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LETTER FROM THE COMMISSIONER

Dear Friends of Public Health,

lam pleased to present to you the Statewide Healthcare Facilities and Services Plan 2016
Supplement which aims to align with Healthy Connecticut 2020, a roadmap for improving the
state's health and bringing about health equity to at-risk and vulnerable residents. This document
focuses on recent changes in the healthcare environment and assesses the impact on
availability of and access to services for at-risk and vulnerable populations in particular.

The 2016 Supplemental plan builds upon the 2012 Plan and 2014 Supplement by updating
previous information and discussing the Patient Protection and Affordable Care Act and
Certificate of Need-related changes to the delivery of and access to health services. Changes to
the current healthcare environment covered in this supplement include health insurance
coverage expansion, Certificate of Need updates, increased care coordination, shifts in care
settings, access improvements and cost containment efforts. This supplement provides updated
analyses of future acute care inpatient bed need, healthcare services utilization trends and
where geographic gaps in healthcare services in Connecticut may exist.

This Supplement integrates the results of multiple standards for assessing unmet healthcare
needs, incorporating hospital community health needs assessments; federal health professional
shortage and medically underserved areas and population designations; indices developed
based on social determinants of health, health status and outcomes; and healthcare utilization
data.

Finally, this 2016 Supplement identifies key issues and on-going statewide initiatives and
community health improvement strategies to improve access to essential healthcare services for
at-risk and vulnerable Connecticut residents.

| thank the many individuals and organizations that participated in the planning process. |
encourage you to continue to integrate this document into your organization's or community's
ongoing planning activities.

Sincerely,

Raul Pino, MD, MPH
Commissioner
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EXECUTIVE SUMMARY

OVERVIEW

The goals of the Department of Public Health (D®fflte ofHealth Care AcceQs o h1l /' 0 LI | yY Ay 3
NEJdz F 2N FOGAGAGASAE FNB (2 AYLINRBGS /2yySOiGAOdzi N
unnecessary duplication of services, provide financial stability and cdmtaithcaresystemcosts. As part

of this endeavor, Connecticut General Statutes (&&&jpn 19a634 authorizes OHCA to develop and

maintain a StatewidélealthcareFacilities and Services Plan (the Plan), an inventory of all Connecticut
healthcarefacilities, equipment and serviceBurthemore, OHCA is required tmnduct a biennial

healthcarefacility utilization study.

The 2012 Plan and its 2014 and 2016 Supplermantintended to bea resource for policymakers and
those involved in the€ertificate of NeedCON) process. The 2016 Seppent presents information,

policies and projections of need to guide planning for speledaithcarefacilities and services. Its primary
focus is to assess the impact of system changes-oislkatind vulnerable populations and to uncover areas
of unmethealthcareneed in the state. Therefore, th&ipplement provides an updated analysis of acute
care inpatient bed needjs well as thavailability and utilizatioof selecthealthcareservices.

The 2016 Supplement also incorporates current informationteealth insurance coverage and system
changes related thealthcarereform; health status and outcomes; community health needs assessments
(CHNAS); and federal health professional shortage area (HPSA) and medically underserved areas and
populations (MUAP) designations. These data, together with updated information on geographic areas and
populationswith unmet health needs and gapshealthcareservices, serve as a foundation for projecting
future healthcareneeds.

KEY ISSUES
The Plan identifies kdgsues surrounding the delivery lo¢althcarein Connecticut:

HealthcareReform
1 / 2y y S Ohedltkirdmsydi@dm landscape continues to transform under Bragient Protection
and Affordable Care AGPPACA). THe O idr&hsformaive impactcan be seen ithe type of CON
applications OHCA receivess providers focus on creating new delivery models that improve
continuity ofquality careand lower coststhe number of applications for transfers of ownerships
particularly for group practices increaseddramatically.

T /2yySOiGAOdziQa K2alLWAdGFfa O2ydAydzS G2 | LILX & F2NJ O
umbrella corporatenealthcaresystems. These affiliatiomsd mergers may be attributed to factors
such ashealthcaremarket competition, shiftingettings of caregputstanding debt, mounting
pension liabilitiesfederalhealthcarereform requirements, payment reformsavell as
uncertainties associated with the new presidential administration @magressin addition, some
hospitals that are not art of larger systems arepting to partnerand/or participat in advance
networks to better coordinatgatient care.Primary and specialty care group practices are also
consolidating more frequently.



f The PPAGHucilitated increase imccess to healtmsurance coverag® 2 dzLJt SR gAGK (KS
aging populationsuggest Connecticut will experienceianrease imccesgo anddemand for
healthcareservices. Bparities in access to and outcomes of care ferisit and vulnerable
populations however, wll remain. Consequently, the state is actively pursuing and implementing
evidencebased strategies in a variety of settings to advance health equity.

Gaps in Services
1 Updated acute care bed need projections for 2020 indicate Connecticut still has anaaelsgpply
of acute care inpatient beds but will requia@ additional number of staffed beds to meet future
need
1 Medicaid beneficiaries continue to account for the largest proportion of all emergency department
(ED) visits (50%) and nearly a quartehaodpitalizations.
One in ten ED visits by adults is for psychiatric, drug or algetaied mental disorders.
ED visits by children for behavioral health treatments are overwhelmingly for psychiatric disorders
such as depression, episodic moods, anxiatiention deficiency and disruptive behaviors.
1 Inthe last three years, 13,000 ED visits for all ages were primarily due to opioid
overdose/dependence.

= =4

Unmet Need

f Theseltreported poor healthstatusratesof/ 2 y y S O (i-tisiOaimii vQlderabldipopulians have
declined for older adults, less educated, unemployed, racial/ethnic minorities, immigrants and
uninsured groups but increased for persons with incomes below the federal poverty level or with a
disability.

f Ly 3SySNJI f-Hskank Sne@hlelpdpbladiéns doritinue to have higher chronic disease
prevalence rates than the overall population and relatively higher rat@®etentially preventable
hospitalizations, avoidable ED visits or overuse.

f  While all 169 Connecticut towns are coveredbyy f S 4G 2y S K2aLAdlt Qa O2Y

assessment (CHNA), the UnnhtialthcareNeed Index identified 21 Connecticut towns as possibly
at-risk for unmethealthcareneed or gaps in services.

1 Twentysix Connecticut towns have federally designatedgyaphic areas or populations that have
health professional shortages or are medically underserved with respect to primary, behavioral
health or dental care.

1 Four of the towns identified by the index as most likely to have urtmatthcareneeds--

Bloomfeld, Derby, West Haven and Putnandid not have any federal designations.

1 Nearly all recent CHNAs still identify chronic disease, overweight, obesity, nutrition and physical
activity as overlapping and major health issues in the state.

1 Regardless of samconomic statusoutpatientsubstance abuse and menta¢althcareare the
priority health needs in most Connecticut towns.

NEXT STEPS

1 Continue to analyze outpatient surgical data for planning purposésalthcareresources
continue to $ift from inpatient to outpatient care;

91 Delve further into EDseto identify the fa¢ors such as specific day of use and type, severity and
number of cemorbidities that drive utilization andreadmissiongo help determinethe
appropriate interventions;

1 Analyze data frm the All Payers Claims Database to identify any disparitiesaithcare
availability and delivery;



91 FRurther studythe 21 towns that have been identified as exceeding the state unmet need composite
index; and

1 Monitor current initiatives in the state thateek to improve care coordination and delivery, and link
healthcareto community assistance, such as the Per€amtered Medical Homdslus (PCMH+)
Initiative. Explore opportunities to scale up and spread success.

In future planning efforts, OHCA will ¢onue its examiration ofavailable data to determine how betst
addresghe unmet needs of residentndto assist providers itheir transformationsto meet those needs.



INTRODUCTION

LEGAL MANDATE AND PURPOSE

Section 198634 of the Connecticut Genal Statutes (see Appendix A) requires the Department of Public
Health (DPHpffice of Health Care Accg€3HCA) to conduct an annual statewltkalthcarefacility
utilization study establish and maintain an inventory of all Connectloedlthcarefacilities, services and
certaintypes of medicaéquipment and to develop and maintain a StatewiHealthcare~acilities and
Services Plafthe Plan)In addition, the statute requires DPH to encourage hospitals to incorporate the
Planinto their longterm plans. The Plarand its Supplementare the blueprint forhealthcaredelivery in
Connecticutand ®rvesas a resource fgoroviders ofspecifichealthcarefacilities and services.

In 2012, OHCA issudite first Plan ThePlan focused on standards, guidelines and methodologibigh

are currently beingodified into regulation for use in th€ertificate of NeeCON) review process. OHCA
subsequently published an update to the Pldre 2014 SupplementThis2016 publicationbuilds uporthe
2014 Supplementanddiscuses changes tthe healthcareenvironment in Connecticut artieir impacton
socially or economically disadvantagedidents as well as those who are vulnerable andisk of being
underservedThe ultimate goal of the Plan and its Supplemésts facilitate thealignment ofpublic
healthresourcesand healthcareinitiativeswith identified areas of unmehealthneedsin ConnecticutThe
planning procesalso nvolves updating theinventoryof existinghealthcarefacilities, services and
equipment, available ahttp://www.ct.gov/dph/cwp/view.asp?a=3902&q=557560&dphNav=|

RELATIONSHIP TO THE CONNECTICUT STATE HEALTH ASSESSMENT AND IMPROVEMENT PLAN

DPHisthe lead agency for public health planniagd assiss communitiesin their develgoment of
collaborativehealth planning activitieso addressegional and statewideublic health issuegsee

Appendix B)DPHalso prepares multiyearstate health plan whichassesssthe health ofii KS &G 1S Q&
populationandavailability of health facilitiesnakespolicy recommendationen resource Bocation;
identifiespublic health prioritiesprovidesquantitative goals and objectivdsr the appropriate supply,
distribution and organization of public health resourcasg identifiesand evaluats community assets that

can support health improvemenfdditionally,as part ofits statewide facilities and services plannjimH
evaluaesthe implications of new technology for the delivery and equitable distribution of ssvic

5t | Hgdlthy Connecticut2020a / 2 Yy SO A Odzi Q aatidngliditaiNg INeRlthyPécple y 2 F (0 F
20200 / 2y Y SOGAOdziQa AYAGALF GA @GS paticlarlydnksicreafoR oftargeted KS  y I
health-related outcomes for 2020l its focus onevidencebased strategies to reach these targdts.

triple aimis of improving the individual experience of care, improving the health of populations and

reducing the per capita costs of care for populations.

The20132014Healthy Conneticut 2020assessmenivascomposed ofthe State Health Assessment (SHA)
and the State Health Improvement Plan (SkiR) isavailable ahttp://www.ct.gov/dph/hct2020.

Together the SHA and SHidentify priority public health needso facilitate public health planninip
Connecticut.



http://www.ct.gov/dph/lib/dph/ohca/publications/2012/ohcastatewide_facilities_and_services.pdf
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Key findings from the SHA include:

1 Chronic diseases and injuries are the leading causes of premature death and morbidity;

1 Racial/ethnic minority groups suffer from many conditionsligproportionately higher rates;

1 Specific age groups such as youth/young adults and older adultispm®portionallyat risk for
certain conditions;

1 Unhealthy behaviors such as binge drinking and prescription drug misuse have increased over the
last cecade; and

1 HIV, smoking and teen pregnancy rates have declined over the last decade.

The SHIP provides an integrating framework for agencies, coalitions, individuals and groups to use in
leveraging resources, coordinating and aligning efforts at timergsanity and state levels and sharing data
and best practices to improve the health of the citizens of Connecticut in a focused and purposeful way.

The Plarand itsQupplemens aim to align with Healthy Connecticut 2020 by taking a population health
approach to how access and services within tiealthcarea @ a i SY I FFSOG | O2YYdzyr il e g
among vulnerable and atsk populations.

GUIDING FRAMEWORKS: POPULATION HEALTH AND HEALTH EQUITY

Health-- and opportunities to promote health are not equally distributed across populations or across

the life course. Racial or ethnic minorities, loveome populations, residents of urban or rural regions,
homeless persons, persons with disabilities, veteranslgenderkexual minoritiesmay exgrience

barriers to the opportunities to live a healthy life. The social, physical and economic environments in which
I 2y y SOl A Odiedfien iNfBende RcBegditGiresources such as money, knowledge, power, social
relationships and healtpromoting advancements.

This reportupdateshealth andhealthcarepatternsin Connecticuandfor particularpopulation groups, vis
a-vis a changinpealthcarelandscapeto facilitate formulation of public health policies and prograrts
advance health equity

The Plashaveidentified the following key issues pertaining to the deliverhe@dlthcarein Connecticut:

 MajorOKI y3Sa (2 héahgaye§QemitcOrdpiodiealthcareefficiency, integration
and quality in response to the 2010 Patienbtection and Affordable Care Act (PPACA);

1 Aneed to continue to assess whethieealth professional shortages and medically underserved
areas or populations designatioagequatelyidentify the supply of medical, dental and mental
health services needeid meet demand ON2 a a4 GKS {dF 4GS F2tft26Ay3 OKL
healthcaresystem under the PPACA;

1 Aneed to investigate whether theris unmet bed need in particular regions of thate and an
adequate supply of inpatient beds in the aggregate;

1 Aneedto determine whether care is coordinated effectiveljnong levels and settings of care
especiallypetweenemergency departmentsEp3$ and communitybased behavioral health services
as behavioral health needs are increasingly being treated in EDs doetéallaccess to these
servicesand

1 Ashift in behaviorahealthcareto focus on treatment, recovery assistance and resilience enabling:
a) the provision of some behavioral health services by primary care providers and some primary
care services by behiral health providers; and b) an assessment of the demand for primary care

5



services following changes from the PPACA, wdielexpected to increase demand for primary
care.

The goal of the 2016 Supplement is to build on the 2BEhand 2014Supplemenby updating
information on thehealthcareenvironment revisitingprevious recommendationand developingext
steps for the future OHCA will continue to develop supplemental updates every two years.

ADVISORY BODY ARDLE

The Advisory Body contingeo provide invaluable insight about teeolvinghealthcaresystem operations
of healthcarefacilitiesand providersdelivery of services and access to cardhngtate Theparticipants
reviewed this 8pplement andsupplied additional material grrovided suggestions oareasto include or
clarify to aid better understanding of the delivesfand access to care environme#dtdvisory Body
participants can be found in Appendix



Chapter ICURRENAEALTHCARRNVIRONMENT

In the years sincpublication ofthe 2014 Supplement, the state of Connecticut has continued to advance
prevention initiatives focused on sustaining and supporting enroliment in the-statdiealth insurance
exchangeexpanding the primary care and public health workfgsteengthening chroit disease
management initiativesand promoting healthy lifestyles througitograms such a®bacco cessation and
obesity prevention. The following provides an update regarding changes iretlithcareenvironment in
Connecticusince the2014 Supplementvas published.

PATIENT PROTECTION AND AFFORDABLE CARE ACT: IMPLEMENTATION UPDATE

Since the United Statgd)S)Congress passed tH&PACA Y H 1 M1 3 héaitiBaregyisténihas) Q &
undergone significant andngoingtransformation. These changes to thealthcarelandscapéhave been
shaped by several mandates that affect thealthcareregulatory environmentsuch asncentiviang
healthcarecost containment strategies, promag communily-level preventiororiented initiatives,
expandng health insurance access and impirgyaccess to preventive services.

HEALTH INSURANCE COVERAGE AND VULNERABLE POPULATIONS

Health Insurance Coverage

¢CKS tt! /! Q& AYRAGARdZ f -eYidanysRdtain SealthbBhgudzicddy RO14ioKpgayia tak 2 & (
penalty.According to estimates from thBPHmanagedBehavioral Risk Factor Surveillance Su(BRFSS),
anongoing satewide voluntary phone survey of Connecticut adults 18 years of age a1t the

proportion of uninsured Connecticut adulietweenl18and64 years of agdeclinedbetween2012and
2015(Figue 1.1), correspondng with expanded Medicaid coverage and the establishment of the
Connecticut Health Insurance Exchange (Access Health CT). There were meaningful declines in the
percentage of adults without health insurance across most age, racial/ethnic, income andiedaktat

status groups. These declines were greatest for young adults, Hispanics or Latinas/os, those with incomes
less thartt35,000 orwith a high school education or lessowever, he atrisk groupghat experiencedhe
greatest declined uninsured ratessuch aglispanic or Latirgos, remainmore likely to lack coverage

than the less atisk cohorts As ofMay 2017 an estimated 103,000 Connecticut residewese enrolled in

private health insurance plans through the staten Access Health CT.



https://www.hhs.gov/sites/default/files/ppacacon.pdf
http://www.ct.gov/dph/cwp/view.asp?a=3132&q=388096&dphNav_GID=1832%20

Figue 1.1. Percent of Adults (1&4 Yearf Age with No Health Insurance, Connecticut, 2012 vs. 2015

Total Population m 12.8
18-34 yrs 117 17.1
55-64 yrs NI 8.8
White non-Hispanic [IEURIEE 8.4

Black non-Hispanic_ 17.6
*

m 2012
m 2015

Age

Race/Ethnicity

Hispanic or Latina/o s 30.3

<$35,000 505 27.0

$35,000-$74,999 m 12.4

*

$75,000+

Income

High school graduate or les 165 20.9

More than high school educationm 79

Education

Percent
SourceSource: Connecticut Department of Public Health, Connecticut Behavioral Risk Factor Survgsizmee S
2012 and 2015.
Note: *Estimate not reliabledue to small celtount
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From 2014 to 2013he proportion of adults 1§ears of agand overin Connecticutovered by Medicare

increasedwhile the proportion coveredby private health insurance deoéd. Those reporting Medicaid as
their source of coverage remaineshchangedFigurel.2).

Figurel.2. Health Insurance Type, Connecticut, 2014 vs. 2015

58.9
55.0
m 2014 m2015
IS
(O]
e
(O]
o
19.6
15.8
. I ’ ’
Medicare Medicaid Private

Source@nnecticut Department of Public Health, Connecticut Behavioral Risk Factor Surveillance Zisteand
2015.



Figurel.3 shows that the percentage afdultsbetween18and64 years of agwith health insurance

coverage increasedetween2012and2015. This increase was shown across most age, racial/ethnic,
income levels and educational attainment groups. Adults with a high school education or less experienced
the greatest increase over this thrgear period. Thase health insurance coverage patteaswell as
demographic changess discussed belowave implications for demand for and accessiéalthcareand

unmet need for vulnerable populationas discussed in other sections.

Figurel.3. Percent of Adult418-64 Yearsf Age with Health Insurance, Connecticut, 2012 vs. 2015
Percent

Total Population [ 2 41
18-34 yrs £2-9

88.7
92.1

Age

35-54 yrs

91.2

55-64 yrs 94.4

91.6
95.5

White non-Hispanic

Black non-Hispanic i 824
*

Race/Ethnicity

69.7

Hispanic or Latina/o 74.2

<$35,000 73.0

79.5

$35,000-$74,999

Income

* ok
oo
\‘
(2}

92.2
$75,000+

79.1

o]
w
(61

High school graduate or les

Education

92.1
95.9

More than high school education

m 2012 m 2015

Source: CT DPH Behavioral Risk Factor Surveillance Survey, 2012 and 2015.
Note: *Estimate not reliable due to small cetbunt
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Demogrghic Changes in Connecticut and Implications

Compared to the nation, Connecticut has relatively lower proportions of vulnerable populatithghe

exception ofadults 65 years of age andear. The age distribution and trend chandes vulnerable

populationsacross Connecticut were similar to patterns for the US between 2012 and 2015, including
substantialincreases in the proportion of adults 65 years of agd over(Tablel.1). As increasing age is
associatedd A 1 K | ROSNAS KSIFfGK 2dz2i02YSax AdG Aa AYLERNILFyY
AYO2NLIR2 NI G§SR Ayid2 LX I ya FHealtidalesysem NOBed i saniefperigd, tRe¥ / 2 Y Y
proportions of non-White Connecticut residents also increasatratesK A 3K SNJ G Ky GKS yI GA?2
contrast, the proportion of Connecticut residemsth household incomebelow federal poverty level

increasedbut declined for the USAlsg by 2015, there were relatively fewer adult residents with less than

a colege education in Connecticut but more adults living with a disability.

Tablel.1. Select Populations, US vs. Connecticut, 2010 and 2015

US(%) Connecticut(%)

Populations 2010 2015 Change | 2010 2015 Chage
Under 18 years 24.0 22.9 -5 22.8 213 -7
18-64 years 62.9 62.2 -1 63.0 63.0 0
65+ years 131 149 14 14.2 157 11
Hispanic or Latina/o 16.4 17.6 7 13.5 154 14
Black norHispanic 12.3 12.3 0 10.0 10.6 6
Asian norHispanic 4.7 5.3 13 3.8 44 16
American Indian notHispanic 0.7 0.6 -14 0.2 0.2 0
Other/2+ races 20 23 15 25 3.2 28
Below federal poverty level 15.3 14.7 -4 10.1 10.5 4
High School Graduate bess 424 399 6 39.6 372 6
(25+ years of age)

Disability 11.9 12.6 6 10.4 11.0 6

Saurce:USCensus Bureau, American Community Surw¥gdr Estimates, Connecticut and US, 2010 and 2015, File
S0101 C03002, S1703, S2820 and S0501

While Connecticut hasraoverallfavorable health and socioeconomic profile comparedniost statesthe

proportions ofhealthy residentsare not equally distributed across population groups or geographic regions

within the state Barriers to the opportunities to live a healthy life tend to concentrate disproportionately

among certain populations, such as raaiatl ethnic minorities, lowincome populations, those with lower
educational attainmentthose living with disabilitiesr older adults. The influences of socioeconomic

factors on health patterns and outcomes are often intertwined and demonstrably reshéalth

disparities Table4.1in ChapteALINE @A RS& T RRAGA2Yy It AYTF2NXIGA2Yy 2y |/
and theirselfreported health statusHealthcaresystem planning to meet future demand foealthcare

and to achieve health equity must address any unheslthcareneeds of these vulnerable populations.
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Health Equity

Health equity entails achieving the highest level of health possible for all pangiequires valuing

everyone equally with foused and ongoing societal efforts to address avoidable inequalities, historical and
contemporary injusticesAchievinghis goalentails theelimination of health and health care disparities
defined by Healthy People 2020, in partaatype of health dference that is closely linked with social,
economic, and/or environmental disadvantate.

Not only do health disparities affect the quality of life enjoyed by residents, there are also additional
medical costgieneratedas a result. For example, raciald ethnic groupsisehigh cost acute care services
differently. In 2012, Black neHispanicgienerated higher total charges due to more visits and with more
severe conditionsThe total excess hospitabstsin Connecticufor Black norHispanicand Hisnics
relative to Whites were $18 millionand $9 million, respectivelyThe comparatively higher hospital costs
generated suggeghat substantial savings could be realized through disparity reduétion.

In response to persistent and, in some caseswirg disparities in health outcomes for multiple vulnerable
populations, there have been several national mandates to imphaadthcareaccess and deliverin

2016, the Department of Health and Human Services (HHS) implemented the Nondiscriminatialthin He
Programs and Activities rule, which advances section 1557 of the PPA€Aule protects individuals from
discrimination irhealthcare health insurance andealthcarerelated marketing on the basis of race, color,
national origin, age, disabilityr @ex and strengthens language assistance for patients with limited English
proficiency.

There have also been several national initiatives to promote health equity through collaborations among

communities, governmentand private sectoentitiesand aross agencies charged with promoting and

LINEGSOGAY 3 (GKS Lldzo fiedlthrera ThéNatiorfaliStakeholddr Stiat€y$ Bradahieving

Health Equitya roadmap produced by the National Partnership to End Health Dispapitieddes

recommendaions for strategic and cooperative initiatives to reduce health dispafifidsese

recommendations include:

1 Improving awareness of the significance of health disparities affecting vulnerable populations and

action needed to eliminate these disparities;

Srengthening leadership capacity to address health disparities;

Enhancing health antiealthcareoutcomes for racial/ethnic minority and other vulnerable populations

and ensuring noiliscrimination inrhealthcareaccess and delivery;

9 Srengthening culturabnd linguistic competency and the diversity of the public healthtazalthcare
workforce; and

1 Improving research and evaluation processes related to these efforts.

)l
)l

Central to these recommendations is community engagement in these processes andattoltal
partnerships that actively engage individuals and organizations representirigp#iecaresector, as well
as those whose mission and initiatives shapeltbalthcaresystem.

Additionally, HHS issued the fitsHHS Plan to Reduce Racial and EtH&alth Disparitiesyhich builds on
national goals and mandates for reducing health disparities such as Healthy People 2020 and the PPACA,
respectively?. This plan includes:

1 Bvaluating the impact of all HHS policies, programs, and processes on hepiihtis;

9 Fostering integrated approaches across HHS agencies towards the goal of reducing health disparities;
1 Supporting the implementation of evidendeased programs and best practices in each of these efforts;

12



Transforminghealthcareto improvehealthcarequality for vulnerable populations;

Increasing the availability, quality, and use of data to improve the health of vulnerable populations; and
M2YAG2NRY 3 YR S@LFtdz dAy3a 11 {Qa &adz00Saa Ay AYLX S
reducinghealth disparities.

= =4 =4

Together, the initiatives outlined above provide a solid foundation for action to reduce health outcomes
disparities and to provide a model for how states can move these national agemdasd. On that basis,
Healthy Connecticut 202provides a framework for strategic and coordinated initiatives to promote health
and reduce disparities in access and outcomesssConnecticut through a focus on the social
determinants of health and improved access to and the quality and coordination of prevaetithcare
services?

Currently DPH providealeadership role in convening partners to implement thiete Health

Improvement PlarfSHIP)the focus of whichhas transitioned from planning to strategic actitrthe SHIP

KFad aS@Sy YIAYy F20dza | NBlF asx SI OK readafelmhE il iMBtR o0& |y
and child health; environmental health; chronic disease prevention; infectious disease prevention; injury

and violence prevention; mental health and substance abuse; and health sy&t&hesaction teams are

guided by the expeite of the Connecticut Health Improvement Coalition, a group of local, regional, and

statewide organizations and agenci&®®H has also established a web based dashboard to track progress as

the actionteams focu®n the first three yearsf the SHIPmplementationof priority objectives also

known asphaseone.®

IMPROVING ACCESS TO GNREHEALTH OUTCOMERR VULNERABLE POPULATIONS

There are several initiatives across Connectiatgeted atimproving healthcare for vulnerable populations
with respectto quality, affordability andcare coordinatioramong providers. The initiatigeely on the use
of health information technologyHIT) and exchand&lE). The trends and patterns mealthcareservices
availability and utilization outlined i@haptes 2and3 are informed by and reflect several of thealthcare
initiatives described below.

State Innovation Model (SIM) Grar&tatusto Date

TheConnecticutState Innovation Mod€g[SIM)is a program funded by the Center for Medicare and
Medicaid Innovation (CMMIBIMwascreated under the PPACA to promote innovations to increase
healthcarequality, reduce costs and improve population hedfthzor example,n 2014, Connecticut
received dour-year, $45 million SIM grant to teBealthcarepayment and service delivery modélsided
by an earlier grant®

SIM aimgo improve population health by reducing statewide rates of chronic diseases such as asthma,
diabetes and hypertension while dbssingassociatechealth disparities. The program also seeks to
improvehealthcareoutcomesrelated to performancen severakey quality measuresicluding but not
limited to, at-risk population® NJ- ad&ts witk & regular source of cammbulatay care sensitive
condition admissiosandwell-child visits{ L auliate goalisto reduce annuahealthcarespending
growth bytwo percentagepoints by 2020

SIM aimawill be achievedy integratingthe following drives. (1) promoting payment modslthat reward
improved quality, care experience, health equity and lower cost; (2) strengthening capabilttiealthicare
providers to deliver higher quality, better coordinatehmmunity-integrated and more efficient care; (3)
engaging consumers in akhy lifestyles, preventive care and chronic diseasersaliagement; and (4)
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promoting poliges, health providersystems, and environmental changes that address socioeconomic
factors that impact healtht® SIM implements the drivers through various irtiti@s oréwork streamsb ¢
Although these initigivesare designed to target specific focus or populations, the initiatives are intended
to have statewide impact

For examplethe Person Centered Medical Home Plusgram(PCMH+andother complementary

initiatives striveto alignthe results of electronic patient data available through health information
technology (HIT} with target quality measurementto promote payment models that rewaramproved

guality, care experience, health equity and lowestsoOther initiatives, the Community and Clinical
Integration(CCl), Advanced Home and Community Health Worker policy frameeekkto strengthen
capabilities ohealthcareproviders in Advanced Networks (ANs) and federally qualified health centers
(FQHLs) to deliver higher quality, better coordinated, community integrated and more efficient dhee.

/1L AYAGAIFGAGS O2YLX SYSyida GKS 5SLI NIYSydG 2F {20Al
Shared Savings ProgrdMQISSP) describdxtlow. SIMis recruiting 150 practices to participate in the CCI
initiative. In November 2016SIM requested applications from ANs lacking a federal advance medical home
designation and from independent primary care practices. Final applications were due June 2017.

Another work stream,te DPHIed Population Healthnitiative, promotes policy and system changésat
establish formal links between community prevention providers hedlthcareagencies within the context

of the new payment reformsTo that end, the SiMrogram and its stakeholders propose @perational

modelto enhanceconnectivity between communitpased organizations and theealthcaresector.The
community Prevention Services Initiatjmplemented by an intesectoral andinancial infrastructure

model (Health Enhancement Communjityvill build stronger community health capabilitigsinally, he

SIM Population Health work stream develops a system of regional health indicators and community health
improvement measures to assess the impact of comitysoriented approaches for better care and
prevention.The scope of the population health plan is depicted in Figure 1.4.

Fig. 14 Scope of Population Health Plan undgiM

Leverage lessons
learned from the SIM
efforts and other
promising practices
through the HST

Strategic }
(¥,
=L
v

Build on existing SHIPs
and add data driven
specific
implementation and
sustainability plans

Operational

>

Individual care Health system 34

Source Source: SIM Population Health Council Meeting SiddsPresentatios
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Advanced Network

To encourage medical homes, the SIM initiative in Connecticut developed the Advanced Medical Home
Program to help practices create the infrastructure required for transformation. In addition to transforming

care atthe practice St = {La &a4SS1a (G2 GNIyaF2N¥Y OFNB +d GKS a
resources that need to be incorporated in a truly persmmtered healthcare delivery system lie outside of

the individual primary care office. Some of these services exixtuld be built into large networks of

primary care practices, which sometimes include healthcare facilities and other providers. Provider

networks that are organizing to take financial responsibility for clinical quality, total cost of care, and

patient health outcomesare better positioned to adopt this broader approach to health services.

There aretwo provider networksor ANs participating in both PCMH+ and SIM/ICGIRi @ + Ay OSy (i Qa a
Center (acting as lead for Value Care Alliaaoce)Northeast Medical GroupVCA casists ofWestern

Connecticut Health Network (Danbury and Norwalk Hospitals), Griffin and Middlesex Hospitals and St.
+AyOSyiQa aSRAOIFT [/ Syl SN |y Rs ThésévenkQHCHE3bparticipatiay | FFA L A
in PCMH+ are Community Health Center, IncCornell ScotHill Health Corporatior-air Haven Community

Health Clinic, IncSouthwest Community Health Cent&enerations Family Health Center, |[@PTIMUS

Healthcare Inc.and Charter Oak Health Center, Inc.

Local health departmenidistricts (LHDs) are linked to ANs and FQBi@Hplay a role thaaligns with their
mission of preventing communicable and chronic diseawtinjury, with a focus on community health.
LHDs already offer a variety of services tlgbout the state, such as immunizations and health promotion
programmingOthers have clinics that address pressing medical needs of that community. Many provide
interventions for asthma as well as smoking cessation programs.

Figure 1.5 depicts the kage modebetween ANs/FQHCEBOsnd LHDsHealthcare providers in
ANs/FQIds willrefer patients toCBOsind LHDscontractedto provide effective preventive services in the
community. Multiple CBOs in three regions will receive Siidded technical asg@nce focusing on
developingousiness strategies and formal contractual arrangements with ANs/FEHCs.

Fig. 15 SIMPrevention Service Initiative Linkage Model

SourceSIM Population Health Council Meeting Slided Presentations
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Patient-Centered Malical Homes

Medicaid serves an estimated 700,000 beneficidiies2 NJ Yy S| N¥ & Hm> 2F [/ 2lgwSOG A Od
income, disabled or elderff Asthe programhasbroad reachthisprovides opportunities to reduce
healthcaredisparities and costsfor @ A IY A FA Ol y i L2 NIi Andsf atidsRto éxpelenckd G | (G S Q¢
unfavorable access and outcomés January 2014s part of the MQISSDSSaunched thePCMH+

initiative, in whch participating providers must meet specified quality standaimtduding those described

in the SIM section, teeceive a portiorof any related MedicaidavingsPCMH-+buildson existingintensive

care management and medical home initiatives to enleapersoncentered care coordination and reform

provider reimbursement structures to promote preventiéiz°

The PCMHitiativeQ ANs and FQH®@lI provide and coordinatearefor patients and contract with
community based organizations and local heaépartmentgdistricts to providepreventive servicesThis

will facilitate the integration of primary, oral and behaviorélealthcare PCMH prospectiveparticipants

must demonstrate an abilitio link Medicaid beneficiariesiith community assistanceenicesaddressing
issues such as housing instability, food insecurity, lack of personal safety, limited provider hours, chronic
conditions and illiteracy.le initiative additionallyincludes measures to develop disability and cultural
competence among progers and leverages claims data to prevent, identify and semder-serviced
beneficiaries.

Health Information Technologynd Exchange

The Health Information Technology for Economic and Clinical Health (HITECH) Act of the 2009 American
Recovery and Remestment Act serves to advance the adoptiorHdTto facilitate population and public
healthimprovementswhile ensuring privacy and security of personal health information. HITECH and
relatedMedicare and Medicaid electronic health records programegrtivizeeligible providers and
hospitalsto adopt HITmanagement system$lIT is important to improving primary ca@mponents of
meaningful use of HIT include the submission of immunization data, lab results of notifiable diseases and
conditions and syn@mic data to public health agenciésin addition to the sharing of these data, HIT can
foster reductions in errors, improve access to records and data, and be leveraged for hediibadthdare
alerts, clinical decision support and prescription acteiff The ultimate goal it create an enabling HIT
infrastructureto improve clinical and population health outcomes, increase transparency and efficiency,
empower individual$o make informecdhealthcaredecisionsand provide robust data on health systefis

By 2018eacheligible provider or hospitahustbe certified Centers for Medicare and Medicaid (CMS)
provides incentive payments to eligible providers te#ectively utiliz electronic health records tmeet
the meaningful use guaines®/ a { WenGemphasis isn meaningful use modified stage &hich
involveseligible providerand hospitaleffectively utilizingcertified electronic health record technolodyr
care coordination angbatient informationexchangeo improve outcomeg®

In 2014 DSecame the lead agency for developi@gnnecticu® EIT. Responsibilitiesnclude developing

the infrastructure to support the electronic submissiorreél timehealthcareutilization, quality and cost

data, implementing industry standards and pronmgt efficiencyin the healthcaresystem Passage dPA

16-77 in May 201@nabledtt§ [ A Sdzi Sy yi D2 @SNy 2NE fSIR,t@y GKS ail
designate a H Officer (HITOf® The HIT@oordinates all statewide HIFelated activitiesandleads efforts

to establish astatewide Health Information Exchan@elE)n addition toadministeingthe program A
multi-stakeholdeHIT Advisory Councitlviseson statewide HIT issués.
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In 2014, through the SIM grant, the SIM Program Management Officeesbfiunds to accelerate

investments to promote statewide Hf&r patientinformation sharing among doctors, hospgahd other
healthcare providers through a secure, electronic netwditke information exchangeonsists ofeal time
notifications for careoordination and quality improvement for admitted and discharged patients including

a tool to measure and track quality of healthcare services provitediate with the input of stakeholders

and an environment scathe HITO and HIT Advisory Councildereateda roadmap for developing
strategicandfinancially sustainable HIE Plan that includes governance and operational struoture

addition, theHIE infrastructuralesignleverages existing anébr new technology assets and service
providers.Existhng assets include provider registry, enterprise master person index, direct secure messaging
health information service provider infrastructure and analytic capabilifes.

