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State of Connecticut 
Department of Public Health 
Office of Health Care Access 

Certificate of Need Application 
Main Form 

Required for all CON applications 

Contents: 

o Checklist

o List of Supplemental Forms

o General Information

o Affidavit

o Abbreviated Executive Summary

o Project Description

o Public Need and Access to Health Care

o Financial Information

o Utilization
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All Supplemental Forms 
In addition to completing this Main Form and the appropriate financial worksheet, 
applicants must complete one of the following supplemental forms listed below. All CON 
forms can be found on the OHCA website at OHCA Forms. 

*This supplemental form should be included with all applications requesting authorization for the
establishment of a mental health and/or substance abuse treatment facility. For the establishment of 
other “health care facilities,” as defined by Conn. Gen. Stat § 19a-630(11) - hospitals licensed by DPH 
under chapter 386v, specialty hospitals, or a central service facility - complete the Main Form only.

Conn. Gen. Stat. 
Section 

19a-638(a) 
Supplemental Form 

(1) Establishment of a new health care facility (mental health and/or 
substance abuse) - see note below* 

(2) Transfer of ownership of a health care facility (excludes transfer of 
ownership/sale of hospital – see “Other” below)  

(3) Transfer of ownership of a group practice 

(4) Establishment of a freestanding emergency department 

(5) 
(7) 
(8) 

(15) 

Termination of a service: 
termination of inpatient or outpatient services offered by a hospital 
termination of surgical services by an outpatient surgical facility 
termination of an emergency department by a short-term acute care 

general hospital 
termination of inpatient or outpatient services offered by a hospital or 

other facility or institution operated by the state that provides services 
that are eligible for reimbursement under Title XVIII or XIX of the 
federal Social Security Act, 42 USC 301, as amended 

(6) Establishment of an outpatient surgical facility 

(9) Establishment of cardiac services 
(10) 

(11) 

Acquisition of equipment: 
acquisition of computed tomography scanners, magnetic resonance 

imaging scanners, positron emission tomography scanners or 
positron emission tomography-computed tomography scanners 

acquisition of nonhospital based linear accelerators 

(12) Increase in licensed bed capacity of a health care facility 

(13) Acquisition of equipment utilizing [new] technology that has not 
previously been used in the state 

(14) Increase of two or more operating rooms within any three-year period 
by an outpatient surgical facility or short-term acute care general hospital 

Other Transfer of Ownership / Sale of Hospital 
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General Information 
M

ai
n 

Si
te

* 

MAIN SITE PFI 
MEDICAID 

PROVIDER ID 
TYPE OF 
FACILITY MAIN SITE NAME 

 N/A 

Inpatient – 
004041760 
Outpatient- 
004025060 Hospital 

Saint Mary’s Health System, Inc. and Saint 
Mary’s Hospital, Inc. 

STREET & NUMBER 
 56 Franklin Street 

TOWN ZIP CODE 
Waterbury, CT 06706 
*For additional sites

Pr
oj

ec
t S

ite
 

PROJECT SITE 
PFI  

MEDICAID 
PROVIDER ID 

TYPE OF 
FACILITY PROJECT SITE NAME 

N/A 
IP - 
OP- Hospital 

Saint Mary’s Health System, Inc. and Saint 
Mary’s Hospital, Inc. 

 56 Franklin Street 

TOWN ZIP CODE 
Waterbury, CT 06706 

O
pe

ra
to

r 

OPERATING CERTIFICATE 
NUMBER  

TYPE OF 
FACILITY 

LEGAL ENTITY THAT WILL OPERATE OF 
THE FACILITY (or proposed operator) 

 
STREET & NUMBER 

 
TOWN ZIP CODE 

C
hi

ef
 E

xe
cu

tiv
e 

 NAME TITLE 

 Christopher Dadlez 
President and CEO  
Trinity Health – New England, Inc. 

STREET & NUMBER 
 114 Woodland Street 
TOWN STATE ZIP CODE 
Hartford CT 06105 
TELEPHONE FAX E-MAIL ADDRESS 

 860-714-5541 860-714-7920 cdadlez@stfranciscare.org 

Title of Attachment: 
Is the applicant an existing facility? If yes, attach a copy of the 
resolution of partners, corporate directors, or LLC managers, 
as the case may be, authorizing the project. 

YES 
 NO See Exhibit 10 
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Does the Applicant have non-profit status? If yes, attach 
documentation. 

YES 
NO See Exhibit 23 

Identify the Applicant’s ownership type. 
PC Other: 
LLC ____________ 
Corporation 

Applicant's Fiscal Year (mm/dd) Start 10/01/14 End 09/30/15 

Contact: 
Identify a single person that will act as the contact between OHCA and the Applicant. 

C
on

ta
ct

 In
fo

rm
at

io
n 

 NAME TITLE 

 R. Christopher Hartley 

Senior Vice President Planning, Business 
Development & Government Relations,  
Trinity Health - New England, Inc. 

STREET & NUMBER 
 114 Woodland Street 
TOWN STATE ZIP CODE 
Hartford CT 06105 
TELEPHONE FAX E-MAIL ADDRESS 

 860-714-5573 860-714-8093 chartley@stfranciscare.org 
RELATIONSHIP TO 
APPLICANT Employee 

C
on

ta
ct

 In
fo

rm
at

io
n 

 NAME TITLE 
 Robert Anthony General Counsel 
STREET & NUMBER 
56 Franklin Street 
TOWN STATE ZIP CODE 
Waterbury CT 06706 
TELEPHONE FAX E-MAIL ADDRESS 

203-709-6093 203-709-3238 BAnthony@Stmh.org 
RELATIONSHIP TO 
APPLICANT Attorney 

Identify the person primarily responsible for preparation of the application (optional): 

Pr
ep

ar
ed

 b
y 

 NAME  TITLE 
 Joseph Connolly Chief Experience Officer and VP of Administration 
STREET & NUMBER 
 56 Franklin Street 
TOWN STATE ZIP CODE 
 Waterbury  CT  06706 
TELEPHONE FAX E-MAIL ADDRESS 

 203-709-6093 203-709-3238 jconnolly@stmh.org 
RELATIONSHIP TO 
APPLICANT  Employee 
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Executive Summary 
The purpose of the Executive Summary is to give the reviewer a conceptual understanding of 
the proposal. In the space below, provide a succinct overview of your proposal (this may be 
done in bullet format). Summarize the key elements of the proposed project. Details should 
be provided in the appropriate sections of the application that follow.   

If the proposed transaction described in this application is approved, Trinity Health-New 
England, Inc. (previously Saint Francis Care, Inc.), which, effective on October 1, 2015, became 
the new Trinity Health Regional Health Ministry (NE-RHM) will become the sole corporate 
member of Saint Mary’s Hospital, Inc. (SMH) through a transfer agreement and the NE-RHM 
will serve as Saint Mary’s Hospital  parent. It is anticipated that Saint Mary’s Health System will 
be dissolved, restructured or merged into Saint Mary’s Hospital, Inc. (collectively referred to 
herein as “SMHS”).  The key elements of this transaction include the following changes: 

• Trinity Health, including the NE-RHM,  is sponsored by Catholic Health Ministries, an
entity established by the Catholic Church to oversee the healing ministry and Catholic
identity of Trinity Health.

• SMHS and its related entities will join the NE-RHM in a manner consistent with other
organizations within the NE-RHM.  Please see Exhibit 4 for the proposed NE-RHM
organization chart. SMHS will continue to meet the service needs of its population
within its defined primary service area.

• The proposed transaction is between not-for-profit entities.  Although no cash purchase
price is contemplated, if the proposed transaction is approved, Trinity Health through
the NE-RHM will make substantial operational and financial commitments to SMHS and
the communities it serves including:
• Preservation and support of SMHS’s not-for-profit mission and Catholic identity;
• Commitment of at least $100 million dollars in capital investments to benefit SMHS

and its related entities over a five-year period and an additional $20 million if certain
performance metrics are achieved;

• Access to NE-RHM and Trinity Health system services to reduce SMHS’s operating
costs and promote efficiency;

• Development of  a plan to adequately fund SMHS’s pension liabilities; and
• Improved access to capital and debt financing.

• The NE-RHM Board of Directors will include two members from the SMHS community
that will be appointed to the NE-RHM.

• For three years following the effective date on which SMHS joins NE-RHM, in addition to
any required external approvals, the existing SMHS Board must approve any
terminations or material reduction of existing clinical services.

• To facilitate continuity of care in the SMHS service area, the medical staff admitting
privileges and medical staff bylaws of SMHS and its related entities will remain in place.

• SMHS' medical education, research, community support and participation in
governmental healthcare programs will not be changed as a result of this transaction.

16



• SMHS will remain a nonprofit, tax-exempt charitable organization and will honor all 
existing donor restrictions associated with philanthropic donations made to SMH and its 
related entities. 
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Pursuant to Section 19a-639 of the Connecticut General Statutes, the Office of Health Care 
Access is required to consider specific criteria and principles when reviewing a Certificate of 
Need application. Text marked with a “§” indicates it is actual text from the statute and may be 
helpful when responding to prompts.  

Project Description 

1. Provide a detailed narrative describing the proposal. Explain how the Applicant(s)
determined the necessity for the proposal and discuss the benefits for each Applicant
separately (if multiple Applicants). Include all key elements, including the parties
involved, what the proposal will entail, the equipment/service location(s), the geographic
area the proposal will serve, the implementation timeline and why the proposal is needed
in the community.

The Parties

The parties involved are Saint Mary’s Health System, Inc. (“SMHS”),  including Saint Mary’s
Hospital, Inc.,  Trinity Health – New England, Inc. (previously Saint Francis Care), which
effective October 1, 2015 joined Trinity Health and became the new Reginal Health Ministry
in New England (“NE-RHM”) and Trinity Health.  All three entities operate as non-profit,
501(c)(3) corporations.  As noted under The Proposal section below, it is anticipated that
Saint Mary's Health System will be dissolved, restructured or merged with and into Saint
Mary’s Hospital.

Saint Mary’s Health System, which includes Saint Mary's Hospital (Reference Exhibit S1 for
the current Saint Mary's Health System organization chart) is an integrated Catholic
healthcare delivery system serving the greater Waterbury, Connecticut community.  NE-
RHM is a regional provider of healthcare through Saint Francis Hospital and Medical Center
and its numerous related facilities in the greater Hartford, Connecticut area. Trinity Health
is a one of the largest national Catholic healthcare providers.  This application is submitted
to enable Saint Mary’s Hospital and its related entities to join the NE-RHM.

Saint Mary’s Health System, Inc. and Saint Mary’s Hospital, Inc. (collectively referred to
herein as “SMHS”)

SMHS is a leading regional healthcare provider anchored by Saint Mary’s Hospital (SMH), a
Catholic, not-for-profit, acute care, community teaching hospital that has served Greater
Waterbury since 1907.  Licensed for 347 beds, SMH is designated as a Level II Trauma
Center and operates one of the busiest emergency departments in the state.  Its service
area includes 16 towns and 2 boroughs in the greater Waterbury area. Its mission is to
provide excellent healthcare in a spiritually enriched environment to improve the health of
its community.  SMH offers award-winning cardiac care and is the region’s leading provider
of surgical services.  Surgical subspecialties include general, neurospine, orthopedics,
cardiothoracic, breast, ear, nose and throat, eye, podiatry, urology, vascular and plastic
surgery.  SMH has established residency programs in internal medicine, surgery and general
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dentistry with the Yale School of Medicine.   SMHS has been recognized by the U.S. News & 
World Report as Top Performing in Heart Failure Care (2015); named a Top Performer by 
the Joint Commission two years in a row in the areas of heart attack, heart failure, 
pneumonia and surgical care; achieved seven Gold Awards from the American Heart 
Association/American College of Cardiology; one of the first hospitals to participate in the 
ACC’s Patient Navigator Program to improve outcomes of heart failure patients; listed as 
one of the top 100 hospitals in value recognized by Cleverley & Associates three years in a 
row; and #1 hospital in Connecticut based on the CMS Value Based Purchasing Program.  
See Exhibit 1 for SMHS’s Awards and Accolades.  

 
Trinity Health-New England, Inc. (“NE-RHM”) 
 
NE-RHM is the parent company of numerous health care facilities in Connecticut, including 
Saint Francis Hospital and Medical Center and Mount Sinai Rehabilitation Hospital in 
Hartford1.  Saint Francis Hospital and Medical Center is the third largest hospital in 
Connecticut, and the largest Catholic hospital in New England. It is licensed for 617 general 
hospital beds and 65 bassinettes, and provides a full range of inpatient, outpatient and 
ancillary services.  The service area includes Hartford and its surrounding towns.  On August 
31, 2015, NE-RHM received approval from the Office of Health Care Access in Docket No. 
15-31979-CON to join Trinity Health.  The transfer of NE-RHM to Trinity Health and the 
formation of a New England Regional Health Ministry became effective on October 1, 2015.  
If this application is approved, SMHS will be joining Trinity Health through NE-RHM, creating 
a formal partnership between two Connecticut Catholic health systems within a larger 
network of health systems and hospitals in New England.  
 
Trinity Health 
 
Trinity Health is one of the largest multi-institutional Catholic health care delivery systems 
in the nation. It serves people and communities in 21 states from coast to coast with 88 
hospitals, and 126 continuing care facilities, home health and hospice programs, and PACE 
center locations that provide more than 2.5 million visits annually. 

The organization was formed in May 2013, when Trinity Health and Catholic Health East 
officially came together to strengthen their shared mission, increase excellence in care and 
advance transformative efforts with our unified voice. With annual operating revenues of 
about $15.8 billion and assets of about $20.4 billion, the new organization returns about $1 
billion to its communities annually in the form of charity care and other community benefit 
programs. 

Trinity Health employs more than 95,000 full-time employees, including 3,900 employed 
physicians. Committed to those who are poor and underserved in its communities, Trinity 

1  NE-RHM is also the parent company of Mercy Hospital located in Springfield, Massachusetts. 
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Health is known for its focus on the country's aging population. As a single, unified ministry, 
the organization is the innovator of Senior Emergency Departments, the largest not-for-
profit provider of home health care services — ranked by number of visits — in the nation, 
as well as the nation’s leading provider of PACE (Program of All Inclusive Care for the 
Elderly) based on the number of available programs. Trinity Health is also focused on 
transitioning from success in the traditional fee for service based healthcare economy, to a 
people-centered population health organization.  To ensure continued long-term 
sustainability while completing that transition, Trinity Health has developed and is 
implementing a strategic plan to enhance the scale and integration of the system in core 
markets. 

Trinity Health has created an internal development team, charged with the growth and 
strategic positioning of the system. Two of Trinity Health’s key growth initiatives aim to 
extend and strengthen the Catholic healthcare mission of the organization through 
alignment with other organizations, and to expand the system footprint to create an 
integrated accountable care organization (“ACO”) in every one of its markets. The 
development team works with the executive management team and governance to identify 
growth priorities in acute care, outpatient, and population health areas to build out the 
continuum of service to achieve these goals. The development team takes a disciplined 
approach to structuring partnerships with identified organizations which have shared values 
and vision that help to accomplish key goals within markets. 

Trinity Health has a breadth of experience in the use of best practices and quality data to 
improve service delivery.  Dr. Richard Gilfillan, President and CEO of Trinity Health, currently 
chairs the Health Care Transformation Task Force, a group of providers, payers, purchasers 
and patient groups dedicated to the alignment of private and public sector efforts to 
advance value-based purchasing.  Please refer to Exhibit 2 for a list of members of this task 
force. The purpose of this group is to forge a common perspective and set of 
recommendations on different policy approaches that encourage sharing best practices 
from both clinical and financial perspectives and that change the way health care providers 
deliver and are reimbursed for care delivery.  Through such sharing, the Health Care 
Transformation Task Force will help the country move toward a system focused on 
delivering quality care at a reduced cost.  The chances of success of this value-based 
payment initiative are also reinforced by the track record Dr. Gilfillan has earned through 
his leadership of the Federal Center for Medicare and Medicaid Innovation, which oversaw 
the creation of accountable care organizations and bundled payments for Medicare.   

The Proposal 

The proposal is an organizational change request to allow Saint Mary’ Hospital and related 
entities to become a part of NE-RHM.  This will be effectuated by a Transfer Agreement 
(Exhibit 3) between Saint Mary’s Health System, Inc., (which includes Saint Mary’s Hospital, 
Inc.), Trinity Health-New England, Inc. (also known as NE-RHM) and Trinity Health 
(collectively “the Parties”). The NE-RHM will become the sole corporate member of Saint 
Mary’s Hospital and Saint Mary’s Hospital will be a direct subsidiary of NE-RHM.  It is 
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anticipated that Saint Mary’s Health System will be dissolved, restructured or merged with 
and into Saint Mary’s Hospital. The proposed corporate structure is set forth in Exhibit 4. 

There is no change in clinical services requested, nor is there any change of location 
involved with any of the clinical services now being offered by SMHS as a direct result of this 
proposal.  Further, there is no capital cost associated with the Transfer Agreement between 
the Parties. 

All assets of SMHS will remain assets and properties of SMHS.  All charitable gifts to SMHS 
will remain a part of Saint Mary’s Hospital Foundation (a separate 501c3 organization) and 
will be used as the donor directed.  

Trinity Health and NE-RHM have agreed to ensure the expenditure of One Hundred Million 
Dollars ($100,000,000) for capital expenditures at SMHS over the first five years following 
the effective date of the Transaction.  If SMHS reaches a specified operating cash flow 
margin in the 3rd year following the effective date of the Transfer Agreement, an additional 
ten million ($10,000,000) dollars of committed capital will be available to SMHS in the 4th 
year following the effective date and similarly if in the 4th year following the effective date 
of the Transfer Agreement, SMHS reaches a specified operating cash flow margin, an 
additional ten million ($10,000,000) dollars of committed capital will be available to SMHS 
in the 5th year following the effective date.  This committed capital will be available to 
support the capital needs of SMHS and its related entities, including strategic growth and 
infrastructure development for SMHS’s integrated delivery system, to expand and upgrade 
SMHS’s health care facilities, equipment and services provided by SMHS, and to support 
SMHS community health/population management initiatives as well as strategic growth, 
which includes physician network development.   

Two members of the NE-RHM Board of Directors will be appointed by Trinity Health for a 
period of three years, with eligibility for re-appointment. These members will be from the 
SMHS community.  Chad Wable will continue to serve as the President and CEO of SMHS 
and will also have a substantial and meaningful regional oversight/governing role in NE-
RHM.   SMHS will continue its Catholic identity and will operate in a manner consistent with 
the Ethical and Religious Directives for Health Care Services as promulgated by the United 
States Conference of Catholic Bishops. 

As a result of this Transfer Agreement, the Parties intend to: 

• improve the infrastructure and capabilities required to deliver value-based
accountable care and improve population health in the NE-RHM Service Area,
including SMHS’s Waterbury service area;

• enhance the quality of care provided in the NE-RHM Service Area, as well as improve
the overall patient experience including with respect to safety and satisfaction;

• reduce the costs of healthcare in the NE-RHM Service Area, including SMHS’s
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Waterbury service area; 

• support physician alignment capabilities and initiatives that foster physician
engagement while maintaining an open medical staff.

Equipment/Service Locations and the Geographic Area the Proposal Will Serve 

This proposal does not involve any new equipment, nor does it involve a change of location 
for any of the services currently being offered by SMHS or its related entities.  For current 
locations of the health services that are provided by SMHS, please see the answer to 
Question No. 8, below.  Similarly, the NE-RHM will not be adding or deleting services or any 
equipment as a result of this CON application, and its geographic area will not change as a 
result of this CON application.  For the specific details of the current service locations and 
geographic area served by NE-RHM, please see OHCA Docket No. 15-31979. 

Need for the Proposal in the Community 

Saint Mary’s Health System, Inc. and Saint Mary’s Hospital, Inc.  SMHS’s motto is 
“Exceptional care.  Every day.  Every Patient.”  In order to maintain this high standard in the 
future, SMHS recognized a number of years ago that it would need to partner with another 
healthcare provider in order to maintain the quality it currently provides.  This need to 
partner with another health care institution is driven by many factors.  Changes in health 
care delivery, which became part of federal law with the passage of the 2010 Patient 
Protection and Affordable Care Act (“PPACA”), as well as reform in federal health policy and 
reimbursement have been a catalyst in propelling SMHS to seek new models of providing 
care.  Other factors that have been intensifying and are contributing to the need for this 
proposal include: 

• the increased cost associated with quality improvements,
• physician partnerships,
• clinical service redesign,
• electronic medical records development,
• strategic alignments to form an integrated organization,
• an aging infrastructure and the need to provide the health services the

community in Waterbury requires, as reflected in the Community Needs
Assessment (Exhibit 6).

There is also a need, along with the subsequent cost, to upgrade medical records to the 
standard required as a result of the PPACA.  Furthermore, the range of services health care 
providers are required to offer has shifted from services healing the sick and injured to a 
focus on preventing illness and promoting wellness.  At the same time that these external 
pressures have emerged, the population in Waterbury is rising, and the median age of the 
population is older than the State average (44 vs. 40). An older population utilizes more 
health services, in general, than a younger population.  See answer to Question 8(a), Table 
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1, below. 

The new healthcare technologies that have emerged in the last ten years, along with the 
high price tag of implementing some of this technology, have stretched the budgets of all 
health care systems, including SMHS.  The sheer number of patients needing to be included 
in the system of electronic medical records has soared, and with it, the cost.  The physical 
plant which houses Saint Mary’s Hospital was built in 1907, and exceeds 1 million square 
feet.  While renovations and remodeling have occurred over the years, as well as newer 
additions, the physical plant is in need of upgrades in order to continue providing 
exceptional care, as well as to accommodate the technology used for today’s best practice 
medicine.   

In anticipation of the many changes in the healthcare industry resulting from the passage of 
the PPACA, SMHS undertook a revision of their strategic planning process to create a vision 
and foundation for success for SMHS in the healthcare system of the future, a system that 
would be fundamentally different from the fee for service approach to healthcare delivery.  
The plan is continuously upgraded to match current goals.  The 2016-2020 Strategic Plan is 
attached as Exhibit 5.  The shift in emphasis from fee for service to accountable care 
organizations and population health means revamping the way health care is delivered.  
The emphasis on wellness means a shift in emphasis from inpatient hospital care to care 
that can be delivered in an outpatient setting, and a different set of objectives. The resulting 
strategy is directly related to the Community Needs Assessment (attached as Exhibit 6), 
developed in collaboration with a number of local providers and stakeholders and published 
in September of 2013 which identified the major health needs of the Waterbury 
community.  

In order to achieve all of these goals, SMHS needs a stronger financial base.  It has a 
responsibility to fund its employee pension plan and ensure access to capital in order to 
invest in the shift to a new way of delivering health care.  

While strategically positioning itself for the challenges and opportunities posed by the 
Affordable Care Act and other changes in the healthcare industry, SMHS, like many other 
healthcare systems, determined that its mission and goals could best be effectuated by 
partnering with another healthcare system with a complementary mission and similar goals. 
SMHS recognized many years ago that it would be prudent to become partners with 
another hospital or health care system in order to take advantage of the strength that 
would result from consolidation.  Sharing clinical expertise, best practice management, and 
the value that can be derived from joint purchasing in larger volume led SMHS to 
continually look for a partner that would match SMHS commitment to providing quality 
care to all the people in its service area, while being compatible with its Catholic tradition 
and principles.  Over the last ten years, SMHS actively looked for another hospital to be its 
partner.  But healthcare changed dramatically in the past few years.  During the last year, 
SMHS contemplated joining a regional/national health system in order to help SMHS 
achieve a successful implementation of its Strategic Plan.  In the creation of the new 
regional health ministry, SMHS found that Trinity Health and NE-RHM had a strategic plan 
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very similar to its own, and Trinity Health has the experience to help both Connecticut 
systems to achieve their goals.  NE-RHM and Trinity Health are more closely aligned with 
SMHS than any previous potential partner.  They all share a common vision, similar values, 
philosophy and mission, and together will strengthen the Catholic healthcare tradition in 
the NE-RHM service area. To achieve its vision of BestCare for a Lifetime, NE-RHM has 
already begun its transformation to a virtually integrated care delivery network that 
provides care through a combination of aligned providers, which has been developed 
through both alliances and select acquisitions.  To further its transformation to an 
integrated delivery system, NE-RHM has redesigned its organizational structure into a 
strategic portfolio composed of service lines and support platforms, all of which serve as 
conduits for the delivery of care across the system.  (Please see Exhibit 7 for an outline of 
NE-RHM service lines and support platforms.)  The focus of this structure and these aligned 
providers is to meet the Affordable Care Act Triple Aim objectives of improving population 
health, enhancing the patient care experience and controlling costs while maintaining a 
positive financial margin.  This transformation will facilitate the transition by NE-RHM from 
a provider of clinical services to a manager of the health of populations. 

 
Christopher M. Dadlez, FACHE, the President and CEO of Trinity Health-New England, Inc., 
which will be the parent of Saint Mary’s, recently published an article entitled, “Population 
Health Management: The Intersection of Concept and Reality” that further articulates the 
future of healthcare and the movement of NE-RHM towards population management (see 
Exhibit 14 ).  As Mr. Dadlez notes, population management will be achieved through a 
clinically integrated network of alliances, aligning primary, secondary and tertiary services 
with community hospitals to promote the delivery of “the right care in the right place for 
the right value.”  NE-RHM also will leverage its support platforms to achieve economies of 
scale where possible to lower the overall cost of care to the community (see Exhibit 8).  This 
mirrors SMHS’s goal of exceptional care, for every patient, every day, while lowering the 
cost of that care.  

 
The benefits to SMHS’s from this partnership with NE-RHM and Trinity Health are as 
follows: 

 
• To have access to the  resources of a large system at both the regional (NE-

RHM) and national (Trinity Health) levels which will allow SMHS to continue to 
provide quality health care services in the greater Waterbury area and be able 
to expand those services within its service area by making them more 
accessible to a greater number of people; 

• To have the resources necessary to help develop more preventive and primary 
care services in the greater Waterbury area so that patients in the SMHS’s 
service area stay healthy, including the resources to implement the programs 
identified in the 2014 Community Health Needs Assessment; 

• To meet the demands of the 2010 Patient Protection and Affordable Care Act 
which requires an emphasis on value rather than volume in terms of 
reimbursement for health care services; 

24



• To create efficiencies so that health resources are not wasted, which will also
enable more patients to be served;

• To have readily available access to capital and financing for that capital at
favorable interest rates; and

• To develop a plan to adequately fund SMHS’s pension plan obligations.

Trinity Health-New England, Inc. (“NE-RHM”) 

NE-RHM set forth the reasons for joining Trinity Health in its CON application located in 
Office of Health Care Access Docket No. 15-31979-CON.  The reasons Trinity Health – New 
England, Inc. sought to partner with Trinity Health are very similar to the reasoning of 
SMHS.  

NE-RHM’s Board leadership created a special ad hoc Advisory Committee to review 
potential partners that would enable NE-RHM to meet the strategic goals outlined in their 
CON application.  A number of potential strategic partners were considered before NE-RHM 
selected Trinity Health.  

NE-RHM determined that Trinity Health was the ideal affiliation partner in that it satisfies 
the strategic, mission, financial and governance goals established by NE-RHM as part of its 
selection process.  More particularly, Trinity Health enhances NE-RHM’s ability to fulfill its 
strategic vision in that:  

• Trinity Health is one of the largest Catholic health systems in the country and
an organization that has a mission and strategic vision essentially identical to
those of NE-RHM;

• The transaction preserved and supported NE-RHM’s not-for-profit status,
mission, values and Catholic identity;

• Access to Trinity Health system services provides operational efficiencies for
NE-RHM;

• Access to national best practices and expertise enhances NE-RHM,  ability to
pursue existing and future programs related to population health, emerging
models and initiatives for the delivery of  healthcare, and health information
technology;

• Trinity Health is a national system with a AA- credit rating which grants NE-
RHM access to capital and provides an opportunity to lower NE-RHM, cost of
debt financing; and

• Trinity Health agreed to (i) develop a plan to enable NE-RHM to satisfy long-
term pension liabilities, and (ii) provide commitments for capital which will
ensure investments of at least $275 million over the next five years.

• Trinity Health is committed to maintaining a local and regional presence.

The result of this evaluation was a decision by NE-RHM to file a CON application with the 
Office of Health Care Access to become part of the Trinity Health Care system.  The transfer 
of NE-RHM to Trinity Health created the new Trinity Health – New England, Inc. (“NE-
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RHM”).  (See OHCA approval of Docket Number 15-31979 CON on 8/31/15). The new 
organization is continuing its pursuit of other like-minded health system partners to add to 
its regional ministry.  As a part of this pursuit, the NE-RHM responded to a Request for 
Proposal from SMHS. 

If this proposed transaction is approved, SMHS will serve as an important part of this 
regional health ministry.  The addition of SMHS to the NE-RHM will enhance its ability to 
pursue local partnerships and affiliations across the continuum of care, evaluate additional 
acute care growth opportunities across the region, and work to develop broader population 
health and risk-bearing capabilities appropriate to the evolving healthcare markets.  

The proposed transaction will facilitate the continuation of SMHS’s 108+ year commitment 
to providing health care services to patients in the communities it serves in the dynamic and 
changing environment of health care delivery.  SMHS will build on this foundation and its 
own long-standing commitment to quality and clinical excellence.  The NE-RHM is well 
recognized for its commitment to quality care as evidenced by the extensive list of awards 
and recognitions.  (See Exhibit 9).   The Waterbury community served by SMHS will benefit 
greatly from this proposal. 

2. Provide the history and timeline of the proposal (i.e., When did discussions begin
internally or between Applicant(s)? What have the Applicant(s) accomplished so far?).

In February 2015 SMHS hired Hanlon, Hammond Camp, LLC (“H2C”) as its consultant to
guide them on the affiliation process.  H2C reached out to a select group of not-for-profit
hospitals that had or would likely soon have a presence in the Connecticut market.  In early
March 2015, H2C sent confidentiality agreements and a transmittal letter/term sheet to
three organizations.  The organizations included Trinity Health and two Connecticut hospital
networks. By late March, all of the organizations executed the confidentiality agreement
and responded with either a proposal or a revised term sheet.  Another hospital system (#4)
reached out to H2C and expressed interest in SMHS.  A confidentiality agreement was
executed and a transmittal letter was sent to them in late March 2015.  However,
in early April 2015, Hospital System #4 withdrew from the process.  All three remaining
proposals were strong and competitive.

Trinity Health and NE-RHM met with the SMHS’s Board-appointed Taskforce (“the
Taskforce”) on March 24, 2015.  In late April and early May 2015, the Taskforce met with
the three original potential partners.  In late May 2015, several SMHS Taskforce members
conducted a site visit to Mercy Medical Center in Springfield, Massachusetts, which is
affiliated with Trinity Health.

In early June 2015, one of the Connecticut hospital networks (#3) was eliminated from
consideration for a full member substitution due to their inability to fully meet the guiding
principles for the Ethical and Religious Directives (“ERD”).    The SMHS Taskforce remained
very interested in clinical affiliations and other possible partnerships models with Trinity
Health and NE-RHM.
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In June 2015, a group of physician leaders from SMHS met with physician leaders from the 
second Connecticut Health Network (#2).  A similar meeting was held with NE-RHM and 
Trinity Health physician leaders. 

Throughout June 2015, H2C continued discussions with Connecticut Health Network (#2) 
and Trinity Health and NE-RHM (#1). By early July Trinity Health, NE-RHM and SMHS 
discussions were moving forward, and in mid-July, due diligence began and SMHS opened 
up the full data room to Trinity Health and NE-RHM, and commenced a 30-day exclusivity 
period with Trinity Health and NE-RHM.  H2C presented the SMHS Board with a high level 
comparison of offers.  The SMHS Taskforce and Board had access to the following 
documents for Trinity Health and NE-RHM.  

• A Taskforce Issues List was created with Trinity and the other potential partner, (Health
Network #2) where the two entities were compared on the following topics:  Strategic,
Pension, Financial, Canonical/ERDs, Capital Expenditures, Governance Rights, Medical
Community, Clinically Integrated Network/Population Health, Physician
Recruitment/Talent, Reverse Due Diligence, Transactional Risks, Mission/Cultural Fit and
Clinical Capabilities.  A second detailed Comparison of Offers was created.

• Additional information on a number of hospitals in Connecticut was prepared for
purposes of comparison, including the status of pension funds of the entities being
considered as a partner.

• Based on the recommendation of the SMHS Board Taskforce, the full board voted on
September 13, 2015 to approve a Transfer Agreement with Trinity Health and NE-RHM
to become part of the Trinity New England Regional Health Ministry.  On September 18,
2015 the three parties signed the Transfer Agreement.

A significant difference between Trinity Health and NE-RHM and Connecticut Hospital 
Network #2 is that SMHS’s pension plan would remain a church plan in Trinity Health’s 
network.  In Network #2, SMHS’s pension plan would become an ERISA plan, which required 
additional logistical and administrative costs.  Trinity Health also has a broader network of 
clinical services than Network #2, and can offer more technical expertise than all of the 
other proposals that were considered.  As a national Catholic healthcare network, Trinity 
Health’s mission and values were more closely aligned with SMHS’s than the other 
networks.  After evaluating the proposals, the Taskforce recommended continuing 
discussions with Trinity Health and NE-RHM.    

The SMHS Board of Directors meeting minutes documenting the vote are included. (See 
Exhibit 10).   

3. Provide the following information:

a. utilizing OHCA Table 1, list all services to be added, terminated or modified, their

27



physical location (street address, town and zip code), the population to be served and 
the existing/proposed days/hours of operation;  

No changes in existing services are included in this Certificate of Need Application. 
Hence, this table is not applicable. 

b. identify in OHCA Table 2 the service area towns and the reason for their inclusion
(e.g., provider availability, increased/decreased patient demand for service, market
share);

Please refer to Exhibit 11.  Also refer to the answer to the question 8(a) below, including
Figure 1.

4. List the health care facility license(s) that will be needed to implement the proposal;

No new licenses are being sought in this CON application.

5. Submit the following information as attachments to the application:

a. a copy of all State of Connecticut, Department of Public Health license(s) currently
held by the Applicant(s);

Please refer to Exhibit 12 for a copy of all the existing Department of Public Health 
licenses. 

b. a list of all key professional, administrative, clinical and direct service personnel
related to the proposal and attach a copy of their Curriculum Vitae;

SMHS:  
Chad Wable, FACHE President and Chief Executive Officer 
Ralph W. Becker, MBA Vice President & Chief Financial Officer 
Charles Flinn, FACHE, Vice President & Chief Operating Officer 

Trinity Health - New England, Inc.: 
Christopher Dadlez, FACHE, President and Chief Executive Officer 
John Rodis, M.D., Chief Operating Officer 
David Bittner, Chief Financial Officer 

Trinity Health 
Richard J. Gilfillan, M.D., MBA, President and Chief Executive Officer 
Benjamin R. Carter, CPA, FHFMA, Executive Vice President and Chief Financial 
Officer/Treasurer 
James Richard O’Connell, Executive Vice President – East Group 
D. Scott Nordlund, Executive Vice President 
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Please refer to Exhibit 13 for copy of all the Curricula Vita related to this project.  

 
c. copies of any scholarly articles, studies or reports that support the need to establish 

the proposed service, along with a brief explanation regarding the relevance of the 
selected articles;  

 
This question is not applicable as this CON is not requesting new services.  However, 
attached are two relevant articles pertaining to organizational change.  
 
Exhibit 14a: Dadlez, Christopher. “Population Health Management: The Intersection of 
Concept and Reality”, Frontiers of Health Services Management 30:4 
Exhibit 14b: Gilfillan, MD, Richard J. “Today’s Transformation Mission-Opportunity 
Abounds to Bring More People Better Care”, Catholic Health Association of the United 
States; September-October 2015. 

 
d. letters of support for the proposal;  

 
See Exhibit 15 for letters of support received to date for this Certificate of Need. 

 
e. the protocols or the Standard of Practice Guidelines that will be utilized in relation to 

the proposal. Attach copies of relevant sections and briefly describe how the 
Applicant proposes to meet the protocols or guidelines.  

 
This question is not applicable since this Certificate of Need is an organizational change 
request not a change in clinical services. 

 
f. copies of agreements (e.g., memorandum of understanding, transfer agreement, 

operating agreement) related to the proposal. If a final signed version is not 
available, provide a draft with an estimated date by which the final agreement will 
be available. 

 
Please refer to Exhibit 3 for a copy of the Transfer Agreement and other documents 
related to this proposed organizational change.  

 
Public Need and Access to Care 

 
§ “Whether the proposed project is consistent with any applicable policies 

and standards adopted in regulations by the Department of Public 
Health;” (Conn.Gen.Stat. § 19a-639(a)(1)) 

 
6. Describe how the proposed project is consistent with any applicable policies and 

standards in regulations adopted by the Connecticut Department of Public Health. 
 
The proposed project is consistent with all existing policies and standards in regulations 
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adopted by the Connecticut Department of Public Health.  All of the existing hospitals 
involved in this CON application as well as their affiliated health care providers are in 
compliance with existing laws.  As a result of this application, the existing health services 
now offered by SMHS, either at the hospital or off-site will not change. 

§ “The relationship of the proposed project to the statewide health care
facilities and services plan;” (Conn.Gen.Stat. § 19a-639(a)(2)) 

7. Describe how the proposed project aligns with the Connecticut Department of Public
Health Statewide Health Care Facilities and Services Plan, available on OHCA’s website.

§ “Whether there is a clear public need for the health care facility or
services proposed by the applicant;” (Conn.Gen.Stat. § 19a-639(a)(3)) 

The Transfer Agreement between SMHS, NE-RHM and Trinity Health is consistent with the 
Statewide Health Care Facilities and Services Plan (the “Plan”) published by the Connecticut 
Department of Public Health’s Office of Health Care Access (“OHCA”) in October of 2012 
and supplemented in 2014. The Transfer Agreement between the three parties is clearly 
aligned with the premise of the Plan.  Section 1.4 of the Guiding Principles of the Plan 
states: 

The goal of OHCA’s planning and regulation activities is to improve the health of 
Connecticut’s residents; increase the accessibility, continuity and quality of health services; 
prevent unnecessary duplication of health resources; and provide financial stability and cost 
containment of health care services. 

The guiding principles of the Plan are intended to: 

• Promote and support the long term viability of the state’s health care delivery
system;

• Ensure that any regulated service will maintain overall access to quality health care;
• Promote equitable access to health care services (e.g., reducing financial barriers,

increasing availability of physicians) and facilitate access to preventive and medically
necessary health care;

• Encourage collaboration among health care providers to develop health care
delivery networks;

• Support the need for a sufficient health care workforce that facilitates access to the
appropriate level of care in a timely manner (e.g., optimal number of primary and
specialty care providers);

• Maintain and improve the quality of health care services offered to the state’s
residents;

• Promote planning that helps to contain the cost of delivering health care services to
its residents;
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• Encourage regional and local participation in discussions/collaboration on health
care delivery, financing and provider supply;

• Promote public policy development through measuring and monitoring unmet need;
and

• Promote planning or other mechanisms that will achieve appropriate allocation of
health care resources in the state. (Plan at, p. 2.)

As the Plan makes clear, as of 2012, OHCA was aware that mergers, affiliations and 
acquisitions were part of a transformation that had begun as the State’s health care system 
responded to major changes in the way health care is delivered and financed.  (Plan at pp. 
7-8, Sec. 1.8.5)  By 2014, the supplement to the Plan listed the corporate affiliations that 
have already occurred in Connecticut. Becoming part of a larger health care system such as 
Trinity Health will aid SMHS in developing economies of scale when purchasing supplies and 
services, and will also improve access to capital.  These factors, in turn will allow SMHS to 
improve the quality of care that is required by the 2010 Patient Protection and Affordable 
Care Act (“PPACA”).   

As OHCA has recognized in the Plan, the strategic, financial and quality of care advantages 
associated with the affiliation or mergers of hospitals and health care providers are key 
drivers in today’s health care environment.  Connecticut hospitals are pursuing affiliation 
arrangements and mergers as a means of offsetting financial pressures due to the provision 
of uncompensated care, treating the uninsured in crowded emergency departments, caring 
for Medicaid patients and reduced reimbursement by the government payers and health 
insurers.  Hospitals are struggling to make needed facility improvements and acquire 
needed technology.  (Plan at pp. 7-8, Sec. 1.8.5 and pp. 11-12, Sec. 2.1.1).  This proposal 
serves as an example of this trend.  The implementation of the proposal will allow SMHS to 
make needed capital improvements, invest in new technology and continue to be a safety 
net provider in the Greater Waterbury region. 

By entering into the proposed Transfer Agreement with Trinity Health, SMHS and the NE-
RHM will be able to work actively towards expanding cost control initiatives in community-
based settings and remain a lower-cost, high-quality provider for the patients in its service 
area.   

As part of the NE-RHM, SMHS will be able to improve its technology and the overall 
standard of care for its patients.  The Plan recognizes that a health information technology 
exchange (“HITE”) “makes it possible for health care providers to better manage patient 
care through secure use and sharing of health information.”   (Plan at p. 14, Sec. 2.2.1).  The 
NE-RHM will provide access to capital and the Trinity Health intercompany loan program, if 
necessary, to develop a HITE and electronic health records (“EHRs”).  Paper records will be 
replaced by EHRs to report patients’ diagnostic data.  Opportunities to regionalize the 
health care delivery system in the greater Waterbury area will be enhanced, building upon 
existing initiatives.  The size of Trinity Health and the NE-RHM will provide SMHS with 
regional and national scale, leverage and resources to meet the health care reform 
requirements of the PPACA. 
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The PPACA requires hospitals to improve quality of care delivered to patients through a 
variety of means such as improving infection control programs and reducing preventable 
readmissions for certain conditions.  (Plan at pp. 12-13, Sec. 2.1.2, 2.1.3, 2.1.4., 2.1.4.2 and 
2.1.4.3).  Trinity Health, as a national provider of health care, is aware of these 
requirements and has the ability to share best practices among its member hospitals, and 
has already provided evidence at its existing facilities of improving infection control 
programs and reducing readmissions. This proposal promotes Population Health 
Management which is a system that emphasizes health promotion and the delivery of 
preventive and medically necessary care.  Population Health Management promotes 
collaboration among providers and the development of a continuum of care where 
providers are more closely aligned and work in a cohesive environment.  Trinity Health has 
experience with 88 hospitals and provides an environment that SMHS’s physicians and 
other providers across the continuum of care can utilize to provide access to evidence-
based practices.  These practices will improve quality and patient safety, enhance efficiency 
through uniform productivity and financial management, and develop integrated 
information systems. 

8. With respect to the proposal, provide evidence and documentation to support clear
public need:

a. identify the target patient population to be served;

SMHS has a service area that consists of 16 towns and two boroughs.  The primary
service area (“PSA”) consists of Naugatuck, Prospect, Waterbury and Wolcott.  The
secondary service area (“SSA”) includes the towns of Beacon Falls, Bethlehem, Cheshire,
Middlebury, Morris, Oxford, Plymouth, Southbury, Southington, Thomaston, Watertown
and Woodbury.  The two boroughs in the secondary service area are Terryville (part of
Plymouth) and Plantsville (part of Southington).  Please see Figure 1 for a map of the
service area. The 16 towns and 2 boroughs have historically been the towns SMHS has
included in its service area.  These towns accounted for 93.5% of the Hospital’s volume
in FY2015.
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Figure 1:  Saint Mary’s Health System, Inc. Service Area 
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Table 1 provides a summary of the population of the service area from 2000 
projected to 2020. The City of Waterbury (a PSA for the Hospital) is projected to 
experience a 4.9% increase in population from 2010 to 2020.  A population 
increase of 5.5% is projected for the 12 town secondary service area.  (See Table 
1 below.) 
 
Waterbury is the largest municipality in the service area.  In 2010, it accounted 
for 66% of the population in the primary service area and 32% of the population 
in the total service area. 

 
Table 1:  Total Population 2000 – 2020 

 
Town 2000 2010 2020 

Naugatuck 30,989 31,746 32,877 
Prospect 8,707 9,282 9,864 
Waterbury 107,271 109,941 115,128 
Wolcott 15,215 16,446 17,821 
Primary Service Area 162,182 167,415 175,690 
Beacon Falls 5,246 5,909 6,648 
Bethlehem 3,422 3,595 3,711 
Cheshire 28,543 29,200 29,120 
Middlebury 6,451 7,390 8,471 
Morris 2,301 2,461 2,460 
Oxford 9,821 12,192 14,714 
Plymouth 11,634 12,213 12,789 
Southbury 18,567 19,690 20,480 
Southington 39,728 42,491 45,136 
Thomaston 7,503 7,873 8,112 
Watertown 21,661 22,522 23,020 
Woodbury 9,198 9,909 10,395 
Secondary Service Area 164,075 175,445 185,056 
Total Service Area 326,257 342,860 360,746 

Source:  Connecticut Economic Resource Center, Inc. (CERC, 2014).  
Oakville data is included with Watertown, Plantsville data is included with 
Southington and Terryville data is included with Plymouth. 

 
Tables 2 and 3 describe the age distribution in the primary and secondary service 
areas by town.   The age distribution of the service areas is also compared to that 
of the state. SMHS’s total service area has a median age of 44 compared to the 
state’s median age of 40 (CERC, 2014).  The difference in age is one of many 
contributing factors that lead to increased healthcare utilization. 
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Table 2:  Age Distribution Primary Service Area 

Town 0-4 5-17 18-24 25-49 50-64 65+ 
Naugatuck 6.3% 15.0% 8.4% 35.3% 21.5% 13.4% 
Prospect 4.3% 16.5% 8.8% 32.7% 23.1% 14.5% 
Waterbury 7.3% 18.0% 10.2% 34.4% 17.4% 12.6% 
Wolcott 3.3% 19.3% 8.2% 32.2% 21.4% 15.7% 
PSA 6.6% 17.5% 9.6% 34.2% 18.9% 13.2% 
Connecticut 6% 17% 9% 34% 20% 14% 

Source:  CERC, 2014 

Table 3:  Age Distribution Secondary Service Area 

Town 0-4 5-17 18-24 25-49 50-64 65+ 
Beacon Falls 5.3% 18.1% 7.7% 33.9% 22.8% 12.1% 
Bethlehem 3.4% 15.2% 9.1% 22.9% 31.2% 18.1% 
Cheshire 4.3% 19.1% 9.1% 32.3% 21.0% 14.2% 
Middlebury 3.7% 18.8% 5.7% 30.5% 23.4% 17.8% 
Morris 3.5% 18.5% 6.3% 31.5% 28.1% 12.2% 
Oxford 5.9% 18.6% 7.0% 30.4% 25.4% 12.7% 
Plymouth 4.6% 16.7% 9.0% 33.2% 23.7% 12.7% 
Southbury 3.8% 17.3% 5.7% 23.3% 22.8% 27.1% 
Southington 5.2% 16.9% 6.1% 32.0% 22.1% 17.7% 
Thomaston 3.5% 16.1% 8.1% 36.6% 21.5% 14.2% 
Watertown 5.2% 16.9% 7.6% 31.4% 22.3% 16.5% 
Woodbury 4.0% 16.4% 6.4% 27.5% 29.0% 16.7% 
SSA 4.6% 17.5% 7.2% 30.7% 23.1% 16.9% 
Connecticut 6% 17% 9% 34% 20% 14% 

Source: CERC, 2014.  Oakville data is included with Watertown, Plantsville 
data is included with Southington and Terryville data is included with 
Plymouth. 

Table 4 presents socio-economic data for the primary and secondary service 
area in comparison to the State.  The data for the total service area reveals a 
diverse population ranging from urban to suburban to rural.  While some of the 
communities are composed of an older, more affluent population, Waterbury is 
an economically distressed community with 20% of its population below the 
poverty level.  The significant levels of poverty are reflected in the patient mix 
treated at the Hospital.  In Fiscal Year 2015 Year to Date (October 1, 2013 – June 
30, 2015), 43.9% of patients discharged from the Hospital were Medicaid 
recipients.   

Central Waterbury has been designated by the Health Resources and Services 
Administration as a Health Professional Shortage Area as well as a Medically 
Underserved Area and Medically Underserved Population.  The Hospital serves 
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as a safety net hospital to this region.  This proposal provides the necessary cost 
savings opportunities to ensure that health care services will remain available to 
the vulnerable population in the Hospital’s service area.  The proposal will 
ensure a more secure financial future so that the Hospital can continue to 
provide essential health services to the community. It is premature to have 
completed detailed projections of operational savings, however, an annual 
savings of at least 1% of SMHS’s revenues, or about $3M, are anticipated based 
on historical savings generated after acquisition by Trinity Health’s. We would 
expect that approximately 50% of this savings will be realized within the first 12-
15 months of the closing of the proposed transaction.  In each future year, it is 
expected that the same $3M in cost savings resulting from the transaction will 
continue to impact favorably on SMHS as compared to its current operations. 
 

Table 4:  Socio/Economic Data 
 

Town Poverty Rate* Household 
Income* 

Unemployment 
rate** 

Median 
Age* 

Primary Service 
Area 

    

Naugatuck 8.6% $62,574  9.4% 39 
Prospect 3.2% $95,325  6.7% 44 
Waterbury 21.9% $40,867  12.5% 35 
Wolcott 3.4% $80,655  7.8% 44 
Secondary 
Service Area 

    

Beacon Falls 3.8% $79,207  7.0% 39 
Bethlehem 4.4% $80,884  5.8% 50 
Cheshire 2.8% $110,587  6.2% 41 
Middlebury 2.6% $97,996  6.6% 44 
Morris 5.6% $89,688  5.9% 45 
Oxford 4.5% $107,308  6.4% 45 
Plymouth 6.7% $73,603  8.9% 41 
Southbury 6.4% $67,195  6.6% 50 
Southington 3.6% $78,668 6.4% 44 
Thomaston 2.7% $67,426,  7.8% 43 
Watertown 3.4% $80.899  7.7% 44 
Woodbury 4.6% $80,167  5.9% 48 
Connecticut 10.0% $69,519  7.8% 40 

*2012 
** 2013 
Source:  CREC 2014.  Oakville data is included with Watertown, Plantsville data is 
included with Southington and Terryville data is included with Plymouth. 

 
 

After the CON proposal is implemented, the existing populations that the 
Hospital serves will continue to have access to the same services that SMHS 
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currently provides.   
 

b. discuss how the target patient population is currently being served; 
 
The Hospital provides a comprehensive range of services that meets the needs of 
its target population.  The services are listed below: 
 
Cardiovascular services 

• Diagnostic catheterization 
• Interventional Cardiology- Angioplasty 
• Pacemaker Implantation 
• Cardiac surgery 
• Medical Cardiology 
• Telemetry Monitoring 
• Cardiovascular unit for post interventional patients 
• Electrophysiology 

 
Surgical services 

• General surgery 
• Robotic surgery 
• Bariatric surgery 
• Neurosurgery 
• Orthopedic surgery 
• Other surgical specialties including colorectal, gynecology, urology, 

gastroenterology, otolaryngology, podiatry, thoracic, vascular, breast and 
oncology 

• Ambulatory surgery (on hospital main campus as well as off-site at 
Naugatuck Valley Surgical Center) 

 
Medical services 

• General Adult Medicine 
• Pulmonary 
• Neurology 
• Oncology/Hematology 
• Endocrinology 
• Critical Care Medicine 
• Other medical specialties covering nephrology, gynecology, urology, 

gastroenterology, rheumatology 
 
Women and Infant services 

• Obstetrics 
• Neonatology (Level 2 NICU) 

 
Behavioral Health 

• Adult and adolescent inpatient Behavioral Health services 
• Outpatient Mental Health Clinic and Substance Abuse Treatment Center 

37



Emergency Department 
• Emergency Department including a Level 2 Trauma Center
• Designated a Primary Stroke Center (by Connecticut Department of

Public Health)

Imaging Services 
• CT Scanning
• Digital mammography
• DEXA bone density scanning
• Nuclear Medicine
• Ultrasound
• MRI
• X-ray
• PET/CT (through the Harold Leever Regional Cancer Center)

Interventional Radiology 
• Angiography
• Biopsies
• Stent Placement

Breast Care 
• Stereotactic breast biopsies
• Breast ultrasound

Other Outpatient Programs 
• Three Urgent Care Centers located in Naugatuck, Waterbury and Wolcott
• Accredited Sleep Disorders Center located in Wolcott and Waterbury
• Physical and Occupational Therapy
• Cardiac and Pulmonary Rehabilitation
• Pulmonary Function Testing
• Endoscopy Services
• Dental Clinic
• Family Health Center
• Cardiac Diagnostic Testing

o Nuclear Stress Testing
o Echocardiography
o EKG
o Holter monitoring/event and loop recording

• Laboratory Services

Services are provided on the Hospital’s main campus as well as outpatient 
locations throughout the service area.   

SMHS currently leases space on the main campus to two organizations to 
provide inpatient services.  Inpatient pediatric services are provided by 
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Connecticut Children’s Medical Center (“CCMC”) and inpatient hospice services 
are provided by VITAS, a national provider of hospice and palliative care.  
 
Saint Mary’s Physician Partners, LLC (an Accountable Care Organization) is a 
clinically integrated physician network that provides services to beneficiaries of 
certain insurance programs and facilitates the coordination and cooperation 
among healthcare providers to improve quality. 
 

The Hospital offers health care services under its license at the following locations: 
 
• Naugatuck Valley Surgical Center, 160 Robbins St., Waterbury; 
• Naugatuck Urgent Care Center, 799 New Haven Rd., Naugatuck; 
• Wolcott Urgent Care Center, 503 Wolcott Rd., Wolcott; 
• West Main Urgent Care Center, 1312 West Main St., Waterbury; 
• Cardiovascular Diagnostic Center, 1320 West Main St., Waterbury; 
• Occupational Health & Diagnostic Center, 1312 West Main St., Waterbury; 
• Saint Mary’s Outpatient Center, 1981 East Main St., Waterbury; 
• Saint Mary’s Outpatient Behavioral Health Services, 100 Jefferson Sq., 

Waterbury; 
• Saint Mary’s Blood Draws: 

1) 133 Scovill St., Waterbury; 
2) 1981 East Main St., Waterbury; 
3) Union Square, Southbury; and 
4) 70 Hemingway Park Rd., Waterbury. 
 

• Franklin Medical Group, P.C., a physician group of approximately 88 physicians 
and 46 midlevel providers have 17 office locations in the Greater Waterbury area 
including: 

1) 133 Scovill St., Waterbury; Specialties: General Dentistry, 
Dermatology, General Surgery, Infectious Diseases, Internal Medicine, 
Oral Surgery, Orthopedics, Psychiatry, and Pulmonary;   

2) 95 Scovill St., Waterbury; Specialties: Internal Medicine and 
Pediatrics,  

3) FMG Behavioral Healthcare Outpatient Services; 100 Jefferson 
Square, Waterbury; Specialty: Outpatient Behavioral Health Services;  

4) 1981 East Main St., Waterbury; Specialty: Internal Medicine;   
5) 202 Water St., Naugatuck; Specialty: Internal Medicine;  
6) FMG Primary Care Partners, 166 Waterbury Rd., Prospect; Specialties: 

Primary Care (Internal Medicine, OB/GYN, and Pediatrics), General 
Surgery and Breast Surgery;  

7) FMG Wolcott Internal Medicine, 503 Wolcott Rd., First Floor, Wolcott; 
Specialty: Internal Medicine;  

8) FMG Breast and Oncology Center, 33 Bullet Hill Rd., Suite 214, 
Southbury; Specialties: General Surgery and Breast Surgery;  

9) 1320 West Main St., Waterbury; Specialties: Cardiology, Pulmonary 
(Sleep Medicine);  
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10) 140 Grandview Ave., Suite 4, Waterbury; Specialty: Gastroenterology;
11) 590 Middlebury Rd., Suite A, Middlebury; Specialty: General Surgery;
12) 1389 West Main St., Waterbury; Specialty: General Surgery;
13) 70 Heminway Park Rd., Watertown; Specialty: Internal Medicine; and
14) 56 Franklin St., 2nd Floor, Waterbury; Specialty: Cardiology.
15) Digestive Disease Center of CT; 60 Westwood Avenue, Waterbury, CT

06708 
16) Naugatuck Internal Medicine; 1177 New Heaven Road, Naugatuck, CT

06770 
17) Polokoff Breast Care; 900 Main Street South, Southbury, CT 06488

• Radiology services are offered at Diagnostic Imaging of Southbury, LLC, 385
Main St., Southbury;

• Cancer Services are offered at the Harold Leever Regional Cancer Center,
1075 Chase Pkwy. Waterbury. This facility, owned 50% by Saint Mary’s
Hospital and 50% by Waterbury Hospital.

• Heart services are offered under the auspices of the Heart Center of
Greater Waterbury, Inc., 1075 Chase Pkwy., Waterbury; and are provided
at Saint Mary’s Hospital and Waterbury Hospital.  This entity, owned 50%
by each hospital, is not part of this CON application.

• Diagnostic services are offered at Naugatuck Valley MRI, LLC in 4 locations
within the service area.

All health care services, including those provided by CCMC and VITAS, will 
continue to be offered at their current locations.   

c. document the need for the equipment and/or service in the
community;

This question is not applicable.  Changes to services or equipment are not
included in this proposal.

d. explain why the location of the facility or service was chosen;

There are no new locations in this CON proposal.  SMHS is located in Waterbury.

e. provide incidence, prevalence or other demographic data that
demonstrates community need;

Please see response to Question 8.a., above.

f. discuss how low income persons, racial and ethnic minorities, disabled persons
and other underserved groups will benefit from this proposal;

SMHS Catholic mission is to serve all patients regardless of race, ethnicity,
handicap, religion, income level, or ability to pay.  This will not change if the CON
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proposal is approved.  For additional information please see response to 
Supplemental CON Application Form, Transfer of Ownership/Sale of Hospital, 
Question 4.j. 

g. list any changes to the clinical services offered by the Applicant(s) and explain
why the change was necessary;

No immediate changes to the clinical services provided by SMHS are planned at
this time as a direct result of this proposal.  The NE-RHM will provide additional
support for continuing quality improvement of the clinical services provided at
SMHS, and at this time no changes in clinical services are being proposed.  Going
forward, if this proposal is approved, as proposed changes are identified, the NE-
RHM will comply with the Certificate of Need laws and will file the appropriate
documents with, and seek the approval of, the Office of Health Care Access as
required by law.

h. explain how access to care will be affected;

This Certificate of Need Application is to sustain and strengthen the services at
SMHS ensuring that access to services is not only maintained, but expanded in
order to meet evolving community need.  Reduction of services is not part of this
proposal.  Also, please refer to response to 9a below.

i. discuss any alternative proposals that were considered.

Please refer to Question 2.

§ “Whether the applicant has satisfactorily demonstrated how the
proposal will improve quality, accessibility and cost effectiveness
of health care delivery in the region, including, but not limited to,
(A) provision of or any change in the access to services for
Medicaid recipients and indigent persons, and (B) the impact upon
the cost effectiveness of providing access to services provided
under the Medicaid program;” (Conn.Gen.Stat. § 19a-639(a)(5))

9. Describe how the proposal will:

a. improve the quality of health care in the region;

SMHS will have access to the NE-RHM’s experts in all clinical service lines and 
support platforms, and its service delivery approach and systems will be 
enhanced with the goal that programming at SMHS mirror the performance of 
like programs at NE-RHM.   Particular focus will be on the Cancer, Joint 
Replacement and Cardiology service lines. 

In order to improve the quality of health care services in the Waterbury service 
area, and to contribute to the future of outstanding health care in general, SMHS 
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offers graduate medical education programs in: 

• Internal Medicine Residency
• Dental Residency
• General Residency
• Yale Medicine – Pediatrics Residency

SMHS has been affiliated with the Yale University School of Medicine for over 40 
years.  Nearly all of SMHS faculty are Yale faculty members.  SMHS has produced 
physicians of the highest caliber, including academic and clinical general 
internists, medical subspecialists, and both clinical and laboratory investigators.   

The Internal Medicine Residency includes rotations in Cardiology, ICU, Night 
Float, Ambulatory, Elective, Emergency Dept., General Wards and the Family 
Health Center.  The chairman of the Department of Medicine at SMHS and 
Program Director of the Internal Medicine Residency Program is Jason R. 
Ouellette, MD, FACP.  Dr. Ouellette is also an Assistant Clinical professor at Yale 
University School of Medicine. 

The Dental Residency Program involves a one-year General Practice  
Residency (GPR) which has been fully accredited by the American Dental 
Association since 1951.  SMHS also participates in the Dental Postdoctoral 
Application Support Service (PASS) which is one of only five such programs in 
Connecticut, offering participants a wide range of clinical experience.  

The general Surgery Residency Program is an independent training program, 
graduating two Chief residents per year.  Dr. J. Alexander Palesty, MD, FACS is 
the Program Director while Dr. Philip Corvo, MD, FACS is the Chairman of the 
Stanley J. Dudrick Department of Surgery.  The training program in surgery is a 6-
year program.  Residents are exposed to pre-operative, operative as well as post-
operative and non-operative care of patients in all of the components of general 
surgery. 

SMHS is one of the four hospital teaching sites which hosts the Yale 
Medicine/Pediatrics Residency Program.  Combined with the other three 
residency programs offered with Yale, SMHS has established its commitment to 
quality health care through the education of our future physicians. 

In addition, whenever possible, SMHS’s physicians and staff will be involved in 
the educational and health care innovation efforts of the NE-RHM.  The following 
are examples of the educational and health care innovations efforts of NE-RHM 
that present opportunities for SMHS’s physicians and staff:  

• The NE-RHM also has a long standing commitment to the education of
medical, dental, nursing and allied health professionals.  This educational
focus emphasizes quality and application of cutting edge technology to the
treatment of patients.  In addition, through its Institute for Primary Care
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Innovation Simulation Studio, students, residents, fellows and current 
practicing physicians are exposed to the latest developments in health care 
delivery.  The constant influx of bright, questioning minds encourages 
innovation and applications of the latest techniques.  In addition, 
organizations that participate in the training of the next generation of 
providers provide better care and attract a higher caliber of providers.  The 
NE-RHM’s focus on population management and health outcomes is also 
regularly stressed as part of its various teaching endeavors. 

• The NE-RHM sponsors medical, surgical, dental, nursing and allied health
educational programs because it recognizes that education is fundamental to
maintaining excellence in patient care and to ensuring the continued
institutional development of new resources for the care of its patients.
Continuing medical education activities are integrally related to
undergraduate and graduate educational programs.  Together, they have an
important impact on the medical staff, promoting the delivery of medical
care consistent with contemporary national standards and early introduction
of new advances in medical and surgical care.  The current availability of
house staff at the NE-RHM plays an important role in the provision of high-
quality care, and these individuals serve as an important reservoir of future
attending physicians in the NE-RHM.  Graduate medical education
establishes an attractive base of hospital affiliation for those completing their
training and helps to ensure the future quality of care by developing a cadre
of well-qualified practicing physicians affiliated with the institution.

• The NE-RHM maintains independent, hospital-based fellowships and
residency programs and also participates in the University of Connecticut
School of Medicine Integrated Residency Training Programs.  The NE-RHM’s
residency programs and all of the University of Connecticut’s Integrated
Residency Training Programs have been approved by the Accreditation
Council on Graduate Medical Education.

• Accreditation Council on Dental Education.  The NE-RHM is also a member of
the Council on Teaching Hospitals and the Association of American Medical
Colleges.  A list of residencies offered at the NE-RHM through the University
of Connecticut School of Medicine is included in Exhibit 16.

• The NE-RHM offers programs for various allied health professions and
disciplines to rotate through various departments of the NE-RHM. These
allied health professionals include medical technologists, radiological
technologists, physical therapists, respiratory therapists and technicians,
physician assistants, pharmacists and nurse practitioners.

In addition, the NE-RHM has successfully deployed many quality tools and best 
practices to help achieve an optimal patient and family experience through a 
patient-centered continuum of comprehensive quality services. 
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The NE-RHM believes that what can be measured can be improved.  Accordingly, 
The NE-RHM’s service lines integrate a variety of clinical data bases as registries 
for standardized bench marking and quality performance assessment.  The NE-
RHM has received a wide range of quality accolades as a result of these efforts. 
(Refer to Exhibit 9). SMHS also has received a wide range of quality accolades.  
Please refer to Exhibit 1. 
 

By joining the NE-RHM, SMHS can participate more directly in this effort.  The chances 
of success of this value-based payment initiative are also reinforced by the track record 
Dr. Gilfillan has earned through his leadership of the Federal Center for Medicare and 
Medicaid Innovation, which oversaw the creation of accountable care organizations and 
bundled payments for Medicare.  

 
SMHS sees its decision to join the NE-RHM as the best plan to address the continued 
reduction in federal and state funding while preserving its 108+ year legacy of providing 
health care services to all residents in its service area regardless of their ability to pay. 

Trinity Health is intently focused on the delivery of high-
value Triple Aim outcomes that improve the health 
of those it serves, reduce the per capita cost of 
delivering care, and that improve the quality of 
care and satisfaction of our patients.  The 
infographic to the right highlights Trinity 
Health’s view of what the organization needs 
to become to thrive in the future environment. 
The Trinity Health strategic plan focuses on 
building a people-centered health system to 
achieve the vision of becoming a mission-
driven, innovative health organization that will 
become a national leader in improving the health of 
our communities and each person we serve as a trusted 
health partner for life.  
 
Trinity Health’s PEOPLE-Centered 2020 strategy is focused on its population health 
journey to improve the health of its communities and the experience of care for 
patients. Trinity Health’s strategy is to build a people-centered health system in which 
the people it serves are placed at the center of every behavior, action and decision in 
the Trinity Health system.  For Trinity Health, success will be measured against the Triple 
Aim objectives –its ability to actually deliver on all three dimensions of better health, 
better care and reduced costs.  
 
Trinity Health has established a Unified Clinical Organization (“UCO”) that provides a 
data and evidence-based infrastructure for clinicians across the Trinity Health system to 
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advance a culture of safety and high reliability.  The UCO’s goal is to consistently deliver 
the highest quality, safest and most efficient care for every patient, every time, in every 
Trinity Health location. Led by clinicians, the UCO offers a new way of working together 
to advance a culture of safety, quality, patient satisfaction and high reliability at each of 
our healthcare organizations.  

Through the UCO, Trinity Health is: 

• Advancing a culture of safety, with the goal of achieving zero clinical defects;

• Leveraging intellectual capital and best practices across Trinity Health;

• Becoming a world-class provider of care able to attract and retain the best
talent, including physicians and other caregivers; and

• Delivering seamless care across the continuum of integrated health resources.

The UCO provides the infrastructure to make it easier for Trinity Health’s affiliated 
clinicians and associates to deliver the finest care to each patient.  Trinity Health-
New England, Inc. will have access to this infrastructure and will participate in UCO 
initiatives.  Examples of recently completed initiatives include cardiac surgery, 
interventional cardiology, palliative care, ambulatory heart failure and ambulatory 
diabetes.  Additional collaboratives currently in the implementation, improvement 
and control phases are:  sepsis, diabetes, perinatal safety, joint and spine surgery, 
peri-operative, falls, medication reconciliation and emergency medicine. 

To date, the results of these initiatives have been impressive.  Recent system-wide 
safety accomplishments across Trinity Health include: 

• Sepsis mortality rate decreased from 15.8% to 11.2% between FY 2010 and
December 2014.  Total lives saved from FY 2010 to December 2014 = 2328.

• Vaginal Birth After Cesarean Section (VBAC) serious reportable events remain at
zero, following a new policy implemented in April 2009.

• Elective deliveries before 39 weeks decreased from 4.7% in April 2010 to 0.5% in
January 2015 for Trinity Health.

• Medication Reconciliation composite score (both admission and discharge data)
has stayed consistent at 88% in FY2015 year to date.

• The Pressure Ulcer rates have declined from 3.8% in FY 2008 to 0.01% in January
2015 for all of Trinity Health.

• Severity Adjusted Mortality rate is at 83% of the expected rate in FY2015 for all
of Trinity Health.

• Sponge accounting - zero retained sponges in FY 2014 for sites post-sponge
accounting implementation.
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• Safety Checklist Perfect Patient Score improved from 48% January 2013 to 81% 
July 2014. 

 
Additionally, Trinity Health sponsors the annual Trinity Health Clinical Conference.  
The conference features leading industry professionals and nationally recognized 
leaders and showcases best practices.  The conference includes numerous 
concurrent workshops presented by Trinity Health’s RHMs describing proven 
methods to reduce costs, improve safety, quality, and service and increase 
employee and patient satisfaction with “take-home” implementation strategies.   
 
Further, Trinity Health has adopted the Magnet Recognition Program® as the 
framework upon which its nursing program is being built.  The Magnet Recognition 
Program® recognizes healthcare organizations for quality patient care, nursing 
excellence and innovations in professional nursing practice. Consumers rely on 
Magnet designation as the ultimate credential for high quality nursing. Developed by 
the American Nurses Credentialing Center, Magnet is the leading source of 
successful nursing practices and strategies worldwide.  A number of Trinity Health’s 
nursing leaders are Magnet appraisers, and the directors across Trinity Health share 
their expertise, programs, and best practices through a monthly support network 
meeting.  Trinity Health actively promotes academic progression and advanced 
education for nurses.   
  
Last, Trinity Health sponsors a number of education and training programs focused 
on increasing clinical quality and patient safety.  Currently, sharing of best practices 
occurs through the Trinity Health Clinical Leadership Council (“CLC”), a nationwide 
organization comprised of Trinity Health Chief Medical Officers, Vice Presidents of 
Medical Affairs and Chief Nursing Officers.  The CLC sponsors system-wide clinical 
improvement teams and facilitates the exchange of comparative data regarding 
clinical and operational performance.  The CLC meets two to three times per year in 
person and has monthly teleconferences focused on quality care and patient safety.   
 
SMHS will participate in all these programs, taking away best practices and 
additional learnings to supplement its favorable quality and patient satisfaction 
scores.  In short, Trinity Health’s approach to clinical quality will complement and 
build upon SMHS strong clinical quality.  This combined approach to clinical quality 
will significantly benefit SMHS patients.   
 
b. improve accessibility of health care in the region; and  

 
This proposal will preserve local access to healthcare for the patients in the SMHS 
service area, including the indigent and Medicaid recipients by providing a greater 
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level of long term financial stability for SMHS.  The integration of SMHS into the NE-
RHM is anticipated to enhance access and quality of health care.   

The proposed transaction will facilitate the continuation of SMHS’s 108+ year 
commitment to providing health care services to patients in the communities it 
serves in the dynamic and changing environment of health care delivery. SMHS will 
build on this foundation and its own long-standing commitment to quality and 
clinical excellence.  As previously noted, the NE-RHM is well recognized for its 
commitment to quality care as evidenced by the extensive list of awards and 
recognitions (See Exhibit 9), and will be an excellent partner for SMHS. 

c. improve the cost effectiveness of health care delivery in the region.

As outlined in the answer to Section 1 of this application, the integration of SMHS 
into the NE-RHM is the best and most viable option available to assure the long 
term access to health care services for SMHS’s target population. 

As part of the integration of SMHS into the NE-RHM, the service line and support 
platform approach described previously will be used to enhance the quality of the 
services provided by SMHS, ensure the continuity of the service delivery system, 
close gaps in services where possible and reduce the costs of some services based 
on group purchasing contracts or specific service contract replacements. 

While an overall decrease in inpatient volume is anticipated across healthcare due 
to a shift towards population health management, it is projected that the Hospital’s 
average daily census will continue to be strong through coordinated care delivery 
and the availability of the NE-RHM infrastructure and service line support. Overall, 
it is anticipated that outpatient volume will increase over 6% by FY 2019. 

The financial documents contained in Exhibit 17 indicate the financial impact of the 
proposal and include the following:  

• $100 million in capital investments within the first five years with a focus on
strategic growth and infrastructure development and expansion and upgrades
of facilities, services and equipment.

• Annual cost savings of approximately 1% of SMHS current operating expense in
the areas of purchased services, supply chain, insurance and risk management,
treasury, tax and compliance.

The NE-RHM and SMHS are committed to preserving a viable health care 
organization dedicated to providing health care services that meet the needs of the 
Saint Mary’s community for the foreseeable future.  Together the new health care 
organization formed as a result of this merger will be more than the sum of its 
parts; the new organization will improve the community’s health by delivering high 
quality, cost effective, coordinated care across a broad continuum. 

10. How will this proposal help improve the coordination of patient care (explain in
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detail regardless of whether your answer is in the negative or affirmative)? 

SMHS joining the NE-RHM delivers many benefits which will improve the 
coordination of patient care including: 

• Investments in a shared information services infrastructure for the health
ministry, it will allow for ease of sharing data and collaborating on population
health management initiatives;

• Increased access to options to care offered by the NE-RHM and its partners;
• A strong  commitment to people centered care and population health; and
• Providing better use of limited health manpower resources through combination

of the treatment of specific patient populations e.g. cancer cardiovascular
services and joint replacement services between the two organizations.

11. Describe how this proposal will impact access to care for Medicaid recipients and
indigent persons.

§ “Whether an applicant, who has failed to provide or reduced
access to services by Medicaid recipients or indigent persons, has
demonstrated good cause for doing so, which shall not be
demonstrated solely on the basis of differences in
reimbursement rates between Medicaid and other health care
payers;” (Conn.Gen.Stat. § 19a-639(a)(10))

Medicaid and indigent persons will have the same access to the high quality services 
that they currently have.  There will be no change in access to services for Medicaid 
recipients and indigent person as a result of this proposal.  Please see response to 
Question 4j, Supplemental CON Application Form for Transfer of Ownership of 
Hospital for information on charity care and financial assistance for indigent person. 

12. If the proposal fails to provide or reduces access to services by Medicaid recipients
or indigent persons, provide explanation of good cause for doing so.

§ “Whether the applicant has satisfactorily demonstrated that any
consolidation resulting from the proposal will not adversely
affect health care costs or accessibility to care.” (Conn.Gen.Stat.
§ 19a-639(a)(12))

This question is not applicable because Medicaid recipients and indigent persons will 
continue to be served by SMHS irrespective of this proposal.  Please see response to 
Question 11 above. 

13. Will the proposal adversely affect patient health care costs in any way? Quantify
and provide the rationale for any changes in price structure that will result from
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this proposal, including, but not limited to, the addition of any imposed facility 
fees.  

 
SMHS has been a vital part of the healthcare infrastructure of the Greater 
Waterbury region for over 108 years.  Preservation of this healthcare resource 
ensures access to primary care providers as well as a wide range of outpatient, 
emergency and inpatient services.  SMHS delivered over $290 million dollars to 
individuals in 2015 alone.  (See Exhibit 17).  

 
Neither the NE-RHM nor SMHS has charged facility fees for most of the 
organizations’ services.  In letters provided to the Attorney General in December 
2013 (See Exhibit 18), NE-RHM identified three locations where facility fees are 
charged and SMHS identified five.  Patients are informed of these facility fee charges 
in writing before services are delivered. 
 
No new facility fees will occur as a result of SMHS joining the NE-RHM. 
 

Financial Information 
 
 
§ “Whether the applicant has satisfactorily demonstrated how the 

proposal will impact the financial strength of the health care 
system in the state or that the proposal is financially feasible for 
the application,” (Conn.Gen.Stat. § 19a-639(a)(4))  

 
14. Describe the impact of this proposal on the financial strength of the state’s health 

care system or demonstrate that the proposal is financially feasible for the 
applicant.  
 
In an era of healthcare reform and diminishing resources, the transfer of SMHS’s 
membership to the NE-RHM is consistent with the goals of the Department of 
Health’s Statewide Health Care Facilities and Services Plan (“the Plan”).  One of the 
guiding principles of the Plan is to “provide financial stability and cost containment 
of health care services”.  
 
The NE-RHM has long been focused on lowering the cost of delivering care by 
providing the right care at the right time in the right location.  The NE-RHM also 
emphasizes meeting or exceeding quality standards in the delivery of care.  
Recognition of the high quality of all three Applicants is included elsewhere in this 
application in the listing of awards received from various health care quality ranking 
organizations such as the Leapfrog organization, The Joint Commission, US News and 
World Report to name a few.  The NE-RHM also believes in healthcare innovation as 
a way to promote both quality and cost containment.  The NE-RHM was also an early 
adopter of partnership arrangements with its physicians designed to ensure high 
improvements in quality, enhanced patient outcomes and efficient management of 
health care resources both financial and clinical occurred within its system as well as 
the use of Value Analysis in its Materials Management Department to generate 
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group purchasing savings. 

The history of Saint Francis Hospital and Medical Center and Mount Sinai hospitals is 
relevant to this application because it demonstrates the value and cost savings that 
result from consolidation.  As SMHS becomes part of the NE-RHM, it will also have 
the advantage of working within a system with a strong record of providing cost 
containment measures as it improves the quality of care.     

Saint Francis HealthCare Partners: 

Saint Francis/Mount Sinai Physician Hospital Organization (PHO) was incorporated 
on June 17, 1993 as a not-for-profit, 501c3 taxable organization as Saint Francis 
Hospital and Medical Center and Mount Sinai Hospital were in the midst of merging 
and uniting the two medical staffs. The name was legally changed to Saint Francis 
HealthCare Partners (SFHCP) on January 27, 2009.   

Today, Saint Francis HealthCare Partners (“SFHCP”) is a clinically integrated network 
of physicians comprised of independent healthcare practitioners, hospital based or 
affiliated groups and other facilities that serve as a vehicle through which the clinical 
and related economic interests of patients, providers and payers become aligned.   
As the oldest functioning PHO in Connecticut, SFHCP is recognized both locally and 
nationally.  The vision created by the initial thought leaders and advanced through a 
physician led Board of Directors and by the strong alliance between Chris Dadlez, 
CEO of Saint Francis Hospital and Medical Center, and Jess Kupec, CEO of Saint 
Francis HealthCare Partners.  The strength of sharing a common vision has propelled 
the organization into a nationally recognized ACO.  Throughout SFHCP’s twenty-one 
year history, SFHCP has been recognized by the healthcare industry for our physician 
leadership in driving a contemporary approach to improving quality and reducing 
unnecessary costs. SFHCP was one of the first organizations nationally to develop an 
integrated approach to implementing an Electronic Health Record (EHR).   The 
alignment within the NE-RHM network has been so vital to its success that it will 
have full EHR adoption with its entire physician membership by the end of 2015.  
This is a significant accomplishment as compared to local and national benchmarks.    

As a result of its depth of clinical integration, SFHCP has the ability to enter into 
contractual arrangements with the payor community that binds the entire 
membership by achieving minimum criteria for participation.  As a result, the single-
signature model fosters greater collaboration and network continuity. As market 
forces initiated by Federal reform have accelerated so too has our strategy.     
Employers and patients alike are now engaged and are demanding change.  SFHCP 
realizes that the status quo is no longer acceptable and that the transparency of cost 
and quality are becoming the benchmarks for which employers and consumers will 
select where they receive their healthcare.   

As SMHS becomes part of NE-RHM, it will have the advantage of working within a 
system with a strong record of providing cost containment measures as it improves 
the quality of care.    
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Foundation of our Contracting Model:  

The commitment at NE-RHM to its patients is “best care for a lifetime”.  All 
components to our overall mission and focus begin there.  Even our contract 
strategy is driven by being focused on providing the best options for its patients.  
The foundation of the contracting model is based upon a joint contracting 
relationship with Saint Francis Hospital and Medical Center and approximately 1,000 
provider members.  Through the years, this contracting model has derived its 
success by developing congenial relationships with the payor community.  Through 
the joint contracting model, which is necessary in the attainment of the network’s 
goals of financial stability, improving quality of care, reducing costs through 
efficiencies, and improving access to care, these relationships continue to be 
enhanced by its providers’ commitment to achieving the best results for all patients 
accessing the Saint Francis Network.    

 
The current contractual model is based upon the ideals of accountable care and 
shared savings – a collaborative approach with the payors in which all participating 
have the incentive to drive value to patients, including better quality, care 
coordination and total cost efficiency.   
 
CMS Medicare ACO: 

SFHCP has been developing its Accountable Care Strategy, with the intent of being 
prepared for the transition from a Fee for Service reimbursement model to an 
Accountable Care Organization (ACO) model which focuses on population 
management and the delivery of cost-effective, high quality care.  SFHCP was 
recognized as an ACO by CMS and began participating in the CMS Medicare Shared 
Savings Program on January 1, 2013.  Although the first year results were good, 
SFHCP did not achieve a level of savings allowing CMS to share these savings with 
the ACO.  Although the organization did not meet the required minimum levels of 
savings, SFHCP did reduce costs by $1.1 million and achieved 5 out of 7 quality 
metrics. This is evidence that SFHCP is heading in the right direction and is a strong 
indication of our potential future success if we continue investing in our mission and 
vision.   
 
Current Contracts:  

SFHCP is currently contracted with the following major payors inclusive of these 
value-based components as noted below:  
  
Value-Based Commercial Agreements:   
Anthem, Inc.  
Aetna, Inc.  
CIGNA  
ConnectiCare   
UnitedHealthCare/Oxford- in progress  
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Covered Lives: 82,000 

Value-based Medicare Advantage Agreements: 
Anthem BlueCross BlueShield- in progress  
Aetna, Inc.  
ConnectiCare  
UnitedHealthcare/Oxford  
WellCare Health Plans 

Covered lives: 31,000 
Total covered lives:  113,000 

Focus on the Future for SMHS: 

As SMHS faces the challenges and opportunities presented by healthcare reform, 
the organization realizes the importance of executing a new business model that 
allows the entire SMHS enterprise to move in a strategic direction to meet the 
objectives of the Triple Aim2.  SMHS’s goal over the next couple of years is to build 
its infrastructure to such a degree that it is capable of accepting full risk 
opportunities. SMHS engagement with Trinity Health presents all organizations 
involved with a real opportunity to drive value to the market by improving cost to 
the individuals and employers while improving their healthcare outcomes. 

With specific reference to the proposed affiliation with SMHS, the capabilities of 
SFHCP and potential for strategic alignment offer significant opportunities for both 
organizations and the patients they serve.  SFHCP’s demonstrated ability to 
collaborate effectively with payers and develop mutually beneficial business 
relationships will clearly assist SMHS, particularly as they transition away from a fee-
for-service payment environment to a “population health management model”.  It is 
rather difficult for a hospital the size and scale of SMHS to build an infrastructure 
capable of succeeding under a risk-based population health model.   Experience and 
trends at the national level clearly demonstrate this.  Our integrated approach 
between our physicians and the acute care hospital setting can also serve as a model 
in our affiliation with SMHS.   

Cost Containment Protocols 

1. Post-Acute Care Partnerships: One of the substantial costs to the healthcare
system is readmissions to the hospital. Readmissions occur for many reasons, one
of which is poor coordination of care. Consequently, Trinity Health – New England,
Inc. embarked upon the development of a post-acute care affiliated network that
closely links the hospital to the continuum of post- acute providers including

2 The IHI Triple Aim is a framework developed by the Institute for Healthcare Improvement that describes an approach to optimizing health system
performance. It is IHI’s belief that new designs must be developed to simultaneously pursue three dimensions, which we call the “Triple Aim”. 
(a)Improving the patient experience of care (including quality and satisfaction); (b) Improving the health of populations; and (c) Reducing the per capita 
cost of health care.
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nursing homes and home health agencies. These tighter linkages provide for more 
accurate and seamless transitions of patients from the hospital to the next level of 
care and reduce the costly re-hospitalization of patients.  The NE-RHM’s 
commitment to continuing care for its patients is shown in the January 8, 2015 
announcement of the formal Post-Acute Care Network through Saint Francis 
HealthCare Partners, a NE-RHM affiliate, with the following long term care, 
rehabilitation and home care entities: 

• Hospital For Special Care, in New Britain, CT
• Mount Sinai Rehabilitation Hospital in Hartford, CT
• Avon Health Center in Avon, CT
• Touchpoints at Bloomfield in Bloomfield, CT
• Touchpoints at Manchester in Manchester, CT
• Riverside Health and Rehabilitation Center in East Hartford, CT
• Glastonbury Health Care Center in Glastonbury, CT

• McLean Home in Simsbury, CT
• Evergreen Health Care Center in Stafford Springs, CT
• Hughes Health and Rehabilitation in West Hartford, CT
• The Reservoir in West Hartford, CT
• Saint Mary Home in West Hartford, CT
• West Hartford Health and Rehabilitation Center in West Hartford, CT
• Kimberly Hall South in Windsor, CT
• Masonicare Partners and Masonicare Home Health and Hospice

The post- acute affiliated providers will have access to the NE-RHM’s Electronic 
Medical Record which will allow them real time access to patient discharge 
information.  In addition, these providers have committed to implementing the 
INTERACT tool kit which focuses on readmission avoidance and will be 
participating in real time readmission reviews for any patient that has been 
readmitted to the NE-RHM.   

Once SMHS joins the NE-RHM the system will create a similar agreement with a 
group of post - acute affiliated providers located in the Waterbury market place.  
This group of affiliated post – acute providers will use the comparable transfer 
agreements, have access to NE- RHM’s electronic medical record and use the 
INTERACT tool kit to manage patient flow between the post – acute providers 
and SMHS. 

2. Materials Management

The NE-RHM uses an internal Value Analysis Committee and its group purchasing 
agreements with Premier, Ascend and Yankee Alliance to drive costs down within its 
various clinical and non-clinical areas.  Over the last three years this rigorous focus 
on value and price has generated over $11 million in savings for goods and services 
purchased by the NE-RHM. In addition, both NE-RHM and SMHS have participated in 
many state and federal surveys and discussions to improve healthcare delivery, 
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financing and provider supply. 

3.  Charity Care 
 
Nothing in the proposed transfer of assets will reduce SMHS’s or the NE-RHM’s 
commitment to the provision of health care services to the poor, including the 
indigent and Medicaid patients.  Saint Francis Hospital and Medical Center’s 
inpatient and outpatient patient population is comprised of 23.8% Medicaid 
recipients in FY 2014 and SMHS’s Medicaid population also represented 44% of its 
inpatient and outpatients in FY 2014.  It is expected that this will remain level or 
increase in the coming years.  Also, both organizations have and will continue to 
have self-pay and financial assistance policies if this proposed CON is approved.  
These policies are contained in Exhibit 20.  For a more detailed explanation of the 
community benefit of both organizations, please refer to Exhibit 21 which contains 
the 2014 Community Benefit Reports for Saint Francis Care (now known as NE-RHM) 
and SMHS.  Both organizations are committed to charity care, which has a direct 
impact on the financial strength of the health care system in Connecticut. 
 

15. Provide a final version of all capital expenditure/costs for the proposal using OHCA 
Table 3. 

 
Please refer to table 3 below. 

 
16.  List all funding or financing sources for the proposal and the dollar amount of 

each. Provide applicable details such as interest rate; term; monthly payment; 
pledges and funds received to date; letter of interest or approval from a lending 
institution. 

 
This question is not applicable. 

 
17. Include as an attachment: 
 

a. audited financial statements for the most recently completed fiscal year. If 
audited financial statements do not exist, provide other financial 
documentation (e.g., unaudited balance sheet, statement of operations, tax 
return, or other set of books.). Connecticut hospitals required to submit annual 
audited financial statements may reference that filing, if current; 
 
Please refer to Exhibit 22.  
 

b. a complete Financial Worksheet A (not-for-profit entity) or B (for-profit entity), 
available on OHCA’s website under “OHCA Forms,” providing a summary of 
revenue, expense, and volume statistics, “without the CON project,” 
“incremental to the CON project,” and “with the CON project.” Note: the actual 
results reported in the Financial Worksheet must match the audited financial 
statement that was submitted or referenced. 
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Please refer to Exhibit 17. 

18. Complete OHCA Table 4 utilizing the information reported in the attached
Financial Worksheet.

Please refer to Table 4 below.

19. Explain all assumptions used in developing the financial projections reported in
the Financial Worksheet.

Please refer to Exhibit 17

20. Explain any projected incremental losses from operations resulting from the
implementation of the CON proposal.

There are no projected incremental losses from operations resulting from
implementation of this CON proposal.

21. Indicate the minimum number of units required to show an incremental gain from
operations for each projected fiscal year.

This question is not applicable.

Utilization 

§ “The applicant's past and proposed provision of health care
services to relevant patient populations and payer mix,
including, but not limited to, access to services by Medicaid
recipients and indigent persons;” (Conn.Gen.Stat. § 19a-
639(a)(6))

21. Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years (“FY”),
current fiscal year (“CFY”) and first three projected FYs of the proposal, for each of
the Applicant’s existing and/or proposed services. Report the units by service,
service type or service level.

Please refer to Table 5 and Table 6, infra.

22. Provide a detailed explanation of all assumptions used in the derivation/
calculation of the projected service volume; explain any increases and/or
decreases in volume reported in OHCA Tables 4 and 5.

Patient volume is expected to remain constant for the next 4 years except for an
expected decrease of 0.5% for Adult Medical and Surgical patients.  This decrease is
attributed to the continued shift from treating patients in the inpatient setting to
the outpatient setting.  As medical advances continue to decrease the need for
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inpatient hospitalization, patients will increasingly be seen in as same day patients 
for surgeries or treated in ambulatory settings. 

23. Provide the current and projected patient population mix (number and percentage
of patients by payer) for the proposal using OHCA Table 7 and provide all
assumptions. Note: payer mix should be calculated from patient volumes, not
patient revenues.

§ “Whether the applicant has satisfactorily identified the
population to be served by the proposed project and
satisfactorily demonstrated that the identified population has a
need for the proposed services;” (Conn.Gen.Stat. § 19a-
639(a)(7))

Please refer to Table 7, infra. 

24. Describe the population (as identified in question 8(a)) by gender, age groups or
persons with a specific condition or disorder and provide evidence (i.e., incidence,
prevalence or other demographic data) that demonstrates a need for the proposed
service or proposal. Please note: if population estimates or other demographic
data are submitted, provide only publicly available and verifiable information
(e.g., U.S. Census Bureau, Department of Public Health, CT State Data Center) and
document the source.

Please refer to response to question 8a in the Main CON application.

25. Using OHCA Table 8, provide a breakdown of utilization by town for the most
recently completed FY. Utilization may be reported as number of persons, visits,
scans or other unit appropriate for the information being reported.

§ “The utilization of existing health care facilities and health care
services in the service area of the applicant;” (Conn.Gen.Stat. §
19a-639(a)(8))

Please refer to Table 8, infra. . 

26. Using OHCA Table 9, identify all existing providers in the service area and, as
available, list the services provided, population served, facility ID, address,
hours/days of operation and current utilization of the facility. Include providers in
the towns served or proposed to be served by the Applicant, as well as providers
in towns contiguous to the service area.

Table 9 is not applicable since this proposal is an organizational change rather than a
change in clinical services.
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27. Describe the effect of the proposal on these existing providers.
The NE-RHM does not believe this Certificate of Need proposal will have any effect
on existing providers as there will be no expected change in any services at SMHS.

28. Describe the existing referral patterns in the area served by the proposal.

SMHS’s affiliated providers currently have the option to refer to SMHS or elsewhere
as they deem appropriate.

29. Explain how current referral patterns will be affected by the proposal.

The existing referral patterns will remain unchanged.

§ “Whether the applicant has satisfactorily demonstrated that the
proposed project shall not result in an unnecessary duplication of
existing or approved health care services or facilities;”
(Conn.Gen.Stat. § 19a-639(a)(9))

30. If applicable, explain why approval of the proposal will not result in an
unnecessary duplication of services.

§ “Whether the applicant has satisfactorily demonstrated that the
proposal will not negatively impact the diversity of health care
providers and patient choice in the geographic region. . .”
(Conn.Gen.Stat. § 19a-639(a)(11))

This question is not applicable as this proposal will not result in an unnecessary 
duplication of services.  All of SMHS’s health services will remain as is if this 
proposal is approved. 

31. How will the proposal impact the diversity of health care providers and patient
choice or reduce competition in the geographic region?

The NE-RHM believes that SMHS is a unique part of the healthcare infrastructure of
the State of Connecticut and a critical component of the health system in their
primary service area.  By SMHS joining the NE-RHM, the residents in the SMHS
geographic service area can continue to receive services from the healthcare
providers they currently have established relationships with in their communities.  In
this fashion this proposal preserves access to a diverse group of health care
providers and ensures continued competition with the other healthcare
organizations that serve patients in the region.
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Tables 

TABLE 1 
APPLICANT'S SERVICES AND SERVICE LOCATIONS 

Service Street Address, Town Population 
Served 

Days/Hours of 
Operation 

New Service or 
Proposed 

Termination 

This table is not applicable. 

TABLE 2 
SERVICE AREA TOWNS 

List the official name of town* and provide the reason for 
inclusion. 

Town* Reason for Inclusion 

* Village or place names are not acceptable.

Please refer to Exhibit 11.  The 16 towns and 2 boroughs in the SMHS’s Total 
Service Area have historically been the towns included in the Hospital's service 
area.  These towns accounted for 93.5% of the Hospital's volume in FY2015. 
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TABLE 3 

TOTAL PROPOSAL CAPITAL EXPENDITURE 
 

Purchase/Lease $0 

Equipment (Medical, Non-medical Imaging) $0 

Land/Building Purchase* $0 

Construction/Renovation** $0 

Land/Building Purchase* $0 

Other (specify) $0 

Total Capital Expenditure (TCE) $0 

Lease (Medical, Non-medical Imaging)*** $0 

Total Capital Cost (TCO) $0 

Total Project Cost (TCE+TCO) $0 
*    If the proposal involves a land/building purchase, 
attach a real estate property appraisal including the 
amount; the useful life of the building; and a schedule of 
depreciation. 
**   If the proposal involves construction/renovations, 
attach a description of the proposed building work, 
including the gross square feet; existing and proposed 
floor plans; commencement date for the construction/ 
renovation; completion date of the 
construction/renovation; and commencement of 
operations date. 
*** If the proposal involves a capital or operating 
equipment lease and/or purchase, attach a vendor quote 
or invoice; schedule of depreciation; useful life of the 
equipment; and anticipated residual value at the end of 
the lease or loan term. 
 
This table is not applicable. 
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TABLE 4 

PROJECTED INCREMENTAL REVENUES AND EXPENSES  
 
  TABLE 4 
  PROJECTED INCREMENTAL REVENUES AND EXPENSES 
  FY 2016 FY 2017 FY 2018 FY 2019 

Revenue from Operations 
                             

-                             -                             -                                    -    

Total Operating Expenses 
                             

-    
                 

(1,585) 
                 

(3,133) 
                        

(3,241) 

Gain/Loss from Operations 
                             

-    
                  

1,585  
                  

3,133  
                        

(3,241) 
 
 
* Fill in years using those reported in the Financial Worksheet attached. 
 

TABLE 5 
HISTORICAL UTILIZATION BY SERVICE 

SMHS  
 

Service* 
Actual Volume 

(Last 3 Completed FYs) 
FY 2012 FY 2013 FY 2014 FY 2015 

Adult Med. & Surg. 9,129 8,826 8,842 9,062 
Maternity 1,021 977 1,066 1,070 
Psychiatric 625 669 633 654 
Rehabilitation 0 0 0 0 
Pediatric 0 0 0 0 
Neonatal ICU 439 414 146 146 
Newborn 864 843 955 913 

Total 12,078 11,729 11,642 11,845 
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Trinity Health - New England  
 

    Actual Volume 
  

 
(Last 3 Completed FYs) 

SERVICE**   FY 2012 
 

FY 2013 
 

FY 2014 
 

FY 2015 
  

 
  

 
  

 
  

 
  

DISCHARGES: 
 

  
 

  
 

  
 

  
Adult Med. & Surg. 

 
   23,879  

 
   24,318  

 
   23,264  

 
   23,951  

Maternity 
 

      3,212  
 

      3,035  
 

      3,075  
 

      2,910  
Psychiatric 

 
      2,010  

 
      2,064  

 
      1,961  

 
      1,961  

Rehabilitation 
 

         650  
 

         685  
 

         660  
 

         705  
Pediatric 

 
              -  

 
              -  

 
              -  

 
              -  

Neonatal ICU                                                      278  
 

         268  
 

         294  
 

         275  
Newborn 

 
      2,732  

 
      2,681  

 
      2,640  

 
      2,535  

TOTAL 
 

32,761  
 

33,051  
 

31,894  
 

32,337  

                  
 
1. Fiscal Year is October - September. 

2. Includes Saint Francis Hospital and Medical Center and Mount Sinai Rehabilitation Hospital. 
 
* For periods greater than 6 months, report annualized volume, identifying the 
number of actual months covered and the method of annualizing. For periods less 
than 6 months, report actual volume and identify the period covered. 
**   Identify each service type and level adding lines as necessary. Provide the 
number of visits or discharges as appropriate for  each service type and level listed. 
*** Fill in years. If the time period reported is not identical to the fiscal year 
reported in Table 4 of the application, provide the date range using the mm/dd 
format as a footnote to the table. 
 

TABLE 6 
PROJECTED UTILIZATION BY SERVICE 

SMHS 

Service* 
Projected Volume 

FY 2016 FY 2017 FY 2018 FY 2019 
Adult Med. & Surg. 9,114 9,055 8,996 8,937 
Maternity 1,119 1,119 1,119 1,119 
Psychiatric 600 600 600 600 
Rehabilitation 0 0 0 0 
Pediatric 0 0 0 0 
Neonatal ICU 146 146 146 146 
Newborn 896 896 896 896 

Total 11,875 11,816 11,757 11,698 
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Trinity Health – New England 
Projected Volume 

SERVICE* FY 2016 FY 2017 FY 2018 FY 2019 

DISCHARGES: 
Adult Med. & Surg.    26,699      32,486  32,560    32,383 
Maternity  3,222   4,341    4,325  4,309 
Psychiatric  2,130   2,508    2,498  2,489 
Rehabilitation  883  759   759     759 
Pediatric    -     -  -   - 
Neonatal ICU            312  412   411     410 
Newborn  2,750   3,626    3,612  3,598 
TOTAL 35,996 44,132 44,165 43,948 

1. Fiscal Year is October - September.
2. FY 2016 (budget) includes Saint Francis Hospital and Medical Center and Mount Sinai

Rehabilitation Hospital for the full fiscal year. And Saint Mary's Hospital for
July through September.

3. FY 2017 - 2019 (projected) includes Saint Francis Hospital and Medical Center; Mount Sinai
Rehabilitation Hospital and Saint Mary's Hospital.

* Identify each service type by location and add lines as
necessary. Provide the number of visits/discharges as 
appropriate for each service listed. 

** If the first year of the proposal is only a partial year, 
provide the first partial year and then the first three full 
FYs. Add columns as necessary.  If the time period 
reported is not identical to the fiscal year reported in 
Table 4 of the application, provide the date range using 
the mm/dd format as a footnote to the table. 
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TABLE 7 

APPLICANT’S CURRENT & PROJECTED PAYER MIX 
SMHS 

  TABLE 7 
  APPLICANT'S CURRENT & PROJECTED PAYER MIX 

Payer FY 2015 FY 2016 FY 2017 FY 2018 FY 2019 
  Discharges % Discharges % Discharges % Discharges % Discharges % 

Medicare        5,289  45% 
          
5,313  45%          5,276  45%          5,240  45%       5,214  45% 

Medicaid        3,703  31% 
          
3,696  31%          3,683  31%          3,671  31%       3,653  31% 

CHAMPUS & Tricare              22  0% 
                
22  0%               22  0%               22  0%             22  0% 

Total Government        9,014  76% 
          
9,031  76%          8,981  76%          8,933  76%       8,888  76% 

                      

Commercial Insurers        2,601  22% 
          
2,613  22%          2,604  22%          2,594  22%       2,581  22% 

Uninsured           103  1% 
              
102  1%             102  1%             101  1%          100  1% 

Workers 
Compensation           129  1% 

              
129  1%             129  1%             129  1%          128  1% 

Total Non-
Government        2,833  24% 

          
2,844  24%          2,835  24%          2,824  24%       2,810  24% 

                      

Total Payer Mix      11,847  100% 
        
11,875  100%        11,816  100%       11,757  100%     11,698  100% 

 
Trinity Health-New England 

 
                    

Payer CURRENT PROJECTED 
  FY 2015 FY 2016   FY 2017   FY 2018 FY 2019 
  Discharges % Discharges % Discharges % Discharges % Discharges % 

Medicare *    14,821  45.8%    16,467  45.7%    19,643  44.5%    19,774  44.8%    19,678  44.8% 
Medicaid*      7,962  24.6%      8,906  24.7%    11,864  26.9%    11,814  26.7%    11,756  26.7% 
Champus & TriCare            77  0.2%            87  0.2%          112  0.3%          113  0.3%          112  0.3% 
Total Government     22,860  70.7%    25,460  70.7%    31,619  71.6%    31,701  71.8%    31,546  71.8% 
                      
Commercial 
Insurers*      9,071  28.1%    10,046  27.9%    11,837  26.8%    11,783  26.7%    11,725  26.7% 

Uninsured          268  0.8%          307  0.9%          401  0.9%          399  0.9%          397  0.9% 
Workers 
Compensation          138  0.4%          183  0.5%          275  0.6%          282  0.6%          280  0.6% 
Total Non-
Government       9,477  29.3%    10,536  29.3%    12,513  28.4%    12,464  28.2%    12,402  28.2% 

                      
Total Payer Mix    32,337  100.0%    35,996  100.0%    44,132  100.0%    44,165  100.0%    43,948  100.0% 
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Assumptions: 

              1. FY 2015 (actual)  includes only Saint Francis Hospital and Medical Center and Mount Sinai Rehabilitation Hospital. 
   2. FY 2016 (budget) includes Saint Francis Hospital and Medical Center and Mount Sinai Rehabilitation Hospital for full fiscal year. 

      And Saint Mary's Hospital for July through September. 
          3. FY 2017 - FY 2019 (projected) includes Saint Francis Hospital and Medical Center; Mount Sinai Rehabilitation Hospital and Saint Mary's. 

 
               
               
                

 
*   Includes managed care activity. 
** Fill in years. Ensure the period covered by this table corresponds to the period 

covered in the projections provided. New programs may leave the 
“current” column blank. 

 
 
 

TABLE 8 
UTILIZATION BY TOWN 

 
 

Town Utilization FY 15** 
WATERBURY   59.3% 
NAUGATUCK   9.4% 
WOLCOTT   5.8% 
WATERTOWN   5.3% 
PROSPECT   3.2% 
SOUTHBURY   1.9% 
CHESHIRE   1.6% 
THOMASTON   1.5% 
MIDDLEBURY   1.4% 
WOODBURY   1.2% 
SOUTHINGTON   0.7% 
OXFORD   0.6% 
BETHLEHEM   0.6% 
BEACON FALLS   0.5% 
PLYMOUTH   0.3% 
MORRIS   0.1% 
Subtotal Total 
Service Area 93.5% 
    
Other Towns 6.5% 
Total 100.0% 
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* List inpatient/outpatient/ED volumes separately, if applicable
** Fill in year if the time period reported is 

not identical to the fiscal year reported 
on pg. 2 of the application; provide the 
date range using the mm/dd format as a 
footnote to the table. 

TABLE 9 
SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS 

Service or 
Program 

Name 

Population 
Served 

Facility 
ID* 

Facility's Provider Name, 
Street Address and Town 

Hours/Days 
of 

Operation 

Current 
Utilization 

N/A N/A 

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National
Provider Identifier (NPI) facility identifier and label column with the identifier used. 
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Supplemental CON Application Form 
Transfer of Ownership/Sale of Hospital 

Conn. Gen. Stat. § 19a-638(a)(2) & § 19a-486 

Applicants: Trinity Health,  Trinity Health-New England, Inc. and Saint Mary’s Health 
System, Inc. and Saint Mary’s Hospital, Inc. 

Project Name: Trinity Health-New England, Inc. to become the sole member of Saint 
Mary’s Hospital, Inc. 
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1. Project Description and Need: Change of Ownership or Control

a. Describe the transition plan and how the Applicants will ensure continuity of services.
Provide a copy of a transition plan, if available.

Because clinical health services are not being directly affected by this proposal, patient 
care will not be affected.  Therefore, the typical type of transition plan is not needed 
where patients have to be moved or transitioned physically to other services because of 
a lack of continuity.  If clinical services are added or eliminated in the future, the 
Applicants will seek a Certificate of Need as required. 

The initial transition in this proposal will be directed at steps toward operational 
integration that would have a positive impact on the delivery of clinical services to 
patients of SMHS into the NE-RHM, and for identifying opportunities to achieve 
efficiencies and improvements in quality and access of health care services.   

The NE-RHM has taken the additional steps in its relationship with SMHS by signing the 
Transfer Agreement (see Exhibit 3). 

If the Certificate of Need is granted by the Office of Health Care Access, then NE-RHM 
plans to complete the acquisition of SMHS by 10/1/16. 

The integration of SMHS under the NE-RHM organization will benefit both organizations 
and the community by ensuring the ongoing operation of SMHS, thereby continuing its 
108+ year legacy of providing quality healthcare services in the Waterbury, Connecticut 
area.   

b. For each Applicant (and any new entities to be created as a result of the proposal),
provide the following information as it would appear prior and subsequent to
approval of this proposal:

i. Legal chart of corporate or entity structure including all affiliates.

The corporate organization charts are attached in Exhibit S1. The proposed 
organization charts provided include the NE-RHM (which will include SFHMC) and 
SMHS as part of this new organization. (See Exhibit 4) 

ii. Governance or controlling body.

SMHS currently has a self-perpetuating community-based board of 21 members. 
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Reserve powers are held by the Archbishop of the Archdiocese of Hartford.  Under 
the proposed new governance structure, NE-RHM (whose sole member is Trinity 
Health) will be the sole member of SMHS.  Two members of the NE-RHM Board of 
Directors will be appointed by Trinity Health for a period of three years, with 
eligibility for re-appointment. These members will be from the SMHS community. 
The SMHS Board will remain unchanged other than the addition of the CEO of Trinity 
Health – New England, who will be an ex-officio member. 

iii. List of owners and the % ownership and shares of each.
The applicants are non-stock, non-profit corporations and have no equity
owners.  Exhibit S1 illustrates the percentage ownership of each of the SMHS
affiliates. The proposed organization charts provided include the NE-RHM and SMHS
as part of this new organization (Exhibit 4).

2. Historical and Projected Volume

a. In table format, provide historical volumes (three full years and the current year-to-
date) for the number of discharges and patient days by service.

TABLE A 
HISTORICAL AND CURRENT DISCHARGES 

SMHS 

Service* 
Actual Volume 

(Last 3 Completed FYs) 
FY 2012 FY 2013 FY 2014 FY 2015 

Adult Med. & Surg. 9,129 8,826 8,842 9,062 
Maternity 1,021 977 1,066 1,070 
Psychiatric 625 669 633 654 
Rehabilitation 0 0 0 0 
Pediatric 0 0 0 0 
Neonatal ICU 439 414 146 146 
Newborn 864 843 955 913 

Total 12,078 11,729 11,642 11,845 
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1. Fiscal Year is October - September.
2. Includes Saint Francis Hospital and Medical Center and Mount Sinai Rehabilitation
Hospital 

* Provide the number of discharges for each service listed (Medical/Surgical, Maternity, Psychiatric,
Rehabilitation, and Pediatric).

**   Fill in years. In a footnote, identify the period covered by the Applicant’s FY (e.g., July 1-June 30, calendar year, 
etc.).

*** For periods greater than 6 months, report annualized volume, identifying the number of actual months covered 
and the method of annualizing. For periods less than six months, report actual volume and identify the period covered. 

F/N The Applicants’ Fiscal Year is from October 1 – September 30. 

