Does that make sense to you?



21                Or do you want to look at those numbers?



22           A.   I -- I see the numbers.  I -- I'm happy to



23                address a particular question if you have it.



24           Q.   Sure.



25           A.   You know, if you want a more educated answer
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 1                there are individuals who I suspect you will



 2                be calling for cross soon that may be able to



 3                offer a greater degree of precision.



 4           Q.   I appreciate that, and my questions are not



 5                going to sort of get into the sort of the



 6                nitty gritty of the calculation.



 7                     But what I am wondering is, when you see



 8                the projected volume in the table below, do



 9                you see, you know, fewer numbers -- or lesser



10                numbers.  Do you see that?



11           A.   I -- I lost you a little bit, Attorney



12                Monahan, I -- in terms of -- what is falling



13                off?



14           Q.   There's two tables in OHS table four?



15           A.   Yeah.



16           Q.   And then the projected numbers that -- for



17                utilization by service -- yes, is for primary



18                elective PCI, if this were granted would be



19                for fiscal year '20, '21 and '22, a total of



20                62, 128, and 141.



21                     Do you see that?



22           A.   Yes.



23           Q.   If you add the primary and elective PCI



24                numbers together?



25           A.   Yeah.
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 1           Q.   Okay.  In general, again knowing you didn't



 2                author every answer to this, but did you know



 3                that those were the projections going in?  Do



 4                you remember if you knew?



 5           A.   No.  Honestly I do not know that I looked at



 6                or examined with this degree of detail the



 7                difference between the actual and the



 8                projected -- or for that matter, whether



 9                Danbury was included in the system numbers or



10                not.



11           Q.   Okay.  Let me ask you, were you aware at the



12                time that this application was being filed



13                that the consensus document from the three



14                leading cardiac societies and groups who had



15                reiterated their minimum threshold in 2014 of



16                200 minimum procedures for facilities without



17                backup surgery, and that that had not been



18                changed?



19                     Did you have any sense that those



20                projections were below that threshold?



21           A.   I -- I have discussed the -- the numbers



22                with, certainly with Dr. Warshofsky.  It's



23                someone that I'm confident -- and we respect



24                the guidelines of 200.  I'm confident that we



25                will exceed them.

�



                                                           190





 1                     I don't know whether or not if your



 2                question is, well, then why did you submit



 3                the application if your number was below 200?



 4                I -- I don't know, but you can certainly ask



 5                Dr. Warshofsky about the differences and



 6                whether or not COVID, for instance, is



 7                factored into '20 at all.



 8                     But I will tell you that our more recent



 9                numbers, particularly those from this year



10                annualized look at 80 primary PCIs.  And if



11                you do the extrapolation I'm very confident



12                that we will exceed, substantially exceed the



13                200 number as a threshold.



14           Q.   All right.  When did it come to your



15                attention in your office that there was a



16                desire or a need, or a request to change that



17                calculation?



18           A.   No one came to me with an expressed desire to



19                change a calculation.



20           Q.   I'm just going back to what you said you had



21                conversations with -- I believe it was



22                Dr. Warshofsky, and maybe others.



23                     But is there at some point sometime



24                before you filed your testimony that someone



25                said to you in words or substance, e-mail,
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 1                hey.  Our projections are below 200.  We need



 2                to rework them, or words to that effect?



 3           A.   Never.



 4           Q.   Okay.  So is it the case that from the



 5                original filing of those projections below



 6                200 to this very day you had no knowledge of



 7                the modification from below 200 to a



 8                projection in excess of 200?



 9           A.   Again, I -- I was not --



10   MR. TUCCI:  I'll object to the form.  Excuse me,



11        Hearing Officer.  I'll object to the form as to



12        modification.  That's a mischaracterization of



13        what the Witness has testified to.  He's testified



14        to a supplementation.



15   MR. MONAHAN:  Well, I'll withdraw.  Whether we call it



16        a supplementation, you know, a change, a



17        modificate -- whenever appropriate word, the



18        numbers changed.



19        BY MR. MONAHAN:



20           Q.   What I'm trying to understand is, Dr. Murphy,



21                when did you first become aware that the



22                numbers were being supplemented?



23   MR. TUCCI:  Hearing Officer Mitchell, I have to renew



24        the objection.  There was a premise in the



25        question that, quote, unquote, the numbers
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 1        changed.  There is simply a gross



 2        mischaracterization of the evidence.



 3             If you are looking at the information that



 4        was submitted in Norwalk Hospital's responses to



 5        OHS public hearing issues list, it provides



 6        updated cardiac cath and PCI case trends through



 7        fiscal year 2021 based on FP1-6, meaning the first



 8        six months of the year.



 9             So those, that's the additional information



10        that was presented.  It's not a change.



11   MR. MONAHAN:  Well, rather than that -- my request is



12        rather than have Attorney Tucci testify about the



13        change, what I'm asking is whether Dr. Murphy had



14        knowledge that there would be a change, whether



15        it's in the numbers, the calculation, the



16        methodology, but something to get those numbers



17        from below 200, over 200.



18   THE HEARING OFFICER:  I'm going to allow that question.



19   THE WITNESS (Murphy):  No.  The answer is no.



20        BY MR. MONAHAN:



21           Q.   Okay.  So when you gave your testimony on



22                August -- excuse me, April 15th, and



23                submitted it, you did not know that there had



24                been a supplement to those numbers?



25           A.   Correct.
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 1           Q.   You've heard a lot of talk about the 2014



 2                consensus document regarding the three



 3                organizations that published guidelines,



 4                consensus guidelines in 2011, and then in



 5                2014, and remain steadfast at the facility



 6                minimum threshold of 200 PCI services as a



 7                minimum threshold for elective PCI at a



 8                facility without surgical backup.



 9                     Correct?



10           A.   Yes.



11           Q.   Do you respect that, those three entities as



12                expert entities in the promulgation of



13                guidelines and best practices in connection



14                with cardiac care?



15           A.   Well again, I think at the outset I hope I



16                made it clear I am not a cardiologist.  I



17                don't pretend to be one, and I have no reason



18                to be suspect of these guidelines or the



19                consensus statements.



20                     But I don't know the totality of other



21                guidelines and I don't want to get, you know,



22                caught in -- in a paragraph or a sentence



23                here about something that may be in the



24                documents.  But you know, in general, I -- at



25                least in my field I read them and to the
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 1                extent that they're appropriate, follow them,



 2                but I also recognize that individual patient



 3                circumstances, some things aren't followed to



 4                the letter.



 5           Q.   Who doesn't follow them to the letter?



 6           A.   No, I'm saying if you're applying a



 7                guideline, a consensus guideline in the field



 8                of neurology to a particular patient, there



 9                are times and circumstances where the



10                guidelines are less relevant.



11           Q.   Right.  So if for instance in these



12                guidelines -- and maybe you know enough about



13                what has been said and read, and maybe you've



14                read them yourself, even these consensus



15                guidelines provide an exception to the 200



16                minimum threshold when a hospital may be in



17                an isolated area, unlike the area you're in



18                where you have at least four hospitals with



19                full cardiac backup.



20                     You understand that there is that



21                exception?



22           A.   Yes, I do.



23           Q.   And you agree that that exception does not



24                apply to you?



25           A.   I just want to be careful that I -- I answer
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 1                fully here, that I get the sense that the



 2                premise of your question is, we're looking



 3                for an exception to come in under 200 cases,



 4                and that's not in fact the circumstance here.



 5           Q.   And if you didn't know that there was -- and



 6                I'm really, really just trying to understand



 7                based on what you said, the chronology here.



 8                If you did not understand as of the time you



 9                penned your signature to the testimony on the



10                15th that there was not a supplement to the



11                projection, when did you learn that now there



12                was a supplement where we -- where Norwalk



13                Hospital was projecting numbers above the



14                200?



15           A.   Yeah.  Attorney Monahan, you -- you may not



16                fully appreciate the nature of my job.  I'm



17                running seven hospitals in 85 communities and



18                I am not looking at this with a fine-toothed



19                comb to see whether supplemental data has



20                been submitted.



21                     I rely on my team.  They are enormously



22                talented, filled with integrity and deeply



23                honest people.  So if there's some



24                supposition that somebody is playing a game,



25                that it won't fly.
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 1                     I do -- I do not recall any specific



 2                time where somebody said, do you realize that



 3                data was submitted?  I've been through CON



 4                submissions before and there are all kinds of



 5                answers to questions that are provided on an



 6                ongoing basis, and then additional questions



 7                appear.



 8                     So I'm used to this continuum of



 9                communication and data exchanges.  So there's



10                nothing about this that feels odd to me, nor



11                was anything brought to me as, you know,



12                there's some signal submission here that you



13                need to know about.



14                     And I don't have any particular



15                recollection of any particular conversation



16                where someone said, you need to be aware that



17                supplemental data was provided to the Office



18                of Health Strategy in this particular



19                application.



20   THE HEARING OFFICER:  With that, that was a very



21        specific response with that.  I'm just going to



22        ask Attorney Monahan if you wouldn't mind moving



23        on, because Dr. Murphy has indicated a couple



24        times that he really was unaware of the update and



25        the numbers.
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 1   MR. MONAHAN:  Absolutely.



 2   THE HEARING OFFICER:  Perhaps there may be somebody



 3        else that has more knowledge about that?



 4   MR. MONAHAN:  I can certainly do that.  Thank you,



 5        Dr. Murphy, for your patience in that questioning.



 6        BY MR. MONAHAN:



 7           Q.   Dr. Murphy, am I correct that there is a



 8                large cardiology group called Cardiology



 9                Associates of Fairfield County, in the region



10                that you, that Norwalk Hospital operates in?



11           A.   Yes.



12           Q.   And isn't it the case that Cardiology



13                Associates of Fairfield County are community



14                physicians who have every right to refer



15                cardiac patients to various hospitals of



16                their choice.



17                     Correct?



18           A.   Correct.



19           Q.   So if you were to be granted this



20                application -- regardless of the methodology



21                that I will ask another witness about -- that



22                gets you theoretically over the 200, you



23                cannot control the referrals of those



24                cardiologies.



25                     Correct?
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 1           A.   That is correct.



 2           Q.   Okay.  So to the extent that your volume



 3                depends on complete recapture of all of the



 4                transferred elective PCIs out of Norwalk to



 5                every other hospital, that is not an



 6                assumption that you control.  Am I correct?



 7           A.   Again, the nature of the question -- a



 8                complete recapture, I don't believe that



 9                that's built into our numbers, that that



10                assumption is built into our numbers.



11           Q.   Okay.  So I should ask Dr. Warshofsky about



12                that?



13           A.   I think you can ask Dr. Warshofsky, or



14                Dr. Lomnitz.  I -- I suspect that they would



15                be better informed that I am.



16           Q.   Okay.  All right.  I just have a few more



17                questions.



18                     I believe it's in the testimony of one



19                of the doctors, Dr. Murphy, that there's a



20                new cath lab in process that you're building



21                for Nuvance -- or is there a new cath lab



22                that Nuvance is building?



23           A.   Yes, sir.



24           Q.   And just, does that cath lab bear in any way



25                with respect to Norwalk Hospital?
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 1           A.   Yes.



 2           Q.   And approximately when was that construction?



 3                Do you know?



 4           A.   I -- I'd be guessing again.  It's -- it's



 5                nearing completion, but I don't know when it



 6                actually started.



 7   MR. MONAHAN:  Okay.  Dr. Murphy, I really appreciate



 8        your time with me and your patience.



 9             And I have no other questions.



10   THE HEARING OFFICER:  Attorney Tucci, do you have any



11        followup for Dr. Murphy before Attorney Monahan



12        moves on?



13   MR. TUCCI:  Hearing Officer Mitchell, if I could just



14        do some brief redirect with Dr. Murphy?



15   THE HEARING OFFICER:  Okay.



16



17                   REDIRECT EXAMINATION (Murphy)



18



19        BY MR. TUCCI:



20           Q.   Dr. Murphy, can you hear me okay?



21           A.   Yes.



22           Q.   Dr. Murphy, on behalf of Norwalk Hospital as



23                the Applicant in this CON proceeding are you



24                asking the Office of Health Strategy to



25                ignore or change any of its regulations?
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 1           A.   No.



 2           Q.   You were asked a question about whether you



 3                had ever received a call from one of the



 4                other friendly competitor health systems in



 5                your area, say, for example from Stamford



 6                Hospital or Bridgeport, or St. Vincent's



 7                saying to you communicating to your system in



 8                effect, we can't take another PCI patient.



 9                     And Mr. Monahan asked you what you



10                thought about the concept of there being



11                access to PCI services in the region.



12                     Do you understand the difference between



13                capacity and access?



14           A.   Yes, I do, but I thought the question that



15                Attorney Monahan was asking me was, had I



16                ever received a phonecall?



17                     That was what I was answering.



18           Q.   Right.  And the answer is -- I take it your



19                experience has been you have not gotten a



20                call from a competitor saying, don't send us



21                another patient?



22           A.   Correct.



23           Q.   So the conclusion to be drawn from that is



24                that your competitors perhaps have capacity



25                to take patients.
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 1                     Does that necessarily equate to whether



 2                or not your patients will get quick access to



 3                elective PCI care at those institutions?



 4           A.   It does not.



 5           Q.   You were asked about questions relating to



 6                transfers of Norwalk Hospital originated



 7                patients to Danbury Hospital.  Now Norwalk



 8                and Danbury are part of the same integrated



 9                network platform of care.



10                     Correct?



11           A.   Yes.



12           Q.   And as part of that integrated network of



13                seamless care, do the two institutions share



14                an integrated medical record?