As of August 2016, Connecticut has received and disbaggidximately$366 millon to over 6,500

eligible professionals (physicians, dentists and other practitioners), hospitaBQ@HE$0 adopt certified
electronic health record® The primary goals are to engage the provider community and care managers to
reduce preventable readrssions and improve care coordination for Medicaid patients.

ONGOING CHANGES IN AVAILABILITY AND DELNHER.TORCARIERVICES

Thehealthcarelandscape is rapidly changidge, inpart, to federal incentives and mandatés implement
preventionoriented initiatives Theabsorptionof hospitals and medical groups across Conneciitot
largerhealthcaresystemshas additionally contributed to the reshaping of healthcare delivery in
ConnecticutThe following sections provide brief overviews of soméhege changes.

The American Hospital Association (AHA) has identifiedervices as essentifar vulnerable populations:
primary care; psychiatric and substance use treatment services; emergency department and observation
care; prenatal care; medicahd personal transportation; diagnostic services including laboratories and X
ray services; home care for illness and injury to allow patients to stay at home, regain their independence
and become sel$ufficient; preventive and basic dentistry services] arobust referral structure that

provides access to a full spectrumhefalthcareservices, including specialty care and medications for rural
and urban communitie®

AHAalso identified pomising strategie$or ensuring access to these essential &&s for vulnerable
populations includng: addressing the social determinants of health; global budget payments rather than
volumebased payments; shiftinigealthcareresources from inpatient to outpatient carestablishing
emergency medicar outpatient urgent carecentersin rural and urban communities characterized by
unmethealthcareneeds, delivering virtuahealthcareto health professional shortage areas; extending
healthcareto geographically isolated areas; integrating rural hospitals and theéiiics; and improving
access tdealthcareand care coordination for Indian Health Services facilities and dtbaithcare

providers delivering care to Native American communitfes.

Transition ofHealthcaretoward Prevention and Early Intervention
The PPACA emphasizes and incentivizes the reallocati@atthcareresources from tertiary inpatient
care towards preventivlealthcarein outpatient settings. Through an emphasis on and improving access to

preventionoriented public health antiealthcae initiatives outlined in the PPACA, prevention and early
intervention may contribute to reductions in avoidable emergency department use and hospitalizations.
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Hospital Acquisitions

In an era ohealthcarereform and diminishing resources, the strehgif thehealthcaresystem is

dependent upon the financial stability of its providers. Todeglthcarereform at both the national and

state levels is requiring hospitals to integrate service delivery and assume responsibility for achieving

specific quaty, cost and service outcomes. Significant financial operating deficits resulting from shrinking
reimbursement levels, outstanding debt, mounting pension liabilities, lower investment returns and the

need to make substantial, ongoing investments in newdita and information technology and facility

AYFNF a0 NHzOGdzNBE Kl a AYyGSyairAFASR GKS RS ahddBca@e &a2YS
institutions.

Hospitals that are not part of larger health systems may lack the clinical expertidnancial resources
necessary to create and support a continuum approach to care delivery that is critical to improved
population health, higher quality patient care and reduced per capit@thcarecosts. Collaboration and
affiliation between health sstems and networks are intended to lower costs through shared resources as
well as identify best practicesoutcomes needed to achieve financial strength and success in the current
environment. By affiliating with a larger or stronger delivery systemsphialsmaygain access to

economies of scale, improved purchasing power and enhanced physician recruitment, among other
benefits.

Although smaller community hospitals may face more significant financial challenges, even relatively large
hospitals may fid themselves severely affected by the rapid pace of change inagakhcareenvironment.

In Connecticutfour transfersof ownershipof hospitalshave occurred since the publication of the 2014
Plan.Table 1.2 identifies the parent corporations amkrarchingsystems for Connecticut hospitals that

the time of publicationare affiliated with other hospitals. Table 1.3 identifies the parent corporations of
those health systems that do not include more than one hospital.

According to CON applicatioreceived in the past two years, tlmeotivationto partner with another
healthcareinstitution has been driven by key factors related to the need to gain the resources and
expertise necessary to meet current challenges and increase the chances of futteessuncluding:

Costs associated with aging infrastructure and quality improvements;

Challenges in recruiting and retaining physicians;

Desire to establish physician partnerships, share clinical expertise and best practices;

Need to provide the health seices the community requiresnd redesigrelinical servics

Necessity of economies of scale for information technology, finance, insurance, equipment,
supplies and other administrative services; and

9 Access to capital and resources necessary to reducedkeof operations and to sustain and grow
high quality medical services.

=A =4 =4 -4 4

To ensure the continued provision of needed services and as a safeguard against increasing costs to
consumers that may result from hospitals gaining a larger share of the mark€ @ldces certain
conditions on hospitals as part of thensfer ofhospitalownershipapproval process. In general, hospitals
agree, for a period of three years, to:

I Lmit reduction or relocation of services that would result in reduced access to care;
1 Submit a plan for any consolidation, reduction, elimination or expansion of existing services or
introduction of new services;
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1 Gonduct GINAs develop implementation plans and adopt evidedmesed interventions identified
in the @nters for Disease and Pigw i A 2DY) B B8 Indidtive if CHNA health priorities correlate;

1 Submit capitalinvestmentplansand reports orfinancial measuremest cost savings achieved and
their effect on quality of care;

1 Adopt/maintain the most generous charity care policy between the transacting parties;

Maintain community benefit programs and building activitiesd

9 Assure culturally and linguistically appropriate services are available and integrated throughout the
organization

=

Additionally, under certain circumstances, hospitals are also required to:

1 CGontract with an independent monitor to ensure compliance with conditions; and
1 Initiate a Cost and Market Impact Reviemwdetermine the impact ohealthcarecosts and market
performance ando establish a baseline cost structure.

Once these compliance and reporting requirements are fully complete, OHCA can bettehasgétsd

acquisitt y & Q A ‘adrdiniStiation ofinical efficiencies, quality of careare affordabilityand consumer
costsitNBYl Aya dzyOf SINJ K2¢ AYLISYRAy3I OKFy3dSa +d GKS
ability to meet thehealthcareneed of those they serve, particularly vulnerable andisk populations.

There will be a need to revisit thesssues periodically as thealthcaresystem continues to evolve.

Some Connecticut hospitals are pursudather strategies to remain financially viable and independent of
largehealthcaresystems through the creation of alliancdheVCAproviders(desribed abovepre
collaboratingthrough clinical integratiomndinvesting in infrastructure: to enhance efficient, coordinated
care; standardize care based on evidehesed protocolsand to ensure patient safety at each member
organization, all tancrease quality and reduce co%
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Tablel.2. Hospitals and Parent Companies for Affiliated Hospit&@gnnecticut2017

CORPORATE AFFILIATIONS BETWEEN ACUTE CARE GENERAL HOSPITALS (ordered by higiené&vel parent

Higher Level (System)

. Town Parent Corporation . Affiliation Other acute care hospitals currently
Hospital (Full Legal Name) . Parent Corporation .
(Main Campus) | (Full Legal Name) Date under the same parent corporation
(Full Legal Name)
Multiple hospitals across theSunder larger parent,
St. Vincent's Mdical Center Bridgeport Ascension Health, Inc. | N/A 1999 Ascension Health Alliance
No others within Connecticut
ProspectManchester Memorial Hospitalinc. Manchester Prospect ECHN. Inc Prospect CT. Ine ) )
ProspectRockville Hospital, Inc. Vernon P T P T Manchester Memorial Hospital
= T Medical Hold: 2016 Rockville General Hospital
Prospect Waterbury Hospital, Inc. Waterbury | Prospect CT, In. Inré)spec edical Holdings, Waterbury Hospital
Vassar Health Connecticut, Inc. Sharon Health Quest Systems, 2017 Multiple hospitalsacross NY nder parent
d/b/a Sharon Hospital Inc.c No others within Connecticut
Hartford Hospital Hartford N/A
Midstate Medical Center Meriden 1996 _Hartford Hospital
Hospital of Central Connecticut at New Britain N Hartford Healthcare Hospital of Central Connecticut
General and Bradley Memorial NewBritain Corporation N/A 2011 Midstate Medical Center
Windham Community Memorial Hospital, Inc. Windham 2009 . William W. Bgckus Hos_pﬂal .
Windham Community Memorial Hospital
William W. Backus Hospital, The Norwich 2013
Johnson Memorial Hospital, Inc. Stafford Springs 2016 Johnson Memorial Hospital, Inc.
- - - - Trinity Healthof New - . Saint Francis Hospital and Medical Center, Inc.
Sa?nt Francis Hospltal and Medical Center, Inc. Hartford England, Inc. Trinity Health Corporation 2015 Saint Mary's Hospital
Saint Mary's Hospital Waterbury 2016 as well as Massachusetts hospitaystem
Danbury Hospital, The Danbury Western Connecticut 2010 D_anbury Ho_spltal
N Ik Hospital Association, The Norwalk Health Network, Inc N/A 2014 New Milford Hospital Campus
orwa p ; » L. Norwalk Hospital
Bridgeport Hospital Bridgeport YaleNewHaven Health N/A 1996 ) _
Yale New Haven Hospital, Inc. New Haven | Services Corporation N/A grrlsgr?v?/?cr:\ HH(:)SSF:)Iittaall
Greenwich Hospital Greenwich SregnwmrlHealthcare \S(’alel_\lew g aven I-t|_e alth 1998 Yale New Haven Hospital
ervices, Inc. . ervices Corporation Lawrence + Memorial Hospital
Lawrence + Memorial Hospital, Inc. New London Lawrence + Memorial | ‘YaleNew Haven Health 2016 as well as a Rl hospital system

Corporation

Services Corporation
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a20n October 1, 2016, ECHN's subsidmManchester Memorial Hospital and Rockville General Hospital became wholly owned subsidiaries of Prospect ECHN,
Inc. and renamed Prospect Manchester Hospital, Inc. d/b/a The Manchester Memorial Haspitahd Prospect Rockville Hospital, Inc. d/bfee Rockville

General Hospital, Inc.; ECHN, Inc. became a wholly owned subsidiary of Prospect CT, Inc. and renamed Prospect ECHas ECHMbProspect Medical
Holdings, Inc. is the highest level parent.

b On October 1, 2016, Waterbury Hospital bewaa wholly owned subsidiary of Prospect CT, Inc. a subsidiary of the Prospect Medical Holdings, Inc. system
and was renamed Prospect Waterbury, Inc. d/b/a Waterbury Hospital.

©On August 1, 2017, Sharon Hospital became a wholly owned subsidiary of @eatthSystems, Inc. and was renamed Vassar Health Connecticut, Inc. d/b/a
Sharon Hospital.

Information current though publication of FY 2016 Financial Stability Report
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Tablel.3. Hospital and Parent Congmies for NonrAffiliated Hospitals, Connecticut 2016

HEALTH SYSTEMS THAT DO NOT INCLUDE MORE THAN ONE HOSPITAL (Non Affiliated Hospitals)
(ordered by higher level parent name)

Hospital (Full Legal Name)

Parent Corporation
(Full Legal Name)

Higher LeveParent
Corporation
(Full Legal Name)

Other Acute Care
Hospitals Currently
Under the Same Parent

Town Hospital Service Area

Corporation
Bristol Hospital, Inc. g?;h(;: Hospital & Healthcare N/A N/A Bristol, Plymouth, Southington
Charlote Hungerford Hospital N/A N/A N/A Litchfield, Torrington, Winchester
Day K!mball Healt_hcare, Inc. dib/a Day Kimball Healthcare, Inc. N/A N/A Brooklyn Killingly,Plainfield Putnam, Thompson
Day Kimball Hospital
Avon, Bloomfield, Bristol, Colchester, Coventry, Danbury, East Hartford, Enfield,
: . . Farmington, Glastonbury, Griswold+Lisbon, Hartford, Manchester, Meriden,
gon:lectlcut Chiken’s Medical CCMC Corporation, Inc. N/A N/A Middletown, Naugatuck, New Britain, Newington,fNa&h, Rocky Hill, Simsbury, Sou
enter Windsor, Southington, Tolland, Torrington, Vernon, Waterbury, Watertown, West
Hartford, Wethersfield, Windham, Windsor
Griffin Hospital Griffin pralth Services N/A N/A Ansonia Derby NaugatuckOxford, Seymour Shelton
Corporation
. . . Chester Clinton, Colchester, Cromwelurham, East HaddarBast HamptonEssex,
Middlesex Hospital Middlesex Health System, Ing N/A N/A Haddam Middletown, Old Lyme+Lym®Id SaybrookPortland, Westbrook
Milford Hospital Milford Health & Medical, Inc| N/A N/A Milford, West Haven, Orange
Stamford Hospital Stamford Health System N/A N/A Stamford, Norwalk
John Dempsey Hospital University of Connecticut N/A N/A Avon, Boomfield, Bristol Canton East HartfordFarmington Hartford, Manchester,

Health Center

New Britain Newington,Plainville Simsbury, Southington, Torringtowest Hartford

a0On November 28, 201&HCA received Docket Number-38135 a Certificate of Need applidah to transfer ownership o€harlotte Hungerford Hospital to
Hartford Healthcare Corporatior decision on the application was pending as of publication ofRkis
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PAYING FOREALTHCARIERVICES

Aprovision of the PPACA guarangsecess to healtinsurance coverage for the previously under
uninsuredandthose with preexisting condition(shhrougha state or federdy run health insurance
exchange or Medicaid expansion. In 2015, nearly-querter (or 522,000pf non-elderly Connecticut
residents had preexisting conditions thatvould havemade it difficult orprohibitivelyexpensive to bupr
obtain coveragepre-PPACA®

Despite the coverage expansiondividuals, employersaindstate and federal governmentontinue to
struggle to pay fohealthcare TheUS and Connecticyrimary paymenimodel, the fee-for-servicesystem
has been identified as thieey barrierto healthcaredeliverysystem improvemenand cost reductiori* The
PPACA provisions enable testing for new delivery models, aftihgho value based purchasing through
accountablecare organizationsr bundled payments.

The USCD@5|18 Initiative alsoprovides recommendations faix chronic and infections conditions, which
itconsh RS N&  ih Burden$eaithicarédconditioBstobacco use, high blood pressure, heattire
associated infections, asthma, unintended pregnancy and diaSetebas identified thos@sconditions

for whichthe treatment ofwould have the greatest hetid and cost impact The CDC has further provided
evidencebased interventions to prevent or control thefihe 6|18 Initiativerecommendations are
intended to inform discussions with purchasers, payers and providers regarding strategies to reform
deliverymodels and payment structuréewardsimproving healthcarecoverage, access, utilization and
quality.

Health Insurance Exchange

/| 2yySOGAOdzi Q& KSI Adiess HeatlE@zNISYAIySESRI y AS2yS 2F (KS
successful stateun health insurance exchang&sAs Access Health CT closes its fourth enroliment period,

there have been several notable changes. Exchange carriers now only include Anthem and ConnectiCare,
with HealthyCT closing in 2016 and United Healthcare exiting in 2017 due to unsustainabléAssff.

early May 2017about 100,00@Connecticut residents were enrolledamd continued to pay premiums for

health insurance through Access Health®TThis idower thanopen enrollmentnumbersin May 2016

(103,000)and 2017 (111,542hecause people eithareasel paying premiums fqror dropped coverage

According to a CMS exit suryepnsumers canceled or terminated their 2017 enrollment because of high
premium costsand lack of affordability®

Thed G | Depamd@ent of Insurance estimates an average rate increase of 22.8% in health insurance
premiumsin 2018 forindividual market plans in the exchantfeAccording to Kaiser Family Foundation
estimates, fithe federalgovernment eliminatesostsharing subsidy payments, the premiums could
increase by an additional 19%These increases will further erode the number enrolled in the Access
Health CT exchange.

Accountable Care Organizations

Accountable Care @Qanizations (ACOs) are voluntary networks of physicians, hospitals and other
healthcareproviders who coordinate and deliver qualligalthcareandreceivepaymentslinked to quality
indicators and cost of caf® Many ACOs pertain to the coordination ofedo Medicare patient$?
Coordinated care is important for ensurititat patients, particularly those with chronic conditions, receive
appropriatehealthcare while also reducing the potential for duplicationhealthcareservices and medical
errors. Sucessful ACO models also achieve shared savings.
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In Connecticut, there are about 10 physician physician/hospitaled MedicareACOs each covering at
least 5,000esidentsand providing primary, behavioral health, hospital or msfiecialty caré? As 96% of
Connecticut residents had Medicare coverage in 201Bis indicates that a sizable proportion of
Connecticut residents stand to be affected by the ACO models unfolding across Connecticut.

The Connecticut SIM Prevention Service Initiative invalti#ging ACOs that currently include two ANs and
seven FQHCs that will contragith community based organizations and local health departments/district

to deliver effective prevention services in their communities. Additional details are provideeviops
sections¢ KS /13X 2yS 2F t/albQad (62 !'baxz O22NRAYyI(Sa
has an ACO agreement with Aetna to coordinate and deliver patient care to Aetna members in
Connecticut'®

IDENTIFYING AND ADDRESSING GAPS IREBERMD UNMET NEED
Community Health Needs Assessmei(@HNAS)

As required by the PPACA to maintain their 4poafit status, norprofit hospitals must conduct @HNA

every three years to identify unmet need and engage in a community health improvemenindgprocess

to develop strategies to address those identified ne#d3HCA also requires fprofit hospitals to conduct
CHNAs through CON agreed settlemeriiach of these processes involves input from local public health
experts and community memberand the final assessment and health improvement plans must be publicly
accessible. CHNAs conducted in Connectoaitliscussed further iChapters.

Chronic Disease Management

To improve qualityand promotepatient-centered care for chronic conditiepnCMSproduces Hospital
Performance Reports that evaluate hospital performance on publicly reported indicators of quality care for
patients with myocardial infarction, heart failure, and pneumoffimdicators included in this report are
30-day riskstandardized mortality and complication and readmission measub&hostsa MONAHRQ
generated websitewhich displays th€MShospital performance reports and otheridencebased health
reports foruse byproviders, policymakerand consumersn improvingthe quality and affordability of care
andpatient safety and experiencg.

In 2014, theDPHoutlined theLive Healthy Connecticut: Coordinatedddin Disease Prevention and Health
Promotion Plai?® which establishes goals for 12 priority areas: health equity, nutrition and physical activity,
obesity, tobacco, heart health, cancer, diabetes, asthma, oral health, gendreathcarequality and
heathcareaccess. Strategies to address these priority areas encompass three approaches: environmental
approaches to promote, support and reinforce hegtttomoting behaviors; health systems interventions to
strengthen the delivery of care and use of preveatservices; and improving linkages between community
resources and clinical settings.

With respect to chronic diseasthe SHPQ& KSI f 4§ K | & & S a & Vi préavaldn&ediastinB A SR
related emergency department visjtsbesity, dental decay ad tobacco use among studerds areas of

particular conceri?! To address some of these concertise DPH SHIP chronic disease action team in 2016
supported successful legislation for new water fluoridation standaraipublished an Asthma Action Plan

in conjunction with the Department Educatiéh
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30-Day Hospital Readmissions

The majority of altause 3eday hospital readmissions are preventabl@he PPACA includes provisions to
reduce payments to hospitals with excess readmissibmbe leading contlons that are linked with 30

day readmissions often vary by payer and population. For example, in 2011 congestive heart failure,
septicemia and pneumonia were the leading causes al&0readmissions for Medicare patients, while
mood disorders, schizopénia, and diabetes were the leading causes of readmissions for Medicaid
patients Maintenance chemotherapy, mood disorders and complications of surgical or medical care were
the leading conditions for privateipnsured patients across the33° Thirty-day eadmissions are often
attributed to quality of care during hospitalization, the hospital discharge process and characteristics of
follow-up care® Coordination of care mechanisms that plan transitions from inpatient to outpatient care,
follow-up care, mediation management and erof-life care are important for reducing preventable
hospitalizations”

Since October 2012, CMS has been reducing Medicare payments to hospitals witlvedfeday
readmissions for heart attack, heart failygneumonia, COPip/knee replacements and coronary artery
bypass graft surgerfLMS reduces paymerifghe predicted number of 3@ay readmissions for a hospital
for any of the listed conditions exceeded the expected number for an average hospital with similar
patients®®In 2016, CMS reduced payments by 3% to affected hospitatmecticuispecific30-day
readmissions ardiscussed further i€hapter 4

Preventable Hospitalizations and Emergency Department Use

Preventable hospitalizations are classified as hospéti#dizs for conditions that could have been prevented
through primary or preventive car@.g., asthma, urinary tract infectioasd diabetesrelated

complications) but which culminated imcreasedemergency department visit inpatient

hospitalizatiors.>® From 2005 to 2012here was a 19% decline in preventable hospitalizations across the
US a decrease that was greater for acute conditions (25%) than chronic (14%) coritianeever, this
decrease in preventable hospitalizations was accompanied liycamase in emergency department visits
from 2008 to 2012. Connecticigpecific information about preventable hospitalizations is discussed
Chapter4.

Emergency Department Visits and Behavioral Health

Persons with behavioral health issues often asaemeded care through hospital emergency departments

and inpatient hospitalizations, straining the resources of hospitals that may not have appropriate

behavioral health services and contributing to risheglthcarecosts®! These patterns coincide with

continued stigma around mental health and substance use issues; a substantial decline in funding for state
behavioralhealthcareservices; insufficient financial support for community agencies to deliver behavioral
healthcare and continued fragmentation ahental health, substance abuse and primary e KS ! | | Q&
Behavioral Health Task Force provides six recommendations for hospitals to address behavioral health
need® These recommendations include: incorporate behavioral health issues into hospital catymun

KSFIf K ySSRa aaSaayvySydaT NBGASs (GKS K2alLAidlftQa oS
needs identified in the assessment; collaborate with community agencies and leaders to develop and
implement a community behavioral health plan; edte payers on théealthcareand social costs of not

treating patients with behavioral health negtb increasebehavioral healthreimbursementsimplement

employer practices to support behavioral health services; and engage in regional, state andlnationa
advocacy to support behavioral health.
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Additionally, the Substance Abuse and Mental Health Services Administration (SAMHSA) has outlined
strategic initiatives to reduce behaviotaalthcareneeds.® These include: increasing awareness and
understandingpf mental and substance use disorders, promoting mental wellbeing, preventing substance
abuse and mental iliness, improving access to effective treatment and supporting recovery.

OGS sectiod7a22bbmandates the Connecticut Department of Children aachifies (DCF) to implement
strategies to prevent or mitigate the life course implications of childhood mental, emotional and behavioral
health issue$®> Some of thestrategiesare:implementing early identification and early intervention

programs; providingccess to developmentalgppropriate services; engaging communities, evaluating
behavioralhealthcareservicego monitor progress towards goalandengaging a datdriven quality
improvement strategy

In 2010, DCRwunched theEmergency Mobile Psyettiic Service€risis Interventiorserviceprogram?®®

This program offers free, 24/7, communitased crisis stabilization and shéerm intervention to children
with behavioral health neesland their families statewideEarly interventiordiverts childre from

emergency departments and the juvenile justice system. The program also entails quality data reporting
and analysis for quality improvement and trainifigne distribution obehavioral health related ED visits
Connecticut is discussed further@hapter 4

Opioid Overdoséepidemic

Across the US and in Connecticut, there has been an increase in deaths due to opioid overdoses. Opioids, or
prescription pain medications, synthetic opioids and heroin, accounted for 28,648 deaths in 2014 across the
nation.5” Accidental dug overdoseelated deathdncrease from 568 in 2014 td®17 in 2016n

Connecticuf®¢ K S & ésidénS &é&moidllikely to die from unintentional drug overdose, particularly
prescription opioid painkillers, than a motor vehielecdent®L y Hnamo X (dtjSstedrate forSQa F 35
drug induced mortality was 16.4 per 100,000 population compared to the national rate ofAldcgthe

number of people entering the criminal justice system for opi®idited issuedasincreased, dramatially.

More than ore-half ofthe overdose related deathis Connecticu{479)occurredamongpeople

incarcerated il KS a0 & BNG&E 2L)0NGINGE2 v OO02dzy i F2NJ%:: 2F GKS adlr

There are sveralstate and federal levelctions to reverse thacceleratingsubstance dependency and

accidental overdoseelated hospital use andeaths. Since 2015, PA-198 and PA 15 Sec. 54 require
LINSEONROSNE 2F O2yGNRffSR adomadlyoSa (G2 -MBIOASS | L
supplyandalso at least once every ninety days for patients needing continuous or prolonged sisehof

substance. In 2016, PA 183 required creation and maintenance of a centralized database, the

Connecticut Prescription Monitoring Program, to collect controielistances prescription data aatso

extended the mandate to every pharmacy, outpatient pharmacy in a hospital or institution and each

dispenser!

In September 2016, SAMHSA awarded3a¢e two competitive grants worth nearly $5 million to expand
access to medicatiorassisted treatment for opioid addiction and to strengthen drug abuse prevention
efforts statewide’? The Connecticut Opioid REsponse (CORE) Initiative is actively implementing six
strategies to address opioid misuse and ab(fseany of whit align with the CDC recommendations for
preventing opioid overdos& CORE strategies include: increasing access to medigtisted treatment;
reducing overdose risk among high risk populations; improving provider adherence to opioid prescribing
guidelnes; increasing access to and tracking of naloxone; enhancing data sharing across agencies to
strengthen capacity to monitor and respond to opioid outbreaks; and strengthening community
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understanding of opioid misuse and abuse and eviddvased strategie to promote treatment and reduce
stigma.

Under the PPACA, treatment for substance use is covgy&ealth insurance plans available through
health insurance exchanges. To meet the growing need for opioid treatment and preventiba,FY 2017
budget fundingwas allocatedo expand treatment of opioid misuse and abu8&he budget also provided
for the expansion of statéevel prescription drug overdose prevention strategies such as medieation
assisted treatment, access tioe overdosereversal drug aloxone, and support for strategic enforcement
initiatives’® This effort builds on, and extends considerably, several public and private sector initiatives,
including prescriber training programs, expanded access to prescription drug monitoring progeam dat
drug takeback programs and dispensing naloxone to local law enforcement officers to prevent opioid
overdose.The distribution obpioid related ED visiis Connecticuts discussed further i@hapter3.

Health Professional Shortage Areaad Medically Underserved Areas or Populations

The US Health Resources and Services Administi&ti&®nA), Office of Shortage Designation (OSD),
provides guidelinefor determining federally qualified health professional shortage areas (HP'SBSP
also provides gdelinesfor determiningmedicallyunderservedareas orpopulations (MUA/PS) as
geographic areas or populations with limited access to primary care sef¥isaetesignation may help
attract new primary care, mental health, and dental health workers anthifincrease Medicare and
Medicaid reimbursement to the professionals already providing care in a comniinity

The three types oflPSA designati@may be geographic, population group, facility or automatic based on
ashortage of primary care, dental or m&l health providers® The designations provide both federal and
state government benefits for communitigsealthcarefacilities and providers who participate in the
federal loan repayment programs.HPSA designation may beographiavhichdemonstratesa shortage

of providers for the total population of an area population groupbasedfor a shortage of providers fat
least oneof the followingpopulations

1 Low income populations (greater than 30% of population with incomes at or below 200% of the
federal poverty leve)

Migrant and/or seasonal farmworkers and famijies

Medicaidg eligible

Native Americansr native Alaskan

Homeless and

Cther populations isolated from access by means of a specified language, cultural barriers, or
handicaps

= =4 =4 4 =4

Afaciity HPSA designation is only for facilities including community health centers, rural health clinics, and
federal correctional institutions. Each HPSA is given a score by the OSD based on specific criteria for each
type of HPSAL This score indicates theedree of shortageAnautomatic HPSA designation refers to the
designations given ttQHCsas defined by Section 330 of the Public Health Service Ati¥228254b).

An MUA can encompass an entire county, a group of counties or civil divisions or ensas tracts. An
MUP includes groups of persons who face documented economic, cultural or linguistic barriers to
healthcare MUA/Ps are designated based upon four criteria: low ratio of population to providers, high
percentage population with incomes beldie federal poverty level, high percentage population over age
65 and high infant mortality rate. Unliken&lPSAthis type of designation does not expire
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In Connecticut, to obtainrAHPSA or MUA/P designatidit | Qa t NA Yl NEBE / I NBveth FFA OS
based GIS application to HR®Aapproval. The first stefor the application is to develop a rational service

area which entails locating a specific area where the majority of the population would expect to receive
healthcareservicesArational sevice areacould be the entire or pamf acounty,town, city or acensus

GNF OGd ¢KS LIWX AOFGAZ2Y Ydza G | RRNBecénomicKiBradteNsids,Qa LJ2 L
such as the percent of population below 1009200%of the federal povely level, the racial/ethnic

distribution, physical access barriers (e.g., bordered by state fpaat mountainspodies of wateior a

river without bridge access, interstates, highwdyslude mountains, railway yards, industrial areas,)etc.

public transportation patterns, and the area having an established neighborhood and/or community which
displays a strong seidflentity. Rational service area boundaries are from the population center of the

proposed service area (census tracts or minor civil divigiith the highest resident civilian population) to

outer boundaries not exceeding a-#@inute travel time.Thenavailability of providers (primary care,

mental/behavior health, and dental care) withiip to a 40 minute radius of the@ais assessed to

determine if providers in these areas are ousgilized or inaccessibl® the proposed service area

population If any area demonstrates significagciceconomicor racial/ethnicdisparitiesfrom the

rational service area, #n the area is considered ineessiblelf there aresignificant physical barriershen

the populationis consideredsolated from nearby resourcesrovider services in the surrounding areas

exceeding 40 minutes from the population center are considered excessively distant arebgihlec

In addition to the mapping component for all designation application requests, a written justification is
submitted to explain the importance of obtaining a federal designation. Once the application is submitted
to HRSA, the general public hasrty days to provide comments to the proposed designation. HRSA has
established a timeline to review and make a final determination within three months upon submission. All
HPSA designations are-egaluated every three years.

Currently, the DPHPCO At Sa GKS {41 3dS 5SLI NIYSyd 2F aSydlrt 1St
Area Council (CAC) as a way to further support HPSAs in mental health. The CAC is a citizerabody and
grassroots level of citizen involvement in planning for needed servicesnthides establishing catchment

areas which are a defined geographic area, based on population that receives mental health services as a

unit. The role of the CAC is to study and evaluate existing mental health services in the catchment area and

to make reommendations about the types of services that are needed. The defined catchment areas are

used in identifying and designatimgental healthHPSA The distribution of HPSAs and MBaiin

Connecticut is discussed further in Chapter

OTHER FACTORS THAIYNMPACT THEEALTHCARENVIRONMENT
Parity Laws

In 200Q Connecticut implemented a parity law requiring that individual and group health insurance policies
delivered or issued in Connecticut that cover hospital, medindlurgicalservicegrovide menal health
benefitsas well?2 These provisions prevent unreasonahkalthcarecosts associated with accessing

mental health diagnostic and treatment servics. 2 y y S O (i A Qatpiir€iens hderddiréngthened by
similarfederalprovisions under the PRM\. As depressive disorder is disproportionately concentrated
among lower income adults and persons with lower levels of educational attainment (as illustrated in
Chapterd), parity laws may improve access to needed mem¢alithcarefor populations of lover
socioeconomic status.
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All Payers Claims Database and Price Transparency

The Connecticut All Payers Claims Database (AB@Dinistered by Access Health CTddsigned to be

dynamic repository of historichlealthcareclaims data for 2012 and begd reported by multiple payers

for healthcareutilization in all settingsThe APCyould provide valuable information about high risk

patients, quality metrics, pharmacy utilization anealthcarecosts. As this information is publicly available

to healthcareconsumers, state agencies, employdrsalthcareproviders, researchers and the Connecticut

Health Insurance Exchange, the APCD may improve transparenegltifcarequality and costs. Recent

precedent established iMermontruled that payers are nahandated to report data for consumers

covered by employer seifisured plan$*{ dzo & S1j dzSy (i f @ T maygnySepréasendalntomés ! t / 5
foraboutoneKl t ¥ 2F GKS &0l G6§SQa& NBaARDytdollectioRishBgeiBgR 08 02 Y
Efforts toinclude Medicaid and Medicare data contindecess Health CT is coordinating with the SIM

programto apply to CMS for Medicare data, a respomsesexpected by the end of June 20 date for

procuring Medicaid data is still unknovh.

The APCD website/vw.analyzehealthct.cojrecently launched in December 20a6dwill be published

in phases, with indicators such as disease pgexnvee andhealthcarecoveragephysician density, hospital
readmissions, pricekansparency andhealthcareutilization patterns being incorporatef. The data release
infrastructure development is underwayhe APCD may be leveraged to identify disparitiéeaithcare
delivery and policy opportunities to improvealthcareaccess ath outcones for vulnerable populations.
However,only approximatel\s% of consumers report their racial/ethnic identification when enrolling in a
health insurance plaand there is dack of uniformity invhether payers collect that information at &Il
However, availability of any such data will facilitate benchmarkieaglthcareand outcomes for atisk and
vulnerable populations.

Certificate of Need (CON) Review

UnderCGSection19a639, OHCA must consid#re implications ofGON applications for vaokrable
LJ2 LJdzf F GA2yad ¢KAAa fFg YIFYRIGSE GKFG 6KSY NBOBASGAY
provision of or any change in access to services for Medicaid recipients and indigent popdfations.

CGSection19a639(e) nandatesadditionalreview requirementswhen ownership of &ospitalwill be

transferred to a forprofit purchaser or nofor-profit purchaser with net patient revenue surpassing a set

threshold. In such instance€)HCA selects an independent consultant to act pesttransfer compliance

officerto monitor conformancewith any conditions placed on the transaction, facilitate meetings with
O2YYdzyAllé YSYOSNESZ YR NBLRNI 2y (KS K2aLWAdGlFfQQa LN
benefits

PA 15146 ®ction34 also requirel the Commissioner of Public Healthn@ke recommendationto the
DSY SNI f !omtZa8ndingCain@iitee 0 Public Healtmegardingthe potential impact of

eliminaing certain CON requirements and of introducing an expedited approval préoressrtain
applicationsln addition, the Governor convened a panel of industry experts to further review the role of
the CON program.

¢ KS D2 @&Eeddfie Bider 51 established the CON Taskforce to review and analyze the CON program

and determine iforogram changes are necessary to ensaczess tquality care for residents while

preserving an open and competitihealthcaremarket in the staté®® The Taskforce include
NELINSaSydaldAgSa 2F GKS [/ 2yySOGAOdzi D2PBANPIWNE h FFA
well as at least one representative of each of the following groapsiysiciarngrouppractice,a nursing
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home, a free-standing outpatient providera health plan participating in the Connecticut Health Insurance
Exchange, théealthcareindustry,healthcarelabor interests, consumer interests, health economists and
entities regulated by CON. The Taskfasubmitted is recommendations to the Governon January 15,
2017*°The Taskforl® & Eponfis dvailable at:
http://portal.ct.gov/en/Office-of-the-Governor/WorkingGroups/Certificateof-Need Taskforce

Table 1.4 below illustrates the types of CON applications submitted to @H#last three yeardn some
AyaidlyO0Sas /hb FLIWIXAOFGA2ya KIFI@S 0SSy NBFfSOGABS 2
and 2016the number ofbehavioral health CON applicatio@$1CA receivettipled, and were primarily

focused on provithg specialized services such as treating eating disorders and, even more so, substance

abuse. The growth in applications for establishing services to treat substance abuse has been fueled by the
opioid epidemic faced not only by Connecticut but dts® nation as a whole

In other instances, CON applications submitted reflect systemic chanpgealthcaredelivery.Changes to
federal laws and regulations, reimbursement policiate of the arttechnologystandardsshifts in patient
care settings andther factors have created a state of instability in thealthcaresystem. CONs related to
hospital acquisition®y bothnot-for-profit and forprofit entities have represented a significant portion of
CON activity since 2014, as Connecticut hospiteds to adjust and adapto both federal and state
mandates as well as economic pressures.

WSYIFAYAY3 AYRSLISYRSyid KFa 0S02YS Y2NB OKIffSyaiay3
mandated electronic health record systems, acquiring caséie-of-the-art equipment and upgrading

older physical plants can be prohibitively expensespecially if operating margins are thin. For some

hospitals, consolidating with another hospital or hospital system provided a solution to dealing with both
economic and policy pressures that necessitate new strategies in order to remain viable.

CON applications for transfers of ownership related to outpatient surgical facilities and group practices also
showed substantial growth during the same peridtiere wae also increases in the number of transfers of
ownershiprelated tohospitalacquisitions oconversionsas well as hospitals or management companies
seeking to become majority owners afitpatient surgical facilities.