Trinity Health - New England 
Actual Volume 

(Last 3 Completed FYs) 
SERVICE** FY 2012 FY 2013 FY 2014 FY 2015 

Adult Med. & Surg.         23,879 24,318 23,264 23,951 

Maternity   3,212 3,035 3,075 2,910 

Psychiatric   2,010 2,064 1,961 1,961 

Rehabilitation      650 685 660 705 

Pediatric      - - - - 

Neonatal ICU                  278 268 294 275 

Newborn   2,732 2,681 2,640 2,535 

TOTAL 32,761 33,051 31,894 32,337 
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TABLE B 
HISTORICAL AND CURRENT PATIENT DAYS 

SMHS 

Service* 
Actual Volume 

(Last 3 Completed FYs) 
FY 2012 FY 2013 FY 2014 FY 2015 

Adult Med. & Surg. 41,395 41,900 40,663 40,360 
Maternity 2,775 2,609 2,855 2,775 
Psychiatric 3,994 4,099 3,993 4,139 
Rehabilitation 0 0 0 0 
Pediatric 0 0 0 0 
Neonatal ICU 1,390 1,303 1,240 1,227 
Newborn 2,022 1,922 2,173 2055 

Total 51,576 51,833 50,924 50,556 

  Trinity Health - New England 
Actual Volume 

(Last 3 Completed FYs) 
SERVICE** FY 2012 FY 2013 FY 2014 FY 2015 

Adult Med. & Surg. 119,951 122,793 116,294 117,978 

Maternity 10,105 9,478 9,630 8,732 

Psychiatric 14,856 14,999 14,627 14,738 

Rehabilitation 9,274 9,378 8,542 8,839 

Pediatric - - - - 

Neonatal ICU             6,018 5,626 5,010 5,068 

Newborn 6,604 6,479 6,307 5,974 

TOTAL 166,808 168,753 160,410 161,329 

1. Fiscal Year is October - September.
2. Includes Saint Francis Hospital and Medical Center and Mount Sinai Rehabilitation Hospital

* Provide the number of patient days for each service listed (Medical/Surgical, Maternity, Psychiatric,
Rehabilitation, and Pediatric). 

**   Fill in years. In a footnote, identify the period covered by the Applicant’s FY (e.g., July 1-June 30, calendar year,  
etc.)

*** For periods greater than 6 months, report annualized volume, identifying the number of actual months covered  
and the method of annualizing. For periods less than six months, report actual volume and identify the period 
covered.
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b. Complete the following tables for the first three full fiscal years (“FY”) following
adoption of the proposal, if the first year is a partial year, include that as well.

TABLE C 
PROJECTED DISCHARGES BY SERVICE 

SMHS 

Service* 
Projected Volume 

FY 2016 FY 2017 FY 2018 FY 2019 
Adult Med. & Surg. 9,114 9,055 8,996 8,937 
Maternity 1,119 1,119 1,119 1,119 
Psychiatric 600 600 600 600 
Rehabilitation 0 0 0 0 
Pediatric 0 0 0 0 
Neonatal ICU 146 146 146 146 
Newborn 896 896 896 896 

Total 11,875 11,816 11,757 11,698 

TRINITY HEALTH - NEW ENGLAND, INC. 
Projected Volume 

SERVICE* FY 2016 FY 2017 FY 2018 FY 2019 

Adult Med. & Surg. 26,699 32,486 32,560 32,383 

Maternity 3,222 4,341 4,325 4,309 

Psychiatric 2,130 2,508 2,498 2,489 

Rehabilitation 883 759 759 759 

Pediatric - - - - 

Neonatal ICU             312 412 411 410 

Newborn 2,750 3,626 3,612 3,598 

TOTAL 35,996 44,132 44,165 43,948 

1. Fiscal Year is October -
September. 
2. FY 2016 (budget) includes Saint Francis Hospital and Medical Center and Mount Sinai

Rehabilitation Hospital for the full fiscal year. And Saint Mary's Hospital for
July through September.

3. FY 2017 - 2019 (projected) includes Saint Francis Hospital and Medical Center; Mount Sinai
Rehabilitation Hospital and Saint Mary's Hospital.

      * Provide the number of discharges for each service listed (Medical/Surgical, Maternity, Psychiatric, Rehabilitation,
and Pediatric). 

** If the first year of the proposal is only a partial year, provide the first partial year and then the first three full FYs.  
Add columns as necessary. In a footnote, identify the period covered by the Applicant’s fiscal year FY (e.g., July 1-June 30, 
calendar year, etc.). 
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TABLE D 
PROJECTED PATIENT DAYS BY SERVICE 

SMHS 

Service* 
Projected Volume 

FY 2016 FY 2017 FY 2018 FY 2019 
Adult Med. & Surg. 40,900 40,645 40,392 40,140 
Maternity 2,914 2,914 2,914 2,914 
Psychiatric 3,769 3,769 3,769 3,769 
Rehabilitation 0 0 0 0 
Pediatric 0 0 0 0 
Neonatal ICU 1,220 1,220 1,220 1,220 
Newborn 2,228 2,228 2,228 2,228 

Total 51,031 50,776 50,523 50,271 

Trinity Health – New England Inc. 

SERVICE*   FY 2016 FY 2017 FY 2018 

Adult Med. & Surg.    128,755    158,339    158,729 
Maternity       9,402     13,005     12,954 
Psychiatric     15,863     18,001     17,926 
Rehabilitation     10,950       9,791       9,791 
Pediatric       -       -       - 
Neonatal ICU             5,402       6,330       6,311 
Newborn       6,519       8,674       8,641 
TOTAL 176,891 214,140 214,352 

1. Fiscal Year is October - September.
2. FY 2016 (budget) includes Saint Francis Hospital and Medical Center and Mount Sinai

Rehabilitation Hospital for the full fiscal year. And Saint Mary's Hospital for
July through September.

3. FY 2017 - 2019 (projected) includes Saint Francis Hospital and Medical Center; Mount Sinai
Rehabilitation Hospital and Saint Mary's Hospital.

* Provide the number of patient days for each service listed (Medical/Surgical, Maternity, Psychiatric, Rehabilitation,
and Pediatric). 

** If the first year of the proposal is only a partial year, provide the first partial year and then the first three full FYs. 
Add columns as necessary. In a footnote, identify the period covered by the Applicant’s fiscal year FY (e.g. July 1-

June 30, calendar year, etc.). 
 F/N The Applicants’ Fiscal Year is from October 1 – September 30. 
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c. Explain any increases and/or decreases in historical volumes reported in the tables
above.

Overall, volume has remained relatively constant for the time periods reflected in the 
table above.  The largest decrease was in overall days as the average length of stay 
continues to improve as a direct result of continuous improvements made in the 
efficiency of delivering care. 

d. Provide a detailed explanation of all assumptions used in the derivation/ calculation
of the projected volume.

Inpatient volume is projected to decrease 0.5% each year, respectively, from FY 2017 
through FY 2019 as utilization of inpatient services shifts to outpatient services as a 
result of increasing population health management.  

3. Clear Public Need

a. Is the proposal being submitted due to provisions of the Federal Sherman Antitrust
Act and Conn. Gen Stat. §35-24 et seq. statutes? Explain in detail.

No. The proposal is being submitted in accordance with OHCA requirements; however, 
the parties also intend to comply with all applicable federal and state antitrust laws and 
regulations. 

b. Is the proposal being submitted due to provisions of the Patient Protection and
Affordable Care Act (PPACA)? Explain in detail.

While SMHS had planned to partner with another health care provider even before the
PPACA was passed in order to have a system in the future that could support the kind of
quality health care SMHS is accustomed to providing, there is no question that the
PPACA only added further reasons to make this move now.  With a shift from a fee for
service structure to a population health focus, the PPACA requires an investment of
time in new programming and information technology. This, in turn, requires a
substantial commitment of capital, and is better made with a partner who has already
had experience in this area.

4. Supplemental Questions

a. Were alternative proposals or offers considered and, if so, how did they compare
to this proposal with respect to provider diversity, consumer choice and access to
affordable quality health care?
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Alternative proposals were considered.  Trinity Health and NE-RHM have an outstanding 
model for diversity of services as well as a strong program to serve diverse populations. 
Consumers will select the best quality health care that is affordable.  Trinity Health and 
NE-RHM have made their services affordable in the past and plan to continue to do so in 
the future. 

b. For the first three years following the hospital’s transfer of ownership, provide a
detailed list and explanation for any consolidation, reduction, elimination or
expansion of existing services, or any new services planned to be introduced.

As of the filing of this application, there are no planned changes to services offered by
SMHS within its service area.  As part of the NE-RHM, SMHS will continually monitor
demand for services and adapt to them either through its existing offerings or
collaboratively through the regional health ministry.

c. Please provide a detailed explanation of any planned staffing changes following
the hospital’s transfer of ownership and discuss how these changes will impact
the accessibility, quality and affordability of care.

As of the filing of this application, there are no planned staffing changes that will occur
in the near term as a result of this proposal.

d. How will this proposal affect the implementation plan developed to address priority
health needs identified in the most recent Community Health Needs Assessment
(CHNA)?

The Greater Waterbury Health Improvement Partnership (“GWHIP”), which includes
Saint Mary’s Hospital, Waterbury Hospital, the City of Waterbury Department of Health,
the Connecticut Community Foundation, StayWell Health Center, the United Way of
Greater Waterbury and other community partners conducted a comprehensive
Community Health Needs Assessment (“CHNA”) in 2013.  The community health issues
identified in the CHNA as priorities and areas of focus were: (1) Access to Care; (2)
Mental Health and Substance Abuse; (3) Obesity and Chronic Disease; and (4) Tobacco
Use.  A copy of the CNHA is attached as Exhibit 5.

Saint Mary’s Hospital (“SMH”) developed an Implementation Strategy that addresses
the four community health priorities.  SMH’s Board of Directors met on September 12,
2013, to review the findings of the CHNA and the Implementation Strategy.  The
Implementation Strategy is attached as Exhibit S2 and is being rolled out over three
years.  On September 12, 2013, the Boards of Directors of SMHS and SMH voted to
adopt the Implementation Strategy and provide the necessary resources and support to
carry out the initiatives (see Exhibit 10 for Board minutes).  To date, the following has
occurred.
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Access to Care Initiatives   
• Collaborating with Access Health CT to help residents gain access to health 

insurance.  SMH hosted several enrollment fairs during the 2013 – 2014 
enrollment period. 

• SMH transitioned ownership of the Children’s Health Center (“CHC”) to StayWell 
Health Center.  This allowed the CHC patients to access StayWell’s extensive 
offerings of health and social services. 

• SMH developed and implemented a nurse navigator program in the Emergency 
Department (“ED”) to improve access to primary care and behavioral health.  
The nurse navigator reviews between 60 and 200 patient records per week.  The 
navigator contacts many of these patients to coordinate follow-up care and 
connect patients with other resources.   

• Educating health care providers on resources for uninsured/underinsured and 
low income patients.  

• Providing free screenings for uninsured and underinsured patients.  For example, 
SMH provides free breast and cervical cancer screenings, diagnostic and 
treatment referral services through a Connecticut Department of Health grant.  

 
Mental Health and Substance Abuse Initiatives 

• A “Super Track” initiative has been implemented in the ED.  This initiative has led 
to improved patient flow, reduced length of stay, and increased patient 
satisfaction. 

• SMH is a participant in the Connecticut Behavioral Health Partnership, which is 
organized through Value Options. 

• Evaluating ways to implement the Community Care Team program based at 
Middlesex Hospital.   

 
Obesity and Chronic Diseases Initiatives 

• Collaborating with Brass City Harvest to offer a farmer’s market every Friday 
during the summer months for local residents. 

• Participating in the American Heart Association Mission Lifeline Program.   
• Developing improved meal choices at SMH. SMH began offering the Mindful 

Meal program, which includes healthy low-fat and low calorie options, to 
patients, staff and the community. 

• Providing a nurse educator to patients to coordinate post-acute services and 
provide patient and family education.  SMH is one of eleven hospitals in the 
country to participate in the American College of Cardiology Patient Navigator 
Program. 
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Tobacco Use Initiatives 
• Working with the Harold Leever Regional Cancer Center to enhance smoking

cessation programs. 
• Evaluating opportunities to pilot an incentive program to increase smoking

cessation rates. 

The implementation of these initiatives will be greatly enhanced as SMHS becomes a 
member of the NE-RHM.  

Following the initial CHNA, the work of the Greater Waterbury Health Improvement 
Partnership has continued. This year we completed a new survey, the Behavioral Risk 
Factor Surveillance System (BRFSS). This is the nation's premier system of health-related 
telephone surveys that collect state data about U.S. residents regarding their health-
related risk behaviors, chronic health conditions, and use of preventive services. In 
Waterbury, more than 400 members of the community were surveyed. Results from the 
survey will be integrated with the original CHNA to develop a more comprehensive view 
of the health of our community, and to further focus and refine our efforts. Workgroups 
focused on the four priority health areas continue to meet on a monthly basis, and a 
steering committee provides oversight of the entire process.  

Most recently, the Greater Waterbury Health Improvement Partnership (GWHIP) has 
been accepted to participate in the Centers for Disease Control and Prevention (CDC) 
pilot Learning Collaborative for Community Health Improvement (CHI).  

As part of the Learning Collaborative, SMHS and our community partners will be joining 
nine other CHI partnerships from around the country to learn about the CHI process and 
its underlying principles in greater depth, and to use the CHI Navigator to strengthen 
our ability to conduct an effective and collaborative CHI process.  This program is 
designed to provide training and group technical assistance through a series of webinars 
and phone calls from national community health improvement experts as well as 
facilitated peer-to-peer sharing and learning with other CHI partnerships. 

The NE-RHM Community Need Assessment, (Exhibit 21) as filed with the Office of 
Health Care Access, identifies similar priorities and areas of focus.  Implementation 
strategies employed by the NE-RHM will buttress the strategies currently in place in 
Waterbury.  In this document there are listed problem areas including obesity, diabetes, 
behavioral health, and alcoholism and substance abuse. These disease categories are 
also discussed as prevalent chronic diseases in Connecticut that need to be improved 
upon in The Department Of Health Publications called “Healthy CT 2020” published in 
March 2014 and “Live Healthy CT” published in April 2014.  The Applicants also 
reviewed the “Statewide Health Care Facilities and Services Plan 2014 Supplement” 
which identifies at risk and vulnerable populations in Connecticut in chapters 3 – 5.   
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As shown in the NE-RHM implementation plan, the organization is addressing these 
diseases by offering related classes to improve the population health in its community.  
The NE-RHM also currently services many patients with chronic diseases in its various 
service lines including Primary Care, and Behavioral Health.  The NE-RHM has an 
outpatient Diabetes Care Center that serves many people with Diabetes and offers 
many outreach and educational activities within the community that address these 
chronic diseases. The NE-RHM and SMHS understand the importance of treating and 
improving the overall health of its populations.  SMHS will benefit from the NE-RHM’s 
knowledge and experience with improving chronic diseases.   

The NE-RHM has also made it a priority to address health equity as evidenced by the 
establishment of the Curtis D. Robinson Center for Health Equity (CDRCHE) in 2011.  
Curtis D. Robinson is a NE-RHM board member, African American business leader and 
cancer survivor. The CDRCHE grew out of a community engaged program focused on the 
disparity in health outcomes of African American men impacted by prostate cancer. 
Over the years, the CDRCHE team has addressed health disparities by community 
engagement; providing health education and outreach to underserved communities; 
offering tailored navigation for patients; and participating in research and data analysis 
about health disparities for the community served by the NE-RHM.  The CDRCHE serves 
as a platform throughout the NE-RHM to address health equity issues by bridging the 
divide between the community and the healthcare system and focusing on a long term 
commitment to change.  This organization and its approach will be available for SMHS as 
well. 

The NE-RHM Strategic Implementation Plan (developed by the CDRCHE and approved by 
leadership) outlines four priorities that highlight a “systems change” approach to 
resolving the issues identified in the Community Health Needs Assessment.  The four 
strategic priorities are:  Improving Communication; Addressing Barriers to Healthcare 
Services; Providing Coordinated Care and Targeting Social Determinants of Health.  
Within each of these priority areas specific activities have been developed, with input 
from those affected, to address the identified need.  The community outreach approach 
integrates input from healthcare providers, community agencies and those in need of 
services. 

Some of the activities that have been developed to address the four priority areas 
within the NE-RHM include: the development of a language services program; increased 
commitment to cultural competency training; focus on appropriate use of Emergency 
Room resources; engagement with community groups to navigate patients to needed 
resources;  partnering with state agencies to provide critical training to communities 
with limited resources for mental health support; and collaborating with faith 
communities to address chronic health conditions of concern within their institutions.    
Each of these activities will be replicated and tailored to address the needs identified 
within the communities reached by the NE-RHM. 
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The priorities of the Connecticut Department of Public Health are outlined in the Health 
Promotion Plan published in 2014 entitled “Live Healthy Connecticut”.  In this 
document, Dr. Jewell Mullen, the state Commissioner of Public Health, identifies three 
strategies as necessary for success of the plan (which are parallel to those identified in 
our strategic implementation plan), they include: an environmental approach which 
acknowledges the need for change outside of the healthcare system to achieve 
sustainable outcomes (addressing social determinants of health); improving the system 
for delivery of care which ensures access to healthcare services (decreasing barriers to 
care)  and improving linkages between the community and clinical settings 
(communication and coordination of care).  

In addition, the Statewide Health Care Facilities and Services Plan, the 2014 Supplement 
and the Healthy CT 2020 consider multiple determinants of health and provide an 
overview of initiatives focused on reducing health inequities, improving health 
outcomes and enhancing care coordination all of which are priorities for the NE-RHM 
going forward.  In fact, Dr. Marcus McKinney, D.Min., Vice President of Health Equity 
and Health Policy at the NE-RHM, was the co-chairperson of the work group on Mental 
Health, Alcohol and Substance Abuse which set the priorities for this area of work.   Dr. 
Marcus McKinney’s work on this work group shows the NE-RHM’s commitment to 
addressing health inequities. 

In addition to the above activities, Dr. McKinney is also engaged in national activities 
surrounding health disparities.  For instance, as part of the NE-RHM’s effort to 
encourage other institutions to develop programs that encourage health care 
organizations to reach out to populations that often have difficulty accessing the 
traditional health care system, Dr. Marcus McKinney presented “Simple Solutions in 
Health Equity; Bridging communities to Health Systems” at the 2015 National Catholic 
Health Association General Assembly on June 7, 2015 in Washington D.C. 

The Curtis D. Robinson Center for Health Equity exists to engage and empower 
community members to collaborate with healthcare providers and create innovative 
programs that address identified health disparities.  The Curtis D. Robinson Center 
encourages communities who have not been heard to reach out to health providers and 
help shape the trajectory of change in healthcare.  Relationships with the community, 
Catholic Charities and other human service organizations are discussed and successful 
approaches to a collaborative dialogue will be identified in the presentation.  

The NE-RHM is also beginning its efforts related to its 2015 Community Benefits report.  
For the 2015 Community Health Needs Assessment, the NE-RHM has partnered with 
Data Haven, a non-profit organization with a 25-year history of public service to Greater 
New Haven and Connecticut whose mission is to improve quality of life by compiling, 
sharing, and interpreting public data for effective decision making. DataHaven is a 
formal partner of the National Neighborhood Indicators Partnership of the Urban 
Institute in Washington, DC. 
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Clearly, given the above, the NE-RHM and SMHS are currently addressing the 
community needs within the SMHS community and the state of CT and will continue to 
do so if this CON is approved.  Also, SMHS’s efforts will be significantly enhanced and 
expanded with the expertise, experience and support of the NE-RHM if this CON 
application is approved.  

e. Describe any changes to the Hospital’s current charity care, uncompensated care,
financial assistance policies and procedures and bed funds that will result from the
proposal.

If the proposal is approved, a review of the NE-RHM, Trinity Health and SMHS’s current
charity care, uncompensated care, financial assistance policies and procedures and bed
funds will be reviewed to ensure compliance with new requirements effective January 1,
2016. 

f. Describe any plans to work with other community providers, such as federally
qualified health centers or community health centers, to provide specialty care to
patients or offer low cost programs tailored to the uninsured or underinsured.

SMHS currently collaborates with both FQHC’s located in Waterbury (StayWell,
Community Health Centers, Inc.).  These relationships will continue as SMHS provides
acute care and behavioral health services for these patients whose medical home is
either one of these FQHCs.

g. Explain in detail the capital projects that are deemed top priorities by the Applicants.

As noted earlier in the application, the NE-RHM has committed to ensure capital
investment at SMHS of $100 million over the first five years after closing for routine
capital, information technology and other capital needs. Historically, SMHS’s has been
investing on average $12 million per year in routine capital. This proposal will allow
SMHS to accelerate these investments to maximize the efficiency and effectiveness of
the delivery of care.

SMHS’s current routine capital needs over the next five years include the following:

• Hospital facility upgrades $22 million
• Replacement of clinical equipment $18 million

In addition, based on preliminary SMHS strategic planning efforts, additional capital is 
needed for strategic investments and would likely include:   

• Information technology upgrades and electronic health record $12 million
• Urgent care / ambulatory care  $10 million
• Ambulatory pavilion on campus  $25 million
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• Convert to private patient rooms  $8 million
• Clinically integrated network development $5 million

As healthcare continues to evolve, the allocation of capital to SMH’s and the NE-RHM 
strategic initiatives will be integrated with the Trinity Health strategic and financial 
planning process. 

h. Explain in detail the service improvements that are deemed top priorities by the
Applicants.

• Cancer care is a key priority.  Due to the aging of the population, cancer care is
an important service to the community.  Through the recently announced clinical
affiliation with Smilow Cancer Hospital and Yale New Haven Hospital, the NE-
RHM cancer program will utilize the same clinical guidelines as
Smilow.  Furthermore, as the only NCI designated cancer program in the state,
patients of SMHS following the transaction, will have access to state of the art
clinical trials and treatments.

• Movement towards ambulatory surgery is a national and local trend.  This
enables care to be delivered in the lowest cost setting with the best outcomes
for the patient.

• Population Management is essential to develop.  The NE-RHM has already
developed a robust heart failure program that will be a priority to extend to
SMHS not only for inpatients but across the continuum including the skilled
nursing facility and in the ambulatory setting.  The NE-RHM has realized
improvements in readmission rates and will readily extend this expertise to
SMHS.

i. Describe any anticipated changes as a result of this proposal to existing payer
contracts (e.g., Medicare, Medicaid or commercial payers).

It is anticipated that SMHS will maintain their current Medicare and Medicaid provider
numbers and there will be no changes to those contracts as a result of this proposal.
After the implementation of this proposal, SMHS will continue will continue to operate
under its own license and its current commercial contracts are expected to remain in
effect. Upon expiration of current commercial contracts, SMHS contract negotiations
will be part of the broader the NE-RHM payor contracting process.

j. Explain in detail how the proposal will address any existing debt and/or pension
obligations.

As noted previously, the applicants will develop a plan to adequately fund Saint Mary’s
pension obligations.

k. Describe how the quality of care will be maintained with this proposal.
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The existing high quality of care of both the NE-RHM and SMHS will be maintained if this 
Certificate of Need is approved.  Also, please refer to response to 9a in the Main CON. 
 

l. For all Applicants, provide copies of all Centers for Medicare & Medicaid Services 
(CMS) statement of deficiencies and corrective action plans for the two most recently 
completed federal fiscal years.  

 
See Exhibit S3 
 

m. Provide a copy of and describe any changes to any of the following policies and 
procedures as a result of this proposal:  
 

i. hospital collection policies (including charity care and bad debt); 
 

See Exhibit S4 
 

ii. annual or periodic review and/or revision to the hospital’s pricing structure 
(chargemaster or pricemaster); and   

 
SMHS performs annual and periodic CPT/HCPC/revenue coding updates and 
revisions per applicable changes from AMA and Medicare. SMH pricemaster is 
adjusted throughout the year as costs for supplies change. Our contracts have 
pricemaster increase thresholds.  There are no plans to change this process as a 
result of this proposal. 

 
iii. the annual or periodic market rate assessment of the hospital.  

 
SMHS performs periodic market assessments and pricing sensitivity analyses on 
an as needed basis.  There are no plans to market assess as a result of this 
proposal. 

 
n. Provide monthly financial reports that include statistics for the current month, year-

to-date and comparable month from the previous year for the following:   
 
Monthly Financial Measurement/Indicators 

 
Refer to Exhibit 17 
 
 

o. For the most recent tax year, provide a copy of the Hospital’s IRS Form 990 (you may 
reference the filing if previously submitted to OHCA). With respect to the amounts 
listed on each line item within Part 1, Section 7 of Schedule H (Financial Assistance and 
Certain Other Community Benefits at Cost) and Part II of Schedule H (Community 
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Building Activities), provide a projected amount for each line item for the first three 
years following the change in ownership and describe the hospital’s future 
commitment to programmatic and financial support for the community benefit 
programs and building activities listed on Schedule H.  

The most recent IRS Form 990 is attached in Exhibit S5 along with the projected amount 
in Exhibit S6.  SMHS is committed to supporting its community and is projecting a 3% 
increase per year.  As part of the NE-RHM, SMHS will be able to collaborate on planning 
activities on a regional level leveraging the expertise and resources of the regional 
health ministry. 

p. Discuss in detail how the proposal will impact the hospital’s negotiating position with
vendors and/or payers?

The NE-RHM currently participates in a national group purchasing program that
provides advantageous pricing for many products and supplies.  The proposal will allow
SMHS to further benefit from this program as well as provide other opportunities with
vendors such as information technology where SMHS will be able to leverage the buying
power of NE-RHM.

The NE-RHM’s continued focus on population health and the development of an
infrastructure to support risk-based contracts with payers will also be available and a
benefit to SMHS after the proposal is approved. This will allow SMHS to transition to
risk-based contracting and position SMHS favorably with payers.

q. If an improved negotiating position is anticipated, quantify the tangible savings for the
health care consumer.

As the NE-RHM and SMHS continue to reduce costs through standardization of clinical
protocols and clinical integration, the ultimate impact will be a decrease of costs to the
consumer as these efforts will likely result in the elimination of duplicate services and
removal of waste within the system and across the continuum of care. These savings
have not been quantified at this time.

r. Provide details of plans to ensure that future health care services provided, in relation
to the proposal, adhere to the National Standards on Culturally and Linguistically
Appropriate Services (CLAS) to advance health equity, improve quality and help
eliminate health care disparities in the projected service area. (For more details on
CLAS standards can be found at http://minorityhealth.hhs.gov/.

SMHS has several programs in place to adhere to the National Standards on Culturally
and Linguistically Appropriate Services.  SMHS has contracted with FSW (formerly Family
Services Woodfield) to provide face to face sign language interpreters for the hearing
impaired.  Video conferencing is also available for sign language interpretation.
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SMHS also contracts with Language Line Services, which provides translation for non-
English speaking patients.  Two handset phones are strategically placed within SMHS.  
The patient has one handset while the provider has the other handset.  The Language 
Line Services’ interpreter participates in the patient visit by providing translation over 
the telephone.   

SMHS also participates in the Connecticut Hospital Association Diversity Collaborative 
(the “Collaborative”).  As part of the Collaborative, SMHS hosts an educational fair 
during Cultural Diversity Week.  At this fair, brochures on CLAS standards are 
distributed. 

In addition, SMHS Hospital’s Education Department has incorporated Cultural Diversity 
Training in the annual e-learning program, which is mandatory for all employees.  
Cultural Diversity Training is also part of new employee orientation. 

Finally, SMHS Hospital’s Education Department and Nursing Administration Department 
are evaluating other training programs to increase adherence to CLAS.  SMHS will 
support these existing programs that increase adherence to CLAS standards. 

The following is a description of the NE-RHM’s efforts in establishing National CLAS 
Standards. 

To address health disparities and prioritize health equity the NE-RHM led by its CEO, 
Christopher Dadlez, created the Curtis D. Robinson Center for Health Equity, a platform 
that supports and leads health equity initiatives – whose home is the first floor of the 
Urban League of Greater Hartford.  In 2009 the Saint Francis Board of Directors passed a 
resolution that embraced the National Call to Action goals of increased use of Real Data, 
improved Cultural Competency Training, and more Diversity in Leadership.  In 2011 the 
Curtis D. Robinson Center for Health Equity was founded and in 2012 it moved to a 
dedicated space designed to provide easy access to those who live in the surrounding 
community.   The position of Vice President of Community Health Equity was 
established, and a dedicated, multicultural staff charged with transformation of our 
healthcare system based on AHA goals and the NE-RHM’s unyielding commitment to 
community engagement which results in decreased health disparities in a meaningful 
and measurable way.      

Activities at NE-RHM that fulfill the CLAS Standards include: 

*Governance, Leadership, and Workforce:
• Updated training for intake staff on the collection of race and ethnicity

implemented 3/2014.
• Updated policy for the use of language services implemented 9/2014
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• Edits to the policies to explicitly include gay and lesbian populations for visitation 
completed 9/2014. 

• 99% of staff trained for cultural competency in 2014 
 
*Communication and Language Assistance: 

• Language Program Developed: Increase in resources across the organization for 
addressing language services to include our 3 + 1 options (Dual Handset Phones; 
Video  

• Remote Interpreting; In-person interpreting + Document Translation)  
• Full Time Language Services Coordinator Hired 11/2014 
• Signage regarding language services availability updated and replaced 12/2014 
• Training for all staff on new language services resources completed 3/2015 
• Pilot training for bilingual staff to become qualified medical interpreters 

completed in 9/2014 
• System for translation of documents into needed languages on demand 

implemented 2/2015 
 
 
*Engagement, Continuous Improvement, and Accountability: 

• Leadership of the State Diversity Collaborative by the CEO of Saint Francis 
Hospital and Medical Center 

• Collection and reporting of data for the CT Diversity Collaborative (Diversity in 
Leadership and Governance; Cultural Competency Training; Use of Diverse 
Suppliers) 

• Quarterly reporting to the Board of Directors on Center for Health Equity 
activities 

• Partnership with community organizations to respond to needs identified 
through assessment activities.  

• Support of Diversity Intern through the Institute for Diversity in Healthcare 
Management 

• Creation of an Accelerated Development Program for diversity staff 
• Saint Francis Diversity Collaborative Team – regular meetings since 2011 
• Development of a Health Equity Scorecard 
• Regular Community Leader Roundtable Discussions 
• Completion and Distribution of the Community Benefit Report 
• Update of Saint Francis Hospital and Medical Center’s website outlining activities 

and providing copies of relevant publications. 
 
To address health disparities in a comprehensive and effective manner it is necessary 
not only to provide appropriate services but to change and improve those services so 
that they are accessible to all populations regardless of degree of English language 
proficiency; cultural beliefs; racial, ethnic and gender identities.  Hence, the NE-RHM has 
updated three of its current policies addressing communication and language services, 
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patients’ rights and equal employment and Affirmative Action.  Please refer to Exhibit 
S7 to see these policies. By making changes at the policy level, NE-RHM is able to hold 
all staff accountable for providing care which embraces inclusive strategies that have 
proven to impact health outcomes.    For example, research has shown that providing 
information to patients with limited English proficiency in their native language can 
result in better health outcomes and patient satisfaction.  See Exhibit S8 for citation - 
"Multiple studies document that quality of care is compromised when LEP patients need 
but do not get interpreters. LEP patients' quality of care is inferior, and more interpreter 
errors occur with untrained ad hoc interpreters."   Research from NIH has concluded 
that implementation of cultural competency needs to take place at the systems level - 
as a "framework which enables systems, agencies and group of professionals to function 
effectively to understand the needs of groups accessing care."  The NE-RHM is 
embracing this approach by making changes at all levels of the organization to address 
health equity disparities.   

NE–RHM will support these initiatives with SMHS and is confident that they will 
continue and deepen if this proposal is approved. 
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Saint Mary’s Hospital Awards and Accomplishments 

2013 
 Named a Top Performer on Key Quality Measures® by The Joint Commission for heart attack,

heart failure, pneumonia and surgical care (2012 data)
 American Heart Association Get With The Guidelines®–Heart Failure Gold Quality Achievement

Award
 American Heart Association/American Stroke Association Get With The Guidelines®–Stroke Gold

Quality Achievement Award
 Named an American College of Cardiology Patient Navigator Hospital (among first 11 in nation)
 American College of Cardiology’s National Cardiovascular Data Registry (NCDR®)  ACTION

Registry–GWTG Gold Performance Achievement Award for 2013
 American Heart Association’s Mission: Lifeline® Bronze Receiving Quality Achievement Award

for heart attack care; named a STEMI Receiving Hospital
 Recognized by BlueCross BlueShield Association as a Blue Distinction Center+ for Cardiac Care
 Cleverley + Associates Community Value Five Star® Award
 Cleverley + Associates Community Value 100® Award
 Rated among the five highest scoring teaching hospitals in the country for safety by Consumer

Reports (not an endorsement ; recognition cannot be published)
 Cancer Program awarded a three-year accreditation with commendation from the American

College of Surgeons’ Commission on Cancer (CoC)
 Nuclear Medicine Department awarded a three-year accreditation from the American College of

Radiology for all nuclear cameras

2014 
 Named a Top Performer on Key Quality Measures® by The Joint Commission for heart attack,

heart failure, pneumonia and surgical care (2013 data)
 American College of Cardiology’s National Cardiovascular Data Registry (NCDR®) ACTION

Registry—Get With The Guidelines (GWTG) Gold Performance Achievement Award for 2014
 American Heart Association’s Mission: Lifeline® Silver Plus Receiving Quality Achievement Award

for heart attack/STEMI care
 Cleverley + Associates Community Value Five Star® Award
 Cleverley + Associates Community Value 100® Award
 One of the top two hospitals for safety in Connecticut based on safety ratings from Consumer

Reports (not an endorsement; recognition cannot be published)
 Awarded a $32,750 grant from Susan G. Komen Connecticut to provide screening

mammograms, diagnostic mammograms and ultrasounds for women through the Navigating
Breast Health Program, which is dedicated to reducing high rates of breast cancer mortality and
late-stage diagnoses

 Received a $1.7 million reimbursement from the Centers for Medicare and Medicaid (CMS) for
achieving the Stage 1 Year 2 objectives required to demonstrate meaningful use of our
Electronic Health Record
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 #1 in Connecticut for the CMS Value Based Purchasing program; performance based on quality
and service metrics including CMS core measures, the Hospitals Consumer Assessment of
Healthcare Providers and Systems (HCAHPS) survey and mortality

2015 
 Rated high performing in Heart Failure in the U.S. News & World Report Best Hospitals for

Common Care ratings
 American College of Cardiology’s National Cardiovascular Data Registry (NCDR)  ACTION

Registry–Get With The Guidelines (GWTG) Gold Performance Achievement Award for 2015
 Comprehensive Center accreditation from the American College of Surgeons (ACS) Metabolic

and Bariatric Surgery Accreditation and Quality Improvement Program (MBSAQIP) and the
American Society for Metabolic and Bariatric Surgery (ASMBS)

 Recognized by Anthem Blue Cross Blue Shield with a Blue Distinction® Center designation in the
area of bariatric surgery as part of the Blue Distinction® Centers for Specialty Care program

 Designated as an Aetna Institutes of Quality® (IOQ) facility for Bariatric Surgery
 Saint Mary’s Urgent Care Centers in Naugatuck and Wolcott  received the Certified Urgent Care

designation from the Urgent Care Association of America
 Re-verified as a Level II Trauma Center by the Verification Review Committee (VRC), an ad hoc

committee of the Committee on Trauma (COT) of the American College of Surgeons (ACS)
 Cleverley + Associates Community Value Five Star® Award
 Cleverley + Associates Community Value 100® Award
 Recognized as a Breastfeeding Friendly Worksite by the Connecticut Department of Public

Health and the Connecticut Breastfeeding Coalition
 Named one of the 2015 America’s Best Hospitals for Heart Care by the Women’s Choice Award,

a leading consumer advocacy group
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Saint Marys Hospital

2015 Community Value Leadership Award Winner

Community Value Five-Star ®
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Healthcare Transformation Task Force Members 

March 19, 2015 

Providers Members 

Advocate Health Care 

Aledade 

Ascension 

Atrius Health 

Dartmouth-Hitchcock Health 

Dignity Health 

Evolent Health 

Heritage Provider Network 

Optium 

OSF Healthcare 

Partners Healthcare 

Premier 

Providence Health & Services 

SLL Health 

SSM Health 

Trinity Health 

Tuscan Medical Center 
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Payers Members 

Aetna 

Blue of California 

HCSC Health Care Service Corporation 

Blue Cross Blue Shield Massachusetts 

Purchasers Members 

Caesars Entertainment 

PBGH Pacific Business Group in Health 

Patients and Families Members 

National Partnership for Women and Families 

Partners Members 

The Dartmouth Institute 

Mark McClellan, Brookings Institute 

Patientping 

remedy partners 

 

Source: Healthcare Transformation Task Force website 3/19/15 www.hcttf.org 
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Catholic Health 
Ministries Trinity Health 

Trinity Health – New England, Inc. Other RHMs 

Mount Sinai 
Rehabilitation 

Hospital 

Saint Francis 
Hospital and 

Medical 
Center 

Mercy 
Medical 
Center 

Saint Mary’s 
Hospital 

Other 
Potential  
Hospital 
Partners 

Johnson 
Memorial 
Hospital* 

Subsidiary 
Entities 

Subsidiary 
Entities 

Subsidiary 
Entities 

Subsidiary 
Entities 

Other 
Affiliated 
Entities of 

Tier 3 Local 
Hospitals 

*(1/1/2016 anticipated closing date) 

** This refers to non-hospital entities that are on the same level as the hospital entities noted, such as Saint Francis Medical Group,   
Inc., Saint Francis Hospital Foundation, etc.

**
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STRATEGIC PLAN 
2016-2020 

Saint Mary’s Strategic Plan 
2016-2020 
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STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 
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STRATEGIC PLAN 
2016-2020 

 
Introduction and overview 
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STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 

Introduction and Overview 

The materials included in this document represent an update to the existing plan that was created 
last year. The strategies are rooted in our mission (which remains unchanged) and our vision, but 
have been fine tuned to reflect what we have learned and how the environment has evolved.  
 
In 2014, our physicians, staff and community helped to craft a plan for 2015-2019 which 
contemplated advancing population health, establishing a Clinically Integrated Network and 
Accountable Care Organization and investing in Ambulatory care. 
 
After living with it for nearly a year, we wanted to fine tune and continue to focus on the core 
elements of the plan.  We have taken the time to incorporate suggestions from our physicians, 
staff and community on how to ensure that we are focused on the appropriate initiatives given the 
evolving healthcare climate both at Saint Mary’s  and regionally.  Substantive change was made in 
the service line initiatives so that we are more focused and appropriating resources to successfully 
execute these initiatives. 
 
We have also spent the year contemplating joining a system of regional/national health systems 
with the belief that joining the Regional Health Ministry will accelerate successful  achievement of 
the plan.  Saint Mary's is also focusing on Trinity’s Healthy 2020 health wellness vision. 168



STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 

Strategic Plan Process 
Mission, 

Vision, Strategy 
Refinement 

Planning 
Assumptions 

Situation 
Assessment 

Strategic 
Initiatives & 
Action Items 

Organizational 
Volume & 
Financial 
Forecasts 

Strategic Plan 
Implementation 

& Monitoring 
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STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 

2016 Drivers of Strategic Plan 
Payer Activity 

1.Payer consolidation

2.Accountable care reimbursement changes like bundled payment plans and value based purchasing

3.Increasing demand for transparency

4.Payment models changing to reflect cost and/or quality

Provider Activity 

1.Non traditional competition

2.Physician alignment and integration

3.Ongoing consolidation and partnerships of CT healthcare providers (hospitals, physician groups)

Consumer Activity 

1.Growth in high deductible plans

2.Consumer directed choices (with assistance from upstarts/payers)

3.Increasingly interested in ratings adding to confusion of what they mean

4.Growing demand for convenient outpatient services as inpatient activity decreases
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STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 

Mission and Values 

Saint Mary’s Health System provides excellent 
healthcare in a spiritually enriched environment 
to improve the health of our community. 
 
“I Care” Values 
• Integrity 
• Caring 
• Accountability 
• Respect 
• Excellence 
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STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 

Our vision (updated for 2016-2020) 

Saint Mary’s will become an integrated network 
of healthcare providers creating exceptional 
value for those we serve through trusted 
partnerships that empower and transform lives. 
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STRATEGIC PLAN 
2016-2020 

 
Overall strategy & initiatives 
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STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 

Overall strategy 

“Build the wall” – Provide care to our community 
within our network of trusted providers. 
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STRATEGIC PLAN 
2015-2020 

2016-2020 STRATEGIC PLAN 

Strategic Initiatives 
Strengthen the Core 
Drive continued, sustainable improvement in operations focusing on Quality & Safety, Service, Healthy 
People, and Financial Discipline 
 
Cultivate a Clinically Integrated Network 
Establish a team of care coordinators, strategic partnerships, structure, and support mechanisms to 
achieve a clinically integrated network, with coordinated care across our ecosystem  
 

Service Line Strategy  
Create comprehensive Cardiac and Primary Care service line strategy that encompasses the complete 
continuum of a patient’s care allowing for  leading levels of quality, service and efficiency 
 
Signature Services Strategy Development 
Develop a laser focus on patient outcomes and experience, viewing the patient experience in a 
contemporary, collaborative manner with all care provided regardless of the patient’s point-of-entry 
 
Ambulatory Care Network 
Create a network where every patient has access to primary care, urgent care, basic imaging and blood 
draw within 10 minutes of anywhere in our market 
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Strengthen the Core 

• The core focuses on transforming our culture around the following: 
– Quality & Safety (Preventable harm & Core Quality Indicators) 
– Patient & Family Centered Service (Wait times & Satisfaction Scores) 
– Healthy & Engaged People (Health & Wellness) 
– Financial Discipline (Efficiency, Productivity, Revenue) 
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Strengthen the Core 
SHORT TERM (1-2 YEAR) INITIATIVES 
 
Healthy & Engaged People 
• Design and implement a 

comprehensive wellness plan 
• Design and implement a 

comprehensive workforce 
development plan 
 

Quality & Safety 
• Reduce Preventable Harm 
• Improve Core Quality 

 
Patient  & Family Centered Service 
• Improve the ED front end intake 

process 
• Eliminate waiting throughout the 

system 
• Transform services towards a Retail 

Orientation 
• Fully optimize the patient feedback 

system  
 
Financial Discipline 
• Continue to improve  productivity 

management  
• Enhance cost management across the 

system 
• Reduce overall fixed costs 
• Revenue optimization 
 
LONG TERM (3-5 YEAR) INITIATIVES 
• Leverage the regional health 

ministry to enhance and improve all 
core initiatives. 
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Develop a Clinically Integrated Network 

SHORT TERM (1-2 YEAR) INITIATIVES 
• Creating the CIN structure 
• Growing the attributed lives through physician alignment 
• Develop and finalize payer contracting initiatives 

– MSSP 
– Anthem 
– Cigna 

• Using data to improve care management 
• Decrease clinical variation amongst CIN providers 
• Prepare for regional system integration  

 
LONG-TERM (3-5 YEAR) INITIATIVES 
• Evolve payer contracts to risk based models 
• Developing the care management models 
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Service Lines 

Focus on Cardiac and Primary Care service lines because: 
 
• Leverage existing service lines that have an organizational structure in 

place, will drive system revenue and increase market share 
• Grow the number of attributed lives while preparing for the shift to 

population health management 
• Support the Ambulatory Care Network Strategy through having primary 

care be one of the anchors for the access centers 
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Why these Two Service Lines? 

Primary Care 
• Foundation of referrals into the system 
• Primary Care equals market share and controlling your market share 
• Panel size vs. IP admissions 
• Hub of the care team 

 

Cardiac 
• Strong foundation currently in place 
• Currently provide a full range of services 
• Market share is strong in a competitive market 
• Relatively high margin for surgical procedures 
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Primary Care Service Lines 
Goal is by 2020 to have a well managed population with 65,000 attributed lives 
 

Short Term (1-2 Year) Initiatives 
• Achieve a PCMH Level 1 designation for FMG 
• Create a unifying branding approach  
• Continue to recruit primary care providers to either FMG or VHA 
• Open 2 Centers collocating with urgent care, x-ray, lab and specialists 
• Created a referral management improvement process 
Long Term (3-5 Year) Initiatives 
• Create a consistent patient experience regardless of location 
• Open 3 more Outpatient Centers 
• EHR upgrade to allow for expedited data sharing, scheduling and integration 
• Achieve a Patient Centered Medical Neighborhood designation 
Focus Areas 
• Retail strategy 
• Smart growth 
• Access 
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Cardiac Service Line 

Goal is to increase market share to equal overall Saint Mary’s market share 
 
Short Term (1-2 Year) Initiatives 

– Organic Growth across all services 
– Continued development of the Electrophysiology (“EP”) Program  
– Expand access to services 
– Provider recruitment and retention 

Long Term (3-5 Year) Initiatives  
– Maintain a competitive edge through ensuring contemporary technology  
– New service growth 
– Improve quality and efficiency 

Focus areas  
– Outpatient growth 
– Reduce outmigration 
– Enhancing programs for patient convenience 
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Signature Services 

Surgical Services 
• Bariatric 

– Leverage the Centers of Excellence 
designation 

– Grow volume through additional provider 
capacity and capabilities 

– Evolve to a weight management program 

• Robotic & Minimally invasive surgery 
• Ambulatory surgery 

– Co-Management with NVSC 

Neuro Spine 
• Spine Surgery 
• Head and Neck 
• Co-management 

 
Women’s Services 
• Focus on the Spirt of Women program 
• Grow the Women’s and Infants service 
Emergency Department 
• Reduce the front end wait 
• Continue to implement the redesign of 

patient flow 

Services that are strategic in nature and play a supporting role in the overall 
strategy.  Work continues on them as planned. 
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Key Strategic Clinical Services in Development 

Oncology 
• Need to leverage Smillow and Leever 

market awareness 
• Comprehensive Breast Strategy 
• Cancer patients require a holistic 

approach to care along the whole 
continuum 

• Diagnosis, treatment and survivorship 
can last up to 7 years with higher 
utilization of health services 

 
 
 
 
 
 

Orthopedics 
• High margin, in demand 
• Current pieces are fragmented both in 

care delivery and patient experience 
• Comprehensive Care for Joint 

Replacement (“CCJR”) CMS bundled 
payment here 

• Comprehensive rotator cuff bundled 
program and total joint center are 
potential opportunities 

• Explore demand for sports medicine 
and concussion clinics 

 
 

 
 
 

Following services are in a planning and development stage and will be further 
refined within the year. 
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Develop an Ambulatory Care Network (2016) 

Create a network where every patient has access to primary care, urgent care, 
imaging, blood draw and specialists within 10 minutes of anywhere in our market 
 
DEFINING PRINCIPLES 
• Network of ambulatory services with access points throughout our service area 
• Positioned to be consumer driven for “vertical” patients 
• Primary Care, Urgent Care, Imaging, Lab and Specialist’s offices are the core 
• Develop strong brand identity and customer experience 
• Located in retail corridors 
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Develop an Ambulatory Care Network 

SHORT TERM (1-2 YEAR) INITIATIVES 
• Continue to open our access centers (Primary Care, Urgent Care, Imaging, Lab, 

Specialist Space) in key strategic areas 
• Transform occupational medicine towards corporate wellness 
• Complete a feasibility plan for an ambulatory pavilion connected to Saint Mary's 

Hospital 
• Complete master partnership with NVRA with go--no go decision 
• Optimize medical space throughout the health system 
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Develop an Ambulatory Care Network 

LONG-TERM (3-5 YEAR) INNITIATIVES 
• Establish 5-7 ambulatory care centers in the market including primary care, urgent 

care, imaging and blood draw 
• If feasible, build an ambulatory care pavilion connected/adjacent to Saint Mary's 

Hospital 
• Explore development of a Digestive Disorders Center including GI 
• Explore development of a Medical Fitness and Wellness strategy in conjunction 

with physical and occupational therapy  
• Explore development of a Women’s breast center 
• Create a comprehensive Cardiac Center 
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EXECUTIVE SUMMARY 
 

The Greater Waterbury Health Improvement Partnership led a comprehensive Community 

Health Needs Assessment (CHNA) to evaluate the health needs of individuals living in and 

around Waterbury, Connecticut beginning in 2012.  The partnership consisted of Saint Mary’s 

Hospital, Waterbury Hospital, Waterbury Department of Public Health, the City of Waterbury, the 

StayWell Health Center, the Connecticut Community Foundation, the United Way, and other 

community partners. The purpose of the assessment was to gather information about local 

health needs and health behaviors. The assessment examined a variety of indicators including 

risky health behaviors (alcohol use, tobacco use) and chronic health conditions (diabetes, heart 

disease). 

 

The completion of the CHNA enabled the Greater Waterbury Health Improvement Partnership 

to take an in-depth look at its greater community. The findings from the assessment were 

utilized by the partnership to prioritize public health issues and develop a community health 

implementation plan focused on meeting community needs. The Greater Waterbury Health 

Improvement Partnership is committed to the people it serves and the communities where they 

reside. Healthy communities lead to lower health care costs, robust community partnerships, 

and an overall enhanced quality of life. This CHNA Final Summary Report serves as a compilation 

of the overall findings of each research component.  

 

CHNA Components 

 Secondary Statistical Data Profile of Waterbury, Connecticut and surrounding cities 

 Household Telephone Survey with 1,100 community residents  

 Focus Group Discussions with 24 health care providers and 33 community residents 

 Key Informant Interviews with 205 community leaders and partners 

 Prioritization Session 

 Hospital Implementation Plans 

 Community Health Improvement Plan (CHIP) 

 

Prioritized Health Issues 

Based on the feedback from community partners including health care providers, public health 

experts, health and human service agencies, and other community representatives, the Greater 

Waterbury Health Improvement Partnership plans to focus community health improvement 

efforts on the following health priorities over the next three-year cycle: 

 

 Access to Care 

 Mental Health/Substance Abuse 

 Overweight/Obesity 

 Tobacco Use 
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Documentation 

A final report of the CHNA was made public in September 2013 and can be found on the 

partner’s websites.  Hospital Implementation Plans, as well as a Community Health Improvement 

Plan (CHIP), were developed and adopted by each appropriate authority in September 2013. 

 

COMMUNITY HEALTH NEEDS ASSESSMENT OVERVIEW 
Background 

The Greater Waterbury Health Improvement Partnership is made up of a group of not-for-profit 

organizations serving the residents of Waterbury, Connecticut and surrounding communities. 

The Greater Waterbury Health Improvement Partnership defined their current service area as the 

City of Waterbury and the surrounding communities served by Saint Mary’s Hospital and 

Waterbury Hospital. The area encompasses southwest Connecticut and is relatively large with a 

population of approximately 313,000 residents. The geographic area was defined by primary 

service area (PSA) and secondary service area (SSA). The PSA is the area that the partnership 

predominantly serves and the hospitals main catchment area. It comprises all of Waterbury and 

has a population of approximately 110,000 residents. The SSA includes portions of the 

surrounding communities served by the two hospitals and has a population of approximately 

203,000 residents.  The conclusions drawn from the various research components focus on the 

primary service area, the town of Waterbury, Connecticut. 

 

CHNA Partners 

 The City of Waterbury  

 Connecticut Community Foundation  

 Saint Mary’s Hospital 

 StayWell Health Center  

 Waterbury Department of Public Health  

 Waterbury Hospital 

 The United Way 

 

Methodology 

The CHNA was comprised of both quantitative and qualitative research components. A brief 

synopsis of the research components is included below with further details provided throughout 

the document:  

 

Quantitative Data:  

 A Statistical Secondary Data Profile depicting population and household statistics, 

education and economic measures, morbidity and mortality rates, incidence rates and 

other health statistics for Waterbury, Connecticut and surrounding cities was compiled. 

 

 A Household Telephone Survey was conducted with 1,100 randomly-selected 

community residents. The survey was modeled after the Center for Disease Control and 

Prevention’s Behavioral Risk Factor Surveillance System (BRFSS) which assesses health 
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status, health risk behaviors, preventive health practices, and health care access 

primarily related to chronic disease and injury. 

Qualitative Data: 

 Six Focus Groups were held with 24 health care providers and 33 community residents

in February 2013.

 Key Informant Interviews were conducted with 205 community leaders and partners

between February and April 2013.

Research Partner 

The Greater Waterbury Health Improvement Partnership contracted with Holleran, an 

independent research and consulting firm located in Lancaster, Pennsylvania, to conduct 

research in support of the CHNA. Holleran has 21 years of experience in conducting public 

health research and community health assessments. The firm provided the following assistance: 

 Collected and interpreted secondary data

 Conducted, analyzed, and interpreted data from the household telephone survey

 Conducted focus groups with community members

 Conducted key informant interviews with community leaders and partners

 Facilitated a Prioritization and Planning Session

 Prepared all reports

Community Representation 

Community engagement and feedback were an integral part of the CHNA process. The Greater 

Waterbury Health Improvement Partnership sought community input through focus groups with 

health care providers and community members, key informant interviews with community 

leaders and partners, and inclusion of community leaders in the prioritization and 

implementation planning process. Public health and health care professionals shared knowledge 

and expertise about health issues, and leaders and representatives of non-profit and 

community-based organizations provided insight on the community, including the medically 

underserved, low income, and minority populations.  

Research Limitations 

It should be noted that the availability and time lag of secondary data may present some 

research limitations. Additionally, language barriers, timeline, and other restrictions may have 

impacted the ability to survey all community stakeholders.   The Greater Waterbury Health 

Improvement Partnership sought to mitigate limitations by including representatives of diverse 

and underserved populations throughout the research components.   
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Prioritization of Needs 

Following the completion of the CHNA research, the Greater Waterbury Health Improvement 

Partnership prioritized community health issues and developed an implementation plan to 

address prioritized community needs. 

 

 

SECONDARY DATA PROFILE OVERVIEW 
 

Background 

One of the initial undertakings of the CHNA was to create a Secondary Data Profile. Secondary 

data is comprised of data obtained from existing resources and includes demographic and 

household statistics, education and income measures, morbidity and mortality rates, health 

indicators, among other data points.  The data was gathered and integrated into a graphical 

report to portray the current health and socio-economic status of residents in the Greater 

Waterbury Health Improvement Partnership service area.  

 

Secondary data was collected from reputable sources including the U.S. Census Bureau, Centers 

for Disease Control and Prevention (CDC), Waterbury Department of Health, and the 

Connecticut Department of Public Health. Data sources are listed throughout the report and a 

full reference list is included in Appendix A. The data represents a point in time study using the 

most recent data possible.  When available, state and national comparisons are provided as 

benchmarks.  

 

The profile details data covering the following areas: 

 

 Demographic/Socioeconomic Statistics 

 Mortality Statistics 

 Maternal & Child Health Statistics 

 Sexually Transmitted Illness & Communicable Disease Statistics 

 Mental Health Statistics 

 Cancer Statistics 

 Environmental Health Statistics 

 Health Care Access Statistics 

 Crime Statistics 

 

Secondary Data Profile Key Findings  

This section serves as a summary of the key takeaways from the secondary data profile. A full 

report of the findings is available through the Greater Waterbury Health Improvement 

Partnership.  
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Demographic Statistics 

According to U.S. Census Bureau estimates (2009-2011), the total population in Waterbury, 

Connecticut is 110,075, a decline of 2.55% since 2000. The majority of residents identify as White 

(58.2%), indicating a less diverse population when compared to peer cities, but a more diverse 

population when compared to all of Connecticut. Approximately 19% of residents identify as 

Black/African American and 30.1% identify as Hispanic or Latino. The primary spoken language 

is English, but 31.6% of residents speak a language other than English at home. The median age 

in Waterbury is 35.2, which denotes a younger population when compared to Connecticut, but 

an older population when compared to most peer cities (U.S. Census Bureau, 2012). 

Table 1. Overall Population (2009-2012)a 

 

 Connecticut Waterbury Hartford New Haven Bridgeport Stamford 

White 78.6% 58.2% 32.2% 46.7% 48.6% 59.6% 

Black/African 

American 
9.8% 19.4% 37.2% 34.4% 34.5% 14.8% 

Asian 3.8% 1.7% 2.5% 4.9% 3.6% 8.05% 

Two or more races 2.3% 5.6% 4.0% 2.9% 1.9% 1.7% 

Hispanic or Latino 

(of any race)b 
13.0% 30.1% 42.4% 26.3% 36.7% 24.4% 

Source: U.S. Census Bureau, 2012 
a 
Percentages may equal more than 100% as individuals may report more than one race 

b
 Hispanic/Latino residents can be of any race, for example, White Hispanic  

 

 
Figure 1. Percentage of population speaking a language other than English, 2009-2011      

Source: U.S. Census Bureau, 2012 
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Waterbury is comprised primarily of family households (63.2%), which are defined as more than 

one person living together, either as relations or as a married couple. These households and 

nonfamily households are less likely to live in owner-occupied units (49.6%) compared to 

Connecticut (68.9%), but more likely to live in owner-occupied units compared to most peer 

cities. The median value for owner-occupied units is $164,000, which is lower than the median 

value across the state ($293,100) and all peer cities (U.S. Census Bureau, 2012). 

 

 
Figure 2. Median value for owner-occupied unit, 2009-2011                                                  

Source: U.S. Census Bureau, 2012 
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Approximately 40% of Waterbury residents aged 15 years and over have never been married. 

This is greater than the percentage across Connecticut (31.8%), but lower than the percentage 

across most peer cities. Among those residents who have been married, a higher percentage are 

divorced (11.6%) compared to Connecticut (10.2%) and all peer cities (U.S. Census Bureau, 2012). 

 

 
Figure 3. Divorce Rate, 2009-2011 

Source: U.S. Census Bureau, 2012 
 

The median income for households and families across Waterbury ($41,499 and $49,059 

respectively) is lower than across all of Connecticut ($69,243; $86,395).  However, it is higher 

when compared to most peer cities. The same trend is true of the median income for workers.  

The percentage of families and individuals living in poverty in the past 12 months is higher in 

Waterbury than in all of Connecticut (U.S. Census Bureau, 2012). More residents in Waterbury 

are also enrolled in social assistance programs like Temporary Family Assistance and Medicaid 

when compared to Connecticut and most peer cities. Between the years 2011 and 2012, 28.2% 

of residents were enrolled in Temporary Family Assistance and 38.1% were enrolled in Medicaid. 

Medicaid enrollment has been on the rise across all of Connecticut and its cities since 2006 

(Connecticut Department of Social Services, n.d.). 
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Figure 4. Median household income, 2009-2011                                                                                

Source: U.S. Census Bureau, 2012    

 

 

  
Figure 5. Median family income, 2009-2011                                                                                

Source: U.S. Census Bureau, 2012 
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Table 2. Poverty Status of Families and People in the Past 12 Months (2010) 

 Connecticut Waterbury Hartford New 

Haven 
Bridgeport Stamford 

Families 6.7% 17.1% 29.9% 20.8% 18.0% 7.5% 

   With related  

   children < 18 years  
10.8% 26.3% 39.3% 30.0% 25.3% 11.6% 

   With related    

   children < 5 years 
12.5% 22.4% 46.1% 21.3% 20.6% 12.7% 

Married couple 

families 
2.3% 5.6% 9.3% 7.4% 7.3% 3.4% 

   With related 

   children < 18 years  
3.1% 7.7% 12.1% 11.2% 10.7% 4.5% 

   With related  

   children < 5 years 
3.4% 7.5% 11.3% 9.2% 6.0% 3.8% 

Families with female 

householder, no 

husband present 

22.9% 35.5% 44.5% 36.9% 34.1% 22.1% 

   With related  

   children < 18 years 
30.8% 44.3% 51.6% 44.9% 40.8% 30.4% 

   With related  

   children < 18 years 
40.1% 47.7% 60.8% 42.7% 41.1% 35.8% 

All people 9.5% 20.6% 32.9% 26.3% 21.9% 11.0% 

Source: U.S. Census Bureau, ACS estimates 

 

According to the U.S. Census Bureau (2012), the unemployment rate in Waterbury is 12.7%. This 

rate is higher than the unemployment rate across Connecticut (8.5%).  It is favorable or 

comparable to peer cities. Of the residents who are employed, the majority work in 

management, business, science, and arts and are private wage and salary workers. A notable 

percentage of residents are also employed in a service occupation. 
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Figure 6. Unemployment rate for civilian labor force, 2009-2011 

Source: U.S. Census Bureau, 2012 
 

Education is an important social determinant of health. Studies have shown that individuals who 

are less educated tend to have poorer health outcomes.  High school and higher education 

graduation rates are lower in Waterbury (78.7% and 17.2% respectively) than in Connecticut 

(88.6% and 35.7% respectively) and comparable to peer cities (U.S. Census Bureau, 2012). 

 

 
Figure 7. Educational attainment, 2009-2011                                                                                      

Source: U.S. Census Bureau, 2012 
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Health Status Indicators 

 

Mortality Rates  

The overall crude mortality rate for Waterbury, Connecticut is 9.2 per 1,000. This is higher than 

the mortality rate for Connecticut (8.1 per 1,000) and peer cities. A contributing factor to the 

higher overall mortality rate in Waterbury compared to peer cities may be its slightly older 

population. However, this does not apply when comparing to all of Connecticut as the state has 

a higher median age (Connecticut Department of Public Health, 2011).  

 

The graphs below detail the age-adjust deaths rates per 100,000 for three of the leading causes 

of death in Waterbury. For all causes, Waterbury has a higher death rate than Connecticut. For 

chronic lower respiratory disease, Waterbury has a higher death rate (37.2) than Connecticut and 

all peer cities. Death rates due to heart disease and cancer in Waterbury are comparable to peer 

cities, but are still of concern as the top two leading causes of death (Connecticut Department of 

Public Health, 2011).  
 

 
Figure 8. Deaths due to diseases of the heart per age-adjusted 100,000, 2005-2009                                                             

Sources: Center for Disease Control and Prevention, 2011 

Connecticut Department of Public Health, n.d. 
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Figure 9. Deaths due to malignant neoplasms (cancer) per age-adjusted 100,000, 2005-2009                                                             

Sources: Center for Disease Control and Prevention, 2011; Healthy People 2020, 2012; 

Connecticut Department of Public Health, n.d. 

 

 

 
Figure 10. Deaths due to chronic lower respiratory disease per age-adjusted 100,000, 2005-2009                                                             

Sources: Center for Disease Control and Prevention, 2011 

Connecticut Department of Public Health, n.d. 
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Maternal & Infant Health  

The birth rate per 1,000 in Waterbury (15.7) is higher when compared to Connecticut (11.0), but 

similar to or lower than peer cities. Of the births that occur, 4.9% are to mothers less than 18 

years of age and 14.5% are to mothers less than 20 years of age. These percentages are higher 

than what is seen across Connecticut (2.0% and 6.8% respectively) and all peer cities, excepting 

Hartford. The majority of teenage births are to mothers of Black and/or Hispanic race/ethnicity. 

Overall, the findings for teenage birth for the most recent year of data are negative, but births to 

teenagers less than 18 years of age have been trending downwards since 2005 (Connecticut 

Department of Public Health, 2011). 

 

 
Figure 11. Births to teenagers less than 18 years, 2005 - 2009                                                                                       

Source: Connecticut Department of Public Health, 2007 - 2011 

 

A total of 16 infant deaths occurred in Waterbury for a rate of 9.5 per 1,000 live births. This is 

higher when compared to Connecticut (5.6) and the Healthy People 2020 goal (6.0). The majority 

of infant deaths was among White infants (11 deaths, rate of 8.6) and occurred in the neonatal 

phase (within the first 27 days after birth). Seven Hispanic infant deaths also occurred in 

Waterbury for a rate of 10.4. This compares to a rate of 7.1 across all of Connecticut. In general, 

infant mortality has trended upwards in Waterbury since 2005 (Connecticut Department of 

Public Health, 2011 & Healthy People 2020, 2012).  

 

Related to infant mortality is birth weight. The percentage of infants born with low birth weight 

in Waterbury (10.0%) is higher when compared to Connecticut (8.1%), the Healthy People 2020 

goal (7.8%), and every peer city except Hartford (10.5%).  In particular, the percentage of Black 

infants born with low birth weight (14.6%) and very low birth weight (4.1%) is notably higher 

compared to Connecticut (12.0%; 3.2%) and all peer cities. Low birth weight has been on the rise 

in Waterbury since 2005, particularly for Black infants (Connecticut Department of Public Health, 

2011 & Healthy People 2020, 2012).  
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Despite primarily negative findings related to teenage birth, infant mortality, and birth weight, 

Waterbury mothers are more likely to receive adequate and intensive prenatal care than 

mothers across Connecticut. This is true for mothers of White, Black, and Hispanic race/ethnicity. 

Mothers receiving late or no prenatal care has been on the decline in Waterbury since 2005 

(Connecticut Department of Public Health, 2011).  

 

Sexually Transmitted Illnesses 

Sexually transmitted illness rates per 100,000 are notably higher in Waterbury than in 

Connecticut, particularly for chlamydia and gonorrhea. The chlamydia rate is 720.5 in Waterbury 

compared to 344.9 in Connecticut and the gonorrhea rate is 225.9 in Waterbury compared to 

72.6 in Connecticut.  The Waterbury rates are more favorable compared to peer cities. The 

chlamydia rate alone is as high as 1,220.3 in New Haven and 1,513.8 in Hartford (Connecticut 

Department of Public Health, n.d.). The following chart illustrates this difference.  

 

Table 3. Sexually Transmitted Illness Cases per 100,000 (2009, 2010)a 

 Connecticut Waterbury Hartford New Haven Bridgeport Stamford 

HIV 11.4 17.2 54.5 31.6 33.3 11.4 

Gonorrhea 72.6 225.9 403.0 363.3 239.6 37.2 

Chlamydia 344.9 720.5 1,513.8 1,220.3 863.8 268.5 

Primary/Secondary 

Syphilis 
1.8 1.9 6.4 3.2 4.4 2.5 

Sources: Connecticut Department of Public Health, n.d. 
a
 All statistics represent 2009 data with the exception of HIV, which represents 2010 data 

 

Mental Health Statistics 

The suicide rate is considered to be an indicator of the mental health status of an area. The 

suicide rate per 100,000 in Waterbury is 8.6, which meets the Healthy People 2020 goal of 10.2, 

but is higher than Connecticut (7.8) and all peer cities (5.5 – 8.4). The suicide rate is a negative 

finding, but it should not be considered an all-encompassing indication of the mental health 

status of Waterbury. Additional indicators from the household telephone survey, focus groups, 

and key informant interviews should be considered for a more comprehensive understanding 

(Connecticut Department of Public Health, n.d. & Healthy People 2020, 2012). 
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Figure 12. Suicide rates per 100,000, 2005 - 2009                                                                                       

Sources: Connecticut Department of Public Health, n.d. 

Healthy People 2020, 2012 

 

Cancer Statistics 

Cancer affects Waterbury residents at a rate of 484.3 per 100,000 and is the second leading 

cause of death. Overall, the total cancer incidence rate of 484.3 is similar to or lower than that of 

Connecticut and peer cities. However, lung cancer disproportionately affects Waterbury 

residents at a rate of 81.2 compared to 74.3 across Connecticut and a range of 45.0 – 67.5 across 

all peer cities (Connecticut Department of Public Health, n.d.). The following chart depicts 

incidence rates for all reported cancer types. 

 

Table 4. Cancer Incidence by Site per 100,000 (2007) 

 Connecticut Waterbury Hartford New Haven Bridgeport Stamford 

Female breast 155.6a 134.8 a 83.7 a 118.9 a 107.8 a 155.8 a 

Colorectal 51.3 51.3 33.7 37.9 43.2 65.0 

Lung 74.3 81.2 45.0 55.7 64.4 67.5 

Prostate 173.3a 76.2 a 119.5 a 116.8 a 128.6 a 178.8 a 

All sites 561.6 484.3 335.6 445.4 443.3 534.3 

Source: Connecticut Department of Public Health, n.d. 
a
Rates based on 2010 population counts 

 

In contrast to the overall cancer incidence rate, the overall cancer mortality rate is higher in 

Waterbury than in Connecticut and all but one peer city, New Haven. The mortality rate per 

100,000 for all cancer types is 181.6 in Waterbury compared to 170.1 across Connecticut and a 

range of 155.1 – 167.1 across Bridgeport, Stamford, and Hartford. Lung cancer presents as an 

area of concern again as the mortality rate for this condition is notably higher in Waterbury 
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(53.5) compared to Connecticut (45.0), Healthy People 2020 (45.5), and all peer cities (36.5 – 

44.1) (Connecticut Department of Public Health, n.d.).  

 

Table 5. Cancer Mortality by Site per 100,000 (2005 - 2009) 

 
HP 

2020 
Connecticut Waterbury Hartford New 

Haven 
Bridgeport Stamford 

Female 

breast 
20.6 N/A 12.8 11.0 17.9 14.5 11.7 

Colorectal 14.5 14.6 15.9 16.4 18.5 13.8 12.8 

Lung 45.5 45.0 53.5 42.2 44.1 43.3 36.5 

Prostate 21.2 N/A 7.7 8.9 11.8 7.2 9.1 

Skin N/A 2.6 N/A N/A N/A N/A N/A 

All sites 160.6 170.1 181.6 166.2 198.9 167.1 155.1 

Sources: Connecticut Department of Public Health, n.d. 

    Healthy People 2020, 2012 

 

Environmental Health Statistics 

The environment that residents live, work, and play in can have a profound impact on their 

health. An indicator of the environmental health of an area is the prevalence of asthma. In 

Waterbury, the rate per 100,000 for emergency department visits due to asthma is 144.0 in 

adults 18 years and over and 197.3 in children under 18 years. This is notably higher than 

Connecticut’s rates for adults and children (44.7 and 61.3 respectively) and most peer cities. 

Among adults in Waterbury, females, Blacks/African Americans, and Hispanics are more likely to 

have visited an emergency department for asthma. Among children in Waterbury, males, 

Blacks/African Americans, and Hispanics are more likely to have visited an emergency 

department for asthma (Connecticut Department of Public Health, 2009). 

 

Table 6. Emergency Department Visits due to Asthma per 10,000 (2001 – 2005) 

 Connecticut Waterbury Hartford New Haven Bridgeport Stamford 

Population 18 + 44.7 144.0 182.8 108.8 126.7 41.5 

Population <18 61.3 197.3 241.7 213.8 165.9 80.8 

Source: Connecticut Department of Public Health, 2009 

 

Another indicator of the environmental health of an area is the presence of food deserts, which 

are defined by Census tracts. Food deserts are areas that have little or no access to fully-stocked 

grocery stores that offer fresh, healthy, and affordable foods. In Waterbury, a number of census 

tracts have large populations living in food deserts. However, census tract 9009352400 is of 

particular concern. It has the highest percentage of residents living in a food desert across four 

out of the five reported categories (United States Department of Agriculture, 2010). 
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Table 7. Food Deserts by Census Tracts in Waterbury, Connecticut (2012) 

 

Population with 

low access to 

nutritious food 

sources 

Population 

with low 

income and 

low access 

Population 

0-17 years 

with low 

access 

Population 

65+ years 

with low 

access 

Population 

with no 

vehicle and 

low access 

9009352400 100.0% 12.7% 31.6% 9.7% 16.4% 

9009352300 21.3% 2.5% 5.2% 2.5% 3.4% 

9009352200 55.1% 18.5% 24.2% 2.9% 14.2% 

9009352100 33.7% 5.4% 9.5% 4.7% 3.6% 

9009351800 57.7% 3.6% 10.8% 9.5% 3.7% 

9009351500 45.9% 5.6% 11.7% 7.4% 7.0% 

9009352800 33.4% 2.8% 11.4% 2.4% 4.3% 

Source: United States Department of Agriculture, 2010 

 

 

Secondary Data Profile Summary of Findings 

The secondary data profile provided valuable context regarding how socioeconomic factors like 

income, education levels, and housing may influence local health outcomes. In Waterbury, the 

median income for households and families is higher; fewer residents live in poverty when 

compared to most peer cities. Residents are also less likely to rely on social assistance programs 

like Medicaid and State Administered General Assistance medical. In terms of health outcomes, 

Waterbury has lower rates of stroke mortality and sexually transmitted illness incidence. 

Waterbury has a number of strengths and assets, but it also has some areas to improve upon. In 

particular, Waterbury residents have more respiratory health issues and issues related to 

maternal and child health. In relation to respiratory health, residents are more likely to have 

visited an emergency department for asthma complications and to have died from lung cancer 

and chronic lower respiratory disease. Related to maternal and child health, the infant mortality 

rate is higher, infants are more likely to be born with low or very low births weight, and the 

number of teenage pregnancies is higher. Additional areas of concern in Waterbury are the 

suicide rate and food deserts, particularly in census tract 9009352400. 
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HOUSEHOLD  TELEPHONE SURVEY OVERVIEW 
 

Background 

A statistical Household Telephone Survey was conducted based on the Centers for Disease 

Control and Prevention (CDC) Behavioral Risk Factor Surveillance System (BRFSS). The BRFSS is a 

national initiative, conducted annually at the state level.  The survey assesses self-reported 

health status, health risk behaviors, preventive health practices, and health care access primarily 

related to chronic disease and injury. 

 

For the Waterbury study, trained interviewers conducted telephone interviews between May and 

June 2013 by trained interviewers. Participants were randomly selected for participation based 

on a statistically valid sampling frame that included landline and cell phone telephone numbers. 

Only respondents who were at least 18 years of age and lived in a private residence were 

included in the study.  A total of 1,121 individuals who reside within specific Zip codes served by 

the Greater Waterbury Health Improvement Partnership were interviewed by telephone. Select 

participant demographics are included in Appendix C. 

 

The customized survey tool consisted of approximately 100 factors selected from BRFSS tool. A 

few customized questions were added to gather information about health issues specific to the 

service area. Depending upon interviewees’ responses, interviews ranged from approximately 15 

to 30 minutes in length.   

 

Statistical considerations for the study can be found in Appendix B.  The following section 

provides a summary of the Household Telephone Survey results. A full report of the Household 

Telephone Survey results is available in a separate document.  

 

 

Household Telephone Survey Key Findings 

The following section provides an overview of key findings from the Household Telephone 

Survey including highlights of important health indicators and health disparities.  

 

Access to Health Care 

Overall, residents of Waterbury are just as likely or more likely to have health care coverage 

(88.2%) and at least one person who they think of as their personal doctor or health care 

provider (84.1%) when compared to the state (87.5%; 85.2%) and the nation (81.7%; 78.0%). 

Local residents are also more likely to have received a routine checkup within the past year 

(76.6%) compared to the state (70.4%) and the nation (66.9%). Despite primarily positive 

findings regarding health insurance and access to primary care, residents of Waterbury still cite 

the cost of care as a barrier. Nearly 18% of respondents said that there was a time in the past 12 

months when they needed to see a doctor but could not because of cost. This may be an 

indicator that out-of-pocket expenses that are not covered by insurance (e.g. copays) are 

preventing residents from seeking care when they need it. 

 

208



Greater Waterbury Health Improvement Partnership Final Summary Report  September 2013 

Page 21 

Health Risk Factors  

Obesity & Physical Activity 

Obesity and its connection to serious medical conditions has become a national concern. In the 

latest BRFSS study, 63.2% of the nation and 59.7% of Connecticut was considered overweight or 

obese. Waterbury surpasses both with 66.1% of respondents considered overweight or obese 

and 35.5% considered obese. In addition, fewer respondents (68.9%) reported engaging in 

physical activity during the past month compared to the state (74.5%) and the nation (74.3%).  
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Tobacco & Alcohol Use 

Tobacco use is a concern in Waterbury for both the proportion of residents who initiate smoking 

and the proportion who continue to smoke on a daily basis. More than half (51.1%) of 

Waterbury respondents have smoked at least 100 cigarettes in their lifetime compared to 45.0% 

across the state and 44.8% across the nation. In addition, more than half (52.8%) of the 

respondents who initiated smoking at some point in their lifetime still smoke every day or some 

days compared to the state (38.1%) and the nation (44.9%). A positive finding is that 

respondents are more likely to have attempted to quit smoking during the past 12 months. 
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Alcohol use and abuse is not as prevalent. Only 48.8% of respondents had an alcoholic beverage 

during the past 30 days compared to 64.2% across Connecticut and 55.1% across the nation. Of 

the individuals who did consume alcohol, fewer did so on a daily basis or participated in binge 

drinking, and more than half had a maximum of one to two drinks at a time. 

 

 
 

Preventive Health Practices 

Immunizations 

A positive finding among Waterbury respondents is the prevalence of immunizations. In the past 

12 months, 51.8% of respondents received a flu vaccine either as a shot or a nasal spray 

compared to 45.2% in Connecticut and 41.3% in the nation. In addition, 35.5% received a 

pneumonia shot compared to 30.9% in Connecticut and 30.6% in the nation.  
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Screenings 

In general, Waterbury residents are less likely to engage in preventative oral health practices. 

Only 60.8% of respondents visited a dentist or a dental clinic within the past year. This is 

consistent with the nation (68.1%), but notably lower when compared to Connecticut (80.6%). 

Waterbury respondents are also less likely to have had their teeth cleaned (65.3%) within the 

past year when compared to both the state (80.4%) and the nation (68.5%). 

 

 
Female preventative screenings are also less prevalent among Waterbury residents. Women are 

less likely to have ever received a mammogram, clinical breast exam, or Pap test when 

compared to women across Connecticut and the nation. The percentage of Waterbury women 

receiving a Pap test is of particular concern as only 87.1% have ever had one compared to 93.6% 

in Connecticut and 93.8% in the nation. The percentage of women receiving clinical breast 

exams (87.8%) is also concerning when compared to all of Connecticut (92.4%). 
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Men ages 39 and older have a greater risk for prostate cancer and should receive regular 

diagnostic screenings. Male respondents in Waterbury are more likely to have had one of the 

suggested screenings, a prostate-specific antigen test (57.5%), when compared to men across 

the nation (51.1%). However, they are less likely to have the second suggested screening, a 

digital rectal exam (69.7%), when compared to men across Connecticut (81.1%) and the nation 

(73.4%). In addition, of the men who have had a digital rectal exam, fewer had it within the past 

year. This is a potential health concern since male respondents in Waterbury are more likely to 

have prostate cancer (6.0%) when compared to the nation (3.5%). 

Colorectal cancer can be screened for through home blood stool tests and sigmoidoscopies/ 

colonoscopies. Waterbury respondents are slightly more likely to have had a sigmoidoscopy/ 

colonoscopy when compared to the nation, but notably less likely to have had a home blood 

stool test (27.7%) when compared to the nation (45.4%). Of those respondents who have had a 

home blood stool test, a large proportion last had one five or more years ago (35.0%). 

Residents in Waterbury are more likely to have been tested for HIV (55.7%) when compared to 

residents across Connecticut (36.7%) and the nation (37.4%). By itself, this is a positive finding. 

However, additional data suggests that a possible reason for higher screening rates is the 

prevalence of high risk behaviors. Approximately 7% of Waterbury respondents said that high 

risk situations like intravenous drug use and sexually transmitted diseases apply to them. This 

compares to 3.6% across Connecticut and 3.8% across the nation. 

Health Status & Chronic Health Issues 

Physical & Mental Health 

Residents of Waterbury are more likely to report having fair or poor health in general. Only 

13.1% of respondents said that their health was excellent, compared to Connecticut (22.8%) and 
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the nation (18.9%). In addition, during the past 30 days, 40.8% of respondents said that they had 

at least one day of poor physical health and 39.8% said that they had at least one day of poor 

mental health. Of particular concern is the 17.2% of respondents who said that they had 15 – 30 

days of poor mental health during the past 30 days. This compares to 9.8% across Connecticut 

and 11.3% across the nation. The combination of poor physical and mental health days kept 

45.3% of respondents from doing their usual activities on at least one of the past 30 days. 
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In addition to having more days of poor mental health, Waterbury respondents are more likely 

to have been diagnosed with an anxiety disorder and to have felt depressed and had little 

interest in doing things. The percentage of Waterbury respondents who have been diagnosed 

with an anxiety disorder is 19.7%. This compares to 16.7% across the nation. Over the last two 

weeks, 36.4% of respondents had little interest or pleasure in doing things and 34.3% felt down, 

depressed, or hopeless. A positive finding is that more respondents (16.4%) are taking medicine 

or receiving treatment from a health professional for their mental health condition when 

compared to the nation (12.5%).  

 

 
 

A contributing factor to the poor mental health status of Waterbury residents may be the 

proportion of residents who are acting as caregivers for friends or family members. During the 

past month, 27.1% of respondents provided caregiver services compared to 15.6% across 

Connecticut and 16.8% across the nation. 

 

Chronic Health Issues 

A number of chronic conditions are of concern in Waterbury, including asthma, cardiovascular 

disease, and diabetes. Approximately 22% of Waterbury respondents had been told that they 

have asthma. This compares to 14.8% in Connecticut and 13.5% in the nation. Additional data 

also suggests that asthmatics in Waterbury are not managing their condition as well. A higher 

proportion have had an asthma attack (59.2%) and visited an emergency room or urgent care 

center in the past year (54.6%) when compared to the nation (43.0%; 22.0%). A higher 

proportion has also been unable to carry out their usual activities because of their asthma 

(39.5%) when compared to the nation (23.8%). 
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Children in Waterbury are also disproportionately affected by asthma. Slightly more than 21% 

have been diagnosed with asthma compared to 15.0% in Connecticut and 13.4% in the nation. 

They are also more likely to still have asthma (78.7%) when compared to Connecticut (69.6%) 

and the nation (64.3%). 
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Residents in Waterbury are more likely to have cardiovascular health issues like heart attacks 

(6.6%), angina or coronary heart disease (5.9%), and stroke (5.4%). A contributing factor (other 

than obesity and lack of physical activity) may be high blood pressure. A higher proportion of 

Waterbury residents have high blood pressure (33.6%) when compared to Connecticut (29.7%) 

and the nation (31.6%) and fewer are taking medicine for it. 

 

A higher proportion of residents in Waterbury have been diagnosed with diabetes (14.8%) when 

compared to Connecticut (9.3%) and the nation (9.8%). This is a concern for the community in 

terms of prevention, but even more concerning is that diabetics in Waterbury are less likely to 

manage their condition. Fewer diabetics are taking insulin, checking their blood glucose levels 

on a daily basis, seeing a health professional for their condition, having a health professional 

conduct an A1C test or foot check, and attending self-management courses. Specifically, only 

33.1% of diabetic respondents have taken a course in how to manage their diabetes compared 

to 39.9% of diabetics across Connecticut and 52.2% of diabetics across the nation. 

 

 
 

 

Household Telephone Survey Summary of Findings 

A number of areas of opportunity were identified through the household telephone survey. The 

first area was access to care. Residents are more likely to have trouble affording out-of-pocket 

expenses despite having equitable health insurance coverage. They are also less likely to receive 

preventive screenings related to oral health and women’s health. The second area was chronic 

health conditions. Respiratory conditions presented as an issue with a higher proportion of 

residents saying that they and their children have asthma. A contributing factor to asthma rates 

may be the proportion of residents who smoke cigarettes. Cardiovascular disease and diabetes 
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also presented as concerns among residents. Contributing factors to these conditions may be 

the proportion of residents who are overweight or obese and have high blood pressure. The 

third area was the mental health status of Waterbury. Residents have more days of poor mental 

health, are more likely to experience depression and be diagnosed with an anxiety disorder. 

 

 

FOCUS GROUPS OVERVIEW 
 

Background 

A total of six focus groups were held at various locations throughout Waterbury in February 

2013. Two of the groups were conducted with health care providers associated with the two 

hospitals; four groups were conducted with members of neighborhood associations. Focus 

group topics addressed access to care, cultural competency, physical activity, nutrition/healthy 

eating habits, weight/obesity, and health information. Each session lasted approximately 90 

minutes and was facilitated by trained staff from Holleran. 

 

Participants were recruited through the CHNA partners. In exchange for their participation, 

health care providers were given a $25 gift card; community members received $25 cash. Two 

discussion guides developed in consultation with the Greater Waterbury Health Improvement 

Partnership, were used to prompt discussion and guide the facilitation.  

 

In total, 57 people participated in the focus groups. It is important to note that the results reflect 

the perceptions of a limited number of providers and community members and may not 

necessarily represent all providers and residents of Waterbury. 

 

The following section provides a summary of the focus group discussions including key themes 

and select comments.  

 

 

Health Care Provider Focus Groups Key Findings 

 

Access to Care 

Access to care was an area of shared concern among Saint Mary’s and Waterbury Hospital 

physicians. Physicians agreed that the greatest barriers to accessing care in Waterbury are an 

inadequate number of physicians, particularly primary care physicians, and health insurance-

related issues. The primary care shortage in Waterbury has prohibited patients from having 

assured and timely access to care, even if they are insured. Many patients with medical homes 

are still using the ED due to the limited hours of clinics and the overwhelming demand for 

limited appointment slots. Participants also pointed out that primary care physicians are the 

lowest paid providers and care for the most challenging payer mix.  

Participants shared that low Medicaid reimbursements limit the number of patients that primary 

and specialty physicians are willing to see. One physician stated, “It costs us more to see the 
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patients than what we receive in reimbursement.” Additional barriers to accessing care included 

a lack of awareness of available services among eligible patients, limited bilingual services for 

non-English speaking residents, transportation, and co-payments. Another physician stated, 

“Even residents with health insurance are financially stressed and don’t follow through on their 

care due to copayment costs.” 

There was general consensus among providers that patients with mental and/or behavioral health 

issues are underserved. It is difficult for these patients to receive the care that they need because 

providers are hesitant to “take responsibility for them” and services are limited. Providers are 

reluctant to be the “physician of record.”  Other underserved populations included the seasonally 

insured, service industry workers, and minority populations. 

Participants listed a number of resources for uninsured and underinsured residents. The 

Waterbury Health Access Program (WHAP) was seen as particularly successful in linking needy 

patients with volunteer physicians and insurance. Lack of funding could jeopardize the future of 

the program.  

Key Health Issues and Challenges 

Mental and behavioral health issues were seen as key health issues in the community. One 

physician suggested that there was “widespread emotional despair” within the city. Other 

concerns were that elderly patients suffered from dementia, late-stage breast cancer diagnoses, 

and obesity.  

Related to obesity, participants saw a number of challenges for residents trying to stay physically 

fit and eat a healthy diet. Fresh fruits are expensive and not widely available following recent 

closings of several supermarkets. An increase in farmers’ markets was seen as a positive 

development. Other barriers included residents’ awareness of healthy diets, as well as their 

willingness to dedicate resources to costly fruits and vegetables (over less expensive fast food 

alternatives).  Compounding challenges to maintaining health, a lack of accessible, safe 

recreational areas was noted.  

Participants provided several recommendations for improving the health of the community. 

Better patient navigation, extended clinic hours to serve residents instead of the ED, and higher 

reimbursement for Medicaid patients, were among recommendations provided. Participants 

agreed that mental health treatment options also needed to be expanded.  Investments to 

improve poor economic conditions in the city needed to continue.  

Provider Resources 

Providers agreed that insurance-related issues are one of the top obstacles that they face in 

providing care. The amount of paperwork required by each plan burdens medical offices and 

takes away from direct patient care. Providers also stated that a merger between the two hospitals 

in Waterbury would create more seamless care and financial stability that would allow for more 

modern technology. 
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Local health departments were viewed as helping to meet the needs of the Waterbury 

community; however, most participants were not aware of specific activities. The general 

consensus was that more support from entities across the community was needed. One 

participant stated, “It comes down to shared responsibility. Everyone needs to take a part.” 

 

 

Community Resident Focus Groups Key Findings 

 

Access to Care 

A number of issues were identified by community residents as barring people from accessing 

health care. Many issues were centered on the cost of care. Participants identified lack of health 

insurance, the cost of copayments and medications, and increasing premiums and deductibles, 

specifically. They also expressed concern that Husky Care (Medicaid) was often not accepted by 

providers and that people were “looked down upon” for having it. Other issues included 

transportation, clinic hours of operation, language barriers, lack of awareness of services, and 

legal status. Participants stated that it can “take all day” to see the doctor due to the limited 

number of bus stops and long wait times between rides. They also stated that the only place to 

receive care after hours was the ED since clinics and private medical offices were closed.  

Hispanics/Latinos and Albanian residents were viewed as most impacted by language barriers.  

 

Participants felt that a number of populations within the community were not being adequately 

served by local health services. These included African Americans, Hispanics/Latinos, single 

mothers with children, the homeless, mentally ill residents, seniors, and teens. Participants 

explained that for those seniors who need assistance with Activities of Daily Living (ADL), 

traveling to the Veteran’s Administration Hospital in West Haven (45 minutes away) is a burden. 

They also expressed that teens are often not able to afford medication and are struggling with 

issues like sexually transmitted diseases. Resources identified that cared for underserved 

populations included hospital EDs, health clinics, Planned Parenthood, and the Malta House of 

Care van. 

 

Dental care and mental health care were viewed as lacking services in the community. 

Participants agreed that dental care is largely unavailable without insurance.   There was general 

consensus that there was “no place to go” for mental health care services. One person stated, 

“You have to commit a crime to get mental health care.”  

 

Key Health Issues and Challenges 

More than 10 health issues were identified as major concerns in the community. Among the 

issues, mental and behavioral health issues were mentioned several times. In particular, 

participants noted wide-spread abuse of medicines like Nyquil and addictions to pain 

medication. Several factors were seen as contributing to addictive behavior including long 

delays in getting appointments and automatic refilling of pain medication prescriptions. 

Participants also noted tobacco use as a major concern. They observed that “Everyone smokes 
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cigarettes.” An increased popularity of small cigars due to the lower cost compared to cigarettes 

was noted. 

Participants noted a number of challenges for people in the community trying to stay physically 

fit and eat healthier. There was broad agreement that Waterbury does not offer adequate 

opportunity for physical activity. Comments included: “There are no safe parks.” “Sidewalks are 

not in good condition.” “Streets are of an old design; they are not wheelchair or stroller friendly.” 

“There are no bike trails.” “Today’s parks have crooked slides and broken sprinklers.” “There are 

syringes on the ground.”  

Programs that are available for recreation have a cost associated with them. Two organizations, 

the Police Athletic League (PAL) and the YMCA, were seen as positive entities, although both 

have fees for participation. Participants agreed that fresh fruits and vegetables were available 

year-round, but that barriers like cost, transportation, and location keep residents from 

accessing them widely. The farmer’s market was seen as a step in the right direction; however, 

one participant said “You have to fight your way through panhandlers and the homeless to shop 

there.” One solution was to increase the number of community gardens in Waterbury. 

A number of weaknesses related to the socio-economic and physical environment of the 

community were identified. Participants stated that there was a lack of jobs in the area and that 

youth didn’t have work opportunities. Poverty conditions often caused parents to “hop from 

apartment to apartment” to avoid paying rent, causing school transfers and disruption to 

children’s education. Blight, littering, and poor school conditions were also concerns. One 

participant stated, “Residents are not invested in the areas where they live.” 

Community Aspirations & Capacity 

Participants offered a number of suggestions for improving the health of the community. 

Specific examples included expanding access to care by “bringing back” the StayWell Health 

Center van; sponsoring free dental clinics; offering more health screenings and smoking 

cessation programs; and promoting on-going health education campaigns. Cleaning up the city 

park, improving the transportation system, sponsoring more community gardens, and providing 

safe and clean public restrooms in the downtown area were suggested to improve the city 

environment. 

Participants urged community organizations to concentrate on the city as a whole and work to 

improve the socio-economic factors burdening residents. They also cited the need for more 

general counseling services and community mentors for the youth. Participants thought that 

efforts needed to be made to “instill more pride in the city” in an effort to encourage more 

community involvement and advocacy. Religious organizations were seen as untapped resource 

in these efforts. 
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Focus Group Summary of Findings 

The focus group participants were grateful for the opportunity to share their thoughts and 

experiences; many expressed support for community-wide efforts to improve the health status 

of Waterbury.  Identified community strengths included area healthcare providers, specifically 

the hospitals, health clinics, and local health departments. Areas of opportunity included 

expanding access to care for residents, availability of resources to improve physical activity and 

healthy eating, and concerns of blight and community investment. 

 

KEY INFORMANT INTERVIEWS OVERVIEW 

 

Background 

An online survey was conducted among area “Key Informants.” Key informants were defined as 

community stakeholders with expert knowledge including public health and health care 

professionals, social service providers, non-profit leaders, business leaders, faith-based 

organizations, and other community leaders.  

 

Holleran staff worked closely with the Greater Waterbury Health Improvement Partnership to 

identify key informant participants and to develop the Key Informant Survey Tool. Two-hundred 

and five (205) completed surveys were collected between February and April 2013. A listing of 

key informant participants can be found in Appendix D.  

 

The questionnaire focused on gathering qualitative feedback regarding perceptions of 

community needs and strengths across three key domains: 

 

 Key Health Issues 

 Health Care Access 

 Challenges & Solutions 

 

It is important to note that the results reflect the perceptions of some community leaders, but 

may not necessarily represent all community representatives within Waterbury.  
 

Key Informant Study Findings 

Key Health Issues 

The first section of the survey focused on the key health issues facing the community. 

Individuals were asked to select the top health issues that they perceived as being the most 

significant. The issues that were most frequently selected were:  

 

1. Mental/Behavioral Health 

2. Overweight/Obesity 

3. Access to Health Care/Uninsured/Underinsured 

4. Substance Abuse/ Alcohol Abuse 

5. Heart Disease 
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The following table shows the breakdown of the percent of respondents who selected each 

health issue. Issues are ranked from top to bottom based on number of participants who 

selected the health issue as one of their top five issues. The first column depicts the total 

percentage of respondents that selected the health issue as one of their top five. Respondents 

were also asked of those health issues mentioned, which one issue is the most significant. The 

second column depicts the percentage of respondents that rated the issue as being the most 

significant of their top five. 

 

Table 1: Ranking of Key Health Issues 

Rank Health issue 

Percent of 

respondents who 

selected the issue 

Percent of respondents 

who selected the issue as 

the most significant 

1 Mental/Behavioral Health 78% 32% 

2 Overweight/Obesity 66% 14% 

3 Access to Health Care/ 

Uninsured/Underinsured 63% 26% 

4 Substance Abuse/Alcohol Abuse 61% 7% 

5 Heart Disease 42% 5% 

6 Diabetes 41% 2% 

7 Cancer 34% 7% 

8 Caregiver Needs 30% 4% 

9 Dental Health 21% 0% 

10 Tobacco 20% 1% 

11 Maternal/Infant Health 16% 1% 

12 Stroke 11% 1% 

13 Sexually Transmitted Diseases 7% 0% 

14 HIV/AIDS 6% 1% 

Figure 1 shows the key informant rankings of all the key health issues. The bar depicts the total 

percentage of respondents that ranked the issue in their top five.  
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 “What are the top 5 health issues you see in your community?” 

 
Figure 1: Ranking of key health issues 

 

 

 

Health Care Access 

 

Availability of Services 

The second set of questions concerned the ability of local residents to access health care 

services such as primary care providers, medical specialists, dentists, transportation, Medicaid 

providers, and bilingual providers. Respondents were provided with statements such as: 

“Residents in the area are able to access a primary care provider when needed.” They were then 

asked to rate their agreement with these statements on a scale of 1 (Strongly Disagree) through 

5 (Strongly Agree). The results are displayed in Table 2.  

 

Health care access appears to be a significant issue in the community. As illustrated in Table 2, 

none of the informants strongly agree to any of the health care access factors. Most 

respondents ‘Disagree’, with community residents’ ability to access care. Availability of mental/ 

behavioral health providers garnered the lowest mean responses (2.06), compared to the other 

factors.  
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“On a scale of 1 (Strongly Disagree) through 5 (Strongly Agree), please rate each of the 

following statements about Health Care Access.” 

Table 2: Mean Responses for Health Care Access Factors 

Factor Mean Response Corresponding Scale Response 

Residents in the area are able to access a 

primary care provider when needed (Family 

Doctor, Pediatrician, General Practitioner) 

3.19 Neither agree nor disagree 

Residents in the area are able to access a 

medical specialist when needed (Cardiologist, 

Dermatologist, Neurologist, etc.) 

2.90 Disagree 

Residents in the area are able to access a 

dentist when needed. 
2.93 Disagree 

There are a sufficient number of providers 

accepting Medicaid and medical assistance in 

the area. 

2.33 Disagree 

There are a sufficient number of bilingual 

providers in the area. 
2.40 Disagree 

There are a sufficient number of mental/ 

behavioral health providers in the area. 
2.06 Disagree 

Transportation for medical appointments is 

available to residents in the area when needed. 
2.53 Disagree 

Barriers to Health Care Access 

After rating availability of health care services, the informants were asked about the most 

significant barriers that keep people in the community from accessing health care when they 

need it. The barriers that were most frequently selected were:  

 Inability to Pay Out-of-Pocket Expenses (co-pays, prescriptions, etc.)

 Lack of Health Insurance Coverage

 Inability to Navigate Health Care System

Table 3 shows the breakdown of the number and percent of respondents who selected each 

barrier. Barriers are ranked from top to bottom based on the frequency of participants who 

selected the barrier. The third column in the table depicts the percentage of respondents that 

rated the barrier as being the most significant facing the community.  
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“What are the most significant barriers that keep people in the community from accessing 

health care when they need it?” 

 

Table 3: Ranking of Barriers to Health Care Access 

Rank Barrier to Health Care Access 

Number of 

respondents 

who selected 

the issue 

Percent of 

respondents 

who selected 

the issue 

Percent of 

respondents who 

marked it as the 

most significant 

barrier 

1 Inability to Pay Out of Pocket Expenses  151 80% 19% 

2 Lack of Health Insurance Coverage 135 71% 20% 

3 Inability to Navigate Health Care System 131 69% 26% 

4 Lack of Transportation 107 57% 4% 

5 Language/Cultural Barriers 86 46% 1% 

6 Basic Needs Not Met (Food/Shelter) 80 42% 8% 

7 Time Limitations 82 43% 3% 

8 Availability of Providers/Appointments 80 42% 14% 

9 Lack of Child Care 45 24% 1% 

10 Lack of Trust 42 22% 2% 

 

 

Figure 2 shows a graphical depiction of the frequency of selected barriers to health care access. 
 

 
Figure 2: Ranking of barriers to health care access 
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Underserved Populations 

Informants were then asked whether they thought there were specific populations who are not 

being adequately served by local health services. As seen in Figure 3, the majority of 

respondents (82%) indicated that there are underserved populations in the community.  

 

“Are there specific populations in this community that you think are not being adequately 

served by local health services?” 

 

 
Figure 3: Key informant opinions regarding underserved populations 

 

Those respondents were asked to identify which populations they thought were underserved. 

The results can be found in Table 4 below. Uninsured/underinsured and low-income/poor 

individuals were considered underserved populations along with homeless individuals and 

seniors/aging/elderly individuals. In addition, several respondents felt that racial/ethnic 

minorities and immigrant/refugee population were underserved. 
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Table 4: Underserved Populations 

 Underserved population Number of respondents selecting the population 

1 Uninsured/Underinsured 98 

2 Low-income/Poor 82 

3 Homeless 64 

4 Seniors/Aging/Elderly 41 

5 Hispanic/Latino 35 

6 Immigrant/Refugee 33 

7 Black/African-American 31 

8 Children/Youth 29 

9 Disabled 28 

10 Young Adults 22 

11 Lower Middle Class 3 

12 Mental Health/Addicts 1 

13 Veterans 1 

14 LGBT 1 

 

 

Health Care for Uninsured/Underinsured 

Next, the informants were asked to select where they think most uninsured and underinsured 

individuals go when they are in need of medical care. As shown in Figure 4, the majority of 

respondents (81%) indicated that uninsured and underinsured individuals go to the Hospital 

Emergency Department for medical care.  

 

In general, where do you think MOST uninsured and underinsured individuals living in the area go 

when they are in need of medical care? 

 

 
Figure 4: Key informant opinions of where uninsured individuals receive medical care 
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Resources Needed to Improve Access  

Respondents were asked to identify key resources or services they felt would be needed to 

improve access to health care for residents in the community. Many respondents indicated that 

free and low cost medical and dental care, and mental health services are needed. In addition, 

informants want to see more health education and outreach and more transportation/assisted 

transportation. Table 5 includes a listing of the resources mentioned ranked in order of the 

number of mentions.  

 

Table 5: Listing of Resources Needed in the Community 

Rank Resources Needed Number of Mentions 

1 Free/Low Cost Dental Care 111 

2 Mental Health Services 108 

3 Free/Low Cost Medical Care 93 

4 Health Education/Information/Outreach 78 

5 Transportation/Assisted Transportation 69 

6 Health Screenings 63 

7 Bilingual Services 58 

8 Prescription Assistance 58 

9 Substance Abuse Services 52 

10 Primary Care Providers 39 

11 Medical Specialists 32 

12 Free/Low Cost Dental Care 111 

 

Challenges & Solutions 

The final section of the survey focused on challenges to maintaining healthy lifestyles, 

perceptions of current health initiatives, and recommendations for improving the health of the 

community.  

 

When asked what challenges people in the community face in trying to maintain healthy 

lifestyles like exercising and eating healthy, participants suggested the following common 

challenges: 

    

 Cost/Access 

 Motivation/Effort 

 Education/Knowledge 

 Chronic Conditions/Diseases 

 Cultural Norms 

 Environment/Safety  
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Next, key informants were asked “What recommendations or suggestions do you have to 

improve health and quality of life in the community?” Several major themes emerged from the 

comments including the following:  

 

 Increased Awareness/Education/Community Outreach 

 Increased Collaboration/Coordination 

 Improved Access to Medical Care, Dental Care, and Mental Health Services 

 Improved Access to Affordable Exercise and Nutrition Programs 

 Need For Patient Navigation 

 Enhanced Programs/Outreach for Youth and Seniors 

 Enhanced Community Space 

 

Key Informant Interviews Summary of Findings 

Key informants acknowledged that mental/behavioral health, overweight/obesity, and access to 

care are the most significant health issues in the community. Related to access to care, 

informants agreed that residents do not have sufficient access to providers and experience a 

number of barriers in seeking care. In particular, they felt that residents are not able to see 

specialists, dentists, and mental/behavioral health providers when they need to. They also felt 

that there are not enough bilingual providers and providers accepting Medicaid and medical 

assistance. Additional barriers for residents seeking care are out-of-pocket expenses, lack of 

health insurance coverage, and the inability to navigate the health care system. Informants 

recommended a number of resources to improve access to care. Among these, free/low cost 

dental care, mental health services, and free/low cost medical care were cited the most. 

 

Eighty-two percent of informants agreed that there are underserved populations living in 

Waterbury. Of these populations, they felt that the uninsured/underinsured, low-income/poor, 

and homeless are the most underserved. When seeking medical care, these populations were 

thought to most often utilize hospital emergency departments and federally qualified health 

centers/clinics. 

 

The last portion of the survey asked key informants to identify challenges in the community in 

maintaining healthy lifestyles and to make recommendations or suggestions for improving 

health and quality of life. In addition to issues related to access to care, informants listed 

motivation/effort, education/knowledge, cultural norms, and environment/safety as challenges 

in the community. To address these issues, informants recommended increasing awareness, 

education, community outreach, and community collaboration and coordination. They also 

suggested that more programs for youth and seniors be offered and that the community space 

be enhanced. 
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IDENTIFICATION OF COMMUNITY HEALTH NEEDS & PLANNING 
 

Prioritization Session 

On June 17, 2013, approximately 40 individuals representing the Greater Waterbury Health 

Improvement Partnership gathered to review the results of the 2013 Community Health Needs 

Assessment (CHNA).  Among the attendees were representatives from local health and human 

service agencies, area non-profit organizations, health providers, and public health 

representatives.  The goal of the meeting was to discuss and prioritize key findings from the 

CHNA and to set the stage for the development of the hospital’s Implementation Strategy. A list 

of attendees can be found in Appendix G.  

 

Process 

The prioritization meeting was facilitated by Holleran Consulting. The meeting began with an 

abbreviated research overview. This overview presented the results of the primary and 

secondary research and key findings of the CHNA. 

 

Following the research overview, participants were provided with information regarding the 

prioritization process, criteria to consider when evaluating key areas of focus, and other aspects 

of health improvement planning, such as goal setting and developing strategies and measures. 

In a large-group format, attendees were then asked to share openly what they perceived to be 

the needs and areas of opportunity in the city. Through facilitated discussion, attendees 

developed the following “master list” of potential priority areas for the implementation plans.   

Master list of community priorities (Presented in alphabetical order)  

 

 Access To Care   Mental Health/Substance Abuse 

 Cancer   Overweight/Obesity 

 Diabetes  Respiratory Disease 

 Heart Disease  Smoking 

 Infant Mortality/Low Birth Weight  

 

Key Community Health Issues 

Once the master list was compiled, participants were asked to rate each need based on two 

criteria. The two criteria included the seriousness of the issue and the community’s ability to 

impact the issue. Respondents were asked to rate each issue on a 1 (not at all serious; no ability 

to impact) through 5 (very serious; great ability to impact) scale. The ratings were gathered 

instantly and anonymously through a wireless audience response system. Each attendee 

received a keypad to register their vote. The following table reveals the results of the voting 

exercise.  
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Master List 
Seriousness 

Rating (average) 

Impact Rating 

(average) 

Average Total 

Score 

Mental Health/Substance Abuse 4.76 3.76 4.25 

Overweight/Obesity 4.32 3.94 4.13 

Access to Care  4.45 3.79 4.12 

Smoking 4.29 3.53 3.91 

Diabetes 3.85 3.82 3.84 

Heart Disease 3.68 3.56 3.62 

Respiratory Disease 3.65 3.21 3.43 

Infant Mortality/Low Birth Weight 3.21 3.35 3.28 

Cancer 3.48 3.06 3.27 

 

The priority area that was perceived as the most serious was Mental Health and Substance 

Abuse (4.25 average rating), followed by Overweight and Obesity (4.13 average rating), and 

Access to Care (4.12 average rating). The ability to impact Overweight and Obesity was rated the 

highest at 3.94, followed by Diabetes with an impact rating of 3.82.  

 

The matrix below outlines the intersection of the seriousness and impact ratings. Those items in 

the upper right quadrant are rated the most serious and with the greatest ability to impact.    
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Identified Health Priorities 

Attendees reviewed the findings from the voting and discussed cross-cutting approaches to 

further hone the priority areas.  Ultimately, the following four priority areas for Waterbury were 

adopted:  

 

 Access to Care 

 Mental Health/Substance Abuse 

 Overweight/Obesity 

 Tobacco Use 

 

Goal Setting 

Following the prioritization session, The Greater Waterbury Health Improvement Partnership 

representatives met to review the identified priorities and develop goal statements to guide 

community-wide health improvement efforts.  The following goals were adopted for each 

priority area: 

 

Access to Care 

Goal: Improve access to comprehensive, culturally competent, quality health services. 

 

Mental Health and Substance Abuse 

Goal: Improve mental health and reduce substance abuse through awareness, access to services, 

and promoting positive environments. 

 

Overweight and Obesity 

Goal: Promote health and reduce chronic disease through healthful eating and physical activity. 

 

Tobacco Use 

Goal: Reduce illness, disability, and death related to tobacco use and secondhand smoke 

exposure. 

 

 

Action Planning 

To set a course for ongoing community health improvement activities and evaluation, a 

Community Health Improvement Plan (CHIP) was developed by the Greater Waterbury Health 

Partnership.  Additionally, in line with requirements set forth in the ACA, specific Implementation 

Strategies, outlining how each hospital would work to address the identified needs, were 

created.     

 

The CHIP and Hospital Implementation Strategies were adopted in September 2013.  These 

documents, as well as a report of the CHNA are available on the partner websites. 
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APPENDIX B: Household Telephone Study Statistical Considerations 

The Household Telephone Study sampling strategy was designed to represent Waterbury and its 

surrounding towns. The sampling strategy identified the number of completed surveys needed 

within each ZIP code based on the population statistics from the U.S. Census Bureau in order to 

accurately represent the area. Call lists of household land-line telephone numbers were created 

based on the sampling strategy. The final sample (1,121) yields an overall error rate of +/-2.9% 

at a 95% confidence level. This means that if one were to survey all residents of Waterbury, the 

final results of that analysis would be within +/-2.9% of what is displayed in the current data set.  

Data collected from the 1,121 respondents was aggregated and analyzed by Holleran using 

IBM SPSS Statistics. The detailed survey report includes the frequency of responses for each 

survey question. In addition, BRFSS results for Connecticut and the United States are 

included when available to indicate how the health status of Waterbury residents compares 

on a state and national level. All comparisons represent 2011 BRFSS data unless otherwise 

noted. It is important to note a few questions on the survey did not have comparisons to 

Connecticut and/or national data because of survey modifications.  

It is common practice in survey research to statistically weight data sets to adjust for 

demographic imbalances. For example, in the current household survey, the number of 

females interviewed is above the actual proportion of females in the area. The data was 

statistically weighted to correct for this over-representation of females. It should be noted 

that the national dataset (from the CDC) is also statistically weighted to account for similar 

imbalances.  
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APPENDIX C: Household Telephone Study Participant Demographics 
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APPENDIX D: Key Informant Participants 

 
Name Title Organization 

Tina Agati Executive Director Literacy Volunteers of Greater Waterbury 

Eric Albert President Albert Brothers, Inc. 