15           A.   Yeah.  Yeah, so -- yeah, I recognize that



16                there are certainly differences between, at



17                least in my view, in the risks between



18                transferring to a sister institution and, if



19                you will, foreign institution, or one that is



20                outside of the network because you don't have



21                access to the same EMR.



22                     You don't have access to the same



23                imaging systems.  You use a different



24                formulary.  You don't have the cellphone



25                number of the interventional cardiologists to
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 1                whom you can rapidly communicate critical



 2                information.  You may have a different system



 3                in place if the patient doesn't speak



 4                English.



 5                     So there are significant advantages to



 6                in-network transfers that don't exist when



 7                you leave the system.  But -- so I didn't



 8                know where Mr. Monahan was going with his



 9                questions, and I wasn't sure that was an



10                answer he was looking for.



11                     I didn't know the facts he was asking



12                about regarding the specific outcomes of



13                intra-system patients leaving Norwalk



14                Hospital.



15           Q.   Doctor, one more question?  I would like, if



16                you would bear with me -- if you could refer



17                to a couple of pages.  The first is page 36



18                of Norwalk's Hospital CON application.



19                     If somebody can provide that to you.



20                And then I'd ask you to look at the



21                Norwalk Hospital Responses to OHS public



22                hearing issues list, the document dated



23                April 15, 2021.  In particular, they're not



24                marked, but there's a third page that shows



25                at the top a chart entitled, Norwalk Hospital
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 1                cardiac cath and PCI cases, Trend through FY



 2                '21?



 3           A.   Yes.



 4           Q.   Can you put those two pages side-by-side?



 5           A.   Okay.  Yeah.



 6           Q.   Focusing first on page 36 of Norwalk



 7                Hospital's CON application.  Looking at table



 8                four under fiscal year 2017, it lists the



 9                number of primary PCIs actual volume at



10                Norwalk Hospital.



11                     But what is that number?



12           A.   Twenty -- 2017 was 73.  2018 was 71.  2019



13                was 61.



14           Q.   All right.  Now, direct your attention,



15                please, to the document that Norwalk Hospital



16                provided to OHS on April 15, 2021.  Look at



17                the chart at the top of that page.



18           A.   Okay.



19           Q.   What is the number reported on that chart for



20                fiscal year '17?



21           A.   73?



22           Q.   The same number as reported in the original



23                application.  Correct?



24           A.   That is correct.



25           Q.   What is the number for fiscal year '18?
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 1           A.   71.



 2           Q.   The same number reported in the original



 3                application.  Correct?



 4           A.   Exactly the same number.



 5           Q.   Fiscal Year '19, what is the number reported



 6                there?



 7           A.   The same as it was, 61.



 8           Q.   All right.  Now let's look at fiscal year



 9                '20.  What number is reported there?



10           A.   The second sheet, it's six-zero.



11           Q.   Okay.  And then you said you've had



12                experience in being involved in the



13                submission of CON applications over the



14                course of your many years involved in health



15                care.



16                     Correct?



17           A.   Yes.



18           Q.   In your experience, is it unusual or not



19                unusual for an applicant to submit updated



20                data to reflect the applicant's most recent



21                experience concerning the particular service



22                at issue?



23           A.   Yes, I -- I think it is typical.



24           Q.   The column that you see on the third page



25                there reflects the fiscal year '21 actual
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 1                primary PC numbers of 41 at least through



 2                what's characterized as FP1-6.  Right?



 3           A.   Yes.



 4           Q.   In your experience in the world of health



 5                care is it unusual for hospital systems to



 6                look at their actual experience over a part



 7                of the year and then project an annual



 8                experience based -- an annualized experience



 9                based on that actual experience?



10   MR. MONAHAN:  Okay.  I'm going to -- may I object?



11   THE HEARING OFFICER:  On what basis?



12   MR. MONAHAN:  I was -- after probing this, I was cut



13        off from the questions because Dr. Murphy had



14        indicated that he had no real involvement in this,



15        and I should defer my questions to others.



16             And now we're getting into a more detailed



17        discussion of the very tables that I was heading



18        towards that I'm now being -- that I was told that



19        I could not go into, and I don't think it's



20        appropriate.  It's going beyond the scope of



21        direct.  I was cut off by the very objections of



22        Attorney Tucci.



23   THE HEARING OFFICER:  Attorney Tucci?



24   MR. TUCCI:  Yes.  Thank you, Hearing Officer Mitchell.



25        It's obviously not beyond the scope of the direct.
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 1        It's precisely in line with the scope of the



 2        direct.



 3             Nor am I asking the Witness to do anything



 4        other than testify about his general experience as



 5        an experienced chief executive officer of a



 6        hospital institution about how hospitals in the



 7        normal course of business project lines of



 8        business.  That's all I asked him.



 9   THE HEARING OFFICER:  So I think we are getting a



10        little bit into the details of the numbers.  I



11        think that it would probably be more appropriate



12        to have the other witnesses with more direct



13        knowledge about how those numbers came about,



14        respond to those questions.



15   MR. TUCCI:  Thank you very much, Hearing Officer



16        Mitchell.



17             I have no further questions on redirect for



18        Dr. Murphy.



19   THE HEARING OFFICER:  Thank you.



20   MR. TUCCI:  And would you mind if we just took a short



21        break?



22   THE HEARING OFFICER:  Yeah.  We're running a little bit



23        long, so we're going to keep it --



24   MR. TUCCI:  Five minutes?



25   THE HEARING OFFICER:  Yeah.  Let me just ask.  There
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 1        was somebody that was going to be testifying from



 2        the Legislature?  Is that person available?



 3   A VOICE:  Not at this time.



 4   THE HEARING OFFICER:  No?  Okay.  All right.  I just



 5        wanted to make sure that they were not waiting



 6        around.



 7             Okay.  So we'll go back on the record about



 8        3:43, 3:46.



 9   THE WITNESS (Murphy):  Am I excused?



10   THE HEARING OFFICER:  Let me just -- I don't know that



11        we have any questions from OHS.  Let me just ask.



12   THE WITNESS (Murphy):  I can wait.  No, no.  I -- I



13        don't want to pressure anybody.



14   THE HEARING OFFICER:  So Dr. Murphy, I'm thinking our



15        questions may need to go to the other witnesses.



16        Let me just confer with Ms. Rival and Mr. Carney.



17             I think our questions go to the other



18        witnesses.  Correct?  Then we can let Dr. Murphy



19        go?  Jess is nodding.



20   MR. MONAHAN:  Would that be the same for Ms. Silard?



21   THE HEARING OFFICER:  I think so too.  Yeah, I think



22        we're all set with --



23   MR. CARNEY:  Attorney Mitchell, I think we have one



24        question for Dr. Murphy, that I was aware of.



25   THE HEARING OFFICER:  All right.  So why don't we take
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 1        a five-minute break.



 2             And then let me ask Attorney Monahan.  Do you



 3        mind if we ask our question of Dr. Murphy?  I know



 4        we're kind of getting into, you know, I don't like



 5        to interrupt people while they're doing their



 6        cross because you kind of get --



 7   MR. MONAHAN:  I have no objection.  I you need to step



 8        out of order, that's fine.



 9   THE HEARING OFFICER:  Okay.  All right.  So we'll come



10        back in five minutes.  Then after, after we ask



11        your question, Dr. Murphy, you can go.



12             And then also Ms. Silard can also go, too.



13   MR. MONAHAN:  Thank you.



14   THE HEARING OFFICER:  Thank you.  All right.  So let's



15        just come back on the record at 3:40.



16



17                 (Pause:  3:35 p.m. to 3:50 p.m.)



18



19   THE HEARING OFFICER:  All right.  We're going to go



20        back on the record.  Is everybody ready?



21   MR. TUCCI:  Yes, for the Applicants.



22   THE REPORTER:  The Court Reporter is ready.



23   THE HEARING OFFICER:  Okay, Applicants.



24             And the Intervenor is ready also?



25   MR. MONAHAN:  Yes.
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 1   THE HEARING OFFICER:  All right.  So Dr. Murphy, I did



 2        confer with my colleagues and we had one question



 3        for you based on your prefiled testimony.  I'm



 4        going to pull it up, and I'll read it.



 5             It says on page 31 of your prefiled testimony



 6        you stated that unnecessary transfers also reduced



 7        Norwalk Hospital's ability to coordinate care and



 8        manage its cardiovascular patient population.



 9        While some patients may be transferred to Danbury



10        Hospital for elective PCI, other patients are sent



11        out of network -- sent to out of network providers



12        that may not know the patient's histories, et



13        cetera.



14             So I've heard you talk about this in



15        questioning by Attorney Monahan, but we have just



16        a couple more questions for you.  And we wanted to



17        know first -- and I'll just do them one by one.



18        What are some of the reasons why a patient would



19        be transferred to an out-of-network provider



20        versus maybe Danbury Hospital?



21   THE WITNESS (Murphy):  Well, it could be that a



22        relationship that exists.  It could be a patient



23        preference, a preference of the physician, a



24        preference of the patient, a preference of the



25        family member.  There are a number of
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 1        circumstances that would influence the ultimate



 2        destination.



 3   THE HEARING OFFICER:  Do you know about what proportion



 4        of patients are transferred out of network?



 5   THE WITNESS (Murphy):  I -- I do not know the answer to



 6        that question.



 7   THE HEARING OFFICER:  And then I think one of the



 8        things that we wanted to know is if you could help



 9        us understand how these out-of-network transfers



10        hinder Norwalk Hospital's ability to participate



11        in alternative payer models?



12   THE WITNESS (Murphy):  Sure.  As you know, the



13        alternative payment models really are moving away



14        from fee for service where the patient shows up



15        and whatever services they receive they get billed



16        for, to a different model which is fee for



17        value -- which both the quality outcome and the



18        cost of that care, the responsibility and the



19        accountability shifts to the provider.  And those



20        payment models have been in place and are growing



21        in popularity.



22             And they are believed -- certainly the state



23        and federal governments believe that it is through



24        those value-based arrangements that we will



25        ultimately improve quality and reduce the cost of
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 1        care.



 2             So what happens is if you send somebody from



 3        Norwalk Hospital for an elective PCI to another



 4        facility.  It's conceivable that that other



 5        facility doesn't participate in that particular



 6        insurance plan, let's say, or while the hospital



 7        may, the cardiologist may not, an anesthesiologist



 8        may not.  They may have a different formulary that



 9        doesn't anticipate the particular insurance.



10             Or for that matter, in some circumstances



11        based upon, you know, where the patient goes, if



12        it goes out of state there can be state plans that



13        become a problem.



14             And as I'm sure you're aware, Hearing Officer



15        Mitchell, the -- the whole notion of surprise



16        billing, you invite that possibility at times when



17        somebody shows up to do an emergency procedure.



18        After the procedure is done, you know these



19        patients don't really have the opportunity really



20        to shop for services.



21             They get a big bill and the patient is



22        exposed to significant out-of-pocket expenses or



23        co-pays, or you know, major financial exposure



24        because those coordinated efforts do not take



25        place.
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 1             And you know, the whole notion of a bundled



 2        payment, for instance, is there's an impetus for



 3        the institution that has signed up for that



 4        bundled payment to say, we're going to take care



 5        of that patient.  No matter what it takes we'll be



 6        held accountable for the quality outcomes as well



 7        as the cost.



 8             So it forces us to be as efficient with the



 9        services that we provide as we can be.  We lose



10        control over all of those decisions when the



11        patient leaves the network.



12   THE HEARING OFFICER:  Okay.  And then is there a way to



13        quantify how these transfers might hinder



14        participation in EPNs?



15   THE WITNESS (Murphy):  I'm sure there is.  I -- I



16        couldn't give it to you, you know, as I sit here



17        with any degree of confidence, but there's no



18        question when -- if you look at, you know, we have



19        tens of thousands of patients who are in at-risk



20        models, and we -- and the State knows this and has



21        encouraged us to continue to increase our



22        participation in those alternative payment models.



23             When the patients do leave the system we do



24        find that that is in fact where the expenses take



25        off and that is a significant exposure that is
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 1        difficult to manage when you're in a bundled



 2        payment.



 3             We also have challenges sometimes in getting



 4        the data back on what the quality outcome was,



 5        the -- a different EHR system.  It has different



 6        ability -- abilities to report back on particular



 7        outcomes.



 8             So it is -- it's cumbersome.  It's -- it's



 9        awkward.  It's inconvenient, but I will tell you



10        that it represents potentially a quality concern,



11        but undoubtedly a financial concern.



12   THE HEARING OFFICER:  All right.  Thank you,



13        Dr. Murphy, for those responses.



14             Let me just check in with Mr. Carney and



15        Ms. Rival.



16             Any additional questions from us you think



17        that maybe I might have missed?



18   MR. CARNEY:  That was the only one I had.



19   THE HEARING OFFICER:  All right.  Jessica, we're all



20        set?  Okay.  So that was it from us.  I'm just



21        going to follow up again with Attorney Monahan and



22        also Attorney Tucci.



23             Any followup for Dr. Murphy?



24



25                          (No response.)
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 1   THE HEARING OFFICER:  If not, hearing nothing I think



 2        we're all set, Dr. Murphy.



 3   THE WITNESS (Murphy):  Okay.  Thank you very much.



 4   MR. MONAHAN:  May I just ask one -- I'm sorry.  One



 5        last question.



 6   THE HEARING OFFICER:  All right.



 7   MR. MONAHAN:  Just on an EPN question.



 8



 9                   RECROSS-EXAMINATION  (Murphy)



10



11        BY MR. MONAHAN:



12           Q.   On how many EPNs do you participate in?  And



13                how much money is at risk, as you just



14                described?