OHCA has also seen significant GOiNity related to termination of services since 2014. Some of this

activity was attributable to hospitals attempting to balance declining or low utilization of certain services

with the cost to provide those services. The availability of physician2t@k RS G K2aS &aSNIWAOSa
ability to access those services at another location within a hospital system or with another provider in the
FNBF Ffa2 AyTEtdSyOSR K2alLWhAidltaQ OK22aAy3a (2 GSNYAY

Some terminations were actually redat to regionalization of services, such as the development of a
regional inpatient rehabilitation center of excellence in Milford. Although services were terminated in New
Haven and Bridgeport, a regional inpatient rehabilitation center was establishédltbeved for improved
guality and delivery of care in a more efficient and cost effective manner.

Between 2014 and 2016HCA also saw an overall increase in agreed settlements, which contain
conditions that an Applicant must agree to abide by as a ¢timmddf approval of the CON. In general,
conditions required by OHCA with respect to hospital acquisitions and conversions were related to
maintaining access to services, prohibiting price increases and meeting the health needs of the community.
Behaviorahealthand ImagingCON agreed settlements were focused on requiring Applicants to participate
in the Medicaid program and serve Medicaid clients.
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Tablel.4. Certificate of Need ApplicationsZonnecticut 20142016

CON Type CY 2014| CY2015 | CY 2016
Behavioral Health 2 3 6
Change of Ownership

Outpatient Surgical Facility, Clinic 2

Outpatient Surgical Facility, Group Practice 6 12

Hospital Acquisition 4

Hospital Conversioto ForProfit 3 2
Establishment of New Faitj/Service

Healthcare Facility 2 1 1

New Service (Cardiac) 1
Increase in Operating Rooms 1
Medical Equipment (e.g. MRI, CT, RHT LiNac) 4 7 5
Terminations 5 9 5
Applications 18 33 30
Approvals/Agreed Settlements 7 17 12
Determinations 58 46 54

Source: CT DPBfffice of Health Care AcceSsrtificate of Need Database
Potential Changes Following New Presidential Administration

Mandates and incentives embedded in or catalyzed by the PPACA have shaped several of the achievements
in improving thehealthcareenvironment and access to health insurance described in this Plan, as well as
institutional changes that are continuing to unfold (e.g., hospital mergers). However, in recent months, the
President and Congress have taken preliminggpsto dismantle the PPACA and provide a replacement.

The longterm consequences of the changeshialthcareat both the federal and state level may be

profound and are still uncertain, as at the time of publication of this Plan, Congress is continditopte

what will take the place of the PPACA.

The two federal bills (US House and Senate) recently released propose significant Medicaid and subsidy

cuts, may allow states to opt out of pexisting conditions coverage, allow states to define essenéalth

benefits, change how premium subsidies are determined and eliminate the individual and large employer
insurance mandates. Although the exact consequences of these bills are unknown, it is likely that

individuals healthcaresystems and providers ivbe adversely affected. A decline in Medicaid and health
exchange market enroliment and an increase in the number of uninsured are highly likely. Anticipated
reductions in utilization of hospital services and increases in uncompensated care are expeatpédct
K2ALAGIEAaQ 2LISNIGAYI YFENBAyad ¢Kdzax GKSNB NBYFAYya
support for sustaining and advancing several of the changes tbahkthcareenvironment outlined in this

section.
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Chapter 2HEALTHCARRACILITEEAND SERVICES IN CONNECTICUT

As noted in Chapter the Connecticuhealthcaresystem continues to transform in responsethe PPACA.

With the implementation of thd®PACA, the number of people in Connecticut with acces$éalth

insurance coveragmcreasedwhich,combined withthed G I G SQa | 3 A pfajectéd@otaldel G A2y A 2
demand forhealthcareservices. fie PPACA is structured iticentivizeuse ofcost effectivecare, such as

outpatient services over inpatient care. Furthermore, it is intentiedncourage health providers to

identify andaddress gaps in services andagsessinmethealthcareneeds of atrisk and vulnerable

populations. Such aspects of the PPACA were included with the ultimate goal of relukedihgdisparities

and improvingoverallcommunity health.

While federal action has taken steps to assess the current state of health care nationally, a full set of
comprehensive data is necessary to effectively evaluatettaabilityand accestbility of services in
Connecticut. Althagh the Connecticut General Assembly authorized implementation of the Ad°Gillect
and provide data oNB & A Reéhghdageddcountersasnotedin Chapter 1the APCIs currently
incompleteand unavailable to DPH ather stateagencies. Due to thenavailability of the APCD this
review isbased oracutecare inpatient datand proxies forhealthcareservice availability and utilization.
Additionally,it should be noted thiseview utilizes charge dateather thanprice or cost datawhich are
also wavailable These data are not as comprehensivadslly executedAPCD

SHIFTING CARE FROM INPATIENT TO OUTPATIENT SETTINGS

In recent years, US acute care hospitals have experienced steady declines in inpati@sheaecof total
revenue. Among theontributing factors are decreasing overall hospital admissions, births and average
daily census. Perhaps the greatest impact on inpatient revenue is the increasing trend of providing care in
outpatient settingsrather thantraditional inpatient treatment driven in part, by PPACA incentives and
technological advancements realthcare In 2012, outpatient care in the US accounted for nearly 60% of
hospital total revenue, compared with only 10% to 15% in the early 1990s. The ongoing shift toward
outpatient care may also be attributed to changes in the competitive landscape, consumer preference and
the desire to contain costs. These factors have forced hospitals to reallocate resources to align with this
current trend to meet patient needs and to stay comitige.

Hospitals face increasing competition in the outpatient market as new providers enter the marketplace
offeringthe same servicesut in nontraditional settings. Among thesettings areurgent care centers and
retail pharmacies, which offer exteed hours and wahln medical clinics capable of providing
immunizations, health and wellness screenings and treatment for minor injitaspitals must also
increasingly compete withmabulatory surgical centersvhichprovide surgical treatmes that do rot

require an overnight stayesuting inlower costs. In order toemain competitive in terms of cost and
conveniencehospitals are investing in theirealthcaresystems, either by partnering with these laxast
providers or making direct acquisitions provide the same level of outpatient services.

The availability of outpatient care that was previously provided strictly in an inpatient setting is in part
attributable to technological innovations. Such advancemaeititsv for less invasive proceduredlowing

for faster recovey and reducedposttreatment pain FurthermoreLJr G A Sy GaQ | g2A Ry OS 27
minimizes opportunities for their exposure to infectidireatment in the outpatient setting requires

patients to spend less time in a medidacility, allowing them to quickly return to their regular daily

routines. This is especially appealing to younger, healthier patients who do not require any rehabilitation or
intense postoperative treatment.
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Providing treatment in outpatient settirsgenables cost savings. The PPACA payment and delivery models
motivateshospitals to achiexcost savingsThe Comprehensive Care for Joint Replacement Mdadel,
example mandates that 75Q Shospitals are reimbursed a piet amount to provide the fullgectrum of

care-- from surgery through 9day rehabilitation and recovery for hip and knee replacement¥ This
incentivizes hospitals to keep patients out of the inpatient setting and to take preventative measures to
ensure a favorable procedure outt@, avoiding incurring additional costss a result, hospitaimplement
population managemenprograms and initiativesvhich allowstaffand communitybased providerso

follow up with patients to ensure compliance with treatment regimens amdonnectthem with necessary
resources. This allows for a healthier community while lowering the chance of readmission and improving
patient satisfaction.

Nationwide,outpatient surgical treatments are becoming increasingly popular for certain service lines
including cardiovascular, spine/back, urology and orthopedic surgéResearchlata alsoindicates
decreasing useatesof inpatient utilization forMedicare covered patients, suggesting that structural
changes, including increased use of outpatient settioggare delivery, may be boosting the rate of
decline. As hospitals focus on maintaining competitiveness and generating revenue, the shift towards
outpatient services will remain a priority

The majority of Connecticut hospitals, based on gross rev&ramperienced gains in outpatient share from

2012 to 2015 similato that of hospitals nationwideOverall, the share of statewide outpatient gross

revenue increased three percentage points in 2abbve2012, reducing the inpatient share to 49% (Table

2.1). Itis anticipated that this trend of increasing share of outpatient gross revenue will continue to
NELINBASY(d I ANBFGSNI LRNIA2Y 2F GKS OFNB LINPOARSR
trend highlights the importance of obtaining dmnalyzing outpatient data for effective health care

planning.
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Table2.1. Hospital Gross Revenugistribution, Connecticut, 2012 vs. 2015

Staffed . FY 2012 FY 2015
Hospital - - : -

Beds Inpatient Outpatient | Inpatient | Outpatient
<100 | Charlotte Hungerford Haqstal 38% 62% 37% 63%
Day Kimball Hospital 28% 72% 30% 70%
EssemtSharon Hospital 40% 60% 37% 63%

Griffin Hospital 44% 56% 42% 58%
Johnson Memorial Hospital 43% 57% 35% 65%
Milford Hospital 51% 49% 53% 47%

New Milford Hospitel 28% 72% N/A N/A
Rockville General Hospital 37% 63% 33% 67%
Windham Community Memorial Hospital 33% 67% 26% 74%
SubTotal 38% 62% 37% 63%
101-200 | Bristol Hospital 37% 63% 35% 65%
CT Children's Medical Center 59% 41% 58% 42%
Greenwich Hospital 43% 57% 41% 59%
John Dempsey Hospital 43% 57% 39% 61%
Manchester Memorial Hospital 38% 62% 37% 63%
Middlesex Hospital 45% 55% 44% 56%
Midstate Medical Center 44% 56% 41% 59%
Norwalk Hospital 52% 48% 49% 51%
Saint Mary's Hospital 43% 57% 41% 59%
Waterbury Hospital 59% 41% 55% 45%
William W. Backus Hospital 39% 61% 34% 66%
SubTotal 47% 53% 44% 56%
201-350 | Bridgeport Hospital 55% 45% 50% 50%
Danbury Hospital 46% 54% 45% 55%

Hospital of Saint Raphdel 65% 35% N/A N/A
Lawrence and Memorial Hospital 42% 58% 37% 63%
Stamford Hospital 37% 63% 35% 65%
The Hospital of Central Connecticut 48% 52% 44% 56%
SubTotal 49% 51% 42% 58%
>350 Hartford Hospital 66% 34% 62% 38%
Saint Francis Hospital and Medical &en 56% 44% 59% 41%
Saint Vincent's Medical Center 65% 35% 63% 37%
YaleNew Haven Hospital 60% 40% 53% 47%
SubTotal 61% 39% 56% 44%
Statewide 52% 48% 49% 51%

Source: CT DRGfffice of Health Care Accebwelve Months Actual Filing, Report 5%0scal Year 2012 & 2015.

! Staffed beds based on Fiscal Year 2015 (FY 2012 for Saint Raphael) HRS Report 400, excluding bassinets
°Now a Danbury Hospital campus.

SNow a YaléNew Haven Hospital campus.

34




CENTERS OF EXCELLENCE

Amid declining revenues, opional challenges and new reimbursement models resulting from the

PPACA, hospitatse incorporaing regionalization of core services as part of their planning and strategic
goals.Hospitals regionalize through centeytexcellencevhichstandardiez bed practices align physicians

and staff to improve qualitpndto differentiate their service(s) from thatfmther providers® Centers of
excellenceenablehospitalsto contain costdy improving overall efficiency and eliminating duplicated

efforts. Thefocus on core servicedsoenhance quality, facilitates the coordination of carandallows
K2aLIAGdlrta G2 YSSUG LIGASYyGaqQ ySSRa gKAES AYLINRGAYT

The decision to regionalizhould be based odemandfor servicesFor examplea center of excellence
focused on spinal car®espite being located in a remote area, the center siasceskil due to the

extensive number of individuals seeking care, as spinal pain can originate from multiple health conditions
including gnetics, tumors, workelated injuries, personal injuries, sports injuries, and car accidents. The
array of people seeking caat the centerenabled itto become a noted destinatiofzurthermore, the

hospital system benefitted from an influx of patienteevcontinued their care with the system for

conditions unrelated to spinal treatmententers of excellender other specialty fields and chronic

diseases have also achieved superior results aseh&ersfocus onall the various stages of treatment and
provide the opportunity to collect data helpful in making informative decisions and improving outcomes.
Cther fieldsof carethat are the focus of centers of excellence include orthopedics, diabetes, cardiovascular
and cancer treatmen?*

¢ KS / hb sleiNghasisldnring resources and maintaining quality of care has facilitated

I 2y ySOGAOdzii  Hxeepidly with thiin&iondideTefoNsto develop centers of excellenamd

to regionalie core serviceswWith CON approvalktS & iwlo Ear§eStBospital systems, Yale New Haven
Health Services Corporation and Hartford Healthcare Corporatamh established a center of excellence:
The Smilow Cancer Center in New Ha&vandthe Bone & Joint Institute fanusculoskeletal disorders and
orthopedc injuriesin Hartford®® Otherexamples otenters of excellence in Connecticut include:

/| 2y ySOGAOdzi / KAt RNB Y Qdivisiort rdcggniteg By the AnfericanPaimiSo&tsrad S R A
Fairfield County Bariatricswhichperforms bariaticsug NE ' b2 NB It { | 2aLA G =
Center in Bridgeport and Griffin Hospital in Derdgch of which is aaccredited comprehensive cent&

y

OA
{04

AVAILABILITY OF ACUTE CARE HOSPITAL SERVICES

The below review of the availability and utilizatiohazute care hospital services in Connecticut is based on

acute care inpatient datdzigure2.1 below depictghe location of acute care hospitals atiteir reach

defined aghe number of times &onnecticut towrisincluded in a hospital primary serviaeea(PSA The
m22NRGE 2F / 2yySOGAOdzi G26ya | NBighhtghdd (steI&din Ay | G f
white), predominantly rural, are not includédl y & / 2 yy SOl A O\dtiile ristientslafihese Qa t { !
towns are served by a hospitad their choice, it maylsomean they haveo travelrelativelylonger

distances to access hospital care or have unmeatithcareneeds that may not be covered or addressed by

a hospital CHNAnd impgementationplan.
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Figure2.1. Map of Connecticut Tows included in a Hospital Primary Service Area
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Chapter SACUTECAREOUTPATIENT SURGERNYD MEDICAL IMAGING
UTILIZATION AND TRENDS

/| 2yySOGAOdziQa K2alLWAGFfa LINRPGARS AyLI GASyd | Odzi S
ambulatory surgery anomaging services hissection focusesmhospital inpatient acute caremergency

department servicesoutpatient surgery encounters and medical imagemgthis data isurrently available
to OHCA

ACUTE CARE UTILIZATION PATTERNS

Leading Cause of Hosglizations

The leading cause of hospitalization continues to vary byaagegende(Table3.1). The leading causes of
hospitalizations for all agese heart-relatedfor males and digestive systeralated (i.e., hernia/intestinal
obstruction, colitis/ereritis, diverticula of intestinefor females Mental health is the leading cause of

hospitalization for personst® 44 years of age for both genders.

Table3.1. Leading Cause of Hospitalization and Rate per 100,000 Poula€onnecticut, 2014

Age Group??®
Gender
0-4 5-14 1524 2544 4564 65+ All ages
Males Respiratory] Mental Mental Mental Mental Heart Heart
(1,265.9) (346.8) (966.0) (1,262.3) | (1,392.3) | (4,989.1) (973.2)
Females Respiratory] Mental Mental Mental Digestive Heart Digestive
(834.2) (363.1) (1,062.9) (952.7) (1,127.2) | (3,914.0) (859.7)

Source: Connecticut Department of Public Health, Hospital Discharge Tables, 2014 ,-Talolé HL-All Ages.

! Diagnostic categories are based on Inteimaal Classification of Diseas@sh Revision, Clinical Modification, except
for conditions related to pregnancy and childbirth, which are based on diagnosis related groupfRGES76582).

2 Firstlisted diagnosis codes, except for "amputation withlites" Firstlisted procedure code 84.1 (amputation of
lower limb), together with firslisted diagnosis code 242860 (diabetes mellitus).

3 Connecticut population groupings were based on estimates for the July 1, 28®sident population from the

Vintage 2014 postcensal series by year, county, age, sex, race, and Hispanic origin, prepared under a collaborative
arrangement with thdJSCensus Bureau, http://www.cdc.gov/nchs/nvss/bridged_race.htm. Backus, K, Mueller, LM
(2015) Statdevel Bridged Racestimates for Connecticut, 2014, Connecticut Department of Public Health, Office of
HealthcareQuality, Statistics, Analysis & Reporting, Hartford, CT. Rates are per 100,000 population.

Denominators were for total population (males plus females), excedefoale breast cancer (female population

only) and prostate cancer and hyperplasia of prostate (male only). Bridged estimates were used to assign individuals
to a single race even if they reported more than one.
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As in prior years he leading cause ofdspitalizationcontinues tovary by race and ethnicityTable3.2).
Heart diseasés leading cause of hospitalizations for White Adispanics, mental disorders for Black non
Hispanics and for Hispanics as well.

Table3.2. Leading Cause of Hospitalization and Rate per 100,000 Population, by Race/Ethnicity,
Connecticut, 2014

White non-Hispanié Black nonHispanié Hispanid

Diagnostic Group (ICB CM
Code¥?

Disease of the het(391-
392.0, 393398, 402, 404, 1 27,914 730.6 4 3,413 | 1046.5 5 2,437 | 828.2
410416, 426429)

Rank | No* Rate | Rank | No.l Rate | Rank | No* Rate®

Mental disorders (2919) 5 21,216 | 831.6 1 4,413 | 1143.8 1 4,489 | 864.1

Diseases of the digestive

system (526679) 2 25,945 809.5 2 4,044 | 1158.2 2 4,125 | 1046.6

Diseases of the respiratory

system (466519) 3 22,700 656.5 3 3,992 | 1152.6 3 3,484 | 932.7

Source: Connecticut Department of Public Health, Hospital Discharge Tables, 2014-Zable H

The three racial and ethnic categories used here are mutually exeluBischarge records of persons of Asian,
American Indian, Alaska Native, Hawaiian, or other Pacific Islander race when reported along wtispeoric

ethnicity are not included due to small numbers.

2 Diagnostic categories are based on Internationas€ifization of Diseases, 9th Revision, Clinical Modification, except
for conditions related to pregnancy and childbirth, which are based on diagnosis related groupREGES76582).

3 Firstlisted diagnosis codes, except for "amputation with diabetestfisted procedure code 84.1 (amputation of
lower limb), together with firstisted diagnosis code 24260 (diabetes mellitus).

4Numbers of discharges represent events, not unique persons hospitalized

5 Connecticut population groupings were based otireates for the July 1, 2014Sresident population from the

Vintage 2014 postcensal series by year, county, age, sex, race, and Hispanic origin, prepared under a collaborative
arrangement with thdJSCensus Bureau, http://www.cdc.gov/nchs/nvss/bridged edutm. Backus, K, Mueller, LM
(2015) Statdevel Bridged Race Estimates for Connecticut, 2014, Connecticut Department of Public Health, Office of
HealthcareQuality, Statistics, Analysis & Reporting, Hartford, CT. Rates are per 100,000 population.

Denomirators were for total population (males plus females), except for female breast cancer (female population
only) and prostate cancer and hyperplasia of prostate (male only). Bridged estimates were used to assign individuals
to a single race even if they refied more than one
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Acute Care Discharges and Patient Days

Acute care inpatient ulizationhasdeclired slightly(Figure 33). Between FY 2012 and 2015, acute care
dischargesndpatient daysdecreasedi%and 3%, respectivelyff he average hospital stegmains 4.9 days.

Figure3.1. Acute Care Discharges and Patient Days, FY #12015

2,500,000 - m Dischargesm Patient Days

2,030,170 2,026,012

1,972,703

1,961,789

2,000,000 -

1,500,000 +

1,000,000 -

500,000 -

0 i

FY 2012* FY 2013 FY 2014 FY 2015

Source: CT DPObfffice of Health Care Accessute Care Hospital Discharge Database.
*Revised from 2014 Supplement

Acute Care Discharges by Primaypverage

Decliningacute careutilization isattributableto declines irdischarges covered by commercial insurance
and the uninsured (Table 2.4ue to PPACA healthsurance coverage expansion, there were fewer
uninsureddischarges and there wascarrespondng increa® in utilizationby those withMedicaid
coverageAlso, declining utilization may be partially attributable to other facteteh as measures related
to reducing unscheduled 3@ay readmissions and increased care coordinatRegardlessnore thantwo-
thirds of patients discarged from acute care hospitalave governmenbased insurance for primary
coverage.

Table3.3. Acute Care Discharges by Primary Coverage, Connecticut, FYR202815

Payer FY2013 | FY®14 | Fy2015 F;hi?f I(::\?alggg g‘i‘ﬁfse
Medicare 173,037 | 166,499 | 168,519 42% 3% 1%
Commercial 132,077 126,682 124,335 31% -6% -2%
Medicaid 95,548 95,798 98,059 24% 3% 2%
Uninsured* 8,510 8,455 7,030 2% -17% -17%
Other Public 2,8 2,971 3,185 1% 10% 7%
Total 412,071 | 400,405 | 401,128 100% 3% 0%

Source: CT DRGfffice of Health Care AcceAsute Care Hospital Discharge Database.

*Includes seHpay, no charge and other.
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Hospital Utilization by Service Line

Declining acute caretilization occurred among nine of 14 inpatient service li(iesble3.4). Behavioral
health, respiratoryand medicdlsurgicalcardiaccare inpatient service lines experienced thegest

declines. Medicine remains the servigge with the largest number fdischarges and patient dayand
continues to grow. The continual decline in general/other surgery may be an indication of the shifting of
inpatient surgery to outpatient settings.

Table3.4. Hospital Utilization by Servie Line, Discharges and Patient Days, Connecticut, FY-BE§13015

; FY 2013 FY 2014 FY 2015 FY 2012015

Service % chg
D-chrgs P-Days| D-chrgs P-Days| D-chrgs P-Days| D-chrgs| P-Days
Cardiac Med/Surg 52,016 233,453 46,952 217,550 45,494 212,370| -12.54%| -9.03%
Cancer Care Med/Sur{ 10,406 64,518 10,069 61,728 9,894 62,077 -4.92%| -3.78%
Neurology Med/Surg 26,837 151,793| 26,076 146,061| 26,357 142,880 -1.79%| -5.87%
Renal Med/Surg 20,486 95,665 20,042 91,857 19,947 92,169 -2.63%| -3.65%
Women's Health 44,374 128,453| 43,922 126,176 43,378 125,482 -2.24%| -2.31%
Orthopedic Med/Surg 25,656 102,558| 26,667 104,981 26,828 100,697 457%| -1.81%
Respiratory 35,753 179,376| 32,760 161,070 32,707 157,099 -8.52%| -12.42%
Medicine 89,241| 427,867 88,480 427,817 91,077 439463 2.06%| 2.71%
General/Other Surgeryf 30,965 205,068 28,950 197,957| 28,562 193,350 -7.76%| -5.71%
Newborn 37,864 147,126| 38,652 148,398 38,715 148,525 2.25%| 0.95%
Trauma Med/Surg 32,234 259,951| 32,139 260,633 32,303 258,466 0.21%| -0.57%
Behavioral Healt 570 1,772 463 1,673 410 1,548 -28.07%)| -12.64%
Ophthalmology 5329 27,180 4890 25,532 5100 26,478 -4.30%| -2.58%
Dental 326 1,190 330 1,233 344 1,128 5.52%| -5.21%
Othert 14 42 13 37 12 57 NA NA
Total 412,071| 2,026,012| 400,401| 1,972,685| 401,128 1,961,7% -2.66%| -3.17%

Source: CT DRGfffice of Health Care AcceAsute Care Hospital Discharge Database.
L Uncategorized or system missing

Utilization by Service Line and Hospital System

Despite declining inpatient volumes and hospital mergers and acguisjtthere were no significant

volume shifts among hospitals and/or systems within inpatient service lines between 2013 and 2015 (Table
3.5). Consequently, market sharesinpatient servicesvithin systems, individual hospitaBnd statewide
remainedconstant Overall, Yale New Haven Health Services Corporat$)(@nd Hartford Healthcare

(20%) accounted for more than o#alf of utilization forl4 inpatient acute care servideesin 2015
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Table3.5. Hospital Systems Reent of Inpatient Discharges and Patient Days by Service Line, FY 2013 vs. FY 2015

Inpatient Discharges

Patient Days

%

% Share of

%

% Share of

FY 2013 FY 2015| Change Service Line | FY 2013 FY 2015 | Change| Service Line
Service FY FY FY FY
Line Hospital Sgtem 2013 2015 2013 2015
All Eastern Connecticut Health Network Inc 11,861 10,747 -9 3 3 58,864 50,009 -15 3 3
Western Connecticut Health Network Inc | 33,357 33,354 0 8 8 158,169 161,926 2 8 8
Hartford Healthcare Corporation 85046 81,258 -4 21 20 418,617 396,167 -5 21 20
Yale New Haven Health Services
Corporation 126,088 126,566 0 31 32 637,830 636,722 0 31 32
Trinity Health New England Inc 47,333 46,609 -2 11 12 228,060 218,602 -4 11 11
Ascension Health 20,454 18,247 -11 5 5 121,263 110,807 -9 6 6
Essent Healthcare Inc 2,877 2,464 -14 1 1 12,331 11,028 -11 1 1
Individual hospitals 85,041 81,871 -4 21 20 390,836 376,471 -4 19 19
Total 412,057 401,116 -3 100 100 | 2,025,970 1,961,732 -3 100 100
|
Cardiac Eastern Connecticut Health Network Inc 998 756 -24 2 2 4,254 3,159 -26 2 1
Med/Surg | Western Connecticut Health Network Inc 3,997 3,865 -3 8 8 16,351 16,946 4 7 8
Hartford Healthcare Corporation 11,770 9,708 -18 23 21 56,627 48,574 -14 24 23
Yale New Haven Health Services
Corporation 15,564 13,803 -11 30 30 71,787 66,931 -7 31 32
Trinity Health New Englardc. 6,893 6,212 -10 13 14 33,335 30,604 -8 14 14
Ascension Health 3,004 2,453 -18 6 5 14,541 11,793 -19 6 6
Essent Healthcarc. 295 283 -4 1 1 848 901 6 0 0
Individual hospitals 9,495 8,414 -11 18 18 35,710 33,462 -6 15 16
Total 52,016 45,494 -13 100 100 233,453 212,370 -9 100 100
|
Cancer Eastern Connecticut Health Netwdric. 218 146 -33 2 1 1,238 778 -37 2 1
Med/Surg | Western Connecticut Health Netwolhkc. 729 752 3 7 8 4,131 4,792 16 6 8
Hartford Healthcare Corporation 2,136 1,946 -9 21 20 13,544 12,534 -7 21 20
Yale New Haven Health Services
Corporation 4,106 3,902 -5 39 39 27,266 25,812 -5 42 42
Trinity Health New Englardc. 1,028 946 -8 10 10 6,272 5,762 -8 10 9
Ascension Health 542 477 -12 5 5 3,481 3,142 -10 5 5
Essent Healthcaric. 32 28 -13 0 0 168 114 -32 0 0
Individual hospitals 1,615 1,697 5 16 17 8,418 9,143 9 13 15
Total 10,406 9,894 -5 100 100 64,518 62,077 -4 100 100
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Inpatient Discharges

Patient Days

FY FY % % Share of % % Share of
2013 2015 Change Service Line | FY 2013 FY 2015| Change Service Line
FY FY
Service Line| Hospital System 2013 2015 2013 2015
Neurology | Eastern Connecticut Health Netwdric. 579 444 -23 2 2 2,484 1,490 -40 2 1
Med/Surg Western Connecticut Health Netwohkc. 2,215 2,363 7 8 9 11,456 13,150 15 8 9
Hartford Healthcare Corporation 5,438 5,242 -4 20 20| 32,5 30,054 -8 21 21
Yale New Haven Health Services
Corporation 8,498 8,717 3 32 33| 52,412 51,791 -1 35 36
Trinity Health New Englardc. 3,221 3,245 1 12 12| 15,804 15,339 -3 10 11
Ascension Health 1,322 1,225 -7 5 5 7,568 7,386 -2 5 5
Essent Healthare Inc. 306 203 -34 1 1 2,233 1,615 -28 1 1
Individual hospitals 5,258 4,918 -6 20 19| 27,334 22,055 -19 18 15
| Total 26,837 26,357 -2 100 100 | 151,793 142,880 -6 100 100
Renal Eastern Connecticut Health Netwdric. 654 551 -16 3 3 2,850 2,295 -19 3 2
Med/Surg Western Connecticut Health Netwohkc. 1,419 1,487 5 7 7 6,566 7,865 20 7 9
Hartford Healthcare Corporation 4,873 4,491 -8 24 23| 21,036 20,313 -3 22 22
Yale New Haven Health Services
Corporation 6,094 6,206 2 30 31| 30,560 29,298 -4 32 32
Trinity Health New Englardc. 2,236 2,237 0 11 11| 11,325 10,600 -6 12 12
Ascension Health 1,093 890 -19 5 4 5,662 4,982 -12 6 5
Essent Healthcarc. 136 105 -23 1 1 525 402 -23 1 0
Individual hospitals 3,981 3,980 0 19 20| 17,141 16,414 -4 18 18
| Total 20,486 19,947 -3 100 100 | 95,665 92,169 -4 100 100
Women's Eastern Connecticut Health Netwdric. 1,286 1,463 14 3 3 3,515 3,913 11 3 3
Health Western Connecticut Health Netwohkc. 3,913 3,796 -3 9 9| 11,173 10,954 -2 9 9
Hartford Healthcare Corporation 9,094 8,742 -4 20 20| 25,162 24,171 -4 20 19
Yale New Haven Health Services
Corporation 14,534 14,770 2 33 34| 43,767 44,477 2 34 35
Trinity Health New Englardc. 5,070 4,709 -7 11 11| 14,541 13,604 -6 11 11
Ascension Health 1,327 1,271 -4 3 3 3,426 3,351 -2 3 3
Essent Healthcarc. 304 283 -7 1 1 750 722 -4 1 1
Individual hospitals 8,846 8,344 -6 20 19| 26,119 24,290 -7 20 19
Total 44,374 43,378 -2 100 100 | 128,453 125,482 -2 100 100
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Inpatient Discharges

Patient Days

FY FY % % Share of % % Share of
2013 2015 Change Service Line FY 2013 FY 2015/ Change Service Line
FY FY FY
Service Line| Hospital System 2013 2015 2013 2015
Orthopedic | Eastern Conecticut Health Networknc. 620 557 -10 2 2 2,729 2,099 -23 3 2
Med/Surg Western Connecticut Health Netwohkc. 2,388 2,488 4 9 9 10,161 10,476 3 10 10
Hartford Healthcare Corporation 5,174 5,334 3 20 20| 21,303 20,077 -6 21 20
Yale New Haven Health Sendce
Corporation 7,186 7,625 6 28 28| 29,108 30,470 5 28 30
Trinity Health New Englardc. 3,833 4,155 8 15 15| 13,781 12,474 -9 13 12
Ascension Health 1,071 922 -14 4 3 4,998 4516 -10 5 4
Essent Healthcarc. 120 144 20 0 1 514 614 19 1 1
Individud hospitals 5,264 5,603 6 21 21| 19,964 19,971 0 19 20
| Total 25,656 26,828 5 100 100 | 102,558 100,697 -2 100 100
Respiratory | Eastern Connecticut Health Netwdric. 1,177 927 21 3 3 6,792 4,320 -36 4 3
Western Connecticut HeddtNetworkinc. 3,173 2,707 -15 9 8| 17,168 13,933 -19 10 9
Hartford Healthcare Corporation 6,686 6,075 -9 19 19| 34,278 31,265 -9 19 20
Yale New Haven Health Services
Corporation 10,093 9,571 -5 28 29| 48,262 43,943 -9 27 28
Trinity Health New Englaridc. 3,974 3,873 -3 11 12| 22,485 19,858 -12 13 13
Ascension Health 1,688 1,102 -35 5 3 9,301 5,846 -37 5 4
Essent Healthcarc. 305 266 -13 1 1 1,247 1,115 -11 1 1
Individual hospitals 8,657 8,186 -5 24 25| 39,843 36,819 -8 22 23
| Total 35,753 32,707 -9 100 100 | 179,376 157,099 -12 100 100
Medicine Eastern Connecticut Health Netwdric. 2,774 2,518 -9 3 3| 14,692 11,889 -19 3 3
Western Connecticut Health Netwohkc. 7,552 8,062 7 8 9| 38,334 42,029 10 9 10
Hartford Healtltare Corporation 18,043 18,053 0 20 20| 85,466 83,719 -2 20 19
Yale New Haven Health Services
Corporation 27,538 28,976 5 31 32| 135,237 145,174 7 32 33
Trinity Health New Englardc. 8,836 9,170 4 10 10 | 43,543 43,855 1 10 10
Ascension Health 4500 4,238 -6 5 5| 24,081 24,619 2 6 6
Essent Healthcaric. 675 527 -22 1 1 2,618 1,948 -26 1 0
Individual hospitals 19,323 19,533 1 22 21| 83,896 86,230 3 20 20
Total 89,241 91,077 2 100 100 | 427,867 439,463 3 100 100
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Inpatient Discharges

Patient Days

FY FY % % Share of % % Share of
2013 2015 Change Service Line FY 2013 FY 2015/ Change Service Line
FY FY FY FY
Service Line | Hospital System 2013 2015 2013 2015
General/Other| Eastern Connecticut Health Netwdric. 722 599 -17 2 2 5,672 4,493 -21 3 2
Surgery Western Connecticut Health Netwohkc. 2,322 2,157 -7 7 8 15,697 14,982 -5 8 8
Hartford Healthcare Corporation 6,839 6,399 -6 22 22 | 45,369 43,736 -4 22 23
Yale New Haven Health Services
Corporation 9,871 9,569 -3 32 34| 66,014 64,141 -3 32 33
Trinity Health New Englardc. 3,485 3,276 -6 11 11| 22,172 21,705 -2 11 11
Ascension Health 1,546 1,255 -19 5 4| 11,121 10,587 -5 5 5
Essent Healthcarc. 134 87 -35 0 0 650 444 -32 0 0
Individual hospitals 6,046 5,220 -14 20 18| 38,373 33,262 -13 19 17
| Total 30,965 28,562 -8 100 100 | 205,068 193,350 -6 100 100
Newborn & Eastern Connecticut Health Netwdric. 1,206 1,340 11 3 3 3,537 3,892 10 2 3
Neonates Western Connecticut Health Netwohkc. 3,562 3,462 -3 9 9 13,285 12,034 -9 9 8
Hartford Healthcare Corporation 7,335 7,426 1 19 19| 19,314 19,866 3 13 13
Yale New Haven Health Services
Corporation 12,065 12,954 7 32 33| 49,251 51,154 4 33 34
Trinity Health New Englardc. 4,125 4,065 -1 11 10 | 15,660 15,167 -3 11 10
Ascension Health 1,023 1,005 -2 3 3 3,280 2,982 -9 2 2
Essent Healthcarc. 249 259 4 1 1 588 595 1 0 0
Individual hospitals 8,299 8,204 -1 22 21| 42,211 42,835 1 29 29
| Total 37,864 38,715 2 100 100 | 147,126 148,525 1 100 100
Behavioral Eastern Connecticut Health Netwdric. 1,568 1,411 -10 5 4 10,829 11,499 6 4 4
Health Western Connecticut Health Netwohkc. 1,590 1,712 8 5 5| 11,625 12,321 6 4 5
Hartford Healthcare Corporation 6,489 6,705 3 20 21| 57,820 55,289 -4 22 21
Yale New Haven Health Services
Corporation 8,087 8,138 1 25 25| 71,541 71,761 0 28 28
Trinity Health New Englardc. 3,868 3,986 3 12 12| 26,038 26,611 2 10 10
Ascension Health 3,035 3,109 2 9 10| 32,193 30,014 -7 12 12
Esent Healthcarénc. 295 268 -9 1 1 2,100 2,515 20 1 1
Individual hospitals 7,302 6,974 -4 23 22| 47,805 48,456 1 18 19
Total 32,234 32,303 0 100 100 | 259,951 258,466 -1 100 100
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Inpatient Discharges

Patient Days

FY FY % % Slhare of FY FY % % Share of
2013 2015 Change Service Line 2013 2015 Change Service Line
FY FY FY FY
Service Line Hospital System 2013 2015 2013 2015
Ophthalmology| Eastern Connecticut Health Netwdric. 7 0 -100 1 0 24 0 -100 1 0
Western Connecticut Héth NetworkInc. 44 24 -45 8 6 147 86 -41 8 6
Hartford Healthcare Corporation 79 48 -39 14 12 266 161 -39 15 10
Yale New Haven Health Services
Corporation 272 228 -16 48 56 867 905 4 49 58
Trinity Health New Englardc. 48 38 -21 8 9 152 114 -25 9 7
Ascension Health 18 15 -17 3 4 65 55 -15 4 4
Essent Healthcaric.
Individual hospitals 102 55 -46 18 13 251 217 -14 14 14
| Total 570 410 -28 100 100 1,772 1,548 -13 100 100
Trauma Eastern Conecticut Health Networknc. 49 33 -33 1 1 228 178 -22 1 1
Med/Surg Western Connecticut Health Netwohkc. 431 455 6 8 9 1,976 2,250 14 7 8
Hartford Healthcare Corporation 1,039 1,026 -1 19 20 5,686 6,103 7 21 23
Yale New Haven Health Services
Corporation 2,034 1,953 -4 38 38| 11,265 10,455 -7 41 39
Trinity Health New Englardc. 692 666 -4 13 13 2,893 2,799 -3 11 11
Ascension Health 266 275 3 5 5 1,485 1,507 1 5 6
Essent Healthcarimc. 23 8 -65 0 0 79 32 -59 0 0
Individual hospitals 795 684 -14 15 13 3,568 3,154 -12 13 12
| Total 5,329 5,100 -4 100 100 | 27,180 26,478 -3 100 100
Dental Eastern Connecticut Health Netwdric.
Western Connecticut Health Netwohkc. 22 24 9 7 7 99 108 9 8 10
Hartford Healthcare Corporation 51 63 24 16 18 244 305 25 21 27
Yale New Haven Health Services
Corporation 146 154 5 45 45 493 410 -17 41 36
Trinity Health New Englardc. 24 31 29 7 9 59 110 86 5 10
Ascension Health 19 10 -47 6 3 61 27 -56 5 2
Essent Halthcarelnc.
Individual hospitals 58 59 2 18 17 203 163 -20 17 14
Total 326 344 6 100 100 1,190 1,128 -5 100 100
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Acute Care Bed Need Projections by County and Hospital

OHCA, with the Acute Care and Ambulatory Surgerydsumiitee, developeda standard methodology for
calculating bed need. The purpose of this analysis was to assist in evaluating the availability of acute care
services, help identify areas with unmet need and provide an equitable measure to determine hHew acu
care beds are distributed throughout the state.