Michele A. Albini Constituent Service Aide City of Waterbury 

Janine Altamirano Program Coordinator Waterbury Department of Public Health 

Maryangela Amendola Director Chase Family Resource Center 

Joel Becker President & Chief Executive Officer Torrco 

Carolann Belforti JobLinks Coordinator Northwest Regional Workforce Investment Board 

Michelle Bettigole Executive Director The Watermark at East Hill 

Christine Bianchi, MSW, 
LCSW Chief Developmental Officer Staywell Health Care, Inc. 

O. Joseph Bizzozero, MD Administration Alliance Medical Group 

Charles Boulier President & Chief Executive Officer Naugatuck Savings Bank 

Samuel Bowens HIV Prevention Coordinator Waterbury Health Department 

Betty Bozzuto Chief Nursing Officer Saint Mary's Hospital 

Ellen Brotherton Assistant Director Western CT Mental Health Network - Waterbury 

Kathy Caiazzo Commissioner Waterbury Board of Public Health 

Katherine Carten Parish Administrator Saint Michael's Parish, Naugatuck 

Ellen Carter Program Officer Connecticut Community Foundation 

Kathy Case Director of Program Management Waterbury ARC 

Julie Clark 
Wellness Environmental Lifestyle 
Consultant  

Juana Clarke 
Director of Grants & Operations 
Audit Waterbury Hospital 

Meghan Cleary Director of Nursing Wolcott View Manor 

Mary Conklin Housing Attorney Connecticut Legal Services 

Joseph G. Conrad Program Director Connecticut Counseling Centers, Inc. 

Ronald Conti Vice President Heritage Village 

Marilyn Cormack President BHCare 

JoAnne Cosgriff, MD Director, Performance Improvement Waterbury Hospital 

Janice Crelan Assistant Treasurer Hubbard-Hall, Inc. 

Kelly Cronin Executive Director Waterbury Youth Services 

Andrea Cuff, APRN  Chase Outpatient 

Jerome Dais Elder Family Worship Center 

Kristen Davila Director Morris Senior Center 

Nancy Deming Director VNA Northwest 

Catherine R. Dinsmore Senior Center Director Falls Avenue Senior Center 

Deborah Duarte Missions President Community Tabernacle Outreach Center 

Richard Dumont Community Resident  

Kris Durante Coordinator Bridge To Success 

Doreen J. Elnitsky 
Administrative Director of 
Behavioral Health Waterbury Hospital 

Tim Epperson Food Pantry Coordinator Greater Waterbury Interfaith Ministries 

Michelle Fica Managing Attorney Connecticut Legal Services 

Bethany Ann Fickes Office Assistant Saint Mary’s Hospital 

Christina Fishbein Executive Director Western Connecticut Area Agency on Aging 

Ron Flormann Chief Commercial Officer Glenwood Systems, LLC 

Natalie Forbes Grant Coordinator Waterbury Hospital 

Auguste Fortin, VI, MD Physician 
Yale Primary Care Residency Program/ 
Waterbury Hospital 

Yvette Highsmith Francis Regional Director Community Health Center, Inc. 

Todd Gaertner Nursing Home Administrator Lutheran Home of Southbury 
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Sarah Geary Constituent Services Manager City of Waterbury 

Sharon Gesek Director of Elderly Services Town of Southbury 

Bill Gibbs Owner Bill Gibbs Massage Therapy 

Mary-Kate Gill Director of Elder Services New Opportunities, Inc. 

Jackie Giordano, RN Nurse Saint Mary’s Hospital 

Michelle Godin Director Saint Mary's Hospital 

Joe Gorman 
Supervisor of Health & Physical 
Education Waterbury Board of Education 

Lydia Granitto Membership & Marketing Manager Girl Scouts of Connecticut 

Bernadette Graziosa President The Grotto Restaurant & Mrs. G’s Gift Baskets 

Michael A. Gurecka Director of Business Development New Opportunities, Inc. 

Joy Hall Director Salvation Army 

Lori Hart Director Bridge To Success 

Robyn Hawley Director of Behavioral Health Catholic Charities Archdiocese of Hartford 

Eileen Healy Executive Director Independence Northwest, Inc. 

Tina Herman Assistant Director of Critical Care Waterbury Hospital 

Arlene G. Herrick Property Manager Grace Meadows Elderly Housing 

Chris Hibbs Health & Wellness Director Greater Waterbury YMCA 

Stephen Holt Assistant Professor Yale Primary Care Residency 

Geralyn Hoyt Chief Southbury Ambulance 

Lucia Hughes Manager Waterbury Hospital 

Stephen Huot, MD Director 
Yale Primary Care Residency Program/ 
Waterbury Hospital 

Silvia Hutcheson 
Director of Strategic Planning & 
Business Development Saint Mary's Hospital 

Eric Hyson, MD Attending Physician Waterbury Hospital 

Sandi Iadarola Chief Nursing Officer Waterbury Hospital 

Azhar Imam, MD Chief of Psychiatry Saint Mary's Hospital 

Kristen Jacoby, MPH 
President/Chief Professional 
Officer United Way of Greater Waterbury 

Donna Johnson Community Relations Liaison Diagnostic Radiology Associates 

Mark Johnson, LMFT Program Director Wellspring Foundation 

Jan Kennedy Executive Director Cardiology Associates of Greater Waterbury, LLC 

Elizabeth Korn, APRN Nurse Saint Mary's Hospital 

Lisa Labonte SNS Director New Opportunities, Inc. 

Leo Lavallee Principal Waterbury Arts Magnet School 

Stephen Lewis Chief Executive Officer/President Thomaston Savings Bank 

The Rev. Jeanne Lloyd Minister Mattatuck Unitarian Universalist Society 

Ben Loveland Assistant Director Waterbury Hospital 

Vanessa Lucewicz Practice Manager Franklin Medical Group 

Frederick Luedke 
Chairman, Board of Greater 
Waterbury Health Network Inc. Waterbury Hospital 

Neal Lustig Director of Health Pomperaug Health District 

Robin Marino Clinical Manager Saint Mary’s Hospital 

Judith Martin Program Coordinator Child & Adolescent Behavioral Health 

Kate Mattias Executive Director National Alliance on Mental Illness Connecticut 

Bahar Matusik Clinical Pharmacy Manager Waterbury Hospital 

Jennifer McGarry Patient Services Manager Leukemia and Lymphoma Society 

Patricia A. McKinley 
Strategic Volunteer to Non-Profit 
Organizations 

Waterbury Health Home Coalition; United Way 
Greater Waterbury; Connecticut Community 
Foundation 

Kathleen McManamy, LCSW Regional Supervisor Connecticut Community Care, Inc. 

Kathleen McNamara Community Resident  

Emmett McSweeney Library Director Silas Bronson Library 

Sandra Micalizzi, APRN Clinical Nurse Specialist Heart Center of Greater Waterbury 

Chris Miller Administrative Fellow Saint Mary's Hospital 
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Thomas Missett Chief Development Officer Waterbury Hospital 

Alan C. Mogridge Executive Director Valley YMCA 

Peg Molina Director of Social Services Town of New Milford 

Patrick Morgan Interim Director Surgical Services Waterbury Hospital 

Drew Morten Physician Assistant Connecticut Academy of Physician Assistants 

Luci Moschella Nursing Supervisor Waterbury Health Department 

Lois Mulhern Nursing Supervisor Waterbury Health Department 

Melanie Nachajska, LCSW  YNA Health Care 

James O’Rourke CEO Waterbury YMCA 

Peggy Panagrossi Executive Director Safe Haven of Greater Waterbury 

Kim Pernerewski President National Alliance on Mental Illness Waterbury 

Peter Porrello, MD Physician Waterbury Hospital 

Pamela Pratt Manager, OP Behavioral Health Saint Mary's Hospital 

Fenn Quigley Community Resident  

Ernst Racine, Jr. 
Family Center 
Coordinator/Fatherhood Specialist Catholic Charities 

Loryn Ray, MPH Director of Elderly Services Town of Woodbury 

Pamela Redmond Public Affairs Officer VA Connecticut Healthcare System 

Thomas E. Reinahrdt, MD Chief of Psychiatry Waterbury Hospital 

Laurie Reisman Director of Operations Family Services of Greater Waterbury, Inc. 

JoAnn Reynolds-Balanda VP Community Impact Untied Way of Greater Waterbury 

Diane Rokosky, R.N  Public Health Deptartment 

P. Russell Community Resident  

William Rybczyk 
Director Research, Development, & 
Planning New Opportunities, Inc 

Linda Sapio-Longo, APRN Family Nurse Practitioner Waterbury Hospital Infectious Disease Clinic 

John A. Sarlo Director Mattatuck Senior Center, Inc. 

Donita Semple 
Senior Manager, Performance 
Improvement Waterbury Hospital 

Loraine Shea Director Waterbury Hospital 

Frank Sherer Senior Vice President Timex Group 

Carl Sherter, MD Chief of Staff Waterbury Hospital 

Catherine Sousa Supervisor of Patient Transport Saint Mary's Hospital 

Linda Spadaccini Library Director Waterbury Hospital 

Susan Stauffacher Chairman Roxbury Council on Aging 

Gary Steck Chief Executive Officer Wellmore Behavioral Health 

Monica Stokes 
Assistant Manager Customer 
Support Waterbury Hospital 

Christine Thomas-Melly Benefits Manager Waterbury Hospital 

Donald Thompson Chief Executive Officer Staywell Health Center 

Joseph M. Tuggle, MD Physician Complete Newborn Care, PC 

Paula Van Ness President & Chief Executive Officer Connecticut Community Foundation 

Kara Vendetti WIC Program Coordinator Waterbury Health Department-WIC Program 

Deborah Vitarelli Executive Director Waterbury Arc, Inc. 

Kathy Volz Practice Manager CFHC Franklin Medical Group at Saint Mary’s Hospital 

Chad Wable President & Chief Executive Officer Saint Mary's Hospital 

Julie Weidemier Assistant Director Waterbury Hospital 

Claude E. Williams Executive Director Mount Olive A.M.E. Zion Senior Citizens Center, Inc. 

Jeffrey Williams Grant Writer Waterbury Hospital 

Eileen Woods Assistant Director Telemetry Waterbury Hospital 

Kathy Woods Executive Director Living in Safe Alternatives, Inc. 

D. Woolley VP Human Resources Waterbury Hospital 

Randy York Infant Immunization Coordinator Waterbury Health Department 

Mary Zasada Clinical Informatics Manager Saint Mary's Hospital 

Melissa Zwang Program Director New Opportunities, Inc. 

Patricia Zuccarelli Director Department of Children & Families 
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Appendix E: Prioritization Session Participants 

Name Title Organization 
Maryangela Amendola Director Chase Family Resource Center 

John Bayusik Emergency Preparedness Coordinator Waterbury Health Department 

Christine Bianchi, MSW, 
LCSW Chief Development Officer StayWell Health Center, Inc. 

Kathy Caiazzo Commissioner Waterbury Board of Public Health 

Ellen Carter Program Officer Connecticut Community Foundation 

Juana Clarke 
Director of Grants & Operations 
Audit Waterbury Hospital 

Dawn Crayco Deputy Director End Hunger Connecticut 

Anthony Cusano, MD Physician Waterbury Hospital 

Sam D'Ambrosi President Board of Health 

Jennifer DeWitt Director CNV Regional Action Council 

John DiCarlo 
Public Policy, Economic Development 
Director Chamber of Commerce 

Rachel DiVenere Public Health Educator Waterbury Health Department 

Doreen J. Elnitsky 
Administrative Director of Behavioral 
Health Waterbury Hospital 

Pat Evans Grants Manager Saint Mary's Hospital 

Blair Foley Director Home-to-Home Foundation 

Natalie Forbes Grant Writer Waterbury Hospital 

Anne Marie Garrison VP Clinical Operations VNA Health-at-Home 

Elizabeth George Student Intern Yale University School of Public Health 

Michael A. Gurecka Director of Business Development New Opportunities, Inc. 

Lori Hart Director Bridge to Success 

Silvia Hutcheson 
Director of Strategic Planning & 
Business Development Saint Mary's Hospital 

Celeste Karpow Student Intern UCONN School of Public Health 

Michele Kieras Provider Liaison VNA Healthcare 

Kevin Kniery Director Harold Leever Cancer Center 

Kathy Lang Clinical Director, Meriden, Waterbury Catholic Charities Archdiocese of Hartford 

Shpetim Mete Physical Education Teacher Driggs Elementary School Waterbury 

Sandra Micalizzi, APRN Clinical Nurse Specialist Heart Center of Greater Waterbury 

Justine Micalizzi Community Engagement Coordinator Benchmark Senior Living 

Lois Mulhern Nursing Supervisor Waterbury Health Department of Public Health 

Kathleen Novak Policy Development Waterbury Health Department 

Deb Parkinson Operations Manager Harold Leever Cancer Center 

Sandy Porteus Director Family Services of Greater Waterbury 

Owen Quinn Director of Housing New Opportunities, Inc. 

Bill Quinn Director Waterbury Health Department 

JoAnn Reynolds-Balanda VP Community Impact United Way of Greater Waterbury 

Darlene Stromstad President & Chief Executive Officer Waterbury Hospital 

Peg Tentoni Regional Director Clinical Op VNA Healthcare 

Nicole Theriault Nutritionist Brass City Harvest 

Paula Van Ness President & Chief Executive Officer Connecticut Community Foundation 

Yadiris Vega Volunteer Bridge to Success 

Barbara White Marketing Manager Saint Mary's Hospital 
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Waterbury Hospital 
 

C H N A  I M P L E M E N TAT I O N  S T R AT E G Y  

 

BACKGROUND 
Waterbury Hospital was the first hospital in the city of Waterbury and has served the area since 

1890. In its first year, Waterbury Hospital served 85 patients and had a staff of 21. It is now 

licensed for 357 beds and employs more than 2,000 people. The hospital serves approximately 

15,000 inpatients, 160,000 outpatients, and 58,000 emergency department visits annually. The 

mission of Waterbury Hospital is to provide compassionate high quality health care services 

through a family of professionals and services. The vision of Waterbury Hospital is to be the 

health care organization of choice by providing superior customer service to patients and 

physicians. 

 

Waterbury Hospital primarily serves the city of Waterbury and its‟ surrounding towns. In 2013, 

Waterbury Hospital conducted a comprehensive Community Health Needs Assessment (CHNA) 

to evaluate the health needs of individuals living in these communities.  The CHNA was done in 

collaboration with the Greater Waterbury Health Improvement Partnership. The partnership 

consists of Waterbury Hospital, Saint Mary‟s Hospital, Waterbury Department of Public Health, 

City of Waterbury, StayWell Health Center, Connecticut Community Foundation, United Way, 

and other community organizations. Waterbury Hospital views community health improvement 

as an ongoing effort that requires leadership through example and partnership with other 

community organizations to improve the health status and quality of life of community 

residents.   

 

The purpose of the assessment was to gather information about health needs and behaviors. A 

variety of indicators were examined including risky health behaviors (alcohol use, tobacco use) 

and chronic health conditions (diabetes, heart disease). The current assessment will guide 

Waterbury Hospital‟s ongoing work to improve community health and comply with new 

requirements for tax-exempt health care organizations to conduct a CHNA and adopt an 

Implementation Strategy aligned with identified community needs.  Waterbury Hospital 

contracted with Holleran, an independent research and consulting firm located in Lancaster, 

Pennsylvania, to conduct research in support of the CHNA.   
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THE CHNA PROCESS 
A comprehensive CHNA was conducted and included a variety of quantitative and qualitative 

research components. These components included the following: 

1. Secondary Data Profile  

2. Statistical Household Survey 

3. Focus Groups 

4. Key Informant Interviews 

5. Prioritization of Identified Community Needs 

 

Holleran compiled a Secondary Data Profile using data collected from sources such as the U.S. 

Census Bureau, Connecticut Department of Public Health, and Centers for Disease Control and 

Prevention. The information profiles the most recent year health indicators, census figures, 

household statistics, morbidity and mortality rates, and socioeconomic measures for the city.   

 

A Statistical Household Survey was completed with 1,100 community residents. The survey 

aligns with the Behavioral Risk Factor Surveillance System) study promoted by the Centers for 

Disease Control and Prevention (CDC). The survey assessed indicators such as general health 

status, prevention activities (screenings, etc.), and risky behaviors (alcohol use, etc.). The results 

were examined by a variety of demographic indicators including age and gender. Special 

attention was given to identifying the needs of underserved individuals, including low-income, 

minority, and chronic condition populations in the county.  

 

Holleran conducted six Focus Groups to better understand health issues related to access to 

care, health education/communication, healthy behaviors, and community health infrastructure.  

A total of 24 health care providers and 33 community residents participated in the six focus 

groups.  Holleran analyzed the results of the findings to determine commonalities between 

populations and uncover themes to aid Waterbury Hospital in addressing the identified barriers. 

 

Key Informant Interviews were collected via an online survey administered by Holleran. A total 

of 205 community leaders, including public health experts, health and human services providers, 

and representatives of underserved populations participated in the survey.  The content of the 

questionnaire focused on perceptions of community needs and strengths across three key 

domains: Perceived quality of care, key health issues prominent in the community, and quality of 

life issues. 

 

A Prioritization Session was held on June 18, 2013. Approximately 40 individuals representing 

the Greater Waterbury Health Improvement Partnership gathered to review the results of the 

2013 CHNA and prioritize key health needs.  Among the attendees were representatives from 

local health and human service agencies, area non-profit organizations, health providers, and 

public health representatives.  Please see Appendix A for a listing of individuals who attended 

the session.  

  

244



Waterbury Hospital 

 

Page 3 

SELECTION OF THE COMMUNITY HEALTH PRIORITIES 
In June 2013, individuals from healthcare organizations, community agencies, social service 

organizations, and area non-profits gathered to review the results of the CHNA data. The 

planning meeting was initiated and facilitated by the Greater Waterbury Health Improvement 

Partnership. The goal of the meeting was to discuss CHNA findings in an effort to prioritize key 

community health issues. 

 

The objectives for the day were outlined as follows: 

 

 To review recently compiled community health data and highlight key research findings; 

 To initiate discussions around additional key health issues not represented in the CHNA; 

 To prioritize the community health needs based on select criteria 

 

Prioritization Process 

The prioritization meeting was facilitated by Holleran Consulting. The meeting began with an 

abbreviated research overview. This overview presented the results of the primary and 

secondary research and key findings of the CHNA. 

Following the research overview, participants were provided with information regarding the 

prioritization process, criteria to consider when evaluating key areas of focus, and other aspects 

of health improvement planning, such as goal setting and developing strategies and measures. 

In a large-group format, attendees were then asked to share openly what they perceived to be 

the needs and areas of opportunity in the city. Through facilitated discussion, attendees 

developed the following “master list” of potential priority areas for the implementation plans.   

 

Master list of community priorities (Presented in alphabetical order.): 

 

 Access To Care   Mental Health/Substance Abuse 

 Cancer   Overweight/Obesity 

 Diabetes  Respiratory Disease 

 Heart Disease  Smoking 

 Infant Mortality/Low Birth Weight  

 

 

Key Community Health Issues 

Once the master list was compiled, participants were asked to rate each need based on two 

criteria. The two criteria included the seriousness of the issue and the community‟s ability to 

impact the issue. Respondents were asked to rate each issue on a 1 (not at all serious; no ability 

to impact) through 5 (very serious; great ability to impact) scale. The ratings were gathered 

instantly and anonymously through a wireless audience response system. Each attendee 

received a keypad to register their vote. The following table reveals the results of the voting 

exercise.  
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Master List 
Seriousness 

Rating (average) 

Impact Rating 

(average) 

Average Total 

Score 

Mental Health/Substance Abuse 4.76 3.76 4.25 

Overweight/Obesity 4.32 3.94 4.13 

Access to Care  4.45 3.79 4.12 

Smoking 4.29 3.53 3.91 

Diabetes 3.85 3.82 3.84 

Heart Disease 3.68 3.56 3.62 

Respiratory Disease 3.65 3.21 3.43 

Infant Mortality/Low Birth Weight 3.21 3.35 3.28 

Cancer 3.48 3.06 3.27 

 

The priority area that was perceived as the most serious was Mental Health and Substance 

Abuse (4.25 average rating), followed by Overweight and Obesity (4.13 average rating), and 

Access to Care (4.12 average rating). The ability to impact Overweight and Obesity was rated the 

highest at 3.94, followed by Diabetes with an impact rating of 3.82.  

 

The matrix below outlines the intersection of the seriousness and impact ratings. Those items in 

the upper right quadrant are rated the most serious and with the greatest ability to impact.    
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Identified Health Priorities 

Attendees reviewed the findings from the voting and discussed cross-cutting approaches to 

further hone the priority areas.  Ultimately, the following five priority areas for Waterbury were 

adopted:  

A. Access to Care 

B. Mental Health/Substance Abuse 

C. Overweight/Obesity 

D. Smoking 

 

WATERBURY HOSPITAL’S STRATEGIES TO ADDRESS COMMUNITY 

HEALTH NEEDS 
Waterbury Hospital‟s Implementation Strategy illustrates the hospital‟s specific programs and 

resources that will support ongoing efforts to address the identified community health priorities.  

This work will be supported by community-wide efforts and leadership from the executive team 

and board of directors.  The goal statements, related objectives and strategies, and inventory of 

existing community assets and resources for each of the four priority areas are listed below.  

 

A.  ACCESS TO CARE 

Goal: Improve access to comprehensive, culturally competent, quality health services. 

 

Objectives: 
 Increase the proportion of persons with health insurance 

 Increase the proportion of persons who have a specific source of ongoing care 

 Reduce the proportion of persons who are unable to obtain or delay in obtaining 

necessary medical care, dental care, or prescription medicines  

 Increase the number of health providers that accept Medicaid and Medicare 
 

Strategies: 
1. Increase the number of patients screened and enrolled in insurance programs by WHAP 

case managers by 10% at the 6 sites in the City of Waterbury by utilizing Certified 

Assisters to access the CT Health Exchange in response to the Affordable Care Act. 

 

2. Increase the number of patients enrolled in Project Access by 10% for donated, primary 

and specialty care, reduced prescriptions and Medicare copay assistance, and donated 

lab and radiology hospital-based services. 

 

3. Provide technical assistance to WHAP sites at St. Mary‟s Hospital and StayWell Health 

Center to enable them to track recidivism in the ED for non-emergency codes. 

 

4. Offer 2 onsite bi-lingual medical Spanish classes for 15 clinical staff per class to improve  

communication with patients. 
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5. Introduce the CultureVision database to enable healthcare professionals and facilities to 

provide culturally competent patient care. 

 

Existing Resources: 
 

Underserved Populations 

Waterbury Hospital works closely with local healthcare providers and community-based 

organizations to identify healthcare needs for underserved patients throughout the Waterbury 

community. Through these collaborations, Waterbury Hospital works to develop key 

programming for the city‟s vulnerable populations such as: the Waterbury Hospital Infectious 

Disease Clinic, which provides comprehensive HIV care to ~500 People Living with HIV/AIDS;  

and The Waterbury Health Access Program, which provides comprehensive case management 

services to over 3,000 uninsured and underinsured patients annually; and the Waterbury 

Hospital Chase Diabetes Disease Management Clinic, is one of the many free clinics offered at 

Chase Outpatient Center; others include Rheumatology, Surgery, Gastroenterology, 

Dermatology, Podiatry, and Psychiatry. 

 

During 2012, Waterbury Hospital‟s spectrum of services continued to have a positive impact on 

the welfare of Waterbury‟s citizens. To remain consistent with Waterbury Hospital‟s mission, 

many of our services are targeted for vulnerable members of our community, including those 

who are uninsured or underinsured.  In order to provide access to continuing high quality 

professional health care in the Greater Waterbury area, Waterbury Hospital is a site for 40 

clinical programs for new health professionals including: Primary Care Residents, Surgical 

Residents, Nurses, Physician Assistants, Pharmacy Residents, and Radiology Techs.  In addition 

the Waterbury Hospital Youth Pipeline Initiatives target the emerging workforce in area 

elementary, middle and high schools. 

 

Health Professions Education 

 

Yale Primary Care Internal Medicine Residency Program  

During 2012, our Yale Primary Care Internal Medicine Resident activities included:   

 Participation in research days at Yale and Waterbury/St. Mary‟s Hospitals; 

 ACP regional and national meetings; 

 The annual Health Fair held at the Waterbury YMCA;  

 Home/office visits for clinic patients; and 

 Educational seminars held at Waterbury Hospital and Yale University.  

 

At Waterbury Hospital, we seek to train physicians who desire a generalist background to their 

careers in medicine. This program is unique in that it provides the medical residents the 

opportunity to work each year in a tertiary medical center at Yale-New Haven Hospital, a 

community hospital at Waterbury Hospital, and outpatient practice sites that include private 

practice offices and community health centers is unique in residency training. Our graduates are 
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highly sought after by private practice offices, hospitalist programs, and fellowship programs 

throughout the country.   

 

Student Nurse Intern Program (SNI)  

The SNI program is available for nursing students entering their senior year. The program 

provides these student nurses with shadowing opportunities so they can apply their content 

knowledge to authentic patient care situations. Staff RNs serve as the students‟ mentors as the 

students accompany them on their medical rounds. The goals of the program are: (1) to provide 

the student nurses with the knowledge and skills necessary to pass the NCLEX exam and (2) to 

socialize the student nurse in an attempt to decrease the stress of assimilating into the hospital‟s 

work environment, should they be hired as Graduate Nurses at Waterbury Hospital.  

 

Physician’s Assistant (PA) Students 

P.A. students from Quinnipiac University completed clinical rounds in several departments 

around the hospital, including the Operating Room, Emergency Department, Behavioral Health, 

and Radiology. The experience is designed for the student to learn to apply the knowledge 

gained from didactic course work in medicine, surgery, and the basic and behavioral sciences 

into the clinical arena resulting in the ability to successfully manage patients in a thorough and 

comprehensive manner. The primary goal of clinical rotations is to expose the student to 

patients of all ages, patients in a variety of different settings, and patients with a broad range of 

medical, surgical, and psychosocial problems.   

 

The P.A. students participate in:  

 History taking; 

 Examining the patient; 

 Assisting in and/or performing diagnostic testing; 

 Assisting in and/or performing therapeutic tasks; 

 Oral presentations; 

 Medical documentation of the patient encounter; 

 Formulating a differential diagnosis and problem list; 

 Formulating a treatment plan; and 

 Counseling of patients regarding medication, diet, and lifestyle changes such as smoking 

cessation, exercise, and well-being. 

 

Radiology Students from NVCC  

The Naugatuck Valley Community College (NVCC) Radiology students are involved with many 

activities while assigned to Waterbury Hospital. Under the supervision of a NVCC clinical 

instructor and hospital radiologic technologists, the students are assigned to the various 

radiographic suites and modalities. During their assignment, students are performing or 

assisting with radiographic procedures, including chest x-rays, skeletal exams, fluoroscopic 

procedures, mobile x-rays in the various patient units, and surgical cases. The students also 

increase the number of individuals available in the department to assist in moving and 

transporting patients as well as chaperoning sensitive exams. In addition to the diagnostic 
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radiology the students are assigned to experiences in Interventional Radiology, CT, MRI, Nuclear 

Medicine, and Ultrasound. Students work in these modalities under the direct supervision of the 

hospital staff.  

 

Waterbury Hospital‟s affiliation with NVCC as a clinical site for students has many benefits. 

Perhaps the single most important benefit is the hospital has a continuous stream of potential 

radiology employees. Students are in the program for 22 months and in that time become very 

familiar with the hospital equipment, routines, personal, and mission. This provides Waterbury 

Hospital with new employees who have a strong skill set and proven dedication to the hospital 

community.  

 

Waterbury Hospital Youth Pipeline Initiatives 

The Waterbury Hospital Youth Pipeline Initiatives were established in 2001 as a partnership 

between Waterbury Hospital and Waterbury Public Schools. The mission of the program is: “to 

close the achievement gap for minority and economically disadvantaged students in 

Waterbury so they can matriculate and compete nationally for placement in post-secondary 

education programs in preparation for health careers”. Waterbury Hospital is committed to 

enhancing and enriching the academic opportunities and personal journeys of our youth, who 

are the emerging workforce of tomorrow. To this end, during 2012, Waterbury Hospital 

continued to provide 383 students and parents in Greater Waterbury with unique educational 

programs that will enhance the overall welfare of our community.  The WH Youth Pipeline 

Initiatives had four focus areas during FY 2012, including:  

 

Providing Early Acquaintance with Careers in Healthcare (PEACH) 

Since its inception in 2004, Waterbury Hospital‟s Providing Early Acquaintance with Careers in 

Healthcare (PEACH) Program has engaged administrators, teachers, and students at 

Waterbury‟s North End Middle School and West Side Middle School to address projected 

shortages of healthcare workers and to close the achievement gap for students in Waterbury 

Public Schools. Through the PEACH Program, students engage with healthcare workers in a 

non-emergency setting and are informed of the variety of healthcare career opportunities 

available in our community. Each spring, approximately 100 seventh graders from Waterbury 

take part in a day-long PEACH tour at Waterbury Hospital, during which they visit at least six 

hospital departments and complete hands-on learning activities with hospital staff. Annually, 

Waterbury Hospital also offers its PEACH Spring Break Exploration Camp, this year 38 middle 

school students from Waterbury took part in: shadowing and hands-on learning activities at 

the hospital; CPR certification; and educational sessions at Bridgeport‟s Discovery Museum.  

 

Parent Leadership Training Institute (PLTI) 

In 2012, twenty four individuals from Greater Waterbury successfully completed Waterbury‟s 

PLTI, a 20-week curriculum teaching leadership and advocacy skills. Waterbury Hospital has 

hosted the Waterbury PLTI since 2000, and the program has trained and graduated over 175 

area parents. PLTI‟s core mission is to impart leadership and advocacy skills to parents while 

simultaneously educating them about volunteerism, civic life, and the process by which state 
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and local governments enact and change laws. Each participant completes and implements a 

community project; examples of projects from 2012 include: a “High School Driving 

Education” program (a City-wide initiative to introduce safe driving techniques in high 

schools) and “The C.H.I.P. Forum” (Children Having Involved Parents—a series of workshops to 

underline the importance of giving encouragement and support to our children so they can 

succeed in life).  

 

Parents Supporting Educational Excellence (PSEE) 

In 2012, twenty-one individuals from Greater Waterbury successfully completed Waterbury‟s 

PSEE, a 13-week curriculum co-created by the Connecticut Center for School Change and the 

Connecticut Commission on Children for parents (defined broadly as parents, guardians, 

family members and grandparents) to instill leadership skills in education and to facilitate 

partnerships between school staff and parents to improve student learning.  

 

WH Summer Bridge Program 

During the summer of 2012, twenty-eight students from Waterbury, grades 6-11, participated 

in the WH Summer Bridge Program. 100% of meals were secured for the program from City of 

Waterbury Summer Food Program and 8 local restaurants/businesses. Students completed 

the following modules:  

 78.5 hours of Academic preparation 

 15 hours of job shadowing sessions (Radiology, Nuclear Medicine, Nursing, MRI, Case 

Management, Dr. S. Aronin (ID Inpatient Rounding), ICU Medical Rounds, Health 

Information Management, Access Rehab, Behavioral Health, Respiratory Therapy, 

Finance, WH ID Clinic, Security, Orthopedics, Pharmacy, Infection Control and Surgery.  

 14 hours of Photography instruction 

 4 hours of computer sessions  

 2 full-day field trips completed: one to Yale University for an admissions info session 

and campus tour and one to Hammonasset State Park including three educational 

sessions at Meigs Point Nature Center  

 3 hours of healthcare career searches  

 3 hours of college admissions presentations completed by UCONN Waterbury & Yale 

ROTC  

 1 hour of individual academic advising  

 2 hours of team building activities  

 2 hours of health topics presentations completed, including HIV 101 and Healthcare 

Jeopardy.  

 

Waterbury Health Access Program 

Waterbury Hospital is aware of the economic needs many patients in our community, and, as a 

result, we remain committed to the Waterbury Health Access Program. Founded in 2003 as a 

partnership between Waterbury Hospital, St. Mary‟s Hospital, StayWell Health Center (FQHC), 

and the Waterbury Health Department, the Waterbury Health Access Program improves access 

to high-quality medical care by providing comprehensive case management, pharmacy 
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assistance, and access to primary and sub-specialty medical care for the uninsured and 

underinsured residents of the Greater Waterbury region. During FY 2012, the Waterbury Health 

Access Program had over 4,700 active clients. Additionally, Waterbury Hospital provided 

$784,879 worth of donated services to WHAP‟s patients. 

 

Waterbury Hospital Infectious Disease Clinic (WHIC) 

The WHIC offers a comprehensive “one-stop shopping” model that provides patients with on-

site primary and specialty services, medical case management, individualized medication 

adherence services, mental health and substance abuse services, nutrition counseling, 

individualized HIV education, laboratory testing, and radiology services. WHIC's providers 

include three board-certified/board-eligible Infectious Disease specialists as well as an Advanced 

Practitioner Nurse and a Registered Dietician, all with expertise in the management of patients 

with HIV/AIDS. In FY 2012, WHIC served around 500 People Living with HIV/AIDS (PLWHA).  

  

WHIC‟s staff members actively participate in statewide and area collaboratives, such as the 

Connecticut HIV Planning Consortium (CHPC) and the Ryan White Part A Planning Council, and 

WHIC facilitates the Greater Waterbury HIV Consortium. WHIC has a very active Consumer 

Advisory Group (CAG), which organizes social and testing events for the community and 

facilitates the Waterbury Hospital Photography Group.  

  

The WHIC also has a Hepatitis C clinic, run by an Advanced Practitioner Nurse. From October 

2004 to Present, nearly 200 Hepatitis C mono- and co-infected (Hepatitis C and HIV) patients 

have been evaluated at the ID Clinic. The Hepatitis C clinic provides a consultation with a 

nutritionist to advise on healthy eating; coordination with mental health services; and 

educational sessions on side effect management, the importance of hydration and adherence, 

and positive coping strategies. 

 

Be Well Bus  

In order to ensure that patients have access to medical appointments, at the hospital and at 

local physicians‟ offices, Waterbury Hospital‟s Be Well Bus provides transportation services to 

patients from Waterbury and eleven of its surrounding towns. During FY 2012, the Be Well Bus 

completed over 4,170 transports to and from medical appointments. Waterbury Hospital has 

contracted with a transportation provide to offer the bus service, and area providers pay a small 

fee to participate. 

 

Diabetes Disease Management (DDM) Clinic 

The DDM utilizes a multidisciplinary case management approach to develop treatment plans 

and monitor patient progress. The DDM Clinic provides >150 diabetics with self-management 

skills and clinical care. The clinical team meets weekly on Wednesdays to develop treatment 

plans for new patients and collaborate on the progress of existing patients. 
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Evergreen 50 Club 

Waterbury Hospital‟s Evergreen 50 Club is an organization comprised of over 15,000 members 

over the age of 50. The Club offers wellness programming, Medicare counseling, and health 

education presentations on a variety of topics are presented by health care professionals.  

Presentation topics include:  holistic health, varicose vein treatment, heart disease, summer skin 

care, weight loss, blood pressure, bladder screenings, joint care and replacement, nutrition, and 

resolving adverse outcomes with patients and families.  Annually, the Evergreen 50 Club hosts a 

health fair for its members, which provides free flu shots and healthcare screenings.  

 

Family Birthing Center 

Providing a child-centered focus, Waterbury Hospital‟s Family Birthing Center offers expectant 

parents a variety of classes to prepare them for their baby‟s arrival. Between breast feeding, 

childbirth, infant care classes, and nutritional presentations at our Family Birthing Center 

provided vital instruction to over 120 persons last year.  

 

Heart Center of Greater Waterbury 

Formed in collaboration with Saint Mary‟s Hospital, the Heart Center of Greater Waterbury 

provides diverse medical support initiatives to help educate residents in the Greater Waterbury 

community about pertinent health and wellness issues. This past year, the Heart Center 

conducted a series of health fairs and various health and wellness education sessions, including 

“Ask the Nurse,” which provides patients with complimentary blood pressure screenings and 

health awareness education and a “Freedom from Smoking” series to help our residents kick the 

habit. During FY 2012, the Heart Center‟s programs served over 3,280 residents from the Greater 

Waterbury Area.  

 

Thank God I’m Female 

For the past 20 years, Waterbury Hospital‟s “Thank God I‟m Female” has served as an annual 

women‟s wellness forum that features 40 educational booths and health-related giveaways. The 

ultimate goal of the forum is to educate attendees about stress, mental well-being, heart health, 

diet, healthy cooking, osteoporosis and bone health, change of life, and more. In 2012, over 400 

area residents attended the event.  

 

Waterbury Research Day 

Through collaboration with St. Mary‟s Hospital in Waterbury, CT, Waterbury Hospital hosted its 

annual Waterbury Research Day. During the day, resident physicians, pharmacy residents, and 

medical students present research projects to the physician community. High school students 

are also encouraged to participate in the activities.  
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B. MENTAL HEALTH AND SUBSTANCE ABUSE 

Goal: Improve mental health and reduce substance abuse through awareness, access to

services, and promoting positive environments. 

Objectives: 
 Increase the proportion of adults with mental health disorders and/or substance abuse

who receive treatment

 Increase mental health and substance abuse screening by primary care providers

 Increase cultural competency among mental health and substance abuse providers

 Increase number of points of access for referral to services

 Reduce stigma of mental health and substance abuse disorders

 Increase community support structures and individual resiliency skills

 Increase the proportion of adolescents never using substances

 Reduce illegal substance use

Strategies: 
1. Establish bi-annual education/family support seminars which would be available to

clients, families and community members.

2. Expand student/intern program to provide clinical training rotations throughout the

Department of Behavioral Health.  Up to 5 academic year internships would be offered

annually to master‟s level students pursuing education in addictions and mental health.

3. Initiate specialized programming on the inpatient adolescent unit to incorporate

Dialectical Behavior Therapy (DBT) skills as well as goal setting to decrease the rates of

seclusion and restraint.

4. Maximize resources within the Access Center to increase number of individuals served by

10% by providing assistance and “bridge” treatment to ensure continuity of care

between services, and urgent/emergent assistance where needed to prevent

decompensation and unnecessary hospitalization.

Existing Resources: 

Behavioral Health 

Waterbury Hospital‟s Behavioral Health Department is one of the region‟s largest service 

providers offering a full continuum of care for children, adolescents and adults.   Our services 

also outreach to the community through regular participation in health fairs, elected 

membership in the Northwest Regional Mental Health Board, as a host site to numerous twelve-

step meetings and the provision of case management as well as acute services to the homeless 

within the City of Waterbury.  
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Grandview Adult Behavioral Health 

Grandview Adult Behavioral Health is the adult component of the Behavioral Health Department 

ambulatory care services.  Comprehensive psychiatric treatment is offered to individuals ages 

eighteen and up who suffer from a variety of psychiatric or emotional disorders including, but 

not limited to, affective disorders, psychotic disorders, anxiety disorders, and adjustment 

disorders. Specialty services include the use of evidence based interventions in particular; 

gender specific programming, cognitive therapy and DBT (Dialectical Behavior Therapy). 

Services provided in the Intensive Outpatient and traditional Outpatient Programs include 

comprehensive psycho diagnostic assessment and evaluation, group therapy, milieu therapy, 

and pharmacotherapy 

 

West Main Behavioral Health 

West Main Behavioral Health is a component of the Behavioral Health Department ambulatory 

care services.  Comprehensive psychiatric treatment is offered to individuals‟ age eighteen and 

up who suffer from a variety of substance use disorders as well as concurrent psychiatric or 

emotional disorders including, but not limited to, affective disorders, psychotic disorders, anxiety 

disorders, and adjustment disorders. Specialty services include the use of evidence based 

interventions in particular; motivational interviewing, cognitive therapies and suboxone 

induction/maintenance. 

 

Services provided in the Partial Hospital include comprehensive psycho diagnostic assessment 

and evaluation, ambulatory detoxification, group therapy, milieu therapy, and pharmacotherapy. 

Individual therapy, family therapy and multifamily therapy are also provided when clinically 

indicated. The Partial Hospital Program provides a minimum of four hours of direct clinical 

service per day. 

 

Center for Geropsychiatry 

The Center for Geropsychiatry is one of the adult components of the Behavioral Health 

Department ambulatory care service.  Comprehensive psychiatric treatment is offered to 

individuals age sixty and up who suffer from a variety of psychiatric or emotional disorders 

including, but not limited to, affective disorders, psychotic disorders, cognitive/dementia, anxiety 

disorders, and adjustment disorders.  

 

Services provided in the Outpatient Program include comprehensive psycho diagnostic 

assessment and evaluation, family therapy, group therapy, milieu therapy, and 

pharmacotherapy. Individual and Family Therapy is provided as needed. 

 

Child and Adolescent Behavioral Health 

Child and Adolescent Behavioral Health is a component of the Behavioral Health Department 

ambulatory care services.  Comprehensive psychiatric treatment is offered to individuals‟ age ten 

to eighteen who suffer from a variety of psychiatric or emotional disorders including, but not 

limited to, affective disorders, psychotic disorders, anxiety disorders, and adjustment disorders. 
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Limited outpatient services are provided to individuals aged 12-21 who are transitioning to 

outpatient and/or adult services.  Intensive ambulatory services are organized to promote 

recovery from psychiatric disorders through active treatment outside of an inpatient setting. 

Services provided in the Partial Hospital include comprehensive psycho diagnostic assessment 

and evaluation, group therapy, milieu therapy, and pharmacotherapy. Individual therapy, marital, 

family therapy and multifamily therapy are also provided when clinically 

indicated.  Transportation services are available to patients for partial hospital visits as 

needed.   The Partial Hospital Program provides a minimum of four hours of direct clinical 

service per day. 

 

Services provided in the Intensive Outpatient Program and Outpatient Service include 

comprehensive psycho diagnostic assessment and evaluation; group therapy; milieu therapy; 

and pharmacotherapy.  Individual therapy, marital, family therapy and multifamily therapy are 

provided when clinically indicated.   

 

Crisis Center/ Access Center 

The Crisis Center provides urgent/emergent evaluations and short term treatment to all 

individuals presenting to the Emergency Department and/or Crisis offices with immediate and 

acute behavioral health needs. Consultation services are provides on the inpatient medical floors 

when ordered by an attending physician. Evaluative services are provided for any individual 

regardless of their age.  

 

Services are provided to individuals who suffer from a variety of psychiatric or emotional 

disorders including, but not limited to, affective disorders, psychotic disorders, substance use 

disorders, cognitive/dementia, anxiety disorders, and adjustment disorders.  

Active collaboration and coordination of care occur with the patients, the crisis clinicians and 

community provides to ensure a smooth transition from crisis services to the next appropriate 

treatment setting. 

 

Program hours are Seven days per week between 8 am and midnight.  Services are open and 

available 365 days per year.    

 

Center for Behavioral Health 

Behavioral Health Services provided include psychiatric evaluations, OT/AT evaluations, family 

therapy, group therapy, didactic educational groups, individual counseling and recreational 

services all within a milieu framework offering twenty four hours services within an inpatient 

hospital setting. Inpatient services are available within separate subunits to adolescents (ages 

12- 18) as well as adults age 18 and over. Diagnostic services are available when indicated within 

the general hospital and include clinical laboratory, radiology and medical/service allowing for 

comprehensive consultations. 

 

Our efforts are aimed at promoting the benefits of clinical treatment as well as positive lifestyle 

choices.  Every effort is made to educate clients, their families and the community about mental 
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illness and the impact treatment can have on one‟s illness.  The ultimate goal is to help people 

feel better, reduce or resolve symptoms and to minimize the stigma of mental illness.  

 

Support Groups 

During 2012, Waterbury Hospital hosted several support groups for its patients and their 

families, including:  

 Behavioral Health‟s parent and sibling support group, which offers emotional assistance to 

families who have children in treatment; and 

 Alcoholics Anonymous, serves over 4,000 people annually, meets weekly throughout the 

year, and is coordinated by our Behavioral Health Department. 

 

 

C.  OVERWEIGHT AND OBESITY 

 

Goal: Promote health and reduce chronic disease through healthy(ful) eating and physical 

activity 

 

Objectives: 
 Reduce percent of overweight and obese residents 

 Increase access and consumption of healthy foods  

 Increase food security by addressing/reducing hunger 

 Increase access to and use of safe areas for physical activity  

 Increase residents knowledge/awareness of a balanced diet and physical activity 

 Reduce risk factors for chronic disease 
 

Strategies: 
1. The WH Wellness Committee initiates events and activities focused at supporting the 

physical and mental wellbeing of the WH staff and residents in the county.  Initiatives 

include:  (1) Establish a weekly Farmer‟s Market in conjunction with Waterbury‟s Brass 

City Harvest on Hospital grounds to increase access to and encourage consumption of 

healthful foods. (2) Establish a “Get Moving” program to encourage physical fitness for 

employees, patients, and community members. 

 

2. Increase nutritional education within the child and adolescent Behavioral Health program 

as well as the implementation of a “low ropes” program to increase self-awareness, skill 

building, and physical fitness.  

 

3. Increase the number of patients receiving nutritional counseling and self-management 

education at WH ID Clinic, and WH DDM Clinic by 10%. Referrals to the WH outpatient 

dietitian are made when clinically indicated.  

4. Publish calorie counts for all foods in the WH Cafeteria by December 2014. 
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5. Conduct an employee health risk assessment in January 2015 to 100% of WH employees 

with health insurance through WH to encourage positive health engagement with a 

discount deductible incentive.  

 

6. Expand the physical fitness program in collaboration with the Waterbury YMCA at the 

DDM Clinic to include 20 patients of the WH ID Clinic. 

 

Existing Resources: 
 

Nutritional Counseling 

Patients admitted to WH (inpatient) are screened within 24 hours to assess for nutrition risk; 

those patients that are at high nutrition risk trigger a consult to the Registered Dietitian.  MDs 

and other providers can order an RD consult for any patient they feel should be seen by an RD 

(including diet education).  In addition, all patients of WH DDM Clinic and WH ID Clinic are seen 

by a Registered Dietitian and are provided with appropriate nutritional counseling and self-

management training.   Patients at both clinics are seen as often as necessary to teach nutrition 

concepts and help them to make desired lifestyle changes; these patients are seen at least 

annually. 

 

Supporting Community Need 

The WH ID Clinic runs a Food Pantry for HIV patients. WH also routinely responds to requests 

from the community through organized campaigns for specific items run by its employees ie the 

annual Thanksgiving Turkey drive in November and the annual Cereal drive in May, to help 

families prepare to feed children breakfast during the summer months when school is out. 

 

Patient Fitness 

The DDM Clinic has established an established an arrangement with the Greater Waterbury 

YMCA to provide monthly memberships to DDM patients to promote a regular exercise regime; 

21 patients were referred from January through November 2012. 

 

Employee Fitness  

WH maintains an onsite Fitness Center for employee use, open 24 hours a day, seven days a 

week.  Employees pay a one-time, $10 life-time membership fee.  WH employees also receive a 

discount on Waterbury YMCA memberships. Additionally, WH supports on-line participation in 

Weight Watchers programs for its employees. 

 

Community Fitness 

The Evergreen 50 Club offers multiple „keep fit‟ programs for community members and staff 

over 50 years old. Classes include Pilates and weight training.  
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D. TOBACCO USE 

 

Goal: Reduce illness, disability, and death related to tobacco use and secondhand smoke 

exposure. 

 

Objectives: 
 Reduce smoking and overall tobacco use among adults, adolescents and children 

 Reduce the initiation of tobacco use among children, adolescents, and young adults 

 Increase smoking cessation attempts and recent successes by smokers 

 Increase tobacco screening, counseling, and education about health risks of using 

tobacco 

 Increase tobacco free environments 

 

Strategies: 
1. Provide tobacco screening to 100% of patients and education to 100% of patients who 

smoke before their discharge from WH. 

2. Increase tobacco screening and education to 100% of outpatients seen in the primary 

care medical practice for continuity visits at the Chase Outpatient Center.  Provide 

smoking cessation education and information about the CT Quitline (1-800-QUIT-NOW) 

to 100% of tobacco users. 

3. Screen 100% of patients in the WH ID Clinic for tobacco use. Provide smoking cessation 

education and information about the CT Quitline (1-800-QUIT-NOW) to 100% of tobacco 

users. 

4. Participate in the American Lung Foundation‟s annual „Great American Smoke Out‟ 

program through the WH Wellness Committee. 

 

Existing Resources: 
WH successfully transitioned to a Tobacco free campus in November 2010. 

 

Tobacco screening is provided to 100% of patients in the WH Behavioral Health Department and 

education is provided to 100% of patients who tobacco users. Resource information on smoking 

cessation is provided in all patient waiting areas. 

 

WH is collaborating with the Regional Mental Health Board and will be providing smoking 

cessation groups along with one to one telephonic coaching. 
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RATIONALE FOR COMMUNITY HEALTH NEEDS NOT ADDRESSED 
Waterbury Hospital plans to address all four of the prioritized community health needs 

identified through the 2013 Community Health Needs Assessment and prioritized by 

community representatives.   

 

APPROVAL FROM GOVERNING BODY 
The Waterbury Hospital Board of Directors met on September 26, 2013 to review the 

findings of the CHNA and the recommended Implementation Strategy.  The board voted 

to adopt the 2013 Waterbury CHNA Final Report, the 2013 CHNA WH 

Implementation Plan, and the 2013 CHNA WH Implementation Plan Summary, and 

provide the necessary resources and support to carry out the initiatives therein. 
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Appendix E: Prioritization Session Participants 

Name Title Organization 
Maryangela Amendola Director Chase Family Resource Center 

John Bayusik Emergency Preparedness Coordinator Waterbury Health Department 

Christine Bianchi, MSW, 
LCSW Chief Development Officer StayWell Health Center, Inc. 

Kathy Caiazzo Commissioner Waterbury Board of Public Health 

Ellen Carter Program Officer Connecticut Community Foundation 

Juana Clarke 
Director of Grants & Operations 
Audit Waterbury Hospital 

Dawn Crayco Deputy Director End Hunger Connecticut 

Anthony Cusano, MD Physician Waterbury Hospital 

Sam D'Ambrosi President Board of Health 

Jennifer DeWitt Director CNV Regional Action Council 

John DiCarlo 
Public Policy, Economic Development 
Director Chamber of Commerce 

Rachel DiVenere Public Health Educator Waterbury Health Department 

Doreen J. Elnitsky 
Administrative Director of Behavioral 
Health Waterbury Hospital 

Pat Evans Grants Manager Saint Mary's Hospital 

Blair Foley Director Home-to-Home Foundation 

Natalie Forbes Grant Writer Waterbury Hospital 

Anne Marie Garrison VP Clinical Operations VNA Health-at-Home 

Elizabeth George Student Intern Yale University School of Public Health 

Michael A. Gurecka Director of Business Development New Opportunities, Inc. 

Lori Hart Director Bridge to Success 

Silvia Hutcheson 
Director of Strategic Planning & 
Business Development Saint Mary's Hospital 

Celeste Karpow Student Intern UCONN School of Public Health 

Michele Kieras Provider Liaison VNA Healthcare 

Kevin Kniery Director Harold Leever Cancer Center 

Kathy Lang Clinical Director, Meriden, Waterbury Catholic Charities Archdiocese of Hartford 

Shpetim Mete Physical Education Teacher Driggs Elementary School Waterbury 

Sandra Micalizzi, APRN Clinical Nurse Specialist Heart Center of Greater Waterbury 

Justine Micalizzi Community Engagement Coordinator Benchmark Senior Living 

Lois Mulhern Nursing Supervisor Waterbury Health Department of Public Health 

Kathleen Novak Policy Development Waterbury Health Department 

Deb Parkinson Operations Manager Harold Leever Cancer Center 

Sandy Porteus Director Family Services of Greater Waterbury 

Owen Quinn Director of Housing New Opportunities, Inc. 

Bill Quinn Director Waterbury Health Department 

JoAnn Reynolds-Balanda VP Community Impact United Way of Greater Waterbury 

Darlene Stromstad President & Chief Executive Officer Waterbury Hospital 

Peg Tentoni Regional Director Clinical Op VNA Healthcare 

Nicole Theriault Nutritionist Brass City Harvest 

Paula Van Ness President & Chief Executive Officer Connecticut Community Foundation 

Yadiris Vega Volunteer Bridge to Success 

Barbara White Marketing Manager Saint Mary's Hospital 
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Behavioral Health 

Cardiovascular 

Connecticut Joint Replacement Institute 

Emergency Medicine & Pre-Hospital 

Medicine 

Oncology 

Physical Medicine & Rehabilitation 

Primary Care 

Surgery 

Women & Children 

Saint Francis Care ~ Service Lines and Support Platforms 
Service Lines Support Platforms 

Clinical 
Care Coord / Case Mgt  
Critical Care 
Diagnostics 
Infection Control 
Informatics 
Nursing Practice 
Pastoral Care 
Patient Liaisons 
Pharmacy  
Quality / Risk Mgt 
  
 

Business & Services 
Business Development 
Compliance 
Enterprise Risk Mgt  
Finance / Audit 
Government Relations 
Human Resources 
Information Technology 
Legal / Regulatory 
Marketing / Comm 
Mission Integration  
Strategic Planning 
Supply / Materials Mgt 

Innovation & Learning 
Education 
Innovation 
Leadership Development  
Library 
Performance Improvement 
Research 
SFC Solution System 
Simulation 

Facilities 
Biomedical 
Engineering 
Food Services 
Housekeeping 
Laundry 
Security 
Space Management 
Transport 

focus on Patient Experience runs through all 
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SFC Alliance Approach 

 Business & Support Platforms 

Clinical Support Platform 
Care Coordination / Case Mgt  
Critical Care 
Diagnostics 
Infection Control 
Informatics 
Nursing Practice 
Pastoral Care 
Patient Liaisons 
Pharmacy  
Quality / Risk Mgt 
  
 

Clinical Integration 

Business and Services 
Business Development 
Compliance 
Enterprise Risk Mgt  
Finance / Audit 
Government Relations 
Human Resources 

 
IT 
Legal / Regulatory 
Marketing / Comm 
Mission Integration  
Strategic Planning 
Supply Chain 

Facilities 
Biomedical 
Engineering 
Food Services 
Housekeeping 

 
Laundry 
Security 
Space 
Management 
Transport 

Innovation + Learning 
CIPCI 
Education 
Innovation 
Leadership Dev. 
Library 

 
PI 
Research 
SFC Solution 
System 
Simulation 
 

Joint Contracting 

Service Lines 
Behavioral Health 
Cardiovascular 
CJRI 
Emergency Med & Pre Hospital 
Medicine 
Physical Medicine & Rehab 
Primary Care 
Surgery 
Women and Infants 
 
  
 

Clinical Affiliation Coordinated  Support 

Care Coordination 265
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Saint Francis Care Awards and Recognitions 
 
NCDR ACTION Registry – GWTG Platinum Award – Saint Francis has received the American 
College of Cardiology’s NCDR ACTION Registry–GWTG Platinum Performance Achievement 
Award for 2015. Saint Francis Care is one of only 319 hospitals nationwide to receive the honor. 
The award recognizes Saint Francis’s commitment and success in implementing a higher 
standard of care for heart attack patients and signifies that Saint Francis has reached an 
aggressive goal of treating these patients to standard levels of care as outlined by the American 
College of Cardiology/American Heart Association clinical guidelines and recommendations. 
(July 2015) 
 
Most Wired – 2015 – Saint Francis Hospital and Medical Center has been recognized as one of 
the nation’s Most Wired hospitals, according to the results of the 2015 Most Wired Survey 
published in the July issue of Hospitals & Health Networks magazine.  This is the sixth 
consecutive year that Saint Francis was named to the Most Wired list.  (July 2015) 
 
US News & World Report/Best Hospitals for Common Care – Saint Francis was recognized as 
“High Performing” for the treatment of COPD and Knee Replacement. (June 2015) 

 
Premier Inc., Diversity Award – Saint Francis Care received the Diversity Award at Premier’s annual 
Breakthroughs Conference and Exhibition.  The Diversity Award honors health systems that have 
established active programs to evaluate and support minority-, women- and veteran-owned 
enterprises, as well as small businesses, available through the Premier contract portfolio. (June 
2015) 

American Heart Association/Get With The Guidelines®–Heart Failure Gold-Plus Quality 
Achievement Award – Saint Francis Hospital and Medical Center has received the Get With The 
Guidelines®–Heart Failure Gold-Plus Quality Achievement Award for implementing specific 
quality improvement measures outlined by the American Heart Association/American College of 
Cardiology Foundation’s secondary prevention guidelines for patients with heart failure.  This 
marks the sixth year that Saint Francis has been recognized with this award.  Saint Francis also 
received the association’s Target: Heart Failure Honor Roll. This initiative provides hospitals with 
educational tools, prevention programs and treatment guidelines designed to reduce the risk of 
heart failure patients ending up back in the hospital. Saint Francis is the only hospital in the state 
to earn the Target: Heart Failure Honor Roll distinction. (June 2015) 

Women’s Choice Award – Saint Francis Hospital and Medical Center has received the Women’s 
Choice Award from WomenCertified®, distinguishing it as one of the Best Hospitals for Heart 
Care.  The award is based on cardiac and vascular experience and 30-day mortality and 
readmission rates for heart attacks and heart failure with additional consideration given to 
patient satisfaction scores.  WomenCertified® represents the collective voice of female 
consumers and is a trusted referral source for top businesses and brands identified as meeting 
the needs and preferences of women.  (January 2015) 
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Associated Builders and Contractors Excellence - Enterprise Construction Company is the 
recipient of the Excellence in Construction Award for the Comprehensive Women’s Health 
Center.  (January 2015) 
 
Becker’s Hospital Review – Becker’s Hospital Review a leading source of information for 
healthcare professionals, has listed Saint Francis Hospital and Medical Center among the top 
100 hospitals in the country with “great women’s health programs.”  Hospitals were selected for 
the list based on clinical accolades and recognition for women's health excellence from various 
healthcare groups and agencies. Those agencies include U.S. News & World Report, 
Healthgrades, CareChex and UNICEF's Baby-Friendly Hospital Initiative.  Saint Francis was one of 
three hospitals in Connecticut named to the list, along with Hartford Hospital and Yale-New 
Haven Hospital. (December 2014) 

 
Women’s Choice Award – Saint Francis Hospital and Medical Center has received the Women’s 
Choice Award from WomenCertified®, distinguishing it as one of the Best Hospitals for Heart 
Care.  The award is based on cardiac and vascular experience and 30-day mortality and 
readmission rates for heart attacks and heart failure with additional consideration given to 
patient satisfaction scores.  WomenCertified® represents the collective voice of female 
consumers and is a trusted referral source for top businesses and brands identified as meeting 
the needs and preferences of women.  ( January 30, 2015) 
 
Associated Builders and Contractors Excellence - Enterprise Construction Company is the 
recipient of the Excellence in Construction Award for the Comprehensive Women’s Health 
Center.  (January 29, 2015) 
 
Women’s Choice Award – Saint Francis Hospital and Medical Center has received the Women’s 
Choice Award from WomenCertified®, distinguishing it as one of the 2015 Best Hospitals for 
Patient Safety. The award is based on consistently low rates of infections and surgical errors, 
and patient recommendations.  WomenCertified® represents the collective voice of female 
consumers and is a trusted referral source for top businesses and brands identified as meeting 
the needs and preferences of women. (December 3, 2014) 
 
The LeapFrog Group “A” Score –Saint Francis Care has again received an “A” rating Hospital 
Safety Score℠ from the Leapfrog Group, a national hospital quality watchdog organization.    
The Leapfrog Group has released its fall 2014 Hospital Safety Scores. For the 6th consecutive 
time Saint Francis has received an “A” rating. Saint Francis is one of only four hospitals in the 
state to earn the highest rating and the only Connecticut hospital to receive the “A” rating in 
both the fall and the spring. Six hospitals received “B” ratings; 12 a “C” rating; and three a “D” 
rating in the recent rankings.  Overall, Connecticut ranked 33rd out of 42 states, with just 16% of 
its 25 rated hospitals receiving an “A” grade.   The Hospital Safety Score℠ for 2014 grades 
hospitals on their overall performance in keeping patients safe from harm and preventable 
errors.  The grades are derived from analysis of publicly available data using 28 evidence-based, 
national measures of hospital safety.  (November 2014) 
 
CareChex – Saint Francis Hospital and Medical Center has also been recognized by CareChex®, a 
division of Comparion Medical Analytics, for national and state medical excellence achievements 
in numerous categories in its 2015 hospital quality award rankings.  Saint Francis was ranked 
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90th nationwide for overall medical excellence in hospital care among nearly 4,200 hospitals 
reviewed, and was the only Connecticut hospital to score in the top 100. 

The Hospital also ranked nationally among the hospitals reviewed as:  
• #5  in coronary bypass surgery (out of 1,196 hospitals scored )
• #8 in joint replacement (out of 3,497 hospitals scored)
• #9 in major orthopedic surgery (out of 3,499 hospitals scored)

In addition, Saint Francis ranked #1 in Connecticut in the following eight clinical and surgical 
areas: 

• Overall Hospital Care – Medical Excellence
• Overall Surgical Care – Medical Excellence
• General Surgery – Medical Excellence
• Joint Replacement – Medical Excellence
• Neurological Surgery – Medical Excellence
• Orthopedic Care – Medical Excellence
• Orthopedic Surgery (Major) – Medical Excellence
• Spinal Surgery – Medical Excellence

(November 2014/For internal non-commercial use only.) 

Healthgrades® – Saint Francis Care has been recognized for clinical excellence in a national 
report by Healthgrades, a leading provider of information to help consumers make an informed 
decision about a physician or hospital.  Saint Francis has received top national rankings in the 
most recent 2015 Quality Achievements Report:    

• Saint Francis Care earned the Distinguished Hospital Award for Clinical Excellence in
2015. (Embargo January 20, 2015) 

• 100 Best Hospitals for Coronary Intervention, 2 years in a row
• Coronary Intervention Excellence Award, 2 years in a row
• Top 10% in the Nation for Coronary Interventional Procedures
• Recipient of the Healthgrades Stroke Care Excellence Award
• Top 10% in the Nation for Treatment of Stroke
• 100 Best Hospitals for Joint Replacement, 3 years in a row
• 100 Best Hospitals for Orthopedic Surgery, 2 years in a row
• Joint Replacement Excellence Award, 3 years in a row
• Orthopedic Surgery Excellence Award, 2 years in a row
• Top 5% in the Nation for Joint Replacement, 3 years in a row
• Top 5% in the Nation for Overall Orthopedic Service, 2 years in a row

Saint Francis Care also earned a 5-star rating from Healthgrades in additional clinical areas for 
the treatment of:  coronary intervention procedures, treatment of heart attack, coronary bypass 
surgery, treatment of stroke, repair of abdominal aorta, total knee replacement, total hip 
replacement, and for spinal fusion surgery. (DHACE, January 20, 2015; Specialty Excellence 
Awards, October 21, 2014) 
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Becker’s Hospital Review – Saint Francis Hospital and Medical Center was named on Becker’s 
Hospital Review list of “125 Hospitals with Great Orthopedic Programs.” The announcement 
recognizes orthopedic surgery departments, programs or dedicated centers that have earned 
special recognition.  Saint Francis is one of only two Connecticut hospitals on the list. This is the 
fifth year Becker's Hospital Review has compiled this list, and the first time it has included 125 
hospitals. (September 2014) 
 
Joint Commission’s Gold Seal of Approval/Stroke Center Accreditation – Saint Francis Hospital 
and Medical Center has earned The Joint Commission’s Gold Seal of Approval® for accreditation 
of its Stroke Center by demonstrating compliance with The Joint Commission’s national 
standards for healthcare quality and safety. The accreditation award recognizes Saint Francis’s 
dedication to continuous compliance with state-of-the-art standards in its primary care stroke 
center operations. (August 2014) 
 
U.S. News & World Report – In a national survey of 4,806 hospitals, Saint Francis Hospital and 
Medical Center was one of 752 hospitals to achieve at least one “High Performing” rating among 
16 medical specialties in the 25th annual U.S. News & World Report ranking Best Hospitals in the 
U.S.  Saint Francis was recognized as high performing in 9 specialties: Cardiology and Heart 
Surgery; Ear, Nose and Throat; Gastroenterology and GI Surgery; Geriatrics; Nephrology; 
Neurology and Neurosurgery; Orthopedics; Pulmonology; and Urology.   (July 2014) 
 
LifeChoice Donor Services – Saint Francis Hospital and Medical Center earned a gold award 
for their work with LifeChoice Donor Services.  LifeChoice Donor Services is among a select 
group of organ procurement organizations (OPOs) nationwide recognized by the U.S. 
Department of Health and Human Services (HHS) for reaching gold, silver, and bronze levels of 
achievement for conducting activities that promote enrollment in state organ, tissue and eye 
donor registries. The hospitals are part of a national hospital campaign, sponsored by HHS’s 
Health Resources and Services Administration (HRSA), which has added 327,659 donor 
enrollments to state registries nationwide since 2011, exceeding the goal of 300,000. (July 2014) 
 
American Diabetes Association – The American Diabetes Association Education Recognition 
Certificate for a quality diabetes self-management education program was recently awarded to 
the Center for Diabetes and Metabolic Services at Saint Francis. The designation assures that 
programs meet the national standards for Diabetes Self-Management Education Programs. (July 
2014) 
 
Most Wired – 2014 – Saint Francis Hospital and Medical Center has been recognized as one of 
the nation’s Most Wired hospitals, according to the results of the 2014 Most Wired Survey 
published in the July issue of Hospitals & Health Networks magazine.  This is the fifth 
consecutive year that Saint Francis was named to the Most Wired list.  (July 2014) 
 
Healthgrades:  Patient Safety & Women’s Health Excellence Awards – Saint Francis Hospital 
and Medical Center received the 2014 Patient Safety Excellence Award™ and the Women’s 
Health Excellence Award, from Healthgrades, the leading online resource for comprehensive 
information about physicians and hospitals.  (June 2014) 
 

• The Patient Safety Excellence Award distinction places Saint Francis within the top 10% 
of all hospitals for its excellent performance in safeguarding patients from serious, 
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potentially preventable complications during their hospital stays.  This is the fourth 
consecutive year that Saint Francis has received this award, and one of only two 
Connecticut hospitals to earn the distinction this year. 

• The Women’s Health Excellence Award distinguishes Saint Francis as a top-performing
hospital in women’s health.  Saint Francis is one of only 178 recognized nationally for 
their outcomes for care provided to women for common conditions and procedures 
treated in the hospital.  Saint Francis is on the only hospital in Connecticut to earn this 
distinction.  

Premier Supply Chain Excellence Award – Saint Francis Hospital and Medical Center has 
received Premier, Inc.’s Supply Chain Excellence Award for superior supply expense 
performance.  Saint Francis is one of only 35 Premier members to receive the award this year. 
Premier, a leading healthcare improvement company, unites an alliance of approximately 3,000 
U.S. hospitals and 110,000 other providers. (Embargo Date:  June 11, 2014) 

American Heart Association/Get With The Guidelines®–Heart Failure Gold-Plus Quality 
Achievement Award – Saint Francis has received the Get With The Guidelines®–Heart Failure 
Gold-Plus Quality Achievement Award for implementing specific quality improvement measures 
outlined by the American Heart Association/American College of Cardiology Foundation 
secondary prevention guidelines for heart failure patients.  This marks the third time that Saint 
Francis has been recognized with a quality achievement award. (May 2014) 

The LeapFrog Group “A” Score – Saint Francis Hospital and Medical Center has again received 
an “A” rating Hospital Safety Score℠ from The Leapfrog Group, a national hospital quality 
watchdog organization.  This is the 5th consecutive “A” rating received by Saint Francis from The 
Leapfrog Group. Saint Francis was one of two hospitals in the state to receive an “A” grade from 
Leapfrog in the latest rating for spring 2014, and the only hospital to receive the “A” rating in 
both the fall and spring. Among the 25 Connecticut hospitals, 8 received a “B,” 13 received a 
“C,” one received a “D,” and one received an “F.”  Scores went down for four hospitals, while 
three hospitals improved their scores. (April 2014) 

Women’s Choice Award – Saint Francis Hospital and Medical Center has received the Women’s 
Choice Award from WomenCertified®, distinguishing it as one of the 2014 Best Hospitals for 
Patient Experience in Heart Care. The award is based on robust criteria that include female 
patient satisfaction measurements as well as clinical excellence considerations.  
WomenCertified® represents the collective voice of female consumers and is a trusted referral 
source for top businesses and brands identified as meeting the needs and preferences of 
women. (January 2014) 

Becker’s Hospital Review – Saint Francis Hospital and Medical Center was named on Becker’s 
Hospital Review list of “100 Hospitals with Great Orthopedic Programs.” The announcement 
recognizes orthopedic surgery departments, programs or dedicated centers that have earned 
special recognition.  Saint Francis is the only Connecticut hospital on the list. (January 2014) 

Becker’s Hospital Review– Saint Francis Hospital and Medical Center was named on the 
Becker’s Hospital Review list of 100 Hospitals with Great Heart Program.  Becker’s rates 
hospitals based on recognition for quality care, clinical awards and research contributions to 
cardiovascular care.  (December 2013) 
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Alliance of Independent Academic Medical Centers (AIAMC) – Saint Francis Care received the 
2014 Innovation Award from the Alliance of Independent Academic Medical Centers (AIAMC) in 
recognition of the innovative medical education programs for residents, physicians and staff 
that have resulted in better patient outcomes.  This is the second time the Hospital received the 
Innovation Award.   (December 2013) 

Association of American Medical Colleges – The Innovation + Learning Center at Saint Francis 
was  one of national 13 recipients to receive  the Association of American Medical Colleges 
Learning Health System Challenge and Planning Award, which recognizes innovations in medical 
education, care delivery, research, and diversity and inclusion.  At Saint Francis, the award was 
given for emphasis on studying efforts to improve everyday clinical practice and health equity in 
an accountable care environment across the system. (December 2013) 

Healthgrades® – Saint Francis Care was recognized for clinical excellence in a new national 
report by Healthgrades, a leading provider of information to help consumers make an informed 
decision about a physician or hospital.  Saint Francis has received top national rankings in the 
most recent American Hospital Quality Outcomes 2014:  Healthgrades Report to the Nation, 
which evaluates hospital performance at over 4,500 hospitals nationwide for 31 of the most 
common inpatient procedures and conditions. Saint Francis ranks among the top 5% nationally 
in Coronary Interventional Procedures, Overall Orthopedic Services, and, for the second year in 
a row, Joint Replacement; and the top 10% for Spine Surgery.  (October 2013) 

The LeapFrog Group “A” Score – Saint Francis Hospital and Medical Center has received an “A” 
rating Hospital Safety Score℠ from The Leapfrog Group, a national hospital quality watchdog 
organization.  The Hospital Safety Score℠ for fall 2013 grades hospitals on their overall 
performance in keeping patients safe from harm and preventable errors.  This is the fourth 
consecutive “A” rating received by Saint Francis from The Leapfrog Group.  The grades are 
derived from expert analysis of publicly available data using 28 evidence-based, national 
measures of hospital safety.  Saint Francis was one of three hospitals in the state to receive an 
“A” grade from Leapfrog in the rating for fall 2013, and one of only two to receive the honor 
twice this year.   Among Connecticut hospitals, 7 received a “B,” 15 received a “C,” one received 
a “D,” and one received an “F.”    (October 2013) 

Daily Point of Light Award – Points of Light, the world’s largest volunteer organization,  named 
Michael R. Bourque, M.D., a senior OB/GYN physician at Saint Francis Hospital and Medical 
Center, a Daily Point of Light Award honoree for his leadership role on the “Blue Team,” a 
medical missionary team with International Medical Missions of Saint Francis Hospital and 
Medical Center. Dr. Bourque is the recipient of this prestigious award honoring his commitment 
to bringing first-class medical services to those in need.  (October 2013) 

CareChex® – Saint Francis Hospital and Medical Center was recognized by CareChex®, a division 
of Comparion Medical Analytics, for patient safety and medical excellence achievements in 
numerous categories in its 2014 hospital quality award rankings.  Saint Francis ranked #1 in 
Connecticut in 24 clinical and surgical areas for patient safety and medical excellence.  In the 
area of Patient Safety: Overall Hospital Care, Overall Surgical Care, Cardiac Care, Coronary 
Bypass Surgery, Gastrointestinal Care, Gastrointestinal Hemorrhage, Interventional Coronary, 
Joint Replacement, Major Bowel Procedures, Major Neuro-Surgery, and Major Orthopedic 
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Surgery.  For Medical Excellence: Overall Hospital Care, Overall Surgical Care, Coronary Bypass 
Surgery, Gastrointestinal Care, General Surgery, Interventional Coronary Care, Joint 
Replacement, Major Bowel Procedures, Major Neuro-Surgery, Orthopedic Care, Major 
Orthopedic Surgery, Spinal Fusion, and Spinal Surgery. (October 2013) 

IBCLC Care Award – Saint Francis Hospital and Medical Center received IBCLC Care Award from 
the International Board of Lactation Consultant Examiners® (IBLCE®) and International Lactation 
Consultant Association® (ILCA®) for excellence in lactation care.  The recognition is given to 
facilities that: have a lactation program that is available 5-7 days a week; provided recent 
breastfeeding training for medical staff; and have recently completed activities that help 
protect, promote, and support breastfeeding. (August 2013) 

American Heart Association/American Stroke Association Get With the Guidelines Gold Plus 
Award – Saint Francis Hospital and Medical Center received the Get With The Guidelines®–Heart 
Failure Gold Plus Quality Achievement Award from the American Heart Association. The 
recognition signifies that Saint Francis has reached an exceptional goal of treating heart failure 
patients according to the guidelines of care recommended by the American Heart 
Association/American College of Cardiology. This marked the second consecutive year that Saint 
Francis has been recognized with the Gold Plus quality achievement award. Saint Francis was 
one of just three hospitals in Connecticut to receive Gold Plus recognition that year.  (August 
2013) 

Consumer Reports – “Best Hospital for Surgery” – Saint Francis Hospital and Medical Center was 
one of two statewide hospitals to receive the highest ranking available by Consumer Reports 
Health Ratings Center in their “Best Hospitals for Surgery” Ratings report appearing in the 
September 2013 issue of Consumer Reports magazine.  Of the almost 2,500 hospitals rated by 
Consumer Reports in all 50 states plus Washington, D.C. and Puerto Rico, Saint Francis Hospital 
and Medical Center received not only the highest overall surgery Rating in state rankings, it was 
also named among the top five U.S. hospitals that perform the safest knee and hip replacement 
surgeries, and the only hospital rated in these two categories in the state. (July 2013) 

Most Wired – 2013 – Saint Francis Hospital and Medical Center was recognized as one of the 
nation’s Most Wired hospitals, according to the results of the 2013 Most Wired Survey published 
in the July issue of Hospitals & Health Networks magazine.  Named to the Most Wired list for the 
fourth consecutive year, Saint Francis is one of only eight hospitals in Connecticut to be 
recognized on the Most Wired list that year.  (July 2013) 

U.S. News & World Report – Best Hospitals – Saint Francis Hospital and Medical Center ranked 
#3 in the state of Connecticut and #2 in the Hartford metro area, gaining high scores in eight 
specialties and in patient safety, in the U.S. News & World Report ranking of Best Hospitals in 
the U.S.  Top performing specialties at Saint Francis listed in the U. S. News & World Report 
annual rankings of Best Hospitals include Cardiology and Heart Surgery, Diabetes and 
Endocrinology; Gastroenterology and GI Surgery, Geriatrics, Nephrology, Orthopedics, 
Pulmonology and Urology. (July 2013) 

The LeapFrog Group “A” Score – For the third consecutive year, Saint Francis Hospital and 
Medical Center was again honored with an “A” Hospital Safety Score by The Leapfrog Group, an 
independent national nonprofit run by employers and other large purchasers of health benefits.  
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The A score was awarded in the latest update to the Hospital Safety ScoreSM.  The A, B, C, D or F 
scores are assigned to U.S. hospitals based on preventable medical errors, injuries accidents, 
and infections. The Hospital Safety Score was compiled under the guidance of experts on patient 
safety and is designed to give the public information they can use to protect themselves and 
their families. (May 2013) 

HealthGrades® Patient Safety Excellence Award™ – Saint Francis Hospital and Medical Center 
received the Healthgrades 2013 Patient Safety Excellence Award™, according to Healthgrades, 
the leading online resource that helps consumers search, evaluate, compare and connect with 
physicians and hospitals.  The distinction placed Saint Francis within the top 5% of all hospitals 
for its excellent performance in safeguarding patients from serious, potentially preventable 
complications during their hospital stays.  This was the third consecutive year that Saint Francis 
received this prestigious award.  Saint Francis was the only hospital in Connecticut to achieve 
this distinction in 2013.  (April 2013)  

Practice Greenhealth/Partner for Change Award – for leadership in prioritizing our 
environmental performance and demonstrating our commitment to a higher standard of 
excellence in sustainability.  This is the fifth time Saint Francis earned this distinction.  (April 
2013) 

CareChex – According to a 2011 CareChex national hospital quality study, Saint Francis Hospital 
and Medical Center was #1 in the State in the category of “Medical Excellence” for:  Major 
Cardiac Surgery, Coronary Bypass Surgery, Interventional Coronary Care, Joint Replacement, 
Major Bowel Procedures, Orthopedic Care, Major Orthopedic Surgery, Spinal Surgery, and 
Trauma Care.  Additionally, Saint Francis was #1 in the State for Patient Safety in the areas of:  
Overall Hospital Care, Overall Surgical Care, Cardiac Care, Major Cardiac Surgery, Coronary 
Bypass Surgery, Interventional Coronary Care, Joint Replacement, Major Bowel Procedures, 
Major Neuro-Surgery, Major Orthopedic Surgery, Stroke Care, and Trauma Care.  (January 2013) 

The LeapFrog Group “A” Score – Saint Francis Hospital and Medical Center was honored with a 
second consecutive “A” Hospital Safety ScoreSM by The Leapfrog Group, a nationally recognized 
organization founded by a consortium of Fortune 500 companies and other large public 
healthcare purchasers representing 37 million American consumers nationwide.  Saint Francis 
was the largest hospital in Connecticut to merit this distinction, and one of only six statewide to 
receive this recognition.  The Hospital Safety ScoreSM was calculated under the guidance of The 
Leapfrog Group’s Blue Ribbon Expert Panel using publicly available data on patient injuries, 
medical and medication errors, and infections. U.S. hospitals were assigned an A, B, C, D, or F for 
their safety records.  (November 2012) 

Connecticut Breastfeeding Coalition – Saint Francis Hospital and Medical Center received an 
award of recognition from the Connecticut Breastfeeding Coalition for its contributions to the 
health of Connecticut’s mothers and children through the Connecticut Breastfeeding Initiative 
2010-2012.  (October 2012) 

Healthgrades® – Saint Francis Care was listed as #1 in Connecticut for joint replacement 
outcomes and is one of America’s 100 Best Hospitals for Joint Replacement.  Saint Francis Care 
also earned a 5-star rating from Healthgrades in additional clinical areas for the treatment of:  
heart failure, back and neck surgery, stroke, pneumonia, GI bleed, respiratory failure, diabetic 
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acidosis and coma.  This is according to a report from Healthgrades, American Hospital Quality 
Outcomes 2013:  Healthgrades Report to the Nation.  Healthgrades is the leading provider of 
information to help consumers make an informed decision about a physician or a hospital.  
(October 2012) 

   
HAVEN Employer Engagement Award – this award was presented to Saint Francis by the Health 
Assistance InterVention Education Network (HAVEN).  The award recognized employers who, 
through human resources, employee assistance, and/or occupational health, have developed 
ways to help employees confront the challenges of physical and mental illness with dignity and 
compassion. (October 2012) 

 
“I Am Who I Am” – recognized by the Walk In the Light Ministries and by Archbishop Louella 
Tate as an organization that has helped Hartford become a role model for other cities. 
(September 2012) 

 
National Air Filtration Association (NAFA) Clean Air Award – recognized for leadership and 
excellence in the use of high efficiency air filtration products and good maintenance practices.  It 
is presented to those who show an outstanding effort in maintaining a clean and healthy indoor 
work environment, while reducing overall operating costs. (September 2012) 
 
Most Wired – 2012 – recognized by Hospitals & Health Networks Magazine for making progress 
toward adoption of Information Technology.  (July 2012) 
 
Connecticut Quality Improvement Award Gold Prize – given to Saint Francis Hospital by the 
Connecticut Quality Improvement Association for our work in improving the Universal Protocol 
in our operating room, using the Safe Surgery Checklist.  (June 2012) 
 
The LeapFrog Group “A” Score –Saint Francis Hospital and Medical Center was only one of four 
hospitals in the state to receive an “A” grade on the organization’s Hospital Safety Score. The 
Hospital Safety ScoreSM was calculated under the guidance of The Leapfrog Group’s Blue Ribbon 
Expert Panel using publicly available data on patient injuries, medical and medication errors, and 
infections. U.S. hospitals were assigned an A, B, C, D, or F for their safety. (June 2012) 
  
HealthGrades® Patient Safety Excellence Award™ – for patient safety indicators from the Agency 
for Healthcare Research and Quality (AHRQ) to identify patient safety incidence rates, placing 
Saint Francis in the top 5% in the nation for patient safety, and the only Connecticut hospital to 
achieve this distinction.  (May 2012)  
 
American Heart Association/American Stroke Association Get With the Guidelines Gold Plus 
Award – to the Hoffman Heart and Vascular Institute for providing excellent care to heart failure 
patients.  Saint Francis was one of only three hospitals statewide to receive this award.  (May 
2012) 

 
Silver Healthy Hospital Award, Stryker – for outstanding performance in reducing 
environmental harm and improving overall hospital quality through medical device 
remanufacturing and reprocessing.  For 2011, Saint Francis saved $235,600 and had a total 
waste avoidance of 11,900 pounds.  (April 2012) 
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Outcome Excellence Award – the outpatient rehabilitation staff at 95 Woodland Street received 
this award from Focus on Therapeutic Outcomes (FOTO) for exceeding the predicted national 
target for outcomes and patient satisfaction over a one-year period.  The targets were met for 
two consecutive years, for both 2010 and 2011. (April 2012) 

2012 Top Performer – the inpatient rehabilitation team at Mount Sinai Rehabilitation Hospital 
received an Outstanding Performance Award from the Uniform Data Systems database for its 
top ten percent ranking out of 800 programs across the United States. (April 2012) 

The Blue Ribbon Award – for the John T. O’Connell Tower presented at the 17th Annual Awards 
Showcase from the Real Estate Exchange.  This is the most significant annual awards event in 
commercial real estate in Connecticut and a celebration of excellence in the industry. (April 
2012) 

The BUILDCT 2012 Award – for the John T. O’Connell Tower best new large construction project 
greater than $10 million from the Association of General Contractors.  The award was given to 
Saint Francis Hospital and Medical Center; TRO/Jung Brannen, the architect and engineer; and 
Turner Construction Company, the construction manager.  (March 2012) 

Connecticut Quality Improvement Award Silver Innovation Prize – for the creation of the 
Connecticut Institute for Primary Care Innovation.  (August 2011) 

American Heart Association/American Stroke Association Get With The Guidelines Gold Plus 
Award – for achievement in using evidence-based guidelines in the treatment of stroke patients.  
(August 2011) 

Most Wired – 2011 – recognized by Hospitals & Health Networks Magazine for making progress 
toward adoption of Information Technology.  (July 2011) 

Community Value Five-Star Hospital – recognized by Cleverly & Associates, a healthcare 
industry intelligence and education consultancy for value provided to the community, based on 
financial viability, facility reinvestments, low-cost structures, and high-quality patient care.  (July 
2011) 

Practice Greenhealth Partner for Change with Distinction – for outstanding environmental 
achievement in healthcare.  (April 2011) 

HealthGrades® Patient Safety Excellence Award™  – for patient safety indicators from the Agency 
for Healthcare Research and Quality (AHRQ) to identify patient safety incidence rates.  (March 
2011) 

The American Society for Metabolic and Bariatric Surgery and the Surgical Review Corporation 
Bariatric Surgery Center of Excellence® Designation – for demonstrating an unparalleled ability 
to consistently deliver safe, effective, evidence-based care.  (March 2011) 

Focus on Therapeutic Outcomes, Inc. Outcomes Excellence Award – for exceeding the national 
average for functional change in the patients treated at the Center for Rehabilitation and Sports 
Medicine.  (March 2011) 
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The American College of Cardiology Foundation NCDR ACTION Registry Gold Performance 
Award – for implementing a higher standard of care and reaching the aggressive goal of treating 
coronary artery disease patients with 85 percent compliance with American College of 
Cardiology/American Heart Association clinical guidelines and recommendations.  (December 
2010)  

 
The American Alliance of Healthcare Providers Choice Award – for implementing an excellent 
healthcare program that successfully results in courteous, compassionate, and caring service to 
patients, families, and the community.  (July 2010) 
 
Most Wired “Most Improved” Award – for the Hospital’s level of achievement in business and 
administrative management, clinical quality and safety, continuum of care, and infrastructure.  
Based on a survey by Hospitals & Health Networks Magazine, McKesson Corporation and the 
College of Healthcare Information Management Executives.  (July 2010) 
 
Practice Greenhealth Partner for Change Award – for continuously improving and expanding 
upon mercury elimination, waste reduction and pollution prevention.  Presented by Practice 
Greenhealth, a national membership organization for healthcare facilities committed to 
environmentally responsible operations.  (May 2010) 

 
Anthem Blue Cross and Blue Shield Blue Distinction Center for Knee and Hip Replacement – In 
recognition of clinical excellence in knee and hip replacement surgery.  (January 2010) 

 
American Heart Association/American Stroke Association Get With The Guidelines Gold Plus 
Performance Achievement Award – In recognition of implementing excellent care for stroke 
patients, according to evidence-based guidelines.  (January 2010) 

 
U.S. Department of Health and Human Services Silver-2 Medal – In recognition of efforts 
promoting organ donation. (October 2009) 
 
Employer Support of the Guard and Reserves Program – Connecticut Above and Beyond Award 
for support of Hospital employees who are members of National Guard and Reserves.  (July 
2009) 
 
Practice Greenhealth Partner for Change Award – for continuously improving and expanding 
upon mercury elimination, waste reduction and pollution prevention.  Presented by Practice 
Greenhealth, a national membership organization for healthcare facilities committed to 
environmentally responsible operations.  (May 2009) 

 
ENERGY STAR Label – for superior energy efficiency and environmental protection.  Awarded by 
the U.S. Environmental Protection Agency.  Saint Francis was previously awarded ENERGY STAR 
labels in 2003 and 2006.  (April 2009) 
 
Connecticut Breastfeeding Coalition Breastfeeding Friendly Employer Award – Given for Saint 
Francis’ efforts in supporting breastfeeding by working mothers.  (January 2009) 
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American Stroke Association Get with the GuidelinesSM Silver Achievement Award – Given in 
recognition of Saint Francis’ commitment and success in implementing a higher standard of care 
for stroke patients.  To achieve the GWTG-Stroke Silver Achievement Award, Saint Francis 
consistently followed the treatment guidelines in the GWTG-Stroke program for 12 months.  
(December 2008) 
 
UnitedHealthcare Premium® Specialty Center for Total Joint Replacement – Given with the 
designation of One Star and Higher Efficiency.  The program uses national industry standards, 
medical specialty society and consensus standards to evaluate specialty center programs 
focused on total joint replacement for the purpose of advancing safe, timely, effective, efficient, 
equitable and patient-centered care.  (September 2008) 

 
American Alliance of Healthcare Providers Hospital of the Year – Top 10 Finalist in 2008 
Hospital of the Year Awards, which recognizes the country’s most consumer-friendly hospitals.  
(August 2008) 

 
HealthGrades® 2009 Spine Surgery Excellence Award – This award places Saint Francis among 
the top 10 percent of hospitals nationwide for spine surgery.  (July 2008) 
 
2008 Most Wired Survey and Benchmarking Study – Most Improved Award for information 
technology enhancements in the survey conducted by Hospitals & Health Networks magazine in 
conjunction with Accenture, McKesson Corp. and the College of Healthcare Information 
Management Executives.  (July 2008) 
 
Connecticut Quality Improvement Award Silver Innovation Prizes – Three awards for projects 
that streamlined critical areas of healthcare: the treatment of heart attacks, transferring 
patients from the Emergency Department to nursing units, and vaccinating staff against season 
influenza outbreaks.  (July 2008) 

 
American Stroke Association Get With the GuidelinesSM – Stroke Bronze Performance Award – 
for Saint Francis’ commitment and success in implementing a higher standard of stroke care by 
ensuring that stroke patients receive treatment according to nationally accepted standards and 
recommendations.  To achieve the GWTG-Stroke Bronze Performance Achievement Award, 
Saint Francis consistently followed the treatment guidelines in the GWTG-Stroke program for 90 
days.  (May 2008) 
 
Practice Greenhealth Partner for Change Award – for working to reduce mercury, reduce waste 
and prevent pollution.  Presented by Practice Greenhealth, formerly Hospitals for a Healthy 
Environment (H2), a source of environmental solutions for the healthcare industry.  The award 
honors organizations creating healthy, healing environments committed to eliminating mercury, 
reducing pollution and recycling waste.  (May 2008) 
 
2008 Alliance Innovation Award – Saint Francis Hospital and Medical Center was named an 
Alliance Innovation Award winner by the Alliance of Independent Academic Medical Centers 
(AIAMC).  The award was presented to Saint Francis for its demonstrated leadership in utilizing 
graduate medical education as a key driver to improve quality, patient safety, and the cost-
effectiveness of care.  These creative and innovative approaches to medical education and 
research have resulted in better patient outcomes.  (April 2008) 
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American Alliance of Healthcare Providers ‘Hospital of Choice’ Award for First Quarter of 2008 
– for consumer friendliness and unparalleled commitment to good citizenship and community
service, based on a review of public information, Web site, news releases, announcements, 
phone surveys of Hospital staff and application review.  (April 2008) 

Verispan 100 Most Highly Integrated Healthcare Networks Best of the Rest – a Tier 2 category 
rating for integrated healthcare networks based on eight categories: integrated technology, 
contractual capabilities, outpatient utilization, financial stability, service and access, hospital 
utilization and physicians. (February 2008) 

United Healthcare Premium Specialty Center – for cardiac care, spine and total joint 
replacement surgery.  The designations signify that Saint Francis has met rigorous quality criteria 
based on nationally recognized medical standards and expert advice.  They are based on 
detailed information about specialized training, practice capabilities and proficiencies submitted 
by Saint Francis to United Healthcare. (January 2008) 

CQIA Silver Innovation Prize – for being early adopters of bar code point of care (BPOC) 
technology to prevent errors during medication administration.  BPOC systems use a bedside 
computer and a variety of clinical information systems to cross check bar codes that are printed 
on patient wristbands with those bar codes printed on medications.  In addition to new bedside 
technology, the BPOC involved an extensive process within the Pharmacy Department.  All 2,800 
inventoried products required bar code recognition by the Hospital’s clinical information 
system.  In the first six months after implementation, 75 percent of inpatient areas were using 
this technology and 350,000 medication doses had been bar coded.  The CQIA Silver Innovation 
Award is the nation’s oldest, state-level quality award program.  (October 2007) 

U.S. Department of Health and Human Services Medal of Honor – for achieving at least a 75 
percent organ donation rate among eligible patients.  This was the third year in a row that Saint 
Francis received this award.  Saint Francis is the only hospital in Connecticut and Western 
Massachusetts to receive the medal three years in a row.  (October 2007) 

AHA Nova Finalist – Hartford Regional Lead Treatment Center and Lead Safe House Program, 
which are based at Saint Francis Hospital and Medical Center, named one of ten finalists for the 
American Hospital Association’s Nova Award, which recognizes programs that improve 
community health status and are collaborative in nature.  The Hartford Regional Lead Treatment 
Center serves patients both at Saint Francis and the Connecticut Children’s Medical Center.  
(August 2007) 

Blue Center of Distinction – designated a Blue Center of Distinction for Cardiac Care by the Blue 
Cross and Blue Shield Association.  The nationwide program recognizes those hospitals that 
meet stringent quality criteria, as established by expert physician panels and national 
organizations.  Blue Distinction Centers are required to provide a full range of cardiac services, 
including inpatient care, cardiac rehabilitation, angioplasty and cardiac surgery.  (June 2007) 

Hospitals for a Healthy Environment – received the Partners for Change Award in recognition of 
achievements in improving environmental performance.  Also received the Making Medicine 
Mercury-Free Award for eliminating the use of mercury in medical devices.  Hospitals for a 
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Healthy Environment (H2E) is an independent, not-for-profit organization founded by the 
American Hospital Association, the Environmental Protection Agency, Health Care Without 
Harm and the American Nurses Association.  H2E is focused on improving healthcare 
environmental performance.  (May 2007) 

Five-Star Hospital – recognized as a Community Value Provider by Cleverly + Associates, a 
Columbus, Ohio, healthcare financial consulting firm.  Based on the Community Value Index™, a 
proprietary index that offers a measure of the value that a hospital provides to its community 
based on financial strength and reinvestment, cost of care and pricing.  (April 2007) 

The President’s Volunteer Service Award – for the service of more than 700 individuals who 
volunteered at the Hospital in 2006, contributing over 67,400 hours of service to Saint Francis.  
Presented by the President’s Council on Service and Civic Participation on behalf of President 
George W. Bush to recognize the best in the American spirit and encourage Americans to 
contribute to their communities through volunteer service.  (January 2007) 

CareScience Select Practice National Quality Leader – for excellence in overall hospital quality 
and efficiency.  The award placed Saint Francis among the top 1 percent of performers across 
4,500 acute care hospitals in the United States as identified by CareScience, a hospital consulting 
firm.  It was based on 16 clinical indicators for both quality and efficiency.  (November 2006) 

ENERGY STAR Label – for prudent energy management strategies and proven technologies.  
Awarded by the U.S. Environmental Protection Agency and U.S. Department of Energy.  Saint 
Francis was first awarded an ENERGY STAR label in 2003.  (November 2006) 

eHealthcare Strategy & Trends Silver Award – in the category “Best Rich Media” in the 
Physician/Clinician-Focused Site class for the Hospital’s web site Grand Rounds Online feature.  
Since their introduction in April, 15 Grand Rounds presentations were made available to 
physicians online.  After viewing a presentation online, physicians are able to obtain Continuing 
Medical Education credit by successfully completing a short quiz.  (November 2006) 

U.S. Department of Health and Human Services Medal of Honor – for achieving at least a 75 
percent organ donation rate among eligible patients.  This was the second year in a row that 
Saint Francis received this award.  In the most recent reporting period, Saint Francis secured 
permission from family members for 11 organ donations out of 13 potential donors.  Saint 
Francis was just one of two hospitals in Northern Connecticut and Western Massachusetts to 
receive the medal this year.  (October 2006) 

HealthGrades® Orthopedic Surgery Excellence Award – for superior clinical outcomes in the 
ninth annual Hospital Quality in America study.  This award placed Saint Francis among the top 
10 percent of hospitals nationwide for orthopedic care.  (October 2006) 

Leapfrog Top 50 Hospitals – for meeting the quality and safety standards of the Leapfrog Group, 
a consortium of Fortune 500 companies and other large public healthcare purchasers 
representing 37 million American consumers.  Saint Francis was the only hospital in Connecticut 
to achieve this distinction.  Leapfrog identifies its “Top Hospitals” based on their implementation 
of practices with the greatest life-saving potential, including computerized physician order entry 
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(CPOE), ICU physician staff, evidence-based hospital referral and the Leapfrog Safe Practices 
Score.  (October 2006) 

2006 BEACON Medical Technology Award – for the Hospital’s significant investment in 
advanced technology in the acquisition of the CyberKnife® stereotactic radiosurgery system.  
The award was presented by the Biomedical Engineering Alliance & Consortium (BEACON), a 
regional trade association for the advancement of new medical technology.  It recognizes 
innovative approaches that help Connecticut establish a leadership position in the field of 
medical technology.  (October 2006) 

Sacred Heart University College of Education and Health Professions 2006 Community Partner 
Award – for collaboration with the College’s Nursing Department to develop and implement the 
R.N. to B.S.N. program offered at Saint Francis Hospital and Medical Center.  This was the first 
year that the award was given to an individual or organization who has demonstrated 
exceptional collaboration to further the educational goals and mission of the College.  Saint 
Francis was one of two recipients honored that year.  (October 2006) 

HealthGrades® Third Annual Patient Safety in American Hospitals Study – for best performing 
hospitals for overall patient safety.  Saint Francis was one of 238 hospitals identified as reaching 
the top 15 percent nationwide for patient safety.  This award was presented by HealthGrades, a 
healthcare ratings company.  As a category, Medicare patients at these top 15 percent hospitals 
experienced patient safety incidents, on average, 43.27 percent less often than patients at the 
bottom 15 percent of all hospitals.  (October 2006) 

CQIA Silver Innovation Prize – for a project that optimized care in patients with congestive heart 
failure (CHF).  Taking note of the fact that each year nearly 900 patients are admitted to the 
Hospital with CHF, the Congestive Heart Failure Service decided to establish Connecticut’s first 
dedicated unit to provide comprehensive care for CHF patients.  Outcomes for patients treated 
on the CHF unit have been demonstrably better than those of other CHF patients.  The CQIA 
Silver Innovation Award is the nation’s oldest, state-level quality award program.  (July 2006) 

Solucient 100 Top Hospitals® Performance Improvement Leader – for improving faster and 
more consistently than its peer hospitals across the nation.  Nine performance measures were 
examined including risk adjusted mortality and complications, average length of stay, expenses, 
profitability, cash-to-debt ratio, growth in percent of community served, tangible assets and risk 
adjusted patient safety index.  Saint Francis was recognized as one of the hospitals that achieved 
the fastest rate of consistent annual clinical and organizational improvement over a five-year 
period.  (April 2005) 

Solucient 100 Top Hospitals® – for setting benchmarks for the industry in such areas as quality 
of care, efficiency, financial performance, growing community service and patient safety.  This 
marked the seventh time that Saint Francis was named to the prestigious list of the nation’s Top 
100 hospitals.  At the time, Saint Francis was the only hospital in Connecticut to be named to the 
Top 100 list on seven or more occasions.  (February 2005) 

Solucient 100 Top Hospitals® – for setting performance benchmarks across four critical areas: 
quality of care, operational efficiency, financial performance and adaptation to the 
environment.  This marked the sixth time that Saint Francis had been named to the prestigious 
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list.  At the time, Saint Francis was the only major teaching hospital to be named to the Top 100 
list on six occasions.  (May 2004) 
 
Solucient Performance Improvement Leader – for developing consistent and effective 
organization-wide performance improvement across critical measures at a faster rate than other 
U.S. hospitals between 1997 and 2001.  Those measures include quality of care, operational 
efficiency and financial performance.  Among 123 major teaching hospitals included in the 
study, Saint Francis’ cumulative scored placed it in the 99th percentile.  This signifies that Saint 
Francis’ rate of improvement over the five years was higher and more rapid than 98 percent of 
the other major teaching hospitals studied by Solucient.  (March 2004) 

282



 

 

 

 

 

 

 

 

 

283



284



285



286



287



288



Town Discharges % of Total 
PLANTSVILLE 42                0.36%
BETHLEHEM 67                0.58%
MORRIS 14                0.12%
THOMASTON 156              1.34%
WATERTOWN 621              5.34%
WOODBURY 126              1.08%
BEACON FALLS 69                0.59%
CHESHIRE 184              1.58%
MIDDLEBURY 176              1.51%
NAUGATUCK 1,068           9.18%
OXFORD 78                0.67%
PROSPECT 389              3.34%
WATERBURY 6,837           58.75%
WOLCOTT 727              6.25%
PLYMOUTH 73                0.63%
SOUTHBURY 242              2.08%
Other 768              6.60%
Total 11,637         100.00%
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PROFESSIONAL STATEMENT  
A PASSIONATE, CONTEMPORARY AND HIGHLY ACCOUNTABLE LEADER DEDICATED TO BUILDING 
ESSENTIAL RELATIONSHIPS WITHIN THE MEDICAL COMMUNITY AND BROADER COMMUNITY IN ORDER TO 
COME TOGETHER AS A TEAM TO TRANSFORM HEALTHCARE INTO A CONSUMER-ORIENTED SYSTEM OF 
REGIONAL HEALTHCARE SERVICES WITH THE RIGHT PATIENT RECEIVING THE RIGHT CARE IN THE RIGHT 
LOCATION RESULTING IN A VERY GOOD PATIENT EXPERIENCE THAT IS SUBSTANTIALLY BETTER QUALITY 
CARE, TRUSTED AND SAFE WHILE DRAMATICALLY REDUCING THE TOTAL COST OF CARE OVER TIME. 
  
EXPERIENCE 
Saint Mary’s Health System, Inc., Waterbury, CT 
Integrated network of healthcare services including Saint Mary's Hospital (347 beds), a Level 2 Trauma 
Center and NICU, Saint Mary's Hospital Foundation, Saint Mary's Indemnity Company, Naugatuck 
Valley Surgical Center, Harold Leever Regional Cancer Center, Heart Center of Greater Waterbury, 
Diagnostic Radiology of Southbury, Naugatuck Valley MRI, and Franklin Medical Group.  
STATS: 12,000 admissions, 70,000 ED visits, 18,000 surgeries, 3 residency/teaching programs, $280 
million in net revenues, 400 active members of the medical staff and 2,000 staff. 
 
President and Chief Executive Officer (2008-present) 

 
Major Accomplishments:   

Growth and Finance  
 One of seven hospitals in CT to achieve a positive five-year average operating margin. 
 Increased DCOH from less than10 days to over 70 days. 
 Lowest cost hospital in CT based on total cost per discharge. 
 Established largest robotic surgery program in the region. 
 Operate the largest freestanding surgical center in CT.  
 Opened first community hospital based open heart and angioplasty program in CT. 
 Aligned three physician groups into one large, integrated 100 provider multi-specialty group.  
 Consolidated pediatric services in Waterbury with Connecticut Children’s Medical Center 

establishing a hospital within a hospital at Saint Mary's Hospital. 
 Established a hospital within a hospital partnership with VITAS for an inpatient hospice.  
 Led the Board through an affiliation process resulting in multiple options for a transaction. 
 Led the establishment of a wholly owned insurance company and risk management program. 

Service and Quality 
 Received the national quality performance award by the Joint Commission. 
 One of Ten hospitals nationally selected to receive an ACC Patient Navigator Program Grant. 
 Improved inpatient and ambulatory surgery HCAHPS more than 50 percentile points. 
 Reduced patient falls and hospital acquired infection from over 200 to less than 100. 
 Achieved top decile nationally for over 77% of all reportable CMS Core Measures.  
 Achieved recognition five consecutive years by AHA Get with the Guidelines as a Gold Award 

Hospital for treatment of heart failure, MI and stroke. 
 Achieved Consumer Reports safest hospital in CT 2013 and 2014. 
 Recognized as a Top 100 Community Value Leadership Award Winner by Cleverley and Assoc.  

 
Executive Vice President, Strategy Development and System Operations (2008) 
 
Vice President of Ambulatory Operations and Business Development (2003-2008)                               
Responsible for strategic management, business development and community relations activities for the 
Health System. Responsible for all outpatient operations within the Health System with responsibility for 
growing market share, achieving Balanced Scorecard results and leading change within the organization.   
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Major Accomplishments:   
 Served as a member of the senior management team responsible for successfully implementing a 

$24M financial turnaround plan. 
 Led the planning, development and CON process for the establishment of a collaborative open 

heart and cardiac angioplasty program.  
 Successfully recruited several physicians including several internists, breast surgeons, 

neurosurgeon, neurologist, cardiologists and a cardiothoracic surgical team. 
 Led the development of a new Stroke Program consistent with the American Stroke Association 

Get with the Guidelines program. 
 Led the development of a Bariatric Surgical Program in pursuit of accommodation as a Center of 

Excellence by the ASMBS and SRC. 
 Established comprehensive community benefits program. 
 Led the development of a comprehensive women’s & breast services strategy including a new 

breast surgical practice and the development of diagnostic services. 
 Led redesign of ambulatory care delivery system including six new outpatient facilities and 

enhanced technology resulting in over $1.0 million in annual incremental income. 
 Introduced new patient advocacy program including patient rounding, real-time recovery process 

and a functional reporting system.  
 Led team responsible for coordinating and developing an affiliation strategy including assessing 

local consolidation and national partnership options. 
 Led the redesign of a primary care network of hospital sponsored and private practices. 
 Led the establishment of the first freestanding hospital-owned MRI Center in Waterbury.   

 
Corporate Director of Strategic Planning and Business Development (2002-2003) 
Responsible for leading the Board and Senior Management through a comprehensive strategic planning 
process resulting in the first system-wide long range strategic plan including master facility, medical staff 
development, quality improvement, image improvement, information systems and long range financial 
plans. Provided management support for marketing, community relations, medical staff development, 
imaging services, health information management, plant operations and support services.  Reported 
directly to President & CEO.  
 
Major Accomplishments:   
 Lead annual strategic planning process including annual update of a five year strategic plan. 
 Designed and administered a Balanced Scorecard for enhancing relationships, clinical 

effectiveness and improving operating performance. 
 Led the completion of a comprehensive master facility plan including optimizing the current 

facility and long term options for rebuilding in place and new construction. 
 Led the completion of the medical staff development plan including a community needs 

assessment, physician satisfaction survey and the establishment of physician recruiting policies, 
procedures and strategies. 

 Designed and implemented an image improvement strategy including the redesign of the 
marketing and community relations functions resulting in dramatically improved brand identity 
and consumer perception.  

 Led redesign of imaging services including establishment of a new professional services 
agreement with a local radiology group.   

 Led team responsible for improved charge capture and front-end revenue cycle improvement.   
 
Monongalia Health System, Inc., Morgantown, WV 
Integrated network of healthcare services including Mon General Hospital, The Foundation of Mon 
General Hospital, MonHealthcare Equipment & Supplies, Monongalia EMS, The Village at Heritage 
Point, Healthworks Rehab & Fitness, Care Partners, HealthSouth Rehab Hospital.  

 
Director of Strategic Planning and Business Development (2000-2002)    
 
Strategic Analyst (1999-2000)    
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Post-graduate Fellowship, Healthcare Administration (1999)   

West Virginia University, Morgantown, WV 

Instructor, Community Health Education (1998-1999)   

EDUCATION 

West Virginia University, Morgantown, WV 
Master of Business Administration, August 2002 
Master of Science in Community Health Education, December 1999 
Master Certificate in Healthcare Administration, December 1999 
Bachelor of Science in Biology, May 1998 

PROFESSIONAL AFFILIATIONS/CERTIFICATIONS 
American College of Healthcare Executives – Fellow 
American Hospital Association, Metropolitan Governing Board  
Connecticut Hospital Association – Board of Directors 
CT Chapter American College of Healthcare Executives – Board of Directors 
Certified High Reliability Trainer through HPI 
Six Sigma Green Belt with Lean and Workout Training through Juran Institute 

COMMUNITY SERVICE 
United Way of Greater Waterbury, Board of Directors, Chairman (2010-2012) 
Greater Waterbury YMCA, Board of Directors 
Waterbury Regional Chamber of Commerce, Board of Directors 
Saint Bridget’s School, Board of Directors 
Rezziliant, Inc., Board of Advisors (2005-2010) 
Visiting Nursing Association, Board of Directors (2004-2007) 

AWARDS AND HONORS 
Connecticut Magazine 40 under 40 Award recipient (2011) 
Modern Healthcare Magazine “Up & Comers” Award recipient (2010) 
American College of Healthcare Executives, Early Careerist Award, Connecticut Chapter (2006) 
West Virginia University, Varsity Football  

– Big-East Conference Scholar-Athlete first team (1994-1997)
– Ira E. Rogers Award for high leadership, academic qualities, and football performance (1997)
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Ralph W. Becker 

255 Hobart St, Southington, CT 06489 

rwbecker@cox.net 

Cell: 203-537-5412 

Home: 860-426-9207   

1985 – 2013 Midstate Medical Center, Meriden, Connecticut      www.midstatemedical.org 

 Midstate is a 144 bed hospital with $200 million in annual net revenues. 

 Midstate is part of the Hartford Healthcare System. 

Vice President and CFO 

Responsible for all financial reporting, budgeting, financings, managing managed care, revenue 

integrity / enhancement, physician financial agreements and ventures.  Currently oversee Finance, 

Accounting, Budgeting;  have previously overseen Health Information Management (Medical 

Records), Materials Management, and Service Access.  Also, Chair the hospital’s Risk Management 

Committee.  Report to the hospital CEO and the CFO for the system.    