15           A.   How much money is at risk?  We have --



16           Q.   Mute -- you're on mute.  I'm sorry.



17           A.   Pardon me.  We have about 40,000 patients who



18                are currently under some form of risk



19                arrangement.



20                     I -- I don't know that the total sum of



21                dollars based on, you know, there are --



22                there are Medicare participants.  There are



23                commercial participants.  There are even some



24                Medicaid pilots that we're looking at, some



25                national, some state specific, but it would
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 1                be hard for me to give you a solid number,



 2                Attorney Monahan.



 3   MR. MONAHAN:  Thank you, I appreciate that.  Okay.



 4   THE HEARING OFFICER:  Attorney Tucci, any followup?



 5   MR. TUCCI:  No, thank you, Hearing Officer Mitchell.



 6   THE HEARING OFFICER:  All right.  Thank you again,



 7        Dr. Murphy.



 8   THE WITNESS (Murphy):  Okay.  Thank you very much.



 9   THE HEARING OFFICER:  All right.  So I'm going to turn



10        it over to you, Attorney Monahan.



11   MR. MONAHAN:  Before we do that, Hearing Officer



12        Mitchell, are there any group questions for the



13        CEO and president Ms. Silard?  Or may she be



14        excused, I think, from the panel?



15   THE HEARING OFFICER:  Right.  So, no.  We don't have



16        any questions for her.



17   MR. MONAHAN:  Just so there's no -- she may be excused?



18   THE HEARING OFFICER:  Yeah.



19   MR. MONAHAN:  Okay.  Thank you very much.



20   THE HEARING OFFICER:  You're welcome.



21   MR. MONAHAN:  Doctor -- I want to pronounce it



22        correctly.  I apologize.  Warshofsky?



23             Warshofsky, I call Dr. Warshofsky for



24        cross-examination.



25   THE WITNESS (Warshofsky):  Good afternoon.
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 1   MR. MONAHAN:  Good afternoon.  Really hopefully just a



 2        few questions.



 3             One is there, there were a number of



 4        questions regarding different medical literature



 5        from this whole application process, and in



 6        connection with that there were references to the



 7        2011 consensus document by the -- and I want to



 8        get the exact acronyms, ACH -- excuse me, the



 9        American Heart Association, the --



10             Give me one moment, please.  I just want to



11        get my -- okay.  I apologize.



12



13                  CROSS-EXAMINATION (Warshofsky)



14



15        BY MR. MONAHAN:



16           Q.   There were several discussions about the



17                literature and guidelines published by the



18                ACCF, AHA and the SCAI consensus documents in



19                2011, 2013 and then in 2014.



20                     And my question is, do you recognize and



21                see the 2014 best practices -- or



22                recommendations, I should say, of that



23                consensus group from 2014 as a current



24                state -- excuse me, a current guideline that



25                is not superseded, not eradicated, and not
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 1                abolished?



 2           A.   Yes, I see the 2014 guideline as current.



 3                And -- and I would emphasize that it's a



 4                guideline, not a policy.



 5           Q.   Thank you.  Would you -- and I believe you



 6                may have heard testimony from today on this.



 7                In connection with the fact that elective



 8                PCIs presently at Norwalk Hospital are



 9                transferred because you can't do that, they



10                are sent to other hospitals for that



11                procedure.



12                     Do you, as you sit here, believe that



13                there is sufficient access were those four



14                hospitals to accommodate the transfer of any



15                elective PCI patients that you have



16                encountered to date?



17           A.   No, I don't believe that.



18           Q.   And what is the basis for your belief that



19                those four hospitals cannot accommodate the



20                elective PCIs that you would be transferring



21                them to date?



22           A.   Well, I -- I guess it would depend on how you



23                define sufficient access, but I look at this



24                from the patient standpoint.  And then I



25                would be quite upset if I were a patient or a
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 1                family member of a patient to be transferred



 2                for something that really is not necessary.



 3                     So although ultimately the patient may



 4                receive the, what we're terming an elective



 5                PCI, the fact that they had to endure a



 6                transfer and that the family may or may not



 7                have been able to go visit them at the



 8                receiving hospital, for me is not sufficient



 9                access.



10           Q.   Well, I understand.  I appreciate your



11                personal opinion, but right now you



12                understand under the law you cannot



13                perform an elective PCI at Norwalk Hospital.



14                     Correct?



15           A.   Correct.  Under the law we cannot.



16           Q.   So that if a patient says to you, oh, I'm



17                disturbed by this.  Are you telling me that



18                you're saying, well, then you had no access?



19                     Or are you saying they have access, and



20                now here are the places you can go within the



21                30-mile/30 minute time period?



22                     That's my question.  Can they get the



23                procedure done within a timely manner even



24                though you can't do it?



25           A.   What I am saying to the patient is, I am
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 1                sorry.  At this time we're not able to



 2                provide this service for you here at Norwalk



 3                Hospital.  We'll have to transfer you.  Where



 4                would you like to go?



 5                     And they may say to me, but my neighbor



 6                got the same procedure here.  And I would say



 7                to them, but your neighbor came in with a



 8                STEMI.  And we were able to do that, but



 9                we're not able to provide, quote, unquote,



10                elective PCI for you.



11           Q.   Okay.  And then you wouldn't abandon them.



12                You'd send them to one of the four hospitals.



13                     Right?



14           A.   No, we would not abandon them.  We would find



15                a place to care for them.  That's correct.



16           Q.   Okay.  And you have been able to find a



17                place.  There has been satisfaction of that



18                need.  Even though you don't like it, there



19                has been satisfaction of that need for you to



20                get those patients to those other hospitals?



21           A.   I mean, Attorney Monahan, you know, we're --



22                the way you describe this it sounds like an



23                ideal world out there, but you and I know



24                that there are nights when it's cold, when



25                it's freezing, when it's snowing, when the
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 1                traffic is backed up.



 2                     And so you know, it's not something



 3                that's always done very easily.  And as I



 4                think I mentioned earlier, in the midst of a



 5                COVID pandemic sometimes you do get an answer



 6                where you know what, we're just too crazy



 7                right now.  We can't take that patient.



 8           Q.   All four hospitals at the same time have said



 9                that to you?



10           A.   I didn't say that.



11           Q.   Well, what I'm really trying to understand,



12                Doctor -- because you seem to be saying that



13                there is a restriction, and I don't want to



14                put words in your mouth.  But you're under



15                oath, and I want to know whether there are



16                four hospitals within your region that you



17                can transfer elective PCI patients to.



18                     Are you telling me that you are unable



19                to transfer patients in need of those



20                elective services to any one of those four at



21                any given time?



22           A.   If you're asking me, is there capacity in the



23                area to say, okay, somebody somewhere can do



24                this PCI?  I would say that there is



25                capacity.
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 1           Q.   Thank you.



 2           A.   But when you think about access, that's a



 3                different story.  And I think access is



 4                limited at times, certainly.



 5           Q.   All right.  Well, I suppose we can let the



 6                Office of Health care Strategy decide whether



 7                capacity and access, how to judge that under



 8                the legislative standard whether there's an



 9                unmet need.



10                     And lastly, were you in charge of



11                creating the methodology, or retaining the



12                methodology for both in the original



13                application and in the prefiled testimony



14                answers to questions supplementing the



15                projections of elective PCIs?



16           A.   I participated in that process.  I wouldn't



17                necessarily say I was in charge of it.



18           Q.   Can you point me to any benchmark studies,



19                statistical sampling methodology or outside



20                consultant that you used to come up with that



21                analysis that led you to the supplement?



22           A.   No.  There was no outside entity that led us



23                to that.  It was really an evolutionary



24                process.



25                     I think as Dr. Murphy described earlier,
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 1                it's pretty common in CON applications.  And



 2                we, when we looked at our FY '21 numbers we



 3                certainly were interested to see that the



 4                annualized number was about 80, a little bit



 5                over 80 STEMIs, which when we think about



 6                it -- and again, we talked about this a



 7                little bit earlier, whether it's a



 8                four-to-one ratio or an eight-to-one ratio,



 9                we would be well over the 200 threshold.



10                     And I -- I believe that's borne out even



11                by Stamford's own numbers, which I think had



12                less STEMIs than Norwalk, but had --



13                certainly I think over 200 PCIs.



14           Q.   Okay.  And you said you were a participant.



15                Who were the other participants in putting



16                that methodology together?



17           A.   Well, I don't know about -- I don't -- I



18                don't understand what you mean by



19                methodology.  We -- we looked at our numbers



20                and they are what they are.



21           Q.   I guess I'm sorry if I'm -- who is the we?



22           A.   The team, our strategy team, Sally Herlihy.



23                I think you heard her mentioned, her name



24                earlier.  Kelli Stock who is the Vice



25                President for the Heart and Vascular
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 1                Institute at Nuvance, and some of our finance



 2                team as well.



 3   MR. MONAHAN:  Excuse me, Ms. Mitchell.  May I have one



 4        moment?



 5   THE HEARING OFFICER:  Yes.



 6   MR. MONAHAN:  Okay.  No more questions.  Thank you.



 7   THE HEARING OFFICER:  All right.  Any followup,



 8        Attorney Tucci?



 9   MR. TUCCI:  No, thank you, Hearing Officer Mitchell.



10        No questions.



11   THE HEARING OFFICER:  All yours.  All yours, Attorney



12        Monahan.



13   MR. MONAHAN:  Thank you.  If Dr. Yekta Is available?



14             Hi, Doctor.



15   THE WITNESS (Yekta):  Hello.



16   MR. MONAHAN:  One minute to turn some pages.



17



18                     CROSS EXAMINATION (Yekta)



19



20        BY MR. MONAHAN:



21           Q.   Doctor, similarly -- well, first of all, what



22                is your -- and I apologize.  And I know you



23                said this in your testimony, but what is your



24                specialty?



25           A.   I'm an interventional cardiologist.

�



                                                           224





 1           Q.   And do you recognize the 2014 consensus



 2                document that I referenced just before the



 3                previous testimony as the most current



 4                consensus document with a recommendation of a



 5                best practice of a minimum threshold of 200



 6                PCIs for a facility without on-site surgery?



 7           A.   So yes, that document from 2014 does relate



 8                to elective PCI stents, also is without



 9                cardiothoracic surgery backup.



10                     And in response to your numerical



11                comment, it does state that it is recommended



12                and is -- again, it is a guideline that 200



13                PCIs should be strived to achieve, but there



14                was also a comment in there about if labs are



15                unable to get to that 200 threshold, annually



16                they can have, quote, unquote, stringent



17                systemic and process protocols in place with



18                close monitoring of critical outcomes and



19                additional strategies that promote adequate



20                operation of catheterization laboratory;



21                staff expertise throughout -- through



22                collaborative relationships with larger



23                volume facilities which is --



24                     So again, my point in emphasizing that



25                is that the number of 200 is there, but it
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 1                also acknowledges that 200 may not be an



 2                absolute number that has to be present for



 3                all facilities.



 4           Q.   How long have you been with Nuvance -- I



 5                apologize.  How long have you been in your



 6                position?



 7           A.   In my --



 8           Q.   Your current position?



 9           A.   I've been there for about two years now,



10                approximately two years.



11           Q.   Have you had any experience before today in



12                or surrounding the CON process for the State



13                of Connecticut?



14           A.   I have not.  I have not been part of the CON



15                application prior to this process.



16           Q.   And aside from the written testimony you



17                provided, did you participate in any type of



18                research or calculations, or any type of work



19                that went into the actual substance of the



20                application?



21                     Or any supplemental bylines?



22           A.   No.  One of the reasons why I wore my scrubs



23                today is thinking I wasn't a numbers person.



24                So I was not involved in the numerical



25                evaluation of the program or the -- or the
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 1                PCI volumes.



 2           Q.   Okay.  And lastly, do you have -- and I think



 3                you just answered it, but just to be sure, do



 4                you have any experience in extrapolation of



 5                data -- well, let me just point you to your



 6                testimony.



 7                     You do refer to extrapolating transfer



 8                data to an annualized projection when



 9                compared with current primary guideline



10                trends, fiscal year 2021.  And the fact that



11                transfer data doesn't capture all



12                eligible permutations to go elsewhere for



13                elective PCIs shows that there is more than



14                sufficient volume for Norwalk Hospital to



15                support a primary and elective PCI service in



16                accordance with national guidelines.



17                     And that's on page -- it's not numbered



18                but let me get it.



19                     It's at the bottom of page 4 of your



20                written testimony.



21           A.   So if you don't mind, just repeat from where



22                you read to --



23           Q.   Sure.  On the bottom of that page I read from



24                the fifth line up starting on the word



25                "extrapolating."
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 1           A.   Okay.



 2           Q.   And the reason -- well, I'll let you read it



 3                and then I'll ask the question.



 4           A.   Sure.  All right.



 5           Q.   The reason I ask the question is, as you just



 6                explained that you're not a numbers person,



 7                how is it that you -- you started voicing



 8                then and have voiced an opinion on



 9                extrapolation and volume trends, and things



10                of that sort?



11           A.   Because one of the things, you know, in my



12                position, you know, we have had numerous



13                inspections here at Nuvance in regards to



14                what our transfer volumes have been in



15                addition to the data in terms of our primary



16                PCI volume.



17                     So if you, you know, as an organization



18                we've come to realize -- the realization



19                bringing those numbers together, that we



20                should be able to achieve more than 200 PCIs.