Based orupdatedacute care bed need projections for 2020, Connecticut has a statewide surpl@baf 1,
inpatient beds, 293 more thareported inthe 2014 Supplement (TabB6). Each county has a project
excess bed capacityhichrangefrom a low 0f48 surplus beds ihitchfieldCounty ¢ompared to60 inthe
2014 Supplement) to a high of 489 surplus beds in Hartford Cdootiypared to416 inthe 2014
Supplement)Between 2013 and 2015lew Milford Hosfial in Litchfield County and Milford Hospital in
New Haven County relinquished, witON authorizatioricenses for 20 beds arg2 bassinetsin
aggregatedue to low and declining volumes and/or inability to recruit physician specialist to support the

services®

Table3.6. Acute Care Hospital 2020 Bed Need, Connecticut

Weidhted Projected

FY 2013 | FY 2014 | FY 2015 g Average . Excess-|

. . ) Average . Beds Licensd o

County Patient Patient Patient . Daily or Deficit

Daily Needed Bed¢
Days Days Days Census Census (+)
2020

Fairfield 464,566 457,100| 465,720 1,268 1,351 1,766 2,083 -317
Hartford 580,516 557,288| 547,187 1,524 1,608 2,083 2,572 -489
Litchfield 37,142 35,698 35,333 98 108 139 187 -48
Middlesex 57,199 54,066 52,974 148 163 210 275 -65
New Haven 571,628 558,314| 557,874 1,535 1,625 2,094 2,521 -427
New London 107,227 106,941 102,668 287 311 403 493 -90
Tolland 27,840 26,927 24,455 71 78 99 194 -95
Windham 32,768 27,971 27,053 78 87 113 234 -121
Statewide 1,878,886( 1,824,305| 1,813,264 5,008 5,332 6,907 8,559 -1,652

Source: CT DRBfffice of Health Care Acceasute Care Hospital Discharge Database
1 Excludes Newborn service category
2 Excludes bassinets (776)

Acute Care Bed Need Projections Compared to Staffed Beds

While thee is a statewide excess liceualdmed capacity projected for 2020 in Connecticut, estiesat
indicate hospitals need to increaige number of staffed bed®to meet projecteddemand(Table3.7).
Overall, additionastaffed bedswill be neededor the projeded utilizationas follows medical/surgical
(164), maternity (192), psychirg (42) and rehabilitation (5)Seventyeightfewer staffed bedshowever,
will be neededor pediatric care The distribution oprojectedstaffed beds by hospital and county are
indicated inTable3.7.
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Table3.7. Number of Staffed Beds Needed in 2026rsus2015Actuals

ACTUAL PROJECTED
# of Staffed Beds Needed by 2020
FY 2015 # of Staffed Beds (HRS Report 400) (2016 Bed Need Methodology)
Med/ Mater Newborn Med/ Mater
Hogpitals by County Surd nity Psych Rehab Ped Bassinets TotaP Surg nity Psych Rehab Ped Total
Fairfield County
Bridgeport 219 24 29 15 0 15 287 274 44 37 19 1 374
Danbury 236 17 18 11 2 12 284 284 34 23 14 2 356
Greenwich 149 25 0 0 10 22 184 130 47 1 0 1 179
Norwalk 145 15 10 6 4 10 180 164 23 10 6 3 207
St. Vincent's 273 22 92 10 0 27 397 289 16 89 11 0 405
Stamford 153 23 15 15 3 17 209 164 45 17 17 3 245
Fairfield County 1,175 126 164 57 19 103 1,541 1,304 208 177 68 10 1,766
NEED 129 82 13 11 -9 225
Hartford County
Bristol 88 15 14 0 3 8 120 77 9 13 0 0 98
CCMC 90 0 0 0 92 0 182 5 0 1 0 74 80
Hartford 505 31 111 0 0 26 647 629 70 134 0 0 833
HOCC 221 25 22 0 14 20 282 192 26 25 0 1 244
Dempsey 125 20 20 0 0 10 165 108 16 18 0 0 142
Manchester 104 20 31 0 0 26 155 91 20 37 0 0 148
St. Francis 468 30 83 0 0 26 581 438 53 46 0 1 538
Hartford County 1,601 141 281 0 109 116 2,132 | 1,539 194 273 0 76 2,083
NEED -62 53 -8 0 -33 -49
Litchfield County
Hungerford 58 3 10 0 1 4 72 79 6 10 0 0 96
Sharon 29 4 12 0 0 4 45 32 4 8 0 0 44
Litchfield County 87 7 22 0 1 8 117 111 10 18 0 0 139
NEED 24 3 -4 0 -1 22
Middlesex County
Middlesex 156 9 17 0 0 10 182 173 16 21 0 0 210
Middlesex County 156 9 17 0 10 182 173 16 21 0 0 210
NEED 17 7 4 0 0 28
New Haven County
Griffin 65 4 13 0 0 4 82 87 9 14 0 0 109
Midstate 109 10 6 0 0 10 125 120 13 6 0 0 140
Milford* 33 4 0 0 4 37 45 2 0 0 0 46
St. Mary's 129 15 12 0 0 5 156 151 16 13 0 0 180
Waterbury 133 10 27 0 0 10 170 149 18 32 0 0 198
Yale 1,061 67 134 18 92 53 1,372 1,067 111 168 11 62 1,419
New Haven County 1,530 110 192 18 92 86 1,942 | 1,619 168 233 11 63 2,094
NEED 89 58 41 -7 -29 152
New London County
Backus 150 15 18 0 0 18 183 147 11 16 0 0 175
L&M 170 24 18 16 6 14 234 167 24 19 17 0 228
New London County 320 39 36 16 6 32 417 314 36 35 17 1 403
NEED -6 -3 -1 1 -5 -14
Tolland County
Johnson 45 4 17 0 0 4 66 44 3 11 0 0 58
Rockville 47 0 0 0 0 0 47 41 0 0 0 0 41
Tolland County 92 4 17 0 0 4 113 85 3 11 0 0 99
NEED -7 -1 -6 0 0 -14
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ACTUAL PROJECTED
# of Staffed Beds Needed by 2020

FY 2015 # of Staffed Beds (HRS Report 400) (2016 Bed Need Methodology)
Med/ Mate  Psyc Newborn Med/ Mate  Psyc
Hospitals by County| Surd rnity h Rehab Ped Bassinets TotaP Surg rnity h Rehab Ped Total
Windham County
Day Kimball 43 5 12 0 0 5 60 41 8 14 0 0 62
Windham 65 14 0 0 0 8 79 46 4 0 0 0 51
Windham County 108 19 12 0 0 13 139 87 12 14 0 0 113
NEED -21 -7 2 0 0 -26
STATEWIDE
Total 5,069 455 741 91 227 372 6,583 5,233 647 783 96 149 6,907
NEEBR 164 192 42 5 -78 324

Source: CT DRbffice of Health Care Accddsspital Reporting System Report 400

tIncludes Adult Medical/Surgical, ICU/CCU, Neonatal ICU and Other beds.

2 Excludes newborn beds/bassinets.

30n February 28, 2013, a CON was issued unadekdd Number 1281781authorizng New Milford Hospital (now a Danbury Hospital campas
terminateinpatient obstetricsservicesand relinquish related licens€8 beds and 12 bassinetd)eto historical and continued declining volumes.

30n September 23, 2013 a CON was issued under Docket NumB&©28 authorizing Milford Hospital tetminate inpatient obstetrics servicesid
relinquish related licensgd 2 beds and 12 bassinetiije to historical and continued declining volumes and inability to recruiting a physician speci

Updated projected countgnd individual hospitdbed reeds are presentedin AppendcesD andE,
respectively Data are provided by service lines of medical/surgical, maternity, psychiatric, rehabilitation
and pediatric as well as by age grouplstharges
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Emergency Departments

Connecticut haanemergency departmeni{ED)in each of its acute care hospitals well agive hospital
ownedfreestanding EDSTheEDprovides initial treatment and assessment to patients with a broad range
of illnesses and injuries, some of which may be life threatening.

As fiown inFigure3.2, Connecticut hospital ED visits increademn 2006 until peakng 2012with a 14%
increase from 2011. ED visits subsequently declined at an annual average rateRé2éénts of the state
accouwnted for96% ofEDvisits. On average, 15% of ED patiemése treated and admitted to inpatient care
and the remaindewere treated and discharged.

The annual rate for Connecticut residents visiting the ED dropped from 459 visits per 1,000 residents in

2013 to 29visits in 2015. Femalespresentp Mm @2 2 F (1 KS & (idoriipfseds4 1% ERizE (G A 2 Y
visitsin 2015 453visits per 1,000 females); males visited the ED at the ra#®8per 1,000, 0%lessthan

females.

Figure3.2. Emergency Department Visits, Connecticut, 202615
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Prepared by: Connecticut Department of Public Hedltffice of Health Care Access
Source: ConnecticutHa LIA G f ! 84a20A1 GA2y Q& / KAYSS5L Gl FyR {KIFENRY |24
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From 2006 to 2018he time of day patiets visited the ED has changed litffégure3.3). The largest

percentage of persons who visited the ED did so between 9:00 am and 5:00 pm.

Figure3.3. Time of Day of Emergency Department V&si€onnecticut, 20062015
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The largest proportion of ED visits was among persons 65 géageand older, folloved by those 564

and 2029years of ag€Figure 3.4

Figure3.4. Age of Emergency Department Patients, Connecticuf)@015
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In 2013 the largest proportion of ED visits was among patients with Medicaid coverage, followed by
patients with Medicare coveragand commercial insurandgigure 3b). The proportionof ED visits by
Medicaid patients increaseahd uninsured ED visits decreased.

A central goal of th€ PACAs to reduce the number of uninsured by providing a continuum of affordable
coverage options through Medicaid and the health insurance marketpl&m@msecticut is one of 28 states
that implemented expansion of Medicaid.

Figure3.5. Payer Mix of Emergency Department Patients, Connecticut, 2013 and 2015
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Prepared by: Connecticut Department of Public Hedltffice of Health Careckess
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Federal law requires that providers collect information concerning a patient's race and ethnicity (Figure
3.6). Reported race and ethnicity of ED patients continues to deatetd more thoroughly and accurately

than in previous years. The number of persons reported as "Unknown" decreased further from 6% in 2013
to 5% in 2015. Future reporting will make rate information based on populations of the various races and
ethnicitiesmeaningful and useful fdrealthcareplanning. Collecting accurate demographic data is

important, as health disparities have been identified among racial and ethnic minggée<hapte4 for
additional detalil).
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Figure 36. ED Use by Race and EthtyciConnecticut, 2013 and 2015
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ED usean also be examindaly county Table 3.8. Connecticut'sargest cities are within one of the

following counties: Fairfield, New HavenHartford. WindhamCounty, howeverhad the highest rate of

ED visits. ED asates remained unchanged or declined for all counties except Windham which experienced
a 19% inazasedue toan uptick in utilization by residents covered by Medicaid (13%), Medicare (7%) and
the uninsured (9%).

Table 3.6 Number of ED Visits per 1,000 Persons, Connecticut, 2013 and 2015
Number of ED Visits per 1,000 Persons

County FY 2013 | FY 2015 %Change
Fairfield 360 321 -11
Hartford 483 475 -2
Litchfield 441 437 -1
Middlesex 424 414 -2
New Haven 481 468 -3
New London 541 543 0
Tolland 345 316 -8
Windham 459 546 19

Prepared by: Connecticut Department of Public Hedltffice of Health CarAccess
{ 2dzNOSY /2yySOGAOdzi | 2 andSkiatoh Hospiaki 2 OA I A2y Qa / KAYSS5L Gl
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Leading causes &D Use

In FY 208, 41% of all ED visits were for one @ rkeasons [figure 3.7. Joint and muscle sprains and strains
were the primary reasons for gay to the ED, accounting fover 93,000 visitsPain in neck, back, limb,
lumbago and sciaticand fainting, lightheadedness, nausea and vomitingenbe second and third top

reasons for ED visits.

Figure 3.7 Numberof ED Visits, by Cause of Visigrhecticut, 2015
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ED Use for Psychiatric/Drug or Alcohol Related Disorders

Since2009,approximately one in tenlEvisits in Connecticut by state residefigs been primarily for a
behavioral healtkrelated diagnos. In 2015, over 103,000 visigere drug alcoholor mental health
disorderrelated, representinga 5% increase in drug/alcohol related visits since 20&Ble3.7 reports
selected demographic information for these visitbe populatios mostat risk arethose who aré/NVhite
Non-Hispanic males, between 40 to 64 years old, living in urban tawd®r having Medicaid coverage
Overwhelmingly, ey aredistharged to their home after treatmenMajority of drug or alcohol related ED
visits occured after hours.

Table 37. Connecticut Residents ED Visits for Psychiatric and XlapholRelated Mental Health
Disorders, 2013 and 2015

Drug or Alcohol Relats Psychiatric Related ED
ED Visits Visits®
% Change % Change
Category Group 2015 from 2013 2015 from 2013
Number All visits 43,379 5% 60,554 0%
Sex Male 73% 6% 4% 1%
Female 27% 4% 51% 1%
White Non-Hispanic 64% 3% 62% -3%
. BlackNonHispanic 17% 8% 16% 5%
Race/Ethnicity Hispanic 16% 17% 19% 11%
Other/Unknown 3% -2% 4% -17%
Under 18 2% -17% 18% 14%
Age Group 18 to 39 39% 10% 39% -3%
40 to 64 55% 3% 33% -5%
65 and Over 5% 12% 10% 5%
Urban Core 49% 5% 43% 0%
Urban Peripery 33% 8% 34% 1%
Town Grouping Rural 6% 5% 9% 0%
Suburban 6% 1% 7% 5%
Wealthy 5% 2% 5% -8%
Medicaid 63% 13% 56% 8%
Primary Payer Uninsureq 12% -19% 4% -37%
Commercial 11% 6% 15% -8%
Medicare 13% -1% 24% -1%
Disposition Discharged Home 84% 5% 69% -2%
Admitted as Inpatient 16% 5% 31% 4%
9am.to5p.m. 34% 3% 50% 3%
Admission Time 5 p.m. to Midnight 43% 7% 36% -3%
Midnight to 9 a.m. 23% 6% 14% -2%

Prepared by: Connecticut Department of Public Hedltffice of Health Care Access
| KAYSS5I 4l
! Patient encounters assigned an KgDode 291, 292, 303, 304 or 305 as a primary diagnosis.
2 Patient encounters assigned an FgDode 290, 29302 or 306316 as a primary diagnosis.

Source: Connecticu

3. In 2009, the Connecticut Stalata Center analyzed socioeconomic data/f2 Yy S O A O dzi
and organized them into five distinct groups based on population density, median family income

| 2aLIAGL

1aaz20Al GA2Y Q&

percentage of the population living below the federal poverty line.
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Adults

Psychiatig-Related ED Visits

w The leading primary diagnoses for all age groups visiting the ED arernfpsychoticdisorders (e.g.,
anxiety or depression) or affective psychoses (e.g., bipolar disorder)

1 An additional leadingrimarydiagnosis fopersons 65 andldervisiting the ED is dementi@ver one
guarter of persondn this age cohonvere admitted forinpatientcare

Drug or AlcoheRelated ED Visits
w Two in five behavioral healttelated ED visits are for drug or alcohol dependence or abuse conditions
1 White males and females, ages 40 to 64 and living rban core or urban periphetpwn make up
30% of these visits.
1 Men continue tomake three times more drug and alcokrelated ED visits than women.
1 Almost six out of ten visits involve alcoholgluding drunkenness, physical complications or itergn
alcohol use.

Children

As in prior years,ine out of tenchildren visiting the ED for a behavioral health disondere treated for a
psychiatrierelated disorder. Common diagnosesre depressionepisodic mood disorder, anxietgnd
depression. Disorders considered specific to childhood, such as oppositional defiant disorder, attention
deficit disorder and disruptive behavigie also common. Medicagkthe primary payeincreased to

75% in 2Q5 for children.

For ED visits by Connecticut state residents overall, Medicaid is the primary payer for drug and alcohol
related disorders@3%) and for psychiatric disordeisl1fo). It is also the primary payer for those patients
that reside in an urbanore or urban periphery town.

The{ G I M&i@aid prograntovers services provided by licensed behavioral health clinicians,
psychologist, clinical social workers, drug and alcohol counselors, professional counselors and marriage
and family therapistso Medicaid recipients age 21 or older

Opioidrelated ED visits

In 2013, prescription opioid overdoses contributed to 4.7 and 2.4 unintentional deaths per 100,000
Connecticut residents for men and womemspectively This representanincreaseof atleast1.0 death

per 100,000 populatiofor each gender, fror20081°%1The ageadjusted rate of unintentional deaths due

to prescription opioid overdose is highest among White4htigpanics. For example, in 2013 in Connecticut
there were 5.7 unintentional dehs due to prescription opioid overdoses per 100,000 population for White
non-Hispanics, followed by 3.8 per 100,000 population for Hispanics, and 3.6 per 100,000 population for
Black norHispanics%?These patterns are similar for deaths attributed to Heroverdoses.
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From2013through 2015,Connecticut residents made ov&8,000ED visitwith a primary diagnosisf
opioid overdose/dependencand rearlyonein five of those visits resulted in an inpatient admissidhe
majority of the visits were byesidentswho werebetween 18 and 64 years of age, WhitnrHispanics
male, livingn anurban core or periphery towjor Medicaid beneficiariedigure 3.8

Figure 3.8 Connecticut Resident®pioid Related ED Visits, 202915
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Prepared by: Connectit Department of Public HealtiQffice of Health Care Access
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Figure 3.9 shows ED vigitsr 100,000 Connecticut residents 18 to 64 years of fageyhichopioid
overdose/dependencevas the primarydiaghosis The stataide rate is B3 per 100,000 esidents The
issue is widespread across the statelas many50 towns had rates exceeding the state rate, including
urban towns such as Ansonia, Hartf@md New Havenrural towns such as Stafford, Wincheséad
Chaplinandsuburban towns such as Somers, Colchester and Prospect.
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Figure3.9. Map of Opioid-Related EDVisits per 00,000Residents 1864 Yearf Age by Town, 2012015
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Sources: US Census Bureau's American Community Survey
Connecticut Hospital Association CHIME Data
Created by DPH, OHCA, April, 2017
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ALTERNATIVE SOUREEBR URGENT OR IMMEDE CARE

For noremergency cargpeople areincreasingly opting to usergent careretail-basedhealthcare

providersand licensed outpatient clinics operated by municipalitteyridgethe gapbetween care

provided by physician offices and E&s®Whilethese alternatemodels appeato be experiencing

continued growththeir effecs2 y / 2 y Yy Be@lihdarésgiste@ramain urclear. DPH onljas

information on the location of entities it licenses as outpatient clinics or satellites of hospitals; the agency is
limited in its ability b assess the Connectiespecific impact of this level of carherefore, giestions

remain, including how the population should use these settings and whether or not their continued growth
has or will alleviate inappropriate use of the hospital emergetepartment for noremergent careWhen

the APCD is availahblthe agency may then be able to ass#ssimpact of these alternate sources of

care

OUTPATIENT SURGERY UTILIZATION

Outpatientor ambulatorysurgeryis a planned operation for which the patit is not expected to be
admitted toa hospital for an overnight stalf® In Connecticut, otpatient surgeies areprovidedat an

acute care hospit@ a Y I A yout@atiemt dégrirtmentor a satellite location ot a licensed

freestanding outpatient surgad facility. There are 28 hospital outpatient surgical departments, 18 hospital
satellites and 59 licensed outpatient surgical facilities in the steteshowrin Figure. 3.10.
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Figure 3.10Map of Outpatient Surgical Departments and Facilities, Contiaat, 2017
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Outpatient surgery may be an invasive procedure to treat a disease or injury or a diagnostic or exploratory
noninvasive procedurdn 2015there were gproximately471,000 outpatient surgery encounters in the
state.Over threequarters of the outpatient encounters were by adults 45 years afdbo(77%) White
non-Hispanics (60%¢pommercially insured (52%gr covered byMedicare (25%)see Figure 3.11.

Table 3.1. Outpatient Surgry Encounters Connecticut, 2015

Uninsured/Unknown [l 8

Selfpay | 1
o)
3 .
a Other Public | 0
>
[
£ Commercial NG 52
a
Medicaid [ 12
Medicare [INNEGG_G_— 25
. Other/Unknown [ 27
S
£ Hispanic [l 7
i
()
§ Black Non-Hispaniclillll 6
o
White Non-Hispanic [ 60
65+ I 33
45 - 64 I 2/
(O]
(@]
<

18- 44 N 19
<18 M 5

Source: CT DRbfffice ofHealth Care AcceS3utpatient Surgery Database
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Theten most frequenbutpatientinvasiveproceduresperformedare shown in Tabl8.16.0Overal| the
surgeries were equally likely to be performed at a hospitdpatient department/satelliteor at a
freestanding facility.

Table3.16. 10 Most FrequeninvasiveOutpatient Surgical Procedures Performed, Connecticut, 2015

Place of Service

Hospital Freestanding
CPT Outpatient  Hospital Surgery Statewide
No. Code CPT Code Description Department Satellite Cener Total
66984 Cataract Surgical insertion of 16,222 211 14,905 31,338
intraocular lens prosthesis, 1 Stac
2 29881 Knee Arthroscopy/Surgery 2,330 497 4,696 7,523
3 69436 Create Eardrum Opening 2,474 31 2,446 4,951
4 64721 Carpal TunneliBgery 1,895 216 2,700 4811
5 66982 CataractSurgery, Complex 1,670 16 2,708 4,394
6 29826 Shoulde Arthroscopy/Surgery 1,359 198 2,604 4,161
7 47562 Laparoscopic Cholecystectomy 3,667 191 14 3,872
(gdl bladder)
29827 Arthroscopic Rotator Cuff Rejpa 1,176 121 2,227 3,524
41899 Dental Surgery Procedure 2,779 47 93 2,919
10 66821 After Cataract Laser Surgery 812 -- 2,100 2,912
Total 34,384 1,528 34,493 70,405

Source: CT DPObffice of Health Care AcceSsitpatient Surgery Database
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The mostfrequent noninvasive diagnostic or exploratory proceduaesinTable 3.17Eight of the ten
noninvasive procedures were more likely to be provided at a freestanding center.

Table3.17. 10 Most Frequent Noninvasive Outpatient Surgical Procedures Peddir@onnecticut, 2015

Place of Service

Hospital Freestanding
CPT Outpatient  Hospital Surgery Statewide
No. Code CPT Code Description Department Satellite Center Total
1 43239 EGD (or upper gastrointestinal) 28,724 907 34,937 64,568
biopsysingle/multiple
2 45380 Colonoscopy and biopsy 24,696 947 33,601 59,244
3 45385 Colonoscopy with lesion removal 14,489 674 23,964 39,127
4 45378 Diagnostic colonoscopy 12,529 499 25,132 38,160
5 36415 Routine venipuncture 22 577 797 306 23,680
6 62311 Injection in spine lumbar/sacral 3,872 183 5,027 9,082
7 58558 Hysteroscopy, biopsy 4,827 72 806 5,705
8 64483 Injection foramen epidural L/S 2,095 154 3,043 5,292
9 43235 EGD (or upper gastroirgénal 1,995 160 1,584 3,739
diagnosticbrushwash
10 64493 Paravertebral facet joint injection 1,063 114 2,119 3,296
Total 116,867 4,507 130,519 251,893

Source: CT DPObffice of Health Care AcceSsitpatient Surgery Database
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MEDICAIMAGING SERVICHSILIZATION

Medical imad@ng providesvisual repreentations of the body interior, organs and tissues for clinical
diagnosisand medical intervention. In Connecticut, imaging prowsdaex-ray, magnetic resonancéMRl),
positron emission tomography (PE&9mputed tomography (CT) ampdsitron emission tmography
computed tomography (PETT) scanners to create these images.

The top ten most frequent imaging services provided to Connecticut residents infuied plans include
mammaography, chestpsays, ultrasounds, CAT scans and bone density scare, 3 4B.

Table3.18 10 Most Frequentmaging Services, Connecti¢i015

No. CPT Code CPT Code Description Count
1 G0202 Digital Mammography Screening 87,390
2 77052 Computer Screen Mammography AGuoh 85,471
3 71020 Chest XRay with 2 Views, Front ahdteral 49,270
4 76641 Breast Ultrasound, Complete 31,878
5 76830 Transvaginal Ultrasound, Nanbstetric 21,781
6 73630 Foot XRay, Complete 18,019
7 74177 CAT Scan of Abdomen and Pelvis with Contre 14,350
8 77051 ComputerAided Diagnostic Mammogpay 13,520
Add-On
9 77080 Bone Density Scan, Axial 13,300
10 76700 Abdomen Ultrasound, Complete 12,421
Total 347,400

Source: CT Department of Insurandata is on Connecticut residents in fuihsured plans only

The preceding sectioprovides uilization data foljust a fraction ofthe healthcareservices availablas well
aswho accessed those servigemd for what reasonslhefollowing Chapter attempts to evaluate
outcomes of care and identify unmbealthcareneeds and gaps in services. Téfiort is to facilitate
policymaking regardingdequateavailability andaccess to timely appropriate quality care for community
and populatiorhealth status improvements the state
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Chapter 4IDENTIFYING UNMET NEED ABRISK AND VULNERABLE
POPULATIONS

Unmethealthcareneed is disproportionately experienced amaspgecificpopulation groug and

geograhic areas across Connecticut. As described in Chapte201#4, theDPHdeveloped the SHIF®

which was informed by health issues and patterns identified inH&°’ Through a partnership process,

the SHIP identifiecheasurable objectives and evidenbasedstrategies to improve the health of and

health equity among Connecticut residents. Several of the SHIP recommendations included improvements
in healthcareaccess and quality, with particular considerationspcificpopulationgroups. As described in
aChapterl, in subsequent years there have been sevbedllthcareoriented initiatives to address the

unmet healthcareneed ofspecificpopulation grous in Canecticut. The health status arbalthcareneed
described in this section align with ti8HA and SH{ocesses.

This chapter provides an overview of the health status and urmaatthcareneed ofspecificpopulation
groups in Connecticudnd compareswrent patterns with those at the time the 2014 supplement was
published. These comparisons over time facilitate an examination of trerfusaithcareneed across at
risk and vulnerable population$his sectioralsoattempts to identifytowns and citiesnost likely to have
unmethealthcareneed that may have benefited frohealthcarereforms over the past two years, in
addition to those identified by hospitals in th&dHNAsindimplementation strategies

Population and Health Status for the ARisk andvulnerable

While Connecticut has a favorable health and socioeconomic posdeallcompared tomost othe states
deep disparities existraong specifipopulations and/or geographic locations@onnecticutAs previously
stated, karriers to opportuniies to live a healthy life may be disproportionately concentrated among
certain populationgroups,including but not limited taacial and ethnic minorities, loimcome
populations, those with lower educational attainment and older adults. The influesfcascioeconomic
factors on health patterns and outcomes are often intertwined and demonstrably result in health
disparities.

.FaSR 2y 5t1 Q& $2N)] Ay3 R schkedphodip m@pllatBrjrousd i TableA1l RA & LI N
LINE 3A RS& SaidA Yl GSkorilferable rgsidéntd antl thelperQeiitagifteporting poor

health in 2015 compared with 2012. Thgsgpulation grougs are not mutually exclusive, and health and
healthcaredisparities mg be compounded for residents who identify with multigieoups Additionally,

the healthrelated corterns may vary across groupswsll asthe ratesof peopleseltreportingpoor

health. For example, compared to the state, in 2015 Connecticut resideinéswere elderly, lowincome,

had a high school education or less, Hispanic, or disabled were morddikefyort poor health.

2 KAETS /2yySOGAOdziQa LRLIz | GA2Y KlFa y2G ANRBgyY adzali
minority, immigrant,linguistic minority, and disabled populations have increased. Over this same period,

the proportions of individuals who were unemployed, had less than a college education or were uninsured
declined.A smallerratioof 2 Yy S O A O daélfReportbidpdoihRafhih2@l5compared to 202.

During the same perigdalthough the prevalence aklfreported poor health among priority populations

remains relatively higher than the statewide rate, the rates declined for older, less educated, unemployed,
racialethnic minority, immigrant, and uninsured groups and increaseg&sonswith incomes below the

federal poverty levebr with a disability Subsequensectionsillustrate the rates at whiclsomepopulation

groups aredisproportionately burdened witlehronic conditions such dsgh blood pressure, asthma and

diabetes
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Table4.1. Connecticut AtRisk or Vulnerable Populations by Heal8tatus(SelfReported) 2012vs. 2015

— 2012 2015
Ilzgozgtion Descriptbn of Connecticut Number of % of CT| % in Poor| Number of CT| % of CT| Direction of % in| Direction
Grgu Priority Population Group CT| Population Health? Population | Population Change Poor | of Change
P Population Health'°
Total CT 3,590,347 100.0% 2.9% 3,590,886 100.0% - 2.3% ®
population
Elderly 65 years of age or older 532,024 14.8% 5.1% 567,360 15.8% - 3.9% ®
Low incomé Income below the federal 384,167 10.7% 4.598 377,043 10.5% ® 5.8% -
poverty level
Less than >25 years ohge with less 1,546,841 62.9% 5.8% 1,526,674 61.7% ® 4.2% ®
college than a college education
educatior?
-Less than high school 249,186 9.9% 242,268 ® 9.2%
-Graduated high school/GEL 682,207 4.3% 678,916 ® 4.1%
-Some college 615,448 6.3% 605,490 ® 2.1%
Unemgdoyed | >16 years of age in the 189,561 6.6% 3.99% 134,494 4.6% ® 1.5% ®
civilian labor force and are
unemployed
Racial or NonWhites 1,077,574 21.9% 4.3% 1,279,603 35.6% - 2.5% ®
ethnic -Black or African American 339,063 5.0% 355,469 - 1.4%
minority* only
-Asian only 146,701 2.9% 155,610 - N/A
-American Indian only 6,099 N/A 4,235 ® N/A
-Other/2+races 72,831 11.3% 81,525 - N/A
-Hispanic, any race 510,647 3.9% 553,783 - 4.0%
Immigrant$ | Speak language other than 755,297 22.2% N/A 762,388 22.4% - N/A ®
English at homg5+ years
oldY)
Born outside of US 495,421 13.8% 4.1% 519,648 14.5% - 0.9%
{LSF] 9y3fAacK 288,142 8.5% N/A 278,739 8.2% ® N/A
gStft¢

1 The populationwho speak a language other than English at home includes, but is not limited to immigrants.
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— 2012 2015
Ilzgg:gtion D(_esc;ription of C_:onnecticut Number of % of CT| % in Poor| Number of- CT| % of CT| Direction of % in| Direction
Group Priority Population Groyp CT| Population Health? Population | Population Change Poor | of Change
Population Healtht°
LGBT Selfidentifies as lesbian, 95,091 2.6% N/A N/A N/A N/A
gay, bisexual, or imsgender (2013)
Uninsured <65 years old thais 321,972 9.0% 1.7% 206,912 6.9% ® 0.6% ®
uninsured
-<18 years old 29,928 25,100 ®
-18-64 years old 287,077 1.9% 181,812 ®
Homeles? Spending the night in 4,506 (2013) 0.1% N/A 3,911 0.1% ® N/A
emergency shelter, (2016)
transitional housing or
unsheltered situation
Persons with | All ages 376,618 10.7% 15.4% 389,690 11.0% - 17.0% -
a disability’ | <5 years old 1,406 N/A 1,958 - N/A
-510 17 years old 29,83 N/A 28,628 ® N/A
-18 to 64 years old 183,789 18.6% 190,691 - 30.6%
-65+ years old 161,584 12.9% 168,413 - 6.0%
Transporta No vehicle available among 123,561 9.1% N/A 123,621 9.2% - N/A
tion” occupied housing units

Note: N/A indicates dat not available.

Sources:

1US Census Bureau, American Community Survey, 2012 and 20é&;; Estimates, DPO5 File.
2US Census Bureau, American Community Survey, 2012 and 204&; Estimates, DP03 File.
3US Census Bureau, American Community Sup8s\2 and 2015, -Year Estimates, DP02 File.
4 Movement Advancement Project, 2 Y Y S O (i A O dzii Q,dasedjod2013%iaksis hy\e PVAllians Institute and Gallup and US Census, American
Community Survey 2013Year Estimates.
5Connecticut Coalitin to End Homelessness, 20d8meless Point in Time Cou2013 and 201&eport on Homelessness in Connecticut, 2Bibse: Estimate
of the size of the homeless population in 2013 and 2016 are based upon the 2013 and 2016 reports and US Census, Ammetindy Sarvey 2013 and

2015 tYear Estimates, B01003, respectively.

6 US Census, American Community Survey, 2012 and 20ariEstimates, S1810 File.

7US Census Bureau, American Community Survey, 2012 and 20é&; Estimates, CP04 File.

8US CenssiBureau, Current Population Survey, Annual Social and Economic Supplement, 2013.
9US Census Bureau, Current Population Survey, Annual Social and Economic Supplement, 2012.
10yUs Census Bureau, Current Population Survey, Annual Social and economic upRiehs.
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HEALTH OUTCOMES IN CONNECTICUT

Even though mangnore Connecticut residents hawgainedhealth insuranceoveragesince 2014as
discussedn Chapterl, somepopulation groug continue toexperience chronic conditions which are
also the leadingauses of morbidity and mortality in the state. Numerous studies establish strong
relationship among socioeconomic status, geographic location, health outcomes, acdesaltiocare
services, and unmethealthcareneed.CT BRF3$&he only available soge in the state thamonitors
health risk and proactive behaviors relating to the leading causes of mortality and mogbitlityg
demographic subgroups of age, race/ethnicibhgomes, and education levellhe following sections
utilizes BRFSS dataillastrate where there aralisparitiesin morbidity and mortality across Connecticut
for selected chronic conditions.