Significant accomplishments:  

Instrumental in maintaining consistently positive operating results in a changing environment for 

more than a decade.  Feasibility analysis, Certificate of need preparation, and financial oversight of 

a hospital merger, then subsequent construction of a new hospital at a new location.  Coordinated 

feasibility analysis and financings for multiple building programs (most recently a major expansion 

within the last 4 years). Established and oversee a multi-disciplinary revenue enhancement 

(revenue cycle) function (for more than a decade).  Responsible for achieving very favorable 

managed care rates and terms; the hospital’s “private payment to cost” ratio averages 1.4 (best in 

Connecticut) for many years.  Helped build a positive relationship with our affiliated physicians.  

Served on the Board of Directors as CFO of the PHO. 

1981- 1985 Ernst & Young (formerly Ernst & Whinney)    Hartford Connecticut.    

Senior Consultant (health care consulting team). 

Oversight or involved with various consulting engagements (including reimbursement, cost 

reporting, revenue enhancement, feasibility studies).  

1974- 1981 Anthem Blue Cross (formerly Blue Cross & Blue Shield of Connecticut) 

Positions progressing to Senior Reimbursement Analyst / Auditor. 

Oversight or involved in Medicare Audit and Reimbursement functions. 

Education: 

MBA Finance – University of New Haven, New Haven Connecticut 

BS in Finance – Norwich University, Northfield Vermont   

Community: Served on Executive Committee and Board of Directors of the Quinnipiac Chamber of 

Commerce (Wallingford and North Haven Connecticut) for 11 years 
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EXHIBIT 
List of Residencies 

The following is a list of residencies offered at Saint Francis through the University of 
Connecticut School of Medicine: 

∗ Anesthesiology 
∗ Emergency Medicine  
∗ Family Medicine 
∗ Pediatrics 
∗ Internal Medicine (General)  
∗ Internal Medicine (Cardiology) 
∗ Internal Medicine (Endocrinology)  
∗ Internal Medicine (Gastroenterology) 
∗ Internal Medicine (Hematology/Oncology)  
∗ Internal Medicine (Infectious Disease) 
∗ Internal Medicine (Pulmonary/ Critical Care)  
∗ Maternal Fetal Medicine 
∗ Nuclear Medicine 
∗ Orthopedic Surgery  
∗ Otolaryngology 
∗ Psychiatry 
∗ Radiology 
∗ Surgery 
∗ Urology 
∗ Geriatric Medicine  
∗ Nephrology  
∗ Primary Care Medicine 

The following are the Saint Francis Residency and Fellowship programs: 

∗ General Dentistry Residency  
∗ Obstetrics and Gynecology Residency 
∗ Podiatric Medicine and Surgery Residency 
∗ Colon/Rectal Surgery Fellowship 
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Exhibit 17 

Financial Worksheets 

18. Explain all assumptions used in developing the financial projections reported in the Financial
Worksheet.

Financial Worksheets including actual and projected results have been prepared for both consolidated 

Saint Mary’s Health System, Inc. (“SMHS”) and Saint Mary’s Hospital (only).  FY 2015 actual results are 

preliminary unaudited results.   

General Assumptions: 

 For all years, the Hospital Tax has been reclassified as an “Other Deductions” line A.4 to be

consistent with Trinity Health - New England for presentation purposes.

 FY 2015 actual results include a $2.9 million receivable from the State of Connecticut for the 1st

quarter supplemental payment associated with the Hospital Provider Tax for the State’s FY

2016.  If the State further reduces funding, actual results may differ.  This amount is included in

“Other Deductions”, Line A.4.

 The FY 2016 revised budget includes the assumption that the State will resume the

supplemental payments in the 4th quarter of FY 2016 (or 1st quarter of State FY 2017) of $2.9

million.

 As a result of the decrease in State supplemental payments, the FY 2016 budget was revised and

includes the following:

o A net increase of 117 full-time equivalents was reduced to 74 as a result of delayed

hiring for open positions. In addition, the wage increase for FY 2016 was reduced to 2%,

o Related employee benefits were also decreased approximately 3%, and

o Other cost reduction initiatives approximating $2.3 million.

 FY 2017-2019 assumes the State Provider Tax will remain at the same level as included in the FY

2016 revised budget.

The following summarizes key assumptions used in projecting the FY 2017 - 2019 operating results: 

 Inpatient volume is projected to decrease .5% each year, respectively, from FY 2017 through FY

2019 as utilization of inpatient services shifts as a result of population health management.

 Outpatient visits is projected to increase 2% each year, respectively, from FY 2017 through FY

2019 as preventive care increases as a result of population health management.

 An increase in Medicare reimbursement is included in FYs 2017-2019 as a result of a change in

the Medicare wage index.

 Bad debts as a percentage of gross revenues are expected to remain flat.

 Projected salary and benefits expense includes increases of 2.5% for FY 2017 through FY 2019.

While overall FTE’s remain flat, the increase represents employee merit/inflation increases.
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 Supplies and other expenses include inflation increases between 2%-5% for FY2017 through FY 

2019. 

 The existing CHEFA debt was refinanced in 2015, resulting in a reduction in Interest Expense in 

FY 2016-2019, Operating Expenses - Line 7. 

 

Based on Trinity Health’s historical success with the integration of hospitals and health systems into 

the Trinity Health system, it is expected that operational savings of approximately 1% of current 

annual operating expenses or $3.1 million will be realized. The incremental projected amounts are 

included in the financial worksheets beginning in FY 2017, realizing 50%, as we anticipate a closing 

on or around July 1, 2016.  In FY 2018, we anticipate realizing the full 1%. Some areas where we 

expect to recognize these opportunities include purchased services, supply chain, insurance and risk 

management, treasury, tax and compliance. These reductions have been included in the financial 

worksheets in Lines 4 Supplies and Drugs and Line 10 Other Operating Expenses. 

There are no planned changes to the clinical services offered by SMHS as a result of this transaction; 

however, as part of its population health and other health reform initiatives, the parties may, in the 

future, choose to make changes in the services offered by Trinity Health - New England or its 

subsidiaries that are intended to best meet the communities health care needs. 

In addition to the expected operational savings noted above, the known significant financial benefits to 

SMHS are as follows: 

 As previously noted on page 15 of the CON application, a commitment by Trinity Health to 

ensure investment of $100 million dollars (potentially up to $120 million) in capital that will 

allow SMHS to: 

o Address equipment replacement and routine facility upgrades that have been delayed 

due to the recent reductions in state and federal healthcare funding; and 

o Make additional strategic investments in healthcare initiatives as opportunities arise 

over the next 5 years, including those necessary to move towards risk-based 

contracting. 

Refer to page 72-73 of the CON application for approximate allocation of capital spending 

and needs.  

 Ability to access capital financing at favorable rates through Trinity Health - New England via 

Trinity Health’s intercompany loan program. 

 Support to enable SMHS to adequately fund its pension obligations. 

 Access to Trinity Health - New England and Trinity Health system services to promote efficient 

and effective care delivery. 

Note: The impact of the financial commitment by Trinity Health of $100 million (potentially up to $120 

million) has not been included in the projections because the allocation of these funds has not yet 

occurred. 
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If any proposed investment requires additional regulatory approval, this approval will be obtained prior 

to the investment being made.  
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $832,217 $873,828 $873,828 $917,519 $917,519 $963,395 $963,395 $1,011,565 $1,011,565
2 Less: Allowances $535,300 $558,162 $558,162 $592,210 $592,210 $628,335 $628,335 $666,663 $666,663
3 Less: Charity Care $1,854 $2,500 $2,500 $2,625 $2,625 $2,756 $2,756 $2,894 $2,894
4 Less: Other Deductions $4,232 $9,746 $9,746 $9,746 $9,746 $9,746 $9,746 $9,746 $9,746

Net Patient Service Revenue $290,831 $303,420 $0 $303,420 $312,938 $0 $312,938 $322,558 $0 $322,558 $332,262 $0 $332,262
5 Medicare $115,320 $124,657 $124,657 $127,442 $127,442 $130,173 $130,173 $132,837 $132,837
6 Medicaid $55,779 $51,255 $51,255 $51,391 $51,391 $51,470 $51,470 $51,492 $51,492
7 CHAMPUS & TriCare $257 $264 $264 $268 $268 $271 $271 $274 $274
8 Other $0 $0 $0 $0 $0 $0 $0 $0 $0

Total Government $171,356 $176,176 $0 $176,176 $179,101 $0 $179,101 $181,914 $0 $181,914 $184,603 $0 $184,603
9 Commercial Insurers $108,375 $115,495 $115,495 $121,554 $121,554 $127,811 $127,811 $134,262 $134,262

10 Uninsured $709 $727 $727 $736 $736 $744 $744 $751 $751
11 Self Pay $0 $0 $0 $0 $0 $0 $0 $0 $0
12 Workers Compensation $9,139 $9,739 $9,739 $10,250 $10,250 $10,778 $10,778 $11,322 $11,322
13 Other $1,252 $1,283 $1,283 $1,297 $1,297 $1,311 $1,311 $1,324 $1,324

Total Non-Government $119,475 $127,244 $0 $127,244 $133,837 $0 $133,837 $140,644 $0 $140,644 $147,659 $0 $147,659

Net Patient Service Revenuea 

(Government+Non-Government) $290,831 $303,420 $0 $303,420 $312,938 $0 $312,938 $322,558 $0 $322,558 $332,262 $0 $332,262
14 Less: Provision for Bad Debts $9,675 $9,990 $9,990 $10,490 $10,490 $11,014 $11,014 $11,565 $11,565

Net Patient Service Revenue less 
provision for bad debts $281,156 $293,430 $0 $293,430 $302,449 $0 $302,449 $311,544 $0 $311,544 $320,697 $0 $320,697

15 Other Operating Revenue $8,248 $7,253 $7,253 $7,253 $7,253 $7,253 $7,253 $7,253 $7,253
17 Net Assets Released from Restrictions $733 $733 $733 $733 $733 $733 $733 $733 $733

TOTAL OPERATING REVENUE $290,137 $301,416 $0 $301,416 $310,435 $0 $310,435 $319,530 $0 $319,530 $328,683 $0 $328,683

B. OPERATING EXPENSES
1 Salaries and Wages $123,041 $132,928 $132,928 $136,251 $136,251 $139,657 $139,657 $143,149 $143,149
2 Fringe Benefits $32,244 $30,602 $30,602 $31,367 $31,367 $32,151 $32,151 $32,955 $32,955
3 Physicians Fees $9,915 $11,031 $11,031 $11,362 $11,362 $11,703 $11,703 $12,054 $12,054
4 Supplies and Drugs $47,026 $48,991 $48,991 $51,441 ($720) $50,720 $54,013 ($1,512) $52,500 $56,713 ($1,588) $55,125
5 Depreciation and Amortization $11,502 $11,713 $11,713 $12,064 $12,064 $12,426 $12,426 $12,799 $12,799
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $979 $231 $231 $219 $219 $208 $208 $198 $198
8 Malpractice Insurance Cost $5,572 $5,917 $5,917 $6,035 $6,035 $6,156 $6,156 $6,279 $6,279
9 Lease Expense $0 $0 $0 $0 $0 $0 $0

10 Other Operating Expenses $57,631 $55,648 $55,648 $56,761 ($817) $55,944 $57,896 ($1,621) $56,275 $59,054 ($1,654) $57,401
TOTAL OPERATING EXPENSES $287,910 $297,061 $0 $297,061 $305,501 ($1,538) $303,963 $314,211 ($3,133) $311,078 $323,201 ($3,241) $319,960

INCOME/(LOSS) FROM OPERATIONS $2,227 $4,355 $0 $4,355 $4,934 $1,538 $6,472 $5,319 $3,133 $8,453 $5,482 $3,241 $8,723

NON-OPERATING REVENUE $2,190 $2,877 $2,877 $2,963 $2,963 $3,052 $3,052 $3,144 $3,144

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES $4,417 $7,232 $0 $7,232 $7,897 $1,538 $9,435 $8,371 $3,133 $11,505 $8,625 $3,241 $11,867

Principal Payments $3,000 $3,000 $3,000 $3,000 $3,000 $3,000 $3,000 $3,000 $3,000

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
without, incremental to and with the CON proposal in the following reporting format:

                                                                        NON-PROFIT                                                                                                                                                                  
Saint Mary's Health System, Inc.
Financial Worksheet (A)
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
without, incremental to and with the CON proposal in the following reporting format:

                                                                        NON-PROFIT                                                                                                                                                                  
Saint Mary's Health System, Inc.
Financial Worksheet (A)

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 0.8% 1.4% 0.0% 1.4% 1.6% 0.0% 2.1% 1.6% 0.0% 2.6% 1.7% 0.0% 2.6%
2 Hospital Non Operating Margin 0.7% 0.9% 0.0% 0.9% 0.9% 0.0% 0.9% 0.9% 0.0% 0.9% 0.9% 0.0% 0.9%
3 Hospital Total Margin 1.5% 2.4% 0.0% 2.4% 2.5% 0.0% 3.0% 2.6% 0.0% 3.6% 2.6% 0.0% 3.6%

D. FTEs 1,680 1,754 1,754 1,754 1,754 1,754 1,754 1,754 1,754

E. VOLUME STATISTICSc

1 Inpatient Discharges 11,847 11,875 11,875 11,816 11,816 11,757 11,757 11,698 11,698
2 Outpatient Visits 238,522 246,611 246,611 251,543 251,543 256,574 256,574 261,706 261,706

TOTAL VOLUME 250,369 258,486 0 258,486 263,359 0 263,359 268,331 0 268,331 273,404 0 273,404

cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.

aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $746,752 $786,099 $786,099 $825,404 $825,404 $866,674 $866,674 $910,008 $910,008
2 Less: Allowances $484,798 $513,815 $513,815 $545,158 $545,158 $578,412 $578,412 $613,695 $613,695
3 Less: Charity Care $1,854 $1,947 $1,947 $2,044 $2,044 $2,146 $2,146 $2,254 $2,254
4 Less: Other Deductions $4,232 $9,746 $9,746 $9,746 $9,746 $9,746 $9,746 $9,746 $9,746

Net Patient Service Revenue $255,868 $260,591 $0 $260,591 $268,456 $0 $268,456 $276,370 $0 $276,370 $284,313 $0 $284,313
5 Medicare $101,452 $107,051 $107,051 $110,282 $110,282 $113,533 $113,533 $116,796 $116,796
6 Medicaid $49,075 $44,014 $44,014 $45,342 $45,342 $46,679 $46,679 $48,020 $48,020
7 CHAMPUS & TriCare $205 $208 $208 $215 $215 $221 $221 $227 $227
8 Other $0 $0 $0 $0 $0 $0 $0 $0 $0

Total Government $150,732 $151,273 $0 $151,273 $155,839 $0 $155,839 $160,433 $0 $160,433 $165,044 $0 $165,044
9 Commercial Insurers $95,439 $99,181 $99,181 $102,174 $102,174 $105,186 $105,186 $108,209 $108,209

10 Uninsured $614 $599 $599 $617 $617 $636 $636 $654 $654
11 Self Pay $0 $0 $0 $0 $0 $0 $0 $0 $0
12 Workers Compensation $8,034 $8,339 $8,339 $8,591 $8,591 $8,844 $8,844 $9,098 $9,098
13 Other $1,049 $1,199 $1,199 $1,235 $1,235 $1,271 $1,271 $1,308 $1,308

Total Non-Government $105,136 $109,318 $0 $109,318 $112,617 $0 $112,617 $115,937 $0 $115,937 $119,269 $0 $119,269

Net Patient Service Revenuea 

(Government+Non-Government) $255,868 $260,591 $0 $260,591 $268,456 $0 $268,456 $276,370 $0 $276,370 $284,313 $0 $284,313
14 Less: Provision for Bad Debts $8,180 $8,512 $8,512 $8,938 $8,938 $9,384 $9,384 $9,854 $9,854

Net Patient Service Revenue less 
provision for bad debts $247,688 $252,079 $0 $252,079 $259,519 $0 $259,519 $266,985 $0 $266,985 $274,459 $0 $274,459

15 Other Operating Revenue $7,473 $6,267 $6,267 $6,267 $6,267 $6,267 $6,267 $6,267 $6,267
17 Net Assets Released from Restrictions $733 $700 $700 $700 $700 $700 $700 $700 $700

TOTAL OPERATING REVENUE $255,894 $259,046 $0 $259,046 $266,486 $0 $266,486 $273,952 $0 $273,952 $281,426 $0 $281,426

B. OPERATING EXPENSES
1 Salaries and Wages $88,793 $93,086 $93,086 $95,413 $95,413 $97,798 $97,798 $100,243 $100,243
2 Fringe Benefits $27,562 $25,721 $25,721 $26,364 $26,364 $27,023 $27,023 $27,699 $27,699
3 Physicians Fees $10,621 $11,268 $11,268 $11,606 $11,606 $11,954 $11,954 $12,313 $12,313
4 Supplies and Drugs $45,059 $44,320 $44,320 $46,536 ($652) $45,884 $48,863 ($1,368) $47,495 $51,306 ($1,437) $49,869
5 Depreciation and Amortization $10,805 $11,116 $11,116 $11,449 $11,449 $11,793 $11,793 $12,147 $12,147
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $963 $216 $216 $205 $205 $195 $195 $185 $185
8 Malpractice Insurance Cost $5,350 $5,094 $5,094 $5,196 $5,196 $5,300 $5,300 $5,406 $5,406
9 Lease Expense $0 $0 $0 $0 $0 $0 $0 $0 $0

10 Other Operating Expenses $49,045 $48,175 $48,175 $49,139 ($708) $48,431 $50,121 ($1,403) $48,718 $51,124 ($1,431) $49,692
TOTAL OPERATING EXPENSES $238,198 $238,996 $0 $238,996 $245,908 ($1,359) $244,549 $253,048 ($2,772) $250,276 $260,422 ($2,868) $257,554

INCOME/(LOSS) FROM OPERATIONS $17,696 $20,050 $0 $20,050 $20,577 $1,359 $21,936 $20,904 $2,772 $23,676 $21,004 $2,868 $23,872

NON-OPERATING REVENUE $3,158 $3,716 $3,716 $3,827 $3,827 $3,942 $3,942 $4,061 $4,061

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES $20,854 $23,766 $0 $23,766 $24,405 $1,359 $25,764 $24,847 $2,772 $27,618 $25,064 $2,868 $27,932

Principal Payments $3,000 $3,000 $3,000 $3,000 $3,000 $3,000 $3,000 $3,000 $3,000

                                                                        NON-PROFIT
Saint Mary's Hospital (only) Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

                                                                        NON-PROFIT
Saint Mary's Hospital (only) Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 6.8% 7.6% 0.0% 7.6% 7.6% 0.0% 8.1% 7.5% 0.0% 8.5% 7.4% 0.0% 8.4%
2 Hospital Non Operating Margin 1.2% 1.4% 0.0% 1.4% 1.4% 0.0% 1.4% 1.4% 0.0% 1.4% 1.4% 0.0% 1.4%
3 Hospital Total Margin 8.1% 9.0% 0.0% 9.0% 9.0% 0.0% 9.5% 8.9% 0.0% 9.9% 8.8% 0.0% 9.8%

D. FTEs 1,384 1,415 1,415 1,415 1,415 1,415 1,415 1,415 1,415

E. VOLUME STATISTICSc

1 Inpatient Discharges 11,847 11,875 11,875 11,816 11,816 11,757 11,757 11,698 11,698
2 Outpatient Visits 238,522 246,611 246,611 251,543 251,543 256,574 256,574 261,706 261,706

TOTAL VOLUME 250,369 258,486 0 258,486 263,359 0 263,359 268,331 0 268,331 273,404 0 273,404
aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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SAINT MARY'S HEALTH SYSTEM, INC
($ in thousands)

Sept 2015 Prior Year Sept 2015 Prior Year
A. Operating Performance

Operating Margin ‐0.1% 10.0% 0.8% 3.2%

Non‐Operating Margin ‐5.0% 4.8% 0.7% 1.4%

Total Margin ‐5.0% 14.9% 1.5% 4.6%

Bad Debt as % of Gross Revenue 0.7% 1.3% 1.2% 1.5%

B. Liquidity

Current Ratio 1.80 2.21 1.80 2.21

Days Cash on Hand 19                   34                   19                       34                    
Days in Net Accounts Receivable 41.72             41.11             41.72                  41.11               
Average Payment Period 58 60 58 60

C. Leverage and Capital Structure

Long‐term Debt to Equity 0.29                0.41                0.29                    0.41                 
Long‐term Debt to Capitalization 0.23 0.29 0.23                    0.29                 
Unrestricted Cash to Debt 1.02                1.26                1.02                    1.26                 
Times Interest Earned Ratio ‐57.7 35.3 5.50                    9.94                 
Debt Service Coverage Ratio 4.9 15.0 4.90 6.92

Equity Financing Ratio 4.31 4.42 4.31 4.42

D. Additional Statistics

Income from Operations (3)$                   2,618$            2,227$                9,146$              
Revenue Over/(Under) Expense (1,137)$           3,879$            4,417$                12,830$           
EBITDA 1,240$            3,756$            14,709$             21,113$           
Patient Cash Collected 21,477$          20,756$          272,841$           258,462$         
Cash and Cash Equivalents 14,907$          26,867$          14,907$             26,867$           
Net Working Capital 17,591$          29,580$          17,591$             29,580$           
Unrestricted Assets 30,950$          32,895$          30,950$             32,895$           
Credit Ratings (S&P, FITCH and Moody's) Ba2 Ba2 Ba2 Ba2

Month Year to Date
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Saint Mary's Hospital (Hospital only)

Sept 2015 Prior Year Sept 2015 Prior Year
A. Operating Performance

Operating Margin 9.0% 15.0% 6.8% 8.2%

Non‐Operating Margin ‐6.0% 6.0% 1.2% 2.0%

Total Margin 3.0% 21.0% 8.0% 10.2%

Bad Debt as % of Gross Revenue 0.4% 1.1% 1.1% 1.5%

B. Liquidity

Current Ratio 1.62 2.11 1.62 2.11

Days Cash on Hand 23                   40                   23                       40                     
Days in Net Accounts Receivable 41.36             41.00             41.36                 41.00                
Average Payment Period 61 64 61 64

C. Leverage and Capital Structure

Long‐term Debt to Equity 0.32               0.43               0.32                    0.43                  
Long‐term Debt to Capitalization 0.24 0.30 0.24                    0.30                  
Unrestricted Cash to Debt 0.97               1.24               0.97                    1.24                  
Times Interest Earned Ratio 30.5 44.9 22.65                 18.96                
Debt Service Coverage Ratio 11.3 18.0 9.82 10.50

Equity Financing Ratio 4.23 4.00 4.23 4.00

D. Additional Statistics

Income from Operations 1,820,855$    3,421,482$    17,685,330$      20,208,092$    
Revenue Over/(Under) Expense 600,798$        4,796,952$    20,843,189$      25,224,814$    
EBITDA 2,835,133$    4,497,195$    29,452,841$      31,500,487$    
Patient Cash Collected 18,920,140$  17,720,977$  239,372,362$  229,104,209$ 
Cash and Cash Equivalents 13,310,208$  24,610,432$  13,310,208$      24,610,432$    
Net Working Capital 7,910,369$    21,049,393$  7,910,369$        21,049,393$    
Unrestricted Assets 25,882,585$  27,668,208$  25,882,585$      27,668,208$    
Credit Ratings (S&P, FITCH and Moody's) Ba2 Ba2 Ba2 Ba2

Month Year to Date
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Exhibit 17 

Financial Worksheets 

 

The key assumptions used in Trinity Health- New England, Inc. financial worksheets include the 

following: 

 

 FY 2015 amounts represent unaudited financial results as of September 30, 2105 

 FY 2016 is Trinity Health – New England’s revised budget which includes cost 

reductions as a result of the reduction in the State’s supplemental payments. 

 Inpatient volume for FY 2016 is projected to be flat with slight decreases in volume 

in 2017, 2018 and 2019 as a result of decreased utilization of inpatient services as we 

shift to population health. This overall projected decrease is offset by a slight increase 

in utilization in the Connecticut Joint Replacement Service line. 

 Slight growth in hospital outpatient visits is expected and the projections include 

increases of .1%, .1% and .2% respectively in 2016 through 2019.  

 The projected amounts include an expectation that Saint Francis Care will begin to 

assume risk contracts in FY 2016 and receive per member per month payments to 

cover the healthcare costs. 

 Projected salary expenses include increases of 3.7%, 1.1%, 2.3% and 3.5%, 

respectively, in 2016 through 2019. This projection anticipates an increase in the 

number of employees as well as an inflation increase. 

 Supplies and other expenses remain flat in FY 2016 and 2017 and slight increases are 

expected in 2018 and 2019.  

 Decrease in interest expense is the result of the restructure of outstanding debt as of 

October 1 to an intercompany loan with Trinity Health. 

The financial projections for FY 2016-2019 do not include potential synergies to be realized 

as a result of the recent approved transaction between Trinity Health and Trinity Health-New 

England effective October 1, 2015.  
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)

LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected

Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE

1 Total Gross Patient Revenue 2,433,797$   2,577,924$   224,093$   2,802,017$   2,796,713$   917,519$   3,714,232$   2,992,483$   963,395$   3,955,878$   3,201,957$   1,011,565$   4,213,522$   

2 Less: Allowances 1,597,426         1,713,039         144,509 1,857,548         1,919,493         592,210 2,511,703         2,096,555         628,335 2,724,890         2,278,861         666,663 2,945,524         

3 Less: Charity Care 14,330 15,761 1,257 17,018 16,076 2,625 18,701 16,398 2,756 19,154 16,726 2,894 19,620 

4 Less: Other Deductions 23,689 32,203 225 32,428 32,203 9,746 41,949 32,203 9,746 41,949 32,203 9,746 41,949 

Net Patient Service Revenue 798,352$   816,921$   78,102$   895,023$   828,941$   312,938$   1,141,879$   $847,327 322,558$   1,169,885$   $874,167 332,262$   $1,206,429

5 Medicare 306,149 304,839 32,217 337,056 323,804 127,442 451,246 328,423 130,173 458,596 331,579 132,837 464,416 

6 Medicaid 100,599 83,178 12,973 96,151 86,713 51,391 138,104 87,119 51,470 138,589 87,611 51,492 139,103 

7 CHAMPUS & TriCare 1,288 1,087 78 1,165 1,135 268 1,403 1,168 271 1,439 1,181 274 1,455 

8 Other - - - - - - - - - - - - - 

Total Government $408,036 $389,104 $45,268 $434,372 $411,652 $179,101 $590,753 $416,710 $181,914 $598,624 $420,371 $184,603 $604,974

9 Commercial Insurers 356,086 397,560 29,757 427,317 391,492 121,554 513,046 405,320 127,811 533,131 429,198 134,262 563,460 

10 Uninsured 22,159 17,934 195 18,129 16,141 736 16,877 15,334 744 16,078 14,567 751 15,318 

11 Self Pay - - - - - - - - - - - - 

12 Workers Compensation 12,071 12,324 2,499 14,823 9,656 10,250 19,906 9,963 10,778 20,741 10,031 11,322 21,353 

13 Other - - 383 383 - 1,297 1,297 - 1,311 1,311 - 1,324 1,324 

Total Non-Government 390,316$   427,818$   32,834$   460,652$   417,289$   133,837$   551,126$   $430,617 140,644$   571,261$   $453,796 147,659$   $601,455

Net Patient Service Revenue
a

(Government+Non-Government) 798,352$   816,922$   78,102$   895,024$   828,941$   312,938$   1,141,879$   $847,327 322,558$   1,169,885$   $874,167 332,262$   $1,206,429

14 Less: Provision for Bad Debts 25,600 27,828 2,522 30,350 24,220 10,490 34,710 $22,817 11,014 33,831 $21,200 11,565 $32,765

Net Patient Service Revenue less 

provision for bad debts 772,752$   789,093$   75,580$   864,673$   804,721$   302,449$   1,107,170$   $824,510 311,544$   1,136,054$   $852,967 320,697$   $1,173,664

15 Other Operating Revenue 39,526 40,570 1,936 42,506 42,000 7,253 49,253 43,100 7,253 50,353 44,300 7,253 51,553 

17 Net Assets Released from Restrictions 10,904 10,212 - 10,212 9,400 733 10,133 9,400 733 10,133 9,500 733 10,233 

TOTAL OPERATING REVENUE $823,182 $839,875 $77,516 $917,391 $856,121 $310,435 $1,166,556 $877,010 $319,530 $1,196,540 $906,767 $328,683 $1,235,450

B. OPERATING EXPENSES

1 Salaries and Wages 378,047$   392,253$   33,702$   425,955$   396,501$   136,251$   532,752$   405,935$   139,657$   545,592$   420,297$   143,149$   563,446$   

2 Fringe Benefits 86,980 93,031 7,579 100,610 97,757 31,367 129,124 100,722 32,151 132,873 104,543 32,955 137,498 

3 Physicians Fees 24,837 25,805 2,900 28,705 26,321 11,362 37,683 26,847 11,703 38,550 27,652 12,054 39,706 

4 Supplies and Drugs 128,031 128,006 11,799 139,805 125,387 50,720 176,107 128,259 52,500 180,759 131,465 55,125 186,590 

5 Depreciation and Amortization 39,696 39,743 2,919 42,662 42,891 12,064 54,955 45,164 12,426 57,590 47,422 12,799 60,221 

6 Provision for Bad Debts-Other
b

- - - - - - - - - - - - - 

7 Interest Expense 11,152 10,950 58 11,008 10,427 219 10,646 10,140 208 10,348 9,861 198 10,059 

8 Malpractice Insurance Cost 6,910 12,831 1,479 14,310 13,088 6,035 19,123 13,349 6,156 19,505 13,683 6,279 19,962 

9 Lease Expense 9,883 11,084 - 11,084 11,305 - 11,305 11,532 - 11,532 11,820 - 11,820 

10 Other Operating Expenses 130,060 123,920 14,180 138,100 119,222 55,944 175,166 118,759 56,275 175,034 121,814 57,401 179,215 

TOTAL OPERATING EXPENSES 815,596$   837,623$   74,616$   912,239$   842,899$   303,963$   1,146,862$   860,707$   311,078$   1,171,785$   $888,557 319,960$   $1,208,517

350,569$   352,339$   348,641$   354,050$   363,717$   

INCOME/(LOSS) FROM OPERATIONS 7,586$   2,252$   2,900$   5,152$   13,222$   6,472$   19,694$   16,303$   8,453$   24,756$   $18,210 8,723$   $26,933

NON-OPERATING REVENUE (21,308) - 652 652 - 2,963 2,963 - 3,052 3,052 $0 3,144 $3,144

EXCESS/(DEFICIENCY) OF REVENUE 

OVER EXPENSES (13,722)$  2,252$   3,552$   5,804$   13,222$   9,435$   22,657$   16,303$   11,505$   27,808$   $18,210 11,867$   $30,077

Principal Payments $8,785 $8,172 $0 $8,172 $7,673 $3,000 $10,673 $6,271 $3,000 $9,271 $6,539 $3,000 $9,539

  Trinity Health - New England, Inc.     NON-PROFIT
Applicant: Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics

Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)

LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected

Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

                                    Trinity Health - New England, Inc.                                                   NON-PROFIT                                                                                                                                                                  
Applicant: Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics

Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:

C. PROFITABILITY SUMMARY

1 Hospital Operating Margin 0.9% 0.3% 3.7% 0.6% 1.5% 2.1% 1.7% 1.9% 2.6% 2.1% 2.0% 2.6% 2.2%

2 Hospital Non Operating Margin -2.7% 0.0% 0.8% 0.1% 0.0% 0.9% 0.3% 0.0% 0.9% 0.3% 0.0% 0.9% 0.3%

3 Hospital Total Margin -1.7% 0.3% 4.5% 0.6% 1.5% 3.0% 1.9% 1.9% 3.6% 2.3% 2.0% 3.6% 2.4%

D. FTEs 4,774.7 4,838.0 438.5 5,276.5 4,791.9 1,797.1 6,589.0 4,815.9 1,797.1 6,613.0 4,841.9 1,797.1 6,639.0

E. VOLUME STATISTICS
c

1 Inpatient Discharges 32,337 33,071 2,925                35,996 32,316 11,816              44,132 32,408 11,757              44,165 32,250 11,698              43,948

2 Outpatient Visits 1,040,563 1,056,955 64,093              1,121,048 1,075,133 251,543            1,326,676 1,093,645 256,574            1,350,219 1,112,497 261,706            1,374,203
TOTAL VOLUME 1,072,900 1,090,026 67,018 1,157,044 1,107,449 263,359 1,370,808 1,126,053 268,331 1,394,384 1,144,747 273,404 1,418,151

a
Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 

b
Provide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.

c
Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue 2,104,370$       2,183,919$      -$                2,183,919$   2,336,793$    -$                2,336,793$     2,500,369$   -$                2,500,369$   2,675,395$   -$                2,675,395$    
2 Less: Allowances 1,396,910         1,466,182        -                  1,466,182     1,601,089      -                  1,601,089       1,749,382     -                  1,749,382     1,900,716     -                  1,900,716      
3 Less: Charity Care 13,559              13,796             -                  13,796          14,072           -                  14,072            14,353          -                  14,353          14,640          -                  14,640          
4 Less: Other Deductions 23,689              32,203             -                  32,203          32,203           -                  32,203            32,203          -                  32,203          32,203          -                  32,203          

Net Patient Service Revenue 670,212$          671,738$         -$                671,738$      689,429$       -$                689,429$        704,431$      -$                704,431$      $727,836 -$                $727,836
5 Medicare 264,123            255,713           -                  255,713        274,505         -                  274,505          278,138        -                  278,138        280,289        -                  280,289         
6 Medicaid 83,037              64,842             -                  64,842          67,839           -                  67,839            67,868          -                  67,868          67,976          -                  67,976          
7 CHAMPUS & TriCare 1,147                909                  -                  909               945                -                  945                 974              -                  974               982               -                  982               
8 Other -                      -                    -                -                  -                   -                -                    -                 -                 -                    -                   -                  -                   

Total Government $348,307 $321,464 -$                $321,464 $343,289 -$                $343,289 $346,980 -$                $346,980 $349,247 -$                $349,247
9 Commercial Insurers 295,682            323,052           -                  323,052        323,108         -                  323,108          334,808        -                  334,808        356,539        -                  356,539         
10 Uninsured 15,510              15,280             -                  15,280          13,752           -                  13,752            13,064          -                  13,064          12,411          -                  12,411          
11 Self Pay -                       -                      -                  -                    -                    -                  -                      -                   -                  -                    -                   -                  -                    
12 Workers Compensation 10,713              11,942             -                  11,942          9,280             -                  9,280              9,579           -                  9,579            9,639            -                  9,639            
13 Other -                      -                    -                -                  -                   -                -                    -                 -                 -                    -                   -                  -                   

Total Non-Government 321,905$          350,274$         -$                350,274$      346,140$       -$                346,140$        357,451$      -$                357,451$      $378,589 -$                $378,589

Net Patient Service Revenuea 

(Government+Non-Government) 670,212$          671,738$         -$                671,738$      689,429$       -$                689,429$        704,431$      -$                704,431$      $727,836 -$                $727,836
14 Less: Provision for Bad Debts 20,981              23,320             -                  23,320          20,400           -                  20,400            19,000          -                  19,000          17,300          -                  $17,300

Net Patient Service Revenue less 
provision for bad debts 649,231$          648,418$         -$                648,418$      669,029$       -$                669,029$        685,431$      -$                685,431$      $710,536 -$                $710,536

15 Other Operating Revenue 31,260              29,397             -                  29,397          29,985           -                  29,985            30,585          -                  30,585          31,197          -                  31,197          
17 Net Assets Released from Restrictions 4,156                3,647               -                  3,647            3,720             -                  3,720              3,794           -                  3,794            3,870            -                  3,870            

TOTAL OPERATING REVENUE $684,647 $681,462 $0 $681,462 $702,734 $0 $702,734 $719,810 $0 $719,810 $745,603 $0 $745,603

B. OPERATING EXPENSES
1 Salaries and Wages 257,621$          256,489$         -$                256,489$      268,882$       -$                268,882$        275,833$      -$                275,833$      285,292$      -$                285,292$       
2 Fringe Benefits 68,083              71,139             -                  71,139          78,965           -                  78,965            81,344          -                  81,344          83,784          -                  83,784          
3 Physicians Fees 44,673              47,053             -                  47,053          47,994           -                  47,994            48,954          -                  48,954          50,423          -                  50,423          
4 Supplies and Drugs 106,637            105,873           -                  105,873        105,032         -                  105,032          107,445        -                  107,445        110,132        -                  110,132         
5 Depreciation and Amortization 37,714              37,700             -                  37,700          40,581           -                  40,581            42,734          -                  42,734          44,871          -                  44,871          
6 Provision for Bad Debts-Otherb -                       -                      -                  -                    -                    -                  -                      -                   -                  -                    -                   -                  -                    
7 Interest Expense 11,620              10,950             -                  10,950          10,427           -                  10,427            10,140          -                  10,140          9,861            -                  9,861            
8 Malpractice Insurance Cost 10,303              10,333             -                  10,333          10,539           -                  10,539            10,750          -                  10,750          11,019          -                  11,019          
9 Lease Expense 7,134                7,047               -                  7,047            7,188             -                  7,188              7,331           -                  7,331            7,515            -                  7,515            
10 Other Operating Expenses 138,217            135,863           -                  135,863        126,592         -                  126,592          126,980        -                  126,980        130,226        -                  130,226         

TOTAL OPERATING EXPENSES 682,002$          682,447$         -$                682,447$      696,200$       -$                696,200$        711,511$      -$                711,511$      $733,123 -$                $733,123

INCOME/(LOSS) FROM OPERATIONS 2,645$              (985)$               -$                (985)$            6,534$           -$                6,534$            8,299$          -$                8,299$          $12,480 -$                $12,480

NON-OPERATING REVENUE (20,060)             -                      -                  -                    -                    -                  -                      -                   -                  -                    $0 -                  $0

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES (17,415)$           (985)$               -$                (985)$            6,534$           -$                6,534$            8,299$          -$                8,299$          $12,480 -$                $12,480

Principal Payments $8,785 $8,172 $0 $8,172 $7,673 $0 $7,673 $6,271 $0 $6,271 $6,539 $0 $6,539

                                     Saint Francis Hospital and Medical Center (without affiliates and subsidiaries)                          NON-PROFIT                                                                                
Applicant: Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:
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(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

                                     Saint Francis Hospital and Medical Center (without affiliates and subsidiaries)                          NON-PROFIT                                                                                
Applicant: Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 0.4% -0.1% 0.0% -0.1% 0.9% 0.0% 0.9% 1.2% 0.0% 1.2% 1.7% 0.0% 1.7%
2 Hospital Non Operating Margin -3.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 Hospital Total Margin -2.6% -0.1% 0.0% -0.1% 0.9% 0.0% 0.9% 1.2% 0.0% 1.2% 1.7% 0.0% 1.7%

D. FTEs 3,684.8 3,616.7 0.0 3,616.7 3,699.0 0.0 3,699.0 3,702.0 0.0 3,702.0 3,718.0 0.0 3,718.0

E. VOLUME STATISTICSc

1 Inpatient Discharges 31,632 32,188 -                  32,188 31,557 -                  31,557 31,649 -                  31,649 31,491 -                  31,491
2 Outpatient Visits 294,633 296,106 0 296,106 299,067 0 299,067 302,058 302,058 305,078 0 305,078

TOTAL VOLUME 326,265 328,294 0 328,294 330,624 0 330,624 333,707 0 333,707 336,569 0 336,569
aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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Exhibit 17 Financial Statistics

September 15 September 14 September 15 September 14

YTD YTD MTD MTD Comments

Monthly Financial Measurement/Indicators

A.      Operating Performance:
Operating Margin 0.9% 1.3% (5.5%) 7.8% operating income/operating revenues

Non-Operating Margin NA NA NA NA

Total Margin 7.1% 7.4% 1.0% 13.8% Operating cash flow margin  (EBIDA/operating revenue)

Bad Debt as % of Gross Revenue 1.1% 1.2% 0.4% 0.8% bad debt/total patient serv. Revenue(before allowances)

B.       Liquidity:
Current Ratio 2.0                           2.1                           2.0                           2.1                           current assets/current liabilites

Days Cash on Hand NA NA NA NA See SFH for Reported DCOH measurement

Days in Net Accounts Receivables 36.6 40.9 36.6 40.9 net ar/net patient ser rev/days in yr

Average Payment Period 57.9                        57.4                        57.9                        57.4                        current liabilities/(total exp-depr)/YTD days in yr

C.      Leverage and Capital Structure:
Long-term Debt to Equity 134.9% 113.9% 134.9% 113.9% total debt/total equity(net assets)

Long-term Debt to Capitalization 57.4% 53.3% 57.4% 53.3% LTD/LTD+net assets

Unrestricted Cash to Debt 71.7% 67.2% 71.7% 67.2% cash =DCOH calc

Times Interest Earned Ratio 1.7 1.9                           (2.9)                         7.0                           EBIT/Interest expense

Debt Service Coverage Ratio 2.9x* 2.7x** 2.9x* 2.7x** quarter end (use Jun)/ same as SFHMC reported for DSC measurement

Equity Financing Ratio 20.8% 25.2% 20.8% 25.2% Net assets/total assets

D.      Additional Statistics
Income(Loss) from Operations 7,585,990               10,367,192            (3,651,235)             5,514,737               Net income(loss) from operations

Revenue Over/(Under) Expense (13,722,368)           12,724,139            (15,314,845)           4,270,976               Net gain(loss)

EBITDA 58,433,786            59,874,237            672,529                  9,757,223               based on net income(loss) from operations

Patient Cash Collected NA NA NA NA

Cash and Cash Equivalents 102,071,359          93,155,487            102,071,359          93,155,487            from cons bs

Net Working Capital 120,191,181          125,356,264          120,191,181          125,356,264          current assets-current liabilities

Unrestricted Assets 101,674,917          137,311,648          101,674,917          137,311,648          from cons bs

*Measurement data is Sept 30, 2015

**Measurement data is Sept 30,2014

Trinity Health - New England
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Exhibit 17 Financial Statistics

`

September 15 September 14 September 15 September 14
YTD YTD MTD MTD Comments

Monthly Financial Measurement/Indicators

A.      Operating Performance:
Operating Margin 0.4% 2.1% ‐10.3% 3.3% operating income/operating revenues
Non‐Operating Margin NA NA NA NA

Total Margin 7.6% 9.1% ‐2.7% 10.1% Operating cash flow margin  (EBIDA/operating revenue)
Bad Debt as % of Gross Revenue 1.0% 1.1% 0.01% 0.7% bad debt/total patient serv. Revenue(before allowances)

B.       Liquidity:
Current Ratio 1.9                           2.0                          1.9                          2.0                           current assets/current liabilites
Days Cash on Hand 89* 89** 89* 89** quarter end
Days in Net Accounts Receivables 36.7                        39.9                       36.7                       39.9                         net ar/net patient ser rev/days in yr
Average Payment Period 54.4                        56.3                       54.4                       56.3                         current liabilities/(total exp‐depr)/YTD days in yr

C.      Leverage and Capital Structure:
Long‐term Debt to Equity 188.1% 138.4% 188.1% 138.4% total debt/total equity(net assets)
Long‐term Debt to Capitalization 65.3% 58.1% 65.3% 58.1% LTD/LTD+net assets
Unrestricted Cash to Debt 64.0% 60.8% 64.0% 60.8% as calculated monthly 
Times Interest Earned Ratio 1.3                           2.2 ‐4.9 3.1                           EBIT/Interest expense
Debt Service Coverage Ratio 2.9x* 2.7x** 3.8x* 2.7x** quarter end (use jun)
Equity Financing Ratio 17.3% 23.3% 17.3% 23.3% Net assets/total assets

D.      Additional Statistics
Income(Loss) from Operations 2,884,906               14,421,395           (5,557,203)            1,893,738               Net income(loss) from operations
Revenue Over/(Under) Expense (17,175,330)             15,620,119           (16,763,738)          1,267,802               Net gain(loss)
EBITDA 51,750,212              61,840,788           (1,433,534)            5,860,101               based on net income(loss) from operations
Patient Cash Collected NA NA NA NA

Cash and Cash Equivalents 76,693,459              70,506,821           76,693,459           70,506,821           from cons bs
Net Working Capital 83,760,221              100,331,512         83,760,221           100,331,512         current assets‐current liabilities
Unrestricted Assets 52,170,274              100,019,901         52,170,274           100,019,901         from cons bs or rollforward

*Measurement data is Sept 30, 2015
**Measurement data is Sept 30,2014

Saint Francis Hospital and Medical Center (unaudited)
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September 15 YTD September 14 YTD
D.      Additional Statistics

Income(Loss) from Operations 2,884,906                          14,421,395                  Operating expenses increased $15M due to costs of medical supplies and drugs 
and professional fees for EPIC support, merger due diligence and nurse registry fees.

Due to decrease in investment activity of ($6.2M),
Revenue Over/(Under) Expense (17,175,330)                       15,620,119                  $3.6M in 2014 vs. ($2.5M) in 2015. Variance in swap activity of ($16.8M).

EBITDA 51,750,212                        61,840,788                  Operating expenses increased $15M due to costs of medical supplies and drugs 
and professional fees for EPIC support, merger due diligence and nurse registry fees.

Patient Cash Collected NA NA

Cash and Cash Equivalents 76,693,459                        70,506,821                  Decrease in a/r patient ($5.7), Increase in a/p $3.7M. Intercompany paydown of receivable $10M.

Net Working Capital 83,760,221                        100,331,512                Decrease in a/r patient ($5.7), Increase in a/p $3.7M.
Unrestricted Assets 52,170,274                        100,019,901                Due to decrease in investment activity of ($6.2M),

$3.6M in 2014 vs. ($2.5M) in 2015. Variance in swap activity of ($17.5M).

Pension funding and post retirement liability of 
($18M), transfer to affiliate ($14M).

Saint Francis Hospital and Medical Center 
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Request for Information:
Disclosure of Facility Fees

Submitted by Saint Mary’s Hospital
December 19, 2013 

450



1. Please provide the name, address, specialty type and contact information for each of 
your off-campus hospital-based providers that currently charges a facility fee.

Ambulatory Surgery

Name:  Saint Mary’s Naugatuck Valley Surgical Center
Address:  160 Robbins Street, Waterbury, CT  06708
Specialty:  Ambulatory Surgery 
Contact Information:  The phone number is (203) 755-6663.

Cardiac Testing

Name:  Saint Mary’s Cardiovascular Diagnostic Center
Address:  1320 West Main Street, Waterbury, CT  06708
Specialty:  Imaging Services (Nuclear Medicine and Carotid Ultrasound) and Cardiac 
Testing (Echocardiography, Holter Monitoring, and Stress Testing)
Contact Information:  The phone number is (203) 709-4506.

Imaging Services

Name:  Saint Mary’s Medical Imaging Center
Address:  475 Chase Parkway, Waterbury, CT 06708
Specialty:  Imaging Services (Outpatient MRI)
Contact Information:  The telephone number is (203) 709-5550. 

Urgent Care (Two Locations)

First Location
Name:  Saint Mary’s Naugatuck Urgent Care Center
Address:  799 New Haven Road, Crosspointe Plaza, Naugatuck, CT  06770
Specialty:  Urgent Care, Laboratory, and Imaging Services (X-Ray)
Contact Information:  The telephone number is (203) 723-5636.

Second Location
Name:  Saint Mary’s Wolcott Urgent Care Center
Address:  503 Wolcott Road, Wolcott, CT 06716
Specialty: Urgent Care, Laboratory, and Imaging Services (X-Ray)
Contact Information:  The telephone number is (203) 879-7900. 

1

451



2. The name and address of each of your off-campus hospital-based provider(s) that 
currently does not charge a facility fee.  For such provider identified, identify the  
specialty type and state the reason why the provider does not charge a facility fee.

Franklin Medical Group, PC, which is an affiliate of Saint Mary’s Health System,  
employs Primary Care and Specialty Care healthcare providers.  These healthcare  
providers do not charge facility fees for services.  Services are billed through CPT codes 
at the physician rate.  There are fourteen locations in the community.  The locations are 
listed below:

Location One
Name:  Franklin Medical Group
Address:  133 Scovill Street, Waterbury, CT  06706
Specialties:  General Dentistry, Dermatology, General Surgery, Infectious Diseases,  
Internal Medicine, Oral Surgery, Orthopedics, Psychiatry, and Pulmonary

Location Two
Name:  Franklin Medical Group
Address:  95 Scovill Street, Waterbury, CT  06706
Specialties:  Internal Medicine and Pediatrics 

Location Three
Name:  Franklin Medical Group Behavioral Healthcare Outpatient Services
Address:  100 Jefferson Square, Waterbury, CT  06706
Specialties:  Outpatient Behavioral Health Services

Location Four
Name:  Franklin Medical Group
Address:  1981 East Main Street, Waterbury, CT  06705
Specialties:  Internal Medicine

Location Five
Name:  Franklin Medical Group
Address:  202 Water Street, Naugatuck, CT  06770
Specialties:  Internal Medicine

Location Six
Name:  Franklin Medical Group Primary Care Partners
Address:  166 Waterbury Road, Prospect, CT  06712
Specialty:  Primary Care (Internal Medicine, OB/GYN, and Pediatrics), General Surgery, 
and Breast Surgery
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Location Seven
Name:  Franklin Medical Group Wolcott Internal Medicine
Address:  503 Wolcott Road, First Floor, Wolcott, CT  06716
Specialty:  Internal Medicine

Location Eight
Name:  Franklin Medical Group Breast and Oncology Center
Address:  33 Bullet Hill Road, Suite 214, Southbury, CT  06488
Specialty:  General Surgery and Breast Surgery 

Location Nine
Name:  Franklin Medical Group
Address:  1320 West Main Street, Waterbury, CT  06708
Specialty:  Cardiology, Pulmonary (Sleep Medicine)

Location Ten
Name:  Franklin Medical Group
Address:  140 Grandview Avenue, Suite 4, Waterbury, CT  06708
Specialty:  Gastroenterology

Location Eleven
Name:  Franklin Medical Group
Address:  590 Middlebury Road, Suite A, Middlebury, CT  06762
Specialty:  General Surgery

Location Twelve
Name:  Franklin Medical Group
Address:  1389 West Main Street, Waterbury, CT  06708
Specialty:  General Surgery

Location Thirteen
Name:  Franklin Medical Group
Address:  70 Heminway Park Road, Watertown, CT  06795
Specialty:  Internal Medicine

Location Fourteen
Name:  Franklin Medical Group
Address:  56 Franklin Street, Second Floor, Waterbury, CT  06706
Specialty:  Cardiology
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Saint Mary’s Naugatuck Valley Surgical Center

3. For Saint Mary’s Naugatuck Valley Surgical Center, state whether you require  
that the provider disclose to patients, in writing:

a. That the provider is owned, affiliated or part of a joint venture with your  
hospital:

Patients receive a packet of information in the mail when surgery is  
scheduled at least two days in advance of the surgery.  The packet includes 
a Patient Letter, a Patient Handbook as well as forms and questionnaires  
to complete.  The Patient Letter is included as Attachment One, and the  
Patient Handbook is included as Attachment Two.  The Patient Letter 
states that the Naugatuck Valley Surgical Center is an off-site department 
and is 100% owned by Saint Mary’s Hospital.  The Patient Handbook 
states that as an off-site department of the hospital, the surgery center  
services are charged at the same rate as the hospital.

b. That the provider charges separate professional and facility fees:

Patients are informed through the Patient Handbook that separate  
professional fees and facility fees will be charged.

c. The amount that the provider will potentially charge the patient for services to 
be rendered by the provider, including the amount of any facility fee, and the 
amount of the professional fee:

An insurance associate informs patients of their co-payment  
responsibilities in advance of the surgery.  The co-payment is collected 
prior to surgery.  

Patients who receive services that are not covered by insurance are given a 
Patient Charge Estimate sheet, which is included as Attachment Three.
  

d. An explanation that the patient will incur a financial liability for a facility fee 
that he or she may not incur if the provider were not hospital-based:

Patients are not informed in writing that they are incurring a facility fee 
that they may not incur if the provider were not hospital-based.

e. An estimate of the amount that the provider will charge the patient for services 
to be rendered by the provider based on typical or average charges for visits 
to the facility, including an estimate of the facility fee and the professional fee 
likely to be charged:

4

454



Estimates are provided to patients when requested by a patient or family 
member.  

f. A statement that the patient’s actual liability will depend upon the actual  
services furnished by the providers:

All patients sign an Authorization for Treatment, which is Attachment 
Four.  This Authorization for Treatment informs patients that they will 
receive a hospital facility bill as well as bills for professional fees provided 
by independent contractors such as radiologists and pathologists. 

g. That for additional information regarding the provider’s charges and fees, 
including any payments the patient will be required to make, and the location 
of other providers that may be available to supply comparable services to the 
patient at a lower cost, any patient enrolled in an insurance or health care 
plan should contact that plan for more detailed information.

The Patient Handbook (Attachment Two) directs patients to contact their 
insurance carrier with questions. 

4. For each off-campus hospital-based provider identified in your answer to Request 
No. 1 above, please produce exemplars of any written notice sent or provided to your 
patients and specify:

a. Whether the written notice is provided when the appointment is scheduled.   
If not, when is the notice provided?  If yes, by what means is the notice  
communicated (i.e., mail, electronic mail, other)?

The Patient Letter (Attachment One) and the Patient Handbook  
(Attachment Two) are mailed to patients when their surgery is scheduled 
at least two days in advance.  

Patients who are booked just prior to their surgical date receive the Patient 
Handbook on the day of surgery.  These include patients who are booked 
on the day of their surgery or the day before their surgery.

All patients sign the Authorization for Treatment (Attachment Four) on  
the day of surgery. 

b. Whether the notice is hand-delivered to patients when they arrive at the  
provider’s office to receive non-emergency care?

Patients sign the Authorization for Treatment (Attachment Four), which is 
hand-delivered, when they arrive for surgery.  

Saint Mary’s Naugatuck Valley Surgical Center continued
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5. For each off-campus hospital-based provider identified in your answer to Request  
No. 1 above, state whether you require your off-campus hospital-based provider to 
identify itself as part of your hospital in the provider’s:

a. Signage

Signage throughout the surgery center includes the Saint Mary’s logo and 
disclosure of 100% ownership by the hospital.  A picture of the signage and 
ownership disclosure is included as Attachment Five.  

b. Marketing materials

The marketing materials, such as the Patient Handbook (Attachment Two), 
include the Saint Mary’s logo.

c. Websites;

The website includes the Saint Mary’s logo and also states that the  
ambulatory surgery center is a department of Saint Mary’s Hospital.   
The home page of the Naugatuck Valley Surgical Center website is included 
as Attachment Eight.

d. Stationary; and

Stationary, such as the Patient Letter (Attachment One), Discharge Instruction 
Sheets (Attachment Six), and Prescription Pads (Attachment Seven), include 
the Saint Mary’s Hospital logo.

e. Other means of disclosure

Business cards of Naugatuck Valley Surgical Center employees include the 
Saint Mary’s logo.

Saint Mary’s Naugatuck Valley Surgical Center continued
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Saint Mary’s Cardiovascular Diagnostic Center

3.  For Saint Mary’s Cardiovascular Diagnostic Center, state whether you  
require that the provider disclose to patients, in writing:

a. That the provider is owned, affiliated or part of a joint venture with 
your hospital:

Patients sign a Cardiovascular Diagnostic Center Billing Form, which is 
included as Attachment Nine.  Patients sign this form prior to receiving 
services. 

b. That the provider charges separate professional and facility fees:

The Cardiovascular Diagnostic Center Billing Form states that the  
provider charges separate professional and facility fees.

c. The amount that the provider will potentially charge the patient for 
services to be rendered by the provider, including the amount of any 
facility fee, and the amount of the professional fee:

Patients are given estimates only upon request by the patient or family 
member.  

d. An explanation that the patient will incur a financial liability for a  
facility fee that he or she may not incur if the provider were not  
hospital-based:

Patients are not informed in writing that they are incurring a facility fee 
that they may not incur if the provider were not hospital-based.

e. An estimate of the amount that the provider will charge the patient for 
services to be rendered by the provider based on typical or average 
charges for visits to the facility, including an estimate of the facility fee 
and the professional fee likely to be charged:

Estimates are provided to patients when requested by a patient or family 
member.  

f. A statement that the patient’s actual liability will depend upon the 
actual services furnished by the providers:

All patients sign an Authorization for Treatment (Attachment Four).  This 
Authorization for Treatment informs patients that they will receive a 
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hospital facility bill as well as bills for professional fees provided by  
independent contractors such as radiologists and pathologists. 

g. That for additional information regarding the provider’s charges and 
fees, including any payments the patient will be required to make, and 
the location of other providers that may be available to supply  
comparable services to the patient at a lower cost, any patient enrolled 
in an insurance or health care plan should contact that plan for more 
detailed information.

If questions about insurance coverage come up during the registration 
process, the registrar tells patients to contact their insurance carrier for 
additional information.  The Cardiovascular Diagnostic Center does not 
provide this information in writing. 

4. For each off-campus hospital-based provider identified in your answer to 
Request No. 1 above, please produce exemplars of any written notice sent or 
provided to your patients and specify:

a. Whether the written notice is provided when the appointment is  
scheduled.  If not, when is the notice provided?  If yes, by what means 
is the notice communicated (i.e., mail, electronic mail, other)?

Written notice is not provided when the appointment is scheduled.  

b. Whether the notice is hand-delivered to patients when they arrive at 
the provider’s office to receive non-emergency care?

Patients sign the Cardiovascular Diagnostic Center Billing Form  
(Attachment Nine) and the Authorization for Treatment (Attachment Four) 
on the day of service.  Both documents are hand-delivered.  

5. For each off-campus hospital-based provider identified in your answer to  
Request No. 1 above, state whether you require your off-campus hospital-
based provider to identify itself as part of your hospital in the provider’s:

a. Signage

Signage throughout the Cardiovascular Diagnostic Center includes the Saint 
Mary’s logo.  A picture of the Cardiovascular Diagnostic Center signage is 
included in the brochure, which is Attachment Ten.  

b. Marketing materials

Saint Mary’s Cardiovascular Diagnostic Center continued
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Marketing materials, such as the Cardiovascular Diagnostic Center Brochure 
(Attachment Ten), include the Saint Mary’s logo.

c. Websites;

The Cardiovascular Diagnostic Center does not have a website at this time.

d. Stationary; and

Stationary, such as the Cardiovascular Diagnostic Center Billing Form  
(Attachment Nine) and the Appointment Cards (Attachment Eleven), include 
the Saint Mary’s Hospital logo.

e. Other means of disclosure

Not applicable.

Saint Mary’s Cardiovascular Diagnostic Center continued
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Saint Mary’s Medical Imaging Center

3.  For Saint Mary’s Medical Imaging Center, state whether you require 
that the provider disclose to patients, in writing:

a. That the provider is owned, affiliated or part of a joint venture  
with your hospital:

Patients sign the Authorization for Treatment (Attachment Four).  The 
Saint Mary’s Medical Imaging Center does not provide additional written 
materials about ownership by the hospital. 

b. That the provider charges separate professional and facility fees:

The Authorization for Treatment (Attachment Four) states that the  
provider charges separate professional and facility fees.

c. The amount that the provider will potentially charge the patient  
for services to be rendered by the provider, including the amount of 
any facility fee, and the amount of the professional fee:

Patients are given estimates only upon request by the patient or family 
member.  

d. An explanation that the patient will incur a financial liability for 
a facility fee that he or she may not incur if the provider were not 
hospital-based:

Patients are not informed in writing that they are incurring a facility fee 
that they may not incur if the provider were not hospital-based.

e. An estimate of the amount that the provider will charge the patient 
for services to be rendered by the provider based on typical or  
average charges for visits to the facility, including an estimate of 
the facility fee and the professional fee likely to be charged:

Estimates are provided to patients when requested by a patient or family 
member.  

f. A statement that the patient’s actual liability will depend upon the 
actual services furnished by the providers:

All patients sign an Authorization for Treatment (Attachment Four).  This 
Authorization for Treatment informs patients that they will receive a  
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hospital facility bill as well as bills for professional fees provided by  
independent contractors such as radiologists and pathologists. 

g. That for additional information regarding the provider’s charges 
and fees, including any payments the patient will be required to 
make, and the location of other providers that may be available 
to supply comparable services to the patient at a lower cost, any 
patient enrolled in an insurance or health care plan should contact 
that plan for more detailed information.

If questions about insurance coverage come up during the registration  
process, the registrar tells patients to contact their insurance carrier for  
additional information.  The Saint Mary’s Medical Imaging Center does 
not provide this information in writing. 

4. For each off-campus hospital-based provider identified in your answer to 
Request No. 1 above, please produce exemplars of any written notice sent 
or provided to your patients and specify:

a. Whether the written notice is provided when the appointment is 
scheduled.  If not, when is the notice provided?  If yes, by what 
means is the notice communicated (i.e., mail, electronic mail, 
other)?

Written notice is not provided when the appointment is scheduled.  

b. Whether the notice is hand-delivered to patients when they arrive 
at the provider’s office to receive non-emergency care?

The Authorization for Treatment (Attachment Four) is hand-delivered.  
Patients sign the Authorization for Treatment on the day of service.  

5. For each off-campus hospital-based provider identified in your answer to 
Request No. 1 above, state whether you require your off-campus hospital-
based provider to identify itself as part of your hospital in the provider’s:

a. Signage

Signage throughout the Medical Imaging Center includes the Saint Mary’s 
logo.  

b. Marketing materials

Marketing materials include the Saint Mary’s logo.

c. Websites;

Saint Mary’s Medical Imaging Center continued
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The hospital website lists the Saint Mary’s Medical Imaging Center as a hos-
pital service.  Attachment Twelve includes the Saint Mary’s Hospital webpage 
on Patient Services.

d. Stationary; and

Not applicable.

e. Other means of disclosure

Not applicable.

Saint Mary’s Medical Imaging Center continued
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Saint Mary’s Urgent Care Centers

3. For Saint Mary’s Urgent Care Centers, state whether you require that 
the provider disclose to patients, in writing:

a. That the provider is owned, affiliated or part of a joint venture 
with your hospital:

Patients sign two forms when they arrive for service at the Urgent Care 
Centers.  The first form is the Acknowledgement of Disclosure, which is 
included as Attachment Thirteen.  This Acknowledgement of Disclosure 
states specifically that the center is no longer a “Walk-In” Center (effective 
November 18, 2012).  Patients also sign the Authorization for Treatment 
(Attachment Four).  

b. That the provider charges separate professional and facility 
fees:

Both forms state that the provider charges separate professional and  
facility fees.

c. The amount that the provider will potentially charge the  
patient for services to be rendered by the provider, including 
the amount of any facility fee, and the amount of the  
professional fee:

Patients are given estimates only upon request by the patient or family 
member.  

d. An explanation that the patient will incur a financial liability 
for a facility fee that he or she may not incur if the provider 
were not hospital-based:

Patients are not informed in writing that they are incurring a facility fee 
that they may not incur if the provider were not hospital-based.

e. An estimate of the amount that the provider will charge the 
patient for services to be rendered by the provider based on 
typical or average charges for visits to the facility, including  
an estimate of the facility fee and the professional fee likely to 
be charged:

Estimates are provided to patients when requested by a patient or family 
member.  
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f. A statement that the patient’s actual liability will depend upon 
the actual services furnished by the providers:

All patients sign an Authorization for Treatment, which is Attachment 
Four.  This Authorization for Treatment informs patients that they will 
receive a hospital facility bill as well as bills for professional fees provided 
by independent contractors such as radiologists and pathologists. 

g. That for additional information regarding the provider’s 
charges and fees, including any payments the patient will be 
required to make, and the location of other providers that may 
be available to supply comparable services to the patient at a 
lower cost, any patient enrolled in an insurance or health care 
plan should contact that plan for more detailed information.

If questions about insurance coverage come up during the registration  
process, the registrar tells patients to contact their insurance carrier for  
additional information.  The Urgent Care Centers do not provide this  
information in writing. 

4. For each off-campus hospital-based provider identified in your  
answer to Request No. 1 above, please produce exemplars of any  
written notice sent or provided to your patients and specify:

a. Whether the written notice is provided when the appointment is 
scheduled.  If not, when is the notice provided?  If yes, by what 
means is the notice communicated (i.e., mail, electronic mail, 
other)?

Appointments for Urgent Care services are not scheduled in advance.  

b. Whether the notice is hand-delivered to patients when they  
arrive at the provider’s office to receive non-emergency care?

The forms are hand-delivered.  Patients sign the Authorization for  
Treatment (Attachment Four) and the Acknowledgement of Disclosure 
(Attachment Thirteen) on the day of service.  

5. For each off-campus hospital-based provider identified in your answer 
to Request No. 1 above, state whether you require your off-campus 
hospital-based provider to identify itself as part of your hospital in the 
provider’s:

a. Signage

Saint Mary’s Urgent Care Centers continued
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Signage throughout the Urgent Care Centers includes the Saint Mary’s logo.  
Attachment Fourteen includes pictures of the signage at the entrance of the 
Urgent Care Centers.  

b. Marketing materials

Marketing materials, such as the yellow banner in the lobbies of the Urgent 
Care Centers, includes the Saint Mary’s logo.  A picture of these banners is 
included as Attachment Fifteen.

c. Websites;

The hospital website (Attachment Twelve) lists the Saint Mary’s Urgent Care 
Centers as a hospital service.

d. Stationary; and

Stationary, such as the letter included as Attachment Sixteen, includes the 
Saint Mary’s logo.

e. Other means of disclosure

A sign, which is included as Attachment Seventeen, is in the registration area 
of the Urgent Care Centers.  This sign is another example of how patients are 
informed that they will receive separate bills for physician services and  
facility fees.

Saint Mary’s Urgent Care Centers continued
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Attachments
Attachment One:  Patient Letter

Attachment Two:  Patient Handbook

Attachment Three:  Patient Charge Estimate 

Attachment Four:  Authorization for Treatment

Attachment Five:  Naugatuck Valley Surgical Center Signage and Ownership Disclosure

Attachment Six:  Discharge Instructions

Attachment Seven:  Prescription Blanks

 Attachment Eight:  Naugatuck Valley Surgical Center Website  

Attachment Nine: Cardiovascular Diagnostic Center Billing Form

Attachment Ten:  Saint Mary’s Cardiovascular Diagnostic Center Brochure

Attachment Eleven:  Saint Mary’s Cardiovascular Diagnostic Center Appointment Card

Attachment Twelve:  Saint Mary’s Hospital Website on Patient Services

Attachment Thirteen: Acknowledgement of Disclosure

Attachment Fourteen:  Urgent Care Center Signage

Attachment Fifteen:  Urgent Care Center Banner

Attachment Sixteen:  Urgent Care Center Letter

Attachment Seventeen:  Urgent Care Center Sign in Registration Area
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Attachment One: Patient Letter
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Attachment Two: Patient Handbook
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Attachment Two: Patient Handbook
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Attachment Two: Patient Handbook
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Attachment Two: Patient Handbook
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Attachment Three: Patient Charge Estimate 
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Attachment Four: Authorization for Treatment
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Attachment Five: Naugatuck Valley Surgical Center Signage and Ownership Disclosure

474



Attachment Six: Naugatuck Valley Surgical Center Discharge Instructions
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Attachment Seven: Naugatuck Valley Surgical Center Prescription Blanks
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Attachment Eight: Naugatuck Valley Surgical Center Website
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Attachment Nine: Cardiovascular Diagnostic Center Billing Form
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Attachment Ten: Saint Mary’s Cardiovascular Diagnostic Center Brochure

stmh.org

Saint Mary’s
Cardiovascular

DiagnosticCenter
When it comes to cardiac testing, 

we don’t miss a beat

Our center is located directly 
off I-84 in Waterbury with ample free parking 

and easy, first-floor access. 
Come visit us at:

1320 West Main Street
Waterbury

For appointments, call (203) 709-4506.

8
63

69

84

Saint Mary’s Health System offers 
a range of convenient, quality services 

for patients close to home through its network 
of health and wellness centers.

6679

CardioDiag Bro_4panel_Layout 1  1/11/12  10:12 AM  Page 1
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Attachment Ten: Saint Mary’s Cardiovascular Diagnostic Center Brochure

Our services include:

4Stress testing with 
nuclear imaging

4Echocardiography

4Vascular ultrasound

4Phlebotomy

4Coumadin clinic

4Arrhythmia monitoring

4Routine maintenance and
monitoring of defibrillators 
and pacemakers

In most cases, test results 

are shared with referring 

physicians the same day.

For appointments, please 

call (203) 709-4506.

The Saint Mary’s Hospital Cardiovascular Diagnostic Center

features state-of-the-art technology and a caring, experi-

enced staff. As an added advantage for patients, the center

is located adjacent to

Franklin Medical Group

Cardiology, the practice

of Dr. Paul Kelly, Dr.

Peter Chien, and Mary

Kokoska, APRN. 

The Cardiovascular

Diagnostic Center

offers a full range of

cardiac testing services. Our highly-skilled and experienced

cardiac specialists are dedicated to providing exceptional

care for patients who require diagnostic testing.

Integrated Cardiac Care
at Saint Mary’s Cardiovascular 
Diagnostic Center

CardioDiag Bro_4panel_Layout 1  1/11/12  10:12 AM  Page 2
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Attachment Eleven: Saint Mary’s Cardiovascular Diagnostic Center Appointment Card

1320 West Main Street,Waterbury, Connecticut 06708
PHONE: 203-709-4506

FAX: 203-709-4566
www.stmh.org

A service of Saint Mary's Health System

Cardiovascular Diagnostic Center

Front

Back
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Attachment Twelve: Saint Mary’s Hospital Website on Patient Services
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Attachment Thirteen: Acknowledgement of Disclosure

Acknowledgment of Disclosure

Saint Mary’s Hospital would like to thank you for patronizing our Urgent Care Facility.  We are committed 
to providing you and your family the best medical care possible.  We ask that you read over the following 
information, initial the boxes and sign your name at the bottom of the page.  If you should have any questions, 
please ask our front desk staff for assistance.  

__________  I understand that the Saint Mary’s Urgent Care Center is no longer a designated Walk-in Center 
effective November 18, 2012, and as a result of that change the level of services available has increased.  

Urgent Care is the delivery of ambulatory medical care outside of a hospital emergency department on a walk-in 
basis without a scheduled appointment.  As an Urgent Care Center, we can treat many problems that can be seen 
in a primary care physician’s office, but we offer some services that are generally not available in a primary care 
physician’s office, such as, X-Ray’s, treatment of minor fractures, foreign body removal and repair of minor and 
moderate-severity lacerations.  

________   I understand that the physicians are not employed by Saint Mary’s Hospital and that fees charged by 
these physicians for services provided will be billed separately and apart from the fees charged by the hospital.  

________  I understand that the physician’s services will be billed by Long River Physicians. 

_______     Insured Patients:  I understand that the services being provided will be submitted to my insurance 
carrier as an Urgent Care charge  I also understand that some insurance carriers may process this claim as an 
Emergency Visit and assess an Emergency Room Co-pay/Deductible.  

Patient/Guarantor Signature:________________________________________________Date:____________

UCC Employee Signature: _____________________________________Extension ________

Long River Physician       Saint Mary’s Hospital 
100 Witmer Road       56 Franklin Street
Suite 220       Waterbury, CT  06706
Horsham, PA  19044      203-709-6428
215-442-5046
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Attachment Fourteen: Urgent Care Center Signage
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Attachment Fourteen: Urgent Care Center Signage
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Attachment Fifteen: Urgent Care Center Banner
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Attachment Sixteen: Urgent Care Center Letter
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Attachment Seventeen: Urgent Care Center Sign in Registration Area
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  Saint Francis Care’s Community Health Outreach Programs 
 
 

Caring for the community beyond the hospital walls has long been a priority 
for Saint Francis Care.  By bringing its services into the community through 
programs which focus on community health, Saint Francis is able to embrace a 
myriad of creative solutions for improving our community’s health.   
 
Saint Francis’ commitment to community health is best demonstrated by the 
establishment of the Curtis D. Robinson Center for Health Equity (begun as an 
Institute in 2009) : a dedicated platform dedicated to eliminating disparities in 
healthcare and serving as a leader in health equity. Housed within the Urban 
League of Greater Hartford, this unprecedented Saint Francis Board-endorsed 
initiative serves as a hub for community engagement, data collection and use 
in understanding needs of our community, and bridging the resources of Saint 
Francis with all communities we serve. Here you will find a multi-cultural, 
multi-lingual team of physicians, nurses and outreach staff harnessing the 
health system resources into the identified needs of families in our service 
areas of Connecticut. They include culturally-appropriate health assessments, 
health education; community-based clinical services such as health screenings 
and immunizations. A key principle of the Center’s activities is to be culturally 
and community informed. A survey, for example, indicating the health 
priorities of 700 African American and Latino members of the community 
helps give focus to health outreach activities. 
 
Saint Francis Care also Saint Francis Care partnered with like-minded 
organizations such as the Hartford Hispanic Council, Tuskegee University, local 
area places of worship and other community organizations to focus on 
specific health needs of minority populations in its service area and culturally 
inclusive training for employees. These health equity initiatives demand a 
strategic approach to health equity informed by the communities we serve, 
our partners, and our Saint Francis’ team committed to measuring impact on 
improved care. Hence, research, community engagement, education, and 
bridging health resources to those seeking care are core activities identified 
with the Curtis D. Robinson Center for Health Equity.  

 
Examples of our recent successes: 

 
• The 4th Annual Town Hall Meeting – 11/18/14 “Is Our Food Making Us 

Sick?” sponsored by the Curtis D. Robinson Center For Health Equity 
provided information to the community in the areas of food policy, 
nutrition, obesity, reduction and health and community organizing around 
health issues.  The Center nurtures ongoing leadership to bring simple 
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solutions to complex issues that honor the many contributions needed to 
assure equitable health for our region. 

• Saint Francis Hospital and Medical Center Breast Feeding Heritage and 
Pride - Saint Francis Hospital and Medical Center in partnership with the 
Hispanic Health Council has just received a three year grant to expand a 
program that trains low income African American and Hispanic mothers 
who are patients of the Saint Francis Center for Women’s Health.  Through 
this program women are encouraged to breast feed their newborns using 
trained peer counselors.  The goals of this program are to reduce the risk 
of Sudden Infant Death syndrome, asthma, allergies, respiratory infections 
and other problems among newborns in this population of women.  Breast 
feeding also provides vital nutrients for growth and development, 
encourages development of mouth and jaw and reinforces the 
mother/baby emotional bonding. 

• Maternal Infant Outreach Program (MIOP) – The goals of the City of 
Hartford MIOP program are to monitor health conditions of high-risk 
pregnant women in Hartford, to assess preventable risk factors associated 
with low birth weight, and to help identify effective and ineffective 
elements of existing efforts.  Saint Francis Hospital and Medical Center has 
participated in this program for many years.  Services provided by Saint 
Francis include pregnancy tests, prenatal care, patient education and 
nutritional counseling, routine gynecologic care, breast exams, cervical 
cancer prevention, post-menopausal counseling and hormone therapy 
along with STD and HIV testing and counseling.  MIOP is a system of care 
that is proven and has demonstrated its effectiveness through reduced 
infant mortality rates, lower number of babies born with low birth 
weights, increased number of women accessing prenatal care, higher 
number of women having full term babies, and more linkages and services 
to families. 

 
In addition to these targeted programs seeking to address service 
inequities for minority populations in its service area Saint Francis Care 
offers a wide range of community education programs to its entire service 
area population.  Those programs are listed below: 
Caregiver Support Services 
• CREC Magnet School Partnership 
•Golfers in Motion Program 
• Health Equity Fellowship 
• Housing Support 
• Joan C. Dauber Food Bank 
• Keep-the-Power-On Utility Clinic programs that address underlying social 
problems, such as poverty, homelessness, and environmental issues. 
These activities support community assets by offering the expertise and 
resources of the healthcare organization. 
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• Literacy Support Programs 
• Medical Legal Partnership Program  
• Nurturing Families Network Case Management Services 
• Pastoral Counseling Program 
• Procurement of Pharmaceuticals for Indigent Clients 
• Services for Children and Families Impacted by Child Abuse 
• Support for Malta Van Services Healthcare Support Services 
• Support of Neighborhood Associations 
• The Auxiliary Repetitions Thrift Store 
 
Community Health Education 
• Bereavement and Spirituality Classes 
• Break Free from Smoking Program 
• Breastfeeding Support 
• Cancer Support Groups 
• Cardiac Rehab and Wellness 
• Care Management Support Services 
• Center for Diabetes & Metabolic Care Program Education and Outreach 
• Child Abuse Prevention Education and Outreach 
• Childbirth Education Classes 
• Colorectal Screening Program 
• Community Lectures on Health Promotion, Early Detection, and Disease 
Management Topics 
• CPR and Safety Programs 
• Diabetes Support Services 
• Domestic Violence Prevention Training 
• Golfers in Motion 
• Healthy Start and Parenting Programs 
• Integrative Health Services Classes 
• Lead Poisoning Prevention Education and Outreach 
• Mental Health Alliance and Support 
• Multidisciplinary Case Management Team for Child Abuse 
• Nutrition and Weight Management Programs 
• Powerful Tools for Caregivers Program 
• Preventive Health Screenings: 
- Bone Density Screenings 
- Cardiovascular Risk Assessment 
- Child Seat Safety 
-  Diabetes Screening 
-  Mammograms 
-  Prostate Cancer 
- Skin Cancer Screenings 
• Support Groups including 

492



- Amputee Information Series 
- Stroke Support Group 
- Aphasia Support Group 
- Spinal Cord Injury Support Group 
- Living with Multiple Sclerosis 
- Living with Congestive Heart Failure 
- High-risk Pregnancy 
- Pregnancy and Infant Loss 
• Violence and Injury Prevention Program 
• Women’s Heart Program Outreach Community-Based Clinical Services 
 
Other Health Improvement Services 
• Access to Recovery for Substance Abuse Clients 
• Adaptive Rowing Program 
• Breast and Cervical Cancer Education and Outreach 
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Policy 

Title: 
 

Financial Assistance Policy  

  Saint Francis Hospital and Medical Center 
  Mount Sinai Rehabilitation Hospital 
  Saint Francis Medical Group, Inc. 
  Saint Francis Care Medical Group, P.C. 
  Asylum Hill Family Medicine Center, Inc. 
  Saint Francis Behavioral Health Group, P.C. 

 

Proponent Department Number Level 

Patient Accounting  

 

ADM 060  System 
 Division 
 Department 

Category 
 

Published Date 
 

Review Cycle 

  Administrative 
  Clinical 
  HR 
  EOC 

11/2/2015  1 year 
 3 years  

PURPOSE: 
It is the policy of Saint Francis Hospital and Medical Center and Mount Sinai Rehabilitation Hospital (the 
“Hospital”) to ensure a socially just practice for billing patients receiving care at any of its facilities.  
Financial Relief is a financial assistance program offered by the Hospital for the benefit of our uninsured 
or underinsured patients who are unable to pay for their care. This policy reflects our commitment to 
individual human dignity with special concern for poor and vulnerable persons. 

SCOPE: 
This policy relates to all medically necessary inpatient, outpatient, clinic, and emergency department 
visits. Excluded from this policy are cosmetic procedures, bariatric services and secured liens on liability 
cases.   

 
Application for Financial Relief 
 

1. Application may be obtained from the appropriate hospital personnel: Financial Counselors, 
Collection Representatives, and Telephone Representatives. 

 
2. The completed and signed application must be returned to the Business Office with the following 

requested documentation, in the return envelope provided: 
a. Family size - as reflected  on prior year tax return; and 
b. Income verification – to include one of the following: 

i. Four most current pay stubs;  
ii. A letter from employer or government agency which verifies income and  previous 

year’s tax return; or 
iii. Active Medicaid eligibility screen print that indicates current full Medicaid 

coverage  
  
If any of the above required documents are not received, the application will be pending for thirty 
(30) days.  A written notification will be sent to the applicant detailing the missing 
documentation.  If the missing documentation is not provided within twenty (20) days, the 
application will be denied. An approved application will cover all previous covered services and 
as well as future qualifying services for the next six (6) months.   
 

3. An application for State Medical Assistance (Medicaid) must be completed for those patients            
with a verified income below 100% of the poverty guidelines. If the patient is ineligible for    

            Medicaid they will be offered hospital financial relief based on the Medicare allowed amounts.  
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• If a patient is approved for Medicaid with no spenddown, the proof of eligibility determination 
from the Department of Social Services can be used as verification of their income and be 
eligible for 100% financial assistance .    

• If the balance on an account is the result of a spenddown, the income guidelines will apply to 
determine eligibility.  The Medicare allowed calculation will apply so the balance may not be 
eligible for financial assistance.     
 
Effective 1/1/2014:   Un-insured applicants must complete an application through Access Health 
during open enrollment for eligibility determination for a qualified health plan, or HUSKY Health.. 
 

4. Eligibility is determined on family size and current income.  
 

a.  Income eligibility is based on the federal poverty guidelines.  Patients with income levels 
under 200% of the federal poverty guidelines who are ineligible for State Medical 
Assistance will receive 100% financial relief.  

 
b. Patients with income levels ranging between 200% to 250% of the federal poverty 

guidelines and who are ineligible for State Medical Assistance will be eligible for financial 
assistance based upon Medicare allowed amount.  This may or may not provide a discount 
on the patient balance that is owed.  

 
Self Pay Patients with income over 250% of the federal poverty guidelines will not be eligible 
for financial assistance but may still receive a self pay discount if applicable. 
 
 

Examples:   
 

• If an insurance payment (cash from insurance) is the same or greater than the                    
Medicare allowed amount for the same service, there will be no patient responsibility.  The 
patient balance will be adjusted 100% with the financial assistance code 97000039. 

        
• If the insurance payment is less than the Medicare allowed amount, the patient is 

responsible to pay up to the Medicare allowed amount. Any amount over the Medicare 
allowed amount will be adjusted with the financial assistance code 97000039 or 5017. 

   
• Patients with health insurance who have medically necessary inpatient and outpatient 

services will be eligible to apply for financial assistance in the following instances: 
 

• Reached their maximum benefits 
 

• Entire procedure is non covered due to limitations of their policy or diagnosis  
 

Patients within the 200-250% of the federal poverty guidelines will be required to pay the 
Medicare allowed amount. 
 
Patients over 250% of the federal poverty guidelines will be granted the self pay discount.        

 
5. The Self Pay Manager and appropriate personnel must determine eligibility within thirty (30) days 

of receipt of a completed application.   
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6. Assessment for other free bed funding is completed as part of the financial assessment. 

 
PRESUMPTIVE SUPPORT: 

 
The Hospital recognizes that not all patients are able to provide complete financial information.  
Therefore, approval for Financial Support may be determined based on limited available information.  
When such approval is granted, it is classified as “Presumptive Support.”   No application is required for 
this group. 

 
Examples of presumptive cases include: 

 
• Deceased patients with no known estate;  
• Homeless patients; 
• Patient bankruptcies;  
• Members of religious organizations who have taken a vow of poverty and have no 

resources individually or through religious order and 
• Patients who are qualified for other State Assistance Programs that are income based. 

 
 
ADJUSTMENTS  GREATER THAN $5,000.00 ARE SUBJECT TO APPROVALS AS FOLLOWS: 
 
<$4,999 -  Customer Service Rep/Financial Counselors/Team Leads 
$5,000-$24,999 - Supervisor  
$25,000-$49,999 - Manager  
$50,000-$99,999 - Director of Patient Financial Services  
>$100,000 - VP, Revenue Cycle 
After obtaining approval, staff will apply adjustment. 
 
To be Noted 
 

• For all financial relief cases where the patient or spouse is self employed, the gross income 
will be used after the business expenses are deducted. This information is obtained from the 
“Profit and Loss Statement” or income reported on the 1040 or 1040A. 

• Patients seeking financial relief who are under sponsorship of relatives are determined eligible 
if the sponsor provides the appropriate income/household documentation. Eligibility is 
determined on income. 

• Cosmetic and Bariatric Procedures are excluded from financial assistance 
• Liability Cases that have secured liens are excluded from financial assistance  
• Undocumented patients who are eligible for Medicaid Emergency Medical coverage (for their 

inpatient emergency account) are automatically eligible for financial assistance when proof of 
eligibility is determined from the Department of Social Services.   

• Applications are approved for six (6) months. 
• Patients with non-contracted insurance carriers or medically necessary non-covered services   

may be eligible for a discount up to 45%on a case by case review (no application required).     
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Policy 

Title: 
 

SELF PAY BILLING AND AR COLLECTION 

POLICY 

  Saint Francis Hospital and Medical Center 
  Mount Sinai Rehabilitation Hospital 
  Saint Francis Medical Group, Inc. 
  Saint Francis Care Medical Group, P.C. 
  Asylum Hill Family Medicine Center, Inc. 
  Saint Francis Behavioral Health Group, P.C. 

 

Proponent Department Number Level 

Business Office ADM 064  System 
 Division 
Department 

Category 
 

Published Date 
 

Review Cycle 

  Administrative 
  Clinical 
  HR 
  EOC 

 

1/30/2015 

 1 year 
 3 years  

PURPOSE:  It is the policy of Saint Francis Hospital & Medical Center that all patients who have received services and 

that have outstanding financial obligations are given fair and objective opportunities to satisfy these responsibilities. To that 

end, Saint Francis Hospital commits to the following: Patients/patient guarantors shall receive a summarized bill including 

but not limited to encounter specific information including dates of service, summarized charges, discounts, payments, 

adjustments and amounts owed. 

 

 Patients/patient guarantors will be properly informed of the various options available to satisfy their 

outstanding financial obligation(s) including assistance through the Access Health CT, State of 

Connecticut's Medicaid Assistance Program as well as through St. Francis Hospital's internal financial 

assistance program, and recurring payment plan guidelines. 

 Patients/patient  guarantors will be given an appropriate amount of time (4 statements or 120 days) to 

respond to such notices of outstanding financial obligations.   

 Patients/patient guarantors will be treated with respect and compassion in accordance with the Saint 

Francis Hospital & Medical Center mission.  

 Return mail without other non-identified information is returned, the account may to collections before 120 

days.  

 
SCOPE: 

This policy applies to the Business office and hospital staff  

POLICY: 
 

Self-Pay Billing:    Execution of the self-pay billing cycle.  

 

Primary self-pay balances, those balances for which there is no insurance coverage, or self pay balances after insurance has 

been processed, will receive a series of four statements when the account is released from billing..  Self-pay balances 

resulting from an insurance payment will receive a series of four statements beginning five days from the financial class 

change to self-pay.   

 

 First, an account is generated and held for the appropriate min days which allows  the charges to be  associated with 

the patient encounter.  After the min days are satisfied the account is moved from pre-receivable status to active 

accounts receivable status in the hospital's  receivable system.  

 Second, a statement displaying  a summary of the total charges and the outstanding balance (after any discounts and 

recent payments have been applied) is generated and mailed to the patient through a contracted agent.  

 Simultaneously  a file containing the billed inventory is electronically transferred to a contracted self-pay customer 

service agent to initiate contact and work with patients for account resolution.   

 

Each statement includes a specific message based upon the status and age of the account.   The statement cycle can be reset 

to previously issued datamailer statements through one of two means: Business Office staff can manually reset the dunning 

cycle or a change in the encounter's financial class.  The statement intervals are generated in 30 day intervals and the entire 

dunning cycle, assuming no interventions, lasts 120 days.  All accounts which have an established recurring payment 

arrangement (payment plan) will receive an alternative self-pay dunning cycle.  Payments on payment arrangements must 
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have consistent payment in accordance with the plan.  If installment payments are missed the account is eligible for 

collection. 

 

Self-pay A/R Management:  Execution of Self-pay Collection Efforts 

 

Collection efforts on self pay accounts are assigned to a contracted customer service agent from the day the account is ready 

for billing.  The contracted agent receives daily billing files as self-pay claims are generated.   

 

 Follow-up and collection activities will commence upon receipt of the referral.  

 Accounts are run through a predictive dialer application/voice broadcasting system to establish initial contact with 

the patient/patient guarantor.  Patients whose established phone number has a voice answering system are left pre-

recorded messages indicating the nature of the call and requesting them to contact the St. Francis Billing & 

Customer Service Department at the appropriate toll-free number.   

 All patients shall be made aware of the various financial assistance options available to them including but not 

limited to assistance through Access Health CT, the State of Connecticut's Medicaid Assistance program, as well as 

St. Francis' internal financial assistance program and recurring payment plan guidelines.   
 All efforts should be made to establish payment plans that resolve an outstanding balance within a reasonable time  

period.  All accounts which have established a recurring payment arrangement in good standing consistent monthly 

payments for the agreed upon amount are exempt from any bad debt write-off protocols.  Should an account 

become delinquent, a late notice is generated at 15 days a delinquency notice at 30 days past due.  If a payment is 

not received within two months (60 days), a final notice is generated and the account will become eligible for bad 

debt and written of at the end of the month.   
 

Self-pay Write-offs: Execution of Bad Debt Write-off Protocols 

 

 If a mutually agreed upon recurring arrangement is not establish or if the account is not resolved within the 120 day 

billing cycle, the account automatically becomes eligible for bad debt write-off.  Automatic assignment is changed 

to reflect bad debt assignment of one of two contracted collection agent.  

  A system generated write off report is run and sent to management and each collection agent to review.  

 

Approval of bad debt accounts are as follows: 

$5,000-$24,999 - Supervisor  

$25,000-$49,999 - Manager  

$50,000-$99,999 - Director of Patient Financial Services  

>$100,000 - VP, Revenue Cycle 

 

 Upon completion of the report review the account is automatically written off to Bad Debt at the end of the month. 

 The account balance is subsequently removed from the active accounts receivable and becomes part of the bad debt 

receivable.  Any patient payments secured on this receivable are classified as recoveries to bad debt.  Contracted 

agents will pursue recoveries of referred accounts for a period of 180 days and perform similar referral 

management and collection activities as described above.  

 Any unpaid balance in bad debt with no activity for 180 days, will be returned to the hospital and  get referred for 

secondary placement see AAB & LEVIN BAD DEBT RETURNS TO EOS CCA PROCEDURE 

 

REFERENCES: 
 

CROSS REFERENCES:  Financial Relief Policy, Emergency Medical Screening and Stabilization/ EMTALA Policy, and 

AAB & LEVIN Bad Debt returns to EOS CCA procedure.   

 

APPROVED BY: Policy requires Vice President approval.  

 
Vice President(s):  Date:    Date: 

Nicole Schulz 

Vice President 

Revenue Cycle 

 

 1/30/2015     
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The mission of the Hartford Department of Health 

and Human Services is:  

To protect the well-being of the people in Hartford, to promote an environment 

conducive to healthy lifestyles, and to prevent adverse health outcomes. Whenever 

possible, the Department will endeavor to employ strategies, policies and  

interventions through community partnerships to reduce health disparities.
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The goals of this CHNA are:

• To provide a baseline measure of key health indicators

• To inform health policy and health strategies

• To provide a platform for collaboration among community groups including schools, 
businesses, policy makers, and others to impact current health status

• To act as a resource for individuals, agencies, and institutions looking to identify 
community health needs and priorities

• To establish benchmarks and monitor trends in health status of Hartford residents

• To assist with community benefit requirements as outlined in the PPACA

The information included in the CHNA provides the foundation upon which community 
health programs and interventions can be targeted, developed, and evaluated with the 
ultimate goal of improving the health of the community and its members.

2 A Community Health Needs Assessment
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II.  Summary of Key Findings
Social Determinants – Many socioeconomic and cultural characteristics of the population 
living in Hartford drive the main health concerns. The findings in the secondary data profile 
point to higher concentrations of people that are at increased risk for unhealthy living merely 
because of their race, age, income, educational status, or family status. The Key Informant 
interviews, the Hartford Survey Project, and data from the Health Equity Index validate the 
concern for marginalized and underserved populations.

• The top 5 quality of life issues mentioned by Key Informants as currently having the 
most negative impact in Hartford were poverty, job opportunities, quality of housing, 
neighborhood safety, and education.

• Hartford has a greater number of renters than owners, more households with mothers 
being the sole head of household,  and lower residential property values than the state, 
overall. These are associated with poor health outcomes. There is also a higher rate of 
service occupations when compared to the state and nearly 1/5 of the city’s labor force 
unemployed. With subpar housing and employment levels, overall economic security 
rates low.

 
• Nearly a third of Hartford’s adults do not have a high school diploma, and the average 

graduation rate is 77%; high educational attainment is one of the key determinants 
of community health since it leads to increased economic security and occupational 
prestige.

• More than 10% of all of the crimes committed in Connecticut in 2009 were committed in 
Hartford, even though Hartford accounts for less than 4% of Connecticut’s population,

   and there are certain types of crimes that occur with greater frequency in Hartford 
than in the state overall.  

• Compared to other Connecticut cities, the overall environmental quality in Hartford 
is poor; HEI scoring for waste stream and water discharge pollutants were low. The 
underlying perception of the city as “unclean” could also impact individual health 
decisions.

• Less than half of Hartford’s residents are registered to vote; a trend that is often associated 
with fewer community resources and support networks.

A Community Health Needs Assessment 3
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Health Indicators 

Cancer incidence for all types (specifically lung and prostate) is well below the national and 
state levels; however, it is important to keep in mind that Hartford has a relatively young 
population when compared to state and national figures. Key Informants also perceived cancer 
as less of a priority with only 11.9% respondents ranking it within their top five health issues.

• In general, chronic lower respiratory disease death is lower in Hartford than across 
the nation or in the state; however, asthma hospitalization rates in Hartford are much 
higher when compared to the state, with children and adult rates that are at least three 
times higher than the state rate. Asthma, not one of the options provided in the Key 
Informant survey, was the most frequently written-in health issue by participants.

• Although one of the top health issues identified by Key Informants was violence, most 
respondents perceive that violent acts, while isolated in Hartford, are a product of a 
depressed economic situation. Hartford accounts for more than a third of all murders 
in the state, and experiences a higher percentage of assaults. This disproportionate 
and avoidable indicator negatively impacts the overall quality of life in the city.

• There is a much younger population in Hartford compared to the state and nation that 
is reflected in the mortality rate. This is also reflected in a lower occurrence of the top 
ten national causes of death, which are often age-related. However, the much higher 
age-adjusted rate suggests that the elderly population, albeit small, is dying at a very 
high rate. Infant and neonatal death rates are much higher in Hartford than the state 
and nation. Hartford also has considerably higher rates of infectious/communicable 
diseases than the state. 

• There is an indication that obesity is a concern for Hartford. Health indicators for 
heart disease are worse for Blacks and Hispanics, and those who live below the poverty 
threshold; diabetes rates in Hartford have been increasing in recent years. 

Access to Care – Access to care was commonly cited in both the Key Informant study 
and the Hartford Survey Project. While the Hartford Survey Project concluded that the top 
four barriers to care were lack of knowledge about existing services, lack of available services, 
inability to pay, and lack of transportation, the Key Informant study showed a need for 
improving access to care across the board for a variety of underserved populations.

4 A Community Health Needs Assessment

513



III. Methods: 
How We Obtained the Data

The data in this report were compiled from a variety of resources, and includes both 
quantitative and qualitative data. Additionally, it includes very specific information on 
critical health indicators and broader information regarding the social determinants of health.

The CHNA report synthesizes findings and data from the following three sources:

Key Informant Interviews – Each Workgroup member identified  5 to 10 people in 
management or leadership positions with various community organizations including 
health and human services, religious organizations, and government agencies; 85 unique Key 
Informants were identified by the Workgroup. Respondents were asked to critically evaluate 
health needs pertinent to the community through their experience. Survey questions focused 
on underserved populations and access to care issues in Hartford. In total, 59 interviews 
were conducted; see Appendix for a complete list.

The Hartford Survey Project – In order to better understand Hartford’s human service 
needs and barriers to receiving services, a face-to-face survey conducted by the Urban 
Alliance was completed between October 2010 and January 2011. 402 resident surveys were 
completed at 12 locations throughout the city to promote geographical and ethnic diversity 
among respondents; these locations included grocery stores, pharmacies, and community 
events and programs. Respondents were asked if they would benefit from any of 12 service 
areas, the possible barriers to obtaining these services, and which three areas  of the 12 have 
a need for additional services. In addition, they were asked to rank the top three service areas 
in Hartford that they believed were in most need.

Of the total respondents, 57% were female and 43% were male. The ethnicity breakdown 
was 39% African American, 37% Latino, 9% white, and 8% West Indian. Age categories for 
respondents were 27% between 18 and 29 years old, 42% between 30 and 49, 24% between 
50 and 64, and 6% were 65 and older.

Secondary Data – Holleran, in coordination with HHS, prepared the initial community 
profile for Hartford from secondary data sources. In addition the following sources of data 
were used throughout this assessment:

• Connecticut Department of Public Health Vital Statistics and Health Outcomes
• Women’s Health Quick Health Data Online via the Office on Women’s Health (US 

Department of Health and Human Services)
• Health Data Interactive via the Centers for Disease Control and Prevention
• Connecticut Labor Market Information via the Connecticut Department of Labor

A Community Health Needs Assessment 5
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There was also an analysis of local, state, and national 2009 U.S. Census Bureau data 
collected via the annual American Community Survey; this data is available via the Census 
Bureau’s website.

HHS was also able to use the Connecticut Health Equity Index (HEI) to build upon and 
enhance the findings from the original information. Developed by the Connecticut Association 
of Directors of Health (CADH), a non-profit membership organization that represents local 
directors of health departments and/or districts in the state, the HEI can be used to identify 
social, economic, and environmental conditions and their correlations or relationships to 
specific health outcomes. Key social determinants of the HEI include: civic involvement, 
community safety, economic security, education, employment, environmental quality, and 
housing. Collectively, these social determinants form the fabric of social and economic 
opportunity and a healthy environment, as well as provide insight to how social determinants 
may affect health outcomes and health care services of various populations living in the area 
of interest. The HEI is an excellent tool for determining how social factors are associated 
with community health, and by using up-to-date data sources, HEI’s commitment to quality 
improvement evolves along with Connecticut’s communities.

Hartford is one of three pilot sites in the state that was selected to test and evaluate the HEI 
for its use in mobilizing a community, stimulating sustainable action, increasing knowledge 
of health equity concepts and their application, and prompting structural changes that reflect 
local needs. Data collection for the HEI began in 2007 and continues through 2012. The HEI 
is based on a ten-point measurement scale, where 1 is a low score, which represents a less 
favorable community condition or health outcome, and 10 is a high score, which symbolizes 
a more favorable community condition or health outcome.

HEI maps were used to compare neighborhoods by social determinant or health outcome 
indicators. This comparison includes both the North Meadows and South Meadows 
neighborhoods for analysis, although the former is mainly comprised of car dealerships and 
landfill, and the latter with a small airport, a water pollution plant, and various commercial 
and industrial businesses. Together, both neighborhoods are home to less than 3% of 
Hartford’s total population and must be considered when viewing the maps.

A feature of the HEI is that for every social determinant listed (civic involvement, community 
safety, economic security, education, employment, environmental quality, and housing), the 
varying factors used to determine the indexing are analyzed with each of the health outcomes 
in the index (accident/violence, cancer, cardiovascular, childhood illness, diabetes, health 
care access, infectious disease, life expectancy, liver disease, mental health, prenatal care, 
renal disease, and respiratory illness). Strength correlations are derived using Spearman’s 
rank correlations, and are generated between the social determinant selected and significant 
health outcomes. The strength of a correlation is measured between 0 and 1, and the closer 
the coefficient is to 1 the stronger the correlation between the measures; a correlation of 0  

6 A Community Health Needs Assessment

515



signifies no statistical relationship between measures. Direction of a correlation is measured 
by signaling a correlation as positive or negative. A positive correlation signals a direct 
relation between two measures, while a negative correlation signals an inverse relationship. 
All correlations generated by the HEI are statistically significant.

The maps displayed throughout this report use a color gradient to indicate how Hartford 
neighborhoods rank with each other with regard to a specific social determinant or health 
indicator; the darker the color means the lower the rank. The subsequent map is a legend for 
all Hartford neighborhood names and should be referred to for neighborhood identification.

A Community Health Needs Assessment 7
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IV.  Demographics
Hartford is the capital of the State of Connecticut and the seventh largest city in New England. 
At almost 400 years old, Hartford is one of the oldest cities in the country and at one point 
was one of the wealthiest. Still rich with history, it is home to the oldest public art museum 
and oldest public park in the nation. Starting in the late 1950s, many of the city’s residents 
began moving to the suburbs, possibly accelerated by the construction of two major interstate 
highways intersecting within the city. And even though the metropolitan area ranked 32 out 
of 318 nationally in total economic production (second behind San Francisco in per capita 
economic activity) and the sixth lowest poverty rate of all Metropolitan Statistical Areas 
(metropolitan statistical area is a geographical region with a relatively high population density 
at its core and close economic ties throughout the area) for the 2010 census, the city itself 
remains one of the poorest in the nation; 31.9% of all its residents, and 38.3% of its families 
with children under 18 years old are living below the poverty line.

The population in Hartford is 124,775, with a gender ratio close to state and national ratios 
of 49% male and 51% female. Hartford is proportionally younger than the state and the U.S., 
which impacts numerous aspects of health including rates of some types of cancer, violence, 
and levels of unintended injury.

Table 1. Age Categories for Hartford, Connecticut and the U.S.

HarTforD CT US

0-19 years 34% 26% 27%

20-44 years 37% 32% 34%

45-64 years 20% 28% 26%

65 and older 10% 14% 13%

The ethnic composition of Hartford is mostly a mix between Hispanic/Latino of any race, 
Black/African American, and white. Hartford’s white population is at a lower ratio than the 
U.S. and state while the proportion of Black and Hispanic/Latino residents is significantly 
higher. Ethnic variation in cultural norms, English comprehension, and beliefs about health 
impact the mode of health care delivery and how patients respond to health care services. 
This variation creates a need for increased awareness and sensitivity among service providers.

A significant percentage of Hartford residents can trace their heritage to Puerto Rico and the 
West Indies; in the 1940s, many immigrants from these areas moved to Connecticut to work 
in tobacco fields. 78% of Hartford’s Hispanic/Latinos self-reported to be Puerto Rican in the 
2010 census. Typically, West Indians are grouped with “Black/African American” in census 
data, which makes it difficult to highlight cultural differences. However, it is important to 
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note that the ethnic landscape in Hartford is changing as a greater number of families and 
individuals from Eastern Europe, Africa, and Southeast Asia continue to make Hartford 
their home.

75%
79%

33%

12% 10%

37%

16% 12%

42%

White Black/African american Hispanic or Latino (of any race)

n  United States n  Connecticut n  Hartford

Figure 1. Ethnic Composition for Hartford, Connecticut, and the U.S. (2009)

This ethnic breakdown impacts the primary language spoken at home. The percentage of 
Hartford’s population who only speak English is 52%, which is lower than a state and the 
nation comparison. Additionally, approximately 35% of Hartford residents speak a language 
other than English; the high percentage of non-English speakers could pose a barrier for 
access to all kinds of health promoting opportunities.

With regard to marital status, Hartford’s population has a notably larger percentage of 
people who have never been married when compared to the state and the nation; the City of 
Hartford also has a smaller comparative percentage of people who are currently married and 
not separated. The data regarding separated/divorced residents and widowed residents are 
similar to state and national averages; however, the rate of legally separated couples (de facto 
separation while remaining legally married) in Hartford (5%) is twice that of the nation (2%).

32%32%

55%
49% 50%

24%

13% 12%
17%

Never Married Currently Married Separated/Divorced

n  United States n  Connecticut n  Hartford

Figure 2. Marital Status Statistics for Hartford, Connecticut, and the U.S. (2009)
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VI. Social Determinants of Health
Quality of life issues are indicators that include not only wealth and employment, but also 
the built environment, physical and mental health, education, recreation and leisure time, 
and social belonging [2]. During this assessment, Key Informants were asked a variety of 
questions about quality of life in Hartford. For nearly all quality of life questions, 50% or 
more of informants ranked them as “Poor” or “Very Poor.”

Table 2. Poorly Rated Quality of Life Measures by Key Informants

QUaliTy of life raTeD “Poor” or 
“Very Poor”

Poverty 93.1%

Job opportunities 87.3%

Quality of housing (affordable, in good condition) 72.4%

Neighborhood safety 71.9%

Schools/education 65.5%

Clean, litter-free neighborhoods 63.1%

Road/traffic conditions 53.6%

Availability of recreational activities 52.6%

Availability of care for children 31.6%

Water or air pollution 26.4%

This information provides insight for those who are regularly involved in the health and 
human services sector. The following section will addresses social determinants of health, 
and how Hartford rates relative to state and national figures.

Housing
Adequate housing provides shelter and comfort to its inhabitants, both of which impact 
overall well-being. One of the measures used to evaluate the association of housing and 
health is the number of subsidized housing units per 1000 local residents as defined by 
the Connecticut Housing Finance Authority. Using 2005 data, the HEI correlated housing 
strongly with infectious disease in Connecticut, and Hartford received the overall lowest 
housing score in the HEI when compared to the rest of the state.

Subsidized housing is abundant in Hartford. As is typical throughout the United States, these 
subsidized housing units have become a feature of low-income and resource-poor areas. In 
Hartford, residing in subsidized housing is correlated with numerous health outcomes, such 
as increased rates of chlamydia and/or gonorrhea, asthma hospitalizations, infectious and 
parasitic diseases, homicides, drug-induced deaths, mental health hospitalizations, and 
births not receiving prenatal care in the first trimester.
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A cursory analysis of housing occupancy in Hartford reveals that the city has over 44,000 
occupied housing units of which 26% are owner-occupied; the state average is 69%. A higher 
rate of rental units is associated with poorer quality of housing and impacts health. Over 70% 
of Key Informants surveyed ranked housing quality at either “Poor” or “Very Poor.” Further 
highlighting the housing issue, homelessness was the issue recognized as most in need of 
additional services by those surveyed by the Urban Alliance (45%).

Lower residential property values, accompanied by lower sales prices and a greater number 
of foreclosures are strongly associated with lower quality neighborhoods. Neighborhoods 
with these negative housing characteristics typically have higher crime rates, lower quality 
school systems and a poor physical environment (sidewalks, parks and properties). For 2010, 
the average assessed residential property value in Hartford was $43,689, which is significantly 
lower than the state’s average value of $209,025; and the average sales price of an existing 
home was $164,462, which is lower than the state’s average home sales price of $288,948.

Hartford household statistics for family (59%) and non-family households (42%) are similar to 
state and national rates, but deviate substantially for the percentage of female householders 
with no husband present (much higher than state and national) and the percentage of 
married-couple families (much lower than state and national). Additionally children in 
Hartford are almost three times as likely (19%) than those in the rest of Connecticut (7%) to 
live in households with no husband present.

49% 50%

22%

Married-couple families Female Householder, No Husband Present

13% 13%

31%

n  United States n  Connecticut n  Hartford

Figure 3. Household Types for Hartford, Connecticut, and the U.S. (2009)

In the HEI, Hartford has a housing indexed score of 3, which is a less favorable condition 
in this category. Some of the calculating factors used to determine this score are rental 
vacancy rates as a percentage of rental units, owner occupied housing as a percentage of total 
housing units, and median gross rent as a percent of household income. These measures 
were calculated using data from the 2000 US Census.
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Table 3. Health indicators related to Housing

Hei inDex CorrelaTion 
CoeffiCienT

Infectious Disease 2 0.55

Health Care Access 2 0.47

Childhood Illness 1 0.42

Accidents/Violence 3 0.40

Mental Health 2 0.37

Renal Disease 2 0.33

Life Expectancy 3 0.31

Cardiovascular 3 0.29

Respiratory Illness 4 0.29

Diabetes 3 0.24

Perinatal Care 3 0.22

Liver Disease 2 0.20

Cancer 5 0.18

Note: All shown correlations are statistically significant and ranked in order from strong to weak.

Employment 
As of September 2011, Hartford’s unemployment rate was 15.6% according to the Connecticut 
Department of Labor’s Labor Force Data, which is nearly twice the rate as the United States 
(8.8%). Against this backdrop, it is fitting that surveyed residents of Hartford rank job 
training/employment assistance as one of the top three service needs in the community. 
Key Informants had a similar view with 87% ranking job opportunities in Hartford as “Poor” 
or “Very Poor.” 