21                And this is just inpatient volume that we're



22                talking about.  We're not even including any



23                outpatient elective PCI.



24                     So that's where we came to put that



25                data, or that -- where I extrapolated from
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 1                that data.



 2           Q.   Okay.  And then if you -- the same question



 3                asked before.  When you say, we, was there a



 4                group of you that put your heads together to



 5                do that?



 6           A.   Was there a group?  So there is a group of --



 7                of people here and the data is sometimes, you



 8                know, as I'm presented to the data -- but I'm



 9                not part of the -- the committee that



10                formulates that data, so I can't really help



11                you there, but I'm not really part of that



12                group specifically.



13           Q.   Okay.  Thank you.



14                     I do have one more question and I want



15                to go back to the completeness responses



16                which deal with the transfer of elective,



17                present transfer of elective PCI cases from



18                Norwalk Hospital.



19                     I'm looking at page 6 of 7 on the



20                completeness questions.  And this -- it's



21                number six and it says, provide the number of



22                patients within the primary service area that



23                are transferred from Norwalk Hospital to



24                Danbury Hospital.  And of those patients



25                transferred, provide the number of patients
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 1                who received an elective PCI post transfer.



 2                     Do you see where I'm referring to?  And



 3                I'll give you time to get there.



 4           A.   I do.



 5           Q.   And there's an OHS table one, patient



 6                transfers from Norwalk Hospital to Danbury



 7                Hospital and post transfer elective PCIs.



 8                     Do you see that?



 9           A.   I do.



10           Q.   Do you see that it's approximately -- well,



11                at 34 percent.  Of all these patient



12                transfers it's about a one third



13                percentage -- or one third of the total



14                transfers that end up having elective PCIs.



15                     Do you see that?



16           A.   Roughly.



17           Q.   What's the explanation for that?



18           A.   I'm not part of any of these cases, so I



19                can't explain that to you.  I mean, I don't



20                know how you -- how you want me to answer



21                that question.



22                     I mean, I -- I don't know how to answer



23                that question.  You know, pieces are done on



24                an individual basis, so when a patient gets



25                transferred and cardiac cath and if they
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 1                decided to get an elective PCI, it's on a



 2                case-to-case basis.  So I can't do any of



 3                those.  So I can't explain that.



 4           Q.   Okay.  Are you often part of the decision to



 5                make the transfer?



 6           A.   Oftentimes, yes.



 7           Q.   And do you often get involved in the decision



 8                to make transfers of patients from Norwalk



 9                Hospital to hospitals other than Danbury



10                Hospital?



11           A.   We always ask the patient what their



12                preference is, and if they decide to.  Again



13                we don't try to convince patients to go one



14                way or the other.  If they have a strong



15                preference for one hospital or the other, we



16                do.  I certainly acknowledge that.



17           Q.   And I'm not asserting that you don't.  I was



18                just trying to understand if -- just the way



19                you're structured if that's -- if that is



20                what, you know, it's not just Danbury that



21                you're focused on.



22                     It could be any of the hospitals that



23                can absorb a transfer from Norwalk Hospital.



24                You could be involved in that process?



25           A.   I can be involved, but you know, the one
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 1                thing is a patient, you know, once the



 2                patient meets the physician oftentimes they



 3                want that physician to be their provider.



 4                     So I do not provide services at other



 5                hospitals outside of Danbury Hospital and



 6                Norwalk Hospital.  So it would have to be a



 7                change in their cardiac care if they were



 8                transferred.  So they have to see different



 9                interventionalist, different cardiologist,



10                different hospitalist, different nurse,



11                different PCA.



12                     So that is part of that equation.



13           Q.   And do you often deal with the community



14                physicians that -- or the community



15                cardiologist that may be the attending



16                physician for any of these patients?



17           A.   Of course.  I think that's a natural part of



18                my job to deal with referring physicians.



19           Q.   Okay.  So -- and in those cases is it your



20                experience that the attending physician



21                provides some continuity of care with respect



22                to the patient and their transfer to a



23                different hospital?



24           A.   So are you in reference to the general



25                cardiologist that you're talking about?
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 1           Q.   Yes.



 2           A.   Yes, absolutely.  So I mean, they do provide



 3                some continuity of care, sometimes in the



 4                hospital, but sometimes not in the hospital



 5                as well.



 6   MR. MONAHAN:  Thank you for your time and I have no



 7        other questions.



 8   THE HEARING OFFICER:  Followup, Attorney Tucci?



 9   MR. TUCCI:  No questions for Dr. Yekta.  Thank you,



10        Hearing Officer.



11   THE HEARING OFFICER:  All right.  Thank you, Dr. Yekta.



12   THE WITNESS (Yekta):  Thank you.



13   MR. MONAHAN:  Just one moment, please?



14             Dr. Lomnitz, if I may?



15



16                    CROSS-EXAMINATION (Lomnitz)



17



18        BY MR. MONAHAN:



19           Q.   Hello, Doctor.



20           A.   Hello.



21           Q.   How are you?



22           A.   Good, good.  How are you?



23           Q.   Okay.  Thank you.



24                     And Doctor, sir, I understand your chief



25                of cardiology at Norwalk Hospital.  Am I
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 1                correct.



 2           A.   That's correct.



 3           Q.   Okay.  One of the, you know, the questions



 4                you've heard over and over again is -- and



 5                I'd like to ask you as a cardiologist is, do



 6                you view the consensus document published in



 7                2014 by the three societies that I have



 8                mentioned that recommends the 200 minimum



 9                threshold for facilities that do the elective



10                PCI that do not have surgical back up -- do



11                you view that and see that as the existing



12                consensus guideline that has not been



13                abolished, retracted or in any way vacated?



14           A.   Well, you know, I have experience with



15                clinical epidemiology and -- and the



16                statistics and the guidelines have a



17                different level of evidence.  The highest



18                level of evidence comes from randomized



19                clinical controlled trials, prospective.



20                     The lowest form of evidence comes from



21                registry, and the reason for that is that



22                when you rely on registry data there's lots



23                of confounders that can trip you up.  And the



24                people who wrote the guidelines were very



25                wise because they're not relying on
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 1                randomized controlled trials that determine



 2                that 200 was the number.  What they were



 3                relying on was registry data.



 4                     So in the interests of making sure that



 5                any program that is doing PCI is doing it in



 6                the highest quality fashion, should do it and



 7                meet their standards, which not only includes



 8                following data, but making sure that there's



 9                good quality assurance programs, oversight,



10                and the like.



11                     And I think that the 200 PCI number



12                comes from a signal from registry data that



13                comes from the early 2000s.  And I think that



14                in our case we -- we believe we're going to



15                be over 200.  I'm confident we'll be over



16                200, but what I can assure you is our



17                commitment to a high quality program.



18                     We are in partnership with Cleveland



19                Clinic, considered by U.S. World News and



20                Report the number one cardiac hospital in the



21                nation.  They'll be working with us with our



22                network in Danbury and with us in Norwalk.



23                And I can assure you that no one here wants



24                to be associated with anything but the



25                highest quality program.
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 1           Q.   And I certainly respect that for you, Doctor.



 2                And what -- I guess, what I was trying to



 3                understand is in the world of evolving



 4                medical literature, medical guidelines and



 5                the studies, at some point medical



 6                guidelines, I suppose, will or do change, but



 7                the medical recommendation of that consensus



 8                group as of today, at 200 thresholds -- in



 9                addition to the various studies that you've



10                talked about, but that number still is in



11                place and hasn't been displaced by the



12                cardiology community?



13           A.   I think as part of a holistic approach, that



14                is part of the holistic approach.  It's not



15                the only approach to determining a quality



16                program.



17           Q.   Fair enough.  In your testimony, you refer to



18                there being a regulatory barrier preventing



19                Norwalk hospital from obtaining an elective



20                PCI, or the ability to perform elective PCI



21                for its patients.



22                     If you need me to refer you to the page,



23                it's the second page of the document.



24                     What did you mean by, regulatory



25                barrier?  It's down near the bottom of
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 1                page -- under section one.  It's about four



 2                lines up.



 3           A.   Well, I think that, you know, it's clear that



 4                Connecticut requires a certificate of need



 5                for certain services.  Elective PCI at a



 6                hospital without surgical backup falls under



 7                that, and we currently don't have a CON for



 8                that service.



 9           Q.   Okay.  And that's what you see as the barrier



10                at this moment that you are having to



11                overcome in this application?



12           A.   That's why we're here.



13   MR. MONAHAN:  I have no other questions.  Thank you.



14   THE HEARING OFFICER:  Any followup, Attorney Tucci?



15   MR. TUCCI:  No thank you, Hearing officer.  No followup



16        for this Witness.



17   THE HEARING OFFICER:  All right.  Anything additional,



18        Attorney Monahan?



19   MR. MONAHAN:  Well, as far as cross-examination?  No.



20             And I don't -- I didn't know whether closing



21        remarks on the agenda means closing remarks from



22        lawyers, or that's just closing remarks by the



23        panel.



24             So nothing else for me, but I do have one



25        request to make before the end of the hearing.
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 1   THE HEARING OFFICER:  Absolutely.  I'll give you a



 2        chance.  I'm actually going to ask that we take a



 3        little five-minute break so I can confer with my



 4        colleagues, because we have a few questions that



 5        we want to ask that some of the attorneys in this



 6        hearing didn't touch on -- and some of them,



 7        actually you did.



 8             So we just want to make sure that we are



 9        ticking off the list of questions that we have,



10        what's already been discussed, and we want to make



11        sure that we get the other things that have not



12        been discussed.



13             So maybe if we could have five minutes until



14        4:40?  We'll come back and we'll ask our



15        questions, and then we'll go to closing



16        statements.



17             Let me just ask, is there anybody here that



18        has signed up for public comment?  Anybody from,



19        you know, any public officials, anything like



20        that?



21



22                          (No response.)



23



24   THE HEARING OFFICER:  Okay.  No.  Okay.  So we'll come



25        back on at 4:40.
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 1                 (Pause:  4:33 p.m. to 4:53 p.m.)



 2



 3   THE HEARING OFFICER:  All right.  So we are going to go



 4        back on the record.  We're going to start with



 5        OHS's questions.



 6             I think we're going to request some late



 7        files.  I will see if there's anybody that wants



 8        to render a public comment.  If not, I'll make an



 9        announcement about that, and then we'll go to



10        closing comments.



11             All right.  So Brian, you want to take it



12        away?



13   MR. CARNEY:  Sure.  Good afternoon, everyone.  Thank



14        you for answering my questions.



15             The general question for the applicant to



16        begin with, let me just preface it by saying, you



17        know, a lot of the information has been submitted



18        through the application, through prefiled



19        testimony and heard today in testimony, but I just



20        want to sort of ask, like, sort of one more time



21        to get, sort of, your top reasons for the request



22        for this proposal.  So let me go ahead and ask the



23        question.



24             So given that elective PCIs are scheduled



25        procedures, the volumes you have reported on page
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 1        7 of the prefiled testimony show mostly declining



 2        volumes and there are four other elective



 3        PCI-capable hospitals in the area.  Why is there a



 4        need for a new elective PCI program at Norwalk



 5        Hospital?



 6             So again, maybe you give me the top three,



 7        you know, five reasons why you think it's



 8        appropriate?



 9   A VOICE:  Would Dr. Murphy or Dr. Warshofsky like to



10        answer this question?



11   THE WITNESS (Warshofsky):  Hi.  Yes, here I am.  So



12        thank you for that question.  I think that what we



13        have seen in terms of volumes for PCI in our



14        system, has actually been increasing volumes for



15        PCI not dramatically, but certainly we have seen



16        some increasing volumes.



17             And when we look at the last six months of



18        this fiscal year we have seen certainly an



19        increase in our STEMI volumes and an increase in



20        other volumes, volumes related to cardiovascular



21        disease.  We have recently brought on two



22        cardiologists to our group in Norwalk largely



23        because we saw a need that was not met, and that



24        has led to increasing volumes for



25        electrophysiology and for other procedures within

�



                                                           240





 1        our cath lab.



 2             And -- and so when we think about kind of



 3        overall volume trends, we -- we have to be careful



 4        not to make that a reason to not look at more



 5        specific areas and specific needs.



 6             And I think the other reason -- or one of the



 7        other reasons that we're making this application



 8        is because we know that we can deliver this care



 9        safely.  And the thought of transferring patients



10        without a real true need to transfer them is not



11        good medical care, frankly.



12             And when we think about elective PCI -- and



13        you mentioned that elective PCI was a scheduled



14        procedure, I think again I would emphasize that



15        the patients that we're talking about are -- or at



16        least I would say a majority of the patients that



17        we're talking about are not patients who are well,



18        and scheduling something like an office visit --



19        they are patients who are admitted to the hospital



20        who are in need of, actually an urgent procedure



21        and some of them are scheduled and some of them



22        are not scheduled.



23             And most of the transfer patients,



24        unfortunately for them they are not scheduled.



25        They're added on, because they're coming as an --
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 1        as an add-on to the receiving hospital's schedule.



 2             So they tend to be done later in the day



 3        and -- and actually have a much poorer experience



 4        overall, I would say, than one who, let's say, is



 5        admitted to the hospital and is scheduled for the



 6        first case the next day.



 7   MR. CARNEY:  Okay.  Thank you, doctor.  Kind of in



 8        coordination with that, I know you gave the



 9        initial estimates in the application and the



10        prefiled testimony.  Those numbers have increased.



11        I'm still not fully clear on the exact numbers you



12        are projecting now and how you arrived at those



13        numbers.