Leading Causes of Morbidity and Mortality in Connecticut

At-risk and vulnerable populations generally have a greater prevalence of chlisa@ses than the

overall population, a factor that is compounded dnyequalaccess tdhealthcareservicesTable4.2

provides an overview of selected leading chronic conditions and why Connecticut residentsesfken
healthcare For the total population, patterns indicate declines in hospitalizations due to heart disease
and stroke from 2011 to 201®uring the same periodhere were increases in thgroportion of adults
with high cholesterol, high blood pressumepressive disordediabetesandasthma in both adults and
children with asthmaThe incidencand prevalenceof these conditions vary amorgppulation grous.

Table4.2. Selected Leading Causes of Morlydand Mortality, Connecticut, 2012015
Incidence per 100/000 Population / %

Population

Health Condition 2011 2012 2013 2014 2015
Cancer (Incidence) 489.3
Heart disease (HospitalizatioRs) 850.9 779.4
Stroke (Hospitalization%) 213.5 196.5
High cholesterdl 36.2% 37.8% 37.4%
High blood pressurfe 29.7% 31.3% 30.4%
Depressive disordér 16.7% 17.4% 17.6%
Asthm&

Children (<18 &ars) 10.1% 11.0% 10.1% 10.1% 10.6%

Adults (18+ gars) 9.9% 9.9% 9.8% 9.2% 10.5%
Diabete$ 9.1% 8.3% 9.2% 9.3%

Sources:

IConnecticut Department of Public Health, Connecticut Tumor Registry; 2008

2Connecticut Department of Public Health, Hospitalization Tables, 2014, Tdble H

3Connecticut Department of PublHealth, Connecticut Behavioral Risk Factor Surveillance Syster2@08.1
Data are availableannually fo depression, asthma and diabetasdbiennialy for high cholesterol and blood
pressure.
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Morbidity

As shown irFigure4.1, in 2011 and 2013 there remained radéhnic disparities in the prevalence of
low birthweightnewborns In 2013the percentage oBlack nonl A & LJI Y A Cnewb@rns\@ityf lovi
birthweight, increasedNewborns oHispanic womertcontinueto have the second highest prevalence of
low birthweight, followed bythose ofWhite nonHispanic women

Figure4.1 Percent of Low BirthweighNewborns by Race/Ethnicity, Connecticut, 2011 vs. 2013

15
m2011
12.4 m 2013
11.8
10
= 8.1
7.9 :
g 77 78
a 65 65
| I I
0
Total Population White, non-Hispanic Black, non-Hispanic Hispanic

Soure: Connecticut Department of Public Health, Births 2011 and 2013.

In 20162014, combined, the prevalence of ldirthweightnewbornsg I & INBI 6 Sald Ay [ 2y y ¢S
largest towns, including Bridgeport, New Haven, Waterbury, New Britain, Hartford, E#fstr¢tHand

Norwich, as well as several towns in northern Connecticut: Winchester, Bloomfield andykHiggie
4.2).

68



Figure4.2. Map of SingletonLow Birthweight Newborns by Town, Connecticut, 2012014
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Racial/ethnic dispritieswere also observeth the prevalence of preterm birgin both 2011 and 2013

(Figure4.3). For example, in 2013 a greater proportionneiwborns ofBlack norHispanic women were
preterm compared tathose ofHispaniar White nonHispanic women.

Figure4.3. Percent of Preterm Births, by Race/Ethnicity, Connecticut, 2011 vs. 2013

15 141 144 w2011
m 2013
11.5
10.2 10.6 10.6
9.5
10 9.0
<
[}
=
[}
o
| I I
0
Total Population White, non-Hispanic Black, non-Hispanic Hispanic

Source: Connecticut Department of Public Health, Births 2011 and 2013.
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largest towns, as well as several rural towns in northeasternimoentral Connecticutiigure4.4).
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Figured.4. Map of SingletonPreterm Births, by Town, Connecticut, 20014

Note: Preterm births classified as births before 37 weeks gestation.
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Source: Connecticut Department of Public Health, Health StatestidsSurveillance, Statistics Analysis and Reporting.
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The percentage of individuals diagnosed with high blood pressure varies by age, race/ethnicity, income
and educational attainmentsjgure4.5). Prevalence rate remained highestmong persons 55 years of

age or olderBlack norHispanic, people with incomes less tH&85,000 or \ith a high school education

or lessIn 2015, the prevalenceate increased among adults 1Bl years of ageHispanic or Latina/o

aduks with incomes below $75,000r with high school education or less

Figure4.5. Percent of Adults with Diagnosed High Blood Pressure, Connecticut, 2011 vs. 2015

Percent
0 10 20 30 40 50 60
m 2015

18-34 yrs
S
2 35-54 yrs

55+ yrs 552396

2 White, non-Hispanic
§
| Black, non-Hispanic 38.8
5 P 37.9
O
©
@ Hispanic or Latina/o

<$35,000 252
£
8 $35,000-$74,999
[

$75,000+
,é High school graduate or les 34'37_1
9 More than high school 222"13

Source: Connecticut Department of Publieath, Connecticut Behavioral Risk Factor Surveillance System, 2011

and 2015.
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As with high blood pressure, the prevalence of a heart disease experiencearanagsocb-economic
cohorts(Figure4.6). In both 202 and 2015, a greater proportion tifose who wereb5 years analder,
hadlower incomesa high school education or less were more likely than their counterparts to have had
at least one heart disease experientie 2015 the prevalence of heart diseagxperiencencreased
mostamong adults with incomdsss than $3,000andfor persons with a high school education or less.

Figure4.6. Percent of Adults Who Have Had At Least One Heart Disease Experidaag Attack,
Stroke, Coronary Heart Disease), Connecticut, 2012 vs. 2015

Percent
0 5 10 15 20
. [ |
. m 2015

18-34 yrs | ,
) 3.6
g 35-54 yrs 34

55+ yrs 115524
White, non-Hispanic 76
> , P 8.0
%)
c
= . |
w Black, non-Hispanic ,
3
IS
m . . . *
Hispanic or Latina/o 6.6

<$35,000 121
£
3 $35,000-$74,999
c

$75,000+
c : 8.8
& High school graduate or les 98
3
=
w More than high school 5 g.o

Note: *Estimate not reliable.
Source: Connecticut Department of Public Health, Connecticut Behavioral Risk Factor Surveillance System, 2012
and 2015.
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Figure4.7 shows thatin both 2012 and 2015, older adults, Black #tispanics, Hispanics or Latinas/os,
persons with lower incomesr with a high school education or less were more likely to have diabetes
than their counterpartsOver thethree yearperiod, the prevalence of diagnosed diabetexreased

only for persons with incomekess thar$35,000andfor those with ahigh schooblegreeor less The
prevalence of diagnosed diabetes odbclined foradults with incomedetween$35,000and$74,999

Figure4.7. Percent of Adults Diagnosed with Diabetes, Connecticut, 2012 vs. 2015

Percent
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| Il Il Il
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13.1

7.0

More than high school 68

Note: *Estimate not reliable.
Source: Connecticut Department of Public Health, Connecticut Behavioral RiskStavegillance System, 2012

and 2015.
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Overthe same period, the prevalence of any diagnosis of cancer also varied by age, income and
educational attainmen{Figure4.8). In both years, the prevalence of diagnosethcer was highest
among adults 55 years of age or older, with incomesveen$35,000and$74,999 andamong those
with more than a high school educatidBetween 2012 and 2015)¢ prevalence of diagnosed cancer
declined for adults witlincome less tha$35,000but increased for White noilispanics, persons with
incomes over $35,@or attainedmore than high school education

Figure4.8. Percent of Adults Ever Diagnosed with Cancer, Connecticut, 201204&

Percent
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Total Population
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Note: *Estimate not reliable.
Source: Connecticut Department of Public Health, Connecticut Behavioral Risk Factor Surveillance System, 2012

and 2015.
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Disparities also exist in the prevalence of asthma, with the higla¢ssoccurring amon@dult Black
non-Hispani¢Hispanicor Latina/o,those withincomesless thar$35,0000r those witha high school
education or less, relative to their counterpartsgure4.9). In 2015 asthmaprevalenceratesincreased
amongadults 55 years of age or older, White nHispanic, Black neHispanicthosewith incomes
greater than$35,00Q or thosewith a high school education or ledsdecreased for Hispaniay
Latinas/asand persons with incomédsss thar$35,000.

Figure4.9. Percent of Adults Diagnosed with Asthma, Connecticut, 2012 vs. 2015
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Source: Connecticut Department of Public Health, Connecticut Behavioral Risk Factor Surveillance System, 2012
and 2015.
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In 2015, the proportion of adults with depressive disorder was greatest anahgtswith incomedess
than $35,00Q between18and 34 years of agayho wereHispanicor Latino/g or hadless than a high
school education, compared to their counterpafsgure4.10). Between2012and 2015 depressive
disorderprevalencencreasedhe mostfor adults with incomegess thar$35,000and those betweeri8
and34 years of agdt declinedthe mostamong Hispanic or Latina/o alt

Figure4.10. Percent of Adults Diagnosed with Depressive Disorder, Connecticut, 2012 vs. 2015

Percent
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and 2015.

77



Mortality

Cancer, heart disease, chronic lower respiratory disease and stroke remain among the leading causes of
death in Connecticut. Frothe period 0f2009through2011and2012through2014, the ageadjusted
mortality rate (AAMR)ueto cancer, heart disease and stroakdeclined Figure4.11).

Figure4.11. AgeAdjusted Mortality Rate Due to Cancer, Heart Disease, Stroke, and Chronic Lower
Respiratory Disease, Connecticut, 20@®11 vs. 2012014
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Source: Connecticut Department of Public Health,-Adpisted Mortality Rates,-3ear Estimates, 2012014.

Although AAMR declined in Connecticut ovetadialth disparities exist amorggographiareasof
Connecticut As shown ifrigure 4.12in 20082012 theAAMRdue to cancer exceeded the state average
in Hartford, Waterbury, Ansonia, New Haven, West Haven, Norwich and Stonington. Over this same
period, theAAMRdue to heart disease exceeded thell  § S F GSNIF IS Ay &ASOSNIf 27
towns-- e.g, Torrington and East Hartford and thenorthern -- e.g., Enfield and Staffordand easérn
--e.g., Plainfield and Griswoldparts of the statgFigure4.13). Meriden was the only town that had a
chronic lower respiratory disease mortality rate that exceeded the state aveFageré4.14). The

towns of Bristol, Windham, and Stonington had agiusted stoke mortality rates that exceeded the
state averageRigure4.15). Four townsn southwest Connecticut Greenwich, Stamford, New Canaan
and Westport-- consistentlyhad mortality rates due to heart disease, canand stroke that were

below the state average.
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Figure4.12. Map of AgeAdjusted Mortality (AAMR)due to Cancer, by Town, Connecticut, 202812

Source: CT DPH Instant Atlas, 2008-2012
Created by DPH OHCA January 2017
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Figure4.13. Map of AgeAdjusted Mortality Rate (AAMR}Jue to Heart Disease, by Town, Connecticut, 2082
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Created by DPH OHCA April, 2017

8C



Figure4.14. Map of AgeAdjusted Mortality Rate (AAMRYue to Chronic Lower Respiratory Disease, tmwh, Connecticut, 2002012
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Figure4.15. Map of AgeAdjusted Mortality Rate (AAMRYue to Stroke, by Town, Connecticut, 202812
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HEALTHCARECCESS AND UNMET NEED
Medically Underserved Areas/Populains and Health Professional Shortage Areas

It isalsoimportant to identify geographic areagppulation groug and small hospitai® that
experience the greatest need foealthcareprofessionalsChapter Idescrikes thetwo indicators of
health professinal shortageshat inform these efforts- federal MUA/Ps and HPSAs designatierad
the process for obtaining them in Connecticut

As shown imable4.3, in 2016,there are 29 MUA/Ps across Connecticut, viddw Haven (n=8),

Hartford (n=7), and Fairfield (n=6) Counties having the greatest nuAdditionally,there were 39
designations of primary care, 30 of mental health and 36 of dental health HPSAaanecticutWhile

county level reports about HPSAgdaMUASs are useful, it is important to examine these patternthat

more detailedcensus tract or town level to better understand the geographic and populdgiosl

disparities irhealthcareaccess(see Appendix E for individual towns with at least oRSH or MUA/P
designation) TheHRSA OSD continuously updates HPSA and MUA/P designations as applications are on

going.

Table4.3. Medically Underserved Areas or Populations (MUA/P) Health Professional Sgerfaeas,
by County, Connecticut, 2016

# HPSA Designatiofs

# MUA/P Primary Mental Dental
Area/County Designations | Care Health Health
Connecticut
Fairfield
Hartford
Litchfield
Middlesex
New Haven
New London
Tolland
Windham
Tribal Nations

Sources:

1 Health Resources and Services Administration, Data Warehouse: MUA Find. Accessed December 27, 2016.

2 Health Resources and Services Administration, Data Néae: HPSA Find, July 2016.

Designations are updated continuouslyreitps://datawarehouse.hrsa.gov/tools/analyzers/geo/ShortageArea.aspx

including mapping servicgsovided for

HPSAhttps://gis.hrsa.gov/arcqis/rest/services/Shortage/HealthProfessionalShortageAreas FS/Feature@drver

MUA/P:https://gis.hrsa.gov/arcgis/rest/services/Shortage/MedicallyUnderservedAreas FS/FeatureServer

3, Connecticut Department of Mental Health & Addiction ServiGegchment Area Councils, Accessed July 21,

2017.http://www.ct.gov/dmhas/cwp/view.asp?q=334678
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https://datawarehouse.hrsa.gov/tools/analyzers/geo/ShortageArea.aspx
https://gis.hrsa.gov/arcgis/rest/services/Shortage/HealthProfessionalShortageAreas_FS/FeatureServer
https://gis.hrsa.gov/arcgis/rest/services/Shortage/MedicallyUnderservedAreas_FS/FeatureServer
http://www.ct.gov/dmhas/cwp/view.asp?q=334678
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Healthcareaccess contiues to be a challenge for many Connecticut residditpure4.16 illustrates

that there remained an incomend educatiorbasedcorrelationin healthcareaccess, with residents of
lower income and a high schoalecation or less more likely to report nbeing able tcaccessieeded
medical care than their counterpart¥he specifipopulation groups with the highest prevalence of
adults who could not get or delayed needed medical care due to eaststhosebetween18and 3
years of ageHispanic or Latina/dyadincomesless thar$35,000 ora high school or less educatiofhe
prevalence rataleclinedthe most for adultghat were Black no#Hispanicwith incomedess than
$35,000had a high school education @ss owere between35and54 years of ageOnly the
prevalence rate foadults with incomegreater than$75,00Q increased.

Figure4.16. Percent of Adults Who Did Not Get Needed Medical Care or Postpdviedical Care in
the Prior Year due to Cost, Connecticut, 2012 vs. 2015
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Education

More than high school educatio 87

Source: Connecticut Department of Public Health, Connecticut Behavioral Risk Factor Surveillance System, 2012
and 2015.
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At the same time, the percentage of adults reporting thatytteve a personal doctor twealthcare
provider declinedFigure4.17). It remained relatively higher among adults 55 years of age and older,
White nonHispanic, with higher incomes and with greater educationaliathent. Only the proportion
of Black norHispanic adults with personal doctor ohealthcareprovider increased

Figure4.17. Percent of Adults with a Personal Doctor BlealthcareProvider, Connecticut, 12 vs.
2015

Percent
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Source: Connecticut Department of Public Health, Connecticut Behavioral Risk Factor Surveillance System, 2012
and 2015.

Studies show that continuity of care improves the quality of care, reduces emergency visits by nearly
half and resubin shorter hospital stays? The following section identifies population groups and/or
geographic areas that continue to be more likely to have or make a potentially preventable hospital visit
or stay.
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Preventable Hospitalizationand Emergency Departmentisits

Lack of access to a usual source of care and care coordination lead to avoidable emergency department
use and hospitalizations and readmissions. The rates of occurrence in a community are an indicator of
the quality of its primanhealthcaresysem and transitions between care settings:-risk persons are
disproportionately represented among Connecticut residents whose hospitalizations or ED visits may
have been avoided with timely and effective primary care. Connecticut residents 650feaysand

older are about 14% of the population but account 5&% of preventable hospitalizations an@%4 of
readmissionsTable4.4). Black norHispanics were more likely than White nblispanics to have a
potentially preventable hospitalizatiomn avoidable ED visit or to visit the ED more than ten times

within a year. Connecticut communities with relatively higher concentrations of WhiteHigwanic

adults ages 65 years and older, Black-kigpanics, Hispanicggidents suffering from a chronic

condition or in proximity of an acute care hospital were at greater risk for such hospitalizations or ED
visits.
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Table4.4. Acute Care Preventable Hospitalizations, Reassions and ED Use, Connecticut, 2PIR 5

Readmissions
Preventable  within 30 Days of  Avoidable ED Frequent
Hospitalizations Discharge Visits Users'
FY 20122015 FY 201220152 FY 20122015 FY 2012015

Hospitalizations/visits 45552 50,588 489805 67,291

% of all 12 13 37 5
Patient Days 226,174 248,937 n/a n/a

% of all 12 14 n/a
Total Charges $1,628,769,137  $2,259,400,94¢ n/a $140,283,414

% of all 11 15 5
Age in years (%)
<18 8 11 21 3
18-44 10 21 43 55
45-64 24 27 24 37
65+ 58 42 12 5
Race/Ethnicity (per 100,000)
CT 1,268 1,408 13,631 1,873
White, nonHispanic 1,286 1,425 9,751 1,399
Black, NorHispanic 1,952 1,917 26,116 3,964
Hispanic 966 1,094 23,992 3,245
Other 737 1,174 13,093 724
Primary Ryer (%)
Medicare 62 46 17 24
Medicaid 19 24 49 65
Private 16 28 26 6
Uninsured 2 3 9 5
UConn Five Town Grouping
Urban core 25 37 49 59
Urban periphery 38 38 30 30
Rural 11 7 9 5
Suburban 22 9 6 3
Wealthy 3 9 5 3

Source: CT DRGbffice of Health Care Acceésute Care Hospital Discharge Database, Connecticut Hospital
Association Chimmc., Emergency Department Database an8Census Bureau 2032015 American Community
Survey Syear estimates, Table DPO5.

LInstances of inpatientare for health conditions or illness typically treated or managed in an outpatient setting.
Instances determined with Agency for Healthcare Research and Quality WinQI 5.0.3 tool.

2 Scheduled and unscheduled readmissions to the same hospital.

3 ED nomadmit visits that may have been avoided. New York University algorithm applied. Excludes Sharon
Hospital data.

4 ED nomadmits with ten or more ED visits per year.
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The leading causes of preventable hospitalizations among adhidisré4.18) and childrenigure4.19)
were chronic conditions. In 2015, chronic obstructive pulmonary disease and asthma were the leading
causes of preventable hospitalizations among Connecticutaduad children, respectively.

Figure4.18. Leading Causes of Preventable Hospitalizations among Adults, Conne@{@1@, vs 2015
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Figure4.19. Leading Causes of Preventable Hospitalizations among Children, Conne@@if,vs.
2015
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The fdlowing section providea review of health status, outcomes and unnheglthcareneeds of at
risk or vulnerable populations in Connecticut and attempts to identify communities most likely to have
unmet health needin addition to those identified by hodpi CHNAS.
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UNMET NEED
UnmetHealthcareNeed Definition

As in the 2012 Plaand 2014 Supplementhe 2016 Supplement uses two definit®of unmet
healthcareneed!*!

First, unmet need is defined as the inadequate availabilityeafithcareservices demed necessary to
address a particular health probleit?!13 Using this definition, the barriers to accessing care may be
one or more of the following:

Physical unavailability of service or professional shortage;

Mismatched services for the needs of thegplec that is, thehealthcaresystem is
unresponsive;

Inferior available services as compared to the norm;

Lack of knowledge regarding what services are available locally or how to access them;
Lack of enabling services such as translation servicesrt&nglish speaking immigrants or
transportation to facilitate access, especially in rural areas;

Insufficient coordination between different providers of different levels and types of services;
Complex health insurance payer rules such as eligibilitylésticare and/or Medicaid and for
accessing services; and

1 Inadequate collaboration among governmental agencies and/or community providers.

1
T

= =4 =

=a =4

Second, unmet need is defined as when individuals of a distinct-deaimgraphic group, such as those
lacking helth insurance or people with low income, forgo or delay accessing needed available
healthcareservices because the associated costs are unaffordable. The Institute of Medicine (IOM) has
identified lack of insurance as a significant driver of health digpat*

These definitions aim to take into account the complex factors that have an adverse impact on health
status as a result of limited or disproportionate access to care. Whichever definition is used, unmet need
has to be quantified to determine theppropriate intervention(s) or policy change(¥he expected

result is a more integratedealthcaredelivery system in which resources are allocated efficiently based

on agreed priorities to improve health status and eliminate inequalities.

As previouslyliscussed in Chapter e following sections utilize the unmet need composite index
developed in th2014 SupplemenHPSA and MRJA designations and CHNASs to assess unmet need in
Connecticut towns and cities.

Unmet Need Composite Indé¥®

The unmet eed composite index measures community health and the quality and level of coordination
in the overall health system in Connecticlihe index is the sum of tteecioeconomicstatus (SESand

health outcomes indices and an indicator of which towns or sitigay have an unmétealthcareneed.
These assessments are not measures of exact need. Thdestatendex has a value of 15, which is the
sum of the health status index (10) and thealthcareservices access index (5). Thus, a value greater
than 15 impies that the health ohealthcareprofile of the town or city is worse than the profile for the
state and therefore has a higher probability of an unthealthcareneed. A value that is lower than 15
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implies that the town or city has a better profile thére state and is less likely to have an unmet
healthcareneed.

Socioeconomic Status (SES) Index

Several social and economic factors shape health and the distribution of adverse health outcomes. Too
many individuals and populations experience barrieri@opportunity to be healthy antb engage in
health-promoting behaviors. Examples of barriers facing individuals, families, and communities include
living in neighborhoods characterized by adverse physical environments (e.g., air poladioof

walkability, unaffordableor unhealthy housing having limited access to nutritious, affordable food or
safe places to exercise; or experiencing violent relationships in the home, in their neighborhoods, or at
schoo).11® At-risk populations, such as loimcomehouseholds, racial and ethnic minorities, homeless
persons, persons with disabilities agdnderksexual minoritiesamong others, are more likely to
experience these barriers to the opportunity to live a healthy life. Understanding factors that contribute
to health disparities, as well as the distribution of health disparities, can informdfatan and
evidencebased strategies to promote wddkeing and health equity.

The SES index consists of social, demographic and economic factors establishéiteiatine as
having a significant impact on population health. This index inclU®&ensus fivgear average (2011
to 2015) estimates of the following measures:

w Poverty status: percentage of the population below the federal poverty level

w Educatimal attainment: percentage of the population age 25 and older with less than a high
school education or without a high school diploma

w Employment status: percentage of the population age 16 and older that is unemployed

w Transportation: percentage of theopulation age 16 or older that do not own a car

w [ Fy3dz-3S LINRPFAOASYOeyY LISNOSyGlFr3asS 2F GKS L2 LI |

w Health insurance status: percentage of the population age 18 to 64 that is uninsured

w Disability status: peentage of the population that is disabled

w Age: percentage of the population that is age 65 or older

w Racial or ethnic minority status: percentage of the population that iswbite, nonHispanic

w Medicaid coverage: percentage of the population withdWaid coverage

The SES index is an indication of towns with the propensity to have poor health status and thus
increased predisposition to having unntetalthcareneed. For most towns and citi@s Connecticutthe
SES index was lower than the state hatlte exception of the 2towns shaded irblue (Figure4.20and
AppendixP). The 4 townsincludeli K S  3laidestitdvaszand cities (e.g. Hartford, Bridgeport, New
Haven) towns in northeasterr{e.g. Putnam an@lVindham)and western(e.g. Winchester and
Torrington)Connecticut. Residents in these towns had higher propostodrunfavorable socioeconomic
conditions, which make them more likely to have poorer health and uriveaithcareneed. While only
these 2 towns and cities, as a whole, hadliaproportionallygreater share of vulnerable populations,
several other towns and cities had at least one of their vulnerpbfaulatiors with an index above the
aldlFi8Qa FyR KSNBT 2 NBealtidrérleddyExcepd for Bbaniiel@edyddd | Y  dzy Y S i
Putnam, all theséowns have subgeographic areas or populations with at least ¢tleSA or MUA/P
underserved designatiar(indicated by the blue borderps previously notedhe HPSA and MUA/P
designations imply theommunities are eligible to receive certain federal resources to obtain primary
care, dental and mental health providers and services.

9C



Figure4.20. Map of Socioeconomic Status Index, by Tow@onnecticut, 211-2015
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Health Outcomes Index

¢tKS KSItiK 2dz2i02YSa AYyRSE Aa | YSIF&adiNB 2F (KS
population health, access teealthcareservices and the quality and coordination of care:

Infant mortality rate: rate ofnfant deaths within the first year per 1,000 live births (2€1113)
Crude mortality rate per 100,000 population (262812)

Hospitalization rate for ambulatory care sensitive conditions per 100,000 population-(2013
2015)

w Avoidable emergency departmense rate per 100,000 populations (202015)

w All-cause 3@ay readmissions rate per 100 discharges (22Q.B5)

€ €E

The five indicators serve as proxfesthe health of acommunity. Lookingt these by town and
standardizing the scores allows for identificatiof towns that are significantly higher or lower than the
state overall in their health outcomes.

Figure4.21 (and Appendid) shows that &hough the vast majority of towns compared favorably to the
state, D towns(e.g, New Milford, Bridgeport, Groton and Windsor Lodkayl scores higher than the
Connecticut index, indicating poorer health outcomé®ast ofthese 20towns, contained at least one
HPSA and/or MUA/P designatiofiisdicated bythe blue border) six towns (New Milford, Windsor
Locks, Bloomfield, Wethersfield, East Haven and Westbrook) did not.
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Figure4.21. Map of HealthOutcomelndex, by TownConnecticut, 2012015
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UnmetHealthcareNeed

Likethe nation as a whole, populations in Connecticut with lower socioeconomic status are
disproportionately affected by negative health outcomes. Additionally, health outcome indicators do not
only show the different rates of disease, but are potential prex@ unequalaccess to services.

The unmet need composite index examines a range of SES characteristics and health outcomes
compared to state rates and provide an overall indicator of unheatithcareneed. The unmet need
composite index is the sum di¢ SES and health outcome indices described in previous sections, which
sum to 15 for the overall state.

The index is an indicator of which towns and cities are most likely to have ureakhcareneed
compared to the state. Most towns and cities hadiatiex score lower than 15, except fbwns (Figure
4.22 and Appendix EAIl of these21 towns, with the exception of East Haveadso had a higher SES
index compared to the stat&Seventeen of these 2bwns contined at leasbne HPSA and/or MUA/P
designationgindicated by the blue borderHowever, four of the21 townsidentified asmost likely to
have unmethealthcareneeds-- Bloomfield, DerbyEastHaven and Putnam did notcontain HPSA
and/or MUA/P desigations
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Figure4.22. Map of UnmetHealthcareNeed Index, by TownConnecticut, 2012015
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HOSPITAL COMMUNITY HEALTH NEEDS ASSESSMENT AND IMPLEMENTATION

To asseskealthcareservice availability, the ost recentCHNA®&ndimplementation strategies in

Community Health Improvement Pla(@HIPs) completec®b / 2 Yy SOG A Odzi Qa K2 a LA Gl f &
the findings compared to thosecludedin the 2014 Supplement. This review was designed to enhance the
understanding of communities included in CHNAs, identify towns not covered in CHNAs but potentially

have unnet healthcareneed, examine decisions that influenced which towns were included in GHNASs

uncover any identified needndto developstrategies to meet the needs

The PPACA mandates that rprofit hospitals conduct a triennial CHNAd develop an implemeation
strategyto meet thecommunityneeds identifiedas a requirement to maintain their taeexempt status.

This mandate offers an opportunity for hospitals and other entities to work collaboratively across sectors to
identify and address health needstireir communities. A complete listing of Connecticut hospital CHNAs is
available ahttp://www.chime.org/advocacy/communityhealth/.

Of the 26 unique CHNAs published between 2012 and 2016, nine CHNAs were collaborations among
multiple hospitals and/or viih their local health department and local nonprofit organizations. The
remaining 17 CHNAs were by individual hospitals.

¢tKS YI22NARGe 2F G26ya AyOftdZRSR Ay SIFOK /1 b! gSNB
area. However,onlynine @ KS Hc /1 bl a Ay (GKA& NBOASG AyOf dzZRSR il
in the assessment. Generally, primary service area towns that were not included in the CHNA were smaller
towns, or towns that were included in other CHNAs. Relative to theASH®&iewed in the 2014

Supplementmore CHNAs classified their primary service areas at a more granular ghaguat (i.e., zip

code).

Numbers shown in Figure 4.23 indicate the geographic area covered by a CHNA and the conducting entity
or entities Isted on the right hand side of the maphe numbers indicate that all Connecticut towns were
covered by a CHNA comparison tdrigure 30 in th014 Planwhich showed that 14 were not covered in

the 20082014CHNASAdditionally, the four towns identifito haveUnmet Need Indegcores higher than

the state -- Bloomfield, DerbyEastHaven and Putnamt were also covered.
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Figure4.23 Map of Hospital Community Health Needs Assessment Geographic CoveRagaary Service Areand Unmet NeedConnectict
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Heaalth R=source and Services Ad ministration Health Professional Shortags Arez (HPSA)
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Created by DPH, OHCA, April, 2017

CHNA# | Conducting Hospital(s)
i Bristol Hospital
2 Connecticut Children's Medical Center
3 Day Kimba!l
4 Fairfield County Community Welibeing
Index:
Bridgeport Hospital
Danbury Hospital
Danbury Hospital - New Milford Campus
Greenwich Hospital
Norwak Hospita
Stamford Hospital
Saint Vincent's Medical Center
5 Griffin Hospital
6 Hartford Hospital
7 Johnson Memorial Hospita!
B Lawrence + Memorizl Hospita
-] Eastern Connecticut Heath Network, Inc.:
Manchester Memorial Hospital
Rockvil e General Hospita
10 Middiesex Hospita
11 MEdState Medical Center
12 M iford Hospital
13 Sant Francis Hospita and Medica' Center
14 Sant Mary's Hospital
15 Sharon Hospita
16 The Chariotte Hungerford Hospital
17 The Hozpital of Centra Connecticut
i8 The Wiliam W. Backus Hospital
12 UConn John Dempsey Hospital
20 Waterbury Hospital
21 Windham Hospita
22 Yale New Haven Hospital
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Collaborative CHNAs often provided a more comprehensive snapshot of community health (e.g., across
multiple indicators and for multiple groups) for a broader geographic area (e.g., county, multiple) tawns
additionto hospitalscollaboraingamong themselvessome collaborate withealth directorswho serve as
active and regular partners with hospitals, provide key informant interviews or fill out survey
guestionnaires to help hospitals as they conduct their CHNAs. In some areas oté¢hemta local health
directors are not only engaged in the CHNA process but also in the creation and implementation of the

CHIPCHNASs conducted by individual hospitals tended to include a review of fewer indicators of community

health. Most CHNAs focused community wellbeing and healtbroadly, whereas one hospital (UConn
John Dempsey) centered its CHNA on cancer care specifically.

As outlined irChapter 1the AHA has identified 10 serviaesemed essentidbr vulnerable populations
Many ofthe es®ntial serviceslign with priority health needs identified in CHNAs includingroving
primary caremental healthand substance use treatment servicdggnostic services; orakalthcare
referral systems; and home car¢’

Table 4.5presents the priaty health areas identified in the review of tl@HNAsompleted by Connecticut
hospitals in 2002014 (2014 Supplement) and 262216 (current Supplement). Over the 202Q16

period, there was a consistent pattern in prioritization of health needs (ggEerdixFfor a list of top

health needs by hospital\n increasing number of CHNAs now identify the following as the top health
concernsof the communitieghat they serve: erweight, obesity, nutrition and physical actyw({16 to 23)
substance abus@rom 12 to 21) mental healthffom 12 to 20Q; and chronic diseasdrom 18 to 19. These
needsemerged as leading health prioritiesdwere consistent with those identified in the 2014
Supplement, with some exception&ddressing gaps in primary care sva specific priority identified in the
20082014 CHNAs, whereas in the 2E216 CHNAs$mproving access to care more generally was

identified as a consistent priority, perhaps reflecting statewide initiatives to enhance the coordination of
care and integate primary and mentahealthcare Concern about opioidza S FI OG 2 NBR Ay (i 2
prioritization of mental health and substance abuse priorities. In the ZB CHNAS, reducing tobacco

use, improving family and community safety, reducing ST®owing respiratory health (particularly

asthma), and reducing and treating HIV/AIDS were additional areas of priority that did not emerge as
leading areas of intervention across the 2E8®8L4 CHNAs. Some health assessments also identified the
social deteminants of health, including community socioeconomic disadvantage, housing conditions (e.g.,
lead exposure) and social cohesion and integration as priority health concerns.
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Table4.5. Top Health Needs Identified through CHNAocess, Connecticut, 208814 vs. 2012016

Number of Assessments ldentifying this
Health Need

2014 Review 2016 Review
Health Needs (20082014 CHNAS)| (20122016 CHNAS)
Overweight, Obesity, Nutrition, Physical Activity 16 23
Substance Abuse 12 21
Mental HealtH 12 20
Chronic Disease 18 19
Respiratory Health 5 13
Access to Care (general) 12
Safety 9
Maternal and Child Health 5 9
Tobacco Use 8
Gaps in Primary Care 13 7
Healthy Aging 4 7
HIV/AIDS 5
Sexually Transmitted Infections (§Tkxcluding
HIV/AIDS) 5
Gaps in MentaHealthcare 7 4
Housing 4

1 The 2014 review includes 21 CHNAs completed between 2008014.

2The 2016 review includes 26 CHNAs completed between &0d2016. One CHNA identified in this review
pertainedspecifically to cancer care, rather than community health more generally. One hospital did not identify
priority health areas in the CHNA, their priority health areas will be included in their CHIP which is currently under
development. Some CHNASs were cooted as a collaboration among multiple hospitals. Priority health needs from
these collaborative CHNAs are counted once

319 CHNAs identified substance abuse and mental health together as health priorities.

As part of the IRS mandate for nprofit hospitals, a hospital must also develop emplementation

strategyevery three years that discusses how it will address the identified needs from the CHNA or whether
these needs are being addressed by other community providers. While there were 24 new CHNAs
completed since the 2014 Facilities Supplemirere werel8 new CHIPs.

CHIPs differed in the level of focus of proposed strategies to address the health needs identified in CHNAs.
Approaches include improving the health amehlthcareof individuals and ppulations. These approaches

have implications for the anticipated health impact of the intervention strategies on population health. As
shownin Figure4.23, Strategieshat address factors at the base of the pyia, or the social determinants

of health, such as socioeconomic factors and improving the conditions in which people live, work and play
to promote health and reduce health inequities, may yield larger improvements in population health as
these strategiesnay reach and promote the health of a larger populati&tindividuallyfocused strategies
focused on the top of the pyramid, such as counseling, health education and clinical interventions may
produce a smaller impact on the health of the population,tese interventions are often more intensive

and reach a smaller subset of the populatidh.
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Figure4.23. Health Impact Pyramid: Considering the Social Determinants of Health

Factors that Affect Health

Examples

Eat healthy, be
Counseling) physically active

&Ed ucation\l

Rx for high blood
Clinical pressure, high
Interventions cholesterol, diabetes
Immunizations, brief

intervention, cessation
treatment, colonoscop:

Fluoridation, 0g frans
\ fat, iodization, smoke-
N\ free laws, tobacco tax

Long-lasting \
# £ Protective Interventions \

/ Changing the Context
.«‘f to make individuals’ default
4 decisions healthy

L argest

Poverty, education,

Socioeconomic Factors housing, inequality

Impact ) N

Source: Frieden, Thomas R. A Feaork for Public Health Action: The Health Impact Pyramid. American Journal of

Public Health. April 2010, 100(4), 5995.