65% 68%

58%

16 Years Old and over in the Civilian Labor Force Civilian Labor Force Unemployed

10% 9%

18%

n  United States n  Connecticut n  Hartford

Figure 4. Employment in Hartford, Connecticut, and the U.S. (2009)

The percentage of workers in Hartford in management, professional, and related occupations 
(21.1%) is smaller than the state and nation (40.3% and 35.7%, respectively). Conversely, the 
percentage of those in the labor force with service occupations is much higher in Hartford 
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(34.4%) than across Connecticut and the nation (17.3% and 17.8%, respectively). With this 
disproportionate representation of Hartford residents across these occupational groups 
and the strong correlation between employment and health care access, one can see how 
Hartford struggles to maintain a healthy community profile.

Table 4. Health indicators related to Employment

Hei inDex CorrelaTion 
CoeffiCienT

Health Care Access 2 0.54

Childhood Illness 1 0.48

Accidents/Violence 3 0.37

Life Expectancy 3 0.35

Respiratory Illness 4 0.28

Infectious Disease 2 0.28

Cardiovascular 3 0.28

Perinatal Care 3 0.26

Mental Health 2 0.23

Cancer 5 -0.19

Note: All shown correlations are statistically significant and ranked in order from strong to weak.

The lack of employment has long been linked to increased rates of mortality. For Connecticut, 
unemployment has been strongly correlated with decreased health care access, which can 
serve as a partial explanation for the correlations with a decreased life expectancy, and 
increased incidences of respiratory illness, and infectious and cardiovascular disease, as 
well as illness among children. This is reinforced by responses to the Key Informant survey 
where finances and access to health care were identified as significant barriers.

Economic Security
Hartford received the lowest possible score on the HEI for the majority of factors that 
determine economic security. Additionally, 93% of Key Informants rated Hartford’s poverty 
level as either “Poor” or “Very Poor” on the Quality of Life section of the survey. Results 
from the Urban Alliance survey were similar, with employment opportunities and financial 
assistance topping the list of services needed. According to a report from the Robert Wood 
Johnson Foundation, income and educational attainment are the two most commonly 
used markers of socioeconomic status or position in the United States [3]. Both are strongly 
related measures of health and health-related behaviors. These factors can influence health 
through the direct effects of extreme poverty (such as malnutrition or exposure to extreme 
heat or cold) as well as health effects due to chronic stress; these can include the triggering 
and exacerbation of depression and cardiovascular disease [4].

Below is a representation of how Hartford neighborhoods compare to each other with regard 
to poverty using HEI indexing from the 2000 U.S. Census. Using the color gradient in the 
legend, the darker colors indicate a lower ranking and higher level of poverty.
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With 30.25% of Hartford’s families living in poverty, the poverty statistics for the city are 
three times higher for families than in the United States overall and over 4 times greater 
than in Connecticut. Similar patterns have been documented for residents and for those 
over the age of 65.

7%
11%

30%

14%
9%

32%

10%
6%

23%

All Families All Individuals 65 Years Old and Over

n  United States n  Connecticut n  Hartford

Figure 5. Poverty in Hartford, Connecticut, and the U.S. (2009)

The income statistics for Hartford illustrate that the median income per household and 
family, are significantly less than the state and national figures.

Map 2.  HEI Poverty Score by Neighborhood

A Community Health Needs Assessment 15

524



Table 5. Income Statistics for Hartford versus State and Nation
HarTforD CT US

Median Household $28,300 $67,034 $55,221

Median Family $33,805 $83,069 $61,082

In Connecticut, living in poverty is correlated with higher rates of chlamydia and gonorrhea, 
trauma-related hospitalizations and ED visits, mental health ED treatments, homicide, 
hepatitis C, diabetes, drug and alcohol induced deaths, low and very low birth weight babies, 
and infectious and parasitic diseases.

Education
Just as low levels of employment impact community health, so does low educational 
attainment. 13.9% of Hartford residents perceive education to be one of the top three 
needs for the community. Key Informant survey respondents noted that the best way to 
promote wellness and prevention of illnesses in Hartford residents is through education. 
One respondent noted that starting with school-age children is the best way to achieve 
these goals. Another declared that it is necessary to tailor the education to “racial, cultural 
and other different types of understandings to get to the people of the city,” and that the 
frequency of wellness education should be “not just doing it once a year” in order to convey 
necessary concepts.

Results from the Connecticut Mastery Test and Connecticut Department of Education were 
used to establish a connection to community health, as indicated in the following table: 

Table 6. Health indicators related to Education

inDex SCore CorrelaTion 
CoeffiCienT

Childhood Illness 1 0.73

Life Expectancy 3 0.64

Infectious Disease 2 0.59

Health Care Access 2 0.57

Accidents/Violence 3 0.55

Cardiovascular 3 0.51

Mental Health 2 0.42

Respiratory Illness 4 0.41

Renal Disease 2 0.39

Diabetes 3 0.38

Perinatal Care 3 0.34

Liver Disease 2 0.21

Note: All shown correlations are statistically significant and ranked in order from strong to weak.
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As the demographic data indicates, Hartford residents are less likely to graduate from high 
school and are less likely to obtain post-secondary education when compared to the state 
or nation as a whole. The strong correlations suggest that a higher educational attainment 
leads to better health throughout an individual’s lifespan, and better health and education 
enable people to realize their capabilities to be productive members of society [5], with 
greater potential for positively impacting the community. 

In Hartford, low rates of educational attainment are coupled with lower standardized test 
scores and less frequent renovations of the city’s public school facilities; according to the 
Connecticut State Department of Education’s Connecticut Education Data and Research 
(CEDaR) website, the average number of years since a major renovation for Hartford’s 
elementary, middle, and high schools is 25.8, 33.8, and 17.5 years, respectively. As indicated 
in the table above, education is correlated with a host of preventable poor health outcomes 
including increased rates of childhood illness, respiratory illness, renal and liver disease, 
diabetes, and infectious diseases; poorer cardiovascular health; and frequency of accidents 
and violent incidents. Other correlations to education include lower life expectancy, lower 
rates of perinatal care and health care access, and worse mental health outcomes.

Over 30% of Hartford’s adults of 25 years and older do not have a high school diploma, which 
is significantly higher than the 12% for the state. Conversely, the percentage of Hartford’s 
population with a bachelor’s degree or higher is also lower than both state and national 
figures at 12% when compared to 36% for the state. When these data are examined more 
closely it becomes clear that the problem of low educational attainment begins early for 
many, with 18% of Hartford residents over age 25 having less than a 9th grade education and 
another 14% having attained from 9th and 12th grade but without a diploma. 

5%6%

18%
9% 7%

14%

14%
36%

12%

Less than 9th Grade 9th to 12th Grade, No Diploma Bachelor’s, Graduate, 
or Professional Degrees

n  United States n  Connecticut n  Hartford

Figure 6. Educational Attainment of Adults 25 Years and Older
                   for Hartford, Connecticut, and the U.S. (2009)

Community Safety
The HEI measures community safety by the rate of crimes against persons or property 
published by the 2004/2005 Connecticut Uniform Crime Reports, and within this framework 
Hartford receives the lowest score of 1 indicating high rates of crime. However, the crime 
statistics found in the Secondary Data Profile are potentially inconclusive because a high 
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rate of arrests in the city could either indicate that crimes are more prevalent or that more 
effective law enforcement approaches have been implemented. Nevertheless, according 
to the 2009 Uniform Crime Report from the Connecticut Department of Public Safety, over 
one third of all murder arrests in Connecticut occurred in Hartford. Moreover, almost 20% 
of the state’s drug abuse violations occur in the city. Other violent crimes that occur more 
frequently in the Hartford than in the state are simple assault and disorderly conduct. 

13%

18%

12%
15%

18%

22%

Drug Abuse Violations Disorderly Conduct Simple Assault

n  Connecticut n  Hartford

Figure 7. Percent of All Crimes in Hartford and Connecticut (2009)

Over 70% of Key Informants rated neighborhood safety in Hartford as “Poor” or “Very Poor.” 
Given the opportunity to define a healthy community, one Key Informant stated that it 
should be “a community where individuals and families would choose to live [and one that 
can] provide a quality of life that is safe and engaged. People are being physically healthy, 
not being subject to lead poisoning and toxic things. Violence and noise pollution are not 
issues.” Unfortunately, this community scenario is not widely available for the majority of 
Hartford residents, but community safety has multiple measures and Hartford experienced 
proportionally less crime than the state on infractions involving larceny/theft, gambling, 
liquor laws, and driving under the influence. 

119

43

Murder Prostitution

346

97

n  Connecticut n  Hartford

Figure 8. Crime in Hartford and Connecticut (2009)
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In 1982, Wilson and Kelling introduced the broken windows theory to explain urban disorder 
and vandalism on crime and anti-social behavior [6]. The appearance of the environment 
can suggest what is acceptable, with a disordered environment implying that behaviors that 
are usually unacceptable can be perpetrated without fear of consequences. And although 
this theory has been met with criticism cities such as New York and Albuquerque have 
implemented policy shifts to address “quality of life” issues and have seen improvements 
in the overall community security and decreases in crime. Generally speaking, a safer 
community is synonymous with a healthier community.

Hartford has taken strides to address its issue with violence in the city. Since the re-instatement 
of the Shooting Task Force in 2011, shootings have decreased by 35% [7]. Although the 
partnership with neighboring cities, the Connecticut State Police, and the Office of the 
Attorney General has been effective in reducing shootings, a more comprehensive approach 
in crime intervention is needed. The City of Hartford is also making a concerted effort to 
improve the condition of its neighborhoods through the implementation of the Livable and 
Sustainable Neighborhoods Initiative. As part of this initiative, city government is partnering 
with homeowners and other neighborhood stakeholders throughout the city to address 
blighted properties and revitalize Hartford’s sense of community. By addressing the needs 
of some of Hartford’s most vulnerable areas, the city is taking proactive steps to rebuild its 
infrastructure, reduce crime, and restore hope.

Environmental Quality
The environment where we live, work and play; the quality of the air we breathe; the water we 
drink – all of these have an impact on our health. While individual education and behavior 
change are important to improving health, the real power in making progress on health is 
in changing the environment and systems that structure and affect our world.

The HEI measures the relative environmental burden of Connecticut’s municipalities by using 
specific Federal Toxic Release Inventory data, examining levels of locally generated air and 
water pollution, and industrial density. These two measures are positively correlated with 
employment opportunities; however, they are however negatively correlated with health 
outcomes. Hartford receives an average score (4) in the Health Equity Index for both the 
number of facilities reporting and the total air emissions in pounds. Total water discharge 
and waste stream in pounds, measures of water pollution, are strong indicators of localized 
pollution levels, and Hartford has high levels of both. These two measures strongly correlated 
with the chlamydia and gonorrhea rates.

While potential relationships between high STD rates and a high environmental burden may 
initially seem attenuated at best, both act as a highly reliable indication of a marginalized 
neighborhood impacted by blighted property and compromised opportunities for 
fulfillment. Strong correlations between two seemingly distinct and independent realms 
such as environment and STDs speak to the vast array of various social and health burdens 
underserved communities bear disproportionately.
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Civic Involvement
According to the HEI, Hartford receives the lowest possible score in terms of civic involvement. 
Civic involvement impacts health because it is a direct measure of social equity, activism and 
sustainability of a community; the HEI indicates a strong correlation of low civic involvement 
with infectious diseases, accident/violence, childhood illness, and life expectancy.

Table 7. Health indicators related to Civic Involvement

inDex SCore CorrelaTion 
CoeffiCienT

Infectious Disease 2 0.59

Accident/Violence 3 0.57

Childhood Illness 1 0.51

Life Expectancy 3 0.50

Mental Health 2 0.45

Cardiovascular 3 0.42

Health Care Access 2 0.42

Liver Disease 2 0.33

Renal Disease 2 0.32

Respiratory Illness 4 0.31

Diabetes 3 0.29

Perinatal Care 3 0.29

Note: All shown correlations are statistically significant and ranked in order from strong to weak.

Communities with demonstrated social cohesiveness are more likely to have greater resources 
and support networks, which would allow for improved health outcomes. Approximately 45% 
of Hartford’s adult residents are registered to vote indicating that an inadequate proportion 
of the community selects state and municipal government officials. Several factors may 
prevent an individual from registering to vote including a lack of motivation, frustration with 
current leaders, or language or cultural barriers. In order to increase the number of registered 
voters, community-based education initiatives should be employed and should focus on 
demonstrating to individual residents that they are valued members of the community, and 
that their vote does in fact make a difference.

Community Food Security
Although not identified as a social determinant of health within the HEI, food security plays 
a vital role in urban settings like Hartford. While there are 14 medium and large grocery store 
retailers in the city, corner markets, convenience stores, and fast-food outlets are far  more 
abundant, making a healthy diet difficult to maintain. Pre-packaged and prepared foods 
are more readily available at such establishments, and their lack of fresh and healthy foods 
can contribute to various poor health outcomes. In response to this deficiency, the City of 
Hartford, in partnership with farmers and community-based organizations, is working to 
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increase the number of farmers’ market in the city. In 2011, there were 6 certified farmers’ 
markets in the city accepting grant funds from the Women, Infants and Children federal 
program and its supplemental nutrition program, the Farmers’ Market Nutrition Program. 
Furthermore, three of the markets were certified to accept Supplemental Nutrition Assistance 
Program benefits, which helped low-income people and families buy the food necessary 
for good health.
 
A report distributed by the University of Connecticut College of Agriculture and Natural 
Resources found that the presence of food retail resources were not significantly associated 
with community food security but income and lack of transportation that limit access to 
food are significantly associated.  Despite high numbers of families enrolled in public food 
assistance, towns with greater rates of households headed by females or the elderly, or lack 
of education experience greater rates of food insecurity [8].

Foods that are highly processed contain both trans fats and refined sugars, and can lead to 
both diabetes and heart disease by increasing weight and cholesterol levels. The healthy food 
shopping choices available to Hartford residents are limited, and signal poor community 
health.  More attention is needed for the overall food system components, including a greater 
focus on nutrition and cooking skills development. 
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VII.  Health Indicators
As part of the assessment process, Key Informants were asked to rank the five most significant 
health issues in the City of Hartford. The respondents could choose from a list of 25 health 
issues as well as suggest their own that were not on the list. The five most identified – obesity, 
diabetes, mental illness, heart disease, and asthma – consisted of four health issues from the 
list and one write–in response.Mortality statistics are also noted in this section and infectious 
disease was included due in part to the unique age distribution of Hartford.

This section will also highlight how Hartford rates low in community health when compared 
to other Connecticut municipalities. As a result of its relatively low standing, this assessment 
focuses on a Hartford neighborhood comparative using city–specific indexing from the HEI 
in order to gain a richer understanding of city health concerns. The health outcomes included 
here are Life Expectancy, Mortality, Infant Mortality, Infectious Diseases, Respiratory Illness, 
Obesity/Heart Disease, Diabetes, and Mental Health.

Life Expectancy
Percent of deaths for the City of Hartford due to any of the top 10 causes of death in the U.S. 
are overall smaller when compared to the state and nation. The strongest positive determinant 
correlations with life expectancy are education, economic security, and civic involvement; 
with Hartford rating very low in each (HEI index of 2, 2, and 1, respectively).

Table 8. Social Determinants of Health related to Life Expectancy

inDex SCore CorrelaTion
CoeffiCienT

Education 2 0.64

Economic Security 2 0.61

Civic Involvement 1 0.50

Community Safety 1 0.41

Employment 3 0.35

Environmental Quality 4 0.34

Housing 3 0.31

Note: All shown correlations are statistically significant and ranked in order from strong to weak.
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Table 9. Top 10 Leading Causes of Death for Hartford, Connecticut and the U.S. 
(ranked from most to least common for Hartford; 2005-2007)

CiTy of 
HarTforD ConneCTiCUT U. S.

Heart Disease 24.2% 25.6% 25.4%

Malignant Neoplasms (Cancer) 18.2% 23.8% 23.1%

Accidents (Unintentional Injuries) 5.5% 4.2% 4.8%

Stroke (Cerebrovascular Disease) 4.8% 5.2% 5.5%

Chronic Lower Respiratory Diseases 3.7% 4.9% 5.3%

Diabetes 3.4% 2.6% 3.1%

Septicemia 2.6% 2.1% 1.4%

Influenza/Pneumonia 2.4% 2.9% 2.2%

Nephritis, Nephrotic Syndrome, and  
Nephrosis (Kidney Disease) 2.3% 1.9% 1.9%

Alzheimer’s Disease 1.2% 2.6% 2.9%

However, the age-adjusted mortality rate (AAMR; defined as a death rate that controls for the 
effects of differences in population age distributions.) for all causes of death for the city is 
notably larger than that of the state and nation (876 compared to 692 and 778, respectively). 
With a younger population, this dramatic difference in the age-adjusted rate suggests that 
the mortality rate for older populations in Hartford is very high even though the elderly 
population itself may not be very large. Therefore, deaths due to heart disease and cancer 
low compared to the state and the U. S.

The Years of Potential Life Lost (YPLL; defined as an estimate of the average years a person 
would have lived if he or she had not died prematurely.) for Hartford was 10,647 per 100,000 
for 2005-2007 for all causes of death. HEI scores Hartford 2 for YPLL. This measure correlated 
inversely with obtaining a bachelor’s degree, and having a higher median household income 
and median value for owner occupied housing. It had a reverse effect for adults with less 
than a 9th grade education, so the lower level of education, the greater the years of potential 
life lost.

Infant/neonatal mortality is a major concern for Hartford; the mortality rates in Hartford 
for infants and neonates are markedly greater than those across Connecticut and the 
United States. Upon further examination, there is a pronounced disparity among infant 
deaths for infants of different races and ethnicities in Hartford; from 2001 through 2008, the 
mortality rate for Black infants was consistently higher than either the white or Hispanic 
infant mortality rate. 
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Figure 9. Infant and Neonatal Mortality Rates* for Hartford, Connecticut,       
      and the U.S. (2006)
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Figure 10. Infant Mortality Rates by Race/Ethnicity, Hartford, CT (2001-2008)
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These adverse infant health outcomes greatly contribute to a lower than average life expectancy 
in Hartford. The following map highlights how its neighborhoods compare to each other 
with regard to the YPLL measure; the darker colors indicate a lower rating (greater number 
of years) for potential life lost. Six out of 15 neighborhoods (excluding the North and South 
Meadows neighborhoods) rated low on the YPLL. Per the HEI, the Northeast and Upper 
Albany neighborhoods were the lowest rated of all Hartford neighborhoods.

*per 1000 live births
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Infectious Diseases
In the state of Connecticut, there is a strong correlation of infectious disease with multiple 
social determinants, as demonstrated in Table 10.

Table 10. Social Determinants of Health related to Infectious Disease

inDex SCore CorrelaTion 
CoeffiCienT

Community Safety 1 0.67

Education 2 0.59

Environmental Quality 4 0.59

Civic Involvement 1 0.59

Economic Security 2 0.58

Housing 3 0.55

Employment 3 0.28

Note: All shown correlations are statistically significant and ranked in order from strong to weak. 

There is particular concern when examining HIV trends in the city. From 2002 through 2009 
per the Connecticut Department of Public Health HIV Surveillance Program, the number of 
HIV infection cases declined for the city; however, there has been a 221% increase of new 
HIV infections among self-reporting men who have sex with men over the same time period, 
as well as a 123% increase in new infections amongst Hartford’s Black residents. 

There is an established correlation between HIV rates and rates of tuberculosis infection 
[9]; however, that does not seem to be the case in Hartford. Data from the Connecticut 
Department of Public Health’s Tuberculosis Control Program shows that while tuberculosis 
rates in Connecticut are in decline, tuberculosis rates in Hartford are increasing. 

Map 3.  HEI Years of Potential Life Loss (YPLL) Score: All Causes by Neighborhood
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Figure 11. Tuberculosis Prevalence* in Hartford and Connecticut (2004-2010)

The Connecticut Department of Public Health’s STD Control Program provides information 
on infections more commonly associated with reproductive health. From 2007-2010, a total 
of 7768 cases of chlamydia were reported in Hartford (rate of 157 per 10,000 residents), 
which is almost 1.5 times higher than the next highest rate of chlamydia infection in the 
state. Among Blacks and Latinos, the rates were 12.1 and 5.3 times higher than those for 
whites, respectively. Of all the diagnoses reported during this period, approximately 70% of 
the cases were among 15 to 24-year olds; Black and Latino female adolescents and young 
adults accounted for about 36% and 20%, respectively, of all reported chlamydia cases during 
this same period.

Gonorrhea is the second most commonly reported STI in Hartford after chlamydia. Between 
2007 and 2010, approximately 20% of the total reported cases of gonorrhea in the state occurred 
in Hartford (a rate of 40.5 per 10,000 residents). The rate of infection of women when compared 
to men was 1.5 times higher (119 versus 78 per 10,000 residents, respectively). Blacks and 
Latinos also had a disproportionate rate of infection when compared to whites (15.3 and 4.1 
times greater, respectively); infection rates were also the highest for 15- to 24-year olds.

Since 2008 the prevalence of syphilis in Hartford has increased from 4.1 to 10.5 cases per 
100,000 residents; and approximately 94% of all reported cases were  male. A racial and ethnic 
disproportion is also reflected, as African American and Latino male rates were 9.2 and 4.3 
times higher than white males, respectively.

*per 100,000 residents
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Table 11. Syphilis in Hartford among Males by Age Category (2007-2010)
PerCenT infeCTeD

15-24 years old 34%

25-34 years old 10%

35-44 years old 41%

During this same time period, syphilis prevalence among males 25-34 year old increased 
81% to 32 cases per 100,000; and among males 35-44 years old it increased 51% to 79 cases 
per 100,000.

The information concerning Hepatitis C (HCV) for the state and the city is limited. From 
the data available, chronic HCV rates in Hartford have been declining for the past 3 years, 
yet they still remain 2.7 times greater than the state prevalence. 
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Figure 12. Chronic HCV Prevalence* in Hartford and Connecticut (2004-2010)

With these disproportionate rates of infection, it is not surprising that when compared to the 
state the city’s HEI rating is 2 for all infectious diseases. The following displays a summary 
of how the city rates when looking at some of the infectious disease trends:

*per 10,000 residents
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Figure 13. Infectious/Communicable Diseases Prevalence* in 
                    Hartford and Connecticut (2009)

Using data from  Connecticut’s Department of Public Health, a comparison of how Hartford’s 
neighborhoods compare to each other with regard to infectious diseases is demonstrated 
in the following map using the same HEI rating system; the Northeast rated lowest out of 
17 total neighborhoods.
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Map 4.  HEI Infectious Disease Score by Neighborhood

*per 100,000 residents
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Based on secondary data analysis, Hartford has considerably higher rates of preventable 
infectious/communicable diseases than the state with the exception of Lyme disease.

The Department of Health and Human Services and the Consortium can identify the 
prevalence of infectious diseases and provide resources to those who are in most need. 
The Department’s division of Disease Prevention and Health Promotion has both an STD 
and TB clinic, as well as an HIV program, all geared to curtail infection rates and keep 
Hartford residents informed and educated. The federal government has passed legislation 
that provides for individuals who live with HIV/AIDS affordable, high-quality HIV care and 
related services. For those who are already established Ryan White consumers, there is a 
network of agencies and area providers that are connected to the city and in position to 
provide needed services and resources.

Respiratory Illness
Based on data gathered in the Secondary Data Profile, asthma is an area of concern for 
the community. According to the Connecticut Department of Health, the hospitalization 
rates for asthma are notably higher for Hartford when compared to the state as seen in the 
following figure.

In 2006, the self-reported responses of current asthma among adults were 20%. This is the 
highest percentage of self-reported asthma in the past three Hartford Health Surveys, an 
HHS survey conducted through community partners every three years to gauge resident 
health and access to health care.

Children 0-17
Years Old

Adults 18 Years
and Over

0-17 Emergency
Department

18 and Over
Emergency Department

41.5 27.2

241.7

182.8

n  Connecticut                         n  Hartford  

Figure 14. Asthma Hospitalization Rates* in Hartford and Connecticut (2009)

12.7 9.1

61.3
44.7

*CT rates do not 
include the five 

largest cities: 
Bridgeport, 

Hartford, New 
Haven, Stamford, 

Waterbury

*per 10,000 residents
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Figure 15. Percent of Self-Reported Asthma from Hartford Health Survey (2006)

Regardless of how residents self-report, Hartford has the highest rate of emergency room 
usage (209 ER visits for every 10,000) and the second highest rate of hospitalization for 
asthma as the primary cause of diagnosis (33 admissions per 10,000) when compared to 
other major Connecticut cities. 

61.15Stamford

Bridgeport

New Haven

Waterbury

Hartford

0.0 50 100 150 200 250

12.55

146.3
23.65

161.2

170.65

209.35
32.9

31.65

51.5

n  Emergency Room Visits  n  Hospitalizations

Figure 16. Asthma Hospitalizations and Emergency Room Visit Rates* 
                     for All Residents by Connecticut City (2001-2007)

Similar to asthma hospitalization rates, mortality rates are also an area of concern when 
compared to the rest of the state. The asthma-related mortality rate for men in Hartford is 
22.4 per 10,000 men compared to 7.9 for the rest of Connecticut. Similarly, the mortality rate 
for women in Hartford is 42.5 compared to Connecticut’s rate of 16.5.

In general, respiratory illness in Hartford has some moderate correlations, as noted in the 
following table, but the HEI indexed score is very low for each of the social determinants 
correlated to respiratory illness.

*per 10,000 residents
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Table 12. Social Determinants of Health related to Respiratory Illness

inDex SCore CorrelaTion 
CoeffiCienT

Economic Security 2 0.45

Education 2 0.41

Civic Involvement 1 0.31

Housing 3 0.29

Employment 3 0.28

Community Safety 1 0.26

Environmental Quality 4 0.18

Note: All shown correlations are statistically significant and ranked in order from strong to weak.

Using Connecticut Department of Health Office of Vital Records data, the HEI scores Hartford 
an overall indexed score of 4 when compared to other Connecticut towns and cities. The 
following map gives an indication of where the lowest scores lie when comparing among 
Hartford’s neighborhood; the West End and Parkville neighborhoods ranked the lowest 
among Hartford neighborhoods with regard to respiratory health.
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Map 5.  HEI Respiratory Illness Score by Neighborhood
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To help address these issues, the Asthma Call to Action Taskforce, a coalition of representatives 
from Hartford’s Department of Health and Human Services, public schools, area hospitals, 
community organizations, and other agencies that are concerned about asthma in Hartford, 
seek to increase awareness about asthma to its residents, improve asthma care, establish a 
network of individuals and organizations to provide education and resources, and define 
asthma rate improvement strategies.

Obesity and Cardiovascular Disease
The percentages of obese Connecticut adults 20 years and older are notably higher for 
the Black and Hispanic populations (39.8% and 29%, respectively) than the state’s white 
population (20.6%) [10]. Obesity is most commonly measured as a percentage of body fat 
based on height and weight. The following table shows the percent of healthy, overweight, and 
obese adults in the UnitedStates for all income levels as determined by the National Health 
and Nutrition Examination Survey. These weight category trends are similar when looking 
solely at people who are classified as “poor” (those who lived below the poverty threshold, 
currently set at a yearly income of $11,139 for individuals and $22, 314 for a family of four) by 
the US government. With a high rate of unemployment and a low HEI ranking for economic 
security, it can be assumed that obesity trends in Hartford are similar and that there is an 
increased relative risk for hypertension and adverse cardiovascular outcomes [11].”

Table 13. United States Weight Categories
HealTHy WeigHT oVerWeigHT obeSe

1988-1994 41.9% 33.0% 22.7%

2001-2004 32.4% 34.7% 31.2%

2005-2008 30.9% 33.5% 33.9%

Similar rates emerge when looking at people who are classified as “poor” by the US government 
(those who live below the poverty threshold, currently set at a yearly income of $11,139 for 
individuals and $22,314 for a family of 4). With high rates of unemployment and a low HEI 
rating for economic security in Hartford, this trend is most likely mirrored in the city.

Downtown, the neighborhood with the lowest residential density, has the highest economic 
security and education scores, as well as the largest proportion of white residents. Despite  
such a low percentage of Hartford residents living Downtown, the fact that this population 
enjoys greater employment as well as health care coverage contributes to an increase in 
cardiovascular diagnoses and ultimately prevents undesirable health outcomes. For the 
remainder of Hartford’s residents, cardiovascular health indicators remain elusive.

Obesity has been linked to both cardiovascular health and diabetes [12], and heart disease 
was the leading cause of death for Hartford from 2005 to 2007. The Northeast and Frog 
Hollow neighborhoods rate the poorest for these two significant risk factors.
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There are several strong and moderate correlations with cardiovascular health, the top being 
education and economic security; below is a table listing the top five.

Table 14. Social Determinants of Health related to Cardiovascular Health
inDex SCore rS ValUe

Education 2 0.51

Economic Security 2 0.48

Civic Involvement 1 0.42

Environmental Quality 4 0.36

Community Safety 1 0.33

Housing 3 0.29

Employment 3 0.28

Note: All shown correlations are statistically significant and ranked in order from strong to weak.

Diabetes
The fact that diabetes often presents as a co-morbidity with other diseases, it is difficult 
to segregate the information for just diabetes. The following table shows the age-adjusted 
percentages for adults 20+ for selected ethnic groups throughout the state; the data are 
from the Centers for Disease Control Behavioral Risk Factor Surveillance System (BRFSS).

Map 6.  HEI Cardiovascular Disease Score by Neighborhood
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Table 15. Connecticut Residents with Diabetes by Race

year all aDUlTS non-HiSPaniC 
WHiTe

non-HiSPaniC 
blaCk MexiCan-aMeriCan

2005 7.2% 6.6% 14.3% 15.1%

2006 6.9% 6.4% 15.0% 10.4%

2007 8.3% 7.1% 20.4% 13.5%

2008 7.2% 6.2% 16.1% 11.6%

2009 6.8% 6.4% 13.0% 9.7%

2010 7.6% 7.0% 13.9% 9.5%

The rates are alarmingly higher for non-Hispanic Blacks, and Hispanics; these trends are 
the same across all economic levels, and substantially higher for those who live below and 
near the poverty threshold. Since 2007, there has been a significant improvement in these 
high rates as both the Black and Hispanic populations in the state have experienced a drop 
in the rate of diabetes, but there is still a diabetes health disparity drawn along racial lines 
for the state. 

While Hartford’s diabetes rate is lower than the state’s, the CDC indicates that Hartford’s rate 
is on the rise. If the state trend in diabetes is any indication of how the city is afflicted by 
this disease, then the assumption would be that the Black population is disproportionately 
affected when compared to other racial/ethnic groups.

Source: US Dept of Health and Human Services, The Office on Women’s Health

2004 2005 2006 2007

7.00%

7.10%

7.30%

7.40%

Figure 17. Diabetes in Hartford for Adults

The neighborhoods are compared to one another in the following map using the HEI indexing 
giving an indication where in Hartford diabetes is more of a health issue. The Northeast 
neighborhood ranks the lowest among Hartford neighborhoods. 
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Behavioral Health
The HEI, using discharge data from the Connecticut Hospital Association and death 
information from the Connecticut Office of Vital Records, calculated an aggregate index 
score of 2 for mental health as a health indicator for Hartford. There are several significant 
correlations with mental health, including community safety (Rs=0.55), economic security 
(Rs=0.47), environmental quality (Rs=0.45), civic involvement (Rs=0.45), education (Rs=0.42), 
housing (Rs=0.37), and employment (Rs=0.23). With a low-indexed social determinant score, 
it can be inferred mental health issues are a significant health risk for the city. The BRFSS, 
a national system of state-based surveys, annually assessed how the residents fare with 
mental health issues. The results show that there is clearly a greater rate of Hispanics and 
Blacks self-reporting a lack of emotional support.

The behavioral health infrastructure is headed by the state through the Department of Mental 
Health and Addiction Services and its various partners; the complexity of mental health 
services designed to cater to large geographic regions encompassing the city as well as 37 
other municipalities calls for a more thorough investigation and coordinated approach. HHS  
is currently engaged in a collaborative partnership that includes planning for a Behavioral 
Health Needs Assessment in order to fully understand the nature of these services. 

Map 7.  HEI Diabetes Score by Neighborhood
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Figure 18. Mental Health in Connecticut (Age Adjusted; 2007-2009)

The neighborhood with the highest utilization of mental health services is the West End, 
which happens to be relatively affluent when compared to other city neighborhoods. The 
Consortium could hypothesize that individuals with greater access to specialized health 
care services would experience higher rates of diagnoses.
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Map 8.  HEI Mental Health Score by Neighborhood
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VIII.  Barriers to Services
The Urban Alliance survey asked respondents to consider barriers to health services and 
community resources. The most commonly reported barriers to service areas included not 
knowing about existing services (27%), lack of available services (22%), not able to pay (20%), 
and lack of transportation (20%).

Respondents were also asked to identify the most crucial perceived service needs for Hartford. 
Areas perceived as the most in need of additional services included homelessness/ housing 
(45%), education (41%), job training/employment assistance (39%), and basic needs/food 
assistance (36%). The top actual service needs were determined by respondents indicating 
that someone in their household would benefit from having additional service in this area. 
This resident survey found that the actual needs of the respondents were, for the most part, 
similar to the perceived needs of Hartford; three of the top five needs mentioned were 
common to both (see table below; ranked by most common responses and common responses 
bolded). The two areas - perceived and actual service needs - were explored separately to 
note differences, but with such high correlations in Connecticut between employment, 
education, and housing, as well as other factors, the overlap between the two areas is not 
as discordant as they appear to be.

Table 16. Top 5 Needs for Hartford
aCTUal neeDS PerCeiVeD neeDS

Basic needs/food assistance services Homelessness/housing

Financial support services Education

Job training/employment assistance Job training/employment assistance

Health and wellness Basic needs/food assistance

Education Youth development
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The Key Informant interviews completed by the Consortium had similar findings. More than 
half of Key Informants chose either “Disagree” or “Strongly Disagree” with positive statements 
about access to care regarding dental services, medical specialists, a comprehensive model 
of primary care, providers who accept Medicaid, transportation, and health care delivery 
in Hartford.

Table 17. Key Informant Perceptions of Health Care
aCCeSS/ barrierS To Care “DiSagree” or “STrongly DiSagree”

The majorities of Hartford residents are able to access  
and afford a dentist when needed. 88%

The majority of Hartford residents are able to access  
needed medical specialists. 83%

The majorities of Hartford residents are able to access 
and afford a primary care provider. 76%

Transportation to medical appointments is available 
to residents when needed. 73%

The healthcare delivery system in Hartford has a 
comprehensive approach to patient care. 71%

There is a sufficient number of providers accepting 
Medicaid or other forms of medical assistance. 70%

There is a sufficient number of bilingual healthcare  
providers in Hartford. 63%
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IX.  Conclusions
This Community Health Needs Assessment was assembled to give readers an overview of 
Hartford public health trends and to provide a platform to increase the communication 
across non-governmental as well as governmental agencies to improve the lives of city 
residents. The findings from this process demonstrate that Hartford residents include high 
concentrations of people at an increased risk for unhealthy living. After examining all the 
data sources used to create this report – the Key Informant Survey, the Hartford Survey 
Project, and the various secondary data that were analyzed – it is clear that marginalized and 
underserved populations are overrepresented in the city, and the need for establishing and 
expanding effective partnerships among city agencies is critical. Poverty, job opportunities, 
education, quality of housing, and neighborhood safety are quality of life measures that 
were most often mentioned by the Key Informants. All of these were highlighted in the data 
as areas where collaboration and renewed effort are necessary.

According to a recent model created by the University of Wisconsin’s Population Health 
Institute, at least half of community wellness is driven by non-health factors such as education, 
housing, and pollution [13]. Connecticut, consistently one of the wealthiest states in the union, 
is also home to some of the nation’s most significant gaps in leading societal determinants 
of health. For instance, when looking at poverty, Latinos are 4.7 times and Blacks are almost 
3.6 times more likely to be living in poverty when compared with their white counterparts 
in Connecticut. These poverty rates among Black and Latino population reflect, in part, 
the terribly high unemployment rates in cities like Hartford, which have been crippled by 
unemployment rates at least 50% higher than that of the state. Coupled with things like a 
high percentage of single parent households with children present, these compromising 
circumstances make it difficult for Hartford residents and their families to achieve optimal 
health.

In addition to a high concentration of  poverty, this assessment identifies other actionable 
non-medical factors that drive the state of health in Hartford. Education, for example, is 
a key indicator for economic security; low educational attainment coupled with limited 
employment opportunities adversely impact economic security of the city on a whole. 
Hartford’s battle is a difficult one as one-third of Hartford adults do not have a high school 
diploma. And with one-fifth of the city’s labor force unemployed and a high rate of service 
occupations for those who are employed, it is apparent that when people get off on the 
wrong foot, the path to occupations with increased responsibility and higher wages become 
all the more difficult.

The housing situation in Hartford makes it difficult to find up-to-date accomodations. The 
housing stock in Hartford is an aging one, where more than half of the housing available for 
both renters and buyers was built prior to 1950. And of all the housing occupied, less than 
a quarter of Hartford residents own their domicile; the majority has to choose from these 
old housing options.
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Crime continues to be a problem in Hartford. With such a high number of youth living in the 
city, there is going to be an increased rate of violent and injury-related deaths. The city, having 
about 3.5% of the entire state’s population, accounts for more than a third of all murders.
In addition, there are some very specific health issues that should be highlighted:

• High age-adjusted mortality rates despite a population that is relatively young suggest 
that the senior population is dying at a high rate

• The diabetes rate, although well below Connecticut’s rate, has climbed steadily in 
recent years

• As a percent of the total population in Hartford, residents who are obese are increasing 
while the percent of healthy weight adults declines

• The infant mortality rate in Hartford is much higher than Connecticut and the  
United States

Preventing problems before they arise is a particularly powerful tool in population health. These 
prevention efforts will result in a dramatic cost savings and reduction in social problems to 
our community. In 2009, the Mayor’s office in collaboration with HHS designed and launched 
the Healthy Hartford wellness campaign, focused on many aspects of daily life in our urban 
environment. The goal of this campaign is to increase the availability of health related 
information and have community discussions designed to influence the choices that the 
Hartford citizenry at all ages makes regarding health behaviors like physical activity, proper 
eating, and other aspects of disease prevention.  HHS launched a set of creative teams to design 
high-impact activities and approaches targeting all residents; the Healthy Hartford campaign 
was recently recognized by the U.S. Surgeon General and received the Healthy Youth for a 
Healthy Future Champion Award for its efforts to curb and prevent childhood overweight and 
obesity within our community. The Healthy Hartford campaign along with its many partners 
strives to reach the largest possible number of residents by designing interactive activities that 
target specific demographic groups throughout Hartford’s 17 neighborhoods.

The Healthy Hartford campaign is a collaborative effort with area health providers and 
organizations to promote healthy choices and solutions to health problems by focusing efforts 
on a specific segment of the population or aspect of living in Hartford (i.e., youth, women, 
and men; Hartford workforce; and public policies that affect the health of the people). As an 
example, the recently formed Hartford Childhood Wellness Alliance draws on the combined 
leadership and expertise of community and professional groups across a spectrum of public 
health, medicine, academia, child care, and recreation to address the critical issue of childhood 
health and weight in Hartford. The Alliance provides a structure through which individuals 
and organizations can join together in the common interest of creating healthy environments 
for children and families, which in turn would be a cost saver to the city. Early in 2011, the 
Society of Actuaries calculated that the total economic cost of overweight and obesity in the 
United States is $270 billion per year as a result of an increased need for medical care, loss of 
worker productivity due to higher rates of death, loss of productivity due to disability of active 
workers, and loss of productivity due to total disability. Providing increased accurate chronic 
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disease self-management training to Hartford residents would have a positive impact on 
total cost to the city.

Collaboration holds the promise of allowing progress on issues where multiple parties are 
involved. Sustaining collaborations in Hartford is possible not only because of established 
partnerships but also because of efforts like such as this needs assessment, which will further 
strengthen existing relationships by highlighting where the major needs are.  Any local health 
department is limited by available resources. Therefore, HHS’ standard operating procedure 
is to constantly search for, and partner with, other organizations in order to better the lives 
of Hartford’s citizenry.

The Public Health Advisory Council, a city charter-supported advisory panel, is an example 
of a sustained collaboration relative to residential health and chronic disease. Members 
of the panel include high-level representation from area hospitals, the Hispanic Health 
Council, the State of Connecticut Department of Mental Health and Addiction Services, the 
Connecticut Association of Directors of Health, and other community health organizations, 
and has regularly met for approximately the last 15 years. As experts on community health, 
the Public Health Advisory Council advices the city on many public health policies and 
initiatives.

In order to have improved collaborations throughout the city, there needs to be better data 
exchange among health organizations. Both health and societal data are not consistently 
collected, are difficult to compare longitudinally, and frequently may not tell the whole 
story. To improve the health of Hartford residents, HHS and its partners must have access to 
accurate local data. There are opportunities to make significant improvements in gathering 
and tracking such data on all of these issues, particularly on the issues of chronic diseases 
and risk factors that contribute to health disparities. It is imperative that those working 
in public health and providers of direct clinical services collaborate to develop a strategic 
plan for delivery of health care (including preventive care and mental health services) in a 
manner best suited to the community being served.

This report has presented a case that trends in health outcomes are determined not just by 
individual-level factors such as genetic make-up or access to medical services. Rather, these 
rates are a result of but also social, political, and environmental conditions. At the population 
level, major influences on health are structural. Throughout the development of this report, 
it has become clear that the disproportionate rates of morbidity and mortality borne by the 
city’s marginalized communities result from far more than access to medical services, a 
result of cumulative social and environmental conditions in which Hartford’s low-income 
residents are born, grow up, live and work. Hartford stakeholders can no longer afford to 
ignore evidence linking social determinants of health with health outcomes. By building on 
the analysis in this report and partnerships throughout the city, Hartford will take significant 
steps to build the capacity to understand and address the conditions contributing to the 
compromised health of our most vulnerable neighborhoods.
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XI.  Appendix
A. Agencies that participated with the Key Informant Interviews:

Alcohol and Drug Recovery Centers, Inc. Family Life Education

Asian Family Services (CRT) Gay and Lesbian Health Collective

Blue Hills Civic Association Greater Hartford Interdenominational Ministerial Alliance, Inc.

Boys and Girls Clubs Greater Hartford Interfaith Coalition for Equity and justice

Cancer Program at Hartford Hospital Hartford 2000

Capital Workforce Partners Hartford Behavioral Health

Capitol Region Education Council Hartford Community Schools

Casey Family Services Hartford Foundation for Public Giving

Catholic Charities (Archdiocese of Hartford) Hartford Hospital

Catholic Worker House Hartford Office of Youth Services

Charter Oak Health Center Hartford Public Schools

Child Health and Development Institute of Connecticut, Inc. Hispanic Health Council

Children’s Trust Fund Immaculate Conception Shelter and Housing Corp.

Clay Arsenal Neighborhood Revitalization Zone Injury Prevention Center at CCMC

Commission on Children Institute for Community Research

Community Health Service Institute for Hispanic Families s

Community Renewal Team, Inc. (CRT) Interval House

Conference of Churches Khmer Health Advocates

Connecticut Children’s Medical Center (CCMC) Latino Community Services

Connectikids Malta House of Care, Inc.

CT African-American Affairs Commission My Sister’s Place

CT Association of Directors of Health (CADH) Office for Young Children (COH)

CT Association of Human Services Pediatric Clinic at Saint Francis Hospital

CT Coalition for Environmental Justice Saint Francis Hospital

CT Department of Mental Health and Addiction Services The Village for Families and Children

CT Department of Public Health UConn Health Center

CT Department of Social Services UConn School of Social Work

CT Voices for Children United Way

Daughters of Eve Urban League of Greater Hartford

Department of Community Outreach at Saint Francis Hospital  Easy Breathing at the Hartford Alliance for Childhood 
Wellness 

Emergency Department at Hartford Hospital Women’s League Child Development Center
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B.  Key Informant Survey

City of Hartford 2010 Key Informant Survey

Good morning/afternoon, my name is ________________ and I’m calling on behalf of the City 
of Hartford Department of Health and Human Services, CCMC, Saint Francis Hospital and 
Hartford Hospital. You should have received a letter from those institutions soliciting your 
participation in a brief survey that is part of a community needs assessment for the City of 
Hartford. You should have received a survey in advance to help us in this process; if that is 
not the case I could send one now and schedule for a latter time.

Do you have approximately 15-20 minutes to complete the survey with me? If not, I would 
be glad to schedule a time that is convenient with your schedule and call you back. 

Please know that all of your responses will be held in strict confidence.  No individual from 
the sponsoring organizations will have access to your individual survey.  I’d like to emphasize 
that I am not an employee of the City of Hartford, but am affiliated with Holleran, a research 
firm located in Lancaster, Pennsylvania commissioned to conduct this research.

DEMOgRAPHICS
Area of Expertise:
Education Level:
Years providing services:

1. What is your vision of a healthy community?

2. What are the most significant barriers that residents of Hartford face when they attempt 
to access healthcare?

3. What specific populations in Hartford do you feel are not being adequately served by the 
healthcare system? 

4.  In your opinion, what proportion of the population in Hartford views the hospital emergency 
room as their key source of primary care?  _____________%
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Key Health Issues

1. In your opinion what are the five most significant health issues (most severe or most 
serious) you perceive in your community.  The first one being the least important and 
the last one being the most important.

Caller:  Read the list only if respondent needs prompting.

  Diabetes   Substance Abuse

  Cancer   Mental Illness

  Heart Disease   Domestic/Family Violence

  Stroke   Abuse of Children

  Obesity   Sexually Transmitted Diseases –  
does not include HIV/AIDS

  Daily Life Stressors   HIV/AIDS

  Reproductive Health   Violence

Other _________________________

2. In your opinion what would be the best way to promote health prevention and wellness?

3. Regarding health and well-being, what needs of Hartford residents are currently begin 
met the best? 

4. Regarding health and well-being, what would you say are the greatest unmet needs among 
residents of Hartford?

5 If you had to identify two key improvements that you feel are needed to provide better 
healthcare for area residents, what would they be?

a.  ____________________________
b.  ____________________________

Comments regarding Key Health Issues:
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Quality of Life

1. On a scale of 1 (very poor) through 5 (excellent), please rate each of the following within 
the community. 

1 = very poor; 2 = poor; 3 = average; 4 = good; and 5 = excellent.

NEIgHBORHOOD/ENVIRONMENT                                                                           Very poor  «  »  Excellent
a.   Availability of recreational activities   1        2        3        4       5

b.   Neighborhood safety   1        2        3        4       5

c.   Clean, litter-free neighborhoods   1        2        3        4       5

d.   Water or air pollution   1        2        3        4       5

e.   Quality of housing (affordable, in good condition)   1        2        3        4       5

f.    Road/traffic conditions   1        2        3        4       5

g.   Schools/education   1        2        3        4       5

h.   Job opportunities   1        2        3        4       5

i.    Availability of care for children   1        2        3        4       5

j.    Poverty   1        2        3        4       5

Do you have any additional comments on Quality of Life or any example that illustrates your answers:

2. What specific suggestions do you have for area hospitals and public health agencies to 
improve the quality of life in the community?
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Quality of Care

1. On a scale of 1 (strongly disagree) through 5 (strongly agree), please rate each of the 
following statements. 

1 = strongly disagree; 2 = disagree; 3 = neither agree nor disagree; 4 = agree; 5 = strongly agree

HEALTHCARE                                                                           Strongly disagree  «  »                                                                                                                                                
                  Strongly agree

a.   There are a sufficient number of bilingual providers  
in Hartford. 

  1        2        3        4       5

b.   The majority of residents in the area are able to  
access a primary care provider.

  1        2        3        4       5

c.   The majority of residents in the area are able to  
access a medical specialist.

  1        2        3        4       5

d.   The majority of residents in the area are able to  
access a dentist when needed.

  1        2        3        4       5

e.   Transportation for medical appointments is  
available to the majority of residents. 

  1        2        3        4       5

f.   There are a sufficient number of providers accepting 
Medicaid or other forms of medical assistance. 

  1        2        3        4       5

Do you have any additional comments on Healthcare or any example that illustrates your answers:

SOCIAL SERVICES                                                                           Strongly disagree  «  »                                                                                                                                                
                  Strongly agree

a.   The majority of the residents in Hartford would know  
where to go if they needed mental health/ behavioral 
health treatment.

  1        2        3        4       5

b.   The majority of residents in Hartford would know where to 
go if they needed help with a substance abuse problem.

  1        2        3        4       5

c.   There are a sufficient number of behavioral health  
providers in the area.

  1        2        3        4       5

d.   The healthcare delivery system in Hartford has a 
 holistic approach to patient care?

  1        2        3        4       5

Do you have any additional comments on Social Services or any example that illustrates your answers:

That concludes the survey.  Thank you very much for your time today and we appreciate your feedback! 
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C.  Hartford Resident Survey: English
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D.  Hartford Resident Survey: Spanish
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E. Data Sources for HEI Social Determinants

Social Determinants
 Civic Involvement
 Community Safety
 Economic Security
 Education
 Employment
 Environmental Quality
 Housing

Health Outcomes
 Accidents/Violence
 Cancer
 Cardiovascular Disease
 Childhood Illness
 Diabetes
 Health Care Access
 Infectious Disease
 Life Expectancy
 Liver Disease
 Mental Health
 Perinatal Care
 Renal Disease
 Respiratory Illness

For additional information about the HEI social determinants and health outcomes, please 
visit the Health Equity Index website at http://index.healthequityalliance.us/ or contact 
Connecticut Association of Directors of Health (CADH) at (860) 727-9874. 
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F. Data Sources for Health Equity Index

Connecticut Secretary of State Office Voter Registration Statistics

Connecticut Department of Public Safety Uniform Crime Reports

2008 Warren Group Residential Statistics Report

2006-07 Home Mortgage Disclosure Act, Aggregate Reports; 2006-07 FFIEC Census     
    Reports 2006-07

Housingpolicy.org

2000 US Census

Connecticut Department of Health Vital Records 

RealtyTrac website, September 2008

2008 Connecticut Department of Social Services Temporary Family Assistance Data 

Connecticut Department of Education’s CEDaR site 

2006 US Annual Economic Census ZIP Code Business Patterns reports; 2000 US Census 

Connecticut Housing Finance Authority; 2005 US Census Population Survey 

1995-2006 U.S. Annual Economic Survey 

2002 US Economic Census Zip Code Statistics 

US Environmental Protection Agency Toxic Release Inventory Program

Connecticut Housing Finance Authority; 2005 US Census Population Survey 

Connecticut Department of Health, Office of Vital Records Death Certificates; 2007     
    Nielsen Claritas Population Facts Demographic Report

Connecticut Department of Health Tumor Registry; 2007 Nielsen Claritas Pop-Facts  
    Demographic Report

2005 Connecticut Hospital Association CHIME Hospital Discharge Data 

Connecticut Department of Health, Lead Poisoning Prevention and Control Program

Connecticut Department of Health, Office of Vital Records Birth Certificates 

Connecticut Department of Health, Sexually Transmitted Surveillance Program

For additional information about the HEI data sources, please visit the Health Equity Index 
website at http://index.healthequityalliance.us/ or contact Connecticut Association of 
Directors of Health (CADH) at (860) 727-9874.

A Community Health Needs Assessment 53

562



563



Design by www.influentiald.com | Alberto Bonello
564



CITY OF HARTFORD DEPARTMENT OF HEALTH AND HUMAN SERVICES
131 Coventry Street | Hartford, CT 06112 | T 860.757.4700

565



 

 

 

 

 

 

 

 

 

566



567



568



569



570



571



572



573



574



575



576



577



578



579



580



581



582



583



584



585



586



587



588



589



590



591



592



593



594



595



596



597



598



599



600



601



602



603



604



605



606



607



608



609



610



611



612



613



614



615



616



617



618



619



620



621



622



623



624



625



626



627



628



629



630



631



632



633



634



635



636



637



638



639



640



 

 

 

 

 

 

 

 

 

641



642



 

 

 

 

 

 

 

 

 

643



Corporate Structure 

  

August 2015 

     
        
      

Harold Leever Regional 
  Cancer Center, Inc. 

2 Members 
Saint Mary’s Hospital 

50%; Waterbury 
Hospital 50% 

Non-Profit, Tax-Exempt 
        

Diagnostic Imaging of Southbury, LLC 
        For-Profit 

60% Membership Interest 
3 Members 

Naugatuck Valley Radiological 
Associates 20% 

Northeast Radiology 20% 

               

  Naugatuck Valley MRI, LLC 

 For-Profit 
78.3% Membership Interest 

2 Members 
Naugatuck Valley Radiological Associates 

Saint Mary's Hospital, Inc. 
21 Directors 

Non-Profit, Tax-Exempt 

Saint Mary's Hospital Foundation, Inc. 
30 Directors 

Non-Profit, Tax-Exempt 
100% Owner 

Saint Mary's Health System, Inc. 
No Members 
21 Directors 

Non-Profit, Tax-Exempt 

Franklin Medical Group, P.C. 
      For-Profit Captive 

Heart Center of Greater 
Waterbury, Inc. 

Non-Profit, Tax-Exempt 

     Saint Mary’s Indemnity  
     Company, LLC (SMICL) 

          

(VT Captive 100% 
Owner) 

            For-Profit 

Saint Mary’s Physician Partners, LLC 
For-Profit 

Accountable Care Organization 
100% Owner 

2 Members 
Saint Mary’s Hospital 

50%; Waterbury 
Hospital 50% 
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Saint Mary’s Hospital  

C H N A  I M P L E M E N TAT I O N  S T R AT E G Y  

BACKGROUND 

Saint Mary’s Hospital has served the city of Waterbury since 1907, when it was founded by the 

Sisters of Saint Joseph of Chambery. The founding of the hospital was made possible by a 

generous donation by the Right Reverend Monsignor William J. Slocum. In its first year, Saint 

Mary’s Hospital was a 120 bed facility and had a staff of 14. It is now licensed for 347 beds and 

employs more than 1,800 people. The mission of Saint Mary’s Hospital is to provide excellent 

healthcare in a spiritually enriched environment to improve the health of our community. The 

vision of Saint Mary’s Hospital is to be the leading regional healthcare provider. Saint Mary’s 

Hospital values are: 

 

 Integrity: Commitment to doing what is right 

 Caring: Compassionate approach to addressing the healthcare needs of all people 

 Accountability: Personal responsibility for the performance of Saint Mary’s Health System 

 Respect: Respect for the dignity, worth, and rights of others 

 Excellence: Working together in pursuit of superior clinical quality and service to others 

 

Saint Mary’s Hospital serves the city of Waterbury and 17 surrounding towns. In 2013, Saint 

Mary’s Hospital conducted a comprehensive Community Health Needs Assessment (CHNA) to 

evaluate the health needs of individuals living in these communities.  The CHNA was done in 

collaboration with The Greater Waterbury Health Improvement Partnership. The partnership 

consists of Saint Mary’s Hospital, Waterbury Hospital, Waterbury Department of Public Health, 

the City of Waterbury, StayWell Health Center, Connecticut Community Foundation, United Way, 

and other community organizations. Saint Mary’s Hospital views community health 

improvement as an ongoing effort that requires leadership through example and partnership 

with other community organizations to improve the health status and quality of life of 

community residents.   

The purpose of the assessment was to gather information about health needs and behaviors. A 

variety of indicators were examined including risky health behaviors (alcohol use, tobacco use) 

and chronic health conditions (diabetes, heart disease). The current assessment will guide Saint 

Mary’s ongoing work to improve community health and comply with new requirements for tax-

exempt health care organizations to conduct a CHNA and adopt an Implementation Strategy 

aligned with identified community needs.   
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THE CHNA PROCESS 

Saint Mary’s Hospital contracted with Holleran, an independent research and consulting firm 

located in Lancaster, Pennsylvania, to conduct research in support of the CHNA.  A 

comprehensive CHNA was conducted and included a variety of quantitative and qualitative 

research components. These components included the following: 

1. Secondary Data Profile  

2. Statistical Household Survey 

3. Focus Groups 

4. Key Informant Interviews 

5. Prioritization of Community Needs 

6. Implementation Strategy 

Holleran compiled a Secondary Data Profile using data collected from sources such as the U.S. 

Census Bureau, Waterbury Department of Public Health, Connecticut Department of Health, and 

Centers for Disease Control and Prevention, among others. The report depicts the most recent 

year health indicators, census figures, household statistics, morbidity and mortality rates, and 

socioeconomic measures for the city.   

A Statistical Household Survey was completed with 1,100 community residents. The survey 

aligns with the Behavioral Risk Factor Surveillance System (BRFSS) study promoted by the 

Centers for Disease Control and Prevention (CDC). The survey assessed indicators such as 

general health status, prevention activities (screenings, etc.), and risky behaviors (alcohol use, 

etc.). The results were examined by a variety of demographic indicators including age and 

gender. Special attention was given to identifying the needs of underserved individuals, 

including low-income, minority, and chronic condition populations in the county.  

 

Holleran conducted six Focus Groups to better understand health issues related to access to 

care, health education/communication, healthy behaviors, and community health infrastructure.  

A total of 24 health care providers and 33 community residents participated in the six focus 

groups.  Holleran analyzed the results of the findings to determine commonalities between 

populations and uncover themes to aid Saint Mary’s Hospital in addressing the identified 

barriers. 

 

A Prioritization Session was held on June 18, 2013. Approximately 40 individuals representing 

the Greater Waterbury Health Improvement Partnership gathered to review the results of the 

2013 Community Health Needs Assessment (CHNA) and prioritize key health needs.  Among the 

attendees were representatives from local health and human service agencies, area non-profit 

organizations, health providers, and public health representatives.  Please see Appendix A for a 

listing of individuals who attended the session.  
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Saint Mary’s Hospital developed an Implementation Strategy to outline what community 

health needs it plans to address, as well as specific goals and measures to evaluate community 

health improvement initiatives. 

 

SELECTION OF THE COMMUNITY HEALTH PRIORITIES 

In June 2013, individuals from healthcare organizations, community agencies, social service 

organizations, and area non-profits gathered to review the results of the CHNA data. The 

planning meeting was initiated by partners of the the Greater Waterbury Health Improvement 

Partnership, including Saint Mary’s Hospital.  The goal of the meeting was to discuss CHNA 

findings in an effort to prioritize key community health issues. 

 

The objectives of the session were: 

 

 To review recently compiled community health data and highlight key research findings; 

 To gather feedback from community representatives about community health needs; 

 To prioritize the community health needs based on select criteria. 

 

Prioritization Process 

Holleran Consulting facilitated the prioritization session. The meeting began with an abbreviated 

research overview, including the results of the primary and secondary research and key findings 

of the CHNA. 

Following the research overview, participants were provided with information regarding the 

prioritization process, criteria to consider when evaluating key areas of focus, and other aspects 

of health improvement planning, such as goal setting and developing strategies and measures. 

In a large-group format, attendees were asked to share openly what they perceived to be the 

needs and areas of opportunity in the community. Through facilitated discussion, attendees 

developed the following “Master List” of potential priority areas.   

Master list of community priorities (in alphabetical order)  

 Access To Care   Mental Health/Substance Abuse 

 Cancer   Overweight/Obesity 

 Diabetes  Respiratory Disease 

 Heart Disease  Smoking 

 Infant Mortality/Low Birth Weight  

 

Key Community Health Issues 

Once the Master List was compiled, participants were asked to rate each need based on two 

criteria. The two criteria included the “seriousness of the issue” and the “community’s ability to 

impact the issue.”  Respondents were asked to rate each issue on a scale of 1 (not at all serious; 

no ability to impact) through 5 (very serious; great ability to impact). The ratings were gathered 

instantly and anonymously through a wireless audience response system. Each attendee 
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received a keypad to register their vote. The following table reveals the results of the voting 

exercise.  

 

Master List 
Seriousness 

Rating (average) 

Impact Rating 

(average) 

Average Total 

Score 

Mental Health/Substance Abuse 4.76 3.76 4.25 

Overweight/Obesity 4.32 3.94 4.13 

Access to Care  4.45 3.79 4.12 

Smoking 4.29 3.53 3.91 

Diabetes 3.85 3.82 3.84 

Heart Disease 3.68 3.56 3.62 

Respiratory Disease 3.65 3.21 3.43 

Infant Mortality/Low Birth Weight 3.21 3.35 3.28 

Cancer 3.48 3.06 3.27 

 

The priority area that was perceived as the most serious was Mental Health and Substance 

Abuse (4.76), followed by Access to Care (4.45), and Overweight and Obesity (4.32). The ability to 

impact Overweight and Obesity was rated the highest (3.94), followed by Diabetes (3.82), and 

Access to Care (3.79).  

The matrix below outlines the intersection of the seriousness and impact ratings. Those items in 

the upper right quadrant are rated the most serious and with the greatest ability to impact.    
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Identified Health Priorities 

Attendees reviewed the findings from the voting and discussed cross-cutting approaches to 

further hone the priority areas.  Ultimately, the following four priority areas for Waterbury were 

adopted:  

 Access to Care 

 Mental Health/Substance Abuse 

 Chronic Disease (Obesity, Diabetes, Heart Disease and Asthma) 

 Smoking 
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STRATEGIES TO ADDRESS COMMUNITY HEALTH NEEDS 

Saint Mary’s Hospital developed an Implementation Strategy to illustrate the hospital’s specific 

programs and resources that support ongoing efforts to address the identified community 

health priorities.  This work is supported by community-wide efforts and leadership from the 

executive team and board of directors.  The goal statements, objectives and initiatives, and 

inventory of existing community assets and resources for each of the four priority areas are 

listed below.  

 

I.  Access to Care 

Goal:   Improve access to comprehensive, culturally competent, quality health services. 

Objectives: 

 Increase the proportion of patients with health insurance 

 Increase the proportion of persons who have a specific source of ongoing care 
 

Key Indicators:  

 Number of uninsured patients approved for health insurance programs 

 Number of patients who report having a primary care provider 

 Number of patients participating in the Children & Youth Medical Home Initiative 

Existing Programs 

Hospital-Based Access to Care Programs 

 Saint Mary’s has patient financial advocates who help patients qualify for insurance 

programs such as Medicaid.  In 2012, these advocates assisted 656 individuals in 

obtaining insurance coverage.   

Grant-Funded 

 Saint Mary’s has received grant funding from the Connecticut Department of Public 

Health for the Children and Youth with Special Health Care Needs Medical Home.   This 

Medical Home develops care plans and provides healthcare for children and youth with 

chronic physical and/or behavioral issues.   

 Saint Mary’s has grant funding from the Connecticut Department of Public Health for the 

Connecticut Cancer and Heart Disease Integrated Health Screening program (CHDIHS), 

which was formerly known as the Breast and Cervical Grant.  This program provides 

screening for breast and cervical cancer and if a cancer is diagnosed through the grant, 

funds are available for treatment.  CHDIHS recently integrated a colorectal screening 

component.  

 Saint Mary’s Children’s and Family Health Center, Dental Clinic and Outpatient Behavioral 

Health Center provide services to patients who are uninsured, under-insured or have 
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Medicaid.  Thousands of patients receive services through these clinics; these clinics have 

over 50,000 visits per year. 

Initiatives 

 Collaborate with the Connecticut Health Insurance Exchange to help residents gain 

access to health insurance. 

 Evaluate opportunities to improve access to primary and urgent care. 

 Enhance cost estimate and insurance verification programs so patients can better 

understand financial responsibilities in advance.  

 Provide appropriate technology in hospital to enhance patient experience across 

multiple settings.  

 Educate health care providers on resources (e.g., Malta House of Care) for 

uninsured/underinsured and low income patients and families. 

 Develop nurse navigator programs where appropriate to improve access to primary care 

and behavioral health. 

Existing Community Resources 

 

Chase Family Resource Center 

Community Health Centers, Inc. 

Malta House of Care 

New Opportunities, Inc. 

StayWell Health Center, Inc. 

Waterbury Health Access Program 

Waterbury Department of Public Health 
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II. Mental Health and Substance Abuse 

Goal:  Improve mental health and reduce substance abuse through awareness, access to 

services, and promoting positive environments. 

Objectives: 

 Increase the proportion of adults with mental health disorders and/or substance abuse 

who receive treatment 

 Increase mental health and substance abuse screening by primary care providers  

 Increase number of points of access for referral to services 

Key Indicators 

 Number and percent of patients in the Emergency Department whose primary diagnosis 

is related to mental / behavioral health. 

 Length of stay in ED for mental / behavioral health patients.  

 Number of ED referrals for mental / behavioral health care services. 

Existing Programs 

 Saint Mary’s has a twelve-bed inpatient psychiatric unit.  In FY 12, 611 patients were 

discharged from the unit.  The average length of stay in the unit is 6.36 days.    

 Saint Mary’s has an intensive outpatient behavioral health program.  Approximately, 

1,800 patients receive services through this program each year. 

 Saint Mary’s Emergency Department is a resource for patients with behavioral health 

needs.  In 2012, 11,163 ED patients had a primary diagnosis related to behavioral health.  

These patients represent 16% of total visits (70,067).  The average length of stay for 

behavioral health patients in the ED was 38.4 hours or 1.6 days.  Some of the ED 

behavioral health patients receive services in the seven-bed behavioral health holding 

unit.   

Initiatives 

 Evaluate options to enhance Behavioral Health unit in the Emergency Department to 

better meet patient needs. 

 Analyze potential for development of a Community Crisis Center or Behavioral Health 

Walk In Center. 

 Evaluate options to develop a Geriatric Emergency Department Program to reduce 

unnecessary ED utilization.  

 Continue to participate in the Connecticut Behavioral Health Partnership, which is 

organized through ValueOptions. 

 Evaluate Community Care Team program based at Middlesex Hospital and determine if a 

similar model could work in Waterbury. 

 Evaluate potential for an ambulatory detoxification program. 
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Resources 

Catholic Family Services 

Community Health Centers, Inc. 

Family Services of Greater Waterbury 

Home to Home Foundation 

Neighborhood Housing Services of Waterbury 

StayWell Health Center, Inc. 

Visiting Nurses Association 

Waterbury Department of Public Health 

Waterbury Youth Services  

Wellmore Behavioral Health 
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III.      Chronic Diseases (Obesity, Heart Disease, Diabetes, and Asthma) 

Goal: Promote health and reduce chronic disease through healthy eating and physical activity 

Objectives: 

 Reduce percent of overweight and obese residents 

 Increase access and consumption of healthy foods  

 Increase food security by addressing/reducing hunger 

 Reduce risk factors for chronic disease 
 

Indicators:  

 Number and percent of patients who are obese or overweight at the time of their visit. 

 Number and percent of patients receiving inpatient and outpatient nutritional 

counseling. 

 Number of children in the Early Obesity Prevention Program that demonstrate improved 

weight. 

 Number of children who receive meals through the Health Nutrition Grant. 

 Number of physicians participating in the Easy Breathing Program. 

 Number and percent of hospital meals that meet Sodexo’s Mindful Meal Selection 

Program. 

 Number and percent of residents utilizing the farmer’s market who report increased 

consumption of fruits and vegetables.  

 Number of food prescriptions written. 

Existing Programs 

Obesity and Heart Disease 

 Saint Mary’s offers inpatient and outpatient nutritional counseling. 

 Saint Mary’s has a bariatric program.  Services offered through the program include 

monthly educational seminars, nutritional counseling, gastric bypass and gastric banding 

surgery, and support groups.  In FY 2012, 112 patients had obesity surgery.   

 Saint Mary’s works with community organizations on the Early Childhood Obesity 

Prevention Program.  This program is funded by Saint Mary’s Hospital, the Connecticut 

Community Foundation and the American Heart Association.  The grant is in its first 

phase to collect local data on childhood obesity.  The second phase will include 

developing interventions to reduce obesity. 

 Saint Mary’s Children’s Development Center has a Bureau of Health Nutrition Grant to 

provide lunch and snacks for children who live in poverty.  This grant is partially funded 

by the Department of Education.  

 Food services at Saint Mary’s are provided by Sodexo.  Sodexo offers a Mindful Meal 

Program that includes low calorie and low fat healthy food options.     

Asthma and Diabetes 
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 The Easy Breathing program works to inform physician practices and foster a 

community-based approach to pediatric asthma and review program data at the 

community level. 

 The Connecticut Community Foundation and the American Hospital Association has 

awarded Saint Mary’s a grant for diabetes education in the Naugatuck area.  This is 

collaboration with the Heart Center of Greater Waterbury. 

Initiatives 

 Collaborate with Brass City Harvest to offer a farmer’s market.  

 Evaluate ways to continue to improve meal choices at the hospital.   

 Support the Waterbury Department of Public Health’s food and nutrition programs (such 

as the Healthy Corner Stores Initiative Food Prescription Programs). 

 Participate in the American Heart Association Mission Lifeline Program. 

 Determine possibility of holding community education and screening events in 

collaboration with local providers. 

 Provide nurse educator to patients with Congestive Heart Failure to coordinate post-

acute care services and provide patient and family education. 

 

Resources 

 Brass City Harvest 

 Bridge to Success Community Partnership 

 Community Health Centers, Inc. 

 End Hunger Connecticut 

 Heart Center of Greater Waterbury 

 New Opportunities, Inc. 

 Public and Private School Systems 

 StayWell Health Center, Inc. 

 Waterbury Department of Public Health 
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IV.      Tobacco Use 

Goal: Reduce illness, disability, and death related to tobacco use and secondhand smoke 

exposure. 

Objectives: 

 Reduce smoking and overall tobacco use among adults, adolescents and children 

 Reduce the initiation of tobacco use among children, adolescents, and young adults 

 Increase smoking cessation attempts and recent successes by smokers 

 Increase tobacco screening, counseling, and education about health risks of using 

tobacco 

 Increase tobacco free environments 

 

Key Indicators 

 Number of people participating in smoking cessation programs and percent that 

successfully quit smoking. 

 Number of patients who receive smoking cessation counseling. 

 

Existing Programs 

 The American Lung Association has awarded Saint Mary’s tobacco cessation funds.  

Funds are currently available to cessation classes. 

 All patients who are discharged from Saint Mary’s Hospital receive Smoking Cessation 

educational materials in their discharge packets. 

Initiatives 

 Work with Harold Leever Regional Cancer Center to enhance smoking cessation 

program. 

 Evaluate opportunities to pilot incentive program to increase smoking cessation rates. 

Resources 

 Community Health Centers, Inc. 

 Harold Leever Regional Cancer Center 

 Public and Private School Systems 

 StayWell Health Center, Inc. 

 Waterbury Department of Public Health 
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RATIONALE FOR COMMUNITY HEALTH NEEDS NOT ADDRESSED 

Saint Mary’s Hospital plans to address all four of the prioritized community health needs 

identified through the 2013 Community Health Needs Assessment and prioritized by community 

representatives.   

 

APPROVAL FROM GOVERNING BODY 

The Saint Mary’s Hospital Board of Directors met on September 12, 2013 to review the findings 

of the CHNA and the recommended Implementation Strategy.  The board voted to adopt the 

Implementation Strategy and provide the necessary resources and support to carry out the 

initiatives therein. 
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Appendix E: Prioritization Session Participants – June 18, 2013 

 

Name Title Organization 

Maryangela Amendola Director Chase Family Resource Center 

John Bayusik 

Emergency Preparedness 

Coordinator Waterbury Health Department 

Christine Bianchi, MSW, 

LCSW Chief Development Officer StayWell Health Center, Inc. 

Kathy Caiazzo Commissioner Waterbury Board of Public Health 

Ellen Carter Program Officer Connecticut Community Foundation 

Juana Clarke 

Director of Grants & 

Operations Audit Waterbury Hospital 

Dawn Crayco Deputy Director End Hunger Connecticut 

Anthony Cusano, MD Physician Waterbury Hospital 

Sam D'Ambrosi President Board of Health 

Jennifer DeWitt Director CNV Regional Action Council 

John DiCarlo 

Public Policy, Economic 

Development Director Chamber of Commerce 

Rachel DiVenere Public Health Educator Waterbury Health Department 

Doreen J. Elnitsky 

Administrative Director of 

Behavioral Health Waterbury Hospital 

Pat Evans Grants Manager Saint Mary's Hospital 

Blair Foley Director Home-to-Home Foundation 

Natalie Forbes Grant Writer Waterbury Hospital 

Anne Marie Garrison VP Clinical Operations VNA Health-at-Home 

Elizabeth George Student Intern Yale University School of Public Health 

Michael A. Gurecka 

Director of Business 

Development New Opportunities, Inc. 

Lori Hart Director Bridge to Success 

Silvia Hutcheson 

Director of Strategic Planning 

& Business Development Saint Mary's Hospital 

Celeste Karpow Student Intern UCONN School of Public Health 

Michele Kieras Provider Liaison VNA Healthcare 

Kevin Kniery Director Harold Leever Cancer Center 

Kathy Lang 

Clinical Director, Meriden, 

Waterbury Catholic Charities Archdiocese of Hartford 

Shpetim Mete Physical Education Teacher Driggs Elementary School Waterbury 

Sandra Micalizzi, APRN Clinical Nurse Specialist Heart Center of Greater Waterbury 

Justine Micalizzi 

Community Engagement 

Coordinator Benchmark Senior Living 
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Lois Mulhern Nursing Supervisor 

Waterbury Health Department of Public 

Health 

Kathleen Novak Policy Development Waterbury Health Department 

Deb Parkinson Operations Manager Harold Leever Cancer Center 

Sandy Porteus Director Family Services of Greater Waterbury 

Owen Quinn Director of Housing New Opportunities, Inc. 

Bill Quinn Director Waterbury Health Department 

JoAnn Reynolds-Balanda VP Community Impact United Way of Greater Waterbury 

Darlene Stromstad 

President & Chief Executive 

Officer Waterbury Hospital 

Peg Tentoni Regional Director Clinical Op VNA Healthcare 

Nicole Theriault Nutritionist Brass City Harvest 

Paula Van Ness 

President & Chief Executive 

Officer Connecticut Community Foundation 

Yadiris Vega Volunteer Bridge to Success 

Barbara White Marketing Manager Saint Mary's Hospital 
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instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days 
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.                                                                      
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Governing Body 482.12 
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The governing body must be responsible for 
services furnished in the hospital whether or not 
they are furnished under contracts.  The governing 
body must ensure that a contractor of services 
(including one for shared services and joint 
ventures) furnishes services that permit the hospital 
to comply with all applicable conditions for the 
contracted service. 

A000 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A083 
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A083 
 
 
 
 
 
 
 
 

This STANDARD is not met as evidenced by: 
Based on observation, a review of facility 
documentation, and staff interviews the facilities 
governing body failed to ensure the hospitals quality 
program assessed services provided by an outside 
environmental monitoring company to identify 
quality and performance issues.  The finding 
includes: 
 
During a tour of the pharmacy on 10/15/14 at 
10:00AM, a review of the facility environmental 
monitoring reports from January 2014 – October 
2014 were conducted.  It was noted that an 
independent company had conducted monthly testing 
of the compounding area of the pharmacy to 
determine if microbial contamination was present.  
The monthly reports identified site samples, total 
number of colonies, with genus identification in 
multiple locations with both surface and air sample.  
Interview with the Director of the Pharmacy on 
10/15/14 at 10:00 AM indicated he spoke with the 
microbiologist from the company and was told that 
the findings did not require an action with the one 
exception of the floor sampling.  The 
recommendation was to place a “tacky” mat on the 
floor entrance to the clean room in September of 
2014 where compounding occurred, as most of the 
genus identified was located in this area. Further 
interview with the Director of the  

A083 
 
 
 
 
 
 
 
 

 
Applies to tag A083 
Monthly Pharmacy environmental monitoring reports submitted to 
Quality Management/Infection Prevention Department monthly for 
review.  Pharmacy Director or his designee reports to the Infection 
Prevention Committee quarterly to review findings.   
 
 
Monitoring: 
Infection Prevention minutes are regularly reviewed by Medical 
Executive Committee and the Quality and Patient Safety 
Committee of the Board.   
 
Responsible Person: 
Director of  Pharmacy  

 
 
October 30, 
2014  
 
 
 
 
 
Indefinite 
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A083 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A273 

Pharmacy indicated he did not discuss the results of 
the monthly testing with the quality committee to 
determine the severity of the problem, interventions 
that may have been needed and/or opportunities for 
improvement to effectively deliver quality care and 
ensure patient safety.  Interview with the Vice 
President of Nursing on 10/29/14 at 1:30 PM 
identified the governing body was not made aware of 
the environmental testing that was conducted in the 
pharmacy to ensure monitoring, improvement 
activities, and sustainability of quality problems.  The 
hospital bylaws dated 12/20/07 directed in part, the 
quality coordinating council would monitor the 
performance improvement activities carried out 
within the hospital.  Further review of the bylaws 
identified the governing body would be responsible to 
review infection control as it is related to the 
development of a mechanism for monitoring and 
reporting environmental condition with infection 
potential.  
 
482.21(a), (b)(1), (b)(2)(i), (b)(3) DATA 
COLLECTION & ANALYSIS 
 

(a) Program Scope 
(1) The program must include, but not be limited 

to, an ongoing program that shows 
measurable improvement in indicators for 
which there is evidence that it will improve 

A083 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A273 
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A273             Health outcomes 
(2) The hospital must measure, analyze, and track 

quality indicators and other aspects of 
performance that assess processes of care, 
hospital services and operations. 

(b) Program data 
(1) The program must incorporate quality 

indicator data including patient care data, and 
other relevant data, for example, information 
submitted to, or received from, the hospital’s 
Quality Improvement Organization. 

(2) The hospital must use the data collected to-- 
(i) Monitor the effectiveness and safety of 

services and quality  of care and 
(3) The frequency and detail of data collection 

must be specified by the hospital’s governing 
body.   

 
This STANDARD is not met as evidence by: 
Based on a review of the hospital documentation and 
interview with hospital personnel, the facility failed 
to assess and/or analyze environmental testing 
conducted in the pharmacy and/or failed to 
incorporate the hospital’s quality improvement 
program to ensure patient safety and quality of care.  
The finding includes: 
.   
     

A273  
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A273 During a tour of the pharmacy on 10/15/14 at 
10:00AM, a review of the facility environmental 
monitoring reports from January 2014 – October 
2014 were conducted.  It was noted that an 
independent company had conducted monthly testing 
of the compounding area of the pharmacy to 
determine if microbial contamination was present.  
The monthly reports identified site samples, total 
number of colonies, with genus identification in 
multiple locations with both surface and air sample.  
Interview with the Director of the Pharmacy on 
10/15/14 at 10:00 AM indicated he spoke with the 
microbiologist from the company and was told that 
the findings did not require an action with the one 
exception of the floor sampling.  The 
recommendation was to place a “tacky” mat on the 
floor entrance to the clean room in September of 
2014 where compounding occurred, as most of the 
genus identified was located in this area. Further 
interview with the Director of the Pharmacy indicated 
he did not discuss the results of the monthly testing 
with the quality committee to determine the severity 
of the problem, interventions that may have been 
needed and/or opportunities for improvement to 
effectively deliver quality care and ensure patient 
safety.  The hospital’s performance improvement 
management plan directed in part, a performance 
improvement plan specific to the department’s scope 
of care and to ensure the deployment of strategies 
based on measurement and assessment of process and 
outcomes.   

A273  
 
 
 
 
 
Applies to tag A273 
 
Monthly Pharmacy environmental monitoring reports submitted to 
Quality Management/Infection Prevention Department monthly for 
review.  Pharmacy Director or his designee reports to the Infection 
Prevention Committee quarterly to review findings.   
 
 
Monitoring: 
Infection Prevention minutes are regularly reviewed by Medical 
Executive Committee and the Quality and Patient Safety 
Committee of the Board.   
 
Responsible Person: 
Director of Pharmacy 
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A724 

The chief executive officer, senior leadership and the 
executive leadership team would be responsible for 
assuring the identified key projects are reflected, 
measured and evaluated in the performance 
improvement plan with outcomes documented.   
 
482.41(c)(2) FACILITIES, SUPPLIES, 
EQUIPMENT MAINTENANCE 
 
Facilities, supplies, equipment must be maintained to 
ensure an acceptable level of safety and quality.   
This STANDARD is not met as evidenced by:  
  Based on review of facility documentation, review 
of facility policy, review of manufacturer’s 
recommendations, observations and interviews, the 
facility failed to ensure that pharmacy equipment 
inspections and/or cleaning maintenance was 
conducted/documented as per manufacturer’s 
recommendation, and/or facility policy and/or state 
law.  The finding includes: 
 
A tour of the pharmacy department was conducted 
with the Director of Pharmacy on 10/27/14.  
Observation on 10/27/14 at 2:00 PM identified that 
the pharmacy had three glove compounding isolators.  
Isolator #3 had a maintenance sticker dated fir 9/2014 
on the outer right side of the isolator.  Review of 
isolator inspection documentation on 108/28/14 at 
2:05PM indicated that all three isolators had HEPA 

 
 
 
 
 
 
A724 

 
 
 
 
 
 
 
 
Applies to tag A724 
Pharmacy Department and Facilities have both created an 
automated alert 3 weeks prior to the required inspection of the 
isolators as a reminder for follow up to Facilities contracted service 
for cleaning. In addition to contracted cleaning, twice monthly 
terminal cleaning has been scheduled with sporacidal disinfectant 
for the IV rooms.  
 
Monitoring: Pharmacy Department will maintain an inspection log 
and this will be submitted to the Quality Department on an annual 
basis. 
 
Responsible Person: 
Director of  Pharmacy 
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A724 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A749 

Filters and air velocity testing, by Company #2 on 
1/20/13 and 7/8/13, testing was not conducted for 
January 2014.  A change in vendor on 9/24/14 
identified that Company #3 only tested isolators #2 
and #3, and that isolator #1 was not tested.  Interview 
with the Director of Pharmacy on 10/28/14 at 2:05 
PM noted that there was a glitch in the testing 
schedule, Company #2 did not test the equipment in 
January 2014 as per contract and Company #3 was 
only capable of testing the positive pressure isolators, 
Isolator #2 and #3.  The facility submitted a 
corrective action plan on 10/28/14 that included 
testing of the negative pressure isolator, Isolator 31, 
scheduled for 10/29/14.  The facility IV Infection 
Control policy directed that, barrier isolators are 
inspected and certified every six months.   
482.42(a)(1) INFECTION CONTROL PROGRAM 
 
The infection control officer or officers must develop 
a system for identifying documentation, review of 
facility policy, and interviews the facility failed to 
ensure that the infection control department was 
informed of positive mold cultures in the medication 
compounding area.  The finding includes: 
1.   A tour of the pharmacy department was 
conducted on 10/27/14 at 2:00PM with the Director 
of Pharmacy.  Observation on 10/27/14 at 2:00PM 
identified a door at the back of the department lead to 
a room that contained, in part, three isolators for 
medication compounding.  Review of facility  

A724 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A749 

 
 
 
 
 
Applies to tag A749 
Monthly Pharmacy environmental monitoring reports submitted to 
Quality Management/Infection Prevention Department monthly for 
review.  Pharmacy Director or his designee reports to the Infection 
Prevention Committee quarterly to review findings.   
 
 
Monitoring: 
Infection Prevention minutes are regularly reviewed by Medical 
Executive Committee and the Quality and Patient Safety 
Committee of the Board.   
 
Responsible Person: 
Director of Pharmacy 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
October 30, 
2014  
 
 
 
 
 
Indefinite  

668



 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 CENTERS FOR MEDICARE & MEDICAID SERVICES 

 
Form CMS-2567(02-99) Previous Version Obsolete  Event ID: IZER11 Facility ID: 070016  If continuation sheet Page 8 of 12 
 

STATEMENT OF DEFICIENCIES AND 
PLAN OF CORRECTION 

 

 (X1) PROVIDER/SUPPLIER/CLIA         
IDENTIFICATION NUMBER: 
 

070016 

(X2) MULTIPLE CONSTRUCTION  
A. BUILDING _______________  
B. WING ___________________  

(X3) DATE SURVEY 
COMPLETED   

C 
10/29/14 

NAME OF FACILITY     SAINT MARY’S HOSPITAL STREET ADDRESS, CITY, STATE, ZIP CODE     56 FRANKLIN ST, WATERBURY, CT 06706 
(X4) ID 
PREFIX 
TAG  

SUMMARY STATEMENT OF DEFICIENCIES (EACH 
DEFICIENCY SHOULD BE PRECEDED BY FULL REGULATORY 

OR LSC IDENTIFYING INFORMATION) 

ID PREFIX 
TAG  

PLAN OF CORRECTION  
(EACH CORRECTIVE ACTION SHOULD BE CROSS-REFERRED TO THE 

APPROPRIATE DEFICIENCY) 

(X5) 
COMPLETION 
DATE  

A749  contracts and/or environmental monitoring reports on 
10/27/14 indicated that Company #1 performed 
environmental culturing in the pharmacy department 
as per facility contract.  The monitoring reports 
further noted that 1 to 3 mold spores were cultured on 
the surfaces and/or floor and/or in the air of the 
medication compounding room (not in the 
compounding isolators) in January, February, May, 
June, July, August, and September 2014.  The 
monitoring reports further documented that the 
Director of Pharmacy did not take steps to remediate 
the presence of mold until June 2014 when cleaning 
processes were reviewed, and/or when dynamic 
testing was conducted in August 2014 and/or the 
institution of a “sticky mat” in September 2014.  
Review of Pharmacy and Therapeutics committee 
minutes from 1/2014 to 9/2014 lacked documentation 
of the mold spores and/or the steps taken by 
pharmacy to remediate the mold.  Review of 
Infection Control (IC) meeting minutes from 1/2014 
to 9/2014 lacked documentation of the pharmacy 
cultures and/or remediation.  Interview with the 
Director of Pharmacy on 10/27/14 at 2:30PM 
identified that although the pharmacy mold levels 
were far below actionable levels, he consulted with 
the contracted microbiologist for ideas to 
eliminate/decrease the mold.   
 

A749  
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A749  Review of IC meeting minutes and further interview 
with the Director of Pharmacy on 10/27/14noted that 
the IC team had never been made aware of an/or been 
involved in environmental culturing 
results/remediation’s as the levels were non-
actionable. Interview with the Infectious Disease 
Physician on 10/29/14 at 11:12Am indicated that, 
going forward, he/she would like to see a grid to 
reflect known unacceptable culture levels and the 
pharmacy culture results trends.  The facility IC plan 
identified that the program was an institution-wide 
program whose main objectives are the prevention 
and control of infections.  The IC plan included a 
major function to design and execute routine 
surveillance data collection and analysis activities and 
to develop review, and revise hospital-wide infection 
prevention policies and procedures.  According to the 
USP 797, highly pathogenic microorganisms, to 
include mold, must be immediately remedied 
regardless of the colonizing forming unit count, with 
the assistance of a competent microbiologist, IC 
professional or industrial hygienist. 
2. A tour of the pharmacy department was conducted 
with the Director of Pharmacy on 10/27/14.  
Observation on 10/27/14 at 2:00PM identified that 
Pharmacy Technician #1 placed items in the 
antechamber of Isolator #3, sprayed the antechamber 
with sterile 70% Isopropyl alcohol and after donning  

A749  
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A749 the isolator’s gloves/sleeves, moved the items form 
antechamber to the main chamber and began the 
medication compounding procedure.    
Following the procedure, Pharmacy Technician #1 
moved the items to the antechamber, removed his/her 
gloved hands from the isolator’s gloves/sleeves and 
removed all items from the antechamber.  Pharmacy 
cleaning logs identified that Glove Box A and Glove 
Box B (Isolators #2 and #3) were cleaned on each 
shift.  The cleaning logs laced evidence of any 
additional cleaning of Isolators #1 and/or cleaning of 
the negative pressure isolator (Isolator #1).  In 
addition documentation could not be provided for 
required isolator glove changes.  Interview with the 
Director of Pharmacy on 10/27/14 at 2:30 PM 
indicated that isolator glove are changed daily and on 
the morning shift and that this was not documented.  
He further noted that additional cleaning of isolators 
was performed if soiling was noted in the chamber 
and was not performed between compounding –
sterile preparations (CSP).  Interview with the 
Performance Improvement Specialist on 10/28/14 at 
8:55AM noted that the pharmacist would change 
gloves in Isolator #1 each day the isolator was used, 
which was approximately once a week and that this 
was not documented.   
Manufacturer’s recommendations for the IV isolators 
directed cleaning and disinfecting the isolator at the 
beginning of each shift and cleaning and sanitizing 
the isolator between CSP. 

A749  
 
Applies to tag A749 
The isolator daily logs have been updated to include isolation unit 
#1 and the frequency of changing of the isolator gloves.   
The IV room IC policy was revised to change isolator glove 
changes from every other day to daily.   
 
Monitoring: The isolator logs will be audited weekly for 6 weeks to 
ensure compliance.  
 
Responsible Person: 
Director of  Pharmacy 
 
 

 
 
 
November 
3, 2014 
 
 
December 
15, 2014 
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A749  The IV room IC policy directed that barrier isolator 
gloves will be changed every other day.   
3. A tour of the pharmacy department was conducted 
with the Director of Pharmacy on 10/27/14.  
Observation on 10/27/14 at 2:00PM identified that 
Pharmacy Technician #1 placed items on the 
antechamber of isolator #3, sprayed the antechamber 
with sterile 70% isopropyl alcohol and after donning 
the isolators gloves/sleeves and a 20 second lapse in 
time, moved the items from the antechamber to the 
main chamber.  Interview with Pharmacy Technician 
#1 on 10/27/14 at 2:08PM noted that, after the 
antechamber and items therein were sprayed with the 
alcohol solution, items remained in the antechamber 
for as long to don the isolator gloves/sleeves, enter 
the main chamber and transfer the items.  Interview 
with the Director of Pharmacy on 10/27/14 at 2:05PM 
noted that items needed to remain in the antechamber 
for 15-20 seconds after the isopropyl alcohol spray.  
Manufacturer’s recommendations for the IV isolators 
directed that after cleaning and decontamination, the 
product is to remain in the transfer chamber 
(antechamber) receiving a sterile shower for a period 
of not less than 30 seconds prior to moving them to 
the main working chamber.  
 

A749  
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A749  4. A tour of the pharmacy department was conducted 
on 10/27/14 at 2:00 PM with the Director of 
Pharmacy and identified that the facility had three 
isolators for medication compounding.  Review of the 
annual pharmacy IV competency evaluations 
identified that all staff received the annual aseptic 
technique test and challenge kit competency testing in 
the fall of 2013.  The facility IV Room IC policy, 
revised in 1/2014, directed that all pharmacy 
personnel must undergo performance evaluations 
(competencies) including gloved fingertip sampling 
and medial fill testing every 12 months.  Interview 
with the Director of Pharmacy on 10/27/14 at 2:40PM 
noted that staff had not yet undergone gloved 
fingertip sampling as competencies are conducted in 
the fall.  According too USP 797 (2012), all 
compounding personnel shall successfully complete 
an initial competency evaluation and gloved 
fingertips/thumb sampling no less than 3 times before 
initially being allowed to compound CSPs and re-
evaluation shall occur at lease annually.   
 

A749  
Applies to tag A749 
All Pharmacy Compounding staff has completed glove fingertip 
competencies.  To ensure annual compliance, glove fingertip 
competencies have been added to the annul Pharmacy IV 
Compounding competency.   
 
Monitoring: 
Quality Management to review Pharmacy competencies to ensure 
all staff has completed testing as scheduled annually.   
 
Responsible Person: 
Director of  Pharmacy 
 
 
 

 
 
November 
30, 2014 
 
 
 
December 
12, 2014 
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A 000   INITIAL COMMENTS 

 
The following reflects the findings of the 

Connecticut Department of Public Healtl1 during 

an authorized substantial allegation survey 

concluded on 914115 in response to complaint 
#18731 at: 

 
St Mary's Hospital 
54 Franklin St 

Waterbury, CT 06706 

 
The following Conditions of Participation were 
reviewed as they pertained to the complaint: 

 

Governing Body 482.12 
QAPI 482.21 
Pharmaceutical Services 482.26 

 

 
Condition level noncompliance was identified 

under: 
 

Governing Body 482.12 
Pharmaceutical Services 482.25 

 

 
Acronyms and Abbreviations that may be used 
throughout this document include: 

 
MD Medical Director 

NM Nurse Manager 

RN Registered Nurse 

Pt   Patient 

Tx  Treatment 

QAPI Quality Assurance Program Improvement 
P&P Policy and Procedure 

EM Environmental Monitoring 

A OOO 

 
 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER  REPRESENTATIVE'S SIGNATURE TITLE {XQ)DATE 

 
 

Any deficiency s·tatement ending with an asterisk e) denotes a deficiency which the Institution may be excused from correcting providing It Is determined that 
other safeguards provide sufficient protection to the patients. (See instn1clions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or  not  a plan of correction is provided. for nursing homes, the above findings and plans of correction are disclosab!e 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
progran1 participation. 
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A 000 Continued From page 1 

Definitions: 

 

USP-797: United States Pharmacopeia, Chapter 

797, Requirements for licensed entities that 

compound sterile products. 

 
BSC:  Biological safety cabinet: an enclosed, 
ventilated lab workspace. 

 
LAFW:  Laminar flow workbench: where sterile 

preparations are combined under laminar air flow 

which is used to exclude contaminants. 

 
PEC: Primary Engineering Controls: the 

environment in which sterile doses of hazardous 

drugs are compounded. 

 

 
CACI: Compounding aseptic containment 

isolator, marked as "chemo hood", referenced in 

certification report. 

 
CAI:  Compounding aseptic isolator 

 
PPE: Personal Protective Eq11lpment: gowns, 
hair covering, masks, gloves and booties that are 

worn by.personnel within the area of sterile 
compounding as directed by USP 797 standards. 

 
CFU: Colony Forming Units: a measurement of 

how large a mold area has grown. 
 

Certification of the rooms involve airborne 

non-viable particle counting (determining of ISO 

classification), airflow testing and smoke pattern 

lest, room pressurization, HEPA filter leak test, 
general temperature and humidity. 

 
Environmental Monitoring: is a combination of 
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A 043 

 
Continued From page 2 

both the non-viable and viable testing done every 
6 months.  Non-viable is to determine the ISO 

classification.  Viable testing includes surface and 

air sampling of the compounding areas including 

the hoods or PEC's (primary engineering 
controls). 

 
USP 797 Environmental sampling: The ES 

program should provide information to staff and 

leadership to demonstrate that the PEG Is 

maintaining an environment within the 

compounding area that consistently ensures 

acceptably low viable and nonviable particle 

levels. Environmental Sampling data shall be 

collected and reviewed on a periodic basis as a 

means of evaluating the overall control of the 

compounding environment. 

482.12 GOVERNING BODY 

 
The hospital must have an effective governing 

body legally responsible for the conduct of the 

hospital as an institution.  If a hospital does not 

have an organized governing body, the persons 

legally responsible for the conduct of the hospital 

must carry out the functions specified in this part 

that pertain to the governing body. 
 

This CONDITION Is not met as evidenced by: 

Based on observations, a review of hospital 

documentation, policies and interviews, it was 
determined that the hospital failed to meet the 

Condition of Participation for Governing Body. 

The findings included: 
 

1. The Governing body did not ensure that 
services offered and provided met the Medicare 
Conditions of Participation. Areas of 

noncompliance identified include: Pharmaceutical 

 
A OOO 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A 043 
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Continued From page 3 

Services. Refer to A·283, A-490, A-492, and 
A-501. 

 

 

2. The Governing body failed to function 
effectively to ensure that culture testing was 

conducted In the off slte Intravenous (IV) Infusion 

Center by Company 111 (contracted service) prior 

to the initiation of compounding medications 

and/or failed to ensure that the contracted 
company provided quality services (Refer to A-83) 

and/or that mold/fungus growth that required the 

discontinuation of compounding was reported to 

the Governing body for review. 

 
a. The infusion center was opened by the 

hospital on 9/4/14. Review of hospital 

documentation failed to provide evidence that 

culture testing was conducted in the isolator prior 

to the initiation of compounding. Review of the 

environmental reports and interview with the 

Director of Pharmacy and the hospital's 

microbiologist on 8/18/15 at 10:10 AM identified 

they were not aware that culture testing should 

have been conducted in the isolator prior to the 

initiation of compounding to ensure the area was 

free of organisms and/or mold. 

 

b. Review of environmental testing completed by 
company #1 (contracted service who provided 

environmental testing) during the period of 

October 2014 through June 2015 for the off-site 

IV Infusion Center rooms where compounding 

was conducted in an isolator, identified mold 
growth in various areas within the room in both air 

and surface sampling.  Mold growth was 

identified in October, November, and December 

of 2014 additionally in January and February of 

2015. Twenty nine colonies of bacterial growth 

 
A 043 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Applies to Tag A 043 (a): 
  Prior to re-opening of the Saint Mary’s 
Outpatient Chemotherapy Center, culture 
testing will be conducted before 
compounding resumes.  Connecticut 
Department of Consumer Protection, DPH 
Fire and Safety Surveyor and the DPH will 
validate all requirements of USP797 at this 
location prior to resuming compounding 
activities.   
 
Monitoring: 
Initial compounding date to be determined 
once plan for re-opening site is identified.  
 
Responsibility: 
Director of Pharmacy 
 
Applies to Tag A 043 (b): 
 Transport and Transfer of chemotherapy 
medications policy completed during survey 
and approved by the Department of 
Consumer Protection surveyor.   
 
Monitoring: 
Not applicable 
 
 
 
 
 
 
 
 
 
Responsibility: 
Director of Pharmacy 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
To Be 
Determined 
 
 
 
 
 
 
August 21, 
2015 

 

677



   CMS 
 

 

 
 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

 
PRINTED:  09/21/2015 

FORM APPROVED 
OMB NO  0938-0391 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FORM CMS-2567(02·99) Previous Versk:lns Obsolete Event 10: 1VUB11 Facility JO: 070016 If continuation sheet Page 5 of 22 

STATEMENT OF DEFICIENCIES 
ANO PLAN OF CORRECTION 

(X1) PROVlDER/SUPPLIER/CLIA 

IDENTIFICATION  NUMBER: 
 

 

070016 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING    
 
 

B. WING 

(X3) OATf SURVEY 

COMPLETED 

c 
09/04/2015 

NAME OF PROVIDER OR SUPPLIER 

 
SAINT MARYS HOSPITAL 

STREET AO DRESS, CITY, STATE, ZIP CODE 

56 FRANKLIN ST 

WATERBURY, CT 06706 

 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

ID 
PREFIX 
TAG 

PROVIDER'S PlAN OF CORRCTION 

(EACH CORRECTIVE ACTtON SHOULD BE 
CROSS-REFERENCED  TO THE APPROPRIATE 

DEFICIENCY) 

(Xfi) 

COMPLETION 
OATE 

 
 
A 043 

 
Continued From page 4 

were also identified on a surface area in the 

negative pressure room in January of 2015. No 

actionable issues were identified on March 5th 

2015 however mold was identified again on 

3112/15, 4/30/15, and on 5/28115 in the room 

where the isolators were located. On June 25th 

2015 mold was identified in the antechamber of 

the isolator in the negative pressure room. Tests 

results were provided to the facility on 6/30/15 

and intravenous compounding ceased operation 

at the infusion center on that day. Interview with 

the Director of Pharmacy on 8/18/15 at 10:00 AM 

indicated the compounded  sterile preparations 

(CSP) were couriered over from the main hospital 

campus so that services would not be interrupted, 

however, a standard operating procedure for the 

transport and transfer of the CSP's had not been 

developed. Subsequent to the surveyor's inquiry 

the facility developed a written procedure for the 

transportation of CSP's that included monitoring 

of the temperature to ensure the efficacy of the 
medication was maintained. 

 
c. Review of the culture results and interview 

with the Director of Pharmacy and the hospital's 
microbiologist on 8/18/15 at 1O:1O AM indicated 

!hat testing within the isolator was only conducted 

in one area within the unit and in one area of the 

antechamber. The Director of Pharmacy and the 

microbiologist identified they were not aware that 

additional sampling within the 

isolator/antechamber was necessary to be 

considered a comprehensive sample in 

accordance with USP 797. 

d. Review of the facilities documentation failed to 

identify from October 2014 to April 2015 that the 

agar type (Trypticase Soybean Casein or 
Sabouraud Dextrose Agar) contained neutralizers 

for the surface samples as required by USP 797. 

 
A 043 

Responsible Person: 
Manager of Ambulatory Services 
 
 

 
 
 
 
 
 
Applies to Tag A 043 (c): 
 Additional testing sites on a rotating basis 
have begun on the IV compounding hoods 
within the hospital campus.  This procedure 
will be implemented at the Saint Mary’s 
Outpatient Chemotherapy Center at the time 
of re-opening the compounding units. 
 
Monitoring: 
Environmental testing completed monthly on 
operating units.  The IV Compounding 
Committee is reviewing all environmental 
reports monthly.   
 
Responsibility: 
Director of Pharmacy 

 
Applies to Tag A 043 (d): 
 Environmental company asked to ensure 
that neutralizing specifications  be added to 
the environmental report.    
 
Monitoring: 
IV Compounding Committee will review all 
environmental reports as they are submitted.   
 
Responsibility: 
Director of Pharmacy 

 
 
 
 
 
 
 
 
 
 
September 
30, 2015 

 
 
 
 
 
On-going 
 

 
 
 
 
 
 
May 28, 
2015 

 
 
 
On-going 
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A 043 

 
Continued From page 5 

 
e. Further review of the facility documentation 
failed to identify a lot number and expiration date 
on the EM testing reports from October 2014 to 

Dec 2014 and/or the incubation dales from 

October 2014 lo July 23, 2015. 

f. On 4/30/15 and 5/28/15 mold was Identified In 

both the negative and positive pressure room in 

both surface and air sampling. The action plan 

was to assess if the air flow had been adjusted, 

discuss a HEPA filter upgrade, to obtain a hood 

peridox sporicidal cleaner to use daily on the 

counter tops, and terminal cleaning with an 

alternate bleach product. The Director of 

Pharmacy indicated he was not aware if the air 

flow was adjusted, and the new HEPA filtration 

system that was proposed had not been accepted 

to date of this interview. 

 

g. Interview with the Manager of Clinical 
Quality/Regulatory Affairs and the Director of the 

Pharmacy on 8/24/15 identified from September 

of 2014 through March of 2015 Company #2 was 
utilized for daily cleaning of the compounding 

rooms. The hospital failed to demonstrate that a 

surveillance program was In place to ensure 
quality services were provided subsequent to the 

identification of mold growth in the compounding 
rooms. 

 
h. In March of 2015 the daily cleaning company 

was changed to a Company #3, a hospital grade 

company to assess for improvements with mold 

and bacteria cultures within the positive and 

negative pressure rooms.  Interview with the 

Manager of Clinical Quality/Regulatory Affairs and 

the Director of the Pharmacy on 8/24/15 identified 

from March of 2015 through June of 2015 the 

 
A 043 

Applies to Tag A 043 (e): 
 Environmental company asked to ensure 
that environmental reports include lot number 
and expiration dates.  
 
Monitoring: 
Environmental testing completed monthly on 
operating units.  The IV Compounding 
Committee is reviewing all environmental 
reports monthly.   
 
Responsibility: 
Director of Pharmacy 

 
Applies to Tag A 043 (f): 
 A Multi-disciplinary committee was 
implemented to review and document all 
aspects of USP79 including any corrective 
action plans, reports of environmental 
concerns and implementation of any 
business plan to upgrade the IV 
compounding facilities at the hospital 
campus and outpatient center.  The 
Committee consists of Pharmacy 
Management, Environmental Services, 
Facilities Management, Microbiologist, 
Infection Prevention Physician, Quality 
Management and Regulatory Compliance. 
 
Monitoring: 
All IV Compounding Committee minutes to 
be reviewed at Infection Prevention 
Committee monthly.  Infection Prevention will 
have an IV compounding standing agenda 
item monthly and all IP minutes will be sent 
to the Quality Committee of the Board the 
subsequent month for review.   
 
Responsibility: 
Director of Pharmacy 
 

 
August 3, 
2015 
 
 
 
On-going 
 
 
 
 
 
 
 
 
August 26, 
2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 On-going 
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A 043  Continued From page 6                                             

facility failed to demonstrate that a surveillance 
program was in place to ensure quality services 
were provided subsequent to the identification of 
mold growth in the compounding rooms. 

  

 

 

A 043              

 

 

                     

 

 

                       Monitoring:  Any environmental report  

                       reflecting positive contamination, a  

                       competency will be performed weekly until  

                       the environmental report returns negative.
 

 
 

 

  

Applies to A043 (j): 
Digital thermometers temporarily 
installed into the negative and positive 
pressure rooms for temperature 
monitoring.  Plan to implement 
automated climate controls/monitoring 
in both rooms.  Business plan 
approved, pending implementation of 
construction. 
Policy/procedure completed during 
survey and approved by CT Consumer 
Protection surveyor. 
 
Monitoring: 
Temperature monitored twice daily in 
both the negative and positive 
pressure rooms weekdays and 
recorded in log.  Log audited by 
Manager monthly.   
 
Responsible: 
Manager of Ambulatory Services 

 
 
August 
28, 
2015 
 
 
 
 
 
August 
18, 
2015 
 
 
 
Decem
ber 1, 
2015 

Responsibility:  
Director of Environmental Services 

On-
going 

Applies to Tag A043 (g, h & i): 
Competency of contracted cleaning 
service, including product handling, 
equipment evaluation and procedure 
compliance to be completed. 
Competency of hospital staff of 
terminal cleaning has been completed. 

 

Interview with the Manager of Clinical 
Quality/Regulatory Affairs and the Director of 
Pharmacy on 8/24/15 Indicated that hospital 
staff provided the terminal cleaning which 
Included all surfaces in the compounding 
rooms with the exception of the isolators. The 
hospital failed to provide evidence that staff 
who performed the cleaning were trained 
and/or the type of cleaning products/supplies 
utilized were documented. Further interview 
with the Manager of Clinical 
Quality/Regulatory Affairs stated that 
surveillance was not completed to ensure 
terminal cleaning was conducted properly. 

j. Interview and tour of the compounding 
rooms with the Director of Engineering on 
8/17/15 at 10:45AM identified the negative 
and positive pressure rooms failed to have a 
thermostat to ensure the temperature of the 
room was within an acceptable range for 
mediations to be stored. Medications were 
transferred to the main hospital pharmacy 
on 6/13/15.  Interview with the Facilities 
Director and the Director of Pharmacy 
indicated on 7/11/15 they were informed the 
air conditioning unit in the infusion center 
was turned off at night and on the 
weekends.  During the period of 9/4/14 
through 6/30/15 the facility failed to have a 
mechanism in place to monitor the 
temperature of the rooms where the 
medications were stored to ensure efficacy 
of the medications were maintained in 
accordance with the manufacturers 
recommendation.  Subsequent to the 
surveyors inquiry the facility implemented a 
procedure entitled Monitoring Medication 
Room.   

Oct 
15, 
2015 
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Continued From page 7 

Temperatures. 
 

k. Interview with the Manager of the Infusion 
Center and the Director of Engineering identified 
the Infusion Center failed to have generator and 
did not have a plan if the power source was 
absent for the compounding areas. Subsequent 
to the surveyors inquiry an operating procedure 
entitled Power Outage was implemented that 
directed in part that the property manager of the 
facility would notify the manager of the infusion 
center and the Director of the Pharmacy of any 
power outage to assess and determine if 
medications need to be transported to the main 
campus of the hospital. 

 

I. Interview and tour of the compounding rooms 
on 8/17/15 at 11:00 AM with the Director of 
Engineering failed to identify pressure senor 
alarms or alarms for the exhaust fan were 
present in accordance with hospital policy. 
Review of the hospital policy entitled IV Room 
Infection Control directed in part that both the IV 
room and the barrier Isolators would be monitored 
and alarmed for proper pressure range. If the 
alarms sounded, the hospital facilities department 
would be contacted. 
lnterview with the Director of Engineering on 
8/20/15 at 4:00 PM identified he was responsible 
to ensure a thermometer, pressure senor and 
exhaust fan alarms were present in the positive 
and negative pressure rooms and a plan for a 
power outage and did nol. 