14             So if you can -- and if not -- and we



15        probably would need to get this in writing



16        as well -- describe in detail the methodology you



17        used to arrive at the new projection that Norwalk



18        Hospital performed well in excess of 200 PCIs and



19        cite evidence to support your findings.



20   THE WITNESS (Warshofsky):  Sure.  So again, I want to



21        emphasize that we were conservative on our initial



22        estimates.  We are certainly cognizant of the fact



23        that many patients who could be -- could undergo a



24        cardiac catheterization to look for coronary



25        artery disease, who are in Norwalk's service area
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 1        or sometimes even in Norwalk Hospital don't



 2        undergo that particular procedure because if they



 3        needed a PCI they wouldn't be able to get it at



 4        Norwalk Hospital.



 5             So the numbers of diagnostic cardiac caths



 6        are, I would say, pretty, pretty grossly under



 7        what would be happening if we did have an elective



 8        PCI program.



 9             That the numbers again for the last six



10        months of this fiscal year in terms of STEMI are,



11        I think, very informative.  The data that I would



12        say to back up the estimates of over 200 cases --



13        which and again, this is kind of an evolutionary



14        process for me in terms of seeing the data and --



15        and learning, frankly, a little bit about those



16        ratios that are reported in the literature;



17        whether they be the, you know, eight-to-one ratio



18        that the Seaport trial reported on, or even our



19        own State's data that would say the ratio is at



20        least, you know, a three-to-one, four-to-one



21        ratio, if not more.



22             So when we think about the burden of coronary



23        disease in the Norwalk service area and we look at



24        the numbers of patients who are presenting with



25        STEMI, and extrapolate that based on what we know
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 1        is in the literature on estimates -- or actually,



 2        not estimates, but real data when you compare the



 3        numbers of elective PCI versus the numbers of



 4        STEMI, that's where we get that number from.



 5   MR. CARNEY:  All right, Doctor.  Let me just follow up



 6        with that, because Dr. Martin had said something a



 7        little bit different, in fact, stating that



 8        cardiac caths were a better indicator of who would



 9        require a PCI.



10             So is there any documented evidence to



11        confirm the relationship between either, you know,



12        cardiac caths or primary PCI to that of projected



13        elective PCI volume?



14   THE WITNESS (Warshofsky):  You know, some of it depends



15        on -- on the population and -- and what one is



16        getting a cardiac catheterization for.  Some



17        cardiac catheterizations are not done for acute



18        coronary syndromes in anticipation of PCI.



19             Some are done for valvular disease in the



20        rate of PCI in those patients certainly would be



21        much lower, but I want to go back to what I was



22        saying before because I want to make it clear.  It



23        is really frankly disingenuous to say because



24        Norwalk Hospital's cardiac cath volume is low,



25        that that's a reason that their PCI volume would
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 1        be low.



 2             And again, the reason for that is if we have



 3        an inpatient here who we have a high suspicion is



 4        going to need a PCI, we won't even do that cardiac



 5        catheterization here unless the patient really



 6        says, you know what?  I'll undergo the two



 7        procedures.  I want to have it here.  So those



 8        patients are transferred out before they even have



 9        a cardiac catheterization.



10             And similarly on the ambulatory side, if



11        there's a patient in the office with a markedly



12        positive stress test that you anticipate is going



13        to need a PCI, those patients are done at another



14        hospital and leave the -- and leave the community.



15   MR. CARNEY:  All right.  Attorney Mitchell, we're going



16        to talk about the late files later.  Okay.  All



17        right.



18   THE HEARING OFFICER:  Yes, we will.



19   MR. CARNEY:  Next question.  Page 37 of the application



20        you provide projected utilization by service.



21        Describe how you determined these projected



22        cardiac cath volumes were expected to increase



23        more than twofold between 2020 and 2021?



24             It looks like only just table five.  It's the



25        bottom of page 37.  Cardiac caths go from 83 to
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 1        203.



 2   THE WITNESS (Warshofsky):  Okay.  We're just pulling



 3        that up.



 4   MR. CARNEY:  Okay.  Sure.



 5   THE WITNESS (Warshofsky):  Yeah.  This is



 6        Dr. Warshofsky.  So you know, again that goes to a



 7        couple of things.  One is we are seeing increased



 8        volumes in general with our cardiologists, new



 9        cardiologists here, increased utilization of their



10        services.



11             And exactly what I was saying a couple of



12        minutes ago which was that right now the patients



13        who are in need of a PCI, or who are thought to be



14        in need of a PCI are not having a cardiac



15        catheterization done here, and that I would say is



16        the majority of cardiac catheterizations that we



17        do.



18             The majority of cardiac catheterizations that



19        we do are done looking for coronary artery disease



20        in anticipation of stenting.



21   MR. CARNEY:  So they're not having it done at Norwalk



22        because they're saying basically, well, if I need



23        a PCI, an elective PCI, I won't be able to have it



24        down there.  Is that what you're saying?



25   THE WITNESS (Warshofsky):  Exactly.

�



                                                           246





 1   MR. CARNEY:  Okay.  And you said you hired two new



 2        cardiologists?



 3   THE WITNESS (Warshofsky):  Yeah.  Actually, Dr. Yekta



 4        has been with us a couple of years and most



 5        recently we brought on Dr. Menendez.



 6   MR. CARNEY:  Okay.  Thank you.



 7             Let's see.  So page 7 notes that while



 8        Norwalk Hospital anticipates performing more than



 9        200 PCIs per year it is important to consider that



10        the volume standard for PCI programs of 200



11        annually has been questioned recently in the



12        literature.



13             I know you've touched on this a little bit,



14        but please elaborate on the statement as to why



15        institutional volumes have been questioned



16        specifically?



17   THE WITNESS (Warshofsky):  I just want to make sure



18        that I understand the question.  Are you asking



19        whether I believe that 200 number is relevant,



20        important?  Or are you asking a different



21        question?



22   MR. CARNEY:  Yeah, the statement was that basically



23        that 200 number is sort of being questioned in



24        some recent years in the literature, that it may



25        not be the number, the appropriate number.
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 1             So I just wanted you to follow up on that,



 2        you know, your opinion about that.



 3   THE WITNESS (Warshofsky):  Sure.



 4   A VOICE:  Excuse me, Mr. Carter.  Just before



 5        Dr. Warshofsky answers.  I didn't catch the page



 6        reference.



 7   MR. CARNEY:  Page 7.  Sorry, page 7.



 8   A VOICE:  Of the application?



 9   MR. CARNEY:  Page 7 of the prefiled testimony.



10   THE WITNESS (Warshofsky):  Yeah.  So again, I think



11        Dr. Lomnitz pointed out that that -- that number



12        is a number that is not based on randomized



13        clinical trials, or really any clinical trial per



14        se trying to look at that.



15             The strength of the relationship between



16        volume and outcomes really was much more -- was



17        much stronger in -- in the, what we call the plain



18        old angioplasty era where we didn't have coronary



19        stents.  Since that time that relationship really



20        has been, I would say, weakened and questioned



21        much more.



22             And when -- when you think about it just in



23        terms of common sense, if you will, to think that



24        a program that's doing 190 PCIs is, you know,



25        materially worse in quality than a program doing
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 1        205 PCIs, it just, you know, goes against common



 2        sense.  Right?



 3             We -- we all know that quality is related to



 4        many more things than any absolute number.  So



 5        although, again in this stage of looking at our



 6        volumes and through, you know, the exercises that



 7        we've been through I'm confident we will exceed



 8        that number, but I think that number really does



 9        need to be taken a little bit with a grain of



10        salt.



11   MR. CARNEY:  And one final question, Doctor.  How do



12        you describe sort of the relationship between



13        operator and institutional volumes?  The two do



14        different thresholds.  How do they interrelate?



15   THE WITNESS (Warshofsky):  You know operator volume,



16        the numbers for recommended volumes have been



17        decreasing over the years.  I think you've heard



18        the recommended volume for PCI operator on the



19        most recent recommendations is 50 per year.



20   MR. CARNEY:  Fifty, agreed, 50.



21   THE WITNESS (Warshofsky):  Yeah.  It used to be 75.



22        The -- the two go hand-in-hand to some degree in



23        that, you know, the -- the volume data for



24        operators is relatively weak when it comes to



25        looking at any specific number, but we do know
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 1        that there is a weak overall directional



 2        association.



 3             Our physicians who are working in our STEMI



 4        program in Norwalk will certainly maintain those



 5        minimal volumes -- and I'm thinking offhand.  I



 6        think all of them will be working at fairly



 7        high-volume centers in addition to Norwalk



 8        Hospital.



 9   MR. CARNEY:  So the Danbury, too, with the library?



10   THE WITNESS (Warshofsky):  Danbury and other centers as



11        well.



12   MR. CARNEY:  All right.  Thank you very much.



13   THE WITNESS (Warshofsky):  You're welcome.



14   MR. CARNEY:  I think that's all I have, Michaela.



15   THE HEARING OFFICER:  Okay.  Let's see here.  So page 8



16        of the prefiled testimony states that the ability



17        to offer elective PCI at Norwalk Hospital will



18        reduce the cost of care by eliminating unnecessary



19        transfers and enabling timely medical



20        interventions.



21             How will this affect overall healthcare costs



22        and consumers' out-of-pocket costs.



23   THE WITNESS (Warshofsky):  I -- I may ask to phone a



24        friend on this one, but I will just say this.  You



25        know, that certainly when we think about length of
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 1        stay for a patient, when you think about them



 2        coming into a hospital and then getting worked up,



 3        and then the decision is made to transfer them.



 4        And then they're getting reworked up at the



 5        receiving hospital and getting put on for the next



 6        day for cardiac catheterization, I think we can



 7        all see how that increases the overall length of



 8        stay in -- in any particular hospital for that



 9        patient.



10             The cost of an ambulance ride with EMS



11        services I think is significant, and you have to



12        add that onto the, you know, the equation in terms



13        of cost for our healthcare system.  And you've got



14        to backfill that EMS service for a patient who may



15        need it.



16             And so we're -- we're kind of overall



17        increasing the cost of care throughout many



18        things.  There's a lot of ripple, ripple effects



19        and unintended consequences, as -- as with a lot



20        of things.



21             I'm going to see if Dr. Murphy has anything



22        to add to that?



23   THE WITNESS (Murphy):  Thanks, Mark.  I do think that



24        was a comprehensive answer, and an excellent one.



25        The only thing that I would add, Hearing Officer,
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 1        is that once again you have to recognize that we,



 2        let's say, within our system have worked very



 3        hard, A, to come to an agreement with the payer,



 4        whomever that payer might be, Medicare or



 5        commercial payer or even potentially Medicaid and



 6        say, listen.  We're responsible for the entire



 7        episode of care from soup to nuts.



 8             We have coordinated who's going to do what in



 9        what sequence, what tests will be done, which



10        tests won't be done.



11             And to the extent -- to the extent that we've



12        spent more than we've agreed to, the onus is on



13        us.  That's a problem for us that there isn't this



14        notion that, well, it's not my problem.  It in



15        fact is.



16             And to the extent that we can generate



17        high-quality care cost efficiently, everybody



18        wins.  When the patient is transferred out of the



19        system there is no -- there may be no such



20        relationship and the receiving hospital can do



21        what it wants, follow a different protocol.  And



22        again, having transferred lots of patients for



23        many years, what inevitably and unfortunately



24        happens is the tests get repeated oftentimes.



25             Somebody says -- at least in my field, you
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 1        know what?  We can't find the film.  Or these MRIs



 2        don't run on our machines, or I can't find the



 3        software.  So just run the -- the MRI again, or --



 4        or do the EKG or do the echo.  Or do whatever the



 5        particular imaging study is, or let's rerun the



 6        labs.



 7             Or as Dr. Warshofsky said, you know, that was



 8        yesterday.  We were booked.  It was a late case.



 9        We didn't realize it was Friday.  All of the



10        sudden now it's Monday morning, and the renal



11        studies, the renal functions have to be repeated.



12             So there is this inevitable result, in my



13        view, that tests get repeated that otherwise would



14        not have been repeated, that the patient now is at



15        an institution that may or may not be part of his



16        or her insurance plan, and he or she is now



17        responsible for significant bills where they were



18        under the impression that if they had a heart



19        attack, God forbid, that they were covered.



20             Not only do they then have to then



21        contemplate the issue of the facility itself may



22        be out of network -- and I don't have



23        out-of-network coverage, but so too may the doctor



24        or the doctors, plural, that that entire team is



25        going to have the opportunity to bill that
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 1        patient.



 2             All of those services would have been covered



 3        on the bundled contract that existed at the home



 4        institution.  None of those services are going to



 5        be covered potentially at the receiving



 6        institution if it's a transfer.



 7             So the consequences, the financial



 8        consequences are substantial to the patient no



 9        matter what kind of insurance they have, if it's a



10        nonparticipating provider both in terms of



11        coinsurance, co-pays, maximum out-of-pocket



12        expenses.



13             And that's the reason so many companies in



14        America, and for that matter, the State of



15        Connecticut itself has spent so much time and



16        reached out to so many healthcare providers to



17        say, listen.  We want you to sign up for these



18        bundles of care so that we can begin to control



19        costs while improving outcomes.



20             We as a health system have subscribed to



21        that.  That's not equally true across the county,



22        or for that matter the State, but we believe



23        it's -- it's our responsibility as providers to



24        try to contemplate and coordinate cost-efficient



25        high-quality care, and transfers fly in the face
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 1        of that effort.



 2   THE HEARING OFFICER:  Thank you for that.  Just a



 3        follow-up question.  So you've explained it to me



 4        so that at least I can understand how, how this



 5        could increase costs.