These different approaches to mitigating health needs have implications fepradfit hospitals and their
interpretation of commurtiy benefit categorization. For example, systems change initiatives such as
strategies to improve access to quality mertiahblthcare(e.g., hiring more mental health clinicians) have
the potential to sustainably address thealthcareneed of the identifiel community. However, many

hospitalcommunity benefits office
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community benefit. Instead, community benefits programs tend to focus on charity care as well as more
individual and intepersonaifocused initiatives such as community health education and health fairs
because they are easier to classify for tax purposes. However, such programmatic strategies may have a
limited health impact for a small proportion of the population under tiuspital service area and may not
provide sustainable solutions to improving the health of the commu@#tCA, in its agreed settlements
relating to hospital transfers of ownership or conversions, requires hospitals to align community
benefit/building ativities/funding withneeds identified in their CHNAs for a minimum of three years. By
guiding hospitals in these lorigrm planning efforts, OHCA hopes to positively influence population health

and health equity.

Generally, collaborative CHIPs tendeddous their health improvement strategies at a systems level,
focusing on hospital school, and communitybased interventionsThe SIM program is facilitating formal
partnerships among hospitals and community based providers for disease preventioararbordination
CHNAs completed by individual hospitals generally focused on helspgatl implementation strategies.

CHIPs that proposed systems level changes to address the health needs that emerged from the CHNAs

proposed strategies including:

1 Improve access to primary, mental, dental, urgent and specialty care;
1 Address unmet mental health and substance abuse needs; and
1 Reduce overweight, obesity and chronic disesses.

Some CHIPs identified opportunities to improve access to qumdéithcareinclude

1 Consideation ofopportunities to improve access to primary, mental, dental, and urgent care;
1 Increase access to specialty care for vulnerable populations;
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Advocate for expanded orélealthcarecoverage;

Advocate for greater coordination of caren@ng primary and mentdiealthcare

Ensure that residents who are eligible for health insurance enroll in the exchange;
Qreate a supply of community health workers to prevent and control chronic diseases;
Mobilize stakeholders to address transportation deeelated tohealthcareaccess; and
Provide culturally and linguistically appropriate care.

CHIPs that foritize mental healthcareandredudng substance abusetesproposed strategies such as:

T

= =4 =

1
T
1
T
T

Building capacity for communitypased organizations argthools to respond to mental health
emergencies;

Integratingsocial, emotional, and mental health of students and families into schools;
Advocatingfor improved health insurance reimbursement for mental health services;
Develognga mental health referradystem between primary care and secondary mental health and
substance abuse facilities;

Implemeninga screening tool for mental health and substance abuse needs;

Educating communities about opioid misuse;

Increasngand implemening safe opioid disposgrograms;

Training first responders in opioid overdose reversal strategies; and

Training providers in traumanformed practices.

Proposed systemkevel approaches to reducing overweight, obesity and chronic diseassinclude
strategies to:

T

=A =4 =4 =9 = =4

=A =4 =4

Improveaccess to healthy and affordable foods, such as considering opportunities to collaborate
with other organizations such as food banks, to support a comméinityly” Srisitkes or

community garden;

Decrease portion sizes in public service venues;

Increase he useof supplemental nutrition assistand8NAPand women, infants and children
(WIC)programsat farmersCimarkets;

Increase the availability of fruits and vegetables at local convenience stores;

Increase the number of schools engaging faomschoolfood programs;

Increase the number of beforand afterschool physical activity programs;

Institutionalize support for increased physical activity among students in child care settings and
schools and among adults;

Implement worksite wellness programs;

Implement restaurant menu labeling programs; and

Qollaborate to create town walking maps.

CHIPs that identified respiratory health, including asthma, chronic lower respiratory disease and chronic
obstructive pulmonary disease, as priority areas focusedamerand clinicabased interventions to

improve asthma management. These strategies included, for example, educating households about asthma

and asthma triggers and-dmome assessments of asthma triggers. One CHIP identified a comrhasdy
program to nform physician practices as an important initiative to improving asthma management.

All CHIPs focused some or most of their strategies on health education and preveimd health
promotion activities such as holding community education prograngs,(@wareness of nutritional food

choices, cooking class, promotion of healthy lifestyle messages, weight loss discussions or classes, chronic
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disease management training). Additional strategies represented in these CHIPs include a focus on chronic
diseag and mental health screening, investing in smoking cessation programs or support, gmoadips
raising awareness of existing social &xealthcareservices.



Chapter 5 CONCLUSIOMSID NEXT STEPS

This 2016 Supplemental Plaotuseson the health and healthcare doomesof vulnerable populationslt also
descrilesinitiativesin Connecticuthat areidentifyingand addresimg gaps in services and unmet neékhis
Supplementlso examinestatewidechanges in healtstatusand caredeliveryover a period in which #re
have been considerable systetlevel changes ihealthcareaccess and qualibAs in prior Plans, this
Supplement continues to assess availabditgppropriate, timely access to services.

Based on US Census dataexall, Connecticut residen®  ¢e)&idld of their health statuappears to be
improving*? The proportion of the totapopulationselfreporting poor health status has declined. The

tt! /! QF AYRAQGARdAZ t YIYyRIFIGS NBRAZOSR / 2yySOGAOdziQa
US overall (10.8%3! This decline was notable among many vulnerable populations in the state, particularly
young adults, Hispanics or Latinas/ those with incomekess thar$35,000 and those with high school
education or less

Demographically, compad to the nation overallwith the exception of the elderly\Gonnecticut has relatively
lower proportions of vulnerable populationg/hile all vulnerablepopulations have been growirgince 2010,
racial/ethnic minoritesand those living below the federpbverty level have increased at a faster rate in
Connecticut than observed nationally. Thesgrmbgraphicshifts within Connecticut suggest vulnerable
populations may be increasing as a proportion of the total population andhbakhcareaccess and hethl
equity will continue to be an important focus.

CURRENHEALTHCARENVIRONMENT

Connecticut residents are served in various settings and by numerous typealtifcareproviders. Among its
diverse resources available for treatingalthcareneeds, Conacticut has 28 acute care hospitals with 8,644
licensed beds for inpatient care. There is also an ED at each acute care hospital and fivedwspial
freestanding satellites to treat patients 24/7. Additionally, there are over 100 outpatient surgical
departments/facilities providing ambulatory surgical care.

There aremanyinitiatives at the Connecticut DPH, in collaboration with hospitals, local leadership, and other
sectorswhich aim to reducéiealth inequities, improve access to preventive carel sinengthen tte

coordination ofhealthcare Moreover, as part of its mandat®HCA consideimplications ofCONapplications
onvulnerable populatiosQ | O (h&alih&aresesices.

Thehealthcarelandscape continues to change as the focus of caresdiftard prevention and early
intervention. Hospital acquisitions, mergers, and the consolidation of services within and between delivery
systems are common as the landscape evolves and operational and economic challengesspitastdre
shifting delvery models in favor of outpatient settings to remain competitiviirroring national trends, they
areregionaliing or specializing irtore services in response declining revenues, operational challenges, and
new reimbursement models under the PPAGAs important to note thathe longterm consequences of
potential changes imealthcareat both the federal and state level may be profoybdt are still uncertain.

Utilization and Trends

Increases in acute care discharges covered by Medicaid and mibéic coverage reflect the effect of the
PPACA coverage expansion in Connectibiite nonHispanics, women, adults 50 years of age and older and
those with Medicaid coverage continue to be higher users of emergency services than other groups. With
regpect to ED visits, one in ten are behavidnahlth related and most likely to be made by vulnerable
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populations. The majority of opioid overdose/dependence related ED visits were made by WhitBspamic
males with Medicaid coverage and residing in doan core or periphery town.

Sometowns arenot included in &Connecticuthospitak) @rimary service areebut residents may still receive
services from a Connecticut hospitall Connecticut townshoughare covered by a CHNMental health and
substanceabusecare continue to be the leadirfipalthcareneedsof most Connecticut communities,
according to most recent CHNAdthoughConnecticut has a statewide surplus of inpatient beds, some
hospitals may have to increase thamber of bedstaffed for @rtain services to meet thhealthcare
demands.

GAPS AND UNMET NEED

While aggregate data suggest that for the total populatiGonnecticutresidents have experienced
improvements in chronic conditions sinpablication ofthe 2014Supplementhealth outomes, CHNAs, and
unmethealthcareneed indices indicate thatertain health conditions and outcomesmain
disproportionately concentrated among-gsk and vulnerable populationklealth disparityand barriers to
opportunities to live a healthy life renvacritical areas of focus for certain populatiansConnecticutAs
healthcaresystems changes continue to unfpidis importantto remain attentive to health antealthcare
patterns over time for vulnerable populations.

Access to Care and Availalyliof Services

Healthcarecosts and availability of services remain barriers to care for certain populations, particularly lower
income and rural populations in Connecticut. Access to care was identified as a priority need in nearly half of
alCHNALCouti A Sa GKFd FNB K2YS (2 /2yySOiA0OdziQa I NBSad
number of medically underserved areas or health professional shortégiefitionally, here are 21 towns that

have an unmet need composite index higher than theestatex.

Chronic Disease

Vulnerable populations are disproportionately burdened by certain chronic health conditions including high
blood pressure, diabetes, and asthma. Chronic disease was identified as a priority need in most CHNAs.
Despite the expansioof healthcareinsurance coverage, accdsscarecontinues to be a challenge for some
Connecticut residents, with 11% of adults reporting postponing or not receiving needed medical care because
of cost.

Behavioral Health

Behavioral health issues araggeowing concern for Connecticut residents and the leading cause of
hospitalizations for residents between 5 and 44 years of age. Mirroring a national theard has been an
increase in deaths due to opioid overdose£onnecticut. Most CHNAs identifiedbstance abuse and mental
health as priority needsn 2016, there were @designations of mental healtHPSAs in Connecticut.

LIMITATIONS

As with all assessmentkiere are limitations andhis Supplemenshoud be considered in theamecontext.
Lackof comprehensivalatalimits OHCA& ability to fully asseg®pulationneeds. Theutilization and outcomes
datacurrentlyavailable isnsufficient Thereforeevaluaions ofavailabilityof and access tbealthcareservice
are limited

NEXT STEPS
1 Contirue to analyze outpatient surgical data for planning purposes as healthesoarcesontinue to
shift from inpatient to outpatient care;
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91 Delve further into ED use to identify the factors such as specific day of use and type, severity and
number of cemorbidities, that drive utilization and readmissions to help determine the appropriate

interventions;

1 Analyze data from the All Payers Claims Database to identify any disparities in healthcare availability
and delivery;

1 Further study the 21 towns that have be@&lentified as exceeding the state unmet need composite
index; and

1 Monitor current initiatives in the state that seek to improve care coordination and delivery, and link
healthcareto community assistance, such as the PerSamtered Medical HomeBlus (EMH+)
Initiative. Explore opportunities to scale up and spread success.

In future planning efforts, OHCA will continiieexamiration ofavailable data to determine how betst
addresghe unmet needs of residentndto assist providers itheir transformationsto meet those needs.
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Appendces

APPENDIA. CONNECTICUT GENERAL STATUTE SECT3GN 19A

Sec. 198634. (Formerly Sec. 19860). Statewide healthcarefacility utilization study. Statevide healthcare
facilities and services plan. Invemyoof healthcarefacilities, equipment and services.

(a) TheOffice of Health Care Acceslzall conduct, on a biennial basis, a statele healthcarefacility

utilization study. Such study may include an assessment of: (1) Current availability aatianilof acute

hospital care, hospital emergency care, specialty hospital care, outpatient surgical care, primary care and clinic
care; (2) geographic areas aswlpopulatiors that may be underserved or have reduced access to specific

types ofhealthcareservices; and (3) other factors that the office deems pertineritaalthcarefacility

utilization. Not later than June thirtieth of the year in which the biennial study is conducted, the Commissioner
of Public Health shall report, in accordance with settil-4a, to the Governor and the joint standing

committees of the General Assembly having cognizance of matters relating to public health and human
ASNDAOSa 2y (GUKS FAYRAy3Ia 2F (GKS addGddzRed { dzOK NB LR NI
addresing identified gaps in the provision leéalthcareservices and recommendations concerning a lack of
access tdealthcareservices.

(b) The office, in consultation with such other state agencies as the Commissioner of Public Health deems
appropriate, siall establish and maintain a stavéide healthcarefacilities and services plan. Such plan may
include, but not be limited to: (1) An assessment of the availability of acute hospital care, hospital emergency
care, specialty hospital care, outpatient swajicare, primary care and clinic care; (2) an evaluation of the
unmet needs of persons at risk and vulnerable populations as determined by the commissioner; (3) a
projection of future demand fohealthcareservices and the impact that technology may hawethe demand,
capacity or need for such services; and (4) recommendations for the expansion, reduction or modification of
healthcarefacilities or services. In the development of the plan, the office shall consider the recommendations
of any advisory bods which may be established by the commissioner. The commissioner may also
incorporate the recommendations of authoritative organizations whose mission is to promote policies based
on best practices or evidendmsed research. The commissioner, in consigitewith hospital representatives,
shall develop a process that encourages hospitals to incorporate thestdtehealthcarefacilities and

services plan into hospital lorgnge planning and shall facilitate communication between appropriate state
agenges concerning innovations or changes that may affect future health planning. The office shall update the
state-wide healthcarefacilities and services plan not less than once every two years.

(c) For purposes of conducting the statée healthcarefadlity utilization study and preparing the stateide
healthcarefacilities and services plan, the office shall establish and maintain an inventoryrelilicare
facilities, the equipment identified in subdivisions (9) and (10) of subsection (a) @rs&6&638, and

services in the state, includirgpalthcarefacilities that are exempt from certificate of need requirements
under subsection (b) of section 1:888. The office shall develop an inventory questionnaire to obtain the
following information:(1) The name and location of the facility; (2) the type of facility; (3) the hours of
operation; (4) the type of services provided at that location; and (5) the total number of clients, treatments,
patient visits, procedures performed or scans performed galendar year. The inventory shall be completed
biennially byhealthcarefacilities and providers and sutiealthcarefacilities and providers shall not be
required to provide patient specific or financial data.
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APPENDIB. CONNECTICUT GENERAL SEASEXTION 19A

Sec. 19&. (Formerly Sec. 13a). Public health planning. State health plan. Access to cédwtgilthcaredata.
Regulations.

(a) The Department of Public Health shall be the lead agency for public health planning and shall assist
communities in the development of collaborative health planning activities which address public health issues
on a regional basis or which respond to public health needs havingwtdeesignificance. The department

shall prepare a multiyear state healthplanK A OK gAf f LINBGARS Iy FaaSaavSyi
population and the availability of health facilities. The plan shall include: (1) Policy recommendations regarding
allocation of resources; (2) public health priorities; (3) quantitativegyaatl objectives with respect to the
appropriate supply, distribution and organization of public health resources; and (4) evaluation of the
implications of new technology for the organization, delivery and equitable distribution of services. In the
develgoment of the plan the department shall consider the recommendations of any advisory bodies which

may be established by the commissioner.

(b) For the purposes of establishing a state health plan as required by subsection (a) of this section and
consisten with state and federal law on patient records, the department is entitled to access hospital
discharge data, emergency room and ambulatory surgery encounter data, data onheaitiecareagency
client encounters and services, data from community headthters on client encounters and services and all
data collected or compiled by theffice of Health Care Accedisision of the Department of Public Health
pursuant to section 19813.

(c) The Commissioner of Public Health shall adopt regulationsadndace with the provisions of chapter 54
to assure the confidentiality of personal data and pati@entifiable data collected or compiled pursuant to
this section.
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APPENDIB. ACUTE CARE BED NEED BY COUNTY

TableD.1. Acute Care Hospital 2020 Bed Neédhirfield County

! Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassite
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127
347
831
1304

206

208

79
60
33
177

16
49
68
10

10

Fairfield Medical/Surgical
County 0-14 24 22 9 01| 01| 00 0.0 0.94156 0.0 0.80
15- 44 36,754 36,515  36,603| 100.7| 100.0| 100.3 100.3 1.01179 101.5 0.80
45-64 101,246 100,366 100,502 | 277.4| 275.0| 275.3 275.6 1.00638 277.3 0.80
65+ 214,324 212,395 219,851 587.2| 581.9| 602.3 593.0 1.12096 664.7 0.80
Sub Total 352,348 349,298 356,965| 965.3| 957.0| 978.0 968.9 10435 |
Maternity
0-14 13 3 13 00| 00| 00 0.0 0.94081 0.0 0.50
15-44 36,503 36,650  38,076| 100.0| 100.4| 104.3 102.3 1.00774 103.1 0.50
45-64 203 363 295| 06 10| o8 0.8 1.01051 0.8 0.50
65+ 0 0 0 00| 00| 00 - 1.09873 0.0 0.50
SubTotal 36,719 37,016  38,384| 100.6| 101.4| 105.2 103.2 [ 1040
Psychiatric
0-14 2,233 1,513 1463| 61| 41| 40 4.4 0.94156 4.1 0.80
15-44 24,876 21,953  22,400| 682| 60.1| 614 62.1 1.01179 62.8 0.80
45-64 18,043 17,802  16,754| 49.4| 488| 459 47.4 1.00638 477 0.80
65+ 8,594 8,425 8,788 | 235| 23.1| 241 23.7 1.12096 26.5 0.80
Sub Total 53,746 49,693  49,405| 147.2| 136.1| 1354 137.6 2|
Rehabilitation
0-14 0 0 0 00| 00| 00 - 0.94156 0.0 0.80
15-44 1,036 972 860 | 28| 27 2.4 25 1.01179 2.6 0.80
45-64 5,178 4,604 4220| 142| 126 116 12.3 1.00638 12.4 0.80
65+ 11,963 12,450  13,121| 32.8| 341 359 34.8 1.12096 39.0 0.80
Sub Total 18,177 18,026  18,201| 49.8| 49.4| 49.9 49.7 540 |
Pediatric
0-19 3,576 3,067 2,765 98| 84| 76 8.2 0.94908 7.8 0.80
20+ 0 0 0 00| 00| 00 - 1.03582 0.0 0.80
Sub Total 3,576 3,067 2,765| 98| 84| 76 8.2 7.8
| Total 464,566 457,100  465,720| 1,273| 1,252 | 1,276 1,267.5

1766

2,083

-317
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TableD.2.Acute Care Hospital 2020 Bed Need, Hartford County

Hartford
County Excess
FY 2013 FY 2014 FY 2015 FY FY FY Popchg. Beds (-)or
patient  patient patient | 2011 2012 2013 | Weighted | 2015to | Projected Target Needed | Licensed| Deficit
County Services days days days ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Hartford | Medical/Surgical
County 0-14 13 6 0 0.0 0.0 0.0 0.0 0.96707 0.0 0.80 0
15-44 53,013 47,603  47,670| 1452| 130.4| 130.6 133.0 1.01227 134.6 0.80 168
45-64 144,405 137,921 132,450 395.6 377.9 362.9 373.3 0.98238 366.8 0.80 458
65+ 244,425 232,821 232126 669.7 637.9 636.0 642.2 1.13688 730.1 0.80 913
Sub Total| 441,856 418,351 412,246 1,210.6| 1,146.2| 1,129.4 1,148.5 1231.5 1539
Maternity
0-14 32 3 4 0.1 0.0 0.0 0.0 0.96778 0.0 0.50 0
15-44 35,522 35,008 34,631 97.3 95.9 94.9 95.6 1.00881 96.5 0.50 193
45-64 89 152 125 0.2 0.4 0.3 0.4 0.98553 0.3 0.50 1
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 35,643 35,163 34,760 97.7 96.3 95.2 96.0 96.8 194
Psyclmtric
0-14 8,522 7,186 7,014 233 19.7 19.2 20.1 0.96707 19.4 0.80 24
15-44 36,177 36,664 37,662 99.1 100.4| 103.2 101.6 1.01227 102.8 0.80 129
45-64 25,387 26,387 24,348 69.6 72.3 66.7 69.0 0.98238 67.8 0.8 85
65+ 7,963 9,420 9,486 21.8 25.8 26.0 25.2 1.13688 28.7 0.80 36
Sub Total| 78,049 79,657  78,510| 213.8| 2182| 215.1 215.9 218.8 273
Rehabilitation
0-14 84 67 45 0.2 0.2 0.1 0.2 0.96707 0.2 0.80 0
15-44 82 11 0 0.2 0.0 0.0 0.0 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.13688 0.0 0.80 0
Sub Total 166 78 45 0.5 0.2 0.1 0.2 0.2 0
Pediatric
0-19 24,802 24,039 21,626 68.0 65.9 59.2 62.9 0.96673 60.8 0.80 76
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.80 0
Sub Total 24,802 24,039 21,626 68.0 65.9 59.2 62.9 60.8 76
Total 580,516 557,288 547,187| 1590| 1527| 1,499 1,523.6 1608.1 2083 2,572 -489

! Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
Hospitals: Bristol Hospital, CCMC Hospital, Hartford Hospital, Hospital of Central Connecticut, John Dempsey HospésteManspital, St. Francis Hospital
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TableD.3.Acute Care Hospital 2020 Bed Need, Litchfield County

Litchfield Excess
FY 2013 FY 2014 FY 2015| FY FY FY County Pop Beds (-)or
patient  patient  patient | 2013 | 2014 | 2015 | Weighted | chg.2015 | Projected Target Needed | Licensed| Deficit
County Services days days days ADC | ADC | ADC ADC to 20202 ADC Occupancy| 2020 Beds3 (+)
Litchfield | Medical/Surgical
County 0-14 9 0 2 0.0 0.0 0.0 0.0 0.88581 0.0 0.80 0
15-44 2,711 2,270 2,040 7.4 6.2 5.6 6.1 0.98490 6.0 0.80 8
45-64 8,188 7,508 7,089| 22.4| 206 19.4 20.3 0.96706 19.6 0.80 25
65+ 19,632 18,974 19,408| 53.8| 52.0| 532 52.9 1.20043 63.5 0.80 79
Sub Total 30,540 28,752 28,539 83.7 78.8 78.2 79.3 89.1 111
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.88634 0.0 0.50 0
15-44 1,816 1,864 1,869 5.0 5.1 51 5.1 0.97955 5.0 0.50 10
45-64 8 0 0 0.0 0.0 0.0 0.0 0.97230 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.18059 0.0 0.50 0
Sub Total 1,824 1,864 1,869 5.0 51 5.1 5.1 5.0 10
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.88581 0.0 0.80 0
15-44 1,603 1,207 1,211 4.4 3.3 3.3 35 0.98490 3.4 0.80 4
45-64 1,590 1,989 1,711 4.4 5.4 4.7 4.9 0.96706 4.7 0.80 6
65+ 1,493 1,857 1,984 4.1 5.1 5.4 5.1 1.20043 6.1 0.80 8
Sub Total 4,686 5,053 4,906 12.8 13.8 134 13.5 14.3 18
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.88581 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 0.98490 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.96706 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.20043 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 92 29 19 0.3 0.1 0.1 0.1 0.90723 0.1 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03251 0.0 0.80 0
Sub Total 92 29 19 0.3 0.1 0.1 0.1 0.1 0
Total 37,142 35,698 35,333 102 98 97 98.0 108.5 139 187 -48

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).

3 Excludes bassinets.

Hospitals: Charlotte Hungerford Hospital, Sharon Hospital.
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TableD.4. Acute Care Hospital 2020 Bed Need, Middlesex County

Middlesex Excess
FY 2013 FY 2014 FY 2015 FY FY FY County Pop Beds (-)or
patient  patient patient | 2013 | 2014 | 2015 | Weighted | chg.2015 to | Projected Target Needed | Licensed| Deficit
County | Services days days days ADC | ADC | ADC ADC 2020 ADC Occupancy| 2020 Beds (+)
Middlesex | Medical/Surgial
County 0-14 2 4 1 0.0 0.0 0.0 0.0 0.90103 0.0 0.80 0
15-44 4,020 3,290 3,571 11.0 9.0 9.8 9.7 0.98633 9.6 0.80 12
45-64 13,999 13,130 12,278| 384 | 36.0| 336 35.2 0.97358 34.3 0.80 43
65+ 30,147 28,600 28,153 | 826 784 77.1 78.5 1.20478 94.5 0.80 118
Sub Total 48,168 45,024 44,003 | 132.0| 123.4| 120.6 123.4 138.4 173
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.90155 0.0 0.50 0
15-44 2,866 2,943 2,948 7.9 8.1 8.1 8.0 0.98063 7.9 0.50 16
45-64 10 10 5 0.0 0.0 0.0 0.0 0.97791 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19360 0.0 0.50 0
Sub Total 2,876 2,953 2,953 7.9 8.1 8.1 8.1 7.9 16
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.90103 0.0 0.80 0
15-44 2,366 2,641 2,398 6.5 7.2 6.6 6.8 0.98633 6.7 0.80 8
45-64 3,018 2,592 2,788 8.3 7.1 7.6 7.6 0.97358 7.4 0.80 9
65+ 767 855 832 21 2.3 2.3 2.3 1.20478 2.7 0.80 3
Sub Total 6,151 6,088 6,018 16.9 16.7 16.5 16.6 16.8 21
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.90103 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 0.98633 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 0.97358 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.20478 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 4 1 0 0.0 0.0 0.0 0.0 0.92096 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03553 0.0 0.80 0
Sub Total 4 1 0 0.0 0.0 0.0 0.0 0.0 0
Total 57,199 54,066 52,974 157 148 145 148.1 163.1 210 275 -65

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
Hospital: Middlesex Hospital.



TableD.5. Acute Care Hospital 2020 Bed Need, New Haven County

New Medical/Surgical
Haven 0-14 0 0 0 0.0 0.0 0.0 - | 097443 0.0 0.80 0
County 15- 44 64,808 61,610 60,248 177.6| 168.8| 165.1 168.4 | 1.01313 170.6 0.80 213
45-64 149,007 145719  147,892| 408.2| 399.2| 405.2 403.7 | 0.98400 397.3 0.80 497
65+ 236,189 231,035 231,598| 647.1| 633.0| 6345 636.1| 1.14363 7275 909
Sub Total| 450,004 438,364  439,738| 1,232.9| 1,201.0| 1,204.8 1,208.2 1295.3 1619
Maternity
0-14 10 7 12 0.0 0.0 0.0 00| 097102 0.0 0.50 0
15-44 31,296 30,284 29,720 85.7 83.0 81.4 82.7 | 1.01253 83.7 0.50 167
45-64 151 166 179 0.4 0.5 0.5 05| 0.98578 0.5 0.50 1
65+ 0 0 0 0.0 0.0 0.0 - | 112499 0.0 0.50 0
Sub Total| 31,457 30,457 29,911 86.2 83.4 81.9 s3.2 [ sa2 I 168
Psychiatric
0-14 8,916 7,095 5,965 24.4 19.4 16.3 18.7| 0.97443 18.2 0.80 23
15-44 31,128 32,659 33,038 85.3 89.5 90.5 89.3| 101313 90.5 0.80 113
45-64 19,460 20,254 20,450 53.3 55.5 56.0 55.4 |  0.98400 54.5 0.80 68
65+ 6,646 8,158 7,311 18.2 224 20.0 205 | 1.14363 23.4 0.80 29
Sub Total| 66,150 68,166  66,764| 181.2| 186.8| 182.9 183.9 [ 186.7 || 233
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -| 097443 0.0 0.80 0
15-44 % 56 229 0.3 0.2 0.6 04| 1.01313 0.4 0.80 1
45-64 468 989 965 1.3 2.7 2.6 24| 0.98400 2.4 0.80 3
65+ 2,072 1,840 1,784 5.7 5.0 4.9 51| 114363 5.8 0.80 7
SubTotal| 2,636 2,885 2,978 7.2 7.9 8.2 7o [ g6 [ 11
Pediatric
0-19 21,381 18,442 18,483 58.6 50.5 50.6 51.9 | 0.96530 50.1 0.80 63
20+ 0 0 0 0.0 0.0 0.0 -| 1o03x72 0.0 0.80 0
SubTotal| 21,381 18,442 18483 58.6 50.5 50.6 51.9 50.1 63
Total 571,628 558,314  557,874] 1566] 1530] 1,528 1,535.1 2,094 2521  -427

! Excludes Newborn service category.

2 Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
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TableD.6. Acute Care Hospital 2020 Bed Need, New London County

New
London
County Excess
FY 2013 FY 2014 FY 2015 FY FY FY Popchg. (+) or
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Beds Licensed | Deficit
County Services days days days ADC | ADC | ADC ADC 202 ADC Occupancy| Needed Beds (+)
New Medical/Surgich
London 0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
County 15-44 9,221 9,010 8,592 25.3 24.7 23.5 24.2 0.99490 24.1 0.80 30
45-64 27,987 28,426 25,595 76.7 77.9 70.1 73.8 0.97130 71.7 0.80 90
65+ 49,334 47,766 47,010 | 135.2| 130.9| 12838 130.5 1.19137 155.5 0.80 194
Sub Total 86,542 85,202 81,197 | 237.1| 233.4| 2225 228.6 251.3 314
Maternity
0-14 0 0 2 0.0 0.0 0.0 0.0 0.94942 0.0 0.50 0
15-44 6,285 6,566 6,618 17.2 18.0 18.1 17.9 0.98704 17.7 0.50 35
45-64 8 32 18 0.0 0.1 0.0 0.1 0.97794 0.1 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.17099 0.0 0.50 0
Sub Total 6,293 6,598 6,638 17.2 18.1 18.2 18.0 17.8 36
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
15-44 4,832 4,636 4,876 13.2 12.7 13.4 13.1 0.99490 13.1 0.80 16
45-64 4,162 4,784 4,536 11.4 13.1 12.4 125 0.97130 12.1 0.80 15
65+ 837 1,040 852 2.3 2.8 23 25 1.19137 3.0 0.80 4
Sub Total 9,831 10,460 10,264 26.9 28.7 28.1 28.1 28.2 35
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
15-44 242 166 221 0.7 0.5 0.6 0.6 0.99490 0.6 0.80 1
45-64 918 1,115 1,100 25 3.1 3.0 2.9 0.97130 2.9 0.80 4
65+ 2,979 3,215 3,128 8.2 8.8 8.6 8.6 1.19137 10.2 0.80 13
Sub Total 4,139 4,496 4,449 11.3 12.3 12.2 12.1 13.6 17
Pediatric
0-19 422 185 120 1.2 0.5 0.3 0.5 0.95388 0.5 0.80 1
20+ 0 0 0 0.0 0.0 0.0 - 1.03192 0.0 0.80 0
Sub Total 422 185 120 1.2 0.5 0.3 0.5 0.5 1
Total 107,227 106,941 102,668 294 293 281 287.3 311.4 403 493 -90

! Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
Hospitals: Backus Hospital, Lawrence+Memorial Hospital.
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TableD.7. Acute Care Hospital 2020 Bed Need, Tolland County

Tolland
County
Pop Excess
FY 2013 FY 2014 FY 2015 FY FY FY chg. Beds (+) or
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Needed | Licensed| Deficit
County | Services days days days ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds ()
Tolland | Medical/Surgical
County 0-14 0 0 0 0.0 0.0 0.0 - | 0.93074 0.0 0.80 0
15-44 2,264 2,210 2,119 6.2 6.1 5.8 6.0 | 1.00969 6.0 0.80 8
45-64 6,421 6,225 5,947 17.6 171 16.3 16.8 0.98044 16.4 0.80 21
65+ 15,615 14,115 12,755 42.8 38.7 34.9 37.5 1.20444 45.2 0.80 56
Sub Total 24,300 22,550 20,821 66.6 61.8 57.0 60.2 67.6 85
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.93517 0.0 0.50 0
15-44 562 614 546 15 1.7 1.5 1.6 | 1.00881 1.6 0.50 3
45-64 0 6 3 0.0 0.0 0.0 0.0 0.99659 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19032 0.0 0.50 0
Sub Total 562 620 549 1.5 1.7 15 1.6 1.6 3
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.93074 0.0 0.80 0
15-44 1,346 1,897 1,415 3.7 5.2 3.9 4.3 1.00969 4.3 0.80 5
45-64 1,342 1,540 1,252 3.7 4.2 3.4 3.7 | 0.98044 3.7 0.80 5
65+ 257 284 396 0.7 0.8 11 0.9 1.20444 1.1 0.80 1
Sub Total 2,945 3,721 3,063 8.1 10.2 8.4 8.9 9.1 11
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.93074 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 1.00969 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 0.98044 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.20444 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 33 36 22 0.1 0.1 0.1 0.1 0.94612 0.1 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.04017 0.0 0.80 0
Sub Total 33 36 22 0.1 0.1 0.1 0.1 0.1 0
Total 27,840 26,927 24,455 76 74 67 70.8 78.4 99 194 -95

! Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
Hospitals: Johnson Memorial Hospital, Rockville General Hospital.
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TableD.8. Acute Care Hospital 2020 Bed Neé&tlindham County

Windham
County Excess
FY 2013 FY 2014 FY 2015 FY FY FY Popchg. Beds (-)or
patient  patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Needed | Licensed| Deficit
County Services days days days ADC | ADC | ADC ADC 2020 ADC Occupancy| 2020 Beds (+)
Windham | Medical/Surgical
County 0-14 0 0 0 0.0 0.0 0.0 - 0.95771 0.0 0.80 0
15-44 2,499 1,808 1,511 6.8 5.0 4.1 4.9 1.00029 4.9 0.80 6
45-64 7,168 5,906 6,107 19.6 16.2 16.7 17.0 1.01073 17.2 0.80 22
65+ 16,181 13,729 13,714| 443| 376| 376 38.7 1.22440 47.4 0.80 59
Sub Total| 25,848 21,443 21,332 70.8| 587| 584 60.6 69.5 87
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.95605 0.0 0.50 0
15-44 2,464 2,428 2,027 6.8 6.7 5.6 6.1 0.99720 6.1 0.50 12
45-64 0 0 2 0.0 0.0 0.0 0.0 1.01070 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19786 0.0 0.50 0
Sub Total 2,464 2,428 2,029 6.8 6.7 5.6 6.1 6.1 12
Psychiatric
0-14 6 0 0 0.0 0.0 0.0 0.0 0.95771 0.0 0.80 0
15-44 2,497 2,286 1,917 6.8 6.3 5.3 5.9 1.00029 5.9 0.80 7
45-64 1,206 1,430 1,293 3.3 3.9 35 3.6 1.01073 3.7 0.80 5
65+ 590 353 461 1.6 1.0 1.3 12 1.22440 15 0.80 2
Sub Total 4,299 4,069 3671| 118| 11.1| 101 10.7 11.0 14
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.95771 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 1.00029 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 1.01073 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.22440 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 157 31 21 0.4 0.1 0.1 0.1 0.96487 0.1 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.05121 0.0 0.80 0
Sub Total 157 31 21 0.4 0.1 0.1 0.1 0.1 0
Total 32,768 27,971 27,053 90 77 74 77.6 86.7 113 234 -121

! Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
Hospitals: Day Kimball Hospital, Windham Hospital.
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APPENDIE ACUTE CARE BED NEED BY HOSPITAL

TableE2. Acute Care Hospital 2020 Bed Need, Backus Hospital

New
London
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Needed | Licensed| or Deficit
Hospital Services days days days ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Backus | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
15-44 4,318 3,977 3,812 11.8 10.9 10.4 10.8 0.99490 10.8 0.80 13
45-64 13,569 14,085 12,869 37.2 38.6 35.3 36.7 0.97130 35.6 0.80 45
65+ 21,464 21,407 22,030 58.8 58.6 60.4 59.5 1.19137 70.9 0.80 89
Sub Total 39,351 39,469 38,711| 107.8| 108.1| 106.1 107.0 117.3 147
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.94942 0.0 0.50 0
15-44 2,017 2,067 2,173 55 5.7 6.0 5.8 0.98704 5.7 0.50 11
45-64 6 16 10 0.0 0.0 0.0 0.0 0.97794 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.17099 0.0 0.50 0
Sub Total 2,023 2,083 2,183 5.5 5.7 6.0 5.8 5.7 11
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
15-44 2,297 2,151 2,114 6.3 59 5.8 5.9 0.99490 59 0.80 7
45-64 2,000 2,297 2,232 55 6.3 6.1 6.1 0.97130 59 0.80 7
65+ 401 338 377 1.1 0.9 1.0 1.0 1.19137 1.2 0.80 2
Sub Total 4,698 4,786 4,723 12.9 131 12.9 130 13.0 16
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 0.99490 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.97130 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19137 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 173 56 56 0.5 0.2 0.2 0.2 0.95388 0.2 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03192 0.0 0.80 0
Sub Total 173 56 56 0.5 0.2 0.2 0.2 0.2 0
Total 46,245 46,394 45,673 127 127 125 126.1 136.2 175 213 -38

L Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.