 

Review of the  job description for the Director of 
Engineering identified his/her responsibilities in 
part directed the management of the physical 
plant, electrical and medical gas delivery 
systems, emergency generators and project 

 
A 043 

 
 
 
Applies to A042 (k): 
Power outage policy developed during on 
site survey and approved by surveyor from 
the CT Department of Consumer Protection. 
Procedure established notification system by 
the Leever Center building Management to 
Manager and Supervising Physician of 
Outpatient Chemotherapy Center.  
Determination to transport medications from 
outpatient center to hospital storage (utilizing 
transport protocol) to be determined by 
Pharmacy management. 
Monitoring: 
Pharmacy management and Manager of 
Ambulatory Services to report any known 
power outages to IV Compounding 
Committee as they occur.   
Responsibility:   
Manager of Ambulatory Services 
 
Applies to A042 (l): 
Alarms for exhaust fans are being installed to 
alert users and Facilities to any interruptions 
per business plan.  Pending construction 
implementation.     
 
Monitoring: 
The IV Compounding Committee to ensure 
the business plan for improvements is 
implemented.   
 
Responsibility: 
Director of Facilities 

 
 
 
 
August 28, 
2015 
 
 
 
 
 
 
 
 
 
 
On-going 
 
 
 
 
 
 
 
Date of  
installation 
to be 
determined. 
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Continued From page 8 

management. In addition the Director of 

Engineering supervises general contractors, 

evaluates locates and recommends equipment 

and systems for replacement or upgrades, 

provides oversight for the development and 

implementation of an overall emergency 

management strategy for the hospital, applies 

practical knowledge for the operation of air 

conditioning and heating systems and meets with 

contractors to plan, organize, coordinate and 

communicate programs, services policies and 

procedures. 

 

m.   During an interview on 8/18/15 at 10:30 AM, 

the Director of Pharmacy, the hospital's 

microbiologist and the Director of Facilities 

indicated they had meetings each time culture 

results were received with the Director of 

Environmental Services to discuss the 

mold/bacteria issues in the Infusion Center 

however, documentation did not support this. An 

interview with the Director of Environmental 

Services was unable to be scheduled as he was 

on a medical leave. 

 

.n.   During interview on 8/18/15 at 10:40 AM, the 

hospital microbiologist and the Director of 

Pharmacy identified mold issues were discussed 

at each monthly infection control meeting in the 

attendance of MD #1 who was the infection 

control physician. MD #1 indicated on 8/18/15 at 

4:39 PM he was not aware that mold even in· 

small amounts exceeded the USP 797 threshold. 

Further interview with MD #1 and the hospital 

mlcrobiologist Indicated that speciation was not 

conducted until January of 2015 and would be 

important for identification of the bacteria/mold to 

determine an appropriate action plan. MD #1 and 

the hospital microbiologist could identify why the 

 
A 043 

 
 
 
 
 
 
 
 
 
 
 
 
Applies to A 043 (m): 
Formal documentation of the meeting of the 
IV Compounding meeting implemented. 
 
Monitoring: 
All IV Compounding Committee minutes to 
be reviewed at Infection Prevention 
Committee monthly.  Infection Prevention will 
have an IV compounding standing agenda 
item monthly and all IP minutes will be sent 
the subsequent month to the Quality 
Committee of the Board for review.   
 
Responsibility: 
Manager of Clinical Quality and Regulatory 
Affairs 

 
Applies to A 043 (n): 
Speciation initiated January 2015. IV 
Compounding Committee will ensure that the 
presence of any reported mold, even in small 
amounts, will have an appropriate plan to 
address the findings.  
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
August 26, 
2015 
 
 
On-going 
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speciation was not conducted from September 

 
A 043 

 
Monitoring:  
Will ensure that any positive environmental 
reports require clinical review by the Chief of 
Infection Prevention with recommendations 
and action by the IV Compounding 
Committee. 
 
Responsible Person: 
Director of Pharmacy 
 
Applies to A043 (n) con’t: 
Note of correction: the CMO was not 
interviewed.  This should be amended to 
Chief of Staff (COS) and Chairman of the 
Quality Committee of the Board.   
 
Previously the Director of Pharmacy reported 
compounding activities quarterly to the 
Infection Prevention Committee which were 
documented and the minutes shared with the 
Governing Board.  Immediately, Pharmacy 
will begin reporting compounding activities 
monthly to the IP Committee and the minutes 
will be shared with the Governing Board at 
the subsequent Board meeting.   
 
Monitoring: 
Infection Prevention minutes to be distributed 
at the Quality Committee of the Board.   
 
Responsible Person: 
Chief Nursing Officer and Vice President of 
Quality 

 
 
On-going 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
September 
15, 2015 
 
 
 
 
 
October 1, 
2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 through December of 2014. Review of the 

infectious disease physician's duties and 

responsibilities included to oversee the infection 

control department. 
 

Interview and review of the Governing Body 

Minutes from September 2014 through June 

2015 with the Chief Nursing Officer (CNO) on 

8/24/15 at 1:00 PM identified the Chief Medical 

Officer (CMO) presented the report of the Quality 

and Safety Committee minutes to the Governing 

body however the minutes failed to reflect any 

acknowledgement that during that period of time, 

the hospital's outpatient infusion center had 

grown mold within the compounding areas that 

exceeded the USP 797 guidelines. In addition the 

minutes failed to reflect the infusion center 

ceased compounding on 6/30/15 due to mold in 

the antechamber of the isolator. Further interview 

with the CNO indicated he did not inform the 
Governing body of the positive cultures In the 
infusion .center as remediation was in place and 
although compounding operations ceased on 
6/30/15 patient care was not Interrupted. 

 

Interview with the CMO on 8/24/15 at 1:10 PM 
indicated he was not aware that the positive 
culture results in the infusion center  exceeded 
USP 797 thresholds and/or that compounding 

had ceased in that area as of 6/30/15. The CMO 

indicated that he would have expected to be 
notified. 

 

Review of the hospital's Pharmacy and 

Therapeutics Committee functions in part 

directed to advise the medical staff and hospital 
administration in all matters pertaining to the use 

of drugs. 
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A 083 

 
482. 12(e) CONTRACTED SERVICES 

 
The governing body must be responsible for 

services furnished in the hospital whether or not 

they are furnished under contracts.  The 

governing body must ensure that a contractor of 

services (including one for shared services and 

joint ventures) furnishes services that permit the 

hospital to comply with all applicable conditions of 
participation and standards for the contracted 
services. 

 
This STANDARD  is not met as evidenced by: 

Based on observation, review of facility 

documentation, interviews and policy review, the 

Governing Body failed to ensure that quality 

services were rendered by contracted company's 

to conduct environmental testing  and/or 

certification of the compounding rooms and/or 

that staff recognized that reports submitted by 

numerous company’s were complete/accurate. 

The findings included: 

 
a. The infusion center was opened by the 

hospital on 9/4/14. Review of hospital 

documentation failed to provide evidence from 

September 2014 through December 2014 that 
the compounding rooms were negative and 

positive. 

 

 
b. Review of the report dated 8/20/15, submitted 
by Company #4, to the Director of Engineering 
identified that the positive pressure room did not 
meet the minimum requirement in USP797.  The 

room had only 0.012 of pressure and the 

minimum requirement is 0.02.  Also, it was found 
that the negative pressure room was drawing air 

Into the room from the return in the ceiling.  The 

Director of Engineering failed to respond to the 

 
A 083 

 
 
 
 
 
 
 
Applies to A 083 (a):  
The multi-disciplinary IV Compounding 
Committee will ensure adherence to USP797 
protocols.  Committee consists of Pharmacy 
Management, Facilities Management, 
Environmental Services Management, 
Infection Prevention physician, 
Microbiologist, Quality Management and 
Regulatory Compliance.   
Negative and positive pressure IV 
compounding rooms will be tested annually 
per policy.  All maintenance activities 
associated with IV compounding has been 
entered into a jointly shared calendar to be 
shared by the IV Compounding committee 
which will ensure compliance.   
Monitoring: 
IV compounding Committee to review IV 
compounding maintenance calendar monthly 
to ensure timely compliance.   
 
Responsibility: 
Director of Pharmacy 
 
Applies to A 083 (b): 
Return room duct has been removed from 
negative pressure room.   
 
Monitoring: NA 
 
Responsible Person: 
Director of Facilities 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
October 7, 
2015 
 
 
 
 
On-going 
 
 
 
 
 
 
 
September 
9, 2015 
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A 083 Continued From  page 11 

abnormal report. 

 

Review of the certification report test dated 
9/2/14, provided the following information: 

 

c. As per the manufacturer, there are 2 supply and 2 
exhaust HEPA filters (total of four) In the CACI. 
The test report documented that only leak tested 
one HEPA filter and listed the exhaust as non-
applicable. There was no way to determine if the 
other three were leak tested before compounding 
began inside the CACI (chemotherapy hood), 

 

d. There were two chambers to the isolator with 
two gauges showing the pressure in each 
chamber (ante chamber or the pass through and 
compounding chamber). Only !he barrier isolator 
pressurization or compounding chamber was 
documented In the certification. 

 
e. The pressure measured inside the isolator is 
listed as 0.34 inches of water column. A CACI Is 
used for chemotherapy compounding and is a 
negative pressure isolator as seen in the physical 
inspection on 8117/15 where the dials for both the 
chambers read negative pressure. But the report 
lists the pressure inside as positive pressure and 
incorrectly lists the manufacturer specifications as 
0.01. 

 
f. The alarm assessment test is marked as not 
applicable. Since there  is an alarm  on the CACI, 
there is no reason given that it was not tested. 

A 083 

 
 
 
 
 

 

g. The certification does not list If it was done 
under dynamic conditions as required under 
USP797, 

 

 

 

 

 

FORM CMS·2567(G2-99) Previous Versions Obsolete Event I0:1VUB11 FaclfitylD:070016 If conl!nuation sheet Page 12 of 22 

Applies to A 083 (c) through (l):   

Agreement with former hood 
Certification Company terminated.  
New hood certification company 
agreement in place.  
 In-service of  USP797 documentation 
requirements to take place between 
hood certifier and IV Compounding 
Committee.   
 
Monitoring: 
IV compounding Committee to review 
all certification and environmental 
reports for accuracy as they are 
submitted.   
 
Responsible Person: 
Director of Pharmacy 

Septem
ber 15, 
2015 
 
 
Septem
ber 30, 
2015 
 
 
 
 
On-
going 
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Continued From page 12 

 
h. Under overall certification, the box for fail is 
crossed off. The pass box is filled in. There is a 
note that there is an issue with the units 
magnehelic gauge which measures the pressure 
inside the isolator. 

 

i. The report shows that 4 HEPA filters were leak 
tested-2 exhaust and 2 supply filters. According 
to the manufacturer there is only one supply filler. 
The certification does not match the 
manufacturer specifications. 

 

j. The alarm assessment test is marked as not 
applicable. Since there is an alarm on the CAI for 
low pressure, there is no reason given that it was 
not tested. 

 

k. The pressure lest indicates a negative 0.38 
Inches of water column in the barrier isolator and 
the pass through. This is a CAI which is a 
positive pressure isolator therefore the pressure 
should not be negative. Even the manufacturer 
specifications are listed incorrectly as negative 
0.02 for both the chambers_ 

 

 

I. The certification does not list if it was 
done under dynamic conditions as required 
under USP797. 

 
m. The pre-filters of the isolators are changed 
every 3 months. The CACI pre-filters are dated 
3/25/15 of when they were changed but there is 
no date on the CAI prefilters. This Is done by an 
outside vendor that also does changes the fillers 
in the entire hospital. There is no way to 
determine when the prefilters at the off-site 
infusion center were changed since the invoices 

 
A 083 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Applies to A 083 (m):  
All maintenance activities associated with IV 
compounding has been entered into a jointly 
shared calendar to be shared by the IV 
Compounding committee which will ensure 
compliance.   
Monitoring: 
IV compounding Committee to review IV 
compounding maintenance calendar monthly 
to ensure timely compliance.   
 
Responsibility: 
Manager of Ambulatory Services 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
October 7, 
2015 
 
 
 
 
On-going 
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A 083 

 
 
 
 
 
 
 
 
 
 

 
A 283 

 
Continued From page 13 

are done by listing all the filters changed and 

does not provide specifically where these filters 

are located. 

 
Interview with the Director of Pharmacy on 

8/18/15 indicated when the certifications reports 

were issued, hospital staff failed to identify the 
aforementioned abnormalities and/or contacted 
company #5 (certified the isolators). At the time of 
this inspection, there was no report showing if the 
CAI had even passed certification when 
compounding was started on 9/4/15. 

482.21(b)(1), (c) PROGRAM DATA, PROGRAM 
ACTIVITIES 

 
(b) Program Data 
(2)  [The hospital must use the data collected to - 

 
(ii)  Identify opportunities for improvement and 

changes that will lead to improvement. 
 

(c) Program Activities 

(1) The hospital must set priorities for its 
performance improvement activities that-- 

(i) Focus on high-risk. high-volume, or 
problem-prone areas; 

(ii) Consider the incidence, prevalence, and 

severity of problems in those areas: and 

(iii) Affect health outcomes, patient safety, and 
quality of care. 

 

(3) The hospital must take actions aimed at 

performance improvement and, after 

implementing those actions, the hospital must 

measure its success, and track performance to 

ensure that improvements are sustained. 

 
A 083 

 
 
 
 
 
 
 
 
 
 
 
 

A 283 
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A 283   Continued From page 14 

This STANDARD is not met as evidenced by: 

Based on a review of hospital documentation, 

interviews and policies, the hospital failed to 

develop quality performance Improvement 

activities regarding high risk area's Including the 

IV infusion center (offsite location). The finding 

includes the following: 

 
The infusion center was opened by the hospital 

on 9/4/14. Review of environmental testing 

completed by Company #1 (contracted service 

who provided environmental testing) during the 

period of October 2014 through June 2015 for the 

off-site IV Infusion Center rooms where 

compounding was conducted in an isolator, 

identified mold growth in various areas within the 

room in both air and surface sampling   Mold 

growth was identified in October, November, and 

December of 2014 additionally in January and 

February of 2015. Twenty nine colonies of 

bacterial growth were also identified on a surface 

area in the negative pressure room in January of 

2015. No actionable issues were identified on 

March 5th 2015 however mold was identified 

again on 3/12/15, 4/30/15, and on 5/28/15 in the 

room where the isolators were located. On June 

25th 2015 mold was identified in the antechamber 

of the isolator in the negative pressure room. 

Tests results were provided to the facility on 

6/30/15 and intravenous compounding ceased 

operation al the infusion center on that day. 

 
a. Review of the Infection prevention committee 

meeting minutes during the period of September 

2014 through June 2015 failed to indicate that 

surveillance activities were conducted 

subsequent to the identification of mold growth. 

Review of the Infection prevention committee 

functions in part. determines the mechanism for 

 

 

 

 

roRM CMS-2567(02-99)  Previous Versns Obsolete Event lD: 1VUB11 

A 283 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

Facility ID; 070016 If continuation sheet Page 15 of 22 

Applies to Tag A283: 
A multi-disciplinary IV Compounding 
Team has been implemented to 
ensure oversight of IV compounding 
activities. Committee consists of 
Pharmacy Management, Facilities 
Management, Environmental Services 
Management, Infection Prevention 
physician, Microbiologist, Quality 
Management and Regulatory 
Compliance. Committee The team will 
be responsible for adherence to 
USP797 regulations.   
 
Monitoring: 
Activities will be reported to Infection 
Preventions, Pharmacy & 
Therapeutics Committee and the 
Quality Committee of the Board.   
 
Responsible Person: 
Director of Pharmacy 

Aug 
26, 
2015 
 
 
 
 
 
 
On-
going 
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effective surveillance for hospital-acquired 

infections. Cultures would be conducted 

whenever necessary for environmental or patient 

surveillance. Recommendations for corrective 

actions woL1ld be implemented whenever 

necessary. 

482.25 PHARMACEUTICAL SERVICES 

 
The hospital must have pharmaceutical services 
that meet the needs of the patients.  The 
institution must have a pharmacy directed by a 
registered pharmacist or a drug storage area 
under competent supervision.  The medical staff 

is responsible for developing policies and 

procedures that minimize drug errors.  This 
function may be delegated to the hospital's 

organized pharmaceutical service. 

 
This CONDITION is not met as evidenced by: 

Based on a review of hospital documentation, 

policies and interviews, it was determined that the 

hospital failed to meet the Condition of 

Participation for Pharmaceutical Services. The 

findings  included: 
 

1. The hospital failed to ensure the Pharmacy 

department was in compliance with federal and 
state laws (USP-797) and/or that the Director 
recognized questionable performance standards 
provided by contracted services that provided 
environmental testing and certification at the IV 
infusion center from 9/4/14 through 6/30/15. 
Refer to A-492 and A-501. 

482.25(a)(1) PHARMACIST RESPONSIBILITIES 
 

A full-time, part-lime, or consulting pharmacist 

must be responsible for developing, supervising, 
and coordinating all the activities of the pharmacy 

 
A 283 

 
 
 
 
 

 
A490 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A 492 

 
 
 
 
 
 
 
 
Applies to Tag A 490: 
A multi-disciplinary IV Compounding Team 
has been implemented to ensure oversight 
of IV compounding activities.  Committee 
consists of Pharmacy Management, 
Facilities Management, Environmental 
Services Management, Infection Prevention 
physician, Microbiologist, Quality 
Management and Regulatory Compliance. 
The team will be responsible for adherence 
to USP 797 regulations.   
 
Monitoring:  
Activities will be reported monthly to 
Infection Prevention, Pharmacy & 
Therapeutics and Quality Committee of the 
Board.  
 
Responsible Person:  
Director of Pharmacy 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
August 26, 
2015 
 
 
 
 
 
 
 
 
 
 
 
On-going 
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services. 

This STANDARD is not met as evidenced by: 

Based on observation, review of facility 

documentation, contractor reports. interviews, 

and policy review, the hospital failed to provide 

the necessary supervision of Pharmacy services 

to ensure that IV compounding rooms were 

tested/certified in accordance with federal and 

state laws (USP-797) and/or that culture testing 

was conducted prior to the initiation of 

compounding and/or that culture testing was 

comprehensive and/or that inaccurate reports 

were recognized and addressed. The findings 

include: 
 

 
The infusion center was opened by the hospital 

on 9/4/14. Review of reports completed by 

Company #1 (contracted service who provided 

environmental testing) during the period of 

October 2014 through June 2015 for the IV 

Infusion Center rooms where compounding was 

conducted in an isolator identified mold growth in 

various areas within the room in both air and 

surface sampling.  Mold growth was identified In 

October, November, and December of 2014 

additionally in January and February of 2015. 

Twenty nine colonies of bacterial growth were 

also identified on a surface area in the negative 

pressure room In January of 2015. No actionable 

issues were identified on March 5th 2015 

however mold was identified again on 3/12/15, 

4/30/15, and on 5/28/15 In the room where the 

isolators were located. On June 25th 2015 mold 

was identified in the antechamber of the isolator 

in the negative pressure room. Tests results were 

provided to the facility on 6/30/15 and intravenous 

compounding ceased operation at the infusion 

 
A 492 
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center on that day. 
 

a.  Review of hospital documentation failed to 
provide evidence that culture testing was 
conducted in the isolator prior to the initiation of 
compounding. Review of the environmental 
reports and inte1View with the Director of 
Pharmacy and the hospital's microbiologist on 
8/18/15 at 10:10 AM identified they were not 
aware that culture testing should have been 
conducted in the isolator prior to the initiation of 
compounding to ensure the area was free of 
organisms and/or mold. 

 

b. lnte1View with the Director of Pharmacy on 
8/18115 at 10:00 AM Indicated the compounded 
sterile preparations (CSP) were couriered over 
from the main hospital campus when 
compounding ceased, so that services would not 
be interrupted, however, a standard operating 
procedure for the transport and transfer of the 
CSP's had not been developed. Subsequent to 
the su1Veyor's inquiry the facility developed a 
written procedure for the transportation of CSP's 
that included monitoring of the temperature to 
ensure the efficacy of the medication was 
maintained. 

 

c. Review of the culture results and interview with 
the Director of Pharmacy and the hospital's 
microbiologist on 8/18115 at 10:10 AM indicated 
that testing within the Isolator was only conducted 
in one area within the unit and In one area of the 
antechamber. The Director of Pharmacy and the 
microbiologist identified they were not aware that 
additional sampling within the 
isolator/antechamber was necessary tto  be 
considered a comprehensive sample in 
accordance with USP 797. 

 
A 492 

 
 
 
Applies to Tag A 492 (a): 
  Prior to re-opening of the Saint Mary’s 
Outpatient Chemotherapy Center, culture 
testing will be conducted before 
compounding resumes.  Connecticut 
Department of Consumer Protection, DPH 
Life Safety Surveyor and DPH will validate 
all requirements of USP797 at this location 
prior to resuming compounding activities.   
 
Monitoring: 
Initial compounding date to be determined 
once plan for re-opening site is identified.  
 
Responsibility: 
Director of Pharmacy 

 
Applies to Tag A 492 (b): 
 Transport and Transfer of chemotherapy 
medications policy completed during survey 
and approved by the Department of 
Consumer Protection surveyor.   
 
Monitoring: 
Not applicable 

 
Responsible Person: 
Manager of Ambulatory Services 
 
 
Applies to Tag A 492 (c): 
 Additional testing sites on a rotating basis 
have begun on the IV compounding hoods 
within the hospital campus.  This procedure 
will be implemented at the Saint Mary’s 
Outpatient Chemotherapy Center at the time 
of re-operationalizing the compounding units. 
 

 

 
 
 
 
 
 
 
 
 
 
 
To be 
determined 
 
 
 
 
 
August 25, 
2015 
 
 
 
 
 
 
 
 
 
 
 
September 
30, 2015 
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d. Review of the facilities documentation failed to 
identify from October 2014 to April 2015 that the 
agar type (Trypticase Soybean Casein or 
Sabouraud Dextrose Agar) contained neutralizers 
for the surface samples as required by USP 797. 

 

e. Further review of the facility documentation 
failed to identify a lot number and expiration date 
on the EM testing reports from October 2014 to 
Dec 2014 and/or the incubation dates from 
October 2014 to July 23, 2015. 

 

f.  On 4/30/15 and 5/28/15 mold was identified in 
both the negative and positive pressure room in 
both surface and air sampling. The action plan 
was to assess if the air flow had been adjusted, 
discuss a HEPA filler upgrade, to obtain a hood 
peridox sporicidal cleaner to use daily on the 
counter tops, and terminal cleaning with an 
alternate bleach product. The Director of 
Pharmacy indicated he was not aware if the air 
flow was adjusted, and the new HEPA filtration 
system that was proposed had not been accepted 
to date of this interview. 

 

g. Interview with the Manager of Clinical 
Quality/Regulatory Affairs and the Director of the 
Pharmacy on 8/24/15 identified from September 
of 2014 through March of 2015 Company #2 was 
utilized for daily cleaning of the compounding 
rooms. The hospital failed to demonstrate that a 
surveillance program was in place to ensure 
quality services were provided subsequent to the 
identification of mold growth In the compounding 
rooms. 

 

h. In March of 2015 the daily cleaning company 
was changed to a company #3, a hospital grade 

 
A 492 

Con’t Tag A 492 (c): 
Monitoring: 
Environmental testing completed monthly on 
operating units.  The IV Compounding 
Committee is reviewing all environmental 
reports monthly.   
 
Responsibility: 
Director of Pharmacy 

 
Applies to Tag A 492 (d): 
  Environmental company asked to ensure 
that neutralizing specifications added to the 
environmental report.    
 
Monitoring: 
IV Compounding Committee will review all 
environmental reports as they are submitted.   
 
Responsibility: 
Director of Pharmacy 
 
Applies to Tag A 492 (e): 
 Environmental company asked to ensure 
that environmental reports include lot 
number and expiration dates.  
 
Monitoring: 
Environmental testing completed monthly on 
operating units.  The IV Compounding 
Committee is reviewing all environmental 
reports monthly.   
 
Responsibility: 
Director of Pharmacy 

 
Applies to Tag A 492 (f): 
 A Multi-disciplinary committee was 
implemented to review and document all 
aspects of USP79 including any corrective 
action plans, reports of environmental 
concerns and implementation of any 
business plan to upgrade the IV 
compounding facilities at the hospital 
campus and outpatient center.   

 

 
On-going 
 
 
 
 
 
 
 
 
 
August 3, 
2015 
 
 
 
On-going 
 
 
 
 
 
 
August 3, 
2015 
 
 
 
On-going 
 
 
 
 
 
 
 
 
August 26, 
2015 
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Continued From page 19 

company to assess for improvements with mold 

and bacteria cultures within the positive and 

negative pressure rooms.  Interview with the 

Manager of Clinical Quality/Regulatory Affairs and 

the Director of the Pharmacy on 8/24/15 identified 

from March of 2015 through June of 2015 the 

facility failed to demonstrate that a surveillance 

program was in place to ensure quality services 

were provided subsequent to the identification of 

mold growth in the compounding rooms. 

 

i.   Interview with the Manager of Clinical 

Quality/Regulatory Affairs and the Director of 

Pharmacy on 8/24/15 indicated that hospital staff 

provided the terminal cleaning which included all 

surfaces In the compounding rooms with the 

exception of the isolators. The hospital failed to 

provide evidence that staff who performed the 

cleaning were trained and/or the type of cleaning 

products/supplies utilized were documented. 

Further interview with the Manager of Clinical 

Quality/Regulatory Affairs stated that surveillance 

was not completed to ensure terminal cleaning 
was conducted properly. 

 

j. Interview and tour of the compounding rooms 

with lthe Director of Pharmacy and the Director of 

Engineering on 8/17/15 at 10:45 AM identified the 

negative and positive pressure rooms failed to 

have a thermostat to ensure the temperature of 

the room was within an acceptable range for 

medications to be stored. Medications were 

transferred to the main hospital pharmacy on 

6/30/15. Interview with the Facilities Director and 

the Director of Pharmacy indicated on 7/1/15 they 

were informed the air conditioning unit in the 

infusion center was turned off at night and on the 

weekends. During the period of 9/4/15 through 

6/30/15 the facility failed to have a mechanism In 

 
A 492 

Cont Tag A 492 (f): 
 business plan to upgrade the IV 
compounding facilities at the hospital 
campus and outpatient center.  The IV 
Compounding Committee consists of 
Pharmacy Management, Facilities 
Management, Environmental Services 
Management, Infection Prevention physician, 
Microbiologist, Quality Management and 
Regulatory Compliance. 

 
Monitoring: 
All IV Compounding Committee minutes to 
be reviewed at Infection Prevention 
Committee monthly.  Infection Prevention will 
have an IV compounding standing agenda 
item monthly and all IP minutes will be sent 
to the Quality Committee of the Board the 
subsequent month for review.   
 
Responsibility: 
Director of Pharmacy 

 
Applies to Tag A492 (g, h & i): 
Competency of contracted cleaning service 
complete, including product handling, 
equipment evaluation and procedure 
compliance.  Competency of hospital staff  
performing terminal cleaning of  IV 
compounding rooms completed. 

 
Monitoring: 
Any environmental report reflecting positive 
contamination, a competency will be 
performed weekly until the environmental 
report returns negative   
Responsibility: 
Director of Facilities 

 
Applies to A492 (j): 
Digital thermometers temporarily installed 
into the negative and positive pressure 
rooms for temperature monitoring.  Plan to 
implement automated climate 
controls/monitoring in both rooms pending 
business plan implementation.   
Policy/procedure completed during survey 
and approved by CT Consumer Protection 
surveyor. 

 
 
 
 
 
 
 
 
 
 
 
 
On-going 
 
 
 
 
 
 
 
 
 
 
 
October 15, 
2015 
 
September 
30, 2015 
 
 
 
 
August 18, 
2015 

 

693



    CMS 

  

 
 

 

 
 
 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

 
PRINTED: 0912112015 

FORM APPROVED 

OMB NO 0938-0391 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

FORM CMS-25&7(02-99) Ptevious Versions Obsolete Event ID:1VUB11 

 
 
 
 

FciHty ID; 070016 If continuation sheet Page 21 of 22 

STATEMENT OF DEFICIENCIES 

AND PIAN OF COHRECTION 
{X1)  PROVtDER/SUPPLIERICLIA 

IDENTIFICATION  NUMBER: 
 
 

070016 

(X2) MULTIPLE  CONSTRUCTION 

A. BUILDING _ 
 

 
B. WING 

(X3) DATE SURVEY 

COMPLETED 

c 
09/04/2015 

NAME OF PROVIDER OR SUPPLIER 

 

SAINT MARYS HOSPITAL 

STREET ADDRESS, CITY, STATE, ZIP CODE 

56 FRANKLIN ST 

WATERBURY, CT -06706 

(X4)1D 

PREFIX 
TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

JD 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 
CROSS-REFERENCED   TO  THE  APPROPRIATE 

DEFICIENCY) 

(XS) 

COlPLETION 
DAT€ 

 
A 492 

 
Continued From page 20 

place to monitor the temperature of the rooms 

were the medications were stored to ensure 

efficacy of the medications were maintained in 

accordance with the manufacturers 

recommendations.   Subsequent to the surveyors 

inquiry the facility implemented a procedure 

entitled Monitoring Medication Room 

Temperatures. 
 

k. interview with the Director of Pharmacy, the 

Manager of the Infusion Center and the Director 

of Engineering Identified the Infusion Center 

failed to have generator and did not have a plan if 
the power source was absent for the 

compounding areas. Subsequent to the surveyors 

inquiry an operating procedure entitled Power 

Outage was implemented that directed in part 

U1at the property manager of the facility would 

notify the manager of the infusion center and the 
Director of     the Pharmacy of any power outage to 
assess and determine if medications need to be 

transported to the main campus of the hospital. 
 

I. Tour of the compounding rooms on 8/17/15 at 

11:00 AM and interview with the Director of 

Pharmacy and the Director of Engineering failed 
to identify pressure senor alarms or alarms for 
the exhaust fan were present in accordance with 
hospital policy. Review of the hospital policy 
titled IV Room Infection Control directed in part 

that both the IV room and the barrier Isolators 

would be monitored and alarmed for proper 

pressure range. If the alarms sounded, the 

hospital facilities department would be contacted. 
 

Review of the hospital's Pharmacy and 

Therapeutics Committee functions in part 

directed to advise the medical staff and hospital 

administration in all matters pertaining to the use 

 
A 492 

Cont’ A 492 (j): 
Monitoring: 
Temperature monitored twice daily in both 
the negative and positive pressure rooms 
weekdays and recorded in log.  Log audited 
by Manager monthly.   
 
Responsible: 
Manager of Ambulatory Services 

 
Applies to A492 (k): 
Power outage policy developed during on 
site survey and approved by surveyor form 
the CT Department of Consumer Protection. 
Procedure established notification system by 
the Leever Center building Management to 
Manager and Supervising Physician of 
Outpatient Chemotherapy Center.  
Determination to transport medications from 
outpatient center to hospital storage (utilizing 
transport protocol) to be determined by 
Pharmacy management. 
 
Monitoring: 
Pharmacy management and Manger of 
Ambulatory Services to report any known 
power outages to IV Compounding 
Committee as they occur.   
 
Responsibility:   
Manager of Ambulatory Services 

 
Applies to A492 (l): 
Alarms for exhaust fans are being installed 
to alert users and Facilities to any 
interruptions per business plan 
implementation.  Pending construction 
implementation. 
 
Monitoring: 
The IV Compounding Committee to ensure 
the business plan for improvements is 
implemented.   
 
Responsibility: 
Director of Facilities 

 
December 
1, 2015 
 
 
 
 
 
 
 
 
August 28, 
2015 
 
 
 
 
 
 
 
 
 
 
 
On-going 
 
 
 
 
 
 
 
 
Date of 
installation 
to be 
determined
. 
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of drugs_ 
 

Review of the job description for the Director of 
Pharmacy included in part the initiative to acquire 
knowledge, to stay currently Informed in the area 
and fields which are applicable to this position. 
Works collaboratively with other departments to 
meet the needs of the hospital. 
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                                                                     POLICY #425.1 
         
 
Subject:  Saint Mary’s CARE Policy 
 
Effective Date:   July 1, 2013 
 
Revised:   August 19, 2015 
 
Replaces:  Saint Mary’s Financial Assistance Policy (FAP) 
 
 
PURPOSE  
 
The Financial Assistance procedures are designed to assist individuals who qualify for less than full 
coverage under Federal, State and Local Medical Assistance Programs, but whom residual “self-pay” 
balances exceed their ability to pay. The underlying theory is that a person, for a reasonable period of time 
can only be expected to pay a maximum percentage of their disposable income towards charges incurred. 
Any “self-pay” balance in excess of this amount would place an undue financial hardship on the patient or 
their family and “may” be adjusted off as Financial Assistance.  
 
POLICY 
 
Recognizing its charitable mission, it is the policy of the hospital to provide a reasonable amount of its 
services without charge to eligible patients who cannot afford to pay for care. Discounted care will be 
provided to uninsured or underinsured patients who meet the established eligibility criteria and complete 
the required application (all components in a timely manner) and review process. 
All emergency and medically necessary services provided by this facility will be available as 
uncompensated services. 

1. All self-pay accounts will be eligible for 40% self-pay discount, off of the published charges, 
regardless of their income or assets.  Accounts must be in the Self-Pay Financial Class for the 
discount to be taken.   

2. All self-pay accounts could be eligible for 100% discount if the household income is less than 
200% of the Federal Poverty Level. 

3. In addition to the 40% discount stated above, self-pay accounts may be eligible for an additional 
25% discount, up to a maximum of 65%, if their income falls between 200% – 400% of the 
Federal Poverty Income level. 

4. Elective cosmetic procedures are not eligible for charity care.  
5. Insured patients with balances, due to deductibles, co-payments, or co-insurance, non-covered 

charges may be eligible for charity care if their income falls between 200% - 400% of the Federal 
Poverty Level. 

6. Self-pay patients could be eligible for charity care write-offs based on their “Propensity to Pay”. 

697

http://infonet/


7. A patient may only request Charity Care while the account is still active receivable. 
8. Incomplete applications and falsified applications will not be considered eligible for Charity Care. 
9. Patients gross income and family size will be considered in determining eligibility for Charity 

Care.   
10. Patients found eligible for Charity Care will be eligible for care for any balance due at the time of 

application approval and any medically necessary services within the six months prior to 
application approval date and six month post date of application approval.  

11. Charity Care will be given at 400% of the Federal Poverty Income levels.  A sliding fee scale will 
be applied between 200% - 400% of the Federal Poverty Income levels.    

12. Signage (in 48 or 72 font) and one page summary describing STMH charity care policy will be in 
English, Spanish, Portuguese, and Albanian, and placed in Registration, Emergency Department, 
all Social Services departments, Patient Financial Services (PFS), Cashiers office, Financial 
Advocate work area, and the Lobby.   

 
 
DEFINITIONS: 
 
Self-Pay 
Self-pay patient is one who is financially responsible, either personally or as a guarantor, for the payment 
of the charges associated with the health care services provided by Saint Mary’s Hospital.  
 
Medical Necessity 
Medical Necessity is, hospital care that is rendered either inpatient or outpatient, in order to diagnose, 
alleviate, correct, cure, or prevent the worsening or onset of a condition that endangers, could result in 
suffering or pain or may cause malfunction or aggravate a handicap.  
 
Emergency Care 
Emergency Care is immediate care provided to avoid causing serious jeopardy to patient’s health, or 
causing serious impairment to body that could result in dysfunction of any organ or body parts. 
 
Amount Generally Billed 
Amount Generally Billed (AGB), means the amount generally billed to insured patients for emergent or 
medically necessary care as determined by the hospital's published charges at the time of billing 
multiplied by the hospital's most current relationship of costs to charges as taken from the hospital's most 
recent annual financial filing with the Office of Health Care Access. 
 
Uninsured Patient 
Saint Mary’s Healthcare (SMH) defines an Uninsured Patient as: 

a. Whose income is between 200% - 400% of the Federal Poverty Income levels; 
b. Who has applied and been compliant in the eligibly process and has been denied eligibility 

for any medical or health care coverage; 
c. Who is not eligible for coverage under Medicare, Tricare, or any other Federal programs, 

or privately sponsored health or accident insurance, including, but not limited to, workers’ 
compensation, settlements or judgments arising from suits, claims or proceedings involving 
motor vehicle accidents or alleged negligence; and 

d. Who is liable for one or more hospital charges.    
 
 
Charity 
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Charity is the demonstrated inability of a patient to pay. Charity care does not include bad debt, 
contractual adjustments, or unreimbursed costs from other community services. The financial status of 
each patient should be determined so that an appropriate classification and distinction can be made 
between charity and bad debt. If the patient is able but unwilling to pay, the hospital will classify the 
account as bad debt. 
 
Bad Debt 
Bad debts are the unwillingness of the patient to pay. It may be included in charity care, provided the 
patient meet the Federal Poverty Income guidelines and provides the necessary documents, to support the 
income levels.  
 
Earned Income 
Earned income is the sum of all household wages or salaries received on weekly, monthly, or yearly bases.  
 
Catastrophic Illness 
Catastrophic illness is any medical condition, either acute or chronic, which incurred expenses that are not 
fully covered by private insurance, state, federal programs, or other sources. This will also include 
expenses that exceeded the patient’s maximum benefits. Patient will be eligible for discount consideration, 
as catastrophic, if their outstanding balance exceeds 25% of their gross monthly income. 
 
Propensity to Pay 
This is the verification of patient’s Ability to Pay their medical bill, based on their estimated income, and 
their Likelihood to Pay, based on their credit score risk. These two indicators are combined to determine 
appropriate financial clearance. 
 
 
PROCEDURE: 
 

1. Charity and discounted care include services provided to the following: 
a. Uninsured or underinsured low-income patients who do not have the ability to pay all or 

part of their bill as determined by the financial guidelines in this policy; 
b. Insured patients whose coverage is inadequate to cover a catastrophic situation; 
c. Persons whose income is sufficient to pay for basic living costs but not medical care, and 

also those persons with generally adequate incomes who are suddenly faced with 
catastrophically large (as defined earlier in the definitions section) medical bills; and 

d. Patients deemed medically indigent by virtue of their documented eligibility for Medicaid 
benefits. 

 
2. For emergency and medically necessary services provided to uninsured patients, and whose 

income are between 200% - 400% of the Federal Poverty Income Levels, SMH will reduce their 
bill in accordance with the guidelines provided by IRS 501(r)(5). 

 
3. The following factors are to be considered when determining the amount of charity service for 

which a patient is eligible at the time of service: 
a. The patient’s individual or family income, as appropriate, using the income guidelines as 

published by the Federal Government on April 1 each year (Federal Income Guidelines; 
b. Family size; and 
c. All other resources must be applied first, including third-party payers, Victims of Crime 

(i.e., a state-level program for crime victims to recover some hospital costs), and 
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Medicaid. If a patient does not have Medicaid but would qualify, he or she must 
cooperate with the application process. If the application is denied or is identified as 
ineligible based on the Medicaid income criteria, consider for charity and discounted care.  

d. Propensity to Pay will be run as deemed necessary to qualify for charity care.  
 

4. Determine the appropriate amount of charity service in relation to the amounts due after applying 
all other resources. A patient who can afford to pay for a portion of the services will be expected to 
do so. Note: A third party might pay part of an account, the patient may pay part, and another part 
might meet charity services. If the patient does not pay the amount deemed to be his or her 
responsibility, the uncollectible remainder would become bad debt.  

 
5. Require evidence of eligibility. Documentation should be submitted within 14 days from the date 

of service (to include before and after the date of service). Additional time for completion of the 
application process may be extended as appropriate. The patient must provide supporting 
documentation of income, which can include the following: 

a. Paycheck, Social Security, pension, unemployment or disability check stubs, tax return, 
or other proof of income. 

b. The patient must sign the charity form. 
 

6. Charity-care provisions will be reevaluated for a patient’s eligibility when the following occur, it is 
the patients responsibility to bring this data forth to STMH for consideration: 

a. Subsequent rendering of services; 
b. Income change; 
c. Family size change; 
d. When any part of the patient’s account is written off as a bad debt or is in collections; and 
e. When six months have passed since the last application or when circumstances change, 

whichever comes first. 
 

7. Determine eligibility for charity service at the time of admission/pre-registration, or as soon as 
possible thereafter. In some cases, it can take investigation to determine eligibility, particularly 
when a patient has limited ability to provide needed information. Also, because of complications 
unforeseen at the time of admission, the patient may need to be reclassified as a full or partial 
charity. 
 

8. Individuals who have questions about SMH charity care policy, or would like assistance with 
completing the application may contact our financial counselors, either in person, or by calling 
203-802-8265. 

 
9. Financial Counselors will initiate and approve/deny the application prior to submitting to the 

appropriate manager, based on account balance (See Number 11). 
 
10. Patients will be notified in writing within 3 business days (Monday - Friday), from the date the 

“COMPLETED” application is received, regarding qualification for charity care, the remaining 
balance due, and any expected re-payment terms.    

 
11. Financial Counselors will determine the write-off amount based on the aforementioned guidelines 

and the correct contractual allowance code. If the patient does not meet the financial criteria but 
has extenuating circumstances such as catastrophic illness, the account will be referred to the 
supervisor who will make a recommendation to the Manager/Director. Charity and discounted care 
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approval authority is as follows: 
a. Write-offs from $.01 to $1,000 require approval by the appropriate Financial Advocate 

handling the account;  
b. Write-offs from $1001 to $9,999 require approval by the Supervisor of Patient Access; 
c. Write-offs from $10000 to $19,999 require approval by the Manager of Patient Access; 
d. Write-offs $20,000 to $49,999 require approval by the Director of Patient Access; 
e. Write-offs greater than $50,000 require approval by the Chief Financial Officer or 

Director of Finance. 
 

12. Financial Counselors staff will ensure that patients and physicians are notified, in writing, 
regarding approval, denial, or pending status of uncompensated care. The notification will include 
the appeal process for any denied application.   

 
13. The appeal process for denied charity and discounted care applications includes the following 

activities: 
a. Prompt notification of the denial and the specific reasons will be provided to each charity 

and discounted care applicant. The notification will also provide examples of additional 
information, which may be used to appeal the denial. Upon notification of the denial, the 
charity applicant will have 30 days to appeal the decision from the date of the denial 
letter.   

b. Additional information will be accepted by the provider and re-evaluated by the 
Supervisor/Manager.    

c. If the initial denial is upheld, prompt notification will be provided to the applicant.   
d. The Director of Patient Access or Director of Finance will review all denied appeals over 

$50,000. A written determination will be issued within 15 days of the receipt of the 
appeal. 

 
14. The hospital will retain all charity and discounted care applications and supporting documentation 

within scanning for seven years.  
 
15. The hospital will update the income eligibility criteria annually, April, using the Federal Poverty 

Guidelines (FPG) published by the Centers for Medicare & Medicaid Services (CMS). If CMS 
issues more than one update, the updated criteria shall become effective as of the issue date. 

 
16. The base level for the charity and discount care income eligibility will be set at 40%. 

 
 
17. Saint Mary’s provides free x-rays and basic lab services, for patients that receive primary care 

services from the Malta House Van.  Eligible patients are given a “Malta House” card. These 
services are written off at the time of billing. If patients are referred to SMH, under Malta House, 
for other services, they will be asked to complete a financial assistance application and if they are 
eligible for charity care, the charges will be adjusted appropriately. In order to prevent any billing 
statements being generated to these patients, a “hold” will be place on these accounts until the 
charity care determination is made. 
 

 
18. A charity and discounted care budget will be established once a year during the annual budget 

process and submitted to the Board of Directors of Saint Mary’s Hospital for approval. However, 
need for financial assistance will take priority over a fixed budget amount; the Board will be 
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promptly advised if charity and discounted care needs exceed the current budgetary provisions.  A 
formal appeal process shall be implemented to permit rapid review of all appealed charity denials. 
The Director of Patient Access or Director of Finance shall review all final appeals of charity 
determinations. 
 

 
 

References 
 

The AHA Board of Trustees Statement of Principles and Guidelines on Hospital Billing and Collection 
Practices (http://www.aha.org/content/12/120505-bill-collec-prac-statement.pdf); 

Internal Revenue Code Section 501® requirements for tax-exempt hospitals 
(http://www.aha.org/advocacy-issues/tools-resources/advisory/2012/120716-legal-adv.pdf). 

 

 
Creation Date: September 1, 2004 
Revision Date: August 19, 2015 
Key Content Expert:  
JCAHO Reference: 
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EXHIBIT A: FINANCIAL ASSISTANCE APPLICATION 

                                                 
 
 
 
Patient Name : ____________________________________      Date: _______________________ 
 
Current Address:  Street__________________________________________________________________ 
 
                             City, State, Zip  __________________________________________________________  
      

Phone # ________________________________________________________________ 
 

Account(s)#: __________________________________________________________________________ 
  
Employer’s Name & Address: _____________________________________________________________ 
 
Spouse’s Employer and Address: __________________________________________________________ 
 
Medical Insurance:_________________________________  Policy/Claim#: _______________________ 
 
Insurance Company Name: _______________________________________________________________ 
 
  Address: _______________________________________________________________ 
 
Number of Dependents (list ages, including self): _____________________________________________ 
 
             _____________________________________________ 
 
Monthly Income (List source/amount): Patient’s income________________________________________ 
 
                                                                 Spouse’s income _______________________________________ 
                                                     
        Other income__________________________________________               
 
I hereby attest that the above information is true and accurate.  I understand that in order for me to be eligible, the 
information contained herein must be verified. I agree to provide Saint. Mary’s Hospital with the necessary 
verifications, and, if requested by the Hospital, I agree to cooperate and follow through with application for State 
and/or Federal assistance as well as any other third party payors.  
 
Patient/Guarantor: ________________________________      Date: ____________________________ 
 
Financial Counselor: ____________________ Approved by:  _________________ Date:______________ 
 

• All income must be verified. Please provide last 4 pay stubs.  
• If you are self-employed, please provide a complete copy of last year’s filed Income Tax Return 

(including ALL schedules (i.e. for example, Schedule C). 
 
*Please note we will notify physicians who are part of the Franklin Medical Group of your 
eligibility. 
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Appendix B 
 
 
 
 

2015 POVERTY GUIDELINES FOR THE 48 
CONTIGUOUS STATES 

AND THE DISTRICT OF COLUMBIA 

Persons in 
family/household 

Poverty 
guideline 

For families/households with more than 8 
persons, add $4,160 for each additional 
person.  

1 $11,770 

2 15,930 

3 20,090 

4 24,250 

5 28,410 

6 32,570 

7 36,730 

8 40,890 
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Appendix C 
 

Sliding Scale Discount Guidelines 
 
 
  

1. Less than 200% FPL  - 100%  
 

2. 200% – 400% FPL   - 65%  
 

3. Greater than 400%    - 40%  
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APPENDIX D: PARAGON ADJUSTMENT CODES 
 
 
 

 
TYPE CODE DESCRIPTION Charity or Free Care 

A 48820 
REDUCTION TO COST IP SELF 

PAY Charity 

A 48830 
REDUCTION TO COST OP SELF 

PAY Charity 
 

A 48840 FREE SERVICE IP SELF PAY Charity 
    

A 48853 FREE SERVICE OP SELF PAY Charity 
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St. Mary’s Hospital     POLICY #___409____ 
        Page __1_ of __4_ 
Subject:  Self Pay Collection Policy 
 
Effective Date: 5/1/05 
 
Revised 02/01/13 
 
Replaces:  NEW 
 

 
POLICY 
 
It is the policy of St. Mary’s Hospital (SMH) that personnel will review outstanding accounts on a 
daily basis for timeliness of payment, and that personnel will conduct their collection activity and 
contact with individual patients with professionalism, courtesy and fairness. 
 
PURPOSE 
 

1. To ensure that policies and procedures exist for the timely and fair collection of all patient 
balances. 

 
PROCEDURE 
 

1. Admission: 
 
All self-pay patients are interviewed by a financial counselor at the point of service.  The 
Financial Counselor will determine if: 
 

• The patient has any insurances that may have been overlooked; 
• There is any third-party liability; 
• The patient may be eligible for financial assistance, including but not limited to: 

Medicaid; HUSKY; a Free-Bed fund; and Charity Care; 
• Accounts that are determined to be presumptively eligible for any state assistance 

will be moved from Self-Pay (SFPY) financial class to Welfare Pending (WLFP) 
financial class.  

• Whenever is it determined that the patient qualifies for Charity Care, Financial 
Counselor will adjust the balance by the appropriate amount, and any resulting 
balance will become the patient’s responsibility. 

• If patient is deemed liable for any balance, a deposit will be requested.  
• If charity care determination cannot be made, at the point of service, a deposit 

equal to 50% of the estimated charges will be required prior to any elective 
procedure. 

  
In the event that a Financial Counselor is not available at the time of admission, they will 
attempt to contact patients after reviewing their admission record. Financial Counselors will 
attempt to visit with the patient if they are still in-house; otherwise they will call the patient’s 
home after the patient is discharged. 
 
2. Collection Follow-Up  
 
A. Statements are sent to patients and/or guarantors who have outstanding balances. The 

timing and frequency of these statements, for both patients with a monthly payment 
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arrangement and those without, are based upon the statement table/schedule set up in 
Paragon. 

  
 

• All accounts that are registered as SFPY will be transferred to Financial Health 
Strategies (FHS) for follow –up. SMH has contracted with FHS to operate as our 
Business Office for self-pay accounts. Accounts will be transferred on a daily 
basis. (see PARPROC  for transferring procedures)  

• If we get a letter from a patient quoting the Fair Debt Collection Practices Act, 15 
USC 1692c, 805(c): 

 
(c) Ceasing Communications, "If a consumer notifies a debt collector in writing 
that the consumer refuses to pay a debt or that the consumer wishes the debt 
collector to cease further communication with the consumer, the debt collector 
shall not communicate further with the consumer with respect to such debt..."  

    
  We will notify FHS to: 
 

1. Stop all activity on the account. 
2. Return the account to SMH and SHM staff will refer the account to 
      our collection agency, with a copy of the letter. 
 
The collection agency is expected to: 
 
1. Send the validation notice, to the consumer, stating that a new 
      collector is involved. 
2. Then cease all activity and refer the account to their attorney for suit. 
 

 
 

B. Accounts will be manually transferred to a bad debt status if one or all of the following has 
occurred: 

 
• Account has been returned from FHS as part of their “Return File” marked 

uncollectible. FHS is required to return all accounts that have reached the 
timeframe of 90 days, with no payments made in the last 45 days. 

• Mail is returned stamped “Moved No forwarding Address” and the account is 
noted as such in the system; 

• There is a system note listed in the follow-up history that the third message level 
on the monthly statement has been mailed; 

• No adequate payment has been made in the last thirty (30) days and the patient 
is not on a payment plan. Adequate is defined as an amount representing 10% or 
less of the previous balance due. 

 
C. All attorneys representing patients in liability cases are contacted. If we are assured that 

the case will be settled within 120 days, the account will not be transferred to bad debt. If 
the settlement date requirement cannot be satisfied, the account is placed with the 
TCORS (Tobin, Carberry, O’Malley, Riley& Selinger) law firm so that the hospital’s 
interest can be protected (see TCORS procedures). 

 
 
3. Bad Debts: 
 

• Accounts are manually transferred from an active (AR) status to a bad debt status 
by collection personnel; 
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• Bad debt files are turned over weekly to a collection agency or collection attorney 
via electronic transfer on a weekly basis; 

• Bad debts may be determined at any time during the life of the account; 
• Collection personnel may make a determination to turn over an account to a 

collection agency at any time during the collection process; 
• All accounts with a balance due AFTER a Medicare payment has been received 

MUST have received a minimum of four (4) patient statements over a period of 
greater than 120 days, and have NOT had a payment posted to the account 
within the last 120 days before it can be transferred to bad debt. 

• Bad debt accounts for Medicare patients must be sent under a separate file to the 
collection agencies. 

 
 

4. Settlements: 
 

• FHS Collectors have been given the authority make settlements on accounts that 
are considered “reasonable”. SMH management reserves the right to withdraw 
this authority at any time.  

• SMH Customer Service personnel may offer attorneys representing patients a 5% 
discount for payment within thirty (30) days, provided the attorney agrees in 
writing to accept these terms and to discount their fees by the same amount. Any 
amount exceeding 5% must be approved by management. 

• Occasionally, management will authorize collection personnel to offer higher 
discounts to patients that have previously agreed to payment plans that have had 
an outstanding balance for more than three (3) years in an effort to settle the 
account. 

 
 
5. Collection Agencies: 
  

• Accounts that are sent to bad debt will be assigned to one (1) of the two (2) 
agencies currently contracted with St. Mary’s.  

• Account are assigned based on the following Alpha categories: 
I. A -  L - American Adjustment Bureau  

II. M – Z - Parallon 
• Accounts can be withdrawn from the agencies at any time (see procedure for 

“removal of account from bad debt”). 
• If an account has been turned over to the collection agency for a period greater 

than fourteen (14) days, any request for payment arrangement or settlement must 
be forward to the agency. 

• Collection agencies are required to returned “uncollectible accounts” that are 
aged greater than 150 days from the date they were transferred. 

• All accounts that are returned from the agencies as uncollectible are to be written 
off to the following codes: 48903 – Agency Uncollectible  

                   48913 – Agency Uncollectible Medicare 
 
 
 6. St. Mary’s Policy for Attachment of Wages & Properties 

 
St. Mary’s does not have a written agreement with any of the Collection Agencies, regarding 
the procedures they must follow for attachment of wages and properties. According to 
Outsource Group, they follow a generally accepted policy for all clients. This is a summary of 
their established policy: 
 

• Account received. 
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• Initial dunning notice issued within 24 hours of placement. 
• Phone attempt made to contact patient. 
• If contact is made, the following may occur: 

1. If patient is unable to pay (unemployed, no assets, etc) the account is 
returned or if permission is granted by SMH, it is maintained for later follow 
up.  

2. If patient is bankrupt, account is closed and returned. 
3. If patient disputes charges, collection activity is suspended and proof 

requested from the hospital. 
4. If patient request financial assistance, collection activity is suspended and the 

patient is either mailed a SMH financial assistance application or given phone 
number to contact SMH for an application. If application is mailed to patient, 
SMH customer service staff is notified by phone and they are requested to 
document the account. 

5. If settlement is offered, authorization is sought from SMH. 
 

• If  all efforts to contact patient fail, or if patient refuses to pay, and it is verified that 
patient has income or assets that could be used to satisfy charges, the following 
steps are taken: 

1. Documentation is made of all collection efforts, including: efforts to contact 
patient, letters sent, income & asset verified, etc. 

2. Authorization is sought from SMH to proceed with litigation. 
3. After authorization is received, the account, along with the documentation, 

is forwarded to Attorney’s Nathanson & Cipriano; P.O. Box 5516; Hamden, 
Ct 06518. 

 
 

Summary of Litigation Procedure Followed by Nathanson & Cipriano’s Office: 
 
• Account received and documented. File created. 
• First demand letter sent to patient. 
• File reviewed and approved by Attorney. 
• Signed letter sent to patient and Affidavit of Debt sent to collection agency. 
• File is designated for either small claims or civil writ. 
• Writ is reviewed and signed by Attorney. 
• Writ sent to court; summon and complaint sent to State Marshal for service. 
• If patient files an answer, case is scheduled for hearing. SMH is notified of hearing 

and a representative sent to the hearing. 
• If no answer is filed a default judgment is entered. 
• Once judgment is received, a payment plan is established in accordance with the 

court order. 
• If patient defaults on payment plan and there is verification of employment, 

application is made for wage execution. 
• If there is verified real estate, a judgment lien is filed. NO FORECLOSURE IS 

DONE ON ANY JUDGMENT LIEN. 
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Schedule H, Part I, Section 7 - Financial Assisstance 3% 3%
FY FY FY

2014 2015 2016

a Financial Assistance at cost 328,346              338,196         348,342           
b Medicaid 13,083,195 13,475,691   13,879,962      

c
Cost of other means-tested government 
programs - 

d Total Financial Assistance 13,411,541 13,813,887   14,228,304      
Other Benefits - 

e
Community health improvement services 
and community benefit operations 147,207              151,623         156,172           

f Health professions education 2,658,321           2,738,071     2,820,213        
g Subsidized health services 1,386,130           1,427,714     1,470,545        
h Research 165,239              170,196         175,302           

i
Cash and in-kind contributions for 
community benefit 70,911                73,038           75,229              

j Total Other Benefits 4,427,808           4,560,642     4,697,462        
k Total 17,839,349 18,374,529   18,925,765      

Schedule H, Part II - Community Building Activities
FY FY FY

2014 2015 2016

1 Physical improvements and housing 202 208                214 
2 Economic development
3 Community support
4 Environmental improvements

5
Leadership development and training for 
community members

6 Coalition building

7 Community health improvement advocacy
8 Workforce development 169,504              174,589         179,827           
9 Other

10 Total 169,706              174,797         180,041           
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3% 3%
FY FY

2017 2018

358,793              369,556             
14,296,360 14,725,251        

14,655,153 15,094,808        

160,857              165,683             
2,904,819           2,991,964          
1,514,662           1,560,102          

180,561              185,978             

77,486                79,811                
4,838,385           4,983,537          

19,493,538 20,078,344        

FY FY
2017 2018

221 227 

185,222              190,778             

185,442              191,006             
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Policy and Procedure 

Title: 

Communication: Language Services - including Limited English 
Proficient, Visually Impaired, Deaf or Hard of Hearing and Speech 
Impaired.    

 Saint Francis Hospital and Medical Center 
 Mount Sinai Rehabilitation Hospital 
 Saint Francis Medical Group, Inc. 
 Saint Francis Care Medical Group, P.C. 
 Asylum Hill Family Medicine Center, Inc. 
 Saint Francis Behavioral Health Group, P.C. 

  Saint Francis Emergency Medicine Group, P.C. 

Proponent Department Number Level 

Patient Care CLIN.0121  System 
 Division 
 Department 

Category Published Date Review Cycle 

  Administrative 
  Clinical 
  HR 
  EOC 

6/25/2015 
 1 year 
 3 years 

PURPOSE: 
The purpose of this policy is to help ensure quality Patient care by providing guidelines and procedures to assist Saint 
Francis Personnel (defined below) in providing Effective Communication (defined below) to individuals who are 
limited English proficient, visually impaired, deaf or hard of hearing, speech impaired, or who have any other disability 
impairing their ability to communicate (a “Language Service Need”).  

SCOPE: 
This policy applies to all Saint Francis Personnel in their communications with Patients or Companions (defined below) 
in all acute care and ambulatory clinical areas of the above referenced entities (collectively, “Saint Francis”).   

DEFINITIONS: 
1. The term “Auxiliary Aids and/or Services” includes, but is not limited to Qualified Interpreters in-person or
through Video Remote Interpreting (VRI) services; note-takers; computer-assisted real time transcription services; 
written materials; exchange of written notes; telephone handset amplifiers; assistive listening devices and systems; 
telephone compatible hearing aids; closed caption decoders; open and closed captioning, including real-time captioning; 
voice, text and video-based telecommunication products and systems, including text telephones (TTYs/TDDs), 
videophones and captioned telephones; or other methods of ensuring Effective Communication with individuals who 
are deaf or hard of hearing. 

2. The term “Companion” means a person who is one of the following:
• a person whom the Patient designates to communicate with Saint Francis Personnel on his or her behalf

regarding the Patient’s condition or care or to help the Patient act on the information, advice or  instructions
provided by Saint Francis;

• a person legally authorized to make health care decisions on behalf of the Patient; or
• such other family member, friend, or associate of a Patient who, along with the Patient, is an appropriate person

with whom Saint Francis should communicate.

3. The term “Effective Communication” means communication that is as clear and understandable to individuals
with Language Service Needs as it is for individuals without.  More specifically it means the successful joint 
establishment of meaning wherein Patients/Companions and health care providers exchange information, enabling 
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Patients to participate actively in their care from admission through discharge, and ensuring that the responsibilities of 
both Patients and providers are understood. To be truly effective, communication requires a two-way process 
(expressive and receptive) in which messages are negotiated until the information is correctly understood by both 
parties.  Successful communication takes place only when providers understand and integrate the information gleaned 
from Patients, and when Patients comprehend accurate, timely, complete, and unambiguous messages from providers 
in a way that enables them to participate responsibly in their care.  For communication to be effective it must be, 
timely, provided in a manner and medium appropriate to the significance of the message and the communication 
abilities of the Patient/Companion. 

4. The term “Non-scheduled Request” means a situation in which there is less than two (2) hours between the time
when a Patient or Companion who is deaf or hard of hearing makes a request for an interpreter and when the services 
of an interpreter are necessary. 

5. The term “Patient” means any individual who is seeking or receiving health care services (whether on an inpatient
or outpatient basis, including consultations, treatment, scheduling of appointments, discussion of billing issues, 
attending health education classes, and other health care services) from Saint Francis. 

6. The term “Qualified Interpreter” means an interpreter who, via a VRI service, telephone, or an onsite
appearance, is able to interpret effectively, accurately, and impartially, both receptively and expressively, using any 
necessary specialized vocabulary. Qualified interpreters include, for example, sign language interpreters, oral 
transliterators, and cued-language transliterators. Not all interpreters are qualified for all situations. For example, an 
interpreter who is qualified to interpret using American Sign Language is not necessarily qualified to interpret orally. 
Someone who has only a rudimentary familiarity with sign language or finger spelling is not a "Qualified Interpreter" 
under this Agreement. Likewise, someone who is fluent in sign language but who does not possess the ability to 
process spoken communication into the proper signs or to observe someone else signing and change his or her signed 
or finger-spelled communication into spoken words is not a qualified sign language interpreter. 

7. The term “Scheduled Incident” means situations in which there are two (2) or more hours between the time when
an appointment is scheduled and when the services of the a Qualified Interpreter are required. 

8. The term “Saint Francis Personnel” means all employees and independent contractors with contracts to work for
Saint Francis, including, without limitation, nurses, physicians, social workers, technicians, admitting personnel, 
receptionists, telephone operators, billing staff, security staff, counselors, and therapists, and all volunteers, who have 
or are likely to have direct contact with Patients or Companions as defined herein. The term also includes all affiliated 
physicians or other health care professionals who have medical staff privileges that permit them to see and/or treat 
Patients at Saint Francis.  Saint Francis will ensure that all Saint Francis Personnel receive training in Language 
Services appropriate to their role and level of direct contact with Patients and Companions.   

9. The term “Video Remote Interpreting” (“VRI”) means an interpreting service that uses video conference
technology over dedicated lines or wireless technology offering high-speed, wide-bandwidth video connection that 
delivers high-quality video images and meets other requirements as provided in 28 C.F.R. §36.303(f).  

POLICY: 

Commitment to Provide Effective Communication 
Saint Francis shall provide its Patients and their Companions with Effective Communication and an equal opportunity 
to participate fully in the benefits, activities, programs and services provided by Saint Francis in a timely manner and in 
such a way as to protect the privacy and independence of the individual.  
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Where necessary to ensure Effective Communication, Saint Francis shall provide appropriate Auxiliary Aids and/or 
Services, including Qualified Interpreters, to Patients and Companions who are Limited English Proficient (LEP), 
visually impaired, deaf or hard of hearing, speech impaired or who have another disability which impairs their ability to 
communicate (collectively, “Language Service Needs”).  Saint Francis shall make a site specific determination of which 
Auxiliary Aids and/or Services will be available at each of its separate locations.  
Patients and Companions of Saint Francis, who are LEP shall have services provided to them in their primary language 
or have appropriate Auxiliary Aids and/or Services, including the services of a Qualified Interpreter provided to them 
during the delivery of all significant healthcare and related support services.  
All Auxiliary Aids and/or Services shall be available within a reasonable time, at no cost to Patients as needed to 
provide Effective Communication.  

 
Assessment of Communication Needs: 

 
Assessment of Need for Auxiliary Aids and/or Services. Saint Francis Personnel shall perform an assessment to 
determine whether the Patient or Companion requires Auxiliary Aids and/or Services to ensure Effective 
Communication (“Assessment of Language Needs”).  If there is any indication from such initial assessment, inquiry, 
or Saint Francis Personnel’s observations of the Patient or Companion, that the Patient or Companion has a Language 
Service Need, Saint Francis Personnel shall perform an assessment to determine which appropriate Auxiliary Aids 
and/or Services are needed in order to ensure Effective Communication.  In determining which Auxiliary Aids and/or 
Services are necessary to ensure Effective Communication, and the timing, duration, and frequency with which they 
will be provided, Saint Francis Personnel shall consult with the Patient or Companion who has a Language Service 
Need. The assessment shall consider and take into account all relevant facts and circumstances, including without 
limitation the following: 
 

• the Patient’s or Companion’s request for, stated need, or preference for, a Qualified Interpreter or 
other specific Auxiliary Aids and/or Services; 

• the nature, length, complexity, and importance of the communication at issue; 
• the individual’s disability and communication skills and knowledge; 
• the Patient’s health status or changes thereto; 
• the reasonably foreseeable health care activities of the Patient (e.g., medical tests or procedures, 

rehabilitation services, meetings with health care professionals or social workers, discussions 
regarding billing, insurance, self-care, prognoses, history, and discharge); and 

• any factors relevant to determine whether the specific type of Auxiliary Aid and/or Service is 
effective under the circumstances as set forth below. 

 
A list of communication options will be provided to the Patient/Companion to determine their preferred 
communication method(s).  A Patient or Companion with a Language Service Need may prefer to use lip reading, 
paper and pencil or pictorial cards during the initial Assessment of Language Need. 
 
Timing of Assessment and Determination. Saint Francis Personnel shall provide the initial Assessment of 
Language Needs at the first point at which a Patient accesses services at Saint Francis (emergency department 
registration, admissions, etc.).  Saint Francis shall incorporate the Assessment of Language Needs into its electronic 
medical record and its intake procedures and document its determination in the patient’s medical record, including 
substantially all of the elements set forth in the Communication Assessment and Waiver attached hereto as 
Attachment A.  The Assessment of Language Needs shall be conducted at the earliest of the following: 
 

• the time an appointment is scheduled; 
• the time Saint Francis becomes aware that a Patient or Companion who has a Language Service Need 
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who may require Auxiliary Aids and/or Services is being transferred or transported to Saint Francis; 
or 

• the time the Patient or Companion initially arrives at Saint Francis or encounters Saint Francis 
Personnel. 

 
Ongoing Assessment and Redetermination. On an on-going basis, Saint Francis Personnel shall reassess their 
determination of whether Effective Communication is being provided, in consultation with the Patient or Companion 
who has a Language Service Need, when the Patient or Companion indicates that communication has not been 
effective, or when Saint Francis Personnel’s observations suggest that communication has not been effective.  The on-
going Assessment of Language Needs shall be conducted during Patient care as needed and the Auxiliary Aids and/or 
Services shall be amended if required based on the findings of the on-going assessment. 
 
Continuation of Provision of Appropriate Auxiliary Aids and/or Services for Continued Hospitalizations and 
Subsequent Visits. If a Patient or Companion who has a Language Service Need has an ongoing relationship with 
Saint Francis, with respect to each of the subsequent visits, Saint Francis shall continue to provide appropriate 
Auxiliary Aids and/or Services to the Patient or Companion during the entire period of the Patient’s hospitalization 
and/or outpatient visits, without requiring subsequent assessments or requests for the appropriate Auxiliary Aids 
and/or Services by the Patient or Companion unless the Patient or Companion indicates otherwise. 
 
Documentation of Assessment and Determination. The Assessment and determination of Language Needs shall be 
documented in the Patient’s medical record. The Patient’s medical record shall be conspicuously labeled to alert Saint 
Francis Personnel to the fact that the Patient or Companion has a Language Service Need and any Auxiliary Aids 
and/or Services that have been identified as necessary to Provide Effective Communication with the Patient or 
Companion. 
 
Determination Not to Provide Requested Auxiliary Aid or Service. If, after conducting the Assessment of 
Language Needs, Saint Francis determines that it will not provide a particular Auxiliary Aid or Service requested by a 
Patient or Companion who has a Language Service Need, Saint Francis Personnel shall so advise the individual 
requesting the Auxiliary Aid or Service.   In the event that an Auxiliary Aid or Service is necessary for Effective 
Communication and Saint Francis Personnel determine that they will not provide the Auxiliary Aid or Service 
requested by the Patient or Companion who has a Language Service Need, Saint Francis Personnel will secure and 
provide the Patient or Companion with another means of Effective Communication. Saint Francis Personnel shall 
document in the Patient’s medical record the basis for the determination, including the date of the determination; the 
name and title of the Saint Francis Personnel who made the determination; and the alternative Auxiliary Aid or 
Service, if any, that Saint Francis provided. 
 
Exchange of written notes.  In determining whether the exchange of written notes, using either paper and pen or a 
mobile device, is Effective Communication under the circumstances, in addition to the factors listed above, relevant 
factors include the Patient’s or Companion’s fluency in written English. 
 
Lip Reading. In some circumstances, lip reading may be a means of Effective Communication.  In determining 
whether communication using lip reading is appropriate and Effective Communication under the circumstances, in 
addition to the factors listed above, relevant factors include: 
 

• the Patient’s or Companion’s fluency in English; 
• the Patient’s or Companion’s competency in lip reading; and 
• whether the Patient or Companion has residual hearing. 

 
Provision of Qualified Interpreter Services: 
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Provision of Qualified Interpreter.  Saint Francis shall provide a Qualified Interpreter to a Patient or Companion 
whenever needed for Effective Communication. The following are examples of circumstances when it is necessary to 
provide Qualified Interpreters: 

• Obtaining a Patient’s medical history or description of symptoms and medical condition;
• Discussing or explaining a Patient’s diagnosis, current condition, prognosis, treatment options or

recommendation for treatment;
• Explaining Patient rights and responsibilities;
• Discussing or explaining procedures, tests, or treatments;
• Discussing or explaining test results;
• Discussing or explaining prescribed medications, instructions for how and when medication is to be taken,

and possible side effects and interactions of medications;
• Obtaining informed consent or permission for procedures, surgery, or other treatment options;
• Communicating during treatment and testing;
• Communicating during discharge or post-operative planning and instruction;
• Providing mental health evaluations, group or individual therapy, counseling or other therapeutic activities,

including, but not limited to, grief counseling and crisis intervention;
• Providing information about blood or organ donations;
• Explaining living wills or powers of attorney (or their availability);
• Discussing financial or insurance matters related to payment for services;
• Providing educational presentations, such as classes concerning birthing, nutrition, cardiopulmonary

resuscitation (CPR), and weight management;
• Any other circumstance in which a Qualified Interpreter is necessary to ensure a Patient’s rights provided by

the law.

The foregoing list of circumstances is not exhaustive and does not imply that there are no other circumstances when it 
may be appropriate to provide Auxiliary Aids and/or Services for Effective Communication. 

Acceptable methods for the provision of Qualified Interpreter and translation services include, but are not limited to 
the following: 

• Telephone-based interpreting- delivered via telephonic technology
• Video Remote interpreting (VRI)- video conference with a Qualified Interpreter (including but not limited to

American Sign Language (ASL))
• In-person interpreting- provided onsite by a Qualified Interpreter (including ASL)
• Written translation of vital and non-vital documents (vital documents as determined by the Joint Commission,

Department of Health and Human Services and other regulatory agencies)

Whenever possible, arrangements for Qualified Interpreters/equipment should be made in advance when Patients 
have scheduled appointments. Telephone Qualified Interpreter services are available on each unit and will be used 
whenever appropriate if there is a delay in the delivery of resources.  For deaf and hard of hearing Patients the VRI 
resources can be used if there is a delay in arrival of in-person resources.  

The following resources and/or devices may be utilized at no charge to the Patient. 

A.   Deaf or Hard of Hearing 

        Pictorial Cards (located in the language resource box) 
        Amplified Handset/Volume Control Telephone 
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        Large Button Telephones 
        Telephone Typewriter (TTY)  
        Video Remote Interpreter (VRI) (With Qualified Interpreter communication including but not limited to ASL)  
        Contracted onsite Qualified Interpreters (including but not limited to ASL) 
 
B.   Visually Impaired 

 
       Braille Telephones 
 
C.   Limited English Proficient 
 

• Pictorial Cards (located in the language resource box) 
• Telephone interpreting (telephone based language interpretation) 
• Video Remote interpreting (including but not limited to ASL)  
• In-person interpreting (including but not limited to ASL) 
• Written translated documents  

 
Procedures for Obtaining Language Service Resources 
 
Procedure For Obtaining A Telephone Qualified Interpreter:  
If the Patient wishes to utilize the telephone Qualified Interpreter, Saint Francis Personnel will phone the hospital 
operator by dialing '0' from any phone and request to be connected to language resources. Dual handset phones are 
available on all units that are preprogrammed to dial language resources directly. 
    
The requesting staff will provide the following information: 

• Requestor’s name and a call back telephone phone number 
• Department name (including campus)/department code 
• Telephone number 
• Service and language requested 
• Name of Patient 
• Service or equipment needed 
• Date, time, and approximate length of appointment 
• Location (specific directions to the location) 
• Where and who to report to 
• Any special requirements 

 
Procedure For Obtaining A Video Remote Interpreter (VRI) Device: 
The requesting staff shall first make a determination as to whether communication using VRI is appropriate and 
effective.  Relevant factors in making such determination include whether: 
 

• The Patient or Companion is limited in his or her ability to see the video screen; 
• The Patient or Companion has limited ability to move his or her head, hands, or arms; vision limitations, 

cognitive or consciousness issues, or pain issues; 
• There are multiple people in a room and the information exchanged is highly complex or fast-paced; 
• The Patient or Companion may move repeatedly to areas of Saint Francis that do not have a designated high 

speed internet line; and 
• The Patient will be treated in a room where there are space restrictions. 

 
 1.  If the requesting staff determines that VRI is appropriate, they shall phone the hospital operator, dial '0' 
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and request the VRI device be brought to the Patient.   
 

The requesting Saint Francis Personnel shall provide the following: 
 
• Name and telephone number of requester, 
• Department - including campus and address, 
• Patient name and reason for visit, 
• Date, time and approximate length of time needed, 
• Additional assistance that may be needed 

 
 2. The hospital operator will validate that the Patient is in an area that has wireless communication.   
 
 3. The hospital operator will notify the storeroom via phone to request the VRI device on behalf of the 
Patient. 
 
 4. The VRI device will be deployed to the requesting department within 10 minutes, if available. Storeroom 
staff will complete the storeroom VRI device log. 
 
 5. The equipment will be placed in a location that is easily viewed by both the Patient and the Saint Francis 
Personnel, generally near the foot of the bed or stretcher (or according to Patient abilities), with the Saint Francis 
Personnel standing near the Patient at the head of the bed during the interpretation session.   
 
 6. The Saint Francis Personnel will initiate the connection and answer a number of required questions such as 
Patient’s name, medical record number, location, etc. before beginning the interpretation session.  
 
 7. Saint Francis Personnel shall ask the Patient or Companion whether the VRI is meeting his or her 
communication needs and make a record of the response in the medical record. In the event that the Patient or 
Companion cannot communicate effectively using any VRI service and alternative resource will be employed. 
 
 8.  The VRI will facilitate communication between the Saint Francis Personnel and the Patient/Companion.  
NOTE: 
 

 a. The camera and sound system will pick up EVERYTHING that is said and done in the room and 
EVERYTHING will be interpreted to the Patient.  There is no selective interpreting. 

 
 b.   In the event of a system connectivity failure, the Saint Francis Personnel should notify the 
operator of equipment failure, the operator will request technical support and/or request a replacement VRI. 
In the event that a repair or replacement VRI is not available in a timely manner Saint Francis Personnel shall 
obtain an alternative means of Effective Communication in accordance with this policy or follow the 
procedures outlined below for Interim Services until a repair or replacement VRI is secured. 

 
 9. The same Patient may require the VRI device several times during a single hospital visit. The Saint Francis 
Personnel must disconnect at the end of each session or whenever they leave the room and reconnect as needed to 
start a new session.  
 
 10. The Saint Francis Personnel must document in the Patient's medical record each time the equipment is 
utilized with dates and start and stop times of each interpretation session and effectiveness of communication method. 
 
 11. When the VRI equipment is no longer required, the Saint Francis Personnel will place the VRI in the dirty 
laundry area for pick up by storeroom staff. 
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Saint Francis shall ensure that VRI services are provided in accordance with the following standards: 
 

• real-time, full-motion video and audio over a dedicated, high-speed, wide-bandwith video connection or 
wireless connection that delivers high-quality video images that do not produce lags, choppy, blurry, or 
grainy images, or irregular pauses in communication; 

• a sharply delineated image that is large enough to display the interpreter’s face, arms, hands, and fingers, and 
the participating Patient or Companion’s face, arms, hands, and fingers, regardless of his or her body 
position; 

• a clear, audible transmission of voices; 
• ensure that the interpreter providing VRI is a Qualified Interpreter who is capable of communicating 

effectively with the Patient or Companion; and 
• users of the technology and other involved individuals are adequately training so that they may quickly and 

efficiently set up and operate the VRI. 
 
Once the VRI is operating, Saint Francis Personnel shall ask the Patient or Companion whether the VRI is meeting 
his or her communication needs and make a record of his or her response.  In the event that the Patient or Companion 
cannot communicate effectively using any VRI service the Hospital elects to acquire and offer, Saint Francis shall 
make all reasonable efforts to locate an in-person Qualified Interpreter or other Auxiliary Aid or Service that will 
provide Effective Communication; periodically inform the Patient or Companion of the status of those efforts; and 
document the concern and the steps taken to locate a Qualified Interpreter. 
 
Procedure For Obtaining An In-Person Qualified Interpreter (including ASL): 
The requesting Saint Francis Personnel will phone the hospital operator, dial '0' to request in-person Qualified 
Interpreter services. Operators will schedule these services including in-person Qualified Interpreters and will provide 
requesting Saint Francis Personnel with approximate time of arrival. They may or may not be immediately available 
due to weather restrictions etc., however, all services will be provided within a two hours of Non-scheduled Requests. 
If an in-person ASL Qualified Interpreter is not available, the VRI will be used for ASL Interpretation and the reason 
why the in-person Qualified Interpreter was not available must be noted in medical record.  In the event that an 
Auxiliary Aid and/or Service is necessary and Saint Francis Personnel determines that it will not provide a particular 
Auxiliary Aid and/or Service requested by the Patient or Companion who has a Language Service Need, the 
requesting Saint Francis Personnel shall document the basis for the determination, including the date of the 
determination, the name and title of the Saint Francis Personnel who made the determination, and the alternative 
Auxiliary Aid and/or Service, if any, that Saint Francis decided to provide, in an Auxiliary Aid and Service Log. A 
copy of this documentation shall be retained and a copy shall be provided to the Patient or Companion upon request. 
 
The requesting Saint Francis Personnel will provide the following information: 

• Requestor’s name and a call back telephone phone number 
• Department name (including campus)/department code 
• Telephone number 
• Service and language requested 
• Name of Patient 
• Service or equipment needed 
• Date, time, and approximate length of appointment 
• Location (specific directions to the location) 
• Where and who to report to 
• Any special requirements 

 
The Saint Francis Personnel will document the arrival time of the Qualified Interpreter in the Patient's medical record 
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including the length of time for the interpretive session and effectiveness of the communication method.  Each 
interpretive session must be documented separately. The same Patient may require the Qualified Interpreter several 
times during a single hospital visit, as additional communications are needed.     
 
Procedure for the Provision of Written Translations: 

1. Vital documents as defined by the Joint Commission and the Department of Health and Human Services will 
be translated and made available to Patients/Companions. These documents include but are not limited to: 

• Patient Rights and Responsibilities 
• Informed Consent 
• Advanced Directives 
• HIPPA Forms 
• Discharge Instructions 
• Release of Information 
• Notices pertaining to denial, reduction, modification or termination of services 
• Grievance forms 

 
Documents will be translated into each primary language used by more than 15% percent of the Patient 
population (each a “Frequently Utilized Language”). This will be assessed on an annual basis.   
 

Provision of Qualified Interpreters in a Timely Manner:  
 
When an interpreter is necessary for Effective Communication, Saint Francis shall ensure that Qualified Interpreters 
are provided in a timely manner. 
 
Provision of Qualified Interpreter for Scheduled Incidents. For Scheduled Incidents, when a Qualified Interpreter 
is necessary to ensure Effective Communication, Saint Francis shall make a Qualified Interpreter available at the time 
of the appointment. If a Qualified Interpreter fails to arrive for the appointment, Saint Francis shall immediately 
contact the Qualified Interpreter service or another resource to arrange for another Qualified Interpreter. 
 
Provision of Qualified Interpreter for Non-scheduled Requests. For Non-scheduled Requests, Saint Francis shall 
make a Qualified Interpreter available as soon as practicable, but no later than (a) two (2) hours from the time the 
request for an in-person Qualified Interpreter is made or (b) within fifteen (15) minutes of the request for a Qualified 
Interpreter when providing a Qualified Interpreter through VRI. 
 
Interim Services. Between the time a Qualified Interpreter is requested and the time a Qualified Interpreter arrives, 
Saint Francis Personnel shall continue to try to communicate with the Patient or Companion who is deaf or hard of 
hearing for such purposes and to the same extent as they would have communicated with an individual without a 
disability, using all methods of communications. Saint Francis shall inform such Patient (or a Companion, if such 
Patient is unavailable) of the current status of efforts being taken to secure a Qualified Interpreter on his or her behalf. 
This section is not intended to delay the provision of appropriate medical care and services. 
 
Provision of Qualified Interpreter throughout Hospitalization.  Saint Francis shall provide a Qualified Interpreter 
throughout the admission of a Patient as necessary to achieve Effective Communication with such Patient or their 
Companion. 
 
Communication Restrictions: 
 
Restricted Use of Minors to Facilitate Communication. Saint Francis shall not rely on a minor accompanying a 
Patient or Companion to interpret or facilitate communications between Saint Francis Personnel and a Patient or 
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Companion except in an emergency involving an imminent threat to the safety or welfare of an individual or the 
public and where there is no Qualified Interpreter available. 
 
Limited Use of an Adult Accompanying a Patient or Companion to Facilitate Communication.  Saint Francis 
shall not require a Patient or Companion to bring another individual to interpret for him or her. Saint Francis 
Personnel may not rely upon an adult accompanying a Patient or Companion to interpret or facilitate communications 
between Saint Francis Personnel and a Patient or Companion except in an emergency involving an imminent threat to 
the safety or welfare of an individual or the public where there is no Qualified Interpreter available or unless the 
following four factors are present: 

 
• where the individual with a disability specifically requests that the accompanying adult interpret or 

facilitate communication and such person agrees to provide such assistance; 
• such use is necessary or appropriate under the circumstances, giving appropriate consideration to any 

privacy and confidentiality issues that may arise; 
• the Patient or Companion has been made aware of Saint Francis’s full range of Auxiliary Aids and/or 

Services available free of charge; and 
• the Patient or Companion provides written confirmation, substantially in the form of the Waiver of 

Interpreter Services Provided by Saint Francis attached hereto as Attachment A, that he or she was 
made aware of relevant Auxiliary Aids and/or Services available free of charge and agrees to the use 
of such person to interpret or facilitate communication. In such situations, Saint Francis shall retain 
the above-required written documentation in the Patient’s medical record.  

 
Notices: 
Saint Francis shall develop, and post in conspicuous locations, notices that advise Patients and their families of the 
availability of Qualified Interpreters, the procedure for obtaining a Qualified Interpreter and the telephone numbers 
where complaints may be filed concerning Qualified Interpreter service problems, including, but not limited to, a 
T.D.D. number for the hearing impaired. All areas of first Patient contact shall be equipped with Language 
Determination Cards to assist Patients in identifying the Patient’s primary language if communication barriers prevent 
Saint Francis Personnel from effectively determining the language of the Patients/Companions. 

 
   Training 

New employees of Saint Francis will be trained in the procedure for the acquisition of Qualified Interpreter services 
during their employee orientation. Training on this procedure for current Saint Francis Personnel is required on an 
annual basis via on-line Health Stream training.  In-person training is available on request to all Saint Francis 
departments, units and programs that require further assistance.  Quarterly trainings will be held for the operators to 
ensure they are updated on all language services. Operators will fulfill the 24/7 requirement of an in-person language 
services point-person (with Clinical Resource Coordinators as back up) when the Language Services Program 
Administrator is off-site. 
 
A poster outlining the availability of language services has been installed at all nursing stations and other points of 
Patient registration throughout the hospital and The Language Services Program Administrator (defined below), or 
his/her designee, shall conduct bi-monthly audits of such signage to ensure it remains in place and updated as 
necessary.  

 
The Language Services Program Administrator shall conduct an annual review of the Language Services Needs of the 
Patient population. Following such review, the Language Services Program Administrator shall update the list of 
Frequently Utilized Languages and recommend any necessary changes to this policy. 
 
Language Services Program Administrator  
Saint Francis has designated a program administrator (the “Language Services Program Administrator”). The 
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Language Services Program Administrator, or his/her designee shall be available twenty-four (24) hours a day, seven 
(7) days a week, to answer questions and provide appropriate assistance regarding immediate access to, and proper use 
of, the appropriate Auxiliary Aids and/or Services, including Qualified Interpreters, required by this policy.  The 
Program Administrator may be reached at (860) 714-7004 or, for non-urgent enquiries, via email @ [EMAIL 
ADDRESS].  Auxiliary Aids and/or Services can be requested by dialing the Saint Francis operator (860) 714-4000 or 
“0” internally.  Additional information on language services may be found on the Language Services website, by 
clicking the “3+1 Language Services Program” icon on the Saint Francis Infonet. 

STATUTORY, REGULATORY OR OTHER REFERENCES/POLICY CROSS REFERENCE: 

Section 504 of the Rehabilitation Act of 1973 
Title III of the Americans with Disabilities Act (ADA) 

CROSS REFERENCES: 

Disability Discrimination Complaint and Grievance Policy 

APPROVED BY: Policy requires Vice President approval. 

Vice President(s): Date: Committee(s), if applicable: Date: 
Patti LaMonica, R.N. M.S.N. 
Interim Vice President 
Professional Nursing Practice 
and Quality Interim Chief 
Nursing Officer  
Executive Director Emergency 
and Pre-hospital Service Line 

 6/25/2015 Surendra P. Khera MD MSc 
Vice President, Medical 
Affairs  
Chief Medical Officer |Chief 
Quality Officer 
Vice-Chair, Department of 
Medicine. 

6/25/2015 

REPLACES: 
Communication: Language Services - including Limited English Proficient, Visually Impaired, Deaf or Hard of Hearing and 
Speech Impaired, 4/16/2015 

KEY CHANGES:     
Procedures for request of services broadened and clarified. 
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Attachment A 
 

Communication Assessment and Waiver 
 
It is the policy of Saint Francis to provide Auxiliary Aids and/or Services free of charge to ensure 
effective communication with Patients and Companions who are deaf, are hard of hearing, or have speech 
disabilities. We ask these questions so we may communicate effectively with you. 
 
Patient’s Name:                                                       

Name of Person with Disability (if not Patient):       

Completed by: Date & Time: am/pm 
 
Nature of Disability: 
❏ Deaf 
❏ Hard of Hearing 
❏ Speech Disability 
❏ Other (explain) _   
 
Relationship to Patient: 
❏ Self 
❏ Family Member 
❏ Friend 
❏ Other (explain) _   
 
Is a Qualified Interpreter necessary to assist in communicating with Hospital staff? 
❏ Yes. Choose type: 
❏ American Sign Language (ASL) 
❏ Signed English 
❏ Oral interpreter 
❏ Cued speech 
❏ Other (explain)    
 
❏ No. Choose one: 
❏ I do not use sign language or do not use an interpreter. 
❏ I prefer to have family members/friends help with communication. 
❏ I do not feel an interpreter is necessary or do not want one for this visit. 
❏ Other (explain)    
 
If you select No, please complete the Waiver of Interpreter Services (below).  
 
All Communication Services will be provided FREE OF CHARGE. 

860



If you requested an interpreter, do you have a preference between an in-person interpreter or a VRI? 
❏ Yes, I prefer an interpreter in-person. 
❏ Yes, I prefer video remote interpreter. 
❏ No, I do not have a preference between the two. 
 
Are other Auxiliary Aids and/or Services necessary for assisting with communication? Select all that apply: 
❏ TTY/TDD (text telephone) 
❏ Assistive listening device (sound amplifier) 
❏ Qualified note-takers 
❏ Exchange of written notes (writing back-and-forth) 
❏ Relay 
❏ CART (Computer-assisted Real Time Transcription Service) 
❏ Other (explain)    
 
If you have any questions, please call (voice), (TTY). 
 
 
Signature Date & Time    Relationship 
to Patient    
 
 

WAIVER OF INTERPRETER SERVICES PROVIDED BY SAINT FRANCIS 
 
It is your choice whether you use an interpreter provided by Saint Francis. You are indicating that Saint Francis has 
offered to provide you with an interpreter, free of charge, and that you have declined Saint Francis offer. 
 
❏ I waive my right to request that [name of facility] provide me an interpreter for this specific encounter. 
 
❏ I have been informed of range of auxiliary aids and services that are available free of charge. 
 
❏ I have been informed that [name of facility] does not require a Patient or Companion to bring someone to interpret for 
him or her. 
 
❏ I request that (name of individual to interpret for 
Patient or Companion) to interpret or facilitate communications between [name of facility] personnel and the Patient or 
Companion. 
 
Signature Date & Time    Relationship 
to Patient   
 
If at any point during your Hospital visit, you wish to change any of the answers to the questions on this form or 
revoke your waiver, please notify . 
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Greer, Leslie

From: Schaeffer-Helmecki, Jessica
Sent: Thursday, December 24, 2015 2:32 PM
To: 'chartley@stfranciscare.org'; 'banthony@stmh.org'
Cc: Riggott, Kaila; Ciesones, Ron; Fernandes, David; Greer, Leslie
Subject: Request for more information
Attachments: 15-32045 Completeness Letter 12.24.15.pdf

Mrrs. Hartley and Anthony: 
 
Attached please find a completeness request associated with docket number 15-32045, to transfer ownership of Saint 
Mary’s Health System to New England Regional Health Ministry. Please confirm receipt of this e-mail.   
 
Thank you, 
 
Jessica Schaeffer‐Helmecki 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
 

   
 



An Equal Opportunity Provider  

(If you require aid/accommodation to participate fully and fairly, contact us either by phone, fax or email) 
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308 

Telephone: (860) 418-7001    Fax: (860) 418-7053   Email: OHCA@ct.gov 

 

 

STATE OF CONNECTICUT 
DEPARTMENT OF PUBLIC HEALTH  

Office of Health Care Access 

 

 

December 24, 2015        

 

VIA EMAIL ONLY 

 

Mr. R. Christopher Hartley    

Senior Vice President  

Trinity Health – New England, Inc.   

114 Woodland Street   

Hartford, CT 06105 

 

RE: Certificate of Need Application; Docket Number: 15-32045-CON 

Transfer of Ownership of Saint Mary’s Health System to New England Regional Health 

Ministry 

 

Dear Mr. Dadlez and Mr. Anthony: 

 

 On November 25, 2015, the Office of Health Care Access received a Certificate of Need 

application filing on behalf of Saint Mary’s Health System (“SMHS”) and New England 

Regional Health Ministry (“NE-RHM”), a subsidiary of Trinity Health Corporation (“THC”), for 

NE-RHM to acquire SMHS and its assets. OHCA requests additional information pursuant to 

Connecticut General Statutes §19a-639a(c). Please electronically confirm receipt of this email as 

soon as you receive it. Provide responses to the questions below in both a Word document and 

PDF format at the earliest convenience as an attachment to a responding email. 

 

Pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your 

response to this request for additional information no later than sixty days after the date that this 

request was transmitted. Therefore, please provide your written responses to OHCA no later than 

February 22, 2016, otherwise your application will be automatically considered withdrawn. 

 

OHCA has reviewed the CON application pursuant to Connecticut General Statutes §19a-

639a(c) and requests the following additional information: 

 

1. What will the organizational structure resulting from this proposal be? Will, as stated on page 

16, SMHS be either dissolved or restructured or merged with Saint Mary’s Hospital? Provide 

an organizational chart that reflects this structure.  

 

2. Will this affiliation impact Saint Mary’s relationship with Waterbury Hospital in the Harold 

Lever Regional Cancer Center or the Heart Center of Greater Waterbury?  Please explain. 

 

3. Please submit the bylaws, referenced on page 112 of the application, of the resulting 

governing body.  

 

Mr. Robert Anthony 

General Counsel 

Saint Mary’s Health System 

56 Franklin Street 

Waterbury, CT 06706 
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4. According to CON 07-31003, Saint Mary’s no longer has a neonatal program at the hospital, 

however the Applicant’s outpatient data shown on page 60 includes Neonatal ICU 

discharges. Please explain this and what, if any, other hospitals’ discharge data is included in 

historical and projected data.  

 

5. What entity will be doing the billing for Saint Mary’s if the CON is approved? 

 

6. Which entity—Trinity Health or NE-RHM—has committed the $100 million capital 

expenditure to Saint Mary’s, as referenced on page 21? Provide documentation of this 

commitment. 

 

7. With respect to the $100 million capital expenditure and two additional $10 million 

payments: 

 

a) List all sources of funding and financing. 

b) What portion of the payment will be derived from Saint Mary’s operational 

revenue? 

c) Is payment of the full $100 million amount contingent upon financial 

performance? 

d) Will Saint Mary’s future income be: 

i.  Used to fund the payment? 

ii.  If so, in full or in part?  

iii.  If Saint Mary’s cannot fund the payment due to insufficient income, will 

the difference be made up? If so, how? Explain in detail.  

e) Is payment contingent upon any factors, such as meeting any revenue goals or 

benchmarks?  

f) How will the $100 million commitment be spent in each of the five years? Must 

Saint Mary’s receive approval from NE-RHM or THC prior to spending the 

funds? 

g) Will financing from Trinity Health System’s debt program, referenced on page 

116 of the application, be used to fund the capital expenditure payment? 

 

8. Regarding the additional $20 million NE-RHM may commit to SMHS based on an operating 

cash flow margin of 8% as indicated in the Transfer Agreement, please respond to the 

following: 

 

a) Is payment dependent upon SMHS or on Saint Mary’s Hospital achieving the cash 

flow margin goal? If so, explain which entit(ies) must meet the goal.  

b) Is this the only financial metric that must be reached for the additional funding 

commitments or are there others and, if so, what are they? 



New England Regional Health Ministry – Saint Mary’s Health System 
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c) Provide the cash flow margin of Saint Mary’s and for SMHS for each of the past 

three years 

d) If the margin is attained, is there a date certain when NE-RHM will provide the 

additional commitment?  Explain in detail. 

e) Are there specific projects the additional funding will be used for?   

 

9. Regarding the $100 million needed for hospital facility upgrades, clinical equipment and 

strategic investments listed on page 82: 

 

a) Are these the projects on which the $100 million capital expenditure contribution will 

be spent if the CON is approved?  List the order in which the projects would be 

completed, with the first project listed as the most essential. 

b) What will be done with the $12 million that is currently spent per year on routine 

capital purchases and how does this amount figure into the proposed capital spending 

needs of SMHS over the next 5 years? 

c) What are the specific facility upgrades that are needed for $22 million? 

d) What types of clinical equipment is going to be purchased for $18 million? 

e) Explain the clinically integrated network development expenditure of $5 million. 

f) Provide details on the $10 million to be used for urgent care/ambulatory care since 

$25 million is expected to be spent on a new pavilion. 

10. What are the “new requirements” regarding the Applicant’s charitable care policies and 

procedures referenced on page 82? How will the policies differ in comparison to current 

Saint Mary’s policies? Please provide copies of the post-2016 policies. 

 

11. Regarding the long term debt and the SMHS retirement plan, respond to the following: 

 

a) Explain further the unfunded pension obligations including providing the current 

funded status of the plan. 

b) Explain future plans to address the debt obligations including the rates being paid 

presently and the rates that would apply if the debt was refinanced. 

 

12. What attempts have been made by SMHS to address the capital spending needs listed on 

page 82? 

 

13. What attempts were made to restructure debt under the current management structure? 

 

14. Provide the Fitch, Moody’s and S&P credit ratings along with the date of the most recent 

credit rating for NE-RHM and Trinity Health. 

 

15. Which entities are included in the NE-RHM financial worksheet data on page 441?  



New England Regional Health Ministry – Saint Mary’s Health System 
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16. Page 432 indicates that based on Trinity Health’s historical success in integrating hospitals 

and health systems into the Trinity Health System, cost savings of 1% of operating expenses 

have been achieved. Provide the following: 

 

a) List all hospitals THC has integrated into its system over the past three years. 

b) For each hospital listed above, list the savings achieved at each hospital and 

indicate what percentage of savings that represents. 

 

17. Provide the dollar breakdown of projected future savings for Saint Mary’s Hospital in the 

areas listed on page 432 (i.e., purchased supplies, supply chain, insurance and risk 

management, treasury, tax and compliance) for FY17, FY18 and FY19. 

  

18. Page 440 indicates that “financial projections in FY 2016 – 2019 for Trinity Health New 

England don’t include potential synergies to be realized as a result of the recently approved 

transaction between Trinity Health and Trinity Health New-England.” Provide details and 

examples of these expected synergies.  

 

19. Page 83 indicates that if the application is approved, future SMHS contract negotiations will 

be part of the broader New England Regional Health Ministry negotiations. What benefits are 

anticipated as a result? 

 

20. The Transfer Agreement indicates on page 114 that NE-RHM will be charged system fees 

which will be allocated to the member hospitals. Provide details of the amounts SMHS will 

be charged for fees, explain if these fees have been accounted for in the financial projections 

and, if so, how? 

 

21. On page 22, “physician partnerships” are cited as a contributing reason for the proposal. 

Please elaborate on this.  

 

22.  Page 41 states that particular focus will be on the Cancer, Joint Replacement and Cardiology 

service lines. What changes are planned for these service lines?  

 

23. The Applicants state that SMHS will benefit from the proposal’s implementation of 

electronic health records. Please explain the current health records system. 

 

24. The Applicants state that there are no planned changes to the clinical services offered by 

SMHS or its subsidiaries as a result of this transaction. However, on page 85 the Applicants 

state that they will, “reduce costs through standardization of clinical protocols and clinical 

integration . . . these efforts will likely result in the elimination of duplicate services.” 
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a) List the services offered by SMHS that are anticipated to require changes and the 

parties involved in this decision. 

b) Indicate what services will likely be eliminated. 

 

25. Respond to the following questions regarding the Financial Worksheets on pages 434-437 for 

Saint Mary’s Hospital and SMHS. Explain why: 

 

a) The amount for “Other Deductions” (Line A4) increases by more than 100% from 

FY2015 to FY2016.  

b) Other Operating Revenue remains the same in FYs 2016 – 2019. 

c) There are no self-pay revenues provided in any of the years. 

d) Interest expense decreases approximately 80% in the FY 2016 – FY 2019 

projections from the amounts reported in FY 2015.  

 

If you have any questions concerning this letter, please feel free to contact either me at (860) 

509-8075 or Ron Ciesones at (860) 418-7030. 

 

Sincerely, 

 

 
 

Jessica Schaeffer-Helmecki 

Jessica.schaeffer-helmecki@ct.gov 

Planning Analyst 
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Greer, Leslie

From: Hartley, Christopher <CHartley@stfranciscare.org>
Sent: Thursday, December 24, 2015 2:36 PM
To: Schaeffer-Helmecki, Jessica; 'banthony@stmh.org'
Cc: Riggott, Kaila; Ciesones, Ron; Fernandes, David; Greer, Leslie; Rotavera, Liz
Subject: RE: Request for more information

I have received the e‐mail. 
Merry Christmas and Happy New Year. 
Chris Hartley 
 

From: Schaeffer-Helmecki, Jessica [mailto:Jessica.Schaeffer-Helmecki@ct.gov]  
Sent: Thursday, December 24, 2015 2:32 PM 
To: Hartley, Christopher; 'banthony@stmh.org' 
Cc: Riggott, Kaila; Ciesones, Ron; Fernandes, David; Greer, Leslie 
Subject: Request for more information 
 
Mrrs. Hartley and Anthony: 
 
Attached please find a completeness request associated with docket number 15-32045, to transfer ownership of Saint 
Mary’s Health System to New England Regional Health Ministry. Please confirm receipt of this e-mail.   
 
Thank you, 
 
Jessica Schaeffer‐Helmecki 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
 

   
 

NOTICE: This email and/or attachments may contain confidential or proprietary information which may be 
legally privileged. It is intended only for the named recipient(s). If an addressing or transmission error has 
misdirected this email, please notify the author by replying to this message. If you are not the named recipient, 
you are not authorized to use, disclose, distribute, make copies or print this email, and should immediately 
delete it from your computer system. Saint Francis Care has scanned this email and its attachments for 
malicious content. However, the recipient should check this email and any attachments for the presence of 
viruses. Saint Francis Care accepts no liability for any damage caused by any virus transmitted by this email.  



From: Attorney Bob Anthony
To: "Hartley, Christopher"; Schaeffer-Helmecki, Jessica
Cc: Riggott, Kaila; Ciesones, Ron; Fernandes, David; Greer, Leslie; "Rotavera, Liz"
Subject: RE: Request for more information
Date: Thursday, December 24, 2015 2:36:48 PM

 I also received the email. Thank you. Happy holidays.

Bob Anthony

Sent with Good (www.good.com)

-----Original Message-----
From: Hartley, Christopher [CHartley@stfranciscare.org]
Sent: Thursday, December 24, 2015 02:35 PM Eastern Standard Time
To: Schaeffer-Helmecki, Jessica; Attorney Bob Anthony
Cc: Riggott, Kaila; Ciesones, Ron; Fernandes, David; Greer, Leslie; Rotavera, Liz
Subject: RE: Request for more information

I have received the e-mail.
Merry Christmas and Happy New Year.
Chris Hartley
 

From: Schaeffer-Helmecki, Jessica [mailto:Jessica.Schaeffer-Helmecki@ct.gov]
Sent: Thursday, December 24, 2015 2:32 PM
To: Hartley, Christopher; 'banthony@stmh.org'
Cc: Riggott, Kaila; Ciesones, Ron; Fernandes, David; Greer, Leslie
Subject: Request for more information
 
Mrrs. Hartley and Anthony:

 
Attached please find a completeness request associated with docket number 15-32045, to transfer

 ownership of Saint Mary’s Health System to New England Regional Health Ministry. Please confirm

 receipt of this e-mail. 

 
Thank you,

 
Jessica Schaeffer-Helmecki
Office of Health Care Access
Connecticut Department of Public Health
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134
P: (860) 509-8075|F: (860) 418-7053|E: jessica.schaeffer-helmecki@ct.gov
 

mailto:BAnthony@Stmh.org
mailto:CHartley@stfranciscare.org
mailto:Jessica.Schaeffer-Helmecki@ct.gov
mailto:Kaila.Riggott@ct.gov
mailto:Ronald.Ciesones@ct.gov
mailto:David.Fernandes@ct.gov
mailto:Leslie.Greer@ct.gov
mailto:LRotaver@stfranciscare.org
mailto:CHartley@stfranciscare.org
mailto:jessica.schaeffer-helmecki@ct.gov


  
 
NOTICE: This email and/or attachments may contain confidential or proprietary information
 which may be legally privileged. It is intended only for the named recipient(s). If an
 addressing or transmission error has misdirected this email, please notify the author by
 replying to this message. If you are not the named recipient, you are not authorized to use,
 disclose, distribute, make copies or print this email, and should immediately delete it from
 your computer system. Saint Francis Care has scanned this email and its attachments for
 malicious content. However, the recipient should check this email and any attachments for the
 presence of viruses. Saint Francis Care accepts no liability for any damage caused by any
 virus transmitted by this email. 

Saint Mary's Health System Disclaimer: 

The E-mail or documents attached to it,may contain confidential information 
belonging to the sender that is legally privileged. This information is 
intended only for the use of the individual or entity named above. The 
authorized recipient of this information is prohibited from disclosing this 
information to any other party and is required to destroy the information 
after its stated need has been fulfilled. If you are not the intended 
recipient of this information, you are hereby notified that any disclosure, 
copying, or distribution of these documents is strictly prohibited. If you 
have received this information in error, please notify the sender immediately
 to arrange for return of these documents.
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Greer, Leslie

From: Schaeffer-Helmecki, Jessica
Sent: Friday, February 26, 2016 3:01 PM
To: Hartley, Christopher; 'banthony@stmh.org'
Cc: Greer, Leslie; Ciesones, Ron; Fernandes, David; Riggott, Kaila
Subject: Completeness Letter 2: 15-32045-CON
Attachments: 15-32045 Completeness Letter Two 2.26.16 FINAL.docx

Dear Mr. Hartley and Mr. Anthony: 
 
Attached please find a second completeness letter for Trinity and Saint Mary’s CON application (docket number 15-
32045). Instructions for responding are included in the body of the attached letter. Please confirm receipt of this 
correspondence as soon as possible.  
 
If you have any questions, do not hesitate to contact us. Have a good weekend.  
 
 
Jessica Schaeffer‐Helmecki 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
 

   
 
 



 
 

 

Phone: (860) 509-8000 • Fax: (860) 509-7184 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

Office of Health Care Access 
February 26, 2016 

VIA EMAIL ONLY 
 
Mr. R. Christopher Hartley  
Senior Vice President 
Trinity Health – New England, Inc.  
114 Woodland Street 
Hartford, CT 06105  
 
Mr. Robert Anthony  
General Counsel 
Saint Mary’s Health System  
56 Franklin Street 
Waterbury, CT 06706 
 
 
RE: Completeness Questions, Docket Number: 15-32045-CON 

Transfer of Ownership of Saint Mary’s Health System to New England Regional Health 
Ministry 

 
Dear Mr. Hartley and Mr. Anthony: 
 
On January 29, 2016, OHCA received responses from the Applicant to OHCA’s completeness 
questions.  OHCA requests additional information pursuant to Connecticut General Statutes 
§19a-639a(c).  OHCA has reviewed the CON application pursuant to Connecticut General 
Statutes §19a- 639a(c) and requests additional information. 
 
Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must 
submit your response to this request no later than sixty days from the date of this email 
transmission. Therefore, please provide your written responses to OHCA no later than April 26, 
2016, otherwise your application will be automatically considered withdrawn.   
 

 



 
 

 

1. With regard to the “system overhead and system service allocations” referenced in section 
3.10 of the Transfer Agreement dated September 18, 2015, provide an estimate of the 
charge and how it will be apportioned among members of New England-Regional Health 
Ministry (“NE-RHM”). What is the “appropriate metric” on which the fee is based? 
Additionally, to what allocations are other similarly-situated regional health ministries 
subject? Will the charge be constant from year to year or will it vary?  

 
2. Will any future acquisitions of additional hospitals or health care facilities erode the capital 

available to Saint Mary’s? If so, how will this affect the capital projects in which Trinity has 
proposed investing (i.e., new fluoroscopy imaging unit, primary back-up generator, 
upgraded breast imaging technology, etc.)? 

 
3. Given the recently approved Johnson Memorial and Saint Francis-related CONs (docket 

numbers 15-31979 and 15-32002), respond to the following: 
 

a) Page 866 of the Applicant’s response indicates that the $100 million capital 
commitment to Saint Mary’s “is part of the $275 million capital commitment 
Trinity Health made to Saint Francis Care, Inc.”  How much of the original $275 
million capital commitment has been earmarked solely for Saint Francis Care, 
Inc. and its related entities, such as Johnson Memorial? 

 
b) If the 8% cash flow margin is achieved, would the additional $20 million 

commitment abate the $275 million of capital commitments made to Saint 
Francis Care, Inc.? 

 
c) Did Trinity Health /NE-RHM know or have reason to know prior to August 31, 

2015that up to $120 million of the $275 million committed for Saint Francis Care 
entities would be used for hospitals that were not yet affiliated with Saint 
Francis?  

 
d) Since the approval of CON 15-31979, has the Applicant made any additional 

capital commitments to NE-RHM as a result of the pending affiliation with the 
Saint Mary’s Health System? 

4. For the hospitals that Trinity Health has integrated into its system, has the financial 
performance (e.g., operating margin) improved as a result of their affiliations with Trinity? 
At what point in time after the affiliations did any financial impact specific to the Trinity 
affiliation begin to occur for each hospital? What financial impact on these hospitals 
continues to be experienced as a result of the ongoing affiliation with the Trinity Health 
system? Provide details for the following hospitals: 

 

a) Chelsea Community Hospital 
b) Mercy Health Systems 
c) St. Alphonsus Regional Medical Center 
d) Loyola University Health System 
e) Catholic Health East 



 
 

 

f) St. Joseph Health, Inc. 
 