 6             But is there a way or have you been able to



 7        quantify the cost savings that would occur if



 8        these transfers were eliminated?



 9   THE WITNESS (Murphy):  Well, it would be difficult



10        for -- for me to sit here, because as you know I



11        don't have the access to free schedules of other



12        institutions.



13             But I can tell you that from the payer's



14        perspective, that payer being either the state



15        government, the federal government, or the



16        employer, they're all migrating to -- to this



17        notion either of saying, there's going to be an



18        accountable care arrangement where they call it



19        the Medicare shared savings program, as you know,



20        or the next generation ACO; or what is becoming



21        even more popular, the bundled payment



22        coordinating care initiative out of Medicare did



23        it.



24             We participated in 22 of those bundles.  Now



25        the commercial market and the employers are moving
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 1        more and more to these episodes of care because



 2        they have found that's where most of the expense



 3        lies.  When somebody gets really sick and needs



 4        these life-saving but expensive interventions,



 5        it's very important that the care be coordinated.



 6             So they have told us basically by virtue of



 7        having to pay the bills that this is where the



 8        savings are.  These have to be priorities, and



 9        given the fact that cardiovascular is the leading



10        cause of death we feel it's incumbent upon us to



11        be responsible and to be able to offer bundled



12        cost-effective, high-quality accessible services



13        to people that live in our area including those



14        who have no insurance whatsoever.



15             Again, I can tell you having sent lots of



16        patients to some quaternary centers, if you don't



17        have insurance you're out of luck when you try to



18        go someplace else.



19   THE HEARING OFFICER:  Thank you.  All right.  I think



20        that is it for that question.  I do have another



21        question.  Let's see here.



22             So I think we asked this.  I was listening to



23        Dr. Warshofsky's testimony and I think that he was



24        talking about -- and Brian, my colleague Brian



25        Carney may have touched on this -- but I just want
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 1        to make sure that I've got it.



 2             So I think that there was a discussion of a



 3        four-to-one kind of ratio used to determine or



 4        project how many PCIs might be needed.  And I



 5        think I wanted to ask Dr. Warshofsky if there's



 6        any literature that goes along with that?  I think



 7        Brian may have asked you this, but I didn't cross



 8        it off my list.



 9   THE WITNESS (Warshofsky):  Yes, he did.  And I -- I



10        mentioned our own, you know, New York State --



11        sorry, not New York state.  Connecticut's data,



12        the NCDR data that was presented earlier.



13   THE HEARING OFFICER:  Yeah?



14   THE WITNESS (Warshofsky):  With several of our



15        hospitals throughout the Norwalk/Southern



16        Fairfield County area.  And also if we look at



17        that Seaport trial, that mentioned I believe an



18        eight-to-one ratio.



19             And I think that that has -- that that ratio



20        has come down somewhat over time, but even today



21        using, whether it be Stamford's numbers or



22        Danbury's numbers, we know that that ratio is --



23        is around four to one and sometimes higher.



24   THE HEARING OFFICER:  Okay.  Thank you for that.



25             And then I think the other question that I
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 1        had for you is if there's any data that you could



 2        share with us about how COVID has impacted the



 3        ability to transfer patients out of Norwalk to



 4        other hospitals who may be requiring elective and



 5        you can't perform it there?



 6   THE WITNESS (Murphy):  Yeah.  So you know, I cannot



 7        give you specifics about the transfers out of



 8        Norwalk Hospital for elective PCI during COVID.



 9        What I will say about COVID is that, as you know,



10        patients have delayed coming in for acute



11        problems, and a lot of those acute problems were



12        heart attacks.  We received patients much later on



13        in their disease process.



14             I think that the notion to a patient who did,



15        let's say, decide to come in during COVID, the



16        notion of saying to them, okay.  Well, you know,



17        you were -- you got over your fears of coming into



18        a familiar hospital, but now we're going to



19        transfer you away from your family to a less



20        familiar hospital, or a completely unfamiliar



21        hospital -- I think would not go over well.



22             And -- and again, I want to emphasize also



23        how incredibly busy the hospitals were throughout



24        the state during COVID.  And the thought of taking



25        transfers during that time was daunting because
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 1        everybody is running on fumes taking care of very,



 2        very sick patients.



 3             And the thought of then admitting a



 4        transferred patient and going through all their



 5        data all over again is -- is just horribly



 6        difficult to think about doing during that time.



 7   THE HEARING OFFICER:  Okay.  And just a followup?  Do



 8        you believe that where the hospitals were, there



 9        was a surge and they weren't able to take patients



10        as readily as they would pre-COVID?  Do you think



11        that that's something that's might be an anomaly?



12        Or something that's ongoing?



13   THE WITNESS (Murphy):  Oh, I think it's ongoing.  I



14        think that, you know, I'm not an infectious



15        disease or epidemiologist, but I -- I do know that



16        we are not through this pandemic yet, that we are



17        seeing hospitalized patients still.



18             We're seeing very sick hospitalized patients,



19        and so I think it is an ongoing problem.  I don't



20        know what we're going to be facing next year as it



21        relates to COVID, but I certainly wouldn't be



22        surprised if it was affecting our healthcare



23        system in some way.



24   THE HEARING OFFICER:  Okay.  Thank you for your



25        responses.

�



                                                           259





 1             I have a question for Dr. Lomnitz.  So



 2        Dr. Lomnitz, you indicated that there is an



 3        underutilization of PCI, that about 30 percent of



 4        the people who need it don't get it.



 5             30 percent of the people who are appropriate



 6        don't get it.  And I just wanted to understand if



 7        that 30 percent, how does that relate specifically



 8        to Norwalk Hospital's primary service area?  Was



 9        that just kind of like a national percentage?



10   THE WITNESS (Lomnitz):  Yeah, that's a good question.



11        That -- that's -- those studies, and there's lots



12        of studies that are concerned about



13        underutilization of care that can improve people's



14        lives and decrease mortality, and PCI is certainly



15        one of them.



16             Those studies are based nationally and



17        that's -- that's, you know, we have to assume



18        until proven otherwise that we're no different.



19        And what was -- I hopefully highlighted was the



20        concern that people whose primary hospital do not



21        have elective PCI are more likely to be



22        underserved compared to those that do go to



23        hospitals that have elective PCI capability.



24   THE HEARING OFFICER:  Okay.  Thank you.  I think that



25        that is all the questions that I have for the
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 1        Applicant.  I did have a few follow-up questions



 2        for the Intervenor's witnesses.



 3             Thank you, Dr. Lomnitz.



 4   THE WITNESS (Lomnitz):  Thank you.



 5   THE HEARING OFFICER:  So the next couple of questions



 6        are for Dr. Martin, if he's still available?



 7   MR. MONAHAN:  He is.



 8   THE HEARING OFFICER:  So Dr. Martin, you testified that



 9        update in the numbers, the volume numbers or



10        projections by the Applicant were -- and I'm



11        quoting you, hard to swallow.



12             What do you mean by that?



13   THE WITNESS (Martin):  I mean, I'm sure they took great



14        care in making this application, and they had



15        plenty of time to do it.  And then to update the



16        numbers based on a brief uptick in primary PCIs



17        just seems spurious to me.



18   THE HEARING OFFICER:  What do you mean by when you say,



19        brief uptick?



20   THE WITNESS (Martin):  So that there, they list their



21        numbers for primary PCI from 2016, '17, '18, '19,



22        '20.  And typically those numbers are 60 to 70.



23             And then based on partial year having a few



24        more primary PCI than other years, they upped



25        their estimate.  I think based on partial numbers
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 1        fiscal year 2021 I believe they estimated 80-some



 2        for PCIs based off a partial year.



 3             And then based on that you use this



 4        multiplier that really there is no literature



 5        about it.  You know it is true that nationwide,



 6        you know, back in the Seaport time this eight-X



 7        multiplier was typical nationwide, and now it's



 8        more like three or four times as many nonprimary,



 9        you know, elective PCIs as there are primary PCIs



10        nationwide -- but that varies widely by



11        institution.



12             It's driven by -- by practice patterns where



13        facilities that get outside referrals, or people



14        choose to go there.  Tertiary centers will have a



15        much higher number of elective PCIs.



16             For example, Cleveland Clinic publishes their



17        numbers every year, and it's typically 25 to 30



18        times as many elective PCIs as primary PCIs.



19             Whereas other centers that are not referral



20        centers where people are not choosing to go to,



21        the number may be much lower.  And nationwide the



22        average, it is about 4 elective PCIs per primary



23        PCI.



24   THE HEARING OFFICER:  So you said that -- I believe and



25        correct me if I'm wrong.  I think you said since
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 1        2003 there were studies that showed elective PCI



 2        is over utilized, that you know practitioners are



 3        doing too many.



 4             Can you elaborate on that?



 5   THE WITNESS (Martin):  Sure.  You know, the appropriate



 6        use criteria were established by CMS mainly as a



 7        response to an understood overuse of primary PCI.



 8        In the American Heart Association's -- what's it



 9        called?



10   A VOICE:  Choosing wisely.



11   THE WITNESS (Martin):  Choosing wisely program.  They



12        actually, you know, how to take elective PCI as



13        something that's over utilized.  There were a



14        couple of big trials that I think I mentioned in



15        my written testimony that show that for -- for a



16        lack of PCI patients who are not in the hospital



17        with a heart attack, that for most of those



18        patients medical treatment was just as good as PCI



19        in terms, of, you know, and then we like to say



20        that PCI is a life-saving procedure.  I would like



21        that to be true, and sometimes it is.



22             If you come in with a heart attack, we open



23        your artery.  It's a life saving procedure.  It



24        dramatically improves your rate of survival, but



25        if you're seen in the office and have a stress
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 1        test and have some chest pain, we bring you in, do



 2        PCI, and that's what a lot of these patients are.



 3             It doesn't, you know, in -- in the big



 4        studies it did not show improvement in survival.



 5        And even in terms of symptom improvement was not



 6        significantly better than medicines alone.



 7   THE HEARING OFFICER:  When you say, medicines alone, is



 8        that what you mean by medical treatment?



 9   THE WITNESS (Martin):  Correct.



10   THE HEARING OFFICER:  Okay.  And one other thing --



11        actually, not one other thing.  So there was



12        another thing that I heard you say that you know



13        in terms of PCI, that we're in a stagnant market.



14             What do you mean by that?



15   THE WITNESS (Martin):  You know, so that nationwide the



16        number of PCI is actually, you know, despite a



17        growing population it's not gone up over the last



18        5 to 10 years at least.



19             I don't -- I don't have the numbers in front



20        of me, but you know, it peaked some years ago.



21        And you know, all the projections, you know,



22        from -- from the consultant groups and the



23        nationwide numbers are that there's not a



24        significant increase year over year.  That the



25        numbers are basically flat to slight decline over
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 1        the years.



 2             And a lot of that is driven by this, you



 3        know, this understanding that PCI may have been



 4        over utilized in the past.



 5   THE HEARING OFFICER:  All right.  And then the last



 6        question for you is that, you know I've heard a



 7        lot of discussion about giving the different



 8        factors and the guidelines the appropriate weight.



 9        And so whether the Applicant is going to be very



10        close to 200, over 200, there, there it sounds



11        like their argument is there are also other things



12        also to consider in terms of a quality program



13        that OHS should look at and focus on when making



14        the decision.



15             And so I heard you say you talked about how



16        the guidelines indicated previously that the



17        threshold institutional volume was 400; that was



18        reduced to 200.  It hasn't been reduced since



19        then.  So it's just like the guide.  You know I'm



20        just trying to understand so that I can make a



21        recommendation to the Executive Director about how



22        she should go.



23             And can you just explain for me why?  Why?



24        Why is the 200 operator volume threshold?  Why do



25        you believe, or based upon what you've read, why?
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 1        Why should we stick with that hard and fast?



 2   THE WITNESS (Martin):  So I -- I don't think a number



 3        set in stone.  You know, you, you're balancing



 4        reality versus, you know, what's optimal.  And I



 5        think what might be optimal would be, say, a



 6        thousand -- you know might be a better number,



 7        honestly.



 8             You know, if we all did 200 PCIs per year per



 9        operator and a thousand in the center, you



10        probably would get, you know, better outcomes than



11        what's available right now, but that's not the



12        reality in the US.



13             It is in some other countries, but here that,



14        you know, we -- we train more in retro



15        cardiologists.  We have hospitals all over the



16        place that decide they want to have a cath lab.



17        You know, we have to, you know, the states,



18        they have to -- I have to, have to just deal with



19        reality.



20             And so I -- I think it's with that compromise



21        what our societies have come up with is that 200



22        is a good number.  I think clearly ten is not a



23        good number, no.  I think in, you know, in 400 it



24        can even be too high because it was unreasonable



25        and that no, you know that not enough places would
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 1        meet it.



 2             So you know, could -- could that number be



 3        150 or 250?  I, you know, I don't think there's



 4        any magic about the number, but it's -- it's a



 5        parsing reality with what's -- what's optimal in



 6        terms of patient care and patient outcomes.



 7   MR. CARNEY:  This is Brian Carney.  Just to chime in



 8        Dr. Martin?  By 200, you're speaking specifically



 9        about institutional volume.  Correct?



10   THE WITNESS (Martin):  Yeah, that's -- that's, you



11        know, what our guidelines suggest, is -- it's the



12        reasonable number to use and it was a minimum.



13   MR. CARNEY:  Okay, thank you.



14   THE HEARING OFFICER:  All right.  I don't believe I



15        have any additional questions.  I'm going to defer



16        to Jess, Jessica Rival.