County New London.



TableE3. Acue Care Hospital 2020 Bed Need, Bridgeport Hospital

! Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Fairfield.

Bridgeport | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 -| 0.94156 0.0 0.80 0
15- 44 9,435 9,189  9,682| 258| 252| 265 26.0| 1.01179 26.3 0.80 33
45-64 22,874 24,394 26,167| 62.7| 66.8| 717 68.6 | 1.00638 69.0 0.80 86
65+ 37,983 37,693 42,749| 104.1| 103.3| 117.1 110.3| 1.12096 123.7 0.80 155
Sub Total 70,292 71,276 78,598| 192.6| 1953 | 2153 204.9 [ 2189 [ 274
Maternity
0-14 4 0 4 0.0 0.0 0.0 0.0 | 0.94081 0.0 0.50 0
15-44 7,386 7,614  8240| 202| 209| 226 216| 1.00774 21.8 0.50 44
45-64 20 52 27 0.1 0.1 0.1 0.1| 1.01051 0.1 0.50 0
65+ 0 0 0 0.0 0.0 0.0 -| 1.09873 0.0 0.50 0
Sub Total 7410 7,666  8271| 203| 210| 227 217 [ 29 [ 44
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 -| 0.94156 0.0 0.80 0
15-44 3073 3,132 2972| 84 8.6 8.1 83| 1.01179 8.4 0.80 11
45-64 2,980 3,122  2747| 82 8.6 75 8.0 | 1.00638 8.0 0.80 10
65+ 4269 3919  4532| 117| 107| 124 11.7 | 1.12096 13.2 0.80 16
Sub Total 10,322 10,173 10,251 283| 27.9| 281 280 (I 206 [ 37
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -| 0.94156 00 0.80 0
15-44 441 416 284 1.2 1.1 0.8 1.0 | 1.01179 1.0 0.80 1
45-64 1,829 1,759 1271| 50 48 35 42| 100638 42 0.80 5
65+ 3172 2,919  3300| 87 8.0 9.0 86| 1.12096 9.7 0.80 12
Sub Total 5442 5094  4855| 149| 140| 133 wBes [ u“o | 19
Pediatric
0-19 306 176 149 0.8 0.5 0.4 05| 0.94908 0.5 0.80 1
20+ 0 0 0 0.0 0.0 0.0 -| 1.03582 0.0 0.80 0
Sub Total 306 176 149 0.8 0.5 0.4 0.5 0.5 1
Total 93,772 94,385 10212 | 257 | 259| 280 268.9 374 373 -1
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TableE4. AcuteCare Hospital 2020 Bed Need, Bristol Hospital

Hartford
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2011 | 2012 | 2013 | Weighted | 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Bristol Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 3,095 2,257 2,341 8.5 6.2 6.4 6.7 1.01227 6.8 0.80 8
45-64 7,284 6,945 6,568 | 20.0 19.0 18.0 18.7 0.98238 18.3 0.80 23
65+ 12,838 12,353 10,852 35.2 33.8 29.7 32.0 1.13688 36.4 0.80 45
Sub Total 23,217 21,555 19,761 63.6 59.1 54.1 57.4 61.5 77
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.96778 0.0 0.50 0
15-44 1,542 1,758 1,487 4.2 4.8 4.1 4.3 1.00881 4.4 0.50 9
45-64 3 1 3 0.0 0.0 0.0 0.0 0.98553 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 1,545 1,759 1,490 4.2 4.8 4.1 4.4 4.4 9
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 1,694 1,625 1,998 4.6 45 5.5 5.0 1.01227 5.1 0.80 6
45-64 1,314 1,371 1,884 3.6 3.8 5.2 4.4 0.98238 4.4 0.80 5
65+ 334 282 150 0.9 0.8 0.4 0.6 1.13688 0.7 0.80 1
Sub Total 3,342 3,278 4,032 9.2 9.0 11.0 10.0 10.1 13
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.13688 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 55 2 3 0.2 0.0 0.0 0.0 0.96673 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.8 0
Sub Total 55 2 3 0.2 0.0 0.0 0.0 0.0 0
Total 28,159 26,594 25,286 77 73 69 71.8 76.0 98 134 -36

! Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Hartford.




TableES5. Acute Care Hospital 2020 Bed Need, CCMC Hospital

Hartford
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
CCMC | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 1,005 1,441 1,453 2.8 3.9 4.0 3.8 1.01227 3.8 0.80 5
45-64 0 27 3 0.0 0.1 0.0 0.0 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.13688 0.0 0.80 0
Sub Total 1,005 1,468 1,456 2.8 4.0 4.0 3.8 3.8 5
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.96778 0.0 0.50 0
15-44 2 2 4 0.0 0.0 0.0 0.0 1.00881 0.0 0.50 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98553 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 2 2 4 0.0 0.0 0.0 0.0 0.0 0
Psychiatric
0-14 55 59 103 0.2 0.2 0.3 0.2 0.96707 0.2 0.80 0
15-44 101 159 90 0.3 0.4 0.2 0.3 1.01227 0.3 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.13688 0.0 0.80 0
Sub Total 156 218 193 0.4 0.6 0.5 0.5 0.5 1
Rehabilitation
0-14 84 67 45 0.2 0.2 0.1 0.2 0.96707 0.2 0.80 0
15-44 82 11 0.2 0.0 0.0 0.0 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.13688 0.0 0.80 0
Sub Total 166 78 45 0.5 0.2 0.1 0.2 0.2 0
Pediatric
0-19 23,583 23,362 21,297 64.6 64.0 58.3 61.3 0.96673 59.2 0.80 74
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.80 0
Sub Total 23,583 23,362 21,297 64.6 64.0 58.3 61.3 59.2 74
Total 24912 25,128 22,995 68 69 63 65.8 63.8 80 115 -35

! Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Hartford.
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TableE6. Acute Care Hospital 2020 Bed Need, Charlotte Hungerford Hospital

Litchfield
FY FY FY Caunty
2013 2014 2015 FY FY FY Popchg. Beds Excess-
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Servicesl days days days | ADC | ADC | ADC ADC 20202 ADC Occupancy] 2020 Beds3 (+)
Charlotte Medical/Surgical
Hungerford 0-14 0 0 0 0.0 0.0 0.0 - 0.88581 0.0 0.80 0
15-44 1,853 1,7 1,681 51 4.7 4.6 4.7 0.98490 4.7 0.80 6
45-64 6,140 5,802 5539| 16.8| 159| 152 15.7 0.96706 15.2 0.80 19
65+ 13,063 12,742 13,694| 358| 349| 375 36.4 1.20043 43.6 0.80 55
Sub Total 21,056 20,276 20,914 57.7 55.6 57.3 56.8 63.5 79
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.88634 0.0 0.50 0
15-44 1,151 1,163 1,189 3.2 3.2 3.3 3.2 0.97955 3.2 0.50 6
45-64 4 0.0 0.0 0.0 0.0 0.97230 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.18059 0.0 0.50 0
Sub Total 1,155 1,163 1,189 3.2 3.2 3.3 3.2 3.2 6
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.88581 0.0 0.80 0
15-44 1,584 1,204 1,211 4.3 3.3 3.3 3.5 0.98490 3.4 0.80 4
45-64 1,375 1,703 1,289 3.8 4.7 35 3.9 0.96706 3.8 0.80 5
65+ 171 219 289 0.5 0.6 0.8 0.7 1.20043 0.8 0.80 1
Sub Total 3,130 3,126 2,789 8.6 8.6 7.6 8.1 8.1 10
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.88581 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 0.98490 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 0.96706 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.20043 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 58 22 7 0.2 0.1 0.0 0.1 0.90723 0.1 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03251 0.0 0.80 0
Sub Total 58 22 7 0.2 0.1 0.0 0.1 0.1 0
Total 25,399 24587 24,899 70 67 68 68.2 74.7 96 109 -13

L Exclules Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Litchfield.
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TableE7. Acute Care Hospital 2020 Bed Need, Danbury Hospital

! Excludes Newborn service category.
2Source: CT State Data Cent€TSDC).
3 Excludes bassinets.
County Fairfield.

* New Milford Hospital in Litchfield County became a Danbury Hospital campus in FY 2015. This table contains the comliimetedtavo campuses.

Danbury* | Medical/Surgical
0-14 24 22 9 0.1 0.1 0.0 0.0| 0.94156 0.0 0.80 0
15- 44 6,214 6,137 6,603 170| 16.8| 181 17.5|  1.01179 17.7 0.80 22
45-64 20,982 20,131 20,059| 575| 552 550 55.4 | 1.00638 55.8 0.80 70
65+ 46,104 47,940 52,706| 126.3| 131.3| 144.4 137.0| 1.12096 153.6 0.80 192
Sub Total 73,324 74,230 79,377| 200.9| 203.4| 2175 210.0 271 (0 284
Maternity
0-14 2 0 0 0.0 0.0 0.0 0.0 0.94081 0.0 0.50 0
15-44 6,184 5959 6,063 169| 163| 16.6 16.6 | 1.00774 16.7 0.50 33
45-64 25 40 53 0.1 0.1 0.1 0.1| 1.01051 0.1 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - | 1.00873 0.0 0.50 0
Sub Total 6211 5999 6,116| 17.0| 164| 168 16.7 e8| 34
Psychiatric
0-14 7 10 0 0.0 0.0 0.0 0.0| 0.94156 0.0 0.80 0
15-44 2,715 2,724 2,885 7.4 7.5 7.9 7.7 101179 7.8 0.80 10
45-64 2,399 2,397 2,364 6.6 6.6 6.5 6.5| 1.00638 6.6 0.80 8
65+ 1,151 1,441 1,086 3.2 3.9 3.0 33| 1.12096 3.7 0.80 5
SubTotal 6,272 6572 6,335| 17.2| 180 174 17.5 181 || 23
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -| o0.94156 0.0 0.80 0
15-44 180 235 243 0.5 0.6 0.7 06| 1.01179 0.6 0.80 1
45-64 1,381 1,174 1,023 3.8 3.2 2.8 31| 1.00638 3.1 0.80 4
65+ 2,308 2,496 2,518 6.3 6.8 6.9 6.8| 1.12096 7.6 0.80 10
Sub Total 3,869 3,905 3784| 106| 10.7| 104 10.5 [ 14|00 14
Pediatric
0-19 568 388 540 1.6 1.1 1.5 14| 0.94908 1.3 0.80 2
20+ 0 0 0 0.0 0.0 0.0 -| 1.03582 0.0 0.80 0
Sub Total 568 388 540 1.6 1.1 15 1.4 1.3 2
Total 90,244 91,094 96,152| 247| 250| 263 256.1 356 430 74




TableE8. Acute Care Hspital 2020 Bed Need, Day Kimball Hospital

Windham
FY FY FY County Excess-(
2013 2014 2015 FY FY FY Popchg. Beds )or
patient patient patient | 2013 | 2014 | 2015 | Weighted 2015 to Projected Target Needed | Licensed| Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Day Kimball | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.95771 0.0 0.80 0
15-44 893 839 629 2.4 2.3 1.7 2.0 1.00029 2.0 0.80 3
45-64 3,084 2,698 2,623 8.4 7.4 7.2 7.5 1.01073 75 0.80 9
65+ 6,596 6,618 7,018 18.1 18.1 19.2 18.7 1.22440 22.9 0.80 29
Sub Total 10,573 10,155 10,270 29.0 27.8 28.1 28.2 32.4 41
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.95605 0.0 0.50 0
15-44 1,475 1,441 1,449 4.0 3.9 4.0 4.0 0.99720 4.0 0.50 8
45-64 2 0.0 0.0 0.0 0.0 1.01070 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19786 0.0 0.50 0
Sub Total 1,475 1,441 1,451 4.0 3.9 4.0 4.0 4.0 8
Psyclhatric
0-14 6 0.0 0.0 0.0 0.0 0.95771 0.0 0.80 0
15-44 2,493 2,255 1,917 6.8 6.2 5.3 5.8 1.00029 5.8 0.80 7
45-64 1,203 1,425 1,269 3.3 3.9 35 3.6 1.01073 3.6 0.80 5
65+ 453 330 445 1.2 0.9 1.2 11 1.22440 1.4 0.80 2
Sub Total 4,155 4,010 3,631| 11.4| 110 9.9 10.5 10.8 14
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.95771 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 1.00029 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 1.01073 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.22440 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 52 16 9 0.1 0.0 0.0 0.1 0.96487 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.05121 0.0 0.80 0
Sub Total 52 16 9 0.1 0.0 0.0 0.1 0.0 0
Total 16,255 15,622 15,361 45 43 42 42.7 47.3 62 104 -42

1 Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Windham.
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TableE9. Acute Care Hospital 2020 Bed Need, Greenwich Hospital

Greenwich | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - | 0.94156 0.0 0.80 0
15-44 2,863 2,736 2,317 7.8 75 6.3 70| 101179 7.1 0.80 9
45-64 7943 7,721  6,953| 21.8| 212| 190 202 |  1.00638 20.3 0.80 25
65+ 26,045 24,670 24,776| 71.4| 67.6| 67.9 68.4 | 1.12096 76.6 0.80 926
Sub Total 36,851 35127 34,046| 101.0| 96.2| 933 os.5 (I 104.0 [ 130
Maternity
0-14 0 0 0 0.0 0.0 0.0 - | 0.94081 0.0 0.50 0
15-44 7,376 8,179  8,802| 202| 224| 241 229| 100774 23.1 0.50 46
45-64 61 159 126 0.2 0.4 0.3 03| 101051 0.3 0.50 1
65+ 0 0 0 0.0 0.0 0.0 - | 1.09873 0.0 0.50 0
Sub Total 7437 8338 8928| 204| 228| 245 232 [ 234 000 47
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - | 0.94156 0.0 0.80 0
15-44 29 147 29 0.1 0.4 0.1 02| 101179 0.2 0.80 0
45-64 46 39 49 0.1 0.1 0.1 0.1| 1.00638 0.1 0.80 0
65+ 83 243 51 0.2 0.7 0.1 03| 112096 0.4 0.80 0
Sub Total 158 429 129 0.4 1.2 0.4 0.6 [ o7 1
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - | 0.94156 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 -] 1.01179 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - | 1.00638 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - | 1.12096 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 S ool 0
Pediatric
0-19 388 294 277 1.1 0.8 0.8 0.8| 0.94908 0.8 0.80 1
20+ 0 0 0 0.0 0.0 0.0 - | 1.03582 0.0 0.80 0
Sub Total 388 294 277 1.1 0.8 0.8 0.8 0.8 1
Total 44,834 44188 43,380| 123| 121| 119 120.3 179 174 +5

! ExcludetNewborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.

County Fairfield.
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TableE10. Acute Care Hospital 2020 Bed Need, Griffin Hospital

Griffin Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 -
15-44 2,578 2,433 2,434 7.1 6.7 6.7 6.7
45-64 6,548 6,908 6,909 17.9 18.9 18.9 18.8
65+ 14,994 13,949 14,032 41.1 38.2 38.4 38.8
Sub Total 24,120 23,290 23,375 66.1 63.8 64.0 64.3
Maternity
0-14 2 0.0 0.0 0.0 0.0
15-44 1,725 1,689 1,432 47 4.6 3.9 43
45-64 3 4 3 0.0 0.0 0.0 0.0
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 1,728 1,695 1,435 4.7 4.6 3.9 4.3
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 -
15-44 1,487 1,515 1,701 4.1 4.2 4.7 4.4
45-64 1,496 1,626 1,851 4.1 4.5 5.1 4.7
65+ 328 706 588 0.9 19 1.6 1.6
Sub Total 3,311 3,847 4,140 9.1 105 11.3 10.7
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 0 0 0 0.0 0.0 0.0 -
45-64 0 0 0 0.0 0.0 0.0 -
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 0 0 0 0.0 0.0 0.0 -
Pediatric
0-19 9 1 0.0 0.0 0.0 0.0
20+ 0 0 0 0.0 0.0 0.0 -
Sub Total 9 0 1 0.0 0.0 0.0 0.0
Total 29,168 28,832 28,951 80 79 79 79.3

! Excludes Newborn service category.

2 Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County New Haven.
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TableE11. Acute Care Hospile?2020 Bed Need, Hartford Hospital

Hartford
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015 to Projected Target Needed | Liensed | or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Hartford | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 22,043 20,364 20,891| 60.4 55.8 57.2 57.3 1.01227 58.0 0.80 72
45-64 59,243 59,519 58,528 | 162.3| 163.1| 160.4 161.6 0.98238 158.7 0.80 198
65+ 93,257 91,743 91,503| 255.5| 251.4| 250.7 251.7 1.13688 286.2 0.80 358
Sub Total 174,543 171,626 170,922| 478.2| 470.2| 468.3 470.6 502.9 629
Maternity
0-14 13 2 2 0.0 0.0 0.0 0.0 0.96778 0.0 0.50 0
15-44 12,545 12,584 12,519| 34.4 34.5 34.3 34.4 1.00881 34.7 0.50 69
45-64 26 61 43 0.1 0.2 0.1 0.1 0.98553 0.1 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 12,584 12,647 12,564| 345| 346| 344 34.5 34.8 70
Psychiatric
0-14 4,910 4,807 4,606 135 13.2 12.6 12.9 0.96707 125 0.80 16
15-44 18,421 18,120 18,020 50.5 49.6 49.4 49.6 1.01227 50.3 0.80 63
45-64 11,123 11,531 9,668 30.5 31.6 26.5 28.9 0.98238 28.3 0.80 35
65+ 4,565 5,475 5,207 12.5 15.0 14.3 14.2 1.13688 16.2 0.80 20
Sub Total 39,019 39,933 37,501| 106.9| 109.4| 102.7 105.7 107.3 134
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.96707 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.13688 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 253 146 82 0.7 0.4 0.2 0.4 0.96673 0.3 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.80 0
Sub Total 253 146 82 0.7 0.4 0.2 0.4 0.3 0
Total 226,399 224,352 221,069 620 615 606 611.1 645.3 833 819 +14

1 Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Hartford.
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TableE12. Acute Care Hospital 2020 Bed Need, Hospital of Central Comnect

Hartford
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
HOCC Medical/Surgical
0-14 13 6 0.0 0.0 0.0 0.0 0.96707 0.0 0.80 0
15-44 6,210 5015 4,664 | 17.0 13.7 12.8 13.8 1.01227 14.0 0.80 17
45-64 18,314 15,995 15,188| 50.2| 43.8 41.6 43.8 0.98238 43.0 0.80 54
65+ 33,899 30,260 30,369 92.9 82.9 83.2 84.7 1.13688 96.3 0.80 120
Sub Total 58,436 51,276 50,221 | 160.1| 140.5| 137.6 142.3 153.3 192
Maternity
0-14 8 1 0.0 0.0 0.0 0.0 0.96778 0.0 0.50 0
15-44 4,738 4,802 4,715 13.0 13.2 12.9 13.0 1.00881 13.1 0.50 26
45-64 7 27 13 0.0 0.1 0.0 0.0 0.98553 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 4,753 4,830  4,728| 13.0 13.2 13.0 13.1 13.2 26
Psyhiatric
0-14 1 0.0 0.0 0.0 0.0 0.96707 0.0 0.80 0
15-44 2,997 3,126 3,951 8.2 8.6 10.8 9.6 1.01227 9.8 0.80 12
45-64 2,929 2,971 2,912 8.0 8.1 8.0 8.0 0.98238 7.9 0.80 10
65+ 702 716 823 1.9 2.0 2.3 2.1 1.13688 2.4 0.80 3
Sub Total 6,628 6,814 7,686 18.2 18.7 211 19.8 20.0 25
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.13688 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 585 346 30 1.6 0.9 0.1 0.6 0.96673 0.6 0.80 1
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.80 0
Sub Total 585 346 30 1.6 0.9 0.1 0.6 0.6 1
Total 70,402 63,266 62,665 193 173 172 175.8 187.1 244 414 -170

1 Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Hartford.




TableE13. Acute Care Hospital 2020 Bed Need, John Dempsey Hospital

Hartford
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
John Medical/Surgical
Dempsey 0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 4,948 4,687 4,658| 13.6 12.8 12.8 12.9 1.01227 13.1 0.80 16
45-64 11,151 10,608 9,180 | 30.6 29.1 25.2 27.4 0.98238 26.9 0.80 34
65+ 14,713 14,651 15,215 40.3 40.1 41.7 40.9 1.13688 46.5 0.80 58
Sub Total 30,812 29,946 29,053 84.4 82.0 79.6 81.2 86.5 108
Maternity
0-14 2 2 0.0 0.0 0.0 0.0 0.96778 0.0 0.50 0
15-44 3,534 2,399 2,974 9.7 6.6 8.1 7.9 1.00881 7.9 0.50 16
45-64 25 24 11 0.1 0.1 0.0 0.0 0.98553 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 3,561 2,423 2,987 9.8 6.6 8.2 7.9 8.0 16
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 1,789 1,817 1,654 4.9 5.0 45 4.7 1.01227 4.8 0.80 6
45-64 2,090 2,043 2,117 5.7 5.6 5.8 5.7 0.98238 5.6 0.80 7
65+ 1,214 1,318 1,413 3.3 3.6 3.9 3.7 1.13688 4.2 0.80 5
Sub Total 5,093 5,178 5184 | 14.0 14.2 14.2 14.2 14.6 18
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.96707 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.13688 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 31 1 4 0.1 0.0 0.0 0.0 0.96673 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.80 0
Sub Total 31 1 4 0.1 0.0 0.0 0.0 0.0 0
Total 39,497 37,548 37,228 108 103 102 103.3 109.1 142 224 -82

1 Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Hartford.

12¢




TableE14. Acute Care Hospital 2020 Bed Need, Johnson Memorial Habpit

Tolland
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Needed | Licensed| or Defict
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Johnson | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.93074 0.0 0.80 0
15-44 1,101 1,135 1,285 3.0 3.1 35 3.3 1.00969 3.3 0.80 4
45-64 3,135 2,869 3,192 8.6 7.9 8.7 8.4 0.98044 8.3 0.80 10
65+ 7,791 7,391 6,736 21.3 20.2 185 19.5 1.20444 23.5 0.80 29
Sub Total 12,027 11,395 11,213 33.0 31.2 30.7 31.3 35.1 44
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.93517 0.0 0.50 0
15-44 560 613 540 15 17 15 1.6 1.00881 1.6 0.50 3
45-64 6 3 0.0 0.0 0.0 0.0 0.99659 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19032 0.0 0.50 0
Sub Total 560 619 543 1.5 1.7 1.5 1.6 1.6 3
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.93074 0.0 0.80 0
15-44 1,344 1,893 1,414 3.7 5.2 3.9 4.3 1.00969 4.3 0.80 5
45-64 1,335 1,531 1,252 3.7 4.2 3.4 3.7 0.98044 3.7 0.80 5
65+ 235 262 340 0.6 0.7 0.9 0.8 1.20444 1.0 0.80 1
Sub Total 2,914 3,686 3,006 8.0 10.1 8.2 8.8 8.9 11
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.93074 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 1.00969 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98044 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.20444 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 13 12 7 0.0 0.0 0.0 0.0 0.94612 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.04017 0.0 0.80 0
Sub Tota 13 12 7 0.0 0.0 0.0 0.0 0.0 0
Total 15,514 15,712 14,769 43 43 40 41.7 45.7 58 92 -34

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Tolland.




TableE15. Acute Care Hospital 2020 Bed Need, Lawrence+Memorial Hospital

New
London
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Excess
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Beds Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 2020 ADC Occupancy| Needed Beds (+)
Lawrence | Medical/Surgical
+ 0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
Memorial 15-44 4,903 5,033 4,780 13.4 13.8 13.1 13.4 0.99490 13.3 0.80 17
45-64 14,418 14,341 12,726 39.5 39.3 34.9 37.1 0.97130 36.0 0.80 45
65+ 27,870 26,359 24,980 76.4 72.2 68.4 71.0 1.19137 84.6 0.80 106
Sub Total 47,191 45,733 42,486| 129.3| 125.3| 116.4 121.5 134.0 167
Maternity
0-14 2 0.0 0.0 0.0 0.0 0.94942 0.0 0.50 0
15-44 4,268 4,499 4,445 11.7 12.3 12.2 12.1 0.98704 12.0 0.50 24
45-64 2 16 8 0.0 0.0 0.0 0.0 0.97794 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.17099 0.0 0.50 0
Sub Total 4270 4,515 4,455| 117 12.4 12.2 12.2 12.0 24
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.95225 0.0 0.80 0
15-44 2,535 2,485 2,762 6.9 6.8 7.6 7.2 0.99490 7.2 0.80 9
45-64 2,162 2,487 2,304 5.9 6.8 6.3 6.4 0.97130 6.2 0.80 8
65+ 436 702 475 1.2 1.9 1.3 15 1.19137 1.8 0.80 2
Sub Total 5,133 5,674 5541 | 141 155 15.2 15.1 15.2 19
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.95225 00 0.80 0
15-44 242 166 221 0.7 0.5 0.6 0.6 0.99490 0.6 0.80 1
45-64 918 1,115 1,100 25 3.1 3.0 2.9 0.97130 2.9 0.80 4
65+ 2,979 3,215 3,128 8.2 8.8 8.6 8.6 1.19137 10.2 0.80 13
Sub Total 4,139 4,496 4,449 | 113 12.3 12.2 12.1 13.6 17
Pediatric
0-19 249 129 64 0.7 0.4 0.2 0.3 0.95388 0.3 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03192 0.0 0.80 0
Sub Total 249 129 64 0.7 0.4 0.2 0.3 0.3 0
Total 60,982 60,547 56,995 167 166 156 161.2 175.1 228 280 -52

1 Excludes Newborn service category.

2 Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County New London.
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TableE16. Acute Care Hospital 2020 Bed Need, Manchester Ho$pita

Hartford
FY FY FY County Excess-(
2013 2014 2015 FY FY FY Popchg. Beds )or
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Needed | Licensed| Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds ()
Manchester | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 2,660 2,904 2,032 7.3 8.0 5.6 6.7 1.01227 6.7 0.80 8
45-64 8,710 8,019 6,301 | 239| 220]| 173 19.9 0.98238 19.6 0.80 24
65+ 18,175 15,523 13,556 49.8 42.5 37.1 41.0 1.13688 46.7 0.80 58
Sub Total 29,545 26,446 21,889 80.9 72.5 60.0 67.6 73.0 91
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.96778 0.0 0.50 0
15-44 3,411 3,480 3,776 9.3 9.5 10.3 9.9 1.00881 10.0 0.50 20
45-64 9 10 23 0.0 0.0 0.1 0.0 0.98553 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 3,420 3,490 3,799 9.4 9.6 10.4 10.0 10.0 20
Psychiatric
0-14 600 358 239 1.6 1.0 0.7 0.9 0.96707 0.9 0.80 1
15-44 5,031 5,357 5476 | 13.8| 14.7| 15.0 14.7 1.01227 14.9 0.80 19
45-64 3,753 4,152 3,817| 103| 11.4| 105 10.7 0.98238 10.5 0.80 13
65+ 641 864 1,206 1.8 2.4 3.3 2.7 1.13688 3.1 0.80 4
Sub Total 10,025 10,731 10,738 27.5 29.4 29.4 29.1 29.4 37
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.96707 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.13688 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 11 15 5 0.0 0.0 0.0 0.0 0.96673 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.80 0
Sub Total 11 15 5 0.0 0.0 0.0 0.0 0.0 0
Total 43,001 40,682 36,431 118 111 100 106.7 112.5 148 249 -101

L Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).

3 Excludes bassinets.
County Hartford.
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TableE17. Acute Care Hospital 2020 Bed Need, Middlesex Hospital

Middlesex
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighed | 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Middlesex | Medical/Surgical
0-14 2 4 1 0.0 0.0 0.0 0.0 0.90103 0.0 0.80 0
15-44 4,020 3,290 3,571 | 11.0 9.0 9.8 9.7 0.98633 9.6 0.80 12
45-64 13,999 13,130 12,278| 38.4| 36.0 33.6 35.2 0.97358 34.3 0.80 43
65+ 30,147 28,600 28,153 82.6 78.4 77.1 78.5 1.20478 94.5 0.80 118
Sub Total 48,168 45,024 44,003| 132.0| 1234 | 120.6 123.4 138.4 173
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.90155 0.0 0.50 0
15-44 2,866 2,943 2,948 7.9 8.1 8.1 8.0 0.98063 7.9 0.50 16
45-64 10 10 5 0.0 0.0 0.0 0.0 0.97791 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19360 0.0 0.50 0
Sub Total 2,876 2,953 2,953 7.9 8.1 8.1 8.1 7.9 16
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.90103 0.0 0.80 0
15-44 2,366 2,641 2,398 6.5 7.2 6.6 6.8 0.98633 6.7 0.80 8
45-64 3,018 2,592 2,788 8.3 7.1 7.6 7.6 0.97358 7.4 0.80 9
65+ 767 855 832 2.1 2.3 2.3 2.3 1.20478 2.7 0.80 3
Sub Total 6,151 6,088 6,018 16.9 16.7 16.5 16.6 16.8 21
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.90103 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 0.98633 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.97358 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.20478 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 4 1 0.0 0.0 0.0 0.0 0.92096 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03553 0.0 0.80 0
Sub Total 4 1 0 0.0 0.0 0.0 0.0 0.0 0
Total 57,199 54,066 52,974 157 148 145 1481 163.1 210 275 -65

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Middlesex.




TableE 18. Acute Care Hospital 2020 Bed Need, MidState Hospital

MidState | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 -
15-44 3,581 3,432 2,972 9.8 9.4 8.1 8.8
45-64 10,188 9,567 8,638 27.9 26.2 23.7 25.2
65+ 21327 19,792 19,624 58.4 54.2 53.8 54.7
Sub Total 35,096 32,791 31,234 96.2 89.8 85.6 88.8
Maternity
0-14 0 0 0 0.0 0.0 0.0 -
15-44 2,498 2,401 2,373 6.8 6.6 6.5 6.6
45-64 3 11 3 0.0 0.0 0.0 0.0
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 2,501 2,412 2,376 6.9 6.6 6.5 6.6
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 -
15-44 940 728 614 2.6 2.0 17 1.9
45-64 1,066 1,064 886 2.9 2.9 2.4 2.7
65+ 139 262 92 0.4 0.7 0.3 0.4
Sub Total 2,145 2,054 1,592 5.9 5.6 4.4 5.0
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 0 0 0 0.0 0.0 0.0 -
45-64 0 0 0 0.0 0.0 0.0 -
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 0 0 0 0.0 0.0 0.0 -
Pediatric
0-19 2 20 0.0 0.1 0.0 0.0
20+ 0 0 0 0.0 0.0 0.0 -
Sub Btal 2 20 0 0.0 0.1 0.0 0.0
Total 39,744 37,277 35,202 109 102 96 100.4

! Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County New Haven.
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TableE19. Acute Care Hospital 2020 Bed Need, Milford Hospital

Milford Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 -
15-44 824 990 731 2.3 2.7 2.0 2.3
45-64 3,133 2,967 3,142 8.6 8.1 8.6 8.4
65+ 8,834 7,943 7,829 24.2 21.8 21.4 22.0
Sub Total 12,791 11,900 11,702 35.0 32.6 32.1 32.7
Maternity
0-14 0 0 0 0.0 0.0 0.0 -
15-44 321 423 169 0.9 1.2 0.5 0.8
45-64 3 0.0 0.0 0.0 0.0
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 321 426 169 0.9 1.2 0.5 0.8
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 -
15-44 1 5 0.0 0.0 0.0 0.0
45-64 18 8 6 0.0 0.0 0.0 0.0
65+ 14 22 44 0.0 0.1 0.1 0.1
Sub Total 33 35 50 0.1 0.1 0.1 0.1
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 0 0 0 0.0 0.0 0.0 -
45-64 0 0 0 0.0 0.0 0.0 -
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 0 0 0 0.0 0.0 0.0 -
Pediatric
0-19 0 0 0 0.0 0.0 0.0 -
20+ 0 0 0 0.0 0.0 0.0 -
Sub Total 0 0 0 0.0 0.0 0.0 -
Total 13,145 12,361 11,921 36 34 33 33.6

! Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County New Haven.
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Teble E20. Acute Care Hospital 2020 Bed Need, Norwalk Hospital

Norwalk | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 -
15-44 4,156 4,435 3,914 11.4 12.2 10.7 11.3
45-64 12,455 12,657 11,945 34.1 34.7 32.7 33.6
65+ 27,203 27,627 28,475 74.5 75.7 78.0 76.7
Sub Total 43,814 44,719 44,334| 120.0| 1225| 1215 121.6
Maternity
0-14 7 0 9 0.0 0.0 0.0 0.0
15-44 4,445 4,043 4,103 12.2 11.1 11.2 11.3
45-64 14 47 16 0.0 0.1 0.0 0.1
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 4,466 4,090 4,128 12.2 11.2 11.3 11.4
Psychiatric
0-14 9 7 15 0.0 0.0 0.0 0.0
15-44 1,292 899 966 35 25 2.6 2.7
45-64 1,248 1,195 1,278 3.4 3.3 35 3.4
65+ 538 577 707 15 1.6 19 17
Sub Total 3,087 2,678 2,966 8.5 7.3 8.1 7.9
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 159 20 14 0.4 0.1 0.0 0.1
45-64 294 352 324 0.8 1.0 0.9 0.9
65+ 1,624 1,485 1,043 4.4 4.1 2.9 35
Sub Total 2,077 1,857 1,381 5.7 5.1 3.8 4.5
Pediatric
0-19 1,223 1,132 935 3.4 3.1 2.6 2.9
20+ 0 0 0 0.0 0.0 0.0 -
Sub Total 1,223 1,132 935 3.4 3.1 2.6 2.9
Total 54,667 54,476 53,744 150 149 147 148.3

! Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Fairfield.
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TableE21. Acute Care Hospital 2020 Bed Need, Rockville Gendospital

Tolland
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Rockville | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.93074 0.0 0.80 0
15-44 1,163 1,075 834 3.2 2.9 2.3 2.7 1.00969 2.7 0.80 3
45-64 3,286 3,356 2,755 9.0 9.2 7.5 8.3 0.98044 8.2 0.80 10
65+ 7,824 6,724 6,019 21.4 18.4 16.5 18.0 1.20444 21.6 0.80 27
Sub Total 12,273 11,155 9,608 33.6 30.6 26.3 29.0 325 41
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.93517 0.0 0.50 0
15-44 2 1 6 0.0 0.0 0.0 0.0 1.00881 0.0 0.50 0
45-64 0 0 0 0.0 0.0 0.0 - 0.99659 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19032 0.0 0.50 0
Sub Total 2 1 6 0.0 0.0 0.0 0.0 0.0 0
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.93074 0.0 0.80 0
15-44 2 4 1 0.0 0.0 0.0 0.0 1.00969 0.0 0.80 0
45-64 7 9 0.0 0.0 0.0 0.0 0.98044 0.0 0.80 0
65+ 22 22 56 0.1 0.1 0.2 0.1 1.20444 0.1 0.80 0
Sub Total 31 35 57 0.1 0.1 0.2 0.1 0.1 0
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.93074 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 1.00969 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98044 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.20444 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 20 24 15 0.1 0.1 0.0 0.1 0.94612 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.04017 0.0 0.80 0
Sub Total 20 24 15 0.1 0.1 0.0 0.1 0.0 0
Total 12,326 11,215 9,686 34 31 27 29.1 32.7 41 102 -61

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).