5. Provide a detailed explanation for any increases or decreases in the price structure or 
average pricing and any changes to pricing policies following the Applicant’s acquisition of: 

 
a) St. Alphonsus Regional Medical Center 
b) St. Francis Hospital and Medical Center 
c) Johnson Memorial Hospital 
d) St. Joseph Health, Inc. 
e) Loyola University Health Systems 
f) Mercy Health Systems 

 
Please email your responses to all of the following email addresses: OHCA@ct.gov, 
OHCA@ct.gov, jessica.schaeffer-helmecki@ct.gov, kaila.riggott@ct.gov; 
david.fernandes@ct.gov; ron.ciesones@ct.gov.  
 
If you have any questions concerning this letter, please feel free to contact us.  
 
Sincerely, 
 
 
 
Ron Ciesones    Jessica Schaeffer-Helmecki 
Health Care Analyst   Planning Analyst  
Ron.Ciesones@ct.gov   Jessica.Schaeffer-Helmecki@ct.gov 
(860) 418-7030   (860) 509-8075 
 
 
 

mailto:Ron.Ciesones@ct.gov
mailto:Jessica.Schaeffer-Helmecki@ct.gov
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Greer, Leslie

From: Schaeffer-Helmecki, Jessica
Sent: Friday, February 26, 2016 3:41 PM
To: Greer, Leslie
Subject: FW: Completeness Letter 2: 15-32045-CON
Attachments: Read: Completeness Letter 2: 15-32045-CON

Read Receipt  
 
‐‐‐‐‐Original Message‐‐‐‐‐ 
From: Hartley, Christopher [mailto:CHartley@stfranciscare.org]  
Sent: Friday, February 26, 2016 3:04 PM 
To: Schaeffer‐Helmecki, Jessica 
Subject: Read: Completeness Letter 2: 15‐32045‐CON 
 
NOTICE: This email and/or attachments may contain confidential or proprietary information which may be legally 
privileged. It is intended only for the named recipient(s). If an addressing or transmission error has misdirected this 
email, please notify the author by replying to this message. If you are not the named recipient, you are not authorized to 
use, disclose, distribute, make copies or print this email, and should immediately delete it from your computer system. 
Saint Francis Care has scanned this email and its attachments for malicious content. However, the recipient should check 
this email and any attachments for the presence of viruses. Saint Francis Care accepts no liability for any damage caused 
by any virus transmitted by this email. 
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Greer, Leslie

From: Fernandes, David
Sent: Wednesday, April 06, 2016 11:10 AM
To: chartley@stfrancis.org; banthony@stmh.org
Cc: Schaeffer-Helmecki, Jessica; Riggott, Kaila; Greer, Leslie; Ciesones, Ron
Subject: CON-32045 Deemed Complete
Attachments: 15-32045-CON Notification of Application Deemed Complete.docx

Dear Mr. Hartley and Mr. Anthony: 
 
Please see the attached letter deeming complete the above reference application. Please confirm receipt of this 
correspondence as soon as possible.  
 
If you have any questions, do not hesitate to contact me. 
 
Thanks, 
 
David Fernandes 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, Hartford, Connecticut 06134 
P: (860) 418‐7032|F: (860) 418‐7053|E: David.Fernandes@ct.gov 
 

   
 



 
 

Phone: (860) 509-8000  Fax: (860) 509-7184  VP: (860) 899-1611 
410 Capitol Avenue, P.O. Box 340308 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

Office of Health Care Access 
 
 
April 6, 2016 

Via Email Only 
 

chartley@stfrancis.org 
Mr. R. Christopher Hartley 
Senior Vice President 
Trinity Health – New England, Inc. 
114 Woodland Street 
Hartford, CT 06105 
 
banthony@stmh.org 
Mr. Robert Anthony 
General Counsel 
Saint Mary’s Health System 
56 Franklin Street 
Waterbury, CT 06706 
 
RE: Certificate of Need Application; Docket Number: 15-32045-CON 

Transfer of Ownership of Saint Mary’s Health System to New England Regional Health Ministry 
 

Dear Mr. Hartley and Mr. Anthony: 
 
This letter is to inform you that, pursuant to Section 19a-639a (d) of the Connecticut General Statutes, the 
Office of Health Care Access has deemed the above-referenced application complete as of April 5, 2016.  
 
If you have any questions concerning this letter, please feel free to contact either me at (860) 418-7032, 
Jessica Schaeffer-Helmecki at (860) 509-8075 or Ron Ciesones at (860) 418-7030.  
 
Sincerely, 
 
David Fernandes 
 
David Fernandes 
Planning Analyst (CCT) 



1

Greer, Leslie

From: Greer, Leslie
Sent: Monday, April 18, 2016 4:19 PM
To: 'chartley@stfranciscare.org'; 'BAnthony@Stmh.org'
Cc: Fernandes, David; Schaeffer-Helmecki, Jessica; Ciesones, Ron
Subject: Saint Mary's Health System, Inc. and Trinity Health, Inc. Hearing Notice
Attachments: 32045_201604181610.pdf

Mr. Hartley & Mr. Anthony, 
Attached is the hearing notice for the Saint Mary’s Health System, Inc. and Trinity Health, Inc. scheduled on May 9, 2016. 
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: ADS <ADS@graystoneadv.com>
Sent: Monday, April 18, 2016 4:24 PM
To: Greer, Leslie
Subject: Re: DN: 15-32045-CON Hearing Notice 

Good day! 
 
 
Thanks so much for your ad submission.  
We will be in touch shortly and look forward to serving you. 

Don’t forget to ask for ideas to expand your diversity 
coverage. 
 
PLEASE NOTE: New Department of Labor guidelines allow web based advertising when hiring foreign nationals. To provide required 
documentation Graystone will retrieve & archive verification for the 1st and 30th days of posting for $115.00/web site.  If required, notify 
Graystone when ad placement is approved. 
 
If you have any questions or concerns, please don’t hesitate to contact us at the number below. 
 
We sincerely appreciate your business. 
 
Thank you, 
Graystone Group Advertising 
  
2710 North Avenue 
Bridgeport, CT 06604 
Phone: 800-544-0005 
Fax: 203-549-0061  
 
E-mail new ad requests to: ads@graystoneadv.com 
http://www.graystoneadv.com/ 
 
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Monday, April 18, 2016 at 4:09 PM 
To: Ads Desk <ads@graystoneadv.com> 
Subject: DN: 15‐32045‐CON Hearing Notice  
 

Please run the attached hearing notice in the Republic American by 4/20/16. For billing purposes, refer to P.O. 54772. In 
addition, please forward me a copy of the “proof of publication” when it becomes available.  
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Robert Taylor <RTaylor@graystoneadv.com>
Sent: Tuesday, April 19, 2016 4:57 PM
To: Greer, Leslie
Subject: FW: DN: 15-32045-CON Hearing Notice 
Attachments: 15-32045 Republican American.docx

Good afternoon, 
 
This notice is set to publish tomorrow. 
$190.83 
 
Thanks, 
 
Robert Taylor 
Graystone Group Advertising  
www.graystoneadv.com  
2710 North Avenue, Suite 200  
Bridgeport, CT  06604  
Phone: 203‐549‐0060 
Toll Free: 800‐544‐0005 
Fax: 203‐549‐0061  
 

From: ADS <ADS@graystoneadv.com> 
Date: Tue, 19 Apr 2016 09:27:42 ‐0400 
To: RTaylor <rtaylor@graystoneadv.com> 
Subject: FW: DN: 15‐32045‐CON Hearing Notice  
 
 

From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Monday, April 18, 2016 at 5:24 PM 
To: Ads Desk <ads@graystoneadv.com> 
Subject: RE: DN: 15‐32045‐CON Hearing Notice  
 

Attached is the word version.  
  

From: ADS [mailto:ADS@graystoneadv.com]  
Sent: Monday, April 18, 2016 4:30 PM 
To: Greer, Leslie 
Subject: Re: DN: 15-32045-CON Hearing Notice  
  
Good day, 
 
 
Thank you for your ad request.  
 
We can not pull the text off of the attachment, please re-send asap. 
 
Thank you 
Graystone Group Advertising 
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From: "Greer, Leslie" <Leslie.Greer@ct.gov> 
Date: Monday, April 18, 2016 at 4:09 PM 
To: Ads Desk <ads@graystoneadv.com> 
Subject: DN: 15‐32045‐CON Hearing Notice  
  
Please run the attached hearing notice in the Republic American by 4/20/16. For billing purposes, refer to P.O. 54772. In 
addition, please forward me a copy of the “proof of publication” when it becomes available.  
  
Thank you,  
  

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 

 
  
  



BELULI MASONRY 
Stone walls, fireplaces; Any size

job; 203-695-8177; #HIC0565123

F&R Masonry Walls, Patios, steps,
walks, chimney, repairs, etc. Free
Est. #0637257 ins. 203-805-9114

CREST LAWN SERVICES
mowing, and more. Reas. rates.

Veteran. 203-509-6395

JAY & EDDIE 
Junk removal & Lawncare.

Call 203-558-0488

Spring Cleanups/Property Maint.
Weekly cut. East Mtn., Prospect,
Naugatuck areas. 203-232-6342

JIMMY MASONRY Masonry stone,
brick, steps, sidewalks, stone
walls etc. #0639219. 203-808-0816

KONSTANDING MASONRY  Stone
pavers, steps, Patios, Chimney,
repairs & more.  Call 203-528-8294

PEET SEAMLESS
GUTTERS & SERVICES

860-283-2292

A L L    A B O U T    S E R V I C E
S&P CARTING trash & cleanup 10-

40 yard roll off containers. Same
day svc. Ins V/MC 203-755-4656

A LL L    L A W N C A R E 
Spring has sprung. Spring cleaup,

weekly lawn maint. All aspects
of landscaping. Irrigation
PLM0277997-P1. Fertlization pro-
gram B2008. 203-755-4656

ASHLEY'S PAINTING LLC Interior
& exterior. Call for estimate. 

860-331-5308 Hic# 0642743

PAUL'S MASONRY
Stone, brick, block, walks,

chimneys, patios, FP's, etc. free
est. #624168. 203-706-9281

JUNK REMOVAL furn., appliances,
shed, attic, basement, piano
removal, Spring cleanup, 20%
off, 203-535-9817, 860-575-8218

DB LANDSCAPE Lawn mowing
Commr'l & Residential, mulching,
trimming, stone work, free
estimate, #0633401; 203-704-1640

FINELINE MASONRY Stamped
Concrete,Patios,Walkways,Ston
ewalls, #0640314; 860-378-5877

BUDGET PAINTING & Remod roofs,
siding & painting, fully insured
#0638113. Call 203-982-5353

B&D LANDSCAPING landscap-
ing, mowing, cleanups, trim-
ming, com & res. #540877. Call
203-575-9282, 203-437-1641

DW ELECTRICAL Any size jobs,
srvc  grounding, upgrades, rem.
Free est #182995. 203-592-3562

EMT PROGRAMS Starting in May.
For info call/email 203-632-9247
or mededstaff@mededct.com

CHRIS SHEPPARD PLUMBING
repair, wtr heater, lawn hose
bibs, gas,  #283570 203-305-0072

DON'S * MOVING
203-509-1488   *   203-272-3032

ROCCO's     PAINTING 
Res. Free est & cleanup. CT#

561112. 30+ yrs exp 203-574-1906

PREMIER SERVICES kit bths decks
ceramic tile siding roofing fully
ins fr est lic. 641592. 203-228-3750

BAY KLEEN Gutter cleaning &
repair, powerwashing homes &
decks 203-525-3890. #0643703

AFFORDABLE POWER WASH
Our trucks carry water.  Free est.
Ins. & CT Lic# 574575.  203-597-7075

DREAM DECKS by Advance
Contrsuction of CT 100%
Finanicing, no money down 30
yrs exp. #0644836. 203-788-3799

PAUL DEVINO PAINTING CO. LLC
1-2-3 fam. houses. Factories, shop,

plaza, hotels, condos, schools,
offices, church, low price free
est  lic 627846. 203-509-4488

BUD'S LAWN CARE cleanups,
mowing, pruning,  etc. FR. EST.
Lic. #0645023; 203-558-9503

KITCHEN CABINETS RESTORED
Furn. wobbly chairs, loose & bro-
ken posts #563142 203-754-1092

Accurate Electrical 
Fully insured, Lic. E1-189172 

203-509-7027

ALFRED MASONRY 30+yr exp.
Pools, deck, stamp conc, patios,
retain. walls, stucco Ins #565904.
Free est. Call 860-274-7977

EXCEPTIONAL MASONRY
Pavers, stonework, chimneys,

waterproofing,  repairs, free
estimates 0638978. 860-922-8922

A-1 JIMMY''S MASONRY #604550.
Walls, brick/ blue stone, steps,
sidewalks, repairs & more. Free
est. 203-982-0145/860-628-0455

CAPINERA PLUMBING & HEATING
Gas pipe, boilers  HW heaters, &

repairs #202962. 203-575-1551

ARMEND'S PAINTING  LLC
Int/ext carpentry low prices! Free

est. CT#0631318. 203-597-7179

SCREENED LOAM DARK, RICH
FARM LOAM. PICKED UP OR

DELIVERED. 203-879-2731

WEDNESDAY, APRIL 20, 2016REPUBLICAN-AMERICAN L M4C

ED THE TREE MAN LLC
Large Takedown Specialist,

75' Bucket truck, Stump grind-
ing, Tree Fertilization & Pesticide

Management. Chipper & 
24 Hr Emergency Serv-Firewood

CT Lic. Arborist #S-5765
Bus. Reg: B-2358

Free Est./Ins. (203) 758-0261

Henry's Appliance Repair We
service all major brands & offer

used appliances 203-632-8000

P.F.D. LLC   
Bucket truck service & climbing,

tree remov., chipper, stump
grinding, 24 hr serv., Sr. Disc.

#618879. Free Est. 860-274-5094

Lema Construction Roofing,
Siding, Gutters clean, & Chimney
repair, Lic#636570. 203-510-3830

A A A HOME TREE REMOVAL
Lowest Price, 20 yrs exp., sr disc.,

free est. Fully ins'd 860-249-3094

GAF ROOFING remodeling &
siding. Lowest price, ins. free est
Lic. 0644170.  203-759-8665

THEPURPLEPAVERS.COM
One call for all your pavement

needs! Visit us online to learn
the 7 secrets for choosing a
paving contractor CT# 612743.
Call 860-945-0873 Visit Deziel
Paving on Facebook to view our
current project.

SPINO'S  PAVING
Comm'l and resid'l driveways,
parking areas, plow damage

repair and curbing replaced. Free
estimates. Ct Lic #579761. 

203-574-2547 cell 203-537-3151

GM2 TREE SERVICES
60' bucket truck & climbing, 24 hr.

service. #0630169. 203-942-6351

MARINI PAVING        860-274-3978 
* Driveways * Repairs

* Seal Coating * Drainage
#563045. 203-410-9226

PREMIER SERVICCES LLC roofing,
decks, Siding, windows. Fully ins
Free est #0641592. 203-228-3750

DN Carpentry Window, doors,
decks, baths, drywall, trim, paint,
fin.bsmt. #614783, Ins. 203 233 0795

ARCOM SERVICES LLC Veteran
Owned/Operated. Free est. Ins.
CT Lic#0645035; 203-519-0265

BAY KLEEN POWERWASHING
homes, decks, boats, mobile
homes 203-525-3890. #0643703

S&S Roofing Quality work, at a
sensible price. A+ Rated BBB.
Lic#573533. Steve Biff Saunders,
Veteran Owned. 860-283-8590. 

LOG DOGS COMPLETE TREE
SERVICE Lot clearing. Free est.
203-271-3355. 5% of every job
donated to local dog rescue.
www.logdogstreeremoval.com

Michaelangelo's Roofing, LLC 
HONEST prices. No add'l fees ever.

Work guaranteed. New Roofs,
repairs, Chimney flashing.
Respectful local owner & crew
Lic. #601480-Call 203-704-1223

BRASS PAVING LLC ~ CT#575141
Paving driveways,  sealing &

repairs. Free est. 203-574-2693

ALL SEASONS TREE REMOVAL
Bucket &  chip. serv. 24hr strm

dam. Est, Ins'd. 860-945-0001

DIDONATO ROOFING Remodeling
& Siding. Reasonable rates. Sr.
discount. #563098. 203-509-2773

DIDONATO ROOFING Remodeling
& Siding. Reasonable rates. Sr.
discount. #563098. 203-509-2773

Absolutely free

Lost & found

Special notices

AnnouncementsAnnouncements

INCREASE BUSINESS!
SAVE DOLLARS!

Run Your Ad for 28 Days & $AVE When You Prepay!
Deadline: 4:00 pm Mon-Thurs for next day insertion
Deadline: 2:00 pm Fri for Sat, Sun, Mon insertions

Call for details 203-574-3616

D  RECTORY
AT YOUR SERVICE

Business for sale

Commercial for
sale, lease, rent

CommercialCommercial

Legals/Legals/
Public NoticesPublic Notices

Legals/Legals/
Public NoticesPublic Notices

Legals/Legals/
Public NoticesPublic Notices

Legals/Legals/
Public NoticesPublic Notices

Legals/Legals/
Public NoticesPublic Notices

Legals/Legals/
Public NoticesPublic Notices

Apartments
for rent

Apartments
for rent

Condos for rent

Houses
for rent

Mobile home

Roommates

Rooms

Rooms

CITY OF TORRINGTON
PLANNING AND ZONING

COMMISSION
LEGAL NOTICE

The Planning and Zoning Com-
mission has scheduled a pub-
lic hearing on the following
application on Wednesday,
April 27, 2016 at 7:30 p.m. in the
City Hall Council Chambers,
Room 218, 140 Main Street, Tor-
rington, CT:

a.  Special Exception 16-305
and Site Plan 1178

Applicant:  Greenstone, LLC
Location:  70 North Street
Proposal:  Special Exception
for storage of more than 100
cubic yards of earth materials;
and site plan for vehicle park-
ing and equipment     storage
outside of enclosed structure

A copy of the above mentioned
proposal is on file in the Land
Use Office, Room 324,
City of Torrington, 140 Main
Street, Torrington, CT

Richard Calkins, Chairman
Planning and Zoning Commis-
sion

Dated in Torrington, CT
this 13th day of April 2016

R-A April 13 & 20, 2016

NOTICE TO CREDITORS
ESTATE OF Marian S. Mezzio, of
Naugatuck, AKA Marian Mezzio,
AKA Marion Mezzio, (16-00097)

The Hon. Peter E. Mariano,
Judge of the Court of Probate,
District of Naugatuck Probate
Court, by decree dated March
15, 2016, ordered that all claims
must be presented to the fidu-
ciary at the address below.
Failure to promptly present
any such claim may result in
the loss of rights to recover on
such claim.

Patricia Alegi, Chief Clerk

The fiduciary is:
Richard Mezzio
c/o Atty James C. Winters
Winters & Winters
315 Highland Avenue, Suite 102
Cheshire, CT 06410

R-A April 20, 2016

OFFICIAL
CONTEST RULES

1. Submit your name, address and
phone on an official entry blank.
Entry form must be completely
filled out. No photo copies will be
accepted. All entries, dropped off
or mailed, must be in a sealed
envelope. Enter as often as you
like. All entries will be eligible for
the Grand Prize drawing.

2. Mail entries to: MOTHER’S DAY
CONTEST, P.O. Box 2000,
Waterbury, CT 06722-2000.
Entries must bear proper postage.
Only one entry per envelope. No
payments or business correspon-
dence should be mailed to this
address.

3. No purchase necessary. Entry blanks
published daily in the Republican-
American OR are available at the
Republican-American main office
located at 389 Meadow Street,
Waterbury.

4. All entries must be received by May
6, 2016. Grand prize drawing will
be May 6, 2016. Winner will be
notified by phone and winner’s
name will be published in the
Republican-American on Sunday,
May 10, 2015. Winner must
appear in person during the hours
of 9am and 5pm within seven
business days (Saturday and
Sunday excluded) from the date
they are notified. The Grand Prize
winner must be able to provide
proper identification with the cor-
rect address as it appears on the
official winning entry form.

5. Winner is responsible for applica-
ble federal, state and local taxes.

6.  Winner automatically permits the
use  of their name, address and
photo for Republican-American
promotional purposes.

7. Employees of the Republican-
American, TeleReach, Inc. as well
as their immediate families, are not
eligible.

9. Participants must be 18 years of
age or older.

10.Void where prohibited by law.

11.Odds of winning determined by the
number of entries received.

MOTHER’S
DAY

CONTEST

BANTAM LAKE (2) bldg lots on 5 ac
priv. community. Tennis, boat,
water & sewer incl.  860-868-1256

WATERBURY 98 Rose St. 3BR
hardwood floors,  gar., yard,
$850+sec. Call 203-756-6339.

WATERBURY 1BR Must see, new!
Cabinets, appl, Priv, off st pk, no
smk/pets $750 neg. 203 756 1140

Waterbury/Wolcott Line
Mod. elev. bldgs convenient

well maintained HILLTOP
MANOR Studios $570; 1 BR
from $670; LIBERTY COURT
heat, HW, elect. incl.; studios
$650+; 1 BR $790+; Both incl.
prkg., carpet/HW flrs, sec. &
laundry. No pets. Mgmt:

203-755-0621; 203-470-9808 

WATERBURY DOWNTOWN
Beautiful renov. apts. in
modern 10 story fireproof
Elev. Bldg. w/great views; 1 BR
$610; Low rentals incl: 1
Parking Space, Carpet/HW
Flr., Security / Lndry Rm. No
Pets. Habla Espanol. Mgmt:

203-756-1999; 203-837-7428

WATERBURY medical office
space 1200sf handicap access
great location 203-206-4051

WATERBURY 1, 2 & 3 rm apts
clean, appl, util secure bldg lndry
$465/up. Sect 8 OK. 203-753-3239

WATERBURY spacious studio &
1BR & 2BR. $625, $750 & $850. Call
for details 203-906-0817

WATERBURY 27 Johnson St, furn
room, mens rooming house,
sec/clean bldg./ shared bath/ all
util & cable inc/$125 wk & up,
sec/ref chk req. 203.444.7252

WATERBURY  1, 2, 3, 4 BR Apts &
Houses available NEWLY
RENOVATED Agent 203-565-9639

WATERBURY
EAST END APTS. some newly
renovated, on busline,
convenient  to shopping,
laundry on premises. $650-$675.
Credit check.  203-725-6121

WATERBURY 3 & 4 BR Chestnut Av
WD hkups, remod, clean, no pets.
Sec 8 $875 & up. 203-558-5142

WATERBURY 1, 2, 3 & 4 BR apts.
available. Property Manage-
ment Center (203) 755-6649.

Waterbury East End starting at
$125 wk. Shared kit & bath, $400
sec. Velezis Realty 203-574-7777

NAUGATUCK 1 bedroom $725;
Prospect Manor, lndry, storage,
prkg, nice sec/ref.  203-753-3239

WATERBURY Giles St. 2BR, 1 bath,
LR, DR, sunroom, gar. incl. gas
heat, $890 No utils. 203-769-0898

WATERBURY furnished bedroom,
$650/month. Utilities included.

203-753-3388

WATERBURY 1BR & 2BR, No pets,
on-site laundry. Starting at $650.
Call 860-810-2941

PROSPECT new  2BR 2 bath easy
access thru-out $87,500 LIBERTY
860-747-6881; 203-592-7641

NAUGATUCK spacious 2 BR, 1.5
baths, newly remod.  $32,900
Liberty 860-747-6881 860-940-1204

APTS FOR RENT-WATERBURY

SECTION 8 WELCOME
2-3 BR, BEACON ST

3 BR, 19 TAYLOR ST
3 BR, 131 OAK ST
Se habla espanol

JOEL ROSARIO, Owner/Broker
Call Today 203-217-2593

A Home Connection R.E

WATERTOWN Prime business
location for Lease, two

spaces from $750 and up,
parking lot attached, 

Call Nico 203-206-3360

WATERBURY 3 BR 199 Chestnut
Ave., 3rd flr., large rooms, quiet,
no pets, $750/mo.  203-722-7171

PROSPECT 176 Scott Rd to settle
estate 3BR, 1.5 bath, garage, level
lot, new roof & furnace. Easy
access to 84. Low taxes, excel
Schools. Asking $190,00. Call 203-
233-0518 for Appointment. 

Legal Notice
Town of Winchester

Zoning Board of Appeals
Public Hearing

The Town of Winchester Zon-
ing Board of Appeals will hold
its meeting. A Public Hearing
on April 26th, 2016, 7:00 p.m. in
the P. Francis Hicks Room, 2nd
floor Town Hall, 338 Main St.,
Winsted, CT to act on the fol-
lowing:

#16-5167 Request for variance
from section 4.2 Frontyard Set-
back at 65 Oakdale Ave.

Interested parties may appear
and be heard.
Dated this 11th day
of April 2016
David Villa, Chairman
Zoning Board of Appeals
R-A April 14 & 20, 2016

WATERBURY STUDIO & 1 BR
41 Prospect St. Subsidized unit

Call Cristina 203-509-2025
Call Rose 203-560-9702

WATERBURY 1, 2 & 3 rms, nice,
heat & appl, secure building,
prkg, $450 & up (203) 206-4051

WATERBURY Town Plot, 5RM 2nd
floor, fresh paint, hdwd flrs. 649
Wilson  St. No pets. 860-378-5877

WATERBURY 1BR, 2BR, 3BR
available starting @ $550.
Section 8 accepted. 203-510-6177

WATERBURY 174 Willow St.
studios, 1br start @ $450 H/HW
incl Sect 8 ok. 203-510-6177

WATERBURY single family E.End,
Overlook, Bunker Hill, South End

Starting @ $1200 203-510-6177

ROOMMATE WANTED clean,
quiet, responsible, West Side of
Naug. $900/mo. 860-830-5710,

WATERBURY FURNISHED ROOM
non-smoking.

Call 203-524-6146

WATERBURY $1200 4 BR, brand
new - just rebuilt. 1½ baths,
convenient to I-84. Velezis
Realty, 203-574-7777.

WOLCOTT Hair Salon/Barber
Shop for Lease. 

Excellent Location, turnkey
operation, all equip. incl. Call

John for more info 203-509-2939

NOTICE OF WARNING OF DISTRICT
MEETING

All electors and citizens who
are qualified to vote in town
meetings of the Towns of Beth-
lehem and Woodbury, Con-
necticut, are hereby notified
and warned that a District
Meeting of Regional School
District 14 will be held in the li-
brary of Nonnewaug High
School, 5 Minortown Road,
Woodbury, Connecticut, on
Monday, May 2, 2016 at 7:30
p.m.PURPOSE:  TO CONSIDER
THE BUDGET SUBMITTED BY
THE BOARD OF EDUCATION
FOR REGIONAL SCHOOL DIS-
TRICT NO. 14 FOR THE FISCAL
YEAR COMMENCING JULY 1,
2016 AND ENDING JUNE 30, 2017
IN THE AMOUNT OF $
33,154,406.The vote on said
budget will be by the voting
machines in the towns of Beth-
lehem and Woodbury, Con-
necticut on Tuesday, May 3,
2016, between the hours of 6:00
a.m. and 8:00 p.m., the day fol-
lowing the District Meeting.
BOARD OF EDUCATION
REGIONAL SCHOOL DISTRICT
NO. 14
Bethlehem and Woodbury,
Connecticut
BY: George Bauer, Chairperson
RA 4/20/2016

WATERBURY
5 RM/2 BR Town Plot - very

spacious, hardwood floors. 1st
floor $850, 2nd floor $825.

5RM/2 BR Town Plot - 1st flr, $800
4 RM/2 BR 1st and 2nd floor, 4-plex

Town Plot, $800
OAKVILLE

6 RM/3 BR Raised Ranch - fin-
ished basement, 1 car garage.
Sm. dog considered. $1,500

Farmingbury Real Estate

203-879-6491

WATERBURY Town Plot 1st flr 2BR,
appls incl, No pets. $875+2mos
sec. 203-232-4693

NAUGATUCK duplex 3 BR appl,
W/D hkup, 2 baths, gar, no pets /
smk $1200+sec 203-758-4327

OAKVILLE 1br 2nd flr, no
smoke/no pets, H/HW elec.,
stove/fridge incl., close to Rte 8.
$850+1 mo sec. 860-274-5841

CITY OF TORRINGTON
PLANNING AND ZONING

COMMISSION
LEGAL NOTICE

At its April 13, 2016 meeting,
the Planning and Zoning Com-
mission acted on the following
applications:

a. Special Exception 16-307
Applicant: The McCall
Foundation, Inc.
Location: 417 Prospect Street

Proposal: Group Care Facility, 
7 – 12 beds 
DECISION: Approved with
conditions.

b. Location Approval and
Site Plan 1183
Applicant:
CAO Enterprises LLC
Location: 2101 Winsted Road
Proposal: Repairer’s license,
Location Approval 
DECISION: Approved

c. Special Exception 16-308
Applicant: Brian Butler
Location: 478 Norfolk Road
Proposal: Construct
residential addition within
front yard setback
DECISION: Approved with
conditons

d. Zoning Regulations
Amendment
Applicant: City of Torrington
Planning and Zoning
Commission
Proposal: Zoning Regulations,
Amendments to Section 7.2,
Flood Hazard Regulations 

DECISION: Approved. 
The effective date of the
Zoning Regulation Change 
shall be April 21, 2016.

Copies of the above applica-
tions and plans are on file in
the Land Use Office,
City of Torrington, 
140 Main Street, Torrington, CT

Richard Calkins, Chairman
Planning and Zoning
Commission
Dated in Torrington, CT
this 20th day of April, 2016
R-A April 20, 2016

MIDDLEBURY LAND $87,000 or
best, 20.49 acres, parcel ID 7-02-

028, Benson Rd, 860-307-3695

WATERBURY Town Plot 2BR,
appl WD hkup, w/w, busline, no
pets $850 cr ck sec 860-274-9554

WOODBURY rooms for rent, no
smoke, call George 203-266-4360

WATERBURY 3 BR, nice, HW
floors, heat, parking & laundry
included $800 (203) 206-4051

LOST CAT Young M Neut. Tab-
by, drk gray w/ light gray/tan
markings. Lost near Lorann
Dr. Naugatuck. 203-623-1318

HOT TUB 6 person w/outdoor
circuit breaker & wire. Needs
cover (approx $300); you haul
away Wtby. 203-910-5947

NOTICE

Pursuant to General Statutes § 16-50p (a), the Connecticut Siting Council 

(Council) announces that, on April 14, 2016, the Council issued Findings of 

Fact, an Opinion, and a Decision and Order approving an application from 

The Connecticut Light & Power Company d/b/a Eversource Energy for a 

Certificate of Environmental Compatibility and Public Need for the Frost 

Bridge to Campville 115-kilovolt (kV) electric transmission line project 

that traverses the municipalities of Watertown, Thomaston, Litchfield, 

and Harwinton, which consists of (a) construction, maintenance and 

operation of a new 115-kV overhead electric transmission line entirely 

within existing Eversource right-of-way and associated facilities extending 

approximately 10.4 miles between Eversource’s existing Frost Bridge 

Substation in the Town of Watertown and existing Campville Substation in 

the Town of Harwinton; (b) related modifications to Frost Bridge Substation 

and Campville Substation; and (c) reconfiguration of a 0.4 mile segment 

of two existing 115-kV electric transmission lines across the Naugatuck 

River in the Towns of Litchfield and Harwinton within the same existing 

right-of-way as the new 115-kV electric transmission line. This application 

record is available for public inspection in the Council’s office, Ten Franklin 

Square, New Britain, Connecticut. 4/20/2016

WATERBURY 2BR Condo. W/D,
$775 & up + sec. Sec 8 ok, No
pets. 203-879-4126; 203-577-7516

NAUGATUCK 3 BR, 6rms 1st floor
11 Maple Terrace, No pets. 1st,
last, security. Call 203-725-5823

TOWN OF LITCHFIELD
NOTICE OF PUBLIC HEARING OF

THE BOARD OF FINANCE

The Board of Finance of the
Town of Litchfield will hold a
Public Hearing at the Litchfield
Intermediate School Auditori-
um on Wednesday, April 27,
2016 at 7:00 p.m., at which
itemized estimates of expendi-
tures of the Town for the ensu-
ing fiscal year shall be
presented and at which all per-
sons shall be heard in regard
to any appropriation which
they are desirous that the
Board should recommend or
reject.

Dated at Litchfield, Connecti-
cut, this 11th day of April, 2016.

Helen RuwetBunnell
Anne Dranginis
Mitchell Fishman
Edward Gadomski
David W. Geiger
David W. Wilson

Board of Finance
Town of Litchfield
RA April 20, 2016

STOVE (white) electric, works
great. Call 860-274-0016 after
10:00am.

WATERBURY Town Plot huge
modern 8 rms, quiet nghbrhd,
no pets, good ref. & cr. check
$1100/mo. 914-906-5489

Office of Health Care Access Public Hearings

Statute Reference: 19a-638 
Applicant(s):     Saint Mary’s Health System Inc.

Trinity Health Inc.
Town:                    Waterbury 
Docket Number: 15-32045-CON 
Proposal:             Transfer of Ownership of Saint Mary’s Hospital

System to Trinity Health, Inc.  
Date:                      May 9, 2016
Time:                     3:00 p.m.
Place:                    Courtyard by Marriott Waterbury

63 Grand Street
Waterbury, CT 06702

Any person who wishes to request status in the above listed pub-
lic hearing may file a written petition no later than May 4, 2016 (5
calendar days before the date of the hearing) pursuant to the
Regulations of Connecticut State Agencies §§ 19a-9-26 and 19a-
9-27.   If the request for status is granted, such person shall be
designated as a Party, an Intervenor or an Informal Participant in
the above proceeding.  Please check OHCA’s website at
www.ct.gov/ohca for more information or call OHCA directly at
(860) 418-7001. If you require aid or accommodation to participate
fully and fairly in this hearing, please phone
(860) 418-7001.
R-A April 20, 2016

IMPOUNDED NAUG #112 m, pit
bull beagle mix, brown &
white Spring St 203-729-4324. 

WATERBURY Town Plot 2br $850.
& Hopeville 2br $795. Call 203-
729-2269, 203-805-1680

LEGAL NOTICE
WARNING

ANNUAL TOWN BUDGET MEETING
TOWN OF WINCHESER,

CONNECTICUT
Monday, May 2, 2016

Warning to all persons entitled
to vote in Town Meetings of the
Town of Winchester, County of
Litchfield, and the State of Con-
necticut are hereby notified
and warned that the Annual
Budget Meeting of said Town
will be held in The Gilbert High
School Auditorium, 200
Williams Ave., in said Town, on
Monday, May 2, 2016 at 7:00
p.m. for the following purpose
to Wit:                                         

1).  To receive a report of the
Board of Selectmen including
its estimates of receipts 
and expenditures and its rec-
ommendation in accordance
with the law and to take action
upon the same and to adopt a
budget for the Town for the
next Fiscal Year commencing
July 1, 2016

2).  To take any action proper to
come before said meeting.
Dated at Winchester, this April
19, 2016
Received by Sheila S. Sedlack,
Town Clerk
RA April 20, 2016

STATE OF CONNECTICUT
SUPERIOR COURT

JUVENILE MATTERS
ORDER OF NOTICE

NOTICE TO: Kelli Smith; Mother
of  female children born on 10-
11-07 and 9-14-12 and a male
child born on 11-25-03 in town
of Waterbury, CT 

of parts unknown

A petition has been
filed seeking: 

Commitment of minor
child(ren) of the above named
or vesting of custody and care
of said Child(ren) of the above
named in a lawful, private or
public agency or a suitable and
worthy person. 

Hearing on an Order of Tempo-
rary Custody will be heard on:
4-22-16 at 11:00 a.m. at SCJM, 7
Kendrick Ave, 3RD Floor, Water-
bury, CT 06702. 

Therefore, ORDERED, that no-
tice of the hearing of this peti-
tion be given by publishing this
Order of Notice once, immedi-
ately upon receipt, in the: Wa-
terbury Republican American,
a newspaper having a circula-
tion in the town/city of Water-
bury, CT 

Honorable Joseph W. Doherty
Judge

Renee Polletta, Office Clerk 
Date signed 4-15-16

RIGHT TO COUNSEL: Upon
proof of inability to pay for a
lawyer, the court will provide
one for you at court expense.
Any such request should be
made immediately at the court
office where your Hearing is to
be held. 
R-A April 20, 2016

CITY OF TORRINGTON
NOTICE OF PUBLIC HEARING

NOTICE IS HEREBY GIVEN, that
the Board of Councilmen of the
City of Torrington will hold a
public hearing on Monday,
May 2, 2016, immediately fol-
lowing the previous public
hearing starting at 6:30 p.m. in
the City Hall Auditorium, 140
Main St., Torrington, CT on the
lease of City of Torrington
Property located at the Tor-
rington Landfill, 105 Vista Drive
in Torrington for the installa-
tion of a Solar Array Project.
Sketches of the proposed proj-
ect are available for public re-
view in the City Clerk’s Office.

All interested parties are invit-
ed to attend and be heard.

Dated at 
Torrington, Connecticut, 
this 20th day of April, 2016.

Joseph L. Quartiero, CMC
City Clerk
R-A April 20 & 25, 2016

CITY OF TORRINGTON
NOTICE OF PUBLIC HEARING

NOTICE IS HEREBY GIVEN that
the Board of Councilmen of the
City of Torrington will hold a
public hearing in the City Hall
Auditorium, 140 Main Street,
Torrington, CT, on Monday,
May 2, 2016, at 6:30 p.m., with
respect to the following pro-
posed resolution:

Resolution Authorizing An Ap-
propriation Of $4,100,000 For
The East Basin Sewer Rehabil-
itation Project And The Financ-
ing of Said Appropriation By
The Issuance Of Revenue
Bonds, Notes And Obligations
Of The City In An Amount Not
To Exceed $4,100,000.

The full text of the proposed
resolution is on file, and open
to public in inspection, in the
office of the City Clerk, 140
Main Street, Torrington, CT. 

Dated at
Torrington, Connecticut,
this 20th day of April, 2016.

Joseph L. Quartiero, CMC
City Clerk
R-A April 20, 2016

WATERBURY Must see 1st flr. 2BR
apt quiet dead end, W/D incl, Lg.
inside porch, $750. 860 997 5468 

CITY OF TORRINGTON
NOTICE OF PUBLIC HEARING

The Board of Finance and the
Board of Councilmen of the
City of Torrington will hold a
Public Hearing on Monday,
May 2, 2016 immediately fol-
lowing the Special Joint Meet-
ing of the Board of Finance and
the Board of Councilmen and
the two previous public hear-
ings that start at 6:30 p.m. in
the City Hall Auditorium, 140
Main St., Torrington, CT on the
proposed 2016-2017 budget
(except the school budget).

Copies of the proposed budget
will be available at the office of
the City Comptroller, and the
City Clerk, prior to the hearing.

The public is invited to attend
and to submit written or oral
comments and questions on
the budget.

Dated at Torrington, CT, 
this 20th day of April, 2016.

BOARD OF FINANCE
BOARD OF COUNCILMEN
CITY OF TORRINGTON

Joseph L. Quartiero, CMC
City Clerk
R-A April 20, 2016

PUBLIC NOTICE OF INTENTION NOT TO PREPARE 
AN ENVIRONMENTAL IMPACT EVALUATION

A. PROJECT IDENTIFICATION
Project Name: Town of Salisbury, Preliminary Engineering Report
I/I and Biological Nutrient Removal Water Pollution Control Facil-
ities

Project Location: Lakeville and Salisbury Village Sewered Areas,
Salisbury WPCF located at the end of Walton Street in the Village
of Lakeville

1. Project Description:

The Town of Salisbury is proposing sanitary sewer rehabilitation
and WPCF improvements to address the excessive infiltration
and inflow (I/I) entering the old sanitary sewers and manholes,
and achieve phosphorus reductions in the treated effluent
wastewater in order to meet current and future NPDES permit
limits. The existing wastewater collection and treatment system
provides sanitary sewer service to both the villages of Salisbury
and Lakeville. Although the town has not experienced significant
population growth, many of the existing sanitary sewers and
manholes located in the Village of Lakeville, which date back to
the early 1900’s, continue to age considerably and the regulato-
ry environment has changed with respect to phosphorus reduc-
tions. I/I has been identified as a significant problem primarily
in the Lakeville Village area. It is anticipated that through this ef-
fort, the town will be able to reduce sources of excessive I/I
through proposed sanitary sewer rehabilitation by means of
cleaning and lining of older existing sanitary sewers and the
restoration of sanitary manholes. The elimination of excessive
I/I along with the proposed WPCF improvements will also further
reduce phosphorus concentrations through the implementation
of a chemical feed system that will achieve reductions in the to-
tal phosphorus concentrations in the treated effluent. Proposed
upgrades will not result in a footprint expansion of the sewer
lines or an increase in hydraulic capacity of the WPCF.

2. General Information:

The Commissioner of Energy and Environmental Protection is re-
quired to ensure that the requirements of the Connecticut Envi-
ronmental Policy Act (Section 22a-1 of the Connecticut General
Statues, CGS) have been met pursuant to CGS Section 22a-482
and regulations adopted thereunder. Based upon the limited na-
ture of this project, and the environmental benefits to be real-
ized, staff has recommended that preparation of an
Environmental Impact Evaluation is not warranted.

In accordance with Sec. 22a-482-3(a)(4)(A) of the Regulations of
Connecticut State Agencies, this notice of intent not to prepare
an Environmental Impact Evaluation is being published. Interest-
ed persons who wish to submit comments and/or obtain more
information, including inspection of supporting documentation
may do so by contacting Max Fan, between the hours of 8:00 a.m.
and 3:30 p.m., Monday through Friday at (860) 424-3670. Written
comments will be accepted for 30 days from the publication date
and should be sent to the attention of the above contact person,
Bureau of Water Protection and Land Reuse, Department of En-
ergy and Environmental Protection, 79 Elm Street, Hartford, CT
06106-5127.

/s/Betsey Wingfield, Bureau Chief 
Bureau of Water Protection and Land Reuse
Dated: 4/19/2016
R-A April 20, 2016

Notice of Permit Application
Municipality: Waterbury, CT

Notice is hereby given that
F&G, LLC (the “applicant”) of 15
Mullen Road, Enfield, CT is
submitting, to the Department
of Energy & Environmental Pro-
tection, an application under
Connecticut General Statutes
Section 22a-208a for a new per-
mit for operation of solid
waste facilities. The facility ad-
dress is 260 Railroad Hill Street,
Waterbury, CT.

The existing facility is current-
ly permitted as a Single Item
Recycling Facility for accept-
ance and processing of recy-
clable materials. The purpose
of this new permit is to in-
crease the processing capacity
to 700 tons per day and to add
the acceptance and transfer of
municipal solid waste(MSW),
the volume reduction of Con-
struction & Demolition debris,
over-sized MSW and
non-putrescible MSW, and to
accommodate the accept-
ance, processing and transfer
of singlestream recyclable ma-
terials in addition of the previ-
ously permitted solid waste
material (recyclable paper).

Once completed, interested
persons may obtain copies of
the application from Anchor
Engineering Services, Inc, 41
Sequin Drive, Glastonbury, CT
06033, telephone (860) 633-
8770, contact T.J. Therriault, at
cost.

Once submitted, the applica-
tion will be available for in-
spection at the Department of
Energy & Environmental Pro-
tection, Waste Engineering &
Enforcement Division, 79 Elm
Street, Hartford, CT 06106-5127,
telephone (860) 424-3366, from
8:30 to 4:30 Monday through
Friday.

R-A 4/20/16

Commercial for
sale, lease, rent

Houses

Lots for sale

Apartments

Condos

Garages

Houses

Mobile homes

Motels & hotels

Out-of-town

Rental services

Roomates

Rooms

Storage

Suburban

Vacation

Wanted to rent

Real EstateReal Estate
For RentFor Rent

Real EstateReal Estate
For SaleFor Sale

Appliance
sales/repair

Asphalt
paving

Carpentry

Electrical

General
services

Gutters

Hauling
services

Home
improvement

Landscaping
& lawns

Landscaping
& lawns

Masonry

Moving

Painting

Plumbing

Power washing

Power washing

Roofing

Tree care

Wood refinishing
/chair repair

Absolutely free

Lost & 
found

Lost & 
found
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Greer, Leslie

From: Schaeffer-Helmecki, Jessica
Sent: Friday, April 22, 2016 11:22 AM
To: Hartley, Christopher; 'banthony@stmh.org'
Cc: Greer, Leslie; Hansted, Kevin; Riggott, Kaila; Ciesones, Ron; Fernandes, David; User, 

OHCA
Subject: 15-32045-CON Request for Prefile Testimony 
Attachments: 15-32045 Saint Mary Issues & Request for Pre-File.pdf

Dear Mr. Hartley and Mr. Anthony, 
 
Attached please find a Request for Prefile Testimony and Issues related to the hearing scheduled for May 9, 2016 (docket 
number 15-32045). Submit responses as an e-mail attachment, in both Word and .pdf format, and reply to all recipients of 
this e-mail by May 3, 2016. Additionally, confirm receipt of this e-mail with me as soon as possible.  
 
Please feel free to contact me if you have any questions.  
 
Thank you and have a good weekend.  
 
Jessica Schaeffer‐Helmecki, JD, MPA 
Planning Analyst, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
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Greer, Leslie

From: Hartley, Christopher <CHartley@stfranciscare.org>
Sent: Friday, April 22, 2016 11:41 AM
To: Schaeffer-Helmecki, Jessica; 'banthony@stmh.org'
Cc: Greer, Leslie; Hansted, Kevin; Riggott, Kaila; Ciesones, Ron; Fernandes, David; User, 

OHCA; Rotavera, Liz; Joe Connolly (JConnolly@Stmh.org); Attorney Bob Anthony 
(BAnthony@Stmh.org)

Subject: RE: 15-32045-CON Request for Prefile Testimony 

Thank you 
 

From: Schaeffer-Helmecki, Jessica [mailto:Jessica.Schaeffer-Helmecki@ct.gov]  
Sent: Friday, April 22, 2016 11:22 AM 
To: Hartley, Christopher; 'banthony@stmh.org' 
Cc: Greer, Leslie; Hansted, Kevin; Riggott, Kaila; Ciesones, Ron; Fernandes, David; User, OHCA 
Subject: 15-32045-CON Request for Prefile Testimony  
 
Dear Mr. Hartley and Mr. Anthony, 
 
Attached please find a Request for Prefile Testimony and Issues related to the hearing scheduled for May 9, 2016 (docket 
number 15-32045). Submit responses as an e-mail attachment, in both Word and .pdf format, and reply to all recipients of 
this e-mail by May 3, 2016. Additionally, confirm receipt of this e-mail with me as soon as possible.  
 
Please feel free to contact me if you have any questions.  
 
Thank you and have a good weekend.  
 
Jessica Schaeffer‐Helmecki, JD, MPA 
Planning Analyst, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
 

   
 

NOTICE: This email and/or attachments may contain confidential or proprietary information which may be 
legally privileged. It is intended only for the named recipient(s). If an addressing or transmission error has 
misdirected this email, please notify the author by replying to this message. If you are not the named recipient, 
you are not authorized to use, disclose, distribute, make copies or print this email, and should immediately 
delete it from your computer system. Saint Francis Hospital and Medical Center has scanned this email and its 
attachments for malicious content. However, the recipient should check this email and any attachments for the 
presence of viruses. Saint Francis Hospital and Medical Center and its affiliated entities accepts no liability for 
any damage caused by any virus transmitted by this email.  
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Greer, Leslie

From: Attorney Bob Anthony <BAnthony@Stmh.org>
Sent: Wednesday, April 27, 2016 10:36 AM
To: Schaeffer-Helmecki, Jessica; Hartley, Christopher
Cc: Greer, Leslie; User, OHCA; Hansted, Kevin; Riggott, Kaila; Ciesones, Ron; Fernandes, 

David
Subject: RE: 15-32045-CON Order of Admin Notice 

Thank you. 
 
Bob Anthony 
 

From: Schaeffer-Helmecki, Jessica [mailto:Jessica.Schaeffer-Helmecki@ct.gov]  
Sent: Wednesday, April 27, 2016 8:20 AM 
To: Hartley, Christopher; Attorney Bob Anthony 
Cc: Greer, Leslie; User, OHCA; Hansted, Kevin; Riggott, Kaila; Ciesones, Ron; Fernandes, David 
Subject: 15-32045-CON Order of Admin Notice  
 
Good Morning Mr. Hartley and Mr. Anthony, 
 
Attached please find an Order of Administrative Notice issued by Hearing Officer Hansted pertaining to the upcoming 
hearing associated with Docket Number 15-32045.  
 
Please feel free to contact me if you have any questions.  
 
Thank you, 
 
Jessica Schaeffer‐Helmecki, JD, MPA 
Planning Analyst, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
 

   
 

 
 
Saint Mary's Health System Disclaimer:  
 
The E-mail or documents attached to it,may contain confidential information belonging to 
the sender that is legally privileged. This information is intended only for the use of 
the individual or entity named above. The authorized recipient of this information is 
prohibited from disclosing this information to any other party and is required to destroy 
the information after its stated need has been fulfilled. If you are not the intended 
recipient of this information, you are hereby notified that any disclosure, copying, or 
distribution of these documents is strictly prohibited. If you have received this 





Phone: (860) 418-7001 • Fax: (860) 418-7053 
410 Capitol Avenue, MS#13HCA 

Hartford, Connecticut  06134-0308 
www.ct.gov/dph 

Affirmative Action/Equal Opportunity Employer 
 

Office of Health Care Access  
 
April 22, 2016 

Via Email Only 

Christopher Hartley 
Senior Vice President  
Trinity Health – New England, Inc. 
chartley@stfranciscare.org 
 
Robert Anthony 
General Counsel 
Saint Mary’s Hospital, Inc. 
Banthony@stmh.org 
 
 
RE: Certificate of Need Application, Docket Number 15-32045 

Transfer of Ownership of Saint Mary’s Hospital, Inc. to Trinity Health – New England, Inc.  
 
Dear Mr. Hartley and Mr. Anthony, 
 
The Office of Health Care Access (“OHCA”) will, as applicants and the public have been notified 
previously, hold a public hearing on the above docket number on May 9, 2016. The hearing will be at 3 
p.m. at Courtyard by Marriott, 63 Grand Street, Waterbury, CT.  Pursuant to the Regulations of 
Connecticut State Agencies § 19a-9-29(e), any party or other participant is required to prefile in written 
form all substantive, technical, or expert testimony that it proposes to offer at the hearing. OHCA requests 
that Trinity Health – New England, Inc. and Saint Mary’s Hospital, Inc. (“Applicants”) submit prefiled 
testimony by 4:00 p.m. on May 3, 2016.  
 
All persons providing prefiled testimony must be present at the public hearing to adopt their written 
testimony under oath and must be available for cross-examination for the entire duration of the hearing. If 
you are unable to meet the specified time for filing the prefiled testimony you must request a time 
extension in writing, detailing the reasons for not being able to meet the specified deadline. 
 
Additionally, please find attached OHCA’s Issues. Please respond to the attached Issues in writing to 
OHCA by 4:00 p.m. on May 3, 2016. 



Please contact Ron Ciesones or Jessica Schaeffer-Helmecki at (860) 509-8075 if you have any questions 
concerning this request. 

Sincerely, 

Kevin Hansted 
Hearing Officer 
Attachment 



ISSUES 

Office of Health Care Access Docket Number: 15-32045-CON 

The Applicants should be prepared to present and discuss supporting evidence on the 
following issues and others: 

1. The commitment of at least a $100 million (and potentially up to $120 million) for capital
investments to benefit Saint Mary’s over a 5 year period and the financial feasibility of the
proposal.

As noted on page 865 of the application, Trinity Health and Trinity Health – New England, Inc. 
will commit to ensure the expenditure of up to $100 million in Capital Expenditures to support 
the operations and strategic initiatives of Saint Mary’s Hospital and Saint Mary’s controlled 
subsidiaries.  While a significant portion of the Capital Expenditures are anticipated to be for 
facilities, equipment and information technology as discussed on page 869 of the application, a 
portion of this commitment may be available to support strategic growth and enhancement of 
healthcare services to better serve the community within the Waterbury area.  

In terms of the financial feasibility of the proposal, cash flow from operations for Saint Francis 
and its controlled subsidiaries was $33.6 million for the last 12 month ended March 31, 2016.  In 
addition, Saint Mary’s and its controlled subsidiaries had cash flow from operations for the same 
period of$11.8 million.  Based the Saint Mary’s financial projections noted in Financial 
Worksheet A, Saint Mary’s and it’s controlled subsidiaries are expected to have positive cash 
flow from operations (less annual debt service payments) of $13.3, $15.6 and $18.1 million for 
the years ended September 30, 2016, 2017 and 2018.  Based on the projected cash flow margins 
for the two organizations, it is anticipated that a portion of the funding for the capital 
commitment will be available from operations and any shortfall will be available through the 
Trinity Health debt program through Trinity Health –New England, Inc. (refer to Table in 
question #6 below). Also, see list of sources of funding at page 866 question #7.  Lastly, Trinity 
Health’s strong credit rating as noted on page 871, question #14, will allow continued access to 
capital for strategic investments which are aligned with the strategic plan. 

2. The development of a plan to adequately fund Saint Mary’s pension liabilities.

As noted on page 870 of the application, Saint Mary’s pension plan is currently underfunded and
its funding status as of September 30, 2015 was 48%. Trinity Health’s funded status for its
defined benefit plans was 85% as of June 30, 2015. As noted on page 83 of the original
application, the applicants will develop a plan to ensure Saint Mary’s ability to make annual
pension payments to the plan beneficiaries.



3. The status of Saint Mary’s debt and the guidelines and criteria of the Trinity Health System
debt program process for accessing funds.

In March 2015, Saint Mary’s obtained a $15.0 million bank loan.  The bank loan has a five year
term with $250,000 principal due each month and corresponding interest at the current LIBOR
rate plus 110 basis points. The loan matures in February 2020. Saint Mary’s is required to
comply with certain financial covenants including a debt service coverage ratio of 1:25. It is
expected that Trinity Health and Trinity Health – New England, Inc. would refinance Saint Mary’s
external debt with an inter-company loan post-closing. This is advantageous to Saint Mary’s as it
would eliminate current required debt covenant compliance at the local level.

See Exhibit A attached for description of Trinity Health’s intercompany loan program and the
process for accessing funds.

4. Measures Trinity Health will take to meet the demands of the Patient Protection and
Affordable Care Act.

As stated on Page 22 of the application, joining Trinity Health-New England, Inc. will assist Saint 
Mary’s in addressing the various demands created by the 2010 Patient Protection and 
Affordable Care Act (PPACA) including: 

• Identification and development of new models of providing care
• The increased cost associated with quality improvements
• Physician partnerships
• Clinical service redesign
• Electronic medical records development
• Strategic alignments to form an integrated organization
• Meeting the needs of aging infrastructure and addressing the health service needs of the

Waterbury community as identified in the Community Needs Assessment (see pages 189-
261).

New Models of Providing Care 

As noted on Page 622 of the application “. . . Trinity Health is intently focused on the delivery of 
high value Triple Aim outcomes that improve the health of those it serves, reduce the per capita 
cost of delivery care, and improve the quality of care and satisfaction of our patients . . . “Trinity 
Health’s people-centered 2020 strategy is focused on its population health journey to improve 
the health of its communities and the experience of care for patients.  Trinity Health’s strategy is 
to build a people-centered health system in which the people it serves are placed at the center 
of every behavior, action and decision in the Trinity Health system. 



Ultimately, the patients and their families who use Saint Mary’s Health System, Inc., including 
Saint Mary’s Hospital, will be able to move among the Trinity Health New England, Inc.’s 
facilities using a single medical record and be treated by a group of physicians and other health 
professionals that use a common set of clinical protocols.  The goal of Trinity Health-New 
England, Inc. is to meet the Triple Aim objectives for each person’s care.  The goal would be for 
Trinity-Health-New England, Inc. will sign contracts with insurance programs covering the cost of 
care of these patients that will be based on per capita payment structures that support using the 
best site for individual care delivery once they exist.  Trinity Health’s group purchasing power, 
access to needed capital and the overall credit strength of Trinity Health will support the 
necessary changes needed to implement these new models of care for all parts of Trinity Health-
New England including Saint Mary’s Hospital and Health System. 

Increased Cost Associated with Quality Improvements 

Pages 622-624 of the application describe Trinity Health’s “. . . Unified Clinical Organization 
(UCO) which provides a data and evidenced-based infrastructure for clinicians across the Trinity 
Health system to advance a culture of safety and high reliability . . . “ led by clinicians, the UCO 
has promoted a wide range of system wide safety initiatives (see Page 623) which will be 
incorporated by Saint Mary’s clinicians in their future patient interactions. 

Saint Mary’s clinicians will also participate in Trinity Health sponsored clinical conferences that 
feature recognized industry leading professionals and focus on proven methods to reduce costs, 
improve safety and quality.  Access to this type of quality enhancement system would be too 
costly for a single hospital or system to provide its clinical staff on a routine basis. 

In addition, as noted on Pages 262-282 on the application, Trinity Health-New England, Inc. has 
formed a series of clinical service lines which have a proven track record of success in the areas 
of quality and service excellence.  Saint Mary’s Hospital and Health System will become a vital 
member of these service lines as part of Trinity Health-New England, Inc. 

Physician Partnerships 

First and foremost, physicians are attracted to organizations that place the care of the patient 
first and are dedicated to meeting the highest standards of health care delivery.  The 
commitment to quality care for patients by both Trinity Health and Trinity Health-New England, 
Inc. has been described previously.  Both organizations will also address the new era of 
risk/value based contracts represented by the changes initiated by the PPACA, while still 
supporting the long standing commitment of Saint Mary’s to education of physicians and other 
allied health professionals, a critical need for a state with an aging group of health care 
providers to match the aging of its population. 

Furthermore, the scale of both Trinity Health and Trinity Health-New England, Inc. provide a 
recruiting infrastructure for health professionals and access to clinical collaboration that is 
second to none in the region and the country as a whole. 



Clinical Service Redesign 

Though covered previously, both Trinity Health UCO and Trinity Health-New England, Inc.’s 
Institute for Primary Care Innovation demonstrates both organizations’ commitment to 
encourage innovation and the development and application of the latest clinical techniques to 
the treatment of patients.  The purpose of clinical service readiness is to provide the right care 
in the right place at the right time.  The population based approach to care management 
supported by Trinity Health seeks to keep people healthy and use an outpatient based approach 
whenever appropriate for care delivery. 

Strategic Alignments to Form an Integrated Organization 

As stated on Page 20 of the application “. . . Trinity Health has created an internal development 
team, charged with growth and strategic positioning of the system.  Two of Trinity Health’s key 
growth initiatives aim to extend and strengthen the Catholic healthcare mission of the 
organization through alignment with other organizations and to expand the system footprint to 
create an integrated accountable care organization (ACO) in every one of its mandates . . . “ 

Saint Mary’s believes entering into a partnership with Trinity Health-New England, Inc. will join 
its organization to a strong regional Catholic system that already had an ACO and an electronic 
medical record as well as an established affiliation relationship with substantial post-acute care 
group of providers.  This approach will be duplicated in the Waterbury market.  

Trinity Health has indicated its willingness to support the strategic capital investment required 
by Trinity Health-New England, Inc. to support the strategic alignment needs of Saint Mary’s 
Hospital and Health  

Meeting the Needs of an Aging Infrastructure and the Need to Provide the Health Services the 
Community of Waterbury Requires, as Reflected in the Community Needs Assessment.    

Pages 21-22, 31, 47, 82, 869 & 870 of the application make reference to the need for facility 
improvements, acquisition of new and replacement equipment and the purchase of a new 
electronic medical record.  There is a 5 year capital need identified that includes: 

 $ in 
Millions 

• Hospital facility upgrades -  

− Primary backup generators  

− Electric power switching gears 

− 2 chillers 

− 3 elevators and several air handling units 

$30 



− Nursing unit upgrades 

− Upgrades and renovations 

• Replacement of clinical equipment –

− Operating room refurbishing 

− Upgraded breast imaging equipment 

− Private patient room conversion 

$18 

• Information technology upgrades and
electronic health record

$12 

• Urgent Care/ambulatory Care $10 

• Ambulatory pavilion on campus - $25 

• Clinically integrated network development $5 

Total $100 

These categories add up to $100 million.  Once Saint Mary’s Hospital & Health System becomes 
part of Trinity Health-New England, Inc., additional detail will be developed as part of the Trinity 
Health annual capital expenditure budget designed to address these capital needs.  As identified 
on Page 867 projects in excess of $5 million and $25 million must be approved by Trinity Health 
before Saint Mary’s can spend the funds.  Both Trinity Health and Trinity Health-New England 
will bring corporate resources in purchasing, construction planning and design and the financing 
of individual projects as needed.  The approved capital expenditures will be part of the $100 
million capital planned for Saint Mary’s.  Capital projects from the approved capital list will be 
identified and implemented in each fiscal year over the 5 year period.  In some cases, projects 
that require multiple years will be identified within each annual capital budget cycle. 

For more details on capital commitment for Saint Mary’s and the rest of Trinity Health-New 
England, please refer to Question #s 5 & 6 of this document.  With regard to the Waterbury 
Community Needs Assessment please refer to the answer to Issue #5 of this document.  

5. Plans to develop preventative care services identified in Waterbury’s 2014 Community Health
Needs Assessment, including mental health and substance abuse, obesity and tobacco usage.

On pages 189-261 (Exhibit 6) of the CON application contains the Community Needs Assessment
for Waterbury completed by the Greater Waterbury Health Improvement Partnership
(“GWHIP”).



This Plan outlines key health statistics for the Waterbury area and identifies the challenges to 
keeping the population healthy.  Mental health and substance abuse, obesity and tobacco usage 
were ranked very high in this report, and were used as the basis for organizing the work groups 
of the partnership.  

Saint Mary’s continues to play an active role in the Greater Waterbury Health Improvement 
Partnership (GWHIP).  We have funded activities of the partnership, and play an active role in 
the steering committee. In addition to the work plans contained in the original document, 
several areas of focus have been identified. These include: 

• Establishing a committee focused on asthma, with the express purpose of coordinating the
activities of existing community programs such as Putting on AIRS and Easy Breathing. The
formation of this workgroup is in consistent with Saint Mary’s participation in the
Connecticut Hospital Association’s Asthma initiative. According to their website, “The goals
of CHA’s Statewide Asthma Initiative are to improve access and appropriate care by
partnering with the community; reduce asthma hospitalizations and ED visits; and
significantly advance progress toward health equity for asthma care and outcomes by
2017.” Saint Mary’s is an active participant in these activities.

• Supporting the formation of a Community Care Team (CCT) as part of our focus on
improving mental health and substance abuse services. The CCT is a model that has been
successfully implemented in other cities throughout the state. The Waterbury program, as
proposed, will be financially supported through GWHIP partners and will employ a
coordinator to provide administrative support for various providers to actively case manage
high-frequency emergency department patients.

• Maintaining our focus on obesity, with an emphasis on establishing Healthy Corner Stores.
This initiative is focused on making healthy food options available in low-income
neighborhoods that have been designated as “food deserts.”

• Establish a marketing and communications workgroup to more effectively communicate the
resources available within our community.

By becoming a member of Trinity Health – New England, Inc. Saint Mary’s will be able to 
strengthen its already considerable commitment to community health and preventative care 
services. As stated in the CON, Trinity’s “Healthy People 2020” initiative is in alignment with and 
compliments Saint Mary’s current efforts in community health initiatives.  

With regard to unmet health needs, Trinity Health has a national initiative known as the 
“Community Health and Well-Being” strategy that focuses on three major health goals: 

Goal 1: Reduce the number of people who are uninsured in our communities. 

Goal 2: Prioritize obesity prevention and tobacco control and; 

Goal 3: Transform safety net care 



These system wide goals have deliverables that are specific, measurable, attainable, relevant 
and time bonded and all Regional Health Ministries are participants in achieving these goals. 

Goal 1 Objective - In partnership with community organizations each regional health ministry 
(RHM) will host or co-lead 10 enrollment activities targeted at reaching a total of 5% of the 
eligible population in the RHM’s market. 

In an effort to achieve this objective each RHM is an active participant in the annual open 
enrollment efforts of each State Health Exchange. 

Goal 2 Objective – Develop a tobacco and obesity prevention portfolio 

This portfolio is aimed at supporting healthy choices in RHM communities including tobacco free 
living, physical activity and healthy eating. 

This support includes forming community coalitions and changing institutional policies where 
necessary to ensure greater support for healthy communities.  One example of the steps being 
taken in this area include Trinity Health’s national and state efforts to move the legal minimum 
age for cigarette purchases to 21 (Tobacco 21). 

Goal 3 Objective- Seeks to improve the health of seniors 65 years and older who are dually 
eligible for Medicare and Medicaid 

The dually eligible elderly represent some of the poorest and sickest individuals.  Working with 
Trinity Health each RHM will develop best care practices and innovations aimed at encouraging 
alternate care models and/or risk contracting initiatives focused on this population.   Whenever 
possible these initiatives will include external partners from the community. 

To support this initiative all members of Trinity Health have access to Trinity Health’s central 
office resources including: 

• A Data Mart containing a large array of data from many sources addressing needs and
services used by dually eligible elderly.

• Summary of promising best practices for clinical integration.
• Turn key delivery tool kits.

Clearly by becoming a part of Trinity Health - New England Inc., a great deal of additional 
resources will be available to Saint Mary’s in its efforts to improve health of the Waterbury 
community. 

In addition to these Trinity Health system wide initiatives Saint Mary’ s will also be integrated 
with the health needs strategies identified by Trinity Health – New England, Inc. through its own 
2016 Community Needs Assessment (CHNA) and Strategic Implementation Plan (SIP).  At 
present this CHNA is scheduled for completion on 6/30/16 and the SIP on 11/15/16. Once Saint 
Mary’s Hospital and Health System joins Trinity Health - New England, Inc. its Data Haven survey 



data will be reviewed and the priorities of the Trinity Health - New England, Inc. Strategic 
Implementation Plan will be adjusted to reflect this data where necessary. 

Provide a written response to the following as an attachment to the pre-file testimony, as 
these questions were not fully addressed in the application/completeness: 

1. Explain the distinction between Trinity Health – New England (“THNE”) and the New England
Regional Health Ministry, as both titles are used throughout the application to describe the
entity proposing to acquire Saint Mary’s.

There is no distinction between Trinity Health-New England, Inc. (the formal legal name
registered with the Connecticut Secretary of State) and the New England Regional Health
Ministry (the abbreviated reference to the legal entity).

2. Provide separate forms for year- to-date (YTD) actual results through April 2016 for Saint
Mary’s Health System, Saint Mary’s Hospital and THNE.  Use the same categories as those
provided on Financial Attachment A of the original application.

See Exhibit B (note due to timing, YTD actual results were provided through March 31, 2016)

3. Provide separate YTD Financial Measurement Indicators through April 2016 for Saint Mary’s
Health System, Saint Mary’s Hospital and THNE in the same format as previously submitted on
pages 445 and 446 of the application which includes amounts for the prior year time period
(April 2015.)

See Exhibit C (note due to timing, YTD Financial Measurement Indicators were provided through
March 31, 2016)

4. The hospital indicated in previous correspondence that the THNE intercompany system fees
are expected to be .80% of operating expenses and have not been included in the most recent
financial projections submitted to OHCA.   It seems that these fees will eliminate all of the
proposal’s projected incremental cost savings.  Provide clarification on how the intercompany
fees will affect the financial performance results of Saint Mary’s Hospital if the application is
approved.  Revised Attachment A’s should be submitted for clarification purposes.

As noted on page 1016 of the certificate of need application, the system office allocation is at 
the Regional Health Ministry level. Therefore, Trinity Health – New England will be charged 
these system office fees.  Trinity Health – New England will then allocate the system fees to 
each organization within the regional health ministry based on at least two factors ( size of the 



organization and the status of utilization of system resources).  The utilization of system office 
resources and further integration among the hospitals within Trinity Health – New England, Inc. 
should ultimately decrease local expenses. For example, if external audit and consulting firms 
are being utilized to prepare tax returns and other analysis, the system office resources 
including the tax department and internal consultants will be available to provide these services. 
Furthermore, as noted on page 1016, it is expected that the system office allocation will 
decrease as Trinity Health – New England, Inc. become more efficient through integration across 
the various hospital/systems.  

5. Regarding the $275 million capital commitment of Trinity that was referenced in CON #15-
31979, complete the chart below to show a breakdown of how much of the $275 million is
expected to be committed to each of the individual hospitals / health systems at the current
time and if Saint Mary’s attains the 8% cash flow margin and additional capital allocations in
years 4 and 5 of the proposal.  Previously submitted responses in this application indicate that
the $100 million commitment for Saint Mary’s is part of the $275 million commitment given to
THNE by Trinity Health Corporation. Clarify the capital commitment for each hospital.

As previously noted, this is the minimum capital commitment for each of the respective 
organizations and their affiliated entities. In addition, the allocation of the $275 million Capital 
Commitment as noted on page 1017 of the original CON and on page 635 of the Saint Francis 
CON will be based on strategic priorities of the collective organizations.   “The capital 
expenditure commitment made to Saint Francis Care will be available to support the capital 
needs of Saint Francis Care, including for the strategic growth and infrastructure development of 
the new RHM’s integrated delivery system, the expansion and upgrade of the health care 
services provided by the new RHM, the support of community health/population management 
initiatives, and for strategic growth including potential mergers, acquisitions, joint ventures and 
physician network development.”    

6. For each of the hospitals that are either currently part of THNE or pending approval, provide
the expected source of funding for the capital commitment for each of the hospitals/systems
in the table provided below:

Trinity Health New 
England – Affiliated 
Hospitals 

Capital Commitment 
(current) 

Capital  
Commitment 

If Saint Mary’s attains 
8% cash flow margin 

Saint Mary’s $100 million $120 million 
Johnson Memorial $ 13 million $13 million 
St. Francis Hospital $162 million $142 million 
  Total $275 million $275 million 



Source of Funding Saint Mary’s Johnson Saint. Francis 

Total Capital Expenditures (Capital 
Commitment) 

$100.0 million $13.0 million $162.0 million 

Operating Income (Minimum from 
operations for capital is to fund 
annual deprecation)1 

$45.3 $5.6 $158.0  

Trinity Health (intercompany loan 
and/or capital contribution) 

$54.7 $7.4 $ 4.0 

Other $n/a $n/a $n/a 
 

As noted in the response to question #1 above, the goal of Trinity Health – New England is to 
fund the $275 million total Capital Commitment for the region through cash flow from 
operations.   The preliminary budget for FY 2017 for the Saint Francis system includes a cash 
flow margin of $49.6 million. However, due to continued uncertainty with respect to the state 
supplemental payment for Hospitals for FY 2017, many Connecticut hospitals, including Saint 
Francis will have to obtain significant cost reductions in order to achieve this level of cash flow 
margin. Therefore, if such target is not achieved, the allocation necessary from Trinity Health 
may increase.  As noted on page 866 of the Saint Mary’s CON application, the sources of funding 
are available cash and investments generated by each of the Hospital/Systems; financing 
available through Trinity Health system debt program and capital contributions from Trinity 
Health.   The allocation by source of funding is preliminary based on current operating 
performance and could change based on future operating cash flows. 

As noted in the response to question #1 above, the goal of each of the hospitals/systems is to 
fund the majority of the capital expenditure through current operations.  The preliminary 
budget for FY 2017 for Saint Francis system includes a cash flow margin of $49.6 million. 
However, due to continued uncertainty with respect to the state supplemental payment for 
Hospitals for FY 2017, many Connecticut hospitals, including Saint Francis will have to obtain 
significant cost reductions in order to achieve this level of cash flow margin.  As noted on page 
866 of the Saint Mary’s CON application, the sources of funding are available cash and 
investments generated by each of the Hospital/Systems; financing available through Trinity 
Health system debt program and capital contributions from Trinity Health.   Further allocation of 
the source of funding by category by entity for these respective five year commitments are not 
known at this time. 

 

1 Estimated based on current annual depreciation less principal debt payments  



EXHIBIT A



Exhibit A 

Trinity Health Inter-Company Loan Program (the “Program”) 

Program Description 

Under the Program, Trinity Health is the primary obligor on all existing tax-exempt debt issued 
by Trinity Health or its predecessor organizations.  All tax-exempt debt is issued by Trinity 
Health under the Trinity Health Master Trust Indenture.  Long-term debt of Regional Health 
Ministries (RHMs) is coordinated by Trinity Health and funded internally through loans from the 
Program. 

Background and Program Characteristics 

• Ensures all RHMs borrow at the same rate
• Enables the financing of projects in states with the lowest all-in borrowing costs through

composite bond issues, typically on an annual basis
• Maximizes the life of the debt and minimizes annual debt service requirements
• Proceeds from annual composite bond issues are used to replenish the Program fund
• Proceeds from Inter-Company Loans (ICLs) are used to:

o Replenish cash spent on capital expenditures
o Offset annual increase in operating expenses to maintain days cash on hand
o Fund the amortization of debt

Process for Issuing Inter-Company Loans 

Each year during the Strategic Financial Planning process, the appropriate amount of debt and 
cash for each RHM is determined.  This is further refined during the annual Budget process. 

• The total budgeted amount to be borrowed by each RHM is calendarized and System
Office Treasury provides rate and monthly interest expense schedules to include in the
budget

• Treasury will receive final approved budgets which will indicate, by RHM and month,
the amount to be borrowed during the fiscal year

• Per the approved budget, Treasury initiates transfers to the respective RHM operating
accounts on the first business day of each month



• Treasury initiates sweep transactions for interest, principal and swap charges each month 

  



 

Standard Program Procedures 

• Calculation of Program Effective Interest Rate (the "Sweep Rate") * 
o Forecast interest rates 

 Obtain LIBOR and SIFMA rates projection from independent third party 
sources 

 Determine external interest expense for total indebtedness 
o Determine cost of debt administration 

 External interest expense 
 Commercial Paper fees 
 Trustee, legal and finance authorities' service fees 
 Swap settlements 

o Set rates for budget period for interest and swap payments 
 The Sweep Rate will be assessed to each participant based on their total 

intercompany loan balance outstanding 
• Periodic Adjustments to RHM Sweep Rate (if necessary) 

o Notice of rate change to RHMs 
o Analysis of impact to operating income and budget 
o Prepare updated amortization schedules 

• New ICLs 
o Develop recommendation for proposed loan via budgeting process 
o Prepare loan documentation, including RHM Promissory Note 
o Coordinate and initiate loan(s) according to budget schedule on first day of each 

month 
• Collection of ICL Debt Service 

o Distribute updated amortization schedules 
o Initiate mid-month cash sweep 
o Coordinate accounting records 

• Impact of New Bond Issues 
o Incorporate new debt into Cost of Capital schedule 
o Calculate revised budget rates 

 
 
 
 
 
*Includes Cost of Trinity Health Swap Program 

 



Debt Refinancing and Refunding 

• In addition to the replenishment of Program funds, the annual composite bond issue also 
provides an opportunity to refund tax-exempt bonds 

• Existing Trinity Health tax-exempt bonds are continuously monitored and analyzed to 
determine if there is sufficient economic benefit to refund 

• In conjunction with the acquisition of a new affiliate, the entity typically enters into the 
Trinity Health Credit Group as a Designated Affiliate under the Trinity Health Master 
Trust Indenture 

• To the extent allowable under existing documents, the debt of the new affiliate is 
defeased or redeemed through an Inter-Company Loan from the Program (the underlying 
bonds may be refunded through the annual composite issue or through the Trinity Health 
Commercial Paper Program as an interim/bridge financing until the next appropriate 
composite issue 



EXHIBIT B
(YTD) actual results for 

Saint Mary’s Health System, Saint Mary’s Hospital and 
TH-NE



(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual YTD March Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $832,217 $454,966 $454,966 $0 $0 $0 $0 $0
2 Less: Allowances $535,300 $297,452 $297,452 $0 $0 $0 $0 $0
3 Less: Charity Care $1,854 $855 $855 $0 $0 $0 $0 $0
4 Less: Other Deductions $4,738 $6,348 $6,348 $0 $0 $0 $0 $0

Net Patient Service Revenue $290,325 $150,311 $0 $150,311 $0 $0 $0 $0 $0 $0 $0 $0 $0
5 Medicare $111,548 $57,719 $57,719 $0 $0 $0 $0 $0 $0
6 Medicaid $53,959 $26,455 $26,455 $0 $0 $0 $0 $0 $0
7 CHAMPUS & TriCare $225 $1,052 $1,052 $0 $0 $0 $0 $0 $0
8 Other $0 $0 $0 $0 $0 $0 $0 $0 $0

Total Government $165,732 $85,226 $0 $85,226 $0 $0 $0 $0 $0 $0 $0 $0 $0
9 Commercial Insurers $104,937 $55,014 $55,014 $0 $0 $0 $0 $0 $0
10 Uninsured $9,669 $4,960 $4,960 $0 $0 $0 $0 $0 $0
11 Self Pay $0 $0 $0 $0 $0 $0 $0 $0 $0
12 Workers Compensation $8,834 $4,509 $4,509 $0 $0 $0 $0 $0 $0
13 Other $1,153 $601 $601 $0 $0 $0 $0 $0 $0

Total Non-Government $124,593 $65,085 $0 $65,085 $0 $0 $0 $0 $0 $0 $0 $0 $0

Net Patient Service Revenuea 

(Government+Non-Government) $290,325 $150,311 $0 $150,311 $0 $0 $0 $0 $0 $0 $0 $0 $0
14 Less: Provision for Bad Debts $9,675 $5,798 $5,798 $0 $0 $0 $0 $0

Net Patient Service Revenue less 
provision for bad debts $280,650 $144,513 $0 $144,513 $0 $0 $0 $0 $0 $0 $0 $0 $0

15 Other Operating Revenue $9,339 $5,288 $5,288 $0 $0 $0 $0 $0
17 Net Assets Released from Restrictions $733 $320 $320 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $290,722 $150,121 $0 $150,121 $0 $0 $0 $0 $0 $0 $0 $0 $0

B. OPERATING EXPENSES
1 Salaries and Wages $123,197 $64,454 $64,454 $0 $0 $0 $0 $0
2 Fringe Benefits $32,298 $16,909 $16,909 $0 $0 $0 $0 $0
3 Physicians Fees $9,915 $5,467 $5,467 $0 $0 $0 $0 $0
4 Supplies and Drugs $47,026 $22,832 $22,832 $0 $0 $0 $0 $0 $0 $0 $0
5 Depreciation and Amortization $11,636 $6,107 $6,107 $0 $0 $0 $0 $0
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0
7 Interest Expense $980 $128 $128 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $5,572 $3,343 $3,343 $0 $0 $0 $0 $0
9 Lease Expense $0 $0 $0 $0 $0 $0
10 Other Operating Expenses $57,937 $27,185 $27,185 $0 $0 $0 $0 $0 $0 $0 $0

TOTAL OPERATING EXPENSES $288,561 $146,425 $0 $146,425 $0 $0 $0 $0 $0 $0 $0 $0 $0

INCOME/(LOSS) FROM OPERATIONS $2,161 $3,696 $0 $3,696 $0 $0 $0 $0 $0 $0 $0 $0 $0

NON-OPERATING REVENUE $2,528 $503 $503 $0 $0 $0 $0 $0

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES $4,689 $4,199 $0 $4,199 $0 $0 $0 $0 $0 $0 $0 $0 $0

Principal Payments $3,000 $1,500 $1,500 $0 $0 $0

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 0.7% 2.5% 0.0% 2.5% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
without, incremental to and with the CON proposal in the following reporting format:

       NON-PROFIT       
Saint Mary's Health System, Inc.
Financial Worksheet (A)



(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual YTD March Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
without, incremental to and with the CON proposal in the following reporting format:

                                                                        NON-PROFIT                                                                                                                                                                  
Saint Mary's Health System, Inc.
Financial Worksheet (A)

2 Hospital Non Operating Margin 0.9% 0.3% 0.0% 0.3% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 Hospital Total Margin 1.6% 2.8% 0.0% 2.8% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

D. FTEs 1,680 1,691 1,691 0 0 0

E. VOLUME STATISTICSc

1 Inpatient Discharges 11,847 5,833 5,833 0 0 0
2 Outpatient Visits 238,522 125,267 125,267 0 0 0 0 0

TOTAL VOLUME 250,369 131,100 0 131,100 0 0 0 0 0 0 0 0 0

cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.

aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.



(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual YTD March Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

A. OPERATING REVENUE
1 Total Gross Patient Revenue $746,752 $406,827 $406,827 $0 $0 $0 $0 $0
2 Less: Allowances $484,797 $268,852 $268,852 $0 $0 $0 $0 $0
3 Less: Charity Care $1,854 $855 $855 $0 $0 $0 $0 $0
4 Less: Other Deductions $4,738 $6,348 $6,348 $0 $0 $0 $0 $0

Net Patient Service Revenue $255,363 $130,772 $0 $130,772 $0 $0 $0 $0 $0 $0 $0 $0 $0
5 Medicare $98,115 $50,216 $50,216 $0 $0 $0 $0 $0 $0
6 Medicaid $47,461 $23,016 $23,016 $0 $0 $0 $0 $0 $0
7 CHAMPUS & TriCare $198 $915 $915 $0 $0 $0 $0 $0 $0
8 Other $0 $0 $0 $0 $0 $0 $0 $0 $0

Total Government $145,774 $74,148 $0 $74,148 $0 $0 $0 $0 $0 $0 $0 $0 $0
9 Commercial Insurers $92,300 $47,863 $47,863 $0 $0 $0 $0 $0 $0
10 Uninsured $8,505 $4,315 $4,315 $0 $0 $0 $0 $0 $0
11 Self Pay $0 $0 $0 $0 $0 $0 $0 $0 $0
12 Workers Compensation $7,770 $3,923 $3,923 $0 $0 $0 $0 $0 $0
13 Other $1,014 $523 $523 $0 $0 $0 $0 $0 $0

Total Non-Government $109,589 $56,624 $0 $56,624 $0 $0 $0 $0 $0 $0 $0 $0 $0

Net Patient Service Revenuea 

(Government+Non-Government) $255,363 $130,772 $0 $130,772 $0 $0 $0 $0 $0 $0 $0 $0 $0
14 Less: Provision for Bad Debts $8,180 $4,961 $4,961 $0 $0 $0 $0 $0

Net Patient Service Revenue less 
provision for bad debts $247,183 $125,811 $0 $125,811 $0 $0 $0 $0 $0 $0 $0 $0 $0

15 Other Operating Revenue $7,473 $4,950 $4,950 $0 $0 $0 $0 $0
17 Net Assets Released from Restrictions $733 $320 $320 $0 $0 $0 $0 $0

TOTAL OPERATING REVENUE $255,389 $131,081 $0 $131,081 $0 $0 $0 $0 $0 $0 $0 $0 $0

B. OPERATING EXPENSES
1 Salaries and Wages $88,793 $45,110 $45,110 $0 $0 $0 $0 $0
2 Fringe Benefits $27,562 $14,267 $14,267 $0 $0 $0 $0 $0
3 Physicians Fees $10,621 $5,693 $5,693 $0 $0 $0 $0 $0
4 Supplies and Drugs $45,059 $21,814 $21,814 $0 $0 $0 $0 $0 $0 $0 $0
5 Depreciation and Amortization $10,805 $5,737 $5,737 $0 $0 $0 $0 $0
6 Provision for Bad Debts-Otherb $0 $0 $0 $0 $0 $0 $0 $0
7 Interest Expense $963 $119 $119 $0 $0 $0 $0 $0
8 Malpractice Insurance Cost $3,802 $2,351 $2,351 $0 $0 $0 $0 $0
9 Lease Expense $0 $0 $0 $0 $0 $0 $0 $0
10 Other Operating Expenses $49,045 $22,512 $22,512 $0 $0 $0 $0 $0 $0 $0 $0

TOTAL OPERATING EXPENSES $236,650 $117,603 $0 $117,603 $0 $0 $0 $0 $0 $0 $0 $0 $0

INCOME/(LOSS) FROM OPERATIONS $18,739 $13,478 $0 $13,478 $0 $0 $0 $0 $0 $0 $0 $0 $0

NON-OPERATING REVENUE $2,522 $227 $227 $0 $0 $0 $0 $0

EXCESS/(DEFICIENCY) OF REVENUE 
OVER EXPENSES $21,261 $13,705 $0 $13,705 $0 $0 $0 $0 $0 $0 $0 $0 $0

Principal Payments $3,000 $1,500 $1,500 $0 $0 $0

                                                                        NON-PROFIT                                                                                                                                                                  
Saint Mary's Hospital (only) Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:



(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13)
LINE Total Entity: FY 2015 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019

Actual YTD March Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON W/out CON Incremental With CON

NON-PROFIT
Saint Mary's Hospital (only) Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:

C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 7.3% 10.3% 0.0% 10.3% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
2 Hospital Non Operating Margin 1.0% 0.2% 0.0% 0.2% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
3 Hospital Total Margin 8.2% 10.4% 0.0% 10.4% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

D. FTEs 1,384 1,387 1,387 0 0 0 0 0

E. VOLUME STATISTICSc

1 Inpatient Discharges 11,847 5,833 5,833 0 0 0
2 Outpatient Visits 238,522 125,267 125,267 0 0 0 0 0

TOTAL VOLUME 250,369 131,100 0 131,100 0 0 0 0 0 0 0 0 0
aTotal amount should equal the total amount on cell line "Net Patient Revenue" Row 14. 
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
cProvide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.







EXHIBIT C
(YTD) financial measurements 

Saint Mary’s Health System, Saint Mary’s Hospital and 
TH-NE



Saint Mary's Health System
March 2016 Prior Year Explanations

D. Additional Statistics (in thousands)

Income from Operations 3,696$          1,819$          

YTD net patient revenue increased $7.6 million due to growth in outpatient volumes. This was 
partially offset by increase in Hospital Tax of $3.8 million. Overall, operating expenses increased 
$1.9 million mostly in labor costs, offset by reductions in purchased services and medical supplies.

Revenue Over/(Under) Expense 4,199$          4,475$         
 The increase from operations was offset by a decrease in non operating activity associated with 
investment returns and joint activity. 

EBITDA 9,930$          8,095$           The increase is consistent with the increase in income from operations. 

Patient Cash Collected 148,477$         136,583$        
 The increase is associated with the increase in net revenues, along with better cash collections in 
current year. 

Cash and Cash Equivalents 19,016$        20,017$        Cash decreased as a result of the increase in Hospital Tax payments 

Net Working Capital 25,933$        36,932$       
 In March FY15, we took out a new loan to pay off CHEFA Bonds. The Bonds were paid off in April 
2015. This increased net working capital for March 2015 by $15 million. 

Unrestricted Assets 36,778$        37,095$       
 The decrease in unrestricted net assets is due to the increase in Hospital Tax and increase in the 
underfunded status of the pension plan. 

Credit Ratings (S&P, FITCH and Moody's) Ba2 Ba2

Year to Date



Saint Mary's Health System
March 2016 Prior Year March 2016 Prior Year

A. Operating Performance
Operating Margin 6.9% 3.2% 2.4% 1.2%
Non-Operating Margin -0.6% 1.2% 0.3% 1.8%
Total Margin 6.4% 4.4% 2.7% 3.0%
Bad Debt as % of Gross Revenue 1.3% 1.0% 1.3% 1.2%

B. Liquidity
Current Ratio 2.12 2.25 2.12 2.25
Days Cash on Hand 24                        26                        24                           26                          
Days in Net Accounts Receivable 41                        42                        41                           42                          
Average Payment Period 58 57 58 57

C. Leverage and Capital Structure
Long-term Debt to Equity 0.24                     0.63                     0.24                       0.63                       
Long-term Debt to Capitalization 0.20 0.39 0.20                       0.39                       
Unrestricted Cash to Debt 1.44                     0.56                     1.44                       0.56                       
Times Interest Earned Ratio 86.4 10.5 33.87                     7.11                       
Debt Service Coverage Ratio 11.9 7.4 6.62 5.40
Equity Financing Ratio 3.85 4.01 3.85 4.01

D. Additional Statistics
Income from Operations 1,967,046$        801,240$            3,695,680$           1,819,011$           
Revenue Over/(Under) Expense 1,806,716$        1,106,507$        4,198,966$           4,474,726$           
EBITDA 2,985,409$        1,858,696$        9,930,131$           8,095,445$           
Patient Cash Collected 28,863,325$      24,057,295$      148,477,112$      136,583,386$      
Cash and Cash Equivalents 19,015,875$      20,017,346$      19,015,875$         20,017,346$        
Net Working Capital 25,933,351$      36,931,760$      25,933,351$         36,931,760$        
Unrestricted Assets 36,777,596$      37,095,324$      36,777,596$         37,095,324$        
Credit Ratings (S&P, FITCH and Moody's) Ba2 Ba2 Ba2 Ba2

Month Year to Date



Saint Mary's Hospital 
March 2016 Prior Year Explanations

D. Additional Statistics (in thousands)

Income from Operations 13,478$  9,375$  

YTD net patient revenue increased $5.2 million due to growth in outpatient volumes. This 
was partially offset by increase in Hospital Tax of $3.8 million. Overall, operating expenses 
decreased $2.5 million mostly in purchased services and medical supplies.

Revenue Over/(Under) Expense 13,705$  12,443$                
 The increase from operations was partially offset by a decrease in non operating activity 
associated with investment return and income from joint ventures. 

EBITDA 19,334$  15,368$                 The increase is consistent with the increase in income from operations. 

Patient Cash Collected 129,772$              120,161$              
 The increase is associated with the increase in net revenues, along with better cash 
collections in current year. 

Cash and Cash Equivalents 17,614$  19,123$                 Cash decreased as a result of increase in Hospital Tax payments 

Net Working Capital 15,067$  28,338$                
 In March FY15, we took out a new loan to pay off CHEFA Bonds. The Bonds were paid off 
in April. This increased net working capital for March 2015 by $15 million. 

Unrestricted Assets 31,729$  32,236$                

 The decrease in unrestricted net assets is due to the increase in Hospital Tax, increase in 
the underfunded status of the pension plan and funding to the Medical Group, offset by 
current year performance. 

Credit Ratings (S&P, FITCH and Moody's) Ba2 Ba2

Year to Date



Saint Mary's Hospital 
March 2016 Prior Year March 2016 Prior Year

A. Operating Performance
Operating Margin 15.4% 7.3% 9.8% 7.1%
Non-Operating Margin -0.9% 2.9% 0.2% 2.3%
Total Margin 14.5% 10.1% 10.0% 9.4%
Bad Debt as % of Gross Revenue 1.3% 1.2% 1.2% 1.2%

B. Liquidity
Current Ratio 1.81 2.06 1.81 2.06
Days Cash on Hand 27 30 27 30 
Days in Net Accounts Receivable 40 41 40 41 
Average Payment Period 62 61 62 61

C. Leverage and Capital Structure
Long-term Debt to Equity 0.25 0.67 0.25 0.67 
Long-term Debt to Capitalization 0.20 0.40 0.20 0.40 
Unrestricted Cash to Debt 1.45 0.55 1.45 0.55 
Times Interest Earned Ratio 183.5 20.5 115.69 18.17 
Debt Service Coverage Ratio 19.3 10.5 12.89 10.25
Equity Financing Ratio 3.87 4.04 3.87 4.04

D. Additional Statistics
Income from Operations 3,861,301$        1,608,253$        13,477,741$         9,374,825$           
Revenue Over/(Under) Expense 3,643,877$        2,240,864$        13,704,989$         12,442,790$        
EBITDA 4,830,843$        2,620,209$        19,334,355$         15,368,065$        
Patient Cash Collected 25,716,325$      21,143,295$      129,772,112$      120,161,386$      
Cash and Cash Equivalents 17,614,289$      19,123,132$      17,614,289$         19,123,132$        
Net Working Capital 15,066,620$      28,337,914$      15,066,620$         28,337,914$        
Unrestricted Assets 31,728,979$      32,235,922$      31,728,979$         32,235,922$        
Credit Ratings (S&P, FITCH and Moody's) Ba2 Ba2 Ba2 Ba2

Month Year to Date



March 16 March 15
YTD YTD Comments

Monthly Financial Measurement/Indicators
A.      Operating Performance:

Operating Margin (3.9%) 1.3% operating income/operating revenues
Non-Operating Margin NA NA
Total Margin 2.8% 7.6% Operating cash flow margin  (EBIDA/operating revenue)
Bad Debt as % of Gross Revenue 0.9% 1.0% bad debt/total patient serv. Revenue(before allowances)

B.       Liquidity:
Current Ratio 2.0                             2.1                           current assets/current liabilites
Days Cash on Hand 53.5                           76.5                         (cash and cash equiv+board restr. cash)/(total exp-depr)/YTD days in yr
Days in Net Accounts Receivables 34.5 38.1 net ar/net patient ser rev/days in yr
Average Payment Period 48.3                           55.0                         current liabilities/(total exp-depr)/YTD days in yr

C.      Leverage and Capital Structure:
Long-term Debt to Equity 149.8% 117.3% total debt/total equity(net assets)
Long-term Debt to Capitalization 60.0% 54.0% LTD/LTD+net assets
Unrestricted Cash to Debt 46.0                           62.6                         (cash and cash equiv+board restr. cash)/total debt (lt & st)*100
Times Interest Earned Ratio (2.5)                            1.9                           EBIT/Interest expense
Debt Service Coverage Ratio 0.9 x 2.1 x (Net inc+int+depr)/(st debt+int exp)
Equity Financing Ratio 21.8% 23.9% Net assets/total assets

D.      Additional Statistics (in thousands)
Income(Loss) from Operations (16,512)$                   5,319$                     Net income(loss) from operations
Revenue Over/(Under) Expense (19,844)$                   (11,271)$                 Net gain(loss)
EBITDA 11,804$                    30,785$                  based on net income(loss) from operations
Patient Cash Collected NA NA
Cash and Cash Equivalents 100,142$                  127,634$                from cons bs
Net Working Capital 106,041$                  123,695$                current assets-current liabilities
Unrestricted Assets 93,165$                    125,633$                from cons bs

Trinity Health - New England



CON 15-32045 Financial Statistics

March 16 YTD March 15 YTD Explanation

D.  Additional Statistics YTD net patient revenue increased $19M, supplemental state payments decreased and state tax increased. 
Operating expenses increased $42M due to costs of drugs and medical supplies; professional fees for EPIC support, nurse registry

Income(Loss) from Operations (16,512) 5,319 fees, merger due diligence, JMMC acquisition and purchase accouting  including depreciation and SFMG's increased loss of  ($2.7M).

Revenue Over/(Under) Expense (19,844) (11,271) Variance in swap activity of $17.8M

YTD net patient revenue increased $19M, supplemental state payments decreased and state tax increased. 
Operating expenses increased $42M due to costs of drugs and medical supplies; professional fees for EPIC support, 

EBITDA 11,804 30,785 nurse registry fees, merger due diligence and JMMC acquisition. SFMG's YTD loss increased ($2.7M).
Patient Cash Collected NA NA

Cash and Cash Equivalents 100,142 127,634 
Decrease in a/p ($7.3M); increase in due from affiliates $13.7M; funds expended for tail liablility $8.5M; JMMC purchase $2.3M; decrease 
in supplemental payments from the State; SWAP and debt termination expenses

Net Working Capital 106,041 123,695 Decrease in cash and cash equivalents ($26.7M); decrease in a/r patient ($4.6M), decrease in a/p ($7.3M)
Unrestricted Assets 93,165 125,633 YTD loss ($16.5M); increase pension liability due to change in mortality tables offset by transfer of SWAP liability to Trinity

Trinity Health - New England
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STATE OF CONNECITUCUT 
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OFFICE OF HEALTH CARE ACCESS 

CERTIFICATE OF NEED APPLICATION FOR TRINITY HEALTH-NEW ENGLAND TO 
BECOME THE SOLE MEMBER OF SAINT MARY’S HOSPITAL, INC. 

DOCKET NUMBER:  15-32045-CON 
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Prefilled Testimony of James Richard O’Connell, Executive Vice President, East 
Group 

Good afternoon, 

I am James Richard O’Connell, Executive Vice President, East Group, Trinity Health 

and I hereby adopt my testimony as submitted to the Office of Health Care Access. 

Thank you for the opportunity to speak with you today about Trinity Health and to seek 

the Office of Health Care Access’ approval for the continued growth of Trinity Health-

New England, Inc., our Regional Health Ministry for Connecticut and Western 

Massachusetts. 

At Trinity Health, our mission is to serve together in the Spirit of the Gospel as a 

compassionate and transforming healing presence within our communities.  Our five 

core values guide our work: 

• Reverence
• Commitment to those who are poor
• Justice
• Stewardship
• Integrity

As a mission-driven innovative healthcare organization, our vision is to be the national 

leader in improving the health of our communities and each person we are privileged to 

serve. 



 

We have the opportunity to serve a diverse population within our communities.  Our 

vision as a mission-driven innovative health care organization is that we will become the 

national leader in improving the health of our communities and each person we serve.  

We aspire to become the most trusted health partner for life. 

 

We are also dedicated to building a people centered health system that allows its 

organization to promote efficient and effective care management initiatives.  These 

initiatives are helping us to shift our health care delivery approach from managing 

episodic events to providing a system of healthcare delivery focused on preserving the 

wellbeing and health of each person individually within our communities. 

 

Since we last spoke to you in July 2015, Trinity Health has grown.  Today, Trinity Health 

is a Catholic Health Care System that operates 90 acute care hospitals in 21 states as 

well as a wide range of home care, hospice, senior living and programs for the elderly.  

Our system employs about 95,000 full time employees including 3,900 employed 

physicians and we are affiliated with over 23,900 private practicing physicians as well. 

 

Trinity Health supports the addition of Saint Mary’s Hospital, Inc. and its related 

organizations to our Regional Health Ministry as an important step in the transition from 

episodic care delivery to a more holistic management approach of the health of 

individuals.  This holistic management approach will deliver and promote better health 

while delivering excellent care at a lower cost to those who will require our services.  

Building a strong Regional Health Ministry requires addition of proven health providers 

such as Saint Mary’s. 

 

Trinity Health is excited about this opportunity.  It is an honor and privilege to be here in 

support of this important endeavor.   

 

I am available to answer any questions you have of me. 
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Good afternoon, 

I am Christopher M. Dadlez, President and CEO, Trinity Health-New England, Inc. and I 

hereby adopt my testimony as submitted to the Office of Health Care Access. 

Thank you for the opportunity to speak to you today about our proposal to add Saint 

Mary’s Hospital, Inc. to our growing system. 

Since we formed Trinity Health-New England, Inc. in October 2015, our system and 

Trinity Health nationally has continued to grow. 

Adding Saint Mary’s Hospital, Inc. and its related entities to Trinity Health-New England, 

Inc. will strengthen with Saint Mary’s and our system by: 

• Continuing acceleration of our efforts to create a regional population health

management model that builds on low cost, high quality and the provision of the

right care at the right time in the most appropriate health care setting;

• Improving access to capital for strategic growth and clinical service

enhancements;

• Supporting future capital investments of both organizations as well as securing

Saint Mary’s existing and future pension liabilities;



 

• Supporting system-wide efforts to recruit scarce health professionals and 

enhance the quality of the health services delivered to our patients through 

participation in evidence based initiatives and medical service innovation 

programs. 

 

• Preserving Saint Mary’s non-profit mission and Catholic identity, with its rich 

history of service to the Waterbury community, spanning nearly 110 years; 

 

As was noted in the Certificate of Need application, Saint Mary’s Hospital, Inc. began its 

search for a partner in February 2015.  Once all regulatory approvals are obtained, 

Saint Mary’s will join Trinity Health-New England, Inc. and two members of the Saint 

Mary’s Hospital, Inc. community will be appointed to the Trinity Health-New England, 

Inc. Board of Directors. 

 

Once approved, Saint Mary’s will join the other organizations that make up Trinity 

Health-New England, Inc. and support our continued efforts to promote the health of all 

those who choose to use the health services provided by Trinity Health-New England, 

Inc. 

 

I am available to answer any questions you have of me. 



Prefiled Testimony of Robert J. Mazaika, 
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Good afternoon, 

I am Robert Mazaika and I hereby adopt my testimony as submitted to the Office of Health Care Access. 

The decision to become a part of Trinity Health – New England represents the culmination of a long and 

arduous process for Saint Mary’s.  

Our search for a strategic partner has been underway for more than 10 years. During this time we have 

met with many hospitals and health systems from around the country. As many of you know, we have 

made other proposals prior to this one.  However, for a number of reasons those proposals were never 

brought to fruition.  

In my role as Chairman of the Board, as well as the chair of our Strategic Partner Task Force, I can say 

with great confidence and conviction that this is truly the best possible outcome for Saint Mary’s, our 

staff, and most importantly—the communities we serve. 

Our selection process was extremely rigorous. Because we were considering our options from a position 

of strength, we did not need to rush in to a decision, or compromise our principles. Our task force, and 

our board, carefully considered a number of options over a long period of time. Throughout this period, 

the healthcare industry has continued to evolve at a rapid pace. However, we have remained steadfast 

in our commitment to our principles.  



When we began this process more than a decade ago, Archbishop Henry J. Mansell established a Task 

Force, and in turn created a series of “Guiding Principles for Affiliation” (attached herein), which served 

as our litmus test for any potential partner we were considering. Those principles included 

philosophical, financial, strategic, and people requirements.  

• The philosophical principles focused on maintaining our community-based Mission, improving 

the delivery of care, and adhering to the Ethical and Religious Directives while maintain our 

Catholic identity.

• The financial principles focused on improving the net asset value of Saint Mary’s, gaining access 

to capital, and satisfying our pension liability.

• The strategic principles included improving technology and the standard of care, and gaining 

access to regional and national resources.

• Finally, the people principles were focused on improving the recruitment and retention of 

talent, and creating opportunities to strengthen partnerships with the medical staff. 

Trinity Health meets these principles to a degree unsurpassed by other health systems. They are not 

only a good fit for Saint Mary’s; they represent a direct match for our heritage, our culture, our 

community, and our vision of the future. The size and strength of Trinity Health, the third largest health 

system in America, will provide the necessary financial resources to backstop our balance sheet, provide 

necessary capital well into the future, and enhance our ability to attract talented physicians and 

clinicians who are the life blood of our health system. 

On behalf of our Board of Directors, who represent the communities we serve, I urge you to approve 

this proposal, which will allow Saint Mary’s to continue its mission of delivering quality healthcare in a 

spiritually enriched environment well in to the future.  

Thank you. 





Prefiled Testimony of Steven E. Schneider, 
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Prefiled Testimony of Steven E. Schneider, MD, Chief Medical Officer, Saint Mary’s Hospital 

Good afternoon, 

I am Dr. Steven Schneider and I hereby adopt my testimony as submitted to the Office of Health Care 

Access. 

Thank you for the opportunity to speak with you today. 

In my role as Chief Medical Officer I am focused on working effectively with both the medical staff and 

leadership and management of Saint Mary’s. 

I am very pleased to report that the proposal to become part of Trinity Health – New England has been 

met with widespread support from the medical staff.  

As we all know, the healthcare delivery system is changing dramatically. Nobody experiences this more 

directly than physicians, who are at the forefront of patient care. While most physicians recognize the 

need for these changes, and are, in fact helping to drive and implement them, there is a sense of 

uncertainty that accompanies change of this magnitude.  

Here in Connecticut, and specifically Waterbury, the changing landscape has left many physicians 

seeking a sense of stability. Becoming part of Trinity Health – New England provides exactly the sense of 

confidence and clear direction that many of our medical staff members desire.  



Becoming part of Trinity Health – New England will strengthen and enhance a number of critical issues, 

including: 

Physician recruiting and retention 

Maintaining a vibrant, dynamic, and stable medical staff is essential to the health of our community. This 

applies to both primary care physicians and specialists. Yet recruiting physicians to our community has 

been a challenge. Becoming part of one of the largest health systems in the nation, with all of the 

attendant benefits, will make us far more attractive to physicians.  

Investment in technology and facilities 

New physicians are being trained using the most current clinical technologies, and they expect these to 

be available where they practice. This applies to everything from electronic health records to the most 

advanced clinical equipment. Having access to capital through Trinity Health will greatly enhance our 

ability to create and maintain the kind of environment that today’s most talented and capable 

physicians expect and deserve.  

Changes in the care delivery system 

The care delivery system of the future will be very different than it is today, with an emphasis on value-

based reimbursement and population health management. Functioning in this environment will require 

different skills and different structures. Becoming part of a large regional and national system will allow 

the Saint Mary’s medical staff to prepare for and ultimately thrive in this new environment  

Through my many discussions with the physicians in our community it is clear that they understand the 

challenges that lie ahead. It is also clear that physicians want the kind of proactive, forward-looking 

action this represents.  

I urge you to look favorably upon this proposal and approve Saint Mary’s becoming a member of Trinity 

Health – New England. 

Thank you. 
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Good afternoon, 

I am Chad Wable and I hereby adopt my testimony as submitted to the Office of Health Care Access. 

This hearing represents a significant milestone in the history of Saint Mary’s and I am pleased to have 

the opportunity to speak with you today.  

I moved to Connecticut and became a member of the Saint Mary’s family in 2002. One of my first 

responsibilities was to work with our board to develop a new strategic plan for Saint Mary’s. Our first 

strategic imperative, as far back as 2002, was to establish a partnership. So this is something that I have 

been working towards literally for as long as I have been at Saint Mary’s. 

During the past 13 years much has changed. Saint Mary’s has become a far stronger and more 

financially stable organization. We have made incredible progress in clinical quality and safety. We have 

gown and added services. All around us, the healthcare landscape has changed at an unprecedented 

pace. We have witnessed the passing and implementation of the Affordable Care Act, the widespread 

adoption of electronic health records, the introduction of value-based purchasing and population health 

management. Here in Connecticut the landscape has changed significantly, with hospitals moving 

rapidly towards a system-based delivery model.  

Similarly, Saint Mary’s need to join a national or regional healthcare delivery system has evolved. What 

was once a financially driven decision is now a purely strategic issue.  



Saint Mary’s vision states that we “will become an integrated network of healthcare providers creating 

exceptional value for those we serve through trusted partnerships that empower and transform lives.” 

Becoming part of Trinity Health will help us achieve this vision and accelerate the implementation of our 

strategic plan. Trinity’s “People 2020” strategy is perfectly aligned with ours, and joining Trinity will help 

us with critical issues such as scale, resources, efficiency and expertise as we make the move towards 

population health. The specific benefits to Saint Mary’s as a result of this proposal include: 

• Having access to the  resources of a large system which will allow SMHS to continue to 

provide quality health care services in the greater Waterbury area and be able to expand 

those services within its service area by making them more accessible to a greater number 

of people;

• Having the resources necessary to help develop more preventive and primary care 

services in the greater Waterbury area;

• Meeting the demands of the 2010 Patient Protection and Affordable Care Act which 

requires an emphasis on value rather than volume in terms of reimbursement for health 

care services;

• Creating efficiencies so that health resources are not wasted, which will also enable more 

patients to be served;

• Having readily available access to capital and financing for that capital at favorable interest 

rates; and

• Developing a plan to address Saint Mary’s pension plan obligation. 

Although the details of our proposal are contained in our application, there are a few highlights that 

bear mentioning. This proposal is an organizational change that will allow Saint Mary’s to become 

part of Trinity Health – New England. There is no change in clinical services requested, nor is there 

any change of location involved with any of the clinical services now being offered by SMHS as a 

direct result of this proposal.  Further, there is no capital cost associated with the Transfer 

Agreement between the Parties. 

Additionally, Trinity Health has agreed to ensure the expenditure of One Hundred Million Dollars for 

capital expenditures at Saint Mary’s over the first five years following the effective date of the 

Transaction. This committed capital will be available to support the capital needs of Saint Mary’s, 



including strategic growth and infrastructure development for it’s integrated delivery system 

including both facilities and physician network development. 

As a result of this Transfer Agreement, the Parties intend to: 

• improve the infrastructure and capabilities required to deliver value-based accountable care

and improve population health in the NE-RHM Service Area, including SMHS’s Waterbury

service area;

• enhance the quality of care provided in the NE-RHM Service Area, as well as improve the

overall patient experience including with respect to safety and satisfaction;

• reduce the costs of healthcare in the NE-RHM Service Area, including SMHS’s Waterbury

service area;

• Support physician alignment capabilities and initiatives that foster physician engagement

while maintaining an open medical staff.