17   MS. RIVAL:  Good afternoon.  My first question is for



18        Dr Warshofsky.



19             Hi, Doctor.  On page 45 of the application



20        there are some assertions about the Cleveland



21        Clinic.  Could you give us some detailed examples



22        to explain how Norwalk Hospital's affiliation with



23        the Cleveland Clinic will affect cost and quality



24        measures related to the proposed elective PCI



25        services?
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 1   THE WITNESS (Warshofsky):  Sure.  So as you know, and



 2        as was mentioned earlier, the Cleveland Clinic



 3        is -- is really regarded as -- as essentially the



 4        top cardiovascular institution in the country, and



 5        probably the world.  They do thousands of



 6        interventions per year.



 7             And what we've established with them is a



 8        very close affiliation in Danbury Hospital after a



 9        programmatic assessment.  And that programmatic



10        assessment is currently ongoing in Norwalk



11        Hospital, and that will lead to an affiliation



12        with the Cleveland Clinic as well.



13             That program is -- is one that focuses on



14        quality, and it's a collaborative effort.  It will



15        be a collaborative effort between Norwalk Hospital



16        and the Norwalk Hospital Cath Lab staff, and the



17        Cleveland Clinic staff.  It goes beyond just



18        physician relationships and physician



19        interactions.  It -- it goes to nursing and



20        operational leader interactions.



21             And it really covers everything from things



22        like, what are the best care pathways for



23        patients?  What are the best order sets?  How can



24        you decrease, decrease costs by opportunities in



25        the supply chain?  How can you decrease costs by
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 1        maintaining high quality, lowering adverse event



 2        rates, which can lead to prolonged



 3        hospitalizations?



 4             Discussing cases with the Cleveland Clinic,



 5        and deciding what might be the best approach for a



 6        particular patient; in the unfortunate



 7        circumstance of an adverse event, reviewing those



 8        cases with the Cleveland Clinic so that we can get



 9        their insight into what they may have done



10        differently, or just get their insight into



11        what -- what their thoughts were on the case.



12             It -- we -- we have regular meetings with



13        them where we look at case reviews, as I



14        mentioned, but also compare ourselves to the



15        Cleveland Clinic.  They actually generate a report



16        card for us that looks at our data and tells us



17        really how we're doing compared to the Cleveland



18        Clinic.



19             So it's -- it's a constant effort and focused



20        with them.  And again, it goes beyond just the



21        physicians.  It -- it certainly includes



22        the physicians and that's a major focus, but it --



23        it really encompasses the whole episode of care,



24        you know, and care across the continuum of



25        cardiovascular disease.  The cath lab and PCI
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 1        programs are obviously a huge focus of that.



 2   MS. RIVAL:  Thank you very much.  My next couple of



 3        questions are actually for the Intervener.



 4             The first one is the applicant states on



 5        page 15 of the application that Norwalk Hospital's



 6        primary service area includes the towns of



 7        Norwalk, Westport, Wilton, New Canaan, and Weston,



 8        Connecticut.



 9             Are these towns covered by Stamford



10        Hospital's cardiac program?



11   THE WITNESS (Bailey):  I guess -- at this point, Jess,



12        I guess it's good evening.  We're now past



13        five o'clock.  So it's gone from good morning to



14        good evening.



15             So I can address that.  So to make sure I



16        heard your question correctly, Jessica, is that



17        you're asking if those five different towns listed



18        as the Norwalk service area, whether we consider



19        those in our overall service area?



20   MS. RIVAL:  Correct.



21   THE WITNESS (Bailey):  We do.  We look at both service



22        areas as primary services -- service area as well



23        as our secondary service area based on where



24        patients do seek care from Stamford.



25             So when we look at the service area of

�



                                                           270





 1        Norwalk for sure, and then secondarily as we go



 2        out a little bit further.



 3   MS. RIVAL:  My next question is, do you have at your



 4        disposal the numbers as far as how much Stamford



 5        Hospital's PCI volume is derived from these towns?



 6   THE WITNESS (Bailey):  I do not have that at my



 7        disposal.  You're asking how many PCI volumes that



 8        we get from the different, those five different



 9        towns?  I don't have that readily available.



10             I'm sorry.



11   MR. MONAHAN:  We certainly can provide that in a late



12        file, if OHS would like that?



13   MS. RIVAL:  Yes, please.



14             And lastly, does Stamford Hospital have the



15        capacity to perform additional PCIs at this time?



16   THE WITNESS (Bailey):  And Jess, that's a great



17        question and we appreciate the opportunity to



18        address that.



19             I'm sorry.  We've got some team members



20        coming in.  Sorry.  We're going to lock one of the



21        doors here real quickly.  Sorry about that



22        interruption.



23             But your question was, do we have the



24        capacity to continue to grow?  And we do have the



25        capacity to continue to grow.  As I mentioned in
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 1        my comments, we do have that ample capacity as we



 2        looked at our ability to continue to expand and



 3        meet whatever needs are within the community.



 4             We've evaluated that and would certainly be



 5        able to satisfy any appropriate needs.



 6   MS. RIVAL:  Do you know about how many additional PCI's



 7        could be performed, say, at Stamford Hospital in a



 8        given year?



 9   THE WITNESS (Bailey):  I would probably defer to my



10        colleague Dr. Martin to more specifically address



11        that, if he has that information.



12   MS. RIVAL:  Sure.



13   THE WITNESS (Martin):  Sure.  So with current staffing



14        and facilities, you know, we can certainly



15        increase PCI volume by 50 percent.  We could do



16        that without a problem, and potentially more if we



17        have the space to grow if we needed to in the



18        future.



19   THE HEARING OFFICER:  Just for the clarity of the



20        record, 50 percent of what?



21   THE WITNESS (Martin):  So our current volume last



22        fiscal year was 300 and --



23   THE WITNESS (Bailey):  380, something like that.



24   THE WITNESS (Martin):  So that's 190 -- so another 190



25        per year I think would easily be doable with
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 1        current staffing and the facilities.



 2   MR. CARNEY:  Yes, 388 is the total for '20, FY '20.



 3   MS. RIVAL:  Okay.  Thank you very much.



 4   THE HEARING OFFICER:  Dr. Martin, can I ask you one



 5        other question?  When you were giving your



 6        testimony you also said that you had to maintain a



 7        minimum threshold of 300.



 8             Can you explain more about that?



 9   THE WITNESS (Martin):  Sure.  I -- I think Jonathan



10        mentioned that, but --



11   THE HEARING OFFICER:  Oh, it was Jonathan?  Okay.



12   THE WITNESS (Martin):  But anyway, I can speak to that.



13        The CMS rules for having a TAVR program.  It's a



14        transcatheter aortic valve replacement which is a



15        valve replacement procedure that we do; require,



16        you know, a higher volume than -- than just



17        continuing to do PCI, because it's a specialized



18        procedure.



19             And -- and that 300 per year volume is -- is



20        required to be paid by CMS for the -- for the



21        valve procedure.



22   THE HEARING OFFICER:  Overall, 300?



23   THE WITNESS (Martin):  300 PCIs yearly, correct.  And



24        then are also -- there are a number of other



25        requirements, like how many of the TAVR procedures
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 1        you do and certain staffing and -- and equipment



 2        resources.



 3   MR. CARNEY:  Can I just ask a followup?  This is Brian



 4        Carney.  So Doctor, what happens if you fall below



 5        that 300 minimum?



 6   THE WITNESS (Martin):  Well, the risk would be that you



 7        would stop getting paid into the TAVR procedures



 8        and effectively have to shut down the TAVR



 9        program.



10             You know, I don't think we would be under any



11        scrutiny right now for the volume because of



12        COVID, but if going forward we were routinely less



13        than 300 we would risk losing that program, and



14        the, you know, the ability to treat the patients



15        locally with TAVR.



16   MR. CARNEY:  Great.  Thank you.



17   THE HEARING OFFICER:  This is the last question for



18        you, Dr. Martin, I promise.



19             What is the TAVR program?



20   THE WITNESS (Martin):  So the aortic valve is the valve



21        that lets blood out of your heart when it pumps



22        out to your body.



23   THE HEARING OFFICER:  Yeah.



24   THE WITNESS (Martin):  And it's pretty common as you



25        get older the valve stiffens up, and in some
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 1        people it narrows and -- and fails, and that can



 2        be deadly.  And historically that would be treated



 3        by cutting the chest open, cutting out the valve



 4        and replacing it with a new valve.



 5             Over the last 15 years a procedure where



 6        that's done from the inside, you know, going in



 7        through the groin and taking a new valve to where



 8        the aortic valve is and replacing it from the



 9        inside.  Basically the new valve crushes old valve



10        out of the way and pops open.



11             It has become the preferred treatment for



12        most patients with aortic stenosis, the newer



13        valve there.  And you know, we -- we started the



14        program here just shortly before I got here six or



15        seven years ago, and then it's had significant



16        growth over the last several years.



17   THE HEARING OFFICER:  All right.  Thank you.



18   MR. MONAHAN:  (Unintelligible.)



19   THE HEARING OFFICER:  I'm sorry.  Go ahead, Attorney



20        Monahan.



21   MR. MONAHAN:  Sorry to interrupt, if you were about to



22        speak, Ms. Mitchell.



23   THE HEARING OFFICER:  That's okay.



24   MR. MONAHAN:  My oversight, but in one of your



25        questions about the cardiac issue -- and I can't
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 1        exactly -- saw the two shoulders move.  It was



 2        Dr. Martin and Dr. Bhalla, and I do believe



 3        Dr. Bhalla had a responsive statement to make in



 4        response to one of your questions.



 5             Would it be possible that he could address



 6        it?  He remembers the question -- if he can



 7        address it for you?



 8             May he have permission to come to the table?



 9   THE HEARING OFFICER:  Oh, yes.  I thought he was



10        coming.  Yes, that's fine, Dr. Bhalla.



11   THE WITNESS (Bhalla):  Hi.  It's Dr. Bhalla.  I just



12        wanted to follow up on my colleague Dr. Martin.



13        You mentioned -- talked about the 200 criteria,



14        that question you asked, had asked about.  And I



15        just wanted to reiterate that in terms of that



16        number, for any quality and safety parameter,



17        procedural parameter, some cutoff does have to be



18        chosen.



19             And i just do want to reiterate from the



20        guidelines that what's written in those guidelines



21        that we've talked about from 2013, it's in



22        operational labs performing less than 200



23        procedures annually that are not serving isolated



24        or underserved population.  The question, and that



25        any laboratory that cannot meet satisfactory
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 1        outcomes should be closed.



 2             And their rationale from a quality and safety



 3        perspective is that that was the number that was



 4        consistently associated with -- with worse



 5        outcomes.



 6             And to the point that was raised that



 7        Dr. Martin brought up choosing wisely which I had



 8        mentioned in my testimony, I think it's noteworthy



 9        that the single practice that the Society for



10        Cardiovascular Angiography mentioned put forth for



11        potential inappropriate utilization is the



12        statement in their Choosing Wisely campaign, which



13        is avoid PCI in asymptomatic -- asymptomatic



14        patients with normal or only mildly abnormal or



15        adequate stress test results.  And they put that



16        recommendation for this part of the Choosing



17        Wisely campaign.



18             We've been talking about the timeframe of the



19        guidelines from 2014.  This was put forward by the



20        SCAI in 2014, but in this kind of period that has



21        come after 2014 they've reiterated this statement



22        in 2016 and they reiterated it again, in 2018 just



23        to underscore the potential for over or



24        inappropriate utilization.



25   THE HEARING OFFICER:  Thank you, Dr. Bhalla.
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 1             All right.  I don't think we have any more



 2        questions from the agency.



 3             Double checking, Brian and Jessica, nothing



 4        else?  Okay.  Everybody shaking their head, no.



 5        All right.  So thank you.



 6             All right.  So I'm just going to ask is there



 7        anybody here that wants to give public comment?



 8



 9                          (No response.)



10



11   THE HEARING OFFICER:  All right.



12             Leslie, did anybody sign up?  I just want to



13        make sure we're not missing anybody.



14   MS. GREER:  No, Michaela.  Nobody signed up.



15   THE HEARING OFFICER:  Thank you.  Okay.  So what I'm



16        going to do with regard to public comment is I'm



17        actually going to leave the record open.



18             I usually leave it open only for a week, but



19        in this case I'm going to leave it open for two



20        weeks, because I'm going to ask for some



21        information from both the Applicant and the



22        Intervener in the form of late files.



23             So anyone who wants to submit public comment,



24        if you know somebody that wants to submit public



25        comment and they haven't done so, they can do it
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 1        in writing.  That would need to be sent to the



 2        Office of Health Strategy.  I believe that the



 3        e-mail address is CONcomment@CT.gov.



 4             Did I get it right, Leslie?



 5   MS. GREER:  It's actually OHS@CT.gov.



 6   THE HEARING OFFICER:  Oh, it's OHS@CT.gov.  Say that



 7        again for me, Leslie?



 8   MS. GREER:  OHS@CT.gov.  We would get it either way at



 9        the CON, but we've tried to eliminate that



10        mailbox.



11   THE HEARING OFFICER:  Oh, my goodness.  And I keep



12        resurrecting it.  Okay.  Thank you.  All right.



13        So anyone who wants to submit public comment can



14        do that by May 6th.



15             So in terms of late files, I just want to go



16        over that and one other thing, and then I'll let



17        both the Applicant and the Intervener make closing



18        statements.