3 Excludes bassinets.
County Tolland.
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TableE22. Acute Care Hospital 2020 Bed NEeSt. Francis Hospital

Hartford
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015to | Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 2020 ADC Occupancy| 2020 Beds (+)
St. Francis | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 13,052 10,935 11,631| 358| 30.0| 319 31.9 1.01227 32.3 0.80 40
45-64 39,703 36,808 36,682 | 108.8| 1008 | 100.5 102.0 0.98238 100.2 0.80 125
65+ 71543 68,291 70,631| 196.0| 187.1| 1935 191.8 1.13688 218.0 0.80 273
Sub Total 124,298 116,034 118,944| 340.5| 317.9| 3259 325.7 350.5 438
Maternity
0-14 9 0.0 0.0 0.0 0.0 0.96778 0.0 0.50 0
15-44 9,750 9,983 9,156 26.7 27.4 25.1 26.1 1.00881 26.3 0.50 53
45-64 19 29 32 0.1 0.1 0.1 0.1 0.98553 0.1 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.11856 0.0 0.50 0
Sub Total 9,778 10,012 9,188 | 26.8| 27.4| 252 26.2 26.4 53
Psychiatric
0-14 2,957 1,961 2,066 8.1 5.4 5.7 6.0 0.96707 5.8 0.80 7
15-44 6,144 6,460 6,473 | 16.8 17.7 17.7 17.6 1.01227 17.8 0.80 22
45-64 4,178 4,319 3950 11.4| 11.8 10.8 11.3 0.98238 11.1 0.80 14
65+ 507 765 687 1.4 2.1 1.9 1.9 1.13688 2.1 0.80 3
Sub Total 13,786 13,505 13,176 37.8 37.0 36.1 36.7 36.8 46
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.96707 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 1.01227 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.98238 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.13688 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 284 167 205 0.8 0.5 0.6 0.6 0.96673 0.5 0.80 1
20+ 0 0 0 0.0 0.0 0.0 - 1.03196 0.0 0.80 0
Sub Total 284 167 205 0.8 0.5 0.6 0.6 0.5 1
Total 148,146 139,718 141,513 406 383 388 389.1 414.2 538 617 -79

1 Excluds Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.

County Hartford.



TableE23. Acute Care Hospital 2020 Bed Need, Saint Mary's Hospital

Saint Medical/Surgical
Mary's 0-14 0 0 0 0.0 0.0 0.0 -
15-44 5,933 4,644 4,752 16.3 12.7 13.0 13.5
45-64 12,510 12,483 12,254 34.3 34.2 33.6 33.9
65+ 24,218 23,432 23,452 664 64.2 64.3 64.6
Sub Total 42,661 40,559 40,458 | 116.9| 111.1| 110.8 111.9
Maternity
0-14 3 3 0.0 0.0 0.0 0.0
15-44 2,730 3,042 2,942 7.5 8.3 8.1 8.1
45-64 4 4 11 0.0 0.0 0.0 0.0
65+ 0 0 0 0.0 0.0 0.0
Sub Total 2,737 3,046 2,956 7.5 8.3 8.1 8.1
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 -
15-44 1,635 2,380 2,008 4.5 6.5 55 5.7
45-64 1,470 1,587 1,670 4.0 4.3 4.6 4.4
65+ 241 86 64 0.7 0.2 0.2 0.3
Sub Total 3,346 4,053 3,742 9.2 111 10.3 10.4
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 0 0 0 0.0 0.0 0.0 -
45-64 0 0 0 0.0 0.0 0.0 -
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 0 0 0 0.0 0.0 0.0 -
Pediatric
0-19 1 3 10 0.0 0.0 0.0 0.0
20+ 0 0 0 0.0 0.0 0.0 -
Sub Total 1 3 10 0.0 0.0 0.0 0.0
Total 48,745 47,661 47,166 134 131 129 130.4

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County New Haven.
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TableE24. Acute Care Hospital 2020 Bed Need, Saint Vincent's Hospital

Saint Vincent's | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 -
15-44 8,045 8,240 9,290 22.0| 226| 255 23.9
45-64 24,291 23,750 24,071 66.6 65.1 65.9 65.8
65+ 50,454 47,045 43,592 | 138.2| 128.9| 1194 125.7
Sub Total 82,790 79,035 76,953 | 226.8| 216.5| 210.8 215.4
Maternity
0-14 0 3 0 0.0 0.0 0.0 0.0
15-44 3,001 2,809 2,906 8.2 7.7 8.0 7.9
45-64 15 18 4 0.0 0.0 0.0 0.0
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 3,016 2,830 2,910 8.3 7.8 8.0 7.9
Psychiatric
0-14 2,214 1,493 1,448 6.1 4.1 4.0 4.4
15-44 15,479 12,946 13,346| 42.4| 355| 36.6 37.2
45-64 9,657 9,233 8,480 | 26.5| 253| 232 24.5
65+ 1,955 1,471 1,631 5.4 4.0 45 4.5
Sub Total 29,305 25,143 24,905| 80.3| 68.9| 682 70.5
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 147 146 141 0.4 0.4 0.4 0.4
45-64 1,015 860 843 2.8 2.4 2.3 2.4
65+ 1,697 1,950 2,080 4.6 5.3 5.7 5.4
Sub Total 2,859 2,956 3,064 7.8 8.1 8.4 8.2
Pediatric
0-19 13 10 29 0.0 0.0 0.1 0.1
20+ 0 0 0 0.0 0.0 0.0 -
Sub Total 13 10 29 0.0 0.0 0.1 0.1
Total 117,983 109,974 107,861 323 301 296 302.1

! Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).

3 Excludes bassinets.
County Fairfield.
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TableE25. Acute Care Hospital 2020 BéNeed, Sharon Hospital

Litchfield
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighted | 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Servicesl days days days | ADC | ADC | ADC ADC 20202 ADC Occupancy| 2020 Beds3 (+)
Sharon Medical/Surgical
0-14 9 2 0.0 0.0 0.0 0.0 0.88581 0.0 0.80 0
15-44 858 538 359 2.4 1.5 1.0 1.4 0.98490 1.4 0.80 2
45-64 2,048 1,706 1,550 5.6 4.7 4.2 4.6 0.96706 45 0.80 6
65+ 6,569 6,232 5,714 18.0 171 15.7 16.5 1.20043 19.8 0.80 25
Sub Total 6,569 6,232 5,714 18.0 17.1 15.7 16.5 25.7 32
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.88634 0.0 0.50 0
15-44 665 701 680 1.8 1.9 1.9 1.9 0.97955 1.8 0.50 4
45-64 4 0 0 0.0 0.0 0.0 0.0 0.97230 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.18059 0.0 0.50 0
Sub Total 669 701 680 1.8 1.9 1.9 1.9 1.8 4
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.88581 0.0 0.80 0
15-44 19 3 0.1 0.0 0.0 0.0 0.98490 0.0 0.80 0
45-64 215 286 422 0.6 0.8 1.2 0.9 0.96706 0.9 0.80 1
65+ 1,322 1,638 1,695 3.6 4.5 4.6 4.4 1.20043 5.3 0.80 7
Sub Total 1,556 1,927 2,117 4.3 53 5.8 5.4 6.2 8
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - 0.88581 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 - 0.98490 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 - 0.96706 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 - 1.20043 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 - 0.0 0
Pediatric
0-19 34 7 12 0.1 0.0 0.0 0.0 0.90723 0.0 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.03251 0.0 0.80 0
Sub Total 34 7 12 0.1 0.0 0.0 0.0 0.0 0
Total 8,828 8,867 8,523 24 24 23 23.8 33.8 44 78 -34

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Litchfield.
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TableE26. Acute Care Hospital 2020 Bed Need, Stamford Hospital

! Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County Fairfield.

Stamford | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - | 094156 0.0 0.80 0
15- 44 6,041 5778 4797| 16.6| 158| 13.1 146 | 1.01179 14.8 0.80 18
45-64 12,701 11,713 11,307| 34.8| 321| 310 32.0| 1.00638 322 0.80 40
65+ 26,535 27,420 27,553| 727| 751| 755 749 | 1.12096 84.0 0.80 105
Sub Total 45277 44911 43657 124.0| 123.0| 1196 121.5 1309 [ 164
Maternity
0-14 0 0 0 0.0 0.0 0.0 - | 094081 0.0 0.50 0
15-44 8111 8046  7,962| 222| 220| 218 220| 1.00774 221 0.50 44
45-64 68 47 69 0.2 0.1 0.2 02| 1.01051 0.2 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - | 1.09873 0.0 0.50 0
Sub Total 8179 8093 8031| =224| 222| 220 221 23T 45
Psychiatric
0-14 3 3 0.0 0.0 0.0 0.0| 0.94156 0.0 0.80 0
15-44 2,288 2,105 2,202 6.3 5.8 6.0 6.0 | 1.01179 6.1 0.80 8
45-64 1,713 1,816 1,836 47 5.0 5.0 50| 1.00638 5.0 0.80 6
65+ 598 774 781 1.6 2.1 2.1 2.0| 1.12096 2.3 0.80 3
Sub Total 4,602 4,698 4819 126| 129| 132 13.0 B3| 17
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 - | 094156 0.0 0.80 0
15-44 109 155 178 0.3 0.4 0.5 04| 1.01179 0.4 0.80 1
45-64 659 459 759 1.8 1.3 2.1 1.8| 1.00638 1.8 0.80 2
65+ 3162 3,600 4,180 8.7 99| 115 105| 1.12096 11.7 0.80 15
Sub Total 3930 4214 5117| 10.8| 11.5| 14.0 7| B 17
Pediatric
0-19 1,078 1,067 835 3.0 2.9 2.3 26| 0.94908 25 0.80 3
20+ 0 0 0 0.0 0.0 0.0 - | 1.03582 0.0 0.80 0
Sub Total 1,078 1,067 835 3.0 2.9 2.3 2.6 25 3
Total 63,066 62,983 62459| 173| 173| 171 171.9 245 305 -60
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TableE27. Acute Care Hospital 2020 Bed Need, Waterbury Hospital

Waterbury | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 -
15-44 3,702 4,230 3,821 10.1 11.6 10.5 10.8
45-64 11,680 13,582 11,884 32.0 37.2 32.6 34.0
65+ 23,553 24,383 23,555 64.5 66.8 64.5 65.3
Sub Total 38,935 42,195 39,260 106.7| 115.6| 107.6 110.1
Maternity
0-14 2 0.0 0.0 0.0 0.0
15-44 3,377 3,096 3,114 9.3 8.5 8.5 8.6
45-64 9 4 22 0.0 0.0 0.1 0.0
65+ 0 0 0 0.0 0.0 0.0
Sub Total 3,388 3,100 3,136 9.3 8.5 8.6 8.7
Psychiatric
0-14 354 282 407 1.0 0.8 11 1.0
15-44 5,170 4,964 4,354 14.2 13.6 11.9 12.9
45-64 2,623 2,948 3,880 7.2 8.1 10.6 9.2
65+ 1,271 1,021 479 35 2.8 13 2.2
Sub Total 9,418 9,215 9,120 25.8 25.2 25.0 25.2
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 0 0 0 0.0 0.0 0.0 -
45-64 0 0 0 0.0 0.0 0.0 -
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 0 0 0 0.0 0.0 0.0 -
Pediatric
0-19 84 52 48 0.2 0.1 0.1 0.2
20+ 0 0 0 0.0 0.0 0.0 -
Sub Total 84 52 48 0.2 0.1 0.1 0.2
Total 51,825 54,562 51,564 142 149 141 144.1

1 Excludes Newborn service category.
2Source: CT State Data Center (CTSDC).
3 Exclides bassinets.
County New Haven.
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TableE28. Acute Care Hospital 2020 Bed Need, Windham Hospital

Windham
FY FY FY County
2013 2014 2015 FY FY FY Popchg. Beds Excess-|
patient patient patient | 2013 | 2014 | 2015 | Weighted 2015 to Projected Target Needed | Licensed| or Deficit
Hospital Services days days days | ADC | ADC | ADC ADC 202 ADC Occupancy| 2020 Beds (+)
Windham | Medical/Surgical
0-14 0 0 0 0.0 0.0 0.0 - 0.95771 0.0 0.80 0
15-44 1,606 969 882 4.4 2.7 2.4 2.8 1.00029 2.8 0.80 4
45-64 4,084 3,208 3,484 | 11.2 8.8 9.5 9.6 1.01073 9.7 0.80 12
65+ 9,585 7,111 6,696 26.3 195 18.3 20.0 1.22440 24.5 0.80 31
Sub Total 15,275 11,288 11,062 41.8 30.9 30.3 32.4 37.0 46
Maternity
0-14 0 0 0 0.0 0.0 0.0 - 0.95605 0.0 0.50 0
15-44 989 987 578 2.7 2.7 1.6 2.1 0.99720 2.1 0.50 4
45-64 0 0 0 0.0 0.0 0.0 1.01070 0.0 0.50 0
65+ 0 0 0 0.0 0.0 0.0 - 1.19786 0.0 0.50 0
Sub Total 989 987 578 2.7 2.7 1.6 2.1 2.1 4
Psychiatric
0-14 0 0 0 0.0 0.0 0.0 - 0.95771 0.0 0.80 0
15-44 4 31 0.0 0.1 0.0 0.0 1.00029 0.0 0.80 0
45-64 3 5 24 0.0 0.0 0.1 0.0 1.01073 0.0 0.80 0
65+ 137 23 16 0.4 0.1 0.0 0.1 1.22440 0.1 0.80 0
Sub Total 144 59 40 0.4 0.2 0.1 0.2 0.2 0
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 0.95771 0.0 0.80 0
15-44 0 0 0 0.0 0.0 0.0 1.00029 0.0 0.80 0
45-64 0 0 0 0.0 0.0 0.0 1.01073 0.0 0.80 0
65+ 0 0 0 0.0 0.0 0.0 1.22440 0.0 0.80 0
Sub Total 0 0 0 0.0 0.0 0.0 0.0 0
Pediatric
0-19 105 15 12 0.3 0.0 0.0 0.1 0.96487 0.1 0.80 0
20+ 0 0 0 0.0 0.0 0.0 - 1.05121 0.0 0.80 0
Sub Total 105 15 12 0.3 0.0 0.0 0.1 0.1 0
Total 16,513 12,349 11,692 45 34 32 34.8 39.5 51 130 -79

1 Excludes Newborn service category.

2Source: CT StatData Center (CTSDC).
3 Excludes bassinets.
County Windham.
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TableE29. Acute Care Hospital 2020 Bed Need, Yidlwv Haven Hospital

Yale Medical/Surgical
New 0-14 0 0 0 0.0 0.0 0.0 -
Haven 15-44 48,190 45,881 45,538 | 132.0| 125.7| 124.8 126.3
45-64 104,948 100,212 105,065| 287.5| 274.6| 287.8 283.4
65+ 143,263 141,536 143,106| 3925| 387.8| 392.1 3907
Sub Total 296,401 287,629 293,709| 812.1| 788.0| 804.7 800.4
Maternity
0-14 5 5 9 0.0 0.0 0.0 0.0
15-44 20,645 19,633 19,690 56.6 53.8 53.9 54.3
45-64 132 140 140 0.4 0.4 0.4 0.4
65+ 0 0 0 0.0 0.0 0.0 -
Sub Total 20,782 19,778 19,839 56.9 54.2 54.4 54.7
Psychiatric
0-14 8,562 6,813 5,558 235 18.7 15.2 17.7
15-44 21,895 23,067 24,361 60.0 63.2 66.7 64.4
45-64 12,787 13,021 12,157 35.0 35.7 33.3 34.4
65+ 4,653 6,061 6,044 12.7 166 16.6 15.9
Sub Total 47,897 48,962 48,120| 131.2| 134.1| 1318 132.5
Rehabilitation
0-14 0 0 0 0.0 0.0 0.0 -
15-44 96 56 229 0.3 0.2 0.6 0.4
45-64 468 989 965 13 2.7 2.6 2.4
65+ 2,072 1,840 1,784 5.7 5.0 4.9 51
Sub Total 2,636 2,885 2,978 7.2 7.9 8.2 7.9
Pediatric
0-19 21,285 18,367 18,424 58.3 50.3 50.5 51.7
20+ 0 0 0 0.0 0.0 0.0 -
Sub Total 21,285 18,367 18,424 58.3 50.3 50.5 51.7
Total 389,001 377,621 383,070| 1,066| 1,035| 1,050 1,047.2

1 Excludes Newborn service category.

2Source: CT State Data Center (CTSDC).
3 Excludes bassinets.
County New Haven.
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APPENDIK UNMET NEED AND HOSPITAL COMMUNITY HEALTH NEED ASSESSMENT BY¥ TOWN, 2011
2016

Scores in red are highe¢han the
state overall

Hospital Yellow=
Community Ina Covered by
Socie Unmet One or Health Hospital CHNA but not
2009 economic Health Need more HPSA  Need Primary PSA

Town of UConn Status Outcomes Composite /MUA Assessment Service Blue= Hospital
Residence County Fivet Index? Index Indext designatiort  (CHNAY Area (PSA) PSA
Connecticut  CT 10.0 5.0 15.0 Legend
Andover Tolland S 4.9 2.7 7.6 9 Yellow
Ansonia New Haven uc 12.6 4.6 17.2 Yes 5 Yes Blue
Ashford Windham R 7.0 3.0 10.0 39 Yellow
Avon Hartford W 4.6 2.9 7.5 6,19 Yes Blue
Barkhamsted  Litchfield R 3.6 2.8 6.5 6,16,15,19 Yellow
Beacon Falls  New Haven S 5.4 31 8.5 5,14,20 Yellow
Berlin Hartford upP 6.7 3.6 10.2 6,11,19 Yes Blue
Bethany New Haven W 5.2 2.4 7.6 22,12 Yellow
Bethel Fairfield upP 7.1 3.3 10.5 4 Yes Blue
Bethlehem Litchfield R 54 2.7 8.1 16,14,15,20 Yellow
Bloomfield Hartford upP 10.1 7.6 17.7 6,13,19 Yes Blue
Bolton Tolland S 5.4 2.7 8.2 9 Yellow
Bozrah New London R 55 3.7 9.1 18 Yellow
Branford New Haven upP 7.5 4.0 115 12, 22 Yes Blue
Bridgeport Fairfield ucC 21.4 6.5 27.9 Yes 4 Yes Blue
Bridgewater Litchfield R 4.9 3.0 7.9 15 Yellow
Bristol Hartford up 9.2 5.8 15.0 Yes 1,6,19 Yes Blue
Brookfield Fairfield W 4.6 2.6 7.2 4 Yellow
Brooklyn Windham R 7.6 3.4 11.0 3,18 Yes Blue
Burlington Hartford W 4.5 2.3 6.9 6,19 Yellow
Canaan Litchfield R 7.3 3.4 10.6 15 Yellow
Canterbury Windham R 6.8 35 10.3 3,18 Yes Blue
Canton Hartford S 51 2.7 7.8 6,19 Yes Blue
Chaplin Windham R 6.9 3.4 10.3 3 Yellow
Cheshire New Haven W 5.5 2.9 8.4 14,20 Yes Blue
Chester Middlesex R 6.3 4.4 10.7 10,11 Yes Blue
Clinton Middlesex upP 7.8 3.7 114 10 Yes Blue
Colchester New London S 5.4 35 8.8 10,18 Yes Blue
Cdebrook Litchfield R 4.6 23 6.9 16,15 Yellow
Columbia Tolland R 6.5 31 9.7 9 Yes Blue
Cornwall Litchfield R 8.0 2.8 10.8 16,15 Yellow
Coventry Tolland R 4.5 2.7 7.3 9 Yes Blue
Cromwell Middlesex UP 6.4 4.1 10.5 6,10 Yes Blue
Danbury Faiffield UP 14.9 4.0 18.9 Yes 4 Yes Blue
Darien Fairfield w 4.0 2.3 6.2 4 Yellow
Deep River Middlesex R 6.7 3.5 10.1 10 Yellow
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Scores in red are higher than the

state overall

Hospital Ina Yellow=
Community  Hospital Covered by
Socie Unmet One or Health Primary CHNA but not
2009 economic  Health more HPSA  Need Service PSA
Town of UConn Status Outcomes Composite /MUA Assessment Area Blue= Hospital
Residence County Fivet Index? Indexé designatiort  (CHNAY (PSA) PSA
Connecticut Cr 6.7 5.0 11.7 Legend
Derby New Haven uc 12.6 4.6 17.2 5 Yes Blue
Durham Middlesex w 3.7 2.8 6.5 10,11 Yes Blue
East Granby Hartford S 5.0 2.7 7.8 19 Blue
East Haddam Middlesex R 5.2 2.8 8.0 10 Yes Blue
East Hampton  Middlesex S 5.2 3.5 8.7 10 Yes Blue
East Hartford Hartford uc 14.9 4.8 19.7 Yes 6,9,13,19 Yes Blue
East Haven New Haven UpP 9.0 6.1 151 12,22 Yes Blue
East Lyme New London S 6.5 3.6 10.1 8 Yes Blue
East Windsor Hartford R 6.9 3.8 10.8 7,9,19 Yellow
Eastford Windham R 5.7 2.2 7.9 3 Yellow
Easton Fairfield W 5.1 2.7 7.8 4 Yellow
Ellington Tolland S 4.2 2.5 6.6 6,7,9 Yes Blue
Enfield Hartford upP 8.4 3.3 11.6 Yes 6,7,13 Yes Blue
Essex Middlesex S 6.1 3.9 10.0 10 Yes Blue
Fairfield Fairfield w 58 34 9.2 4 Yes Blue
Farmington Hartford S 5.9 3.7 9.7 6,19 Yes Blue
Franklin New London R 5.7 3.2 8.9 18 Yellow
Glastonbury Hartford W 5.5 3.0 8.5 6,9,10,19 Yes Blue
Goshen Litchfield R 6.0 2.8 8.8 16,15 Yellow
Granby Hartford S 4.1 2.6 6.7 6,19 Yellow
Greenwich Fairfield w 7.1 2.9 9.9 4 Yes Blue
Griswold New London R 8.3 3.6 12.0 18 Yes Blue
Groton New London UpP 8.1 5.8 13.9 Yes 8,11,18 Yes Blue
Guilford New Haven S 5.2 3.1 8.4 10,12,15,22 Yes Blue
Haddam Middlesex 4.1 29 7.0 10 Yes Blue
Hamden New Haven UP 8.0 4.6 12.6 12,22 Yes Blue
Hampton Windham R 6.1 3.1 9.1 3 Yellow
Hartford Hartford uc 25.2 7.6 32.8 Yes 2,6,17,13,11 Yes Blue
Hartland Hartford R 55 23 7.7 19 Yellow
Harwinton Litchfield S 6.8 2.8 9.6 16,15,19 Yellow
Hebron Tolland S 3.9 2.6 6.5 9,10 Yellow
Kent Litchfield R 6.4 3.6 10.0 15 Yes Blue
Killingly Windham R 8.6 4.1 12.7 Yes 3 Yes Blue
Killingworth Middlesex S 4.6 2.8 7.4 10 Yellow
Lebanon New London R 5.7 33 9.1 18 Yes Blue
Ledyard New London R 6.1 3.7 9.8 8,18 Yes Blue
Lisbon New London R 5.5 35 9.0 18 Yes Blue
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Scores in red are higher than the

state overall

Ina Yellow=
One or Hospital Hospital ~ Covered by
2009  Socio Unmet more HPSA Community  Primary CHNA but not
UCon economic Health /MUA Health Need Service PSA
Town of n Status Outcomes Composite designatio  Assessment Area Blue= Hospital
Residence County Fivet Index? Index n° (CHNAY (PSA) PSA
Connecticut CT 4.5 5.0 9.5 Legend
Litchfield Litchfield S 6.0 3.6 9.6 16,15,19 Yes Blue
Lyme New London R 6.5 3.1 9.7 8,10 Yes Blue
Madison New Haven W 4.5 3.1 7.6 10,12,22 Yes Blue
Manchester Hartford UP 10.0 4.8 14.8 Yes 6,9,13,19 Yes Blue
Mansfield Tolland R 6.3 1.9 8.1 Yes 9 Yes Blue
Marlborough Hartford S 4.1 3.2 7.3 6,10 Yellow
Meriden New Haven uc 121 6.0 18.1 Yes 6,11 Yes Blue
Middlebury New Haven W 6.3 2.9 9.2 14,20 Yellow
Middlefield Middlesex S 4.2 3.1 7.3 10,11 Yellow
Middletown Middlesex up 8.8 5.6 14.4 Yes 6,17,10,11 Yes Blue
Milford New Haven upP 6.6 4.2 10.7 12,22 Yes Blue
Monroe Fairfield S 4.7 2.7 7.4 4 Yellow
Montville New London R 8.5 4.0 12.4 8,18 Yes Blue
Morris Litchfield R 4.8 2.7 7.6 16,14,15,20 Yellow
Naugatuck New Haven uP 9.5 4.9 14.5 14,20 Yes Blue
New Britain Hartford uc 171 7.7 24.8 Yes 6,19 Yes Blue
New Canaan Fairfield w 4.6 2.2 6.9 4 Yellow
New Fairfield Fairfield S 5.7 2.5 8.2 4 Yellow
New Hartford Litchfield R 4.8 2.6 7.4 16,15,19 Yellow
New Haven New Haven uc 191 6.8 25.9 Yes 11,12,17,22 Yes Blue
New London New London uc 175 5.9 23.4 Yes 18,21,8 Yes Blue
New Milford Litchfield S 7.1 5.4 12.4 15 Yes Blue
Newington Hartford UP 7.6 2.8 10.4 6,19 Yes Blue
Newtown Fairfield w 5.1 2.7 7.7 4 Yes Blue
Norfolk Litchfield R 7.7 2.8 10.5 16,15 Yellow
North Branford New Haven S 5.0 35 8.5 12,22 Yes Blue
North Canaan Litchfield R 6.9 4.2 111 15 Yes Blue
North Haven New Haven upP 6.3 3.6 9.9 12,22 Yes Blue
North Stonington New London R 7.4 2.7 10.1 8 Yellow
Norwalk Fairfield upP 11.7 4.5 16.2 Yes 4 Yes Blue
Norwich New London uc 13.7 7.4 211 Yes 18 Yes Blue
Old Lyme New London S 5.1 3.8 8.9 8,10 Yes Blue
Old Saybrook Middlesex S 7.5 4.9 12.4 10 Yes Blue
Orange New Haven S 5.9 3.8 9.7 12,22 Yes Blue
Oxford New Haven S 5.4 2.7 8.1 5,14,20 Yes Blue
Plainfield Windham R 8.7 4.5 13.2 3,18 Yes Blue
Plainville Hartford UpP 8.4 4.0 12.4 6,18,19 Yes Blue




Scores in red are higher than the

state overall

One or Hospital Ina
more Community Hospital  Yellow= Covere

2009  Socie Unmet HPSA Health Primary by CHNA but not

UCon economic Health /MUA Need Service  PSA
Town of n Status Outcomes Composite designati Assessmen Area Blue= Hospital
Residence County Fivet Index? Indexé on® t (CHNA} (PSA) PSA
Connecticut CT 11.0 5.0 16.0 Legend
Plymouth Litchfield R 7.3 3.8 111 14,15,19,20 Yes Blue
Pomfret Windham R 5.3 2.1 7.4 3 Yellow
Portland Middlesex S 5.2 3.9 9.2 6,10 Yes Blue
Preston New Lomlon R 8.6 4.0 12.7 18 Yes Blue
Prospect New Haven S 6.1 3.6 9.6 14,20 Yellow
Putnam Windham R 11.0 4.0 15.0 3 Yes Blue
Redding Fairfield w 4.5 29 7.4 4 Yellow
Ridgefield Fairfield W 3.9 25 6.4 4 Yes Blue
Rocky Hill Hartford UpP 7.7 4.1 11.8 6,10,19 Yes Blue
Roxbury Litchfield R 4.1 2.6 6.7 15 Yellow
Salem New London S 5.1 2.9 7.9 10,18 Yellow
Salisbury Litchfield R 5.2 3.4 8.6 15 Yes Blue
Scotland Windham R 6.0 2.1 8.1 3,18 Yellow
Seymour New Haven UP 7.2 3.7 10.9 5 Yes Blue
Sharon Litchfield R 6.6 4.2 10.8 15 Yes Blue
Shelton Fairfield UP 6.9 3.7 10.6 4,5 Yes Blue
Sherman Fairfield W 4.7 2.6 7.3 4 Yes Blue
Simsbury Hartford W 4.7 2.6 7.3 6,19 Yes Blue
Somers Tolland S 6.5 25 9.0 7.9 Yes Blue
South Winder ~ Hartford S 5.4 3.3 8.6 6,9,19 Yes Blue
Southbury New Haven S 7.2 4.3 115 14,20 Yes Blue
Southington Hartford UP 5.7 3.9 9.6 6,11,19 Yes Blue
Sprague New London 8.5 5.0 134 18 Yellow
Stafford Tolland R 8.3 4.4 12.7 7,9 Yes Blue
Stamfad Fairfield uc 134 3.9 17.3 Yes 4 Yes Blue
Sterling Windham R 8.1 29 11.0 3,18 Yellow
Stonington New London R 6.5 3.2 9.7 8 Yellow
Stratford Fairfield UpP 9.1 5.6 14.7 Yes 4 Yes Blue
Suffield Hartford S 5.6 2.8 8.4 6,7,19 Yes Blue
Thomastm Litchfield UpP 5.9 35 9.4 16,14,15,20 Yellow
Thompson Windham R 6.6 2.6 9.2 3 Yes Blue
Tolland Tolland 3.9 2.8 6.7 79,21 Yes Blue
Torrington Litchfield UP 10.4 6.3 16.8 Yes 6,16,15,19 Yes Blue
Trumbull Fairfield UP 5.8 3.7 9.5 4 Yes Blue
Union Tolland R 5.2 3.9 9.1 6,7,9 Yes Blue
Vernon Tolland UP 8.8 4.3 131 Yes 6,9,19 Yes Blue
Voluntown New London R 6.6 3.7 10.3 18 Yellow
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Scores in red are higher than the

state overall

One or  Hospital Ina Yellow=
more Community  Hospital Covered by

2009 Saio- Unmet HPSA Health Primary CHNA but not

UCon economic Health Need /MUA Need Service PSA
Town of n Status Outcomes Composite designa Assessment Area Blue=
Residence County Five: Index? Index Indext tion® (CHNAY} (PSA) Hospital PSA
Connecticut cT 35 5.0 8.5 Legend
Wallingford New Haven upP 6.5 3.7 10.2 11,22 Yes Blue
Warren Litchfield R 6.4 2.3 8.7 15 Blue
Washington Litchfield R 6.0 2.7 8.7 15 Yes Blue
Waterbury New Haven uc 17.4 6.7 24.1 Yes 14,20 Yes Blue
Waterford New London R 7.7 4.9 12.6 8,18 Yes Blue
Watertown Litchfield uP 6.4 3.7 10.2 14,15,20 Yes Blue
West Hartford ~ Hartford uP 7.4 36 11.0 6,13,19 Yes Blue
West Haven New Haven uc 12.9 4.5 17.4 Yes 12,22 Yes Blue
Westbrook Middlesex R 8.4 5.6 14.0 10 Yes Blue
Weston Fairfield w 35 2.0 5.4 4 Yellow
Westport Fairfield w 4.8 25 7.3 4 Yellow
Wethersfield Hartford uP 7.7 5.4 13.1 6,19 Yes Blue
Willington Tolland R 8.7 2.9 11.6 7.9 Blue
Wilton Fairfield w 4.2 2.7 6.8 4 Yellow
Winchester Litchfield R 10.9 4.6 155  Yes 16,15,19 Yes Blue
Windham Windham uP 16.2 5.2 214 Yes 18,21,3 Yes Blue
Windsor Locks  Hartford uP 7.2 5.7 12.9 6,7,13,19 Yes Blue
Windsor Hartford uP 8.7 3.4 121 6,7,19 Yes Blue
Wolcott New Haen uP 5.8 36 9.3 14,20 Yes Blue
Woodbridge New Haven w 5.8 3.7 9.6 12,22 Yellow
Woodbury Litchfield S 5.8 27 8.5 14,15,20 Yellow
Woodstock Windham R 5.7 2.2 7.9 3 Yellow
Source:

IUniversity of Connecticut State Data Center. The Changemographics of Connectiauif990¢ 2000. Part 2:

The Five Connecticuts. Occasional Paper Number: ORP®00May 2004. Accessed on the web at
http://ctsdc.uconn.edu//Reports/CtSDC_CT_Part02 OPADDAf.

2Based on data frotdSCensus Bureau Amerit&Commuity Survey Syear estimates (20:2015), tables S1701,
S1501, S2301, S0802, DP02, S2701, S0101 and B03002.

SBased on data from Department of Public Health Population Estimates, Vital Records, Mortality and Birth 7
Office of Health Care AessAcute Care Hospital Inpatient Discharge Database and Connecticut Hospital
Association Chiménc.Emergency Department Database.

4Sum of Socioeconomic Status and Health Outcomes Indices.

SAt least one census tract is a Health Resources & SeAdtramistration Office of Shortage Designatiprimary,
dental and/or mental health professional shortage area (HPSA) or medically underserved area (MUA) desic
HRSA OSD continuously updates HPSA and MUA/P designations as applications submissiisicarsdosie
applications are ofgoing.

6Connecticut general and children's hospitals' Community Health Needs Assessments and Strategic
Implementation Plans from 2012016.

’Primary service area (PSA) means the area composed of the lowest numberigticastzip codes, listed by
town, from which a hospital draws at least sevefitye percent of its inpatient discharges.




APPENDIX. HOSPITAL COMMUNITY HEALTH NEEDS ASSESSMENTS PRIORITY HEZATH2MWNBEDS

Conducting
Hospitals)

Year
of
CHNA

Year
of
CHIP

Priority Health Needs Identified

Overwei
ght,

Obesity,

Nutrition

, Physical

Activity

Substance
Abuse

Mental
Health

Chronic
Disease

Respiratory
Health

Access
to Care
(general)

Safety

Maternal
& Child
Health

Tobacco
Use

Gaps in
Primary
Care

Healthy
Aging

HIV/
AIDS

Sexually
Transmitted
Infections
(STls)
(excluding
HIV/AIDS)

Gaps
in
Mental
Health
care

Housing

Bristol
Hospital

2016

2013

X

X

X

X

Connecticut
Children's
Medical
Center

2016

2017

Day Kimball
Hospital

2013

2015

Fairfield
County
Community
Wellbeing
Index:
Bridgeport
Hospital &
St. Vincent's
Medical
Center

2016

2016

Fairfield
County
Community
Wellbeing
Index:
Danbury
Hospital-
New Milford
Campus

2016

2016

Fairfield
County
Community
Wellbeing
Index:
Greenwich
Hospital &
Norwalk
Hospital

2016

2016

15C




Conducting
Hospitals)

Year

CHNA

Year

CHIP

Priority Health Needs Identified

Overwei
ght,
Obesity,
Nutrition

, Physical
Activity

Substance
Abuse

Mental
Health

Chronic
Disease

Respiratory
Health

Access
to Care
(general)

Safety

Maternal
& Child
Health

Tobacco
Use

Gaps in
Primary
Care

Healthy
Aging

HIV/
AIDS

Sexually
Transmitted
Infections
(STls)
(excluding
HIV/AIDS)

Gaps

Mental
Health
care

Housing

Fairfield
County
Community
Wellbeing
Index:
Stamford
Hospital

2016

2016

Griffin
Hospital

2016

2015

Hartford
Hospital

2015

2015

Johnson
Memorial
Hospital

2016

2013

Lawrence +
Memorial
Hospital

2016

2016

Manchester
Memorial
Hospital

2016

2014

Middlesex
Hospital

2016

2017

MidState
Medical
Center

2015

2015

Milford
Hospitd

2016

2016

Rockville
General
Hospital

2016

2013

Saint Francis
Hospital and
Medical
Center

2016

2015

Saint Mary's
Hospital

2016

2013

Sharon
Hospital

2012

2012

151




Priority Health Needs Identified

Overwei Sexually
ght, Transmitted | Gaps
Obesity, Infections in
Year | Year | Nutrition Access Maternal Gaps in (STls) Mental
Conducting | of of , Physical| Substance| Mental | Chronic | Respiratory | to Care & Child | Tobacco| Primary | Healthy | HIV/ | (excluding | Health
Hospitals) CHNA | CHIP Activity Abuse Health | Disease Health (general) | Safety | Health Use Care Aging | AIDS| HIV/AIDS) care Housing
The
Charlotte X X X X X X X X X
Hungerford
Hospital 2015 | 2011
The Hospital
of Gentral X X X X X X X X X X
Connecticut | 2015 | 2015
The William
W. Backus X X X X X X X X X X
Hospital 2015 | 2015
UConn John
Dempsey X X
Hospital 2016 | 2016
Waterbury
Hospital 2016 | 2013 X X X X X X X
Windham
Hospital 2015 | 2015 X X X X X X X X
Yale New
Haven
Hospital; St. X X X X
Raphael's 2016 | 2016
Total Number of Assessments 23 21 20 19 13 12 9 9 ) 7 7 5 5 4

Identifying This Need:

NOTE: This table includes the most common priority health needs that echegoss all CHNAsnducted between 2012 and 2018ome hospitals identified
additional needs (e.g., oral health); however, because these additional needs were not common across all CHNAs, thayoave imothis table.
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