19             In terms of late files for the Applicant I



20        wanted you to provide to us the methodology for



21        your updated volume projections, including data



22        sources and calculations.  So just kind of explain



23        that to us so we can understand how you came up



24        with them, and that would be for the next three



25        fiscal years.
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 1             And then for the Intervener information that



 2        we would be looking for from you are the number of



 3        elective and primary PCI procedures derived from



 4        Norwalk's primary service area for the last three



 5        fiscal years.



 6             Let me just -- I'm going to go ahead and turn



 7        to Attorney Tucci for a timeline for a production



 8        of the methodology.  Is a week okay?



 9   MR. TUCCI:  Yeah.  Attorney Mitchell, if I could just



10        ask for ten days?  I have some other conflicts and



11        commitments.



12   THE HEARING OFFICER:  Got it.  Okay.  So you want ten



13        calendar days?



14   MR. TUCCI:  Yes, please.



15   THE HEARING OFFICER:  Okay.  Let me just look.  That



16        date is going to be what day here?  Let me just



17        pull up my calendar.



18             All right.  So we are at the 22nd.  The



19        ten-day mark is going to be on May 3rd.  Is that



20        okay?  Did I get that right, everybody.



21   MR. TUCCI:  Yes, thank you very much.  Appreciate that.



22   THE HEARING OFFICER:  And then also Attorney Monahan,



23        are you going to be able to get your information



24        in by May 3rd?



25   MR. MONAHAN:  Yes.
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 1   THE HEARING OFFICER:  Okay.  And then what I'll do is



 2        I'm going to give both the Applicant and the



 3        Intervener a week to send a reply to the



 4        information that's submitted to OHS.



 5             So if there's anything that you wanted to



 6        note with regard to the submissions, you're going



 7        to have an opportunity to do that.  So that is



 8        going to be due on a week from May 3rd.  So that's



 9        going to be due on May 10th.



10             Is that enough time for everybody?  I don't



11        want to get anybody in a jam.



12   MR. MONAHAN:  It's fine for the Intervener.



13   MR. TUCCI:  And yes for the Applicant.



14   THE HEARING OFFICER:  All right.  So I'm going to go



15        ahead and correct myself, too, that we are going



16        to leave the record open to May 10 -- that any



17        public comments that people want to send it.



18             One other thing, since we're looking at a lot



19        of data I wanted to take notice of the all-payer



20        claims database and the OHS in-patient discharge



21        database.



22             We do run numbers from that sometimes when we



23        have applications for PCI.  If there's anything



24        new that we're going to introduce, we're also



25        going to give counsel the opportunity to make
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 1        comment on anything that we propose to add to the



 2        record.



 3             So we just want to make sure that we double



 4        check the numbers and look at it from what we have



 5        in-house.  Sometimes it may not be the most



 6        up-to-date data, but we're utilizing more of our



 7        data as much as we can to take a look at what



 8        we're receiving from applicants who are going to



 9        do that as well.  So I'll just go ahead and take



10        notice of that.



11             Is there any objection from counsel on that?



12        As long as I give you guys an opportunity to reply



13        or respond to any data that we want to submit, we



14        want to include into the record that we generate



15        in-house at OHS.



16   MR. TUCCI:  On behalf of the Applicant, that's



17        perfectly fine.



18   THE HEARING OFFICER:  Thank you, attorney Tucci.



19   MR. MONAHAN:  No objection from the Intervener.



20   THE HEARING OFFICER:  Okay.  All right.  So at this



21        time I'm going to go ahead and ask counsel for the



22        Applicant and for the Intervener to make closing



23        statements.  So because this is the Applicant's --



24        because it's their application, I'm going to ask



25        the Intervener to go first and then the Applicant
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 1        to have the last set of comments.



 2             So Attorney Monahan, if you wouldn't mind



 3        going first?



 4   MR. MONAHAN:  Certainly, and I appreciate that.



 5             And you've heard a lot today.  We have all



 6        have heard a lot today, and read a lot.  I'm just



 7        going to make some brief summary comments.



 8             On behalf of Stamford Health, Inc, I think



 9        what I would like to just impress upon the Hearing



10        Officer and the OHS staff is that we believe that



11        this, we are in a period of time where we have to



12        take stock in the fact that we are a CON state.



13        We have CON statutes, and we have them until we do



14        not.



15             I know that there is talk and there has been



16        testimony about different variations of the views



17        of quality and cost, and so on, but the principles



18        and guidelines of the CON statute are what we are



19        bound by -- and indeed what we submit, as you know



20        full well, OHS is considering, and considering



21        well and thoroughly as it hears all this



22        information.



23             We believe that the desire of -- especially



24        as we become, and candidly, a system, a state -- a



25        state that has more systems than smaller community
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 1        hospitals -- we think it's important as was made



 2        clear by our CEO that the desire of a system and



 3        even the desire of a patient to be close to home,



 4        or to be close to their favorite hospital does not



 5        necessarily and does not in fact constitute one of



 6        the core principles, which is unmet need.  And we



 7        think that we have to, in this kind of setting, go



 8        to the core principles of our CON law, one of



 9        which is unmet need.



10             I do not think there was one person on either



11        side of the table here today that acknowledged



12        that there is a lack of access of elective PCI.



13        There are a number of hospitals that are able to



14        provide that with full surgical backup and so we



15        believe that one of the cornerstones of CON is not



16        met in this case.



17             The second thing is, in the event that this



18        application was granted it may be sort of a



19        natural followup to what I just said, but it would



20        be a duplication of a service that is already



21        being provided and satisfying of a need.  And as



22        you've heard from witnesses, there is plenty of



23        additional capacity or access.



24             I believe whether one calls it access or



25        capacity, we may be dealing with semantics.  The
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 1        point is, can the service be provided to the



 2        people who need it with the highest quality care



 3        possible?  And there has been no evidence



 4        submitted by the Applicant that that is not the



 5        case.  We are a system in the state for elective



 6        PCI where we can provide high-quality service to



 7        all who need it.



 8             The third thing I'd like to raise is just



 9        clearly -- and again, as a core principle we're



10        always dealing with providing the best care



11        possible for all of our residents in the state of



12        Connecticut, and quality is an important issue.



13        Now for that reason -- and I think, you know,



14        focusing back on what Dr. Bhalla has emphasized,



15        while we have a number -- and it's becoming the



16        nature of medicine.



17             I heard actually testimony from the Norwalk



18        people about how the study of medicine is



19        accelerating and there's new things happening all



20        the time, which really highlights the point that



21        Dr. Bhalla was saying, is that we need to have



22        experts come to consensus to reach agreement on a



23        best practice.



24             And again, not being a clinician, when I was



25        given examples as I prepared for this about how
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 1        best practices formed things like when women



 2        should get mammograms every year, when people



 3        should start getting colonoscopies, what the best



 4        practices are; the fact that we start with best



 5        practices, yes, they may change over time, but in



 6        this case the best practice is unanimously



 7        recognized.



 8             Even though there's poking at it and



 9        examination and debate, the best practice in place



10        is that 200 minimum PCI volume for the facility.



11        And we believe to go below that is to lean toward



12        less optimal care and worse outcomes based on



13        those three expert consensus studies.



14             The other thing I would like to point out is



15        that I do believe -- and I appreciate there will



16        be late files in this.  I do believe that there is



17        a distinction between empirical scientific study



18        that projects numbers that are real, especially



19        numbers that are real in connection with a



20        declining market, whether we look locally,



21        statewide, or nationally in the elective PCI



22        world.



23             And what I believe has happened in this



24        application -- and this is, again no disrespect to



25        anyone involved, but there is no evidence that the
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 1        mechanism to come up with these projections that



 2        were well below the 200 benchmark, and now



 3        suddenly many more above -- it has no empirical



 4        basis that we have seen.



 5             And we do not think an off-the-cuff



 6        estimation is the way to somehow get past this



 7        critical quality requirement.



 8             So in closing, what I'd like to just suggest



 9        and say is, number one, we appreciate the fact



10        that we have had the opportunity to present a very



11        full hearing.  We appreciate the fact that the



12        Office of Health Strategy has heard testimony, and



13        I'll daresay heard counsel who have I think both



14        vigorously tried to represent their clients and



15        allow as much information in as possible.



16             I would as a last point state that in being



17        consistent with the Office of Health Strategy



18        charge under the CON laws we feel strongly that



19        that statewide healthcare and facility plan has



20        meaning.



21             It has precedent.  It has been used and



22        relied on, and while others -- and I believe



23        Dr. Murphy did, in fact, point out that there may



24        be task forces looking at things, and of course



25        that's natural.  There is a study and a facilities
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 1        plan that took a long time to put in place.  It is



 2        still consistent with the consensus expert report



 3        that is in place, and we believe it should be



 4        honored.



 5             So for those reasons I thank you for the



 6        opportunity to present to you this closing remark,



 7        and I appreciate the fact that you allowed our



 8        witnesses to testify as fully as you did.



 9   THE HEARING OFFICER:  Thanks Attorney Monahan.



10             Attorney Tucci?



11   MR. TUCCI:  Thank you, Hearing officer Mitchell.



12             It's been a long day, and I want to say this.



13        On behalf of Norwalk Hospital as the Applicant, we



14        appreciate the extraordinary patience of you as



15        the Hearing Officer and of OH staff in allowing a



16        full area of this hearing.



17             The second thing I want to say is, we're



18        going to keep our remarks in closing very brief,



19        especially in light of the fact that we've been



20        here so long.  And I think the last thing that you



21        need to hear is more lawyer argument from me about



22        statutes and magic numbers, and all this other



23        stuff.



24             So I'm going to cede a very brief amount of



25        time to Dr. Warshofsky who's going to actually
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 1        tell you about what's really going on on the



 2        ground in medical science, which I think is really



 3        the most important thing for OHS to consider in



 4        this application.



 5   THE WITNESS (Warshofsky):  I want to thank everybody



 6        for their time.  I certainly appreciate it.



 7             I want to first say, just if it helps, based



 8        on 2020 it looks like a little less than a tenth



 9        of patients that had PCI at Stamford Hospital came



10        from Norwalk, from the city of Norwalk.  So



11        hopefully that helps.



12             I really want to bring this back to the



13        patients.  We've talked a lot about data.  We've



14        talked a lot about laws and CONs, and all that,



15        but I do want to bring this back to the patients.



16        And we know that providing PCI without cardiac



17        surgical backup, which is really an antiquated



18        term even at this point, is safe.



19             We know it's safe and we can quibble about



20        190 versus 210, but I do feel that we have the



21        expertise in our system to provide this care,



22        particularly with a partnership with the Cleveland



23        Clinic safely and efficiently, and with high value



24        for patients.



25             I think that when we, you know, I would not
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 1        trivial -- trivialize the transfer of patients and



 2        what it means to patients and their families.  You



 3        know, we say, okay.  It's only, you know, 10 miles



 4        away to this institution, or -- or 20 miles away



 5        to that institution.  Many of our patients'



 6        families take public transportation.



 7             To think that they can just all of the sudden



 8        hop over to another hospital to be with their



 9        family member is, I think, you know, not really



10        seeing what's happening on -- on the ground, and



11        in terms of those who are -- who are caring for



12        patients on the front line and what they're



13        seeing.



14             And I think when we think about what we've



15        been through over the past year with COVID and



16        looking into going into potentially another season



17        with variants and -- and vaccines not being as



18        effective maybe as we'd like them to be, the



19        thought of transferring patients between



20        institutions is frightening.



21             At worst -- I mean, at best, you know,



22        transferring a patient is inconvenient.  At worst,



23        it can lead to medical errors, and certainly



24        redundancy of care and increased costs.



25             I think that our STEMI patients, whether it's
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 1        65 or 80 per year, whatever that may be, you know,



 2        these are patients who have come to know Norwalk



 3        Hospital, not because of any marketing campaign or



 4        anything like that.  They've come to Norwalk



 5        Hospital because they have really presented with



 6        life threatening -- a life threatening episode, a



 7        heart attack that needs emergent care, and we



 8        provide that care for them.



 9             The thought that we could not care for



10        patients who come in with unstable coronary



11        syndromes that do in fact need urgent care, it



12        just doesn't make really any sense at all at this



13        point.  And I think that those patients are coming



14        here with a STEMI who know that this is the



15        closest place for them, who know that this is



16        their community hospital; really speak volumes and



17        really say to us that there is a need in our



18        community.



19             And whether it's a 4-to-1, 6-to-1, 20-to-1



20        ratio, that our volumes for PCI are going to be



21        more than adequate to meet the standard.  So



22        again, I -- I want to bring this focus back to the



23        patients, back to our community because I really



24        do think that those patients deserve to have this



25        program at their hospital, at Norwalk Hospital.
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 1             So thank you.



 2   THE HEARING OFFICER:  Thank you.  So just in closing, I



 3        just want to thank both the Applicant and the



 4        Intervener for presenting all of the testimony



 5        today, and I also want to thank OHS staff.



 6             We're going to leave the record open for the



 7        receipt of the late files and the replies, and



 8        also any public comment.  I hope that everybody



 9        has a great day and we will be in touch shortly.



10             Thank you.



11



12                         (End:  6:04 p.m.)
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 2
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 4   of the STATE OF CONNECTICUT OFFICE OF HEALTH STRATEGY
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 7

          I further certify that the within testimony was

 8   taken by me stenographically and reduced to typewritten

     form under my direction by means of computer assisted

 9   transcription; and I further certify that said

     deposition is a true record of the testimony given in

10   these proceedings.



11        I further certify that I am neither counsel for,

     related to, nor employed by any of the parties to the
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     that I am not a relative or employee of any attorney or
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14
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