Finally, Trinity’s heritage, culture, and values are a perfect match for Saint Mary’s, and help make this a 

time of great excitement and optimism. The opportunity before us to become a member of a not-for-

profit, Catholic health care organization is an extremely straight-forward transaction; however it is very 

significant. This transaction will cement our over100 year history into the business and healthcare 

fabric of Waterbury for another 100 years. The heritage and work of our founders and the Sisters of St. 

Joseph's will be protected. We are privileged to have the opportunity to join Trinity Health, an 

impressive, national, people centered organization with great talent, resources and values. 

Our CON application provides much more information on this proposal. 

I look forward to answering any questions you may have. 

Thank you. 
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Trinity Health’s vision of becoming a national leader in improving the health of our 

communities and the most trusted health care partner for Life for each person we serve 

will be strengthened by the addition of Saint Mary’s Hospital and Health System to our 

Regional Health Ministry, Trinity Health – New England, Inc. 

We recognize the many challenges faced by Connecticut today, but know that forging 

local partnerships with committed, high quality, non- profit health care providers is the 

key to ensuring a truly integrated health system that promote better healthcare for all. 

We also believe that preserving Catholic healthcare institutions is also critically 

important to ensuring our unique approach will provide the neediest people in each 

local community the access to care they deserve. 

Thank you for your continued support of Trinity Health’s collective efforts to create a 

better tomorrow for all we serve. 



Closing Remarks of Christopher M. 
Dadlez,  President and CEO, Trinity 

Health-New England, Inc. 
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Closing Remarks of Christopher M. Dadlez, President and CEO, Trinity Health-
New England, Inc. 

Since 2015 when Trinity Health - New England Inc. was formed our goal of 

offering people centered health care closer to home has made significant strides in a 

very short time.  Our efforts toward improving population health, enhancing 

the patient care experience and controlling cost while maintaining a positive margin will 

be strengthened with the addition of Saint Mary’s Hospital and Health System to our 

organization. 

Equally important the 100 plus years of Saint Mary’s exemplary service to the 

Waterbury community is both preserved and strengthened. 

If approved, together the organizations that would constitute Trinity Health – New 

England, Inc. represent over 300 years of continuous, high quality, non –profit health 

care service delivery to multiple communities across the state of Connecticut. 

Our institutions are open 24 hours a day, seven days a week to all in need.  Trinity 

Health – New England Inc. is truly a part of the fabric of Connecticut’s health system. 

Please support its efforts to continue to serve the citizens of Connecticut for another 

hundred years. 

Thank you very much. 



Closing Remarks of Chad W. Wable, 
President and CEO, Saint Mary’s Hospital
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Closing Remarks of Chad W. Wable, President and CEO, Saint Mary’s Hospital 

Saint Mary’s is integral to the fabric of Greater Waterbury. This proposal will position us 

to maintain our identity as a faith-based, not-for-profit hospital and continue our great 

tradition of service to the community for many years to come.  

Becoming part of a regional or national system has been at the core of our strategic 

plan for many years. Trinity Health provides all of the resources and expertise needed 

to accelerate and implement our strategic plan, while also honoring our faith based 

heritage and deep community roots. Our collective commitment to people-centered care 

will be the foundation of all that we do.  

The creation and growth of a strong, progressive regional health ministry serving New 

England positions Saint Mary’s to effectively deal with the shift to population health 

management and other changes in the healthcare delivery system locally and 

regionally. Our ability to invest in our future will help us to attract and retain the most 

talented physician and caregivers, and provide our patients and families with the most 

appropriate standard of care.  

Our vision of the future is bright. On behalf of the 2,000 members of the Saint Mary’s 

family we look forward to having our proposal approved so we can begin the exciting 

work of making our vision a reality. 

Thank you for the opportunity to present our proposal. 
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. . .Verbatim proceedings of a hearing1

before the State of Connecticut, Department of Public2

Health, Office of Health Care Access, in the matter of3

Saint Mary’s Health System, Inc., Trinity Health, Inc.,4

transfer of ownership of Saint Mary’s Hospital System to5

Trinity Health, Inc., held at the Courtyard by Marriott6

Waterbury, 63 Grand Street, Waterbury, Connecticut, on7

May 9, 2016 at 3:00 p.m. . . .8

9

10

11

HEARING OFFICER KEVIN HANSTED: Okay,12

folks, we’re going to get started here. Okay, we’re on13

the record. Good afternoon, everyone. This public14

hearing before the Office of Health Care Access,15

identified by Docket No. 15-32045-CON, is being held on16

May 9, 2016 to consider Saint Mary’s Health System, Inc.17

and Trinity Health, Inc.’s application for the transfer18

of ownership of Saint Mary’s Hospital system to Trinity19

Health, Inc.20

This public hearing is being held pursuant21

to Connecticut General Statutes, Section 19a-639a, and22

will be conducted as a contested case, in accordance with23

the provisions of Chapter 54 of the Connecticut General24
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Statutes.1

My name is Kevin Hansted, and I have been2

designated to serve as the Hearing Officer for this3

matter.4

The staff members assigned to this case5

are Kaila Riggott, Jessica Schaeffer-Helmecki, David6

Fernandes and Ronald Ciesones. The hearing is being7

recorded by Post Reporting Services.8

In making its decision, OHCA will consider9

and make written findings concerning the principles and10

guidelines set forth in Section 19a-639 of the11

Connecticut General Statutes.12

Saint Mary’s Health System, Inc. and13

Trinity Health Corporation have been designated as14

parties in this proceeding.15

At this time, I will ask staff to read16

into the record those documents already appearing in17

OHCA’s Table of the Record in this matter.18

All documents have been identified in the19

Table of the Record for reference purposes.20

MS. JESSICA SCHAEFFER-HELMECKI: My name21

is Jessica Schaeffer-Helmecki, and, on behalf of OHCA,22

I’d like to request that Exhibits A through L be entered23

into the record.24
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HEARING OFFICER HANSTED: Thank you. And1

there is one correction I’d like to make, just one bit of2

housekeeping.3

On the order regarding administrative4

notice, dated April 27, 2016, which is Exhibit K on the5

Table of the Record, in that order, letter B, it says6

Exhibit D, completeness responses, page 1974. The page7

number should be 1947.8

Does the Applicant have any objection to9

any of the exhibits? No objection? If you could just10

state that on the record?11

MR. CHRIS HARTLEY: Chris Hartley, St.12

Francis. For the record, no.13

HEARING OFFICER HANSTED: Okay, thank you.14

And for this afternoon’s hearing, we will first hear from15

the Applicant for an overview of the project, and then,16

if there are any individuals signed up to give public17

comment, we will hear from them.18

We, of course, will take elected officials19

first, and then read the names off of the public comment20

sign-up sheet in the order that they have signed up.21

Then, after the public comment, we will22

have some questions from OHCA, and then, if there are any23

other public commenters, we will take them at that time.24
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And, at this point, would all the1

individuals, who are going to or think they may testify,2

please stand, raise your right hand and be sworn in by3

the court reporter?4

(Whereupon, the parties were duly sworn5

in.)6

HEARING OFFICER HANSTED: Okay, thank you,7

all. And just for clarity on the record, each of you,8

who have just taken the oath, would you please identify9

yourself in one of the microphones closest to you,10

including the folks sitting in the back rows? Whoever11

wants to start can do so.12

MR. RALPH BECKER: Ralph Becker with Saint13

Mary’s.14

MR. DAVID BITTNER: David Bittner. I’m15

the Chief Financial Officer for Trinity Health New16

England.17

MS. JENNIFER SCHNEIDER: Jennifer18

Schneider, Vice President of Finance, St. Francis19

Hospital and Medical Center.20

MR. HARTLEY: Chris Hartley, St. Francis.21

MR. CHRISTOPHER DADLEZ: Christopher22

Dadlez, President and CEO, Trinity Health New England.23

MR. JAMES RICHARD O'CONNELL: James24
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Richard O’Connell, Trinity Health.1

MR. CHAD WABLE: Chad Wable, President and2

CEO, Saint Mary’s Hospital and Saint Mary’s Health3

System.4

MR. ROBERT MAZAIKA: Robert J. Mazaika,5

Chairman of the Board of Saint Mary’s Health System.6

DR. STEVEN SCHNEIDER: Dr. Steve7

Schneider, Chief Medical Officer, Saint Mary’s Hospital.8

MR. JOE CONNOLLY: Joe Connolly, Vice9

President of Administration, Saint Mary’s Hospital.10

MR. BOB ANTHONY: Bob Anthony, attorney11

for Saint Mary’s Hospital.12

HEARING OFFICER HANSTED: Okay, thank you.13

And I know we have some folks in the second row.14

DR. ADAM SILVERMAN: Adam Silverman, Vice15

President, Ambulatory Strategy, Trinity Health New16

England.17

DR. MARCUS McKINNEY: Marcus McKinney,18

Vice President of Community Health, Trinity Health New19

England.20

MR. MICHAEL TALBERT: Michael Talbert,21

attorney for Trinity Health New England.22

MS. LIZ RODAREO: Liz Rodareo, St. Francis23

Hospital.24
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MR. JIM HARRIS: Jim Harris, Trinity1

Health New England.2

MR. JURCZYK: Kyle Jurczyk, Saint Mary’s3

Hospital.4

MR. CHRIS HAYES: Chris Hayes, Saint5

Mary’s Hospital.6

HEARING OFFICER HANSTED: Okay. I think7

that’s everyone. And for the two attorneys that are8

present here today, I know we have one for the hospital9

and one for Trinity, do you intend on filing appearances10

in this matter?11

MR. ANTHONY: Yes. This is Bob Anthony.12

Yes, we do.13

HEARING OFFICER HANSTED: Okay. All14

right. Would you just file those this week, just so I15

have them on the record? Thank you.16

Okay, at this point, the Applicants may17

proceed with their opening presentation.18

MR. O'CONNELL: Good afternoon.19

HEARING OFFICER HANSTED: Good afternoon.20

MR. O'CONNELL: I’m James Richard21

O’Connell, Executive Vice President of the East Group for22

Trinity Health, and I hereby adopt my testimony, as23

submitted for the Office of Health Care Access.24
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HEARING OFFICER HANSTED: Thank you.1

MR. O'CONNELL: Thank you for the2

opportunity to speak to you today about Trinity Health3

and to seek the Office of Health Care Access approval for4

the continued growth of Trinity Health New England, Inc.,5

our regional health ministry for Connecticut and Western6

Massachusetts.7

At Trinity Health, our mission is to serve8

together in the spirit of the gospel as a compassionate9

and transforming, healing presence within our10

communities.11

Our five core values guide our work;12

reverence, commitment to those who are poor, justice,13

stewardship, integrity.14

As a mission-driven innovative health care15

organization, our vision is to be the national leader in16

improving the health of our communities and each person17

we are privileged to serve.18

We have the opportunity to serve a diverse19

population within our communities. Our vision as a20

mission-driven innovative health care organization is21

that we will become a national leader in improving the22

health of our communities and each person we serve. We23

aspire to become the most trusted health care partner for24
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life.1

We are also dedicated to building a2

people-centered health care system that allows its3

organization to promote efficient and effective care4

management initiatives.5

These initiatives are helping us to shift6

our health care delivery approach for managing episodic7

events to providing a system of health care delivery8

focused on preserving the well-being and health of each9

person individually within our communities.10

Since we last spoke to you in July of11

2015, Trinity Health has grown. Today, Trinity Health is12

a Catholic health care system that operates 90 acute care13

hospitals in 21 states, as well as a wide range of home14

care, hospice, senior living and programs for the15

elderly.16

Our system employs about 95,000 full-time17

employees, including 3,900 employed physicians, and we18

are affiliated with over 23,900 private practicing19

physicians, as well.20

Trinity Health supports the addition of21

St. Mary’s Hospital, Inc. and its related organizations22

to our regional health ministry as an important step in23

the transition from episodic care delivery to the more24
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holistic management approach of the health care of1

individuals.2

This holistic management approach will3

deliver and promote better health while delivering4

excellent care at a lower cost to those, who require our5

services.6

Building a strong regional health ministry7

requires addition of proven health providers, such as8

Saint Mary’s. Trinity Health is excited about this9

opportunity. It is an honor and a privilege to be here10

in support of this important endeavor.11

I’m available to answer any questions you12

may have of me.13

HEARING OFFICER HANSTED: Thank you.14

MR. DADLEZ: Good afternoon.15

HEARING OFFICER HANSTED: Good afternoon.16

MR. DADLEZ: I’m Christopher M. Dadlez,17

President and CEO of Trinity Health New England, and I18

hereby adopt my testimony, as submitted to the Office of19

Health Care Access.20

Thank you for the opportunity to speak to21

you today about our proposal to add Saint Mary’s Hospital22

to our growing system.23

Since we formed Trinity Health New England24
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in October of 2015, our system and Trinity Health1

nationally has continued to grow. Adding Saint Mary’s2

Hospital and its related entities to Trinity Health New3

England will strengthen Saint Mary’s and our system by4

continuing acceleration of our efforts to create a5

regional population health management model that builds6

on low cost, high quality, and the provision of the right7

care at the right time in the most appropriate health8

care setting.9

Improving access to capital for strategic10

growth and clinical service enhancements, supporting11

future capital investments at both organizations, as well12

as securing Saint Mary’s existing and future pension13

liabilities, supporting system-wide efforts to recruit14

scarce health care professionals and enhance the quality15

of the health services delivered to our patients through16

participation in evidence-based initiatives and medical17

service innovation programs.18

Also, preserving Saint Mary’s not-for-19

profit mission and Catholic identity with its rich20

history of service to the Waterbury community spanning21

nearly 110 years.22

As was noted in the Certificate of Need23

application, Saint Mary’s Hospital began its search for a24
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partner in February 2015. Once all regulatory approvals1

are obtained, Saint Mary’s will join Trinity Health New2

England, and two members of the Saint Mary’s Hospital3

community will be appointed to the Trinity Health New4

England Board of Directors.5

Once approved, Saint Mary’s will join the6

other organizations that make up Trinity Health New7

England and support our continued efforts to promote the8

health of all those, who choose to use the health9

services provided by Trinity Health New England, Inc.10

I’m available to answer any questions you11

may have. Thank you so much.12

HEARING OFFICER HANSTED: Thank you.13

MR. WABLE: Good afternoon.14

HEARING OFFICER HANSTED: Good afternoon.15

MR. WABLE: I’m Chad Wable, President and16

CEO of Saint Mary’s Hospital and Saint Mary’s Health17

System, and I hereby adopt my pre-filed testimony.18

First of all, I’d like to thank all of you19

for bringing us together today for this very important20

hearing. I want to thank all of you and the involved21

agencies for the diligence and work in reviewing our22

application.23

Since 2002, Saint Mary’s saw the value and24
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importance in forming a broader, larger partnership with1

a national or regional system. Over the past decade,2

we’ve been truly blessed to have been able to grow3

stronger and more stable and to affirm ourselves as a4

highly-respected and trusted hospital and health care5

company.6

We have added services and programs. We7

have added numerous jobs. We have added several8

physicians and clinicians to our medical group and9

medical staff to better serve the Greater Waterbury area.10

Everything we do at Saint Mary’s is11

grounded in our Catholic values and mission and focused12

by our vision, a vision perfectly aligned with Trinity’s13

vision and their People 2020 strategy.14

Joining Trinity is almost surreal to me,15

considering what we have been able to accomplish16

independently and our many attempts at forming a larger,17

broader strategic partnership through the years.18

This partnership with Trinity Health is so19

perfect for us and so perfect for our people in our20

community. The scale, the resources, the efficiency and21

expertise will certainly move us towards our collective22

vision of value in population health.23

The benefits to Saint Mary’s of joining24
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Trinity Health are endless. Our proposal was so1

straightforward, Catholic-to-Catholic, not-for-profit and2

not-for-profit and so on.3

And through our member substitution,4

there’s nearly no organizational changes, no service5

changes, and no exchange of money.6

What does change is we, in our community,7

get a great deal of stability, security, certainty and8

confidence in Saint Mary’s, confidence in health care for9

Waterbury, and confidence for the health of our community10

as we look so positively to the future.11

This is a time of great enthusiasm, a time12

of great excitement, and a time of great optimism for the13

entire Saint Mary’s family and for the Greater Waterbury14

community.15

What is most perfect is this transaction16

will cement our over 100-year history into the business17

and health care fabric of Waterbury for another 10018

years.19

The heritage and work of our founders and20

sisters of St. Joseph’s will be protected, and it will21

live on with great hope and promise.22

We are privileged to have the opportunity23

to join Trinity Health, an impressive, national, people-24
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centered organization, with great talent, resources and1

values.2

I look forward to answering any questions3

that you may have.4

HEARING OFFICER HANSTED: Thank you.5

MR. MAZAIKA: Good afternoon.6

HEARING OFFICER HANSTED: Good afternoon.7

MR. MAZAIKA: I’m Robert J. Mazaika,8

Chairman of the Board of Saint Mary’s Health System. I9

hereby adopt my testimony, as submitted to the Office of10

Health Care Access.11

The decision to become part of Trinity12

Health New England represents the culmination of a long13

and arduous process for Saint Mary’s Health System.14

Our search for a strategic partner has15

been underway for more than 10 years. During this time,16

we have met with many hospitals and health systems from17

around the country.18

As many of you know, we have made other19

proposals prior to this one, however, for a number of20

reasons, those proposals were never brought to fruition.21

In my role as Chairman of the Board, as22

well as Chair of our Strategic Partner Task Force, I can23

say with great confidence and conviction that this is24
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truly the best possible outcome for Saint Mary’s, our1

staff, and, most importantly, the communities we serve.2

Our selection process was extremely3

rigorous, because we were considering our options from a4

position of strength. We did not need to rush into a5

decision or compromise our principles.6

Our Task Force and our Board carefully7

considered a number of options over a long period of8

time. Throughout this period, the health care industry9

has continued to evolve at a rapid pace, however, we have10

remained steadfast in our commitment to our principles.11

When we began this process more than a12

decade ago, Archbishop Henry J. Mansell established a13

Task Force, and, in turn, created a series of guiding14

principles for affiliation, which served as our litmus15

test for any potential partner we were considering.16

Those principles included philosophical,17

financial, strategic and people requirements. The18

philosophical principles focused on maintaining our19

community-based mission, improving the delivery of care,20

and adhering to the ethical and religious directives,21

while maintaining our Catholic identity.22

The financial principles focused on23

improving the net asset value of Saint Mary’s, gaining24
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access to capital, and satisfying our pension liability.1

The strategic principles included improving technology2

and the standard of care and gaining access to regional3

and national resources.4

Finally, the people principles were5

focused on improving the recruitment and retention of6

talent and creating opportunities to strengthen7

partnerships with our medical staff.8

Trinity Health meets these principles to a9

degree unsurpassed by other health systems. They are not10

only a good fit for Saint Mary’s. They represent a11

direct match for our heritage, our culture, our community12

and our vision for the future.13

The size and strength of Trinity Health,14

the third largest health system in America, will provide15

the necessary financial resources to backstop our balance16

sheet, provide necessary capital well into the future,17

and enhance our ability to attract talented physicians18

and clinicians, who are the life blood of our health19

system.20

On behalf of our Board of Directors, who21

represent the communities we serve, I urge you to approve22

this proposal, which will allow Saint Mary’s to continue23

its mission of delivering quality health care in a24
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spiritually-enriched environment well into the future.1

Thank you very much for your attention.2

HEARING OFFICER HANSTED: Thank you.3

DR. SCHNEIDER: Good afternoon.4

HEARING OFFICER HANSTED: Good afternoon.5

DR. SCHNEIDER: I am Dr. Steve Schneider,6

Chief Medical Officer at Saint Mary’s Hospital, and I7

hereby adopt my testimony, as submitted to the Office of8

Health Care Access. Thank you very much for the9

opportunity to speak with you today.10

In my role at the hospital as Chief11

Medical Officer, I am focused primarily on working12

effectively with both the medical staff and the13

leadership and management of Saint Mary’s Hospital.14

I am very pleased to report that the15

proposal to become part of Trinity Health New England has16

been met with widespread support from our medical staff.17

As we all know, the health care delivery18

system is changing dramatically. Nobody experiences this19

more directly than physicians, who are at the forefront20

of patient care.21

While most physicians recognize the need22

for these changes and are, in fact, helping to drive and23

implement them, there is a sense of uncertainty that24
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accompanies change of this magnitude.1

Here in Connecticut and, specifically, in2

Waterbury, the changing landscape has left many3

physicians seeking a sense of stability.4

Becoming part of Trinity Health New5

England provides exactly that sense of confidence and6

clear direction that many of our medical staff members7

and physicians in the community desire.8

Becoming part of Trinity Health New9

England will strengthen and enhance a number of critical10

issues, including first physician recruiting and11

retention. Maintaining a vibrant dynamic and stable12

medical staff is essential to the health and well-being13

of the community.14

This applies to both primary care15

physicians and specialists, yet recruiting physicians to16

our community has been a challenge.17

Becoming one of the largest health systems18

in the nation, with all of the benefits, will make us far19

more attractive to physicians.20

Next, investment and technology and21

facilities. New physicians are being trained using the22

most current clinical technologies, and they expect these23

technologies to be available where they practice.24
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This applies to everything, from1

electronic health records to the most advanced clinical2

equipment. Having access to capital through Trinity3

Health will greatly enhance our ability to create and4

maintain the kind of environment that today’s most5

talented and capable physicians expect and deserve.6

Lastly, changes in the health care7

delivery system, itself. The health care delivery system8

of the future will be very different than it is today,9

with an emphasis on value-based reimbursement and10

population health management.11

Functioning in this environment will12

require different skills and different structures.13

Becoming part of a large regional and national system14

will allow the Saint Mary’s medical staff to prepare for15

and ultimately thrive in this new environment.16

Through my many discussions with17

physicians in our community, it’s clear that they18

understand the challenges that lie ahead. It is also19

clear that physicians want the kind of proactive,20

forward-looking action that this represents.21

I urge you to look favorably upon this22

proposal and approve Saint Mary’s becoming a member of23

Trinity Health New England. Thank you.24
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HEARING OFFICER HANSTED: Thank you.1

MR. HARTLEY: That concludes our initial2

presentation.3

HEARING OFFICER HANSTED: Okay, thank you.4

(Whereupon, the public spoke.)5

HEARING OFFICER HANSTED: We will go to6

OHCA’s questions. Ms. Riggott, do you want to begin?7

MS. KAILA RIGGOTT: Sure. Kaila Riggott,8

OHCA staff. I’m not sure. There may be different9

individuals, who will answer these questions, so I’ll10

just pose them generally.11

Based on your application, pre-filed12

testimony, etcetera, OHCA has certain areas of interest13

we’d like to have a brief discussion about and also want14

to understand if you have any concerns or challenges15

regarding them. These would include CHNAs, community16

benefit, Board makeup, etcetera.17

You’ve mentioned in your response to18

OHCA’s interrogatories that the CHNA is scheduled to be19

completed in June and the implementation plan mid-20

November.21

In your application, you stated that the22

New England Regional Health Ministry and Saint Mary’s are23

currently addressing the community needs within the Saint24



RE: SAINT MARY’S HEALTH SYSTEM, INC./TRINITY HEALTH, INC.
MAY 9, 2016

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

22

Mary’s community and will continue to do so if the CON is1

approved.2

Specifically, how will this proposal3

affect the implementation plan being developed to address4

priority health needs identified in the CHNA, how does5

Trinity and the Regional Health Ministry support the6

CHNA, and how will they be participating in the process?7

MR. HARTLEY: Chris Hartley of St.8

Francis. I want to ask Joe Connolly to speak to where9

things stand on the Waterbury Community Health Needs10

Assessment, and then Dr. Marcus McKinney will talk about11

how we’re integrating that with what we’re doing in the12

rest of Trinity Health New England that ties to the13

Community Health Needs Assessment and Strategic14

Implementation Plan you raised as a question. Joe, you15

want to start?16

MR. CONNOLLY: Sure. I’m Joe Connolly17

from Saint Mary’s, and, as Bill Quinn said, we have a18

very robust partnership here in Waterbury that Saint19

Mary’s is a founding partner of, both participation not20

only from health care providers, but, in addition to21

that, some of the other funders in the city, both of our22

large philanthropies are involved, and it’s been an23

ongoing process.24
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We’ve used research that was conducted in1

2013 when we did our initial needs assessment. We’ve re-2

upped and had another round of research that was3

completed earlier this year.4

As opposed to changing anything, I think5

it’s a refocusing, so, for instance, where we were6

talking about some of our chronic health conditions last7

time, this year, for instance, we’re going to be looking8

at a more narrow focus on asthma, which is consistent9

with what’s going on at the Connecticut Hospital10

Association, consistent with other programs here in the11

state, so I think that it’s an evolution and a refocusing12

and a continuing of what has been set forth, and there’s13

ongoing communication from all the partners to make sure14

that that work continues.15

And, as Chris just alluded to, Marcus16

McKinney could add to that, but we certainly see, from17

the Saint Mary’s perspective, that the experience and18

commitment that St. Francis is bringing to that and19

Trinity Health is going to help accelerate that and20

provide some perspective that we might not already have21

here in our community.22

DR. McKINNEY: Hi. Marcus McKinney, Vice23

President for Community Health for Trinity Health New24
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England.1

So several things surface to the top to2

try to address how we support for Trinity Health New3

England, the Waterbury area and Saint Mary’s.4

First, we would refer to the hub of5

community health and health equity work at our Trinity6

Health New England system is the Curtis D. Robinson7

Center for Health Equity.8

That will be an approach that will allow9

for team extension into Waterbury, as it has in10

Springfield and in Hartford and for Johnson Hospital,11

Johnson Memorial Hospital.12

That is a team of eight individuals,13

multi-cultural, multi-lingual, that really amends Vice14

President Connolly’s comments, and, also, I would refer15

back to the earlier comments of the Director of Health in16

Waterbury, because the community health strategy that17

Trinity referenced to be a speaker of at ACHI meeting,18

the Community Health Improvement meeting in March, really19

is community health and well-being.20

So what we would be glad to do for you is21

really highlight that the community health and well-being22

is the strategy, and well-being touches all those social23

determinant issues, so the strategy baits into the24
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priories of obesity, tobacco, to be at the highest level1

of concern for strategies that’s already in the Greater2

Waterbury strategy, the partnership that was mentioned by3

the Director of Health, but really would be able to amend4

it by the resources and insight from a regional approach,5

which includes Hartford.6

So our Center for Health Equity and the7

fact that we’re looking at well-being and where are we8

getting that from, we’re getting the information from the9

existing health needs assessment that’s taking place by10

DataHaven, and DataHaven you may remember, some of you,11

is a first of its kind health and well-being assessment12

in this country, and it’s for all of our hospitals that13

are implicated here in Connecticut.14

So we have the first set of questions from15

the community that touches on social determinate issues.16

That will help inform implementation plans to support the17

Waterbury region and Saint Mary’s.18

MR. DADLEZ: In addition, we also had the19

national initiatives at the corporate headquarters of20

Trinity and Detroit, where we have a Senior Vice21

President for Community Outreach and his whole team that22

is providing resources for the regional ministries, in23

addition, so this is a comprehensive commitment that24
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Trinity Health has made significantly to the communities1

that it serves.2

One of its primary focus is community3

outreach and community health and well-being and the4

people that we serve, so there are dramatic resources5

throughout the whole organization that are available.6

MS. RIGGOTT: And just to follow-up on7

that, the resources would consist of?8

MR. DADLEZ: First of all, resources that9

consist of the talent and the content experts that we10

have, both on a national level and a regional level.11

I mean I think that first the priority is12

the mindfulness of that and the focus that we have and13

those people that have been trained and have been doing14

this work for years and years.15

There’s also a financial commitment that16

Trinity basically has set aside a significant portion of17

its budget this past year to really focus on things, like18

obesity and tobacco use and those kind of things in all19

the different regions comprehensively across the state.20

They setup specific guides and parameters21

and expectations for each of the health ministries to22

meet all across the nation, so this is kind of -- the23

point is it’s hardwired into what we do, and it’s a very24
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significant commitment.1

MS. RIGGOTT: Thank you. In the2

application, it was stated that, for Trinity Health,3

success will be measured against the triple aim4

objectives, its ability to actually deliver on all three5

dimensions of better health, better care and reduced6

costs.7

Does Trinity have any outcome data on8

which to measure these successes?9

MR. O'CONNELL: This is James O’Connell10

from Trinity Health.11

We have a lot of outcome measures and a12

lot of strategic aims. What we’ve done is positioned13

ourselves to where we want to be in the top quartile by14

2020 in all of our ministries across the organization,15

and those are all measured differently, so lowest cost16

provider, highest quality and highest satisfaction.17

We use national data to benchmark against,18

so it’s the HCAHPS for the patient care experience.19

Quality, we have a very sophisticated quality score card20

that measures across the full continuum of services that21

we have, and we compute that into GPA, and we have all of22

our facilities measured on that every month along the23

way, so we know, prior to something happening, that we’re24
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going in the wrong direction, or we’re going in the right1

direction, so we use those measures for our success.2

The truth will be, you know, for those3

payers at the end of the day, who want to contract with4

us to provide their care, because they’re going to look5

for the highest quality, lowest cost facilities6

available, and we hope to have 75 percent of all of our7

contractual arrangements in an alternative payment form8

by 2020. That’s our other measure.9

MS. RIGGOTT: Thank you. Next question.10

OHCA is interested in encouraging community building11

activities that are aimed at addressing the social and12

economic determinants of health and examining the13

outcomes and cost effectiveness of improvements that14

result from community building activities.15

Saint Mary’s most recently submitted 990s.16

I believe it shows that physical improvements and17

workforce development appeared under the community18

building activities.19

With respect to community benefit and20

community building, are there plans to align with the21

CDC’s 618 initiatives interventions and/or Healthy People22

2020?23

MR. CONNOLLY: The CDC program is one that24
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we participated in as a community this year, and the1

asset not only is Saint Mary’s, but throughout the rest2

of the community, as well, so I think that it was -- we3

spent six months studying that. We had representatives4

actually participate in the meeting where a lot of those5

initiatives were laid out, and the recommendations that6

we are making not only to ourselves as an organization,7

but community-wide, are completely consistent with that,8

so I would say yes.9

MS. RIGGOTT: Okay. In your application,10

also, you state that Saint Mary’s is committed to11

supporting its community and is projecting a three12

percent increase annually as part of New England Regional13

Health Ministry, and Saint Mary’s will be able to14

collaborate on planning activities on a regional level,15

leveraging the expertise and resources of the Regional16

Health Ministry.17

Can you please confirm your plans to18

increase the level of community benefit provided as a19

result of this acquisition?20

MR. HARTLEY: Can you tell us what page21

you’re referring to?22

MS. RIGGOTT: I believe it’s page 85. I23

believe it mentions projecting a three percent increase24
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per year. I may not have the right page. It’s at the1

response to the first part of --2

MR. HARTLEY: Chris Hartley. I believe3

you’re talking about the response above on Exhibit S6?4

Is that what you’re talking about?5

MS. RIGGOTT: Um-hum. Yeah. It refers to6

Exhibit 17, question O.7

MR. HARTLEY: Chris Hartley, St. Francis.8

We’re looking at page A46. This is talking about the9

increase in community benefits that’s measured each year10

through our community benefits report and looks at how11

much increase in delivery of community benefits we’ve12

had.13

If you look at our latest community14

benefit report for St. Francis, the actual $78 million we15

gave in 2014 in community benefits is measured by that16

program. It actually went to 104 million in 2015,17

primarily driven by the shortfalls in Medicaid payments18

for care and other government payments.19

So one of the biggest contributors for the20

growth in that area is the continued reduction in21

provision of payments for Medicaid and Medicare patients22

that use services, and that commitment to continue to23

grow is basically exceeding three percent at this point24
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in time, and we’ll continue that commitment to the1

patients that need our care, and, unfortunately, that2

care payment has been continually reduced as part of the3

program. That’s what that’s referred to.4

MS. RIGGOTT: Thank you. And then, with5

respect to charity care, can you confirm for the record6

that you are committed to either maintaining or7

increasing the level of charity care as a result of the8

acquisition, and there would be no concerns in notifying9

OHCA if there were any changes in that level?10

MR. HARTLEY: We provided information in11

the application that says that our charity care policies12

will continue. There should be no change.13

What we did in the earlier applications,14

we actually met the most stringent standards of Trinity15

Health Care for our previous parts of the system. We’ll16

continue to do it with Saint Mary’s as part of the17

program.18

MS. RIGGOTT: Thank you. My next question19

is regarding evidence-based initiatives. Mr. Dadlez, you20

mentioned in your pre-filed testimony the acquisition21

will enhance the quality of health services delivered to22

patients through participation in evidence-based23

initiatives and medical service innovation.24
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Can you elaborate a bit and discuss your1

top proprieties with respect to these initiatives and2

innovation?3

MR. DADLEZ: Let me think what the best4

answer to that is. Pulling together an organization,5

such as we are, offers a tremendous opportunity to really6

develop and foster and grow really top quality health7

programs.8

Because we have the size and the9

intellectual capital of our clinical enterprise that is10

in a regional basis and together with the intellectual11

capital and all the research and development and12

resources of Trinity Health, that’s a national13

organization that’s looking at all these quality14

initiatives, we’re going to be working together in15

bringing people together on many, many clinical16

initiatives.17

It’s not just -- it’s hard to say, you18

know, just one. There are many clinical initiatives,19

where we will get synergies, and we will be able to20

become more efficient and effective and raise the bar on21

creating standards of care.22

So what we’re going to be doing is are23

standardizing and taking variation out of the system and24
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creating a greater opportunity to really provide the1

utmost care, so, for example, we have three bariatric2

programs currently in our region.3

They’re all independent. They all have4

their own individual standards of care, and what we’re5

doing are pulling together leadership in those, as an6

example, in that clinical entity, and all of those7

individuals will be looking at and fostering and8

developing what’s the best clinical programming as a9

system and raising the bar and saying this is a better10

way of taking care of those bariatric patients.11

For example, we may not need three12

centers. Maybe it will be better to consolidate some of13

those operations and just do them in Waterbury or14

whatever we believe, but the opportunity is to bring all15

those people together and really use their expertise and16

clinically develop those types of initiatives.17

We can have other people to even address18

that. I don’t know if you would want to, or maybe Dr.19

Silverman, or others may want to comment on that.20

MR. HARTLEY: Chris Hartley. If you refer21

to page 1027 and 1028 of the application ?? there we list22

some of the ways in which working with Trinity will bring23

additional quality initiatives ??24
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One of the things Trinity has is the1

universal -- there’s a clinical access system that we use2

as part of our organization that basically sets standards3

for physicians’ care across all of our system, uses4

evidence-based practices to deliver that care.5

We see that employed also through our6

clinical service centers of excellence that will manage7

to map those centers of excellence with those at Saint8

Mary’s using standard protocols across all of our system9

to ensure common clinical protocols and common treatment10

as part of the program.11

We also basically are going to be using12

similar clinical protocols for all our physician groups13

throughout the system, which ensures common treatment for14

patients, as well as the same health information system15

across all of our system, again, being able to move16

patients within our system and keep the same medical17

records and keep the information together for those18

patients. It’s part of our initiative to raise the19

quality of care there.20

Actually, this is a question that should21

be answered by a clinician. I’m not a clinician, so,22

Adam, Dr. Silverman, you may want to comment on this.23

DR. SILVERMAN: Hi. Adam Silverman, Vice24
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President for Ambulatory Strategy at Trinity Health New1

England.2

I think Mr. Hartley started to get into3

where I believe the real value of bringing Trinity Health4

to Connecticut and Western Massachusetts is really5

benefitting the patients through the clinicians on the6

ground, and part of that is this unified clinical7

organization that Mr. Hartley was describing, where,8

regardless of what program we’re talking about, what we9

want to look for across our system and the real value of10

the system is to find what I’ll call best in breed, so11

who is doing best in whatever program we’re talking12

about.13

It could be an open heart program. It14

could be an obesity program. It could be care of the15

elderly. How do we keep the older adult population16

living independently longer?17

Up until now, it’s been what locally we18

have in our own particular organizations that really have19

driven sort of either the evidence-based or, when the20

evidence is lacking, the best practice.21

Now we have partners across the country in22

22 states, who have struggled with the same thing. Some23

are a bit ahead of us, some are a bit behind us, and it24
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saves us from having to recreate the wheel, so we can1

bring that evidence-based or that best practice to bear2

more rapidly by being connected to this unified clinical3

organization for our physicians.4

Rather than go program-by-program, it’s5

who are the high-risk patients? Who are the ones that we6

need to identify today, who are going to be our patients7

tomorrow? How do we keep them healthier? How do we keep8

them out of the hospital? How do we keep them out of the9

emergency room? How do we reduce the cost and the time10

that they spend in the health care system, and how do we11

improve their overall well-being moving forward?12

MS. RIGGOTT: Thank you.13

MR. HARTLEY: Chris Hartley. Just one14

other thing to point out. This is multi-dimensional.15

Basically, we work with Trinity Health on the state and16

local basis on legislative changes that are necessary to17

encourage program development.18

On Tobacco 21, for example, what we think19

is a best care scenario. Basically, we help to work20

passing an increase in the smoking age from 18 to 21. We21

didn’t succeed this year, but that’s part of Trinity’s22

ongoing initiatives across the country, to move the23

tobacco age up, because there’s evidence base that if you24



RE: SAINT MARY’S HEALTH SYSTEM, INC./TRINITY HEALTH, INC.
MAY 9, 2016

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

37

move the age up for people to begin smoking, fewer people1

actually start.2

We also work with obesity programs3

nationally, and we look at them locally to try to promote4

those programs, as well, as part of our evidence-based5

practice at reducing obesity, particularly in the poor6

populations, as a way to manage a variety of health7

issues, including diabetes, amongst others, so we’re part8

of that.9

We’re part of a national what’s called a10

Tiger Teams Initiative to expand access to behavioral11

health services nationally, on a national level and12

locally, to make sure that we have mental health parity13

for all patients and families in this community, so those14

are all initiatives that we work on, as well, as we work15

with Trinity to try to move those issues forward16

nationally and statewide.17

MS. RIGGOTT: Thank you. My next question18

is for Mr. Wable. You mentioned in your pre-filed19

testimony via the transfer agreement that parties intend20

to reduce the cost of health care in the New England21

Regional Health Ministry service area and St. Mary’s22

Waterbury service area.23

Can you elaborate on how this is intended24
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to be accomplished?1

MR. WABLE: Sure. I think there’s2

probably multiple ways that this will be attended to. I3

think, first, on the local level, we’re always looking at4

ways to be more efficient, through better productivity5

management, better management across the entire health6

system. That’s the first and foremost, is what can we do7

locally?8

Regionally, we’re going to be able to then9

work together to figure out where there might be a10

certain amount of synergies where we can work better11

together.12

An example of that is through supply chain13

alone, both on the regional and national level.14

Hopefully, we’ll be able to buy products and services at15

a lower cost as a result of multiple parties working16

together to accomplish that. That’s another example.17

The third way will be best practices18

across all the different entities, so each one of us may19

take care of a surgical patient or a medical patient a20

little different than one another, being able to have21

forums, where physicians and clinicians and22

administrators can come together and learn what those23

best practices might be and roll those out within a24
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region or use national best practices to roll out where1

there have been either cost saving, evidence of cost2

savings nationally, or regionally, or otherwise, where we3

can continue to reduce cost, and I think, through all of4

those prongs, we will be able to reduce costs over time.5

MS. RIGGOTT: Okay, thank you. My next6

question is regarding the makeup of the Board. In the7

application, it was stated that the New England Regional8

Health Ministry Board of Directors will appoint two9

members from the Saint Mary’s community to the Board.10

It’s important to OHCA to have true11

community representation on the Board, and I’m wondering12

if there are alternatives to having community members13

selected by the Board.14

We are most interested in someone, who can15

bring the community’s concerns to the hospital and16

likewise bring hospital information to the community.17

MR. DADLEZ: Well I’m sure you know that18

the organization is a community not-for-profit19

organization, and all the Board members that serve are20

volunteer Board members that are community21

representatives, so we think we do a great job in22

identifying individuals that represent the community.23

We’re really focusing on making sure that24



RE: SAINT MARY’S HEALTH SYSTEM, INC./TRINITY HEALTH, INC.
MAY 9, 2016

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

40

they’re reflective of the community and trying to get1

more minority representation and others on our Board, but2

we feel that those individuals that are currently in3

place and the potential folks that are coming on board do4

reflect and bring that community representation, so I’m5

not sure what other suggestions you might have, but we6

think that they’re incredible advocates for their7

communities and have done a really outstanding job over8

the years representing the community, so we feel we’re in9

good shape, but I don’t know whether, you know, what,10

specifically.11

MR. HARTLEY: I think it’s evidenced by12

the public testimony and the letters that are in our13

application. There is no apparent concern about the14

level of representation we have provided to the community15

in the past. We’re remaining not-for-profit.16

We continue to provide plenty of access to17

our community health and needs assessment and other18

activities to services and needs in the community and19

will continue to do so.20

MR. DADLEZ: We also have many other21

avenues of community representation. For example, our22

Curtis Robinson Center for Health Equity has a very23

comprehensive Advisory Board that brings together leaders24
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in the community that are really focused on health equity1

and their issues. All that information bubbles up to the2

regional Board. All our local Boards have community3

representation, that, in addition, they focus on the4

quality, on the immediate local needs of those5

communities.6

All that information comes up to the7

Board, so one of the things of a well-functioning Board8

is not to have an overwhelming volume of people on it,9

because you’ll never get anything done.10

You want to have the correct number of11

folks on there and make sure that you’re really12

implementing the strategic direction for the community,13

so you don’t want to overwhelm it, you don’t want to14

overburden it, but you want to make sure all the correct15

information comes up to the regional Board, and I think16

that we’re doing a very good job at it right now in my17

estimation.18

MS. RIGGOTT: Thank you. With respect to19

a three-year service plan, are there concerns regarding20

submitting to OHCA a plan describing any consolidation21

reduction, elimination, or expansion of existing22

services, or introduction of new services?23

MR. HARTLEY: Chris Hartley, St. Francis.24
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I think the issue here is threefold. One, it is a health1

service. What is a health service, and what are we2

talking about, and, also, recognizing the dynamic nature3

of health care right now, projecting today, and we will4

be happy to commit to what we’re providing services now.5

Without taking into account the changes6

that are rapidly occurring in the health care system, the7

changes in reimbursement, and, actually, the changes in8

the way we deliver health care potentially could lock in9

place services without service change that are not10

appropriate to do at this point in time, but, clearly,11

our intention is to continue to provide health services12

in this community over the three-year time frame that’s13

talked about, but there’s nothing magic about three14

years.15

The issue here is to make sure that we do16

care in the right place, the right way, at the right17

time, and that’s going to change over time, and it’s18

going to be focused more and more on prevention and19

maintaining the total health of a person over time, so,20

yes, the concern would be artificially locking in place21

an ill thought out definition of health services that22

doesn’t give us the flexibility to change with the way23

health care, itself, is changing in a rapid fashion.24
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As you know, some of the things that we’ve1

talked about today, even the input of the Community2

Health Needs Assessment, isn’t available at this point in3

time. When this is finished and available, there may be4

some new areas that identify for us as part of that.5

Clearly, the reimbursement changes that6

are going on have impacts and pressures on all health7

care providers, and working with others in the8

collaboration may change the way we deliver that health9

care in the future, and we’ve got to look at that and10

think of that as we go forward together, but, clearly,11

our intention remains to provide the health services that12

we have today tomorrow, but perhaps in a different way,13

and we can’t predict all those ways at this point in14

time.15

MS. RIGGOTT: Thank you. Any my last16

question involves the capital investment plan. Are there17

any concerns with submitting to OHCA within a specified18

time frame a capital investment plan, detailing a list of19

planned capital expenditures with descriptions and20

associated estimated costs and time frames?21

MR. BITTNER: I think, with -- David22

Bittner. I think that any capital planning I think both23

our organizations, St. Mary’s and Trinity Health, Trinity24
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Health New England, try to plan out capital in a three-1

year, five-year kind of time frame, however, even in a2

single year, it’s hard to predict that the capital that3

we planned this year for next fiscal year that we’ll4

spend all that capital exactly how we’ve outlined, those5

capital spends.6

I think we’ve provided to OHCA in a series7

of reports those kind of capital expenditures that we8

kind of foresee, in terms of facilities, equipment,9

technology, as well as other kind of future opportunities10

that we haven’t identified what those opportunities are.11

We have provided, I think, at least in the12

last, next couple of years related to capital, but, from13

the specificity around which pieces of equipment or which14

facilities are those that I don’t think we have -- able15

to commit to, simply because even when we have a fiscal16

year budget over a 12-month period, those change on a17

month-to-month basis, depending on availability of18

capital, what’s happening with funding from the state and19

the federal side, as well, which really has a place hold20

on what and how much capital you can spend in a fiscal21

year.22

MS. RIGGOTT: Thank you.23

MR. DAVID FERNANDES: Hello. My name is24
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David Fernandes. I’m part of the OHCA staff. My1

questions will pertain to the intercompany system fees,2

and my first question is going to be would it be accurate3

to say that the incremental column within the financial4

Worksheet A, as submitted in the pre-filed testimony,5

does not include the Trinity Health New England6

intercompany fees?7

MS. SCHNEIDER: Jennifer Schneider. With8

respect to the intercompany fees, there’s a couple of9

different components, and the first is the system10

allocation, which is -- I think you’ve seen us reference11

it. It’s a .8 percent of total operating expenses.12

When we show the incremental savings of13

one percent, that was net of the 1.8, so those types of14

corporate fees really are to support all the things we’ve15

talked about here, evidence-based standards as we move16

forward, and it really gives the ministries access to17

those services and really that benefit.18

There’s another piece, as you see19

reference in the definitive agreement and other places in20

the submission, where it talks about shared services.21

In those shared services, really we tap22

into those. They’re more direct expenses, so once we23

start utilizing revenue cycle and other areas directly,24
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it’s really, again, a one-for-one, so there’s no1

incremental costs associated with either Trinity Health2

New England or Saint Mary’s with respect to those, and3

those come on later, as we become more mature into4

Trinity Health and Trinity Health New England as the5

organizations move forward.6

MR. FERNANDES: Thank you. My second7

question is can the Applicants at this time provide an8

estimated dollar amount for what the intercompany fee9

might be after the first year of the proposal?10

MS. SCHNEIDER: So the intercompany fee,11

again, is the .8 percent of operating expenses, and it12

will be set at the Trinity Health New England level, so,13

you know, for Trinity Health New England, it will likely14

be about between eight and nine million for the entire15

system, and then it will be Trinity Health New England’s16

responsibility to allocate that across all of the local17

hospitals and other entities within the organization.18

MR. FERNANDES: Okay, thank you. Third19

question. Currently, what is Saint Mary’s spending on20

the services that will now be covered by the intercompany21

fees?22

MR. BITTNER: Well I think it’s hard to23

quantify at this point, because there are certain I guess24
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operational costs that we just haven’t been able to get1

to. Some of them are purposes for FTC reasons, but, as2

you look at Trinity’s overall supply chain that Chad3

Wable had just mentioned, in terms of changing group4

purchasing organizations and having a group purchasing5

organization the size that Trinity Health has, bring6

supply chain savings to Saint Mary’s, specifically, but,7

also, to Trinity Health New England.8

In addition to that, they also maintain9

their own commercial insurance programs. Not only10

commercial insurance, but for property, casualty, general11

liability, malpractice. All those costs are self-insured12

by Trinity Health.13

There’s 90 hospitals with over $15 billion14

or $16 billion in revenue, so given that scope in size,15

so insurance costs related to Saint Mary’s, supply chain16

costs, also treasury costs, when you start looking at17

cost of capital, the amount of investment return that one18

could have, when you’re in a position like Trinity Health19

has been, St. Francis Care and Saint Mary’s, as well,20

where you’re subject to debt covenants around certain21

days cash on hand, you don’t really have the luxury to22

invest a lot of your cash into the open market, because23

it doesn’t -- it can’t really suffice with the swings in24



RE: SAINT MARY’S HEALTH SYSTEM, INC./TRINITY HEALTH, INC.
MAY 9, 2016

POST REPORTING SERVICE
HAMDEN, CT (800) 262-4102

48

the market, so if you have an unrealized loss, it can put1

you in a position where now you no longer meet those2

covenants.3

And, so, with Trinity Health, they4

actually put, they can actually put those investments in5

the market and earn an additional return, so it’s not6

only a savings on expense perspective, but, also, it’s7

beneficial interest or investment income that can be8

generated from the cash that’s currently on hand at the9

respective organizations.10

MR. FERNANDES: Thank you. My last11

question will be, other than the intercompany system12

fees, will Saint Mary’s be required to make any other13

payment, either directly or indirectly, through the New14

England Regional Health Ministry to Trinity Health, Inc.?15

MR. BITTNER: Well, at this time, there’s16

no fees that I can tell you today that would occur and17

how some of those could change in the future.18

I do think that, as we bring the region19

together, there will be shared services across the whole20

region, so there will be regional costs that will be held21

at Hartford, so revenue excellence, a revenue cycle, for22

instance.23

What we’re trying to work on is developing24
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a unified billing office, so if you’re a patient,1

wherever you had gone within Trinity Health New England,2

you would get one patient bill for any service provided3

by any clinician, who is affiliated with our system,4

would go through a unified billing office, and that5

patient, then, is connected throughout the entire region6

through the electronic medical record.7

So with that aspect, some of those8

services are corporate services, and those fees, then,9

would be charged up through the individual hospitals that10

they belong to, so Saint Mary’s could have a regional11

fee, if you will, but all those fees would just be offset12

by the overhead cost reductions as the system kind of13

matures and achieves and climbs the scale throughout the14

region.15

MR. FERNANDES: The billing service, is16

that included right now in the .08 percent?17

MR. BITTNER: No, it’s not.18

MR. FERNANDES: So it potentially may be19

an increase, or there may be a potential like --20

MR. BITTNER: There may be a price that21

goes, maybe a cost over to the regional system, but if22

you look at the cost currently for Saint Mary’s to23

provide billing services, that actual cost would go down.24
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It would just be, instead of spending it1

on FTEs within the local area, it would be in a regional2

setting, so, actually, a reduction in the overall cost,3

itself, but it stays within the region.4

MR. FERNANDES: Okay, thank you. That5

concludes my questions.6

MR. RONALD CIESONES: Ron Ciesones, OHCA7

staff. My questions are going to start regarding some of8

the accounting methods and the financial stability of the9

organizations. They come from the interrogatories that10

were filed.11

Regarding the statement of operations data12

for the first six months that were submitted with the13

pre-file, do you expect the financial performance would14

be similar in the second half of the year as with the15

first six months of activity?16

MR. BITTNER: The short answer is, no, no.17

We expect operations to improve. September of 2015, the18

health system, both our health systems, actually, was19

really hit with the first kind of round of Governor20

Malloy’s reductions and really forced us, and we at St.21

Francis Care had a budget ready to go in front of our22

Finance Committee.23

We actually kind of tossed it. We kind of24
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restart the budget process over again, and that time that1

it took, basically, to respond to the reductions in2

reimbursement on the State and the Federal level I think3

took us at least that six months, and, as Chris has4

stated before and Chad, as well, what we’ve done is focus5

on productivity improvements, trying to look at the6

productivity of our staff, provide them tools and7

resources to better manage the staff and be able to flex8

up and down between where the volume is occurring with9

each of the patient floors.10

That, and then working with Trinity Health11

to try to optimize some of the synergy, so it’s taken us12

I think the first six months of the fiscal year to get in13

line a lot of those operating improvements and get in14

line some of the strategic initiatives that we wanted to15

put in place to make those improvements into the fiscal16

year, so that six months ending March we actually had17

significant improvements in our fiscal situation, were,18

actually, we had a $3 million gain as Trinity Health New19

England and then moving forward in the April, May, June,20

which completes the fiscal year for Trinity Health.21

We expect the latter six months to improve22

significantly, and we’re hopeful that we’ll get the23

funding that the legislative body just approved in this24
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last special session back in December and, again, in May.1

MR. CIESONES: Now your response is mostly2

regarding Trinity Health New England’s piece, as to the3

finances?4

MR. BITTNER: Yeah.5

MR. BECKER: Ralph Becker. We are doing a6

little bit better this year than we have been. Volumes7

are up a little bit, so that’s been helping, but do I see8

us doing as well in the last six months? Yes. I think9

we will continue doing as well as we are right now,10

again, subject to what happens with the provider techs.11

MR. CIESONES: So would you say that the12

financial ?? that were submitted with the application13

would be accurate for the years 2017, ’18 and ’19, or14

would they need to be adjusted?15

MR. BITTNER: That’s our best estimate16

today. I think that assumes that we get some of the tax17

funding back that have been promised in the legislature,18

so, again, if the administration withholds the19

supplemental payments, so, for Hartford, for St. Francis,20

that’s $40 million of taxes that we pay, so whatever21

supplemental payments we don’t get, that kind of goes22

back into the overall tax, itself.23

This assumes that we get at least what’s24
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been estimated by the legislature, and it’s our best1

estimate at this point in time.2

MR. CIESONES: Throughout the application3

or the pre-file, rather, you, on pages 1025 and 1034, you4

reference cash flow from operations quite a few times for5

both St. Francis and Saint Mary’s.6

How come you use -- is there a reason that7

you use cash flow from operations, as opposed to8

operating income and losses from the statement of9

operations?10

MR. BITTNER: Yeah, because the cash flow11

from operations kind of, before we actually make any kind12

of capital expenditures, so that’s basically what the13

organizations bring in from a cash perspective before we14

actually expend it in other capital or other investments,15

so that’s the indication of what we can generate just16

from an overall cash flow perspective.17

MR. CIESONES: And would you be able to18

provide a supporting worksheet for the numbers that you19

have on both pages 1025 and 1034 for both St. Francis and20

Saint Mary’s?21

MS. SCHNEIDER: Jennifer Schneider. So22

you’re just looking for supporting documentation to23

support those numbers?24
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MR. CIESONES: Right. There’s St.1

Francis, 33.6 million.2

MS. SCHNEIDER: We could provide that.3

MR. CIESONES: Okay, thanks.4

HEARING OFFICER HANSTED: Okay. I’ll5

order that as Late File No. 1.6

MR. CIESONES: My next question regards7

Saint Mary’s pensions. That’s noted throughout the pre-8

file. You noted that one of the -- once this was to go9

through, that you would like to bring the Saint Mary’s10

pensions more -- fund more of the pensions, similar to11

Trinity. Do you have any procedures, methods to do that?12

MR. BITTNER: I think there’s an overall,13

I guess, philosophy, and that philosophy would be to fund14

it at the same levels as you mentioned before.15

There’s a lot of information that goes, a16

lot of variability that goes into that calculation,17

itself, so a discount rate, for example, so if you look18

at the current interest rate environment that we’re in,19

it has a lot to do with what the overall pension20

obligation is going to be out in the future, so it has a21

huge impact on what the funding status is, so if you had22

a one percent increase in the discount rate, you could23

have an increase of funding status significantly just24
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from that one change in interest rate environments.1

The second one is some of the demographic2

information related to the assumptions being used in the3

actuarial valuation, so a lot of those were just recently4

changed, both for Saint Mary’s and organizations, I5

think, in the United States, actually, that has a6

significant impact on the overall pension obligation, how7

much that is.8

The other piece is how well is the9

investments in the pensions doing within the market,10

itself. So if the market does significantly better than11

what your expectations are, then your funding status12

automatically goes up, without any additional13

contributions.14

I guess, aside from that, there is an15

overall plan. Historically, Hartford has always funded16

the pension expense, and, so, that would be more of a17

minimum funding requirement from a personal perspective18

or how we kind of treat that historically, but anything19

above that we’d like to get to that 80 percent, plus, 80,20

85 percent level of funding status, where, currently, at21

the end of FY ’15, Saint Mary’s was at 47 and a half22

percent.23

And, so, that’s both a combination of24
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change in discount rate, change in looking at the actual1

how the investment performance is doing, as well as2

contributions by Trinity Health, Trinity Health New3

England into the actual pension plan, itself.4

MR. CIESONES: Do you see Trinity somehow5

taking a loan to bump up the funded status possibly?6

MR. BITTNER: Possibly. That’s always an7

option. That is one of which we’re looking for with8

Trinity Health New England. With St. Francis Care, we’re9

looking at a loan to help continue to fund our pension10

liability into the future, as well.11

MR. CIESONES: The next couple of12

questions I have are regarding the capital commitment13

amounts for Trinity Health New England.14

On page 1034, the previous responses15

indicate that the hospital spends roughly $12 million per16

year on capital expenditures or capital acquisitions, and17

Saint Mary’s Health System projects to earn approximately18

8 million per year from operations after the merger.19

Why does -- considering that there will be20

a profit from operations, why does Trinity have to21

contribute the 54.7 million for Saint Mary’s?22

MR. BITTNER: A big portion, I think, of23

that, the $45.3 million is over a series of time, so,24
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over the five-year period, it’s expected that there will1

be an operating income, which is that 45.3, so there’s a2

$100 million commitment. The difference, then, is that3

54.7, so what’s hard to predict, in terms of either4

whether we forecast something two years out or three5

years out, is what’s going to happen on a federal and6

state reimbursement perspective?7

It’s hard to predict, and I think, to a8

certain degree, as we try to even budget for even this9

year and last year, St. Francis I can speak for had made10

commitments to its employees to increase its across the11

board living adjustments.12

We make commitments to fund defined13

contribution plans, of which, because of the promises14

that were made around the supplemental payments and the15

supplemental pools around the provider tax, itself, we16

made those commitments, but, then, once those were17

pooled, we still honored those commitments, knowing that18

there may be opportunities where the legislature comes19

back, and I think in this case, as well, I just look at20

the 45.3 million, some of the 54 that’s got to be funded21

through intercompany debt is because it’s anticipated22

that there are going to be issues, I think, on the state23

side, as well, and federal reimbursement, for that24
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matter.1

MR. CIESONES: Also, on page 1034, will2

the operating losses that thus far in fiscal year 20163

for Trinity affect the funding for St. Francis’ $1584

million contribution from operating income from the same5

chart?6

MR. BITTNER: Could you repeat that?7

MR. CIESONES: On the chart, you have 1588

million for St. Francis.9

MR. BITTNER: In expected operating.10

MR. CIESONES: Right.11

MR. BITTNER: Right.12

MR. CIESONES: On the financials that you13

submitted with the pre-file for the first six months14

shows Trinity Health with an operating loss of roughly 1615

million?16

MR. BITTNER: Right.17

MR. CIESONES: Will that affect the $15818

million commitment, the commitment that comes from19

operating?20

MR. BITTNER: No. So, first of all, I’ll21

just kind of mention, when St. Francis and Trinity Health22

got together, there was a $275 million kind of commitment23

over a five-year period of time.24
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You kind of see the breakout is 1,033, how1

we’re looking at that 275 million amongst, and it has2

given us opportunities with Saint Mary’s, Johnson3

Memorial Medical Center to kind of come together in this4

regional health system, so if Hartford, if St. Francis5

Care does not perform financially, then more money, then,6

would come from Trinity Health, in order to fund that7

commitment versus the funding of the commitment coming8

through hospital operations through income from9

operations.10

I don’t expect -- I think the 158 million11

is our best estimate of what our cash flow income is12

going to be over the next five years, considering what’s13

happened with reimbursement, and that’s kind of our best14

guesstimate.15

It wouldn’t impact, then, if we had16

losses, it may impact where we’d get more money from17

Trinity. If we got higher, the less money that we have18

to borrow from Trinity from a capital commitment19

perspective.20

MR. CIESONES: I just have one last21

question. Would the operating revenues from one of the22

hospitals, whether it’s Johnson or Saint Mary’s, be used23

to fund capital improvements at another regional health24
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ministry hospital?1

MR. BITTNER: Within Trinity Health New2

England? Are you asking if it could?3

MR. CIESONES: Yes.4

MR. BITTNER: Yes, it could.5

MR. CIESONES: So money can kind of flow6

in between the three hospitals?7

MR. BITTNER: Yeah. If one hospital is8

much more successful than another hospital, then9

definitely, if there’s a need from a community10

perspective, then that hospital would have the funding it11

needs to support those programs and services, and one of12

the pillars I think Trinity Health has and Trinity Health13

New England is commitment to those, who are poor, and, so14

if one hospital is struggling to fulfill that commitment15

and the other one is doing very, very well, then some of16

that operating income would go to actually improve the17

other’s performance and continue those other services.18

MR. CIESONES: So the three will kind of19

all be working together?20

MR. DADLEZ: Well you’re seeing that right21

now, for example, at Johnson Memorial. We’re providing22

substantial support to Johnson right now while it’s23

getting its feet on the ground and restructured, so,24
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obviously, that has to happen.1

When we’re trying to do is evolve from2

this old school hospital enterprise to a total health3

care operating company that’s responsible for developing4

the right services in the right place at the right time5

for the entire region, so we’ll be investing in6

ambulatory care development that might be between7

Hartford and Waterbury. We’ll be investing in ambulatory8

development between ourselves and Johnson Memorial.9

So the whole world is changing, and how we10

invest our dollars is really focused at how do we create11

the best system we can for the people that we serve?12

And, so, it will be somewhat fungible, but13

we want to take care of the locations, because the14

hospitals right now, you know, they have to be successful15

and drive a lot of business, but we’re trying to evolve16

in this case, and capital investment is going to depend17

on how the whole health care enterprise evolves, if that18

makes sense.19

MR. CIESONES: That’s all I have for20

questions.21

HEARING OFFICER HANSTED: Before OHCA22

continues with its questions, I understand we have a23

senator that would like to give public comment.24
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(Whereupon, Joan Hartley gave public1

comment.)2

MS. SCHAEFFER-HELMECKI: Hi. Good3

afternoon. So I’d like to ask a few more questions about4

the capital commitment and, specifically, how you expect5

it to be apportioned among the different regional health6

ministry entities.7

And, as a basic question, firstly, are the8

amounts of capital expenditure allotted to each hospital9

maximums or minimums?10

MR. BITTNER: Minimums.11

MS. SCHAEFFER-HELMECKI: Now during the12

public hearing associated with St. Francis’ application,13

15-31979-CON, Trinity stated that at least 195 million of14

the $275 million pool of capital expenditures would be15

committed to St. Francis Hospital, specifically. Is that16

correct? I believe it was actually your testimony, Ms.17

Schneider.18

MS. SCHNEIDER: Well I have to locate it.19

MS. SCHAEFFER-HELMECKI: It was on page 3320

of the transcript. I believe it was the portion that we21

took administrative notice of.22

MS. SCHNEIDER: That’s correct. So if you23

note there, it says 195, specific to St. Francis Hospital24
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capital acquisitions, whether it’s upgrade to facilities,1

medical appointment, other areas that have been2

identified.3

And I think, when we speak about, you4

know, the upgrades and the capital acquisitions, that can5

be inclusive of the St. Francis system.6

MS. SCHAEFFER-HELMECKI: Okay and I7

believe you later said that it was specifically for8

entities already affiliated with St. Francis on that July9

1, 2015 hearing, although there was 48 million allocated10

for other future associations.11

MS. SCHNEIDER: Correct. That is correct.12

MS. SCHAEFFER-HELMECKI: Great. So, in13

your responses to the completeness questions, you also14

stated that, at the time of the St. Francis hearing,15

again, July 1st, that you knew Trinity and Saint Mary’s16

would seek to merge.17

That being said, why has St. Francis’18

capital commitment been reduced from 195 million to19

possibly 142 million?20

MS. SCHNEIDER: So I think, again, to21

David’s point earlier, it’s the minimum capital22

commitment, and I think it’s really the 162 million is23

specifically a minimum to St. Francis. Oh, sorry. Page24
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1034.1

MS. SCHAEFFER-HELMECKI: Excuse me. What2

was that on page 1034?3

MS. SCHNEIDER: 1034, up at the top, the4

total capital expenditures, total funding. We were5

asked, I think, to show, to demonstrate how the 275 could6

be allocated, and we talk about the 100 million minimum7

to Saint Mary’s, 13 million to Johnson, and 162 million8

to St. Francis, and, again, these are the minimums.9

MS. SCHAEFFER-HELMECKI: Maybe I10

misunderstood, but I thought that was the source of the11

funding, where the money was coming from, not where the12

money was going on page 1034, so are you referencing13

1033?14

MS. SCHNEIDER: Correct. Which rolls over15

to 1034.16

MR. BITTNER: Let me just mention, so,17

when Trinity Health and St. Francis Care came together,18

it formed Trinity Health New England, and, so, a $27519

million capital commitment went to Trinity Health New20

England, of which then it’s utilized to that capital21

commitment to help with the acquisition of Johnson22

Memorial Medical Center on January 1, 2016, and then now,23

as Saint Mary’s have come together, it’s provided the24
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necessary capital to provide a commitment.1

St. Francis Care on its own wouldn’t have2

the ability to be able to commit those kind of funds3

without a partner like Trinity Health, so that 275 was at4

Trinity Health, so St. Francis Care on October 1st became5

Trinity Health New England.6

MS. SCHAEFFER-HELMECKI: So you’re saying7

there was no money allocated to a specific entity, and8

you’re saying it was just a general pool of 275, and the9

allocation that was submitted as part of the application10

was not indicative of how the money was actually to be11

spent?12

MR. BITTNER: No. The 275 was allocated13

to Hartford within Trinity Health. It formed Trinity14

Health New England, so Trinity New England then became15

the entity in which, for the Hartford office, then, of16

which it could spend or have commitments of that 27517

million over a five-year period of time.18

MS. SCHAEFFER-HELMECKI: But at the time19

of the application, St. Francis Hospital was St. Francis20

Hospital, so references to money allocated to St. Francis21

Hospital was the hospital and not St. Francis Care or22

what is now the Regional Health Ministry, correct?23

MR. BITTNER: Correct.24
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MS. SCHAEFFER-HELMECKI: Okay, great. All1

right, so, just to return to that $48 million, that was2

unallocated originally, so, at the time, you did state3

that you believe that Johnson’s capital expenditures4

would probably come out of that 48 million, as it was an5

organizational priority, correct?6

MS. SCHNEIDER: That is correct.7

MS. SCHAEFFER-HELMECKI: And then, also,8

you stated that St. Francis, so, like you anticipated the9

Saint Mary’s merger, and I still am not seeing exactly10

why there wasn’t money allocated in that 48 million for11

Saint Mary’s, because now we’re looking at a capital12

expenditure for other entities of between 113 million and13

133 million, which that seems like a fairly significant14

departure from the 48 million that you had set aside15

originally, so I don’t understand. I guess I’m not16

seeing why there wasn’t more money set aside.17

MS. SCHNEIDER: I think, at that point, it18

was really the timing and where we were in the maturity19

of the discussions with Saint Mary’s, in terms of being20

able to specifically allocate anything at that point in21

time.22

MS. SCHAEFFER-HELMECKI: So now the change23

in the Saint Francis, excuse me, Saint Francis Hospital24
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allocation is about between 65 and 85 million difference1

than what was initially projected to be spent on capital2

there.3

What projects, if any, will be eliminated4

or modified at St. Francis as a result of that change?5

MS. SCHNEIDER: I think, going back to6

David’s point around our capital strategy, we really look7

at three years. We try to plan three years. It’s even8

difficult, so there’s nothing that we’re aware of that9

would not happen.10

And, again, this is the minimum11

commitment, as we continue to identify strategic12

initiatives and necessities within the local hospitals13

that are part of the ministry.14

Those would be our priorities, and if we15

needed access to capital, we would, then, move forward as16

part of the capital management process within Trinity and17

see if we could get funding for those if our operating18

income and our current cash flows could not support that,19

but there’s nothing, I think at this point, that I’m20

aware of that would be delayed or not fulfilled, based on21

any of these changes, specific to St. Francis Hospital.22

MS. SCHAEFFER-HELMECKI: And at what point23

would you know what the capital expenditure plan is at24
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St. Francis if anything is changing?1

MS. SCHNEIDER: So we are in the process2

of doing our capital budget right now for fiscal ’17,3

which we will manage and report I think as of July 14

fiscal year, and, at this point, everything that’s5

included in our capital plan is going to, you know,6

Trinity Health for insurance.7

It’s aligned with the strategy, and we8

would hear, and we don’t believe, and we’ve heard nothing9

to lead us to believe that that wouldn’t continue to be10

our plan for fiscal ’16. ’17.11

MS. SCHAEFFER-HELMECKI: So, now, if there12

are any additional entities that are acquired by Trinity13

in the future that become part of the Regional Health14

Ministry, would that in any way alter the amount15

available to Saint Mary’s for capital expenditures?16

MR. BITTNER: I think that the 100 million17

or 120 million, depending on how Saint Mary’s performs,18

there may be opportunities that Saint Mary’s finds within19

the community within Waterbury for investment20

opportunities that may go against that $100 million.21

So, if you look at their current22

operations now, there’s a lot more investments that have23

to occur, I think, in the future, whether that’s the24
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acquisition of ambulatory strategies ?? the community.1

That could further -- I mean that’s an2

investment of capital, right? So that goes against the3

$100 million, I guess you’d say, if it’s related to the4

ambulatory strategy around the Waterbury market.5

So I think, from a capital perspective, we6

tend to look at this from a more global perspective7

around Trinity Health New England and the region and how8

we provide health care services around the region, as9

well.10

I can say that, as we mentioned before,11

these are minimum requirements, so if there’s12

opportunities within the state, within the region that13

are good opportunities from an economic perspective, that14

those would be funded by Trinity Health, but those go to15

a separate Board at Trinity Health or a separate16

committee, of which Chris sits on, as well, that helps to17

allocate the overall resources that Trinity Health has18

from an investment perspective.19

MS. SCHAEFFER-HELMECKI: So that’s a, yes,20

it could change, but it’s a minimum? You’re saying that21

100 million is an absolute floor, and regardless of any22

entities acquired in the next five years, there’s a23

guaranteed $100 million commitment?24
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MR. BITTNER: Correct.1

MS. SCHAEFFER-HELMECKI: Okay, thank you.2

Okay, I have just one last set of questions. Prior to3

Trinity’s acquisition of St. Francis, how much was St.4

Francis spending each year on average on capital5

investments.6

MS. SCHNEIDER: Between 35 and 38 million7

on average prior to. The more recent years were a little8

bit higher with our investment in the Epic9

implementation, so prior to those two years, it’s10

probably closer to 30 million, but, more recently, about11

35 to 38.12

MS. SCHAEFFER-HELMECKI: Yeah. I think we13

had 39, the number that had been stated several times, so14

that seems accurate.15

Based on your projections of spending16

between 142 and 162 million in capital at St. Francis17

over the next five years, that works out to an average of18

between 20.4 million and 32.4 million per year.19

Are you projecting a decline in capital20

spending at St. Francis compared to its spending prior to21

joining Trinity?22

MS. SCHNEIDER: No. Again, that would be23

the minimum, and the budget currently, going into fiscal24
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’17, is just under 40 million as it stands today. Again,1

there’s a lot of regulatory pressures and other financial2

issues we’re dealing with, so it’s not approved yet, but3

it’s higher.4

MR. DADLEZ: An example of that is,5

because we keep stressing minimum, minimum, I mean this6

is the bottom threshold, in the Springfield market, for7

example, which doesn’t deal with Connecticut, Trinity8

just funded the purchase of a 200-member physician group,9

River Bend Physician Group in that region, and over and10

above, way over and above the capital commitments that is11

made on an annual basis to assistance of Providence12

health system, so the commitment is to do what’s right13

for the community, and if there are opportunities to14

develop and grow, Trinity’s commitment is to fund that.15

We’re very quickly becoming one of the16

largest, if not the largest regional ministry in the17

nation, and they want us to grow and develop.18

The intent is for us not to squeeze19

dollars out of this region, but to strategically grow it20

and make it stronger, so I frankly and firmly believe21

that there’s a commitment to do more, not less, so, in my22

mind, there’s no way that it will be less than what we’ve23

traditionally spent.24
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MS. SCHAEFFER-HELMECKI: Okay, great.1

Thank you.2

MR. DADLEZ: Okay.3

HEARING OFFICER HANSTED: All set? Okay.4

That concludes OHCA’s questioning.5

At this point, I want to ask one more time6

is there anybody here that would like to give public7

comment that has not had an opportunity to do so?8

I don’t hear or see anyone. It’s only9

5:30 at this point. What I’d like to do is give members10

of the public an opportunity to get out of work and11

actually travel here, if they choose to do so, so we will12

adjourn until 6:00 p.m.13

At that time, we’ll go back on the record14

to see if there’s any more public comment, so, at this15

point, we’re adjourned until 6:00 p.m.16

(Off the record)17

HEARING OFFICER HANSTED: Okay, we’re back18

on the record. It’s now 6:00 p.m. One last time, is19

there anybody here that would like to give public comment20

on the proposal before us?21

Hearing and seeing none, I would like to22

thank everyone for attending, and this hearing is23

adjourned.24
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(Whereupon, the hearing adjourned at 6:001

p.m.)2
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Greer, Leslie

From: Schaeffer-Helmecki, Jessica
Sent: Tuesday, May 17, 2016 8:09 AM
To: Hansted, Kevin; Riggott, Kaila; Fernandes, David; Ciesones, Ron
Cc: Greer, Leslie; User, OHCA
Subject: FW: 15-32045-CON Saint Mary's Late File
Attachments: Late File DN 15-32045-CON.pdf; 15-32045 Late File Last 12 months EBIDA.xlsx; 

15-32045 Late File St Mary proj cash flow.xlsx

 
 
From: Capone, Claudio [mailto:Claudio.Capone@TrinityHealth-NE.org]  
Sent: Monday, May 16, 2016 1:28 PM 
To: Schaeffer-Helmecki, Jessica 
Cc: Hartley, Christopher; Rotavera, Liz; Attorney Bob Anthony; Joseph Connolly - St. Mary's Hospital 
(jconnolly@stmh.org); Schneider, Jennifer 
Subject: 15-32045-CON Saint Mary's Late File 
 
Hello Jessica…Attached are pdf and excel documents in response to the late file request from the Saint Mary’s and 
Trinity Health – New England May 10th public hearing. 
 
Regards, 
 

Claudio A. Capone, FACHE 
Regional VP of Business Development and Strategic Planning 
 
Trinity Health ‐ New England 
1000 Asylum Avenue, 4th Floor 
Hartford, CT 06105 
Office:   860‐714‐6165 
Cell:       860‐276‐7975 
Email:    claudio.capone@trinityhealth‐ne.org 
 

 
 

NOTICE: This email and/or attachments may contain confidential or proprietary information which may be 
legally privileged. It is intended only for the named recipient(s). If an addressing or transmission error has 
misdirected this email, please notify the author by replying to this message. If you are not the named recipient, 
you are not authorized to use, disclose, distribute, make copies or print this email, and should immediately 
delete it from your computer system. Saint Francis Hospital and Medical Center has scanned this email and its 
attachments for malicious content. However, the recipient should check this email and any attachments for the 
presence of viruses. Saint Francis Hospital and Medical Center and its affiliated entities accepts no liability for 
any damage caused by any virus transmitted by this email.  



Trinity Health ‐ New England

 15‐32045 Late File

Last Twelve months EBIDA Calculation (Cash 

Flow from Operations)

Saint Francis/Trinity Health ‐ New England

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Last 12 Months

Total Net Revenue 70,908     68,835   67,628   73,123   65,819   66,555   70,731   67,707     70,228   71,812   63,916       81,047  

Operating Income 1,943       664         (3,149)    3,583     (1,341)    (5,335)    (37)          (4,928)     (4,938)    (4,977)    (4,540)       2,908     

Excess Rev over Exp 2,349       1,499     7,607     3,847     (2,439)    (15,682)  (2,748)    (4,132)     (5,365)    (4,675)    (5,120)       5,212     

EBIDA 6,057       4,898     1,093     7,827     2,883     (1,012)    4,107     (733)        (816)       (598)       (362)           10,208   33,552$          

EBIDA Margin 8.54% 7.12% 1.62% 10.70% 4.38% ‐1.52% 5.81% ‐1.08% ‐1.16% ‐0.83% ‐0.57% 12.60%

Saint Mary's

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16
Total Net Revenue 25,399     24,762   26,024   23,996   22,395   22,894   25,030   23,818     25,404   26,825   27,089       28,303  

Operating Income 539           283         1,500     (859)       (1,052)    (358)       (594)        (443)        1,637     925         203            1,967     

Excess Rev over Exp 578           519         1,846     (386)       (550)       (1,646)    (631)        (492)        2,404     772         339            1,807     

EBIDA 1,608       1,278       2,361       151           (26)           869           416           615           2,714       1,960       1,239           2,985        16,172$           

EBIDA Margin 6.33% 5.16% 9.07% 0.63% ‐0.12% 3.80% 1.66% 2.58% 10.68% 7.31% 4.57% 10.55%

Total

Source: internal financial statements.



Saint Mary's Health System

Future Cash Flows for Capital Acquisition after Debt Service

# 15‐32045 Late File

(4) (7) (10)
FY 2016 FY 2017 FY 2018
Projected Projected Projected
With CON With CON With CON

Per Worksheet A Page 1012 of CON EBIDA $16,299 $18,755 $21,087
5.4% 6.0% 6.6%

Less: Principle Payments (Line 33 of worksheet A) $3,000 $3,000 $3,000

Cash available for Capital Acquisition after debt payments $13,299 $15,755 $18,087

Amounts reported on page 1025 of  CON $13.3 $15.6 $18.1
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Greer, Leslie

From: Schaeffer-Helmecki, Jessica
Sent: Wednesday, June 01, 2016 8:53 AM
To: Attorney Bob Anthony; Hartley, Christopher
Cc: Greer, Leslie; Hansted, Kevin; Ciesones, Ron; Fernandes, David; Riggott, Kaila
Subject: 15-32045 Close of Hearing
Attachments: 15-32045 Close of Hearing signed.pdf

Good Morning Mr. Anthony and Mr. Hartley, 
 
Attached please find official notice of the closure of the public hearing held on May 9, 2016.  
 
If you have any questions, please do not hesitate to contact me. 
 
Have a great day. 
 
Jessica Schaeffer‐Helmecki, JD, MPA 
Planning Analyst, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
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Greer, Leslie

From: Hartley, Christopher <CHartley@stfranciscare.org>
Sent: Wednesday, June 01, 2016 8:54 AM
To: Schaeffer-Helmecki, Jessica; Attorney Bob Anthony
Cc: Greer, Leslie; Hansted, Kevin; Ciesones, Ron; Fernandes, David; Riggott, Kaila
Subject: RE: 15-32045 Close of Hearing

Thank you for your help in this important endeavor. 
 

From: Schaeffer-Helmecki, Jessica [mailto:Jessica.Schaeffer-Helmecki@ct.gov]  
Sent: Wednesday, June 01, 2016 8:53 AM 
To: Attorney Bob Anthony; Hartley, Christopher 
Cc: Greer, Leslie; Hansted, Kevin; Ciesones, Ron; Fernandes, David; Riggott, Kaila 
Subject: 15-32045 Close of Hearing 
 
Good Morning Mr. Anthony and Mr. Hartley, 
 
Attached please find official notice of the closure of the public hearing held on May 9, 2016.  
 
If you have any questions, please do not hesitate to contact me. 
 
Have a great day. 
 
Jessica Schaeffer‐Helmecki, JD, MPA 
Planning Analyst, Office of Health Care Access 
Connecticut Department of Public Health 
410 Capitol Avenue, MS #13 HCA, Hartford, Connecticut 06134 
P: (860) 509‐8075|F: (860) 418‐7053|E: jessica.schaeffer‐helmecki@ct.gov 
 

   
 

NOTICE: This email and/or attachments may contain confidential or proprietary information which may be 
legally privileged. It is intended only for the named recipient(s). If an addressing or transmission error has 
misdirected this email, please notify the author by replying to this message. If you are not the named recipient, 
you are not authorized to use, disclose, distribute, make copies or print this email, and should immediately 
delete it from your computer system. Saint Francis Hospital and Medical Center has scanned this email and its 
attachments for malicious content. However, the recipient should check this email and any attachments for the 
presence of viruses. Saint Francis Hospital and Medical Center and its affiliated entities accepts no liability for 
any damage caused by any virus transmitted by this email.  
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Greer, Leslie

From: Greer, Leslie
Sent: Wednesday, July 27, 2016 4:08 PM
To: 'BAnthony@Stmh.org'; Hartley, Christopher (CHartley@stfranciscare.org)
Cc: Schaeffer-Helmecki, Jessica; Fernandes, David; Ciesones, Ron; Riggott, Kaila; Hansted, 

Kevin; Martone, Kim; Olejarz, Barbara
Subject: DN: 15-32045-CON Agreed Settlement 
Attachments: 32045 Agreed Settlement.pdf

Attached is the Agreed Settlement for DN: 15‐32045‐CON.  
 

Leslie M. Greer  
Office of Health Care Access 
Connecticut Department of Public Health  
410 Capitol Avenue, MS#13HCA, Hartford, CT 06134 
Phone: (860) 418‐7013 Fax: (860) 418‐7053 
Website: www.ct.gov/ohca 
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Greer, Leslie

From: Capone, Claudio <Claudio.Capone@TrinityHealth-NE.org>
Sent: Friday, August 19, 2016 9:20 AM
To: Greer, Leslie
Cc: Attorney Bob Anthony; Lubin-Szafranski, Janeanne; Joe Connolly 

(JConnolly@Stmh.org); Victoria Cipriano
Subject: Responses to 15-32045-CON Conditions
Attachments: Responses to 15-32045-CON Conditions - CAC - 8 18 2016.pdf

Hello Leslie, 
 
Attached are Saint Mary’s responses to conditions for CON Docket #: 15‐32045‐CON.  A paper copy is being mailed as 
well.  Please feel free to contact me with any questions you may have. 
 
Regards, 
 

Claudio A. Capone, FACHE 
Regional VP of Business Development and Strategic Planning 
 
Trinity Health ‐ New England 
1000 Asylum Avenue, 4th Floor 
Hartford, CT 06105 
Office:   860‐714‐6165 
Cell:       860‐276‐7975 
Email:    claudio.capone@trinityhealth‐ne.org 
 

 
 

NOTICE: This email and/or attachments may contain confidential or proprietary information which may be 
legally privileged. It is intended only for the named recipient(s). If an addressing or transmission error has 
misdirected this email, please notify the author by replying to this message. If you are not the named recipient, 
you are not authorized to use, disclose, distribute, make copies or print this email, and should immediately 
delete it from your computer system. Saint Francis Hospital and Medical Center has scanned this email and its 
attachments for malicious content. However, the recipient should check this email and any attachments for the 
presence of viruses. Saint Francis Hospital and Medical Center and its affiliated entities accepts no liability for 
any damage caused by any virus transmitted by this email.  



1000 Asylum Ave. 
Hartford, CT 06106 

860.714.6465  
Fax: 860.714.8823

Claudio A. Capone 
Regional Vice President 
Strategic Planning and Business Development 

August 19, 2016 

Leslie M. Greer 
Office of Health Care Access 
Connecticut Department of Public Health 
410 Capital Avenue  
MS#13HCA  
P.O Box 340308
Hartford, CT 06134-0308

RE:  Docket Number:  15-32045-CON Transfer of ownership of Saint Mary’s Health System, Inc. to Trinity 
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Sincerely,  

Claudio A. Capone 
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1. Within twenty (20) days following the Closing Date of the transfer of ownership
authorized by this Order, TH-NE shall submit schedules to OHCA setting forth
Saint Mary’s Hospital’s inpatient bed allocation and the location and hours of
operation for all outpatient services, by department, as of the decision Date and
publish this same information on the applicable website of the Hospital.  OHCA is
imposing this Condition to ensure continued access to health care services for the
patient population.

In accordance with Condition 1 of the Order, Trinity Health – New England, Inc. is 
submitting schedules to OCHA setting forth Saint Mary’s Hospitals inpatient bed 
allocation along with the location & hours of operation for all outpatient services by 
department (See Attachment 1).  Currently, locations and hours of operation can be 
viewed on the Saint Mary’s Hospital’s website (www.stmh.org).  

2. Within twenty (20) days following the Closing Date of the transfer of ownership
authorized by this Order, TH-NE- affiliated entities that shall directly own, operate
and hold the Hospital’s license post-closing.  The entity shall be duly organized and
validly existing under the laws of Connecticut and TH-NE shall be its parent
company and sole shareholder as proposed in the CON application.  OHCA is
imposing this condition to verify that safeguard procedures are in place to avoid a
conflict of interest in patient referral.

In accordance with Condition 2 of the Order, Trinity Health – New England, Inc. is 
submitting the Certificate of Incorporation for the TH-NE affiliated entities that shall 
directly own, operate and hold the hospital’s license post-closing along with the 
document of existence under the laws of CT (See Attachments 2).  

3. TH-NE shall notify OHCA in writing of the Closing Date of the transfer of
ownership authorized by this Order within twenty (20) days of such closing and
shall supply final execution copies of all agreements related to same, including but
not limited to:

a. The Transfer Agreement, including any and all schedules and exhibits; and
b. Bylaws or similar governance documents for the Hospital.

TH-NE may redact from the Transfer Agreement any information that is exempt 
from disclosure under Conn. Gen. Stat. 1-210. If TH-NE redacts materials in 
accordance with the previous sentence, the Applications shall provide a list to 

http://www.stmh.org/
http://www.stmh.org/


OHCA, which identifies in general terms the nature of the redacted material and 
why it is claimed to be exempt for public record purposes.  

OHCA is imposing this Condition to verify that safeguard procedures are in place to 
avoid a conflict of interest in patient referral.  

In accordance with Condition 3.a. of the Order, Trinity Health – New England, Inc. 
(“TH-NE”) is submitting a copy of the Transfer Agreement, including any and all 
schedules and exhibits.  Pursuant to Condition 3, TH-NE has redacted Schedule 6.15(a) 
from the copy of the Transfer Agreement submitted:  Schedule 6.15(a) identifies 
correspondence from various state and federal agencies, contractors, and payors 
discussing matters relating to compliance with state and federal laws and reimbursement 
rules.  The redacted information is exempt from disclosure because it is commercial or 
financial information given in confidence by the parties to each other even though such 
disclosure is not required by statute (see Conn. Gen. Stat. § 1-210 (5) (B)).  Moreover, 
public disclosure of this information would unduly harm the parties and may create 
unwarranted unease among patients, potential patients, physicians, and other members of 
the community (See Attachment 3).  

6. Until such time as the Services Plan is submitted, TH-NE shall provide OCHA 
with notice of any reallocation of inpatient beds and relocation of outpatient services 
for the Hospital specific to those services that existed at the Hospital as of the 
Decision Date.  Such notice shall be provided within ten (10) of any such reallocation 
or relocation and published on the website pages of Saint Mary’s Hospital. OHCA is 
imposing this Condition to ensure continued access to health care services for 
patient population.

In accordance with Condition 6 of the Order, Trinity Health – New England, Inc. (“TH-
NE”) is notifying OCHA that there are no plans to reallocate inpatient beds or relocate 
any outpatient services for Saint Mary’s Hospital at this time.  

10. TH-NE shall ensure that the Hospital maintains and adheres to the Hospital’s 
current policies regarding charity care, indigent care and community volunteer 
services after the Closing Date, or adopt other policies that are at least as generous 
and benevolent to the community as the Hospital’s current policies, consistent with 
state and federal law.  These policies shall be posted on the website pages of the 
Hospital and as additionally required by applicable law.  OHCA is imposing this 
Condition to ensure continued access to health care services for the patient 
population.



In accordance with Condition 10 of the Order, Trinity Health – New England, Inc. will 
ensure that Saint Mary’s will maintain and adhere to all of their current policies regarding 
charity care, indigent care and community volunteer services.  Currently, all policies are 
located on the Saint Mary’s Hospital website (www.stmh.org).   

http://www.stmh.org/
http://www.stmh.org/
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Greer, Leslie

From: Capone, Claudio <Claudio.Capone@TrinityHealth-NE.org>
Sent: Friday, October 28, 2016 12:17 PM
To: User, OHCA
Cc: Anthony, Robert J.
Subject: Submission for Condition #4 - 15-32045-CON Transfer of Ownership of Saint Mary's 

Health System, Inc. to Trinity Health Corporation and Trinity Health-New England
Attachments: SMHCHNA_2016.pdf

Hello, 
 
Per Condition # 4 of the Transfer of Ownership of Saint Mary's Health System, Inc. to Trinity Health Corporation and 
Trinity Health‐New England, Docket #: 15‐32045‐CON, attached is the recently completed 2016 Community Health 
Needs Assessment (CHNA).  A copy of the CHNA is publically available on the Saint Mary’s website at 
https://www.stmh.org/about/chna/.  The Implementation Strategy is currently in development and will be submitted 
once completed. 
 
Feel free to contact me with any questions. 
 
Regards, 
 

Claudio A. Capone, FACHE 
Regional VP of Business Development and Strategic Planning 
 
Trinity Health ‐ New England 
1000 Asylum Avenue, 4th Floor 
Hartford, CT 06105 
Office:   860‐714‐6165 
Cell:       860‐276‐7975 
Email:    claudio.capone@trinityhealth‐ne.org 
 

 
 

NOTICE: This email and/or attachments may contain confidential or proprietary information which may be 
legally privileged. It is intended only for the named recipient(s). If an addressing or transmission error has 
misdirected this email, please notify the author by replying to this message. If you are not the named recipient, 
you are not authorized to use, disclose, distribute, make copies or print this email, and should immediately 
delete it from your computer system. Saint Francis Hospital and Medical Center has scanned this email and its 
attachments for malicious content. However, the recipient should check this email and any attachments for the 
presence of viruses. Saint Francis Hospital and Medical Center and its affiliated entities accepts no liability for 
any damage caused by any virus transmitted by this email.  



 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

Note: Approved and adopted by the Saint Mary’s Hospital Board of Directors September 1, 2016 
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Executive Summary 
In collaboration with the Greater Waterbury Health Improvement Partnership, Saint Mary’s Hospital led 
a comprehensive Community Health Needs Assessment (CHNA) to evaluate the health needs of 
individuals living in and around Waterbury, Connecticut beginning in 2016. The partnership consisted of 
Saint Mary’s Hospital, Waterbury Hospital, Waterbury Department of Public Health, the City of 
Waterbury, the StayWell Health Center, the Connecticut Community Foundation, the United Way, and 
other community partners. The purpose of the assessment was to gather information about local health 
needs and health behaviors. The assessment examined a variety of indicators including risky health 
behaviors (alcohol use, tobacco use) and chronic health conditions (diabetes, heart disease). 
 
The completion of the CHNA enabled the Greater Waterbury Health Improvement Partnership to take 
an in-depth look at its greater community. The findings from the assessment were utilized by the 
partnership to prioritize public health issues and develop a community health implementation plan 
focused on meeting community needs. The Greater Waterbury Health Improvement Partnership is 
committed to the people it serves and the communities where they reside. Healthy communities lead to 
lower health care costs, robust community partnerships, and an overall enhanced quality of life. This 
Community Health Needs Assessment serves as a compilation of the overall findings of each research 
component. 
 
CHNA Data Components 

 DataHaven Community Wellbeing Survey (2015) 
 Healthy People 2020 Report (2014) 
 The ALICE study of Financial Hardship Report (2012) 
 US Center for Disease Control and Prevention 

o County Health Rankings and Roadmaps (2016) 
 Saint Mary’s Hospital Community Health Profile (2015) 
 Hospital Implementation Plans (2013) 

 
Prioritized Health Issues 
Based on the feedback from community partners including health care providers, public health experts, 
health and human service agencies, and other community representatives, the Greater 
Waterbury Health Improvement Partnership plans to focus community health improvement efforts on 
the following health priorities over the next three-year cycle: 

 Access to Care 
 Mental Health/Substance Abuse 
 Obesity 
 Tobacco Use 
 Asthma 
 Health Communications  

Documentation 
The final report of the CHNA was made public on September 30, 2016 and can be found on the Saint 
Mary’s Hospital website (stmh.org). Paper copies are also available per request.  The Saint Mary’s 
Hospital Board of Directors approved the CHNA on September 1, 2016. An implementation plan for 
community health improvement activities will be created and available by February 15, 2017.  
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Introduction 
Saint Mary’s Hospital has served the city of Waterbury since 1907, when it was founded by the Sisters of 
Saint Joseph of Chambery. The founding of the hospital was made possible by a generous donation by 
the Right Reverend Monsignor William J. Slocum. In its first year, Saint Mary’s Hospital was a 120 bed 
facility and had a staff of 14. It is now licensed for 347 beds and employs more than 2,100 people. The 
mission of Saint Mary’s Hospital is to provide excellent healthcare in a spiritually enriched environment 
to improve the health of our community. The vision of Saint Mary’s Hospital is to be the leading regional 
healthcare provider. Saint Mary’s Hospital values are: 
 

 Integrity: Commitment to doing what is right 
 Caring: Compassionate approach to addressing the healthcare needs of all people 
 Accountability: Personal responsibility for the performance of Saint Mary’s Health System 
 Respect: Respect for the dignity, worth, and rights of others 
 Excellence: Working together in pursuit of superior clinical quality and service to others 

 
Saint Mary’s Hospital serves the city of Waterbury and 17 surrounding towns. In 2016, Saint 
Mary’s Hospital conducted a comprehensive Community Health Needs Assessment (CHNA) to evaluate 
the health needs of individuals living in these communities. The CHNA was done in collaboration with 
The Greater Waterbury Health Improvement Partnership. The partnership consists of Saint Mary’s 
Hospital, Waterbury Hospital, Waterbury Department of Public Health, the City of Waterbury, StayWell 
Health Center, Connecticut Community Foundation, United Way, and other community organizations. 
Saint Mary’s Hospital views community health improvement as an ongoing effort that requires 
leadership through example and partnership with other community organizations to improve the health 
status and quality of life of community residents. 
 
The purpose of the assessment was to gather information about health needs and behaviors. A variety 
of indicators were examined including risky health behaviors (alcohol use, tobacco use) and chronic 
health conditions (diabetes, heart disease). The current assessment will guide Saint Mary’s ongoing work 
to improve community health and comply with new requirements for tax-exempt health care 
organizations to conduct a CHNA and adopt an Implementation Strategy aligned with identified 
community needs. 
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Community Health Needs Assessment Summary 
Community Health Needs Assessments (CHNA) and implementation strategies are required of tax-
exempt hospitals as a result of the Patient Protection and Affordable Care Act. The CHNA and 
implementation strategies create an important opportunity to improve the health of communities by 
ensuring that hospitals have the information they need to provide community benefits that meet the 
needs of their communities. They also provide an opportunity to improve coordination of hospital 
community benefits with other efforts to improve community health. 
 
Saint Mary’s Hospital published its first federal mandated CHNA in 2013 in collaboration with contracted 
research and consulting firm, Holleran, and The Greater Waterbury Health Improvement Partnership. 
The 2016 assessment will serve as a starting point for data-based goals and strategies on how to address 
the needs that have been identified. The health needs acknowledged by the CHNA will be integrated 
into a three-year community outreach plan and implementation strategy to overcome the issues. By 
utilizing existing resources, strengthening partnerships and creating innovative programs on both the 
hospital campus and within the community, Saint Mary’s Hospital hopes to make a positive impact on 
these identified needs. 
 
Report on Progress since 2013 CHNA 
Saint Mary’s has made meaningful progress during this three-year CHNA cycle as we have opened two 
new urgent care centers and grown our primary care practices with over twenty new internal medicine 
providers. Saint Mary’s now offers four urgent care centers throughout our service area offering 
convenient access and extended hours. We continue to offer nurse navigation services for emergency 
department patients, and for our cardiac program to provide education and coordinate post-acute 
services. We established the “Pump Club” for cardiac patients who needed additional services to attend 
rehab sessions and other services. Saint Mary’s also established a heart rhythm program during this 
period, creating easier, local access to electrophysiology services that were previously not available in 
our community. Saint Mary’s continues to support and collaborate with the Malta House of Care, which 
provides medical services to undocumented and indigent population. We continue to work closely with 
the Harold Leever Cancer Center to address smoking cessation in our community. We have hosted a 
series of farmers markets on the hospital campus using our community partner, Brass City Harvest. 
Through our work with the Greater Waterbury Health Improvement Partnership are working towards 
the creation of a Community Care Team to provide cross-organization case management for high 
utilization emergency department visitors.  
 
Since 2013 Saint Mary’s has continued to work towards maintaining its existing programs while 
introducing new initiatives as appropriate. We have also continued to fully participate in the Greater 
Waterbury Health Improvement Partnership (GWHIP) which creates opportunities for collective impact, 
fosters greater collaboration community-wide, and helps make better use of resources by eliminating 
duplication of effort wherever possible. In August 2016 Saint Mary’s joined Trinity Health, becoming a 
part of the Trinity Health – New England regional health ministry. Becoming part of a strong national 
and regional system will provide further opportunities to enhance our ability to meet the needs of our 
community.  
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Overview of Hospital Service Area and Facilities 
Service Area 
Saint Mary’s total service area is comprised of 35 zip codes, which include the city of Waterbury and 17 
surrounding towns.  The primary service area which covers 9 US Census zip code tabulation areas 
(ZCTAs) includes Waterbury, Naugatuck, Prospect and Wolcott has a population of approximately 
168,000. The secondary service area includes Beacon Falls, Bethlehem, Cheshire, Middlebury, Morris, 
Oxford, Plantsville, Plymouth, Southbury, Thomaston, Watertown and Woodbury has a population of 
approximately 153,000. 
 
Figure 1. Saint Mary’s Primary Service Area Map 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2015 Saint Mary’s Hospital Community Health Profile, Connecticut Hospital Association 
 
Population 
The combined population for these communities is roughly 321,000 residents where the majority of 
Saint Mary’s hospital patients live in the city of Waterbury which is particularly economically distressed.  
The median household income is $41,136, which is significantly less than the overall service area, which 
is approximately $70,000.  The unemployment rate in the city of Waterbury in September 2015 was 
10.7%.  This is higher than the state of Connecticut unemployment rate of 6.6%. Approximately 31.6% of 
the population in Waterbury speaks a language other than English in the home.  This is higher than the 
state of Connecticut where 20.8% of the population speaks a language other than English in the home.  
In addition, 24.2% of families in Waterbury have poverty status compared to 10.5% in Connecticut.   
 
Central Waterbury has been designated a Medically Underserved Area (MUA) and Medically 
Underserved Population (MUP) by the health resources and services administration (HRSA).  HRSA has 
also designated central Waterbury as a Health Professional Shortage Area (HPSA) for primary medical 
care, dental care and mental health.  In Table 1. CHA Service Area Population Findings, there is a 
breakdown of population details provided by the US Census (2009-2013) and specifically the Primary 
Service Area of Saint Mary’s Hospital.  
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Table 1. CHA Service Area Population Findings 
Demographic 

Category Indicator 
Primary Service Area 

Total Connecticut Total 
Total Population Total Population          168,145  100%          3,583,561  100% 

Age Less than 18 Years Old            40,417  24%              802,718  22% 
Over 64 Years Old            22,263  13%              519,616  15% 

Race and Ethnicity 

White            96,590  57%          2,526,401  70% 
Black            21,484  13%              337,758  9% 
Hispanic            42,329  25%              496,393  14% 
Asian              3,124  2%              140,592  4% 
Other              4,618  3%                81,871  2% 

Gender Male            81,194  48%          1,745,194  49% 
Female            86,951  52%          1,838,367  51% 

Source: US Census (2009-2013) and primary service area determined by Connecticut Hospital Association (2015) 

Saint Mary’s Facilities 
Saint Mary’s Hospital 
Saint Mary’s Hospital is a Catholic, not-for-profit, community teaching hospital that has been serving 
patients in Waterbury, Connecticut since 1909. The hospital offers a wide variety of medical services, 
educational classes, and patient resources in addition to a Level II Trauma Center, pediatric emergency 
room, award winning cardiac and stroke care and exceptional surgical services.  

Naugatuck Valley Surgical Center 
Naugatuck Valley Surgical Center (NVSC) is an outpatient department of Saint Mary’s Hospital which 
offers state-of-the-art operating rooms and post-operative patient care areas for ambulatory surgery. 
The surgical center staff is experience in a wide variety of specialties including Gastroenterology, 
General Surgery, Gynecology Ophthalmology Oral/Dental Surgery, Orthopedics , 
Otorhinolaryngology (ENT), Pain Management, Plastic Surgery, Podiatry and Urology  

The Harold Leever Regional Cancer Center and Saint Mary’s Hospital Oncology Center 
The Harold Leever Regional Cancer Center is a joint partnership of Saint Mary’s Hospital and Waterbury 
Hospital offering the highest quality care for cancer patients. In the building sits Saint Mary’s Hospital 
Oncology Center which provides the most up-to-date treatment and protocols for patients right here in 
our community, and is located right in Waterbury, just off I-84. 

Saint Mary’s Medical Imaging Center 
From X-rays, MRI and CT scans to images taken at a nuclear level, Saint Mary’s is dedicated to providing 
advanced radiology services. Saint Mary’s Medical Imaging Center is fully digital, which offers many 
advantages, including improved image quality and enhanced speed.  

Saint Mary’s Hospital Urgent Care Centers (Cheshire, Naugatuck, Wolcott, Waterbury) 
Saint Mary’s has expanded its footprint to offer four urgent care locations that provide a greater access 
to care for patients in the service area. The urgent care centers offer a wide array of services including x-
ray, laboratory services, EKGs, immunizations and vaccines, pediatric care, and work-related injuries.  
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Community Health Needs Assessment Process 
Saint Mary’s Hospital’s 2016 CHNA is based on data and input from multiple sources.  
These include:  

• DataHaven Health and Wellbeing survey: Saint Mary’s participated in this data collection effort 
through the Greater Waterbury Health Improvement Partnership. The survey was conducted 
statewide, providing a valuable data set across multiple communities. A separate report was 
developed focusing on the Waterbury community.  

• GWHIP Steering Committee Strategic Review: the founding partners of the Greater Waterbury 
Health Improvement Partnership met to review our collective experience and insights from 
2013-2016. We discussed the performance of the various workgroups, initiatives implemented, 
and the expected impact. Based on this assessment several changes were recommended.  

• CDC Learning Cohort: Waterbury was one of thirteen communities in the country selected to 
participate in this learning opportunity. The learning cohort offered access to best practices, 
insight into what’s worked in other communities, and specific coaching  

• Trinity Health Community Health & Well Being: As Saint Mary’s prepared to become a member 
of Trinity Health, we were afforded the opportunity to have discussions with colleagues from 
Hartford as well as the system office in Lavonia, Michigan. These discussions, although 
preliminary in nature, have begun to shape our planning process. We expect that we will gain 
further benefit as we move ahead once fully integrated in to the Trinity Health regional health 
ministry. 

 
Each of these inputs contributed a unique perspective to the overall plan. 
Additional inputs and resources are listed below.  
 
Community Primary Data Sets  
Community Programming Surveys 
The data was gathered from information residents who attended Saint Mary’s Hospital’s community 
outreach programs specifically with the Spirit of Women Network. This came in the form of post-event 
surveys and verbal conversations. 
 
Community Leader Discussions/Executive Meeting 
In addition to gathering quantitative data, Saint Mary’s obtained input from important community 
stakeholders regarding the health needs of the community. Interviews and informal discussions with 
community leaders in the Greater Waterbury area were also used to expand the knowledge of the 
issues affecting the service area. Some if not most of the community leaders that were involved in 
discussions grew up in the area and represented broad interests in our community including: leaders of 
medically underserved and low-income populations, persons with expertise or special knowledge in 
public health, and persons who lead local health agencies. In addition, a comprehensive community 
executive meeting was held in June 2016 and informal discussions with key informants in regards to 
Saint Mary’s service area were completed.   
 
Community Health Needs Assessment Data Sets  
The following data sets were used and analyzed in order to obtain secondary data for Saint Mary’s 2016 
CHNA.  
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The ALICE Study of Financial Hardship Report 
In 2012, the United Way completed a report titled ALICE (Asset Limited, Income Constrained, and 
Employed) which represented the growing number of individuals and families who are working, but are 
unable to afford the basic necessities such as housing, food, child care, health care, and transportation.   
 
State of Connecticut  
The official website of the State of Connecticut (ct.gov). Several resources were used from the State of 
Connecticut’s website primarily regarding education and public health datasets for the purposes of 
expanding the information in this CHNA.   
 
US Center for Disease Control and Prevention 
As the leader in the nation’s public health concerns, the US Center for Disease Control and Prevention 
(CDC) provides insights and data on diseases, chronic to acute and curable to preventable.  
 
County Health Rankings and Roadmaps (2016) 
These are the data measures adopted by the Centers for Disease Control (CDC) as standard measures of 
community health by which to assess the nation’s health and allows comparisons at national, state and 
local levels. They have been selected based on their relevance as indices of community health and their 
general availability for assessments at all levels. The information for this data can be found in Appendix 
1 and is often referred to in this CHNA.  
 
Healthy People 2020 (2014) 
Healthy People 2020 was developed by the Office of Disease Prevention and Health Promotion to assist 
in creating societies of residents living long and healthy lives and specifically offers state-by-state data.  
 
Saint Mary’s Hospital Community Health Profile (2015) 
The Saint Mary’s Hospital Community Health Profile (2015) was provided by the Connecticut Hospital 
Association(CHA). Completed each year by CHA, the document provides data and support for 
Connecticut hospitals and their community partners particularly with the Community Health Needs 
Assessment. Within this community profile, data was used from CHA’s ChimeData database, US Census,  
the Centers for Disease Control and Prevention (CDC) Behavioral Risk Factor Surveillance Survey (BRFSS), 
the Connecticut Department of Public Health, and several other sources.  
 
The 2015 DataHaven Community Health and Wellbeing Survey 
The public service organization, DataHaven, completed the DataHaven Community Health and 
Wellbeing Survey in 2015 as a grassroots and locally based effort to promote regional well-being and 
quality of life. Using telephone surveys, the company was able to receive data from nearly 17,000 
residents of Connecticut of which 610 were surveyed from the City of Waterbury. The information from 
the survey was heavily used in this CHNA and provided necessary information for prioritization for Saint 
Mary’s.  
 
Research Limitations 
It should be noted that the availability of secondary data may represent some research limitations.  
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Community Health Needs Assessment Findings  
Saint Mary’s utilized the “Invest in Your Community: 4 Considerations to Improve Health and Wellbeing 
for All” and the “County Health Rankings Model - Health Factors” as guide and framework for its work. 
The Centers for Disease Control and Prevention (CDC) created a detailed outline which has been used as 
the core of the Greater Waterbury Health Improvement Partnership it can be found on page 24 of this 
CHNA. 
 
Using the CDC’s graphic as a model, Saint Mary’s focused on the four elements of good health: 

 Socioeconomic Factors, which accounts for 40%  
 Physical Environment, which accounts for 10% 
 Health Behaviors, which account for 30%  
 Clinical Care, which accounts for 20%  

Socioeconomic Factors 
Socioeconomic factors have the largest impact on one’s health according the CDC model of community 
health and wellbeing accounting for 40% in the described model. Socioeconomic factors that affect good 
health include a combination of: education, employment, income, and community support. These 
factors are known as the “social determinants” of health.  
 
Employment & Income 
According to the 2012 ALICE (Asset Limited Income Constrained Employment) Report, the state of 
Connecticut had a poverty rate of 10% and a median household income of $67,276. These numbers 
compare well to the U.S. average poverty rate of 15%, and the median household income in U.S. of 
$51,371. When looking specifically at the city of Waterbury, one of Connecticut’s largest cities the 
report showed that out of 40,992 households, 23% of the residents were living in poverty and an added 
34% fell under the ALICE characterization totaling over 50% of households below the ALICE threshold. 
Additional information can be seen in Table 2. in regards to the ALICE Report.  
 
Table 2. Key Facts and ALICE Statistics by Municipality, Connecticut, 2012 

Municipality Waterbury, New Haven County 
Population 109,915 
Households 40,992 
Poverty % 23% 
ALICE % 34% 

Above ALICE Threshold % 43% 
Gini Coefficient 0.45 

Unemployment Rate 13% 
Health Insurance Coverage % 86% 

Housing Burden: Owner over 30% 42% 
Housing Burden: Renter over 30% 60% 

Source: United Way ALICE Report; American Community Survey 
 
Saint Mary’s primary and secondary service area as mentioned above encompasses 35 zip codes and 17 
towns. On page 11, The ALICE and Poverty Rates by Towns can be seen in Table 3 and include 
information with the total households and the total % of ALICE and Poverty households pertaining to the 
specific town.   
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Table 3. ALICE and Poverty Rates by Town, 2012 
Town Total Households % ALICE and Poverty 

Beacon Falls 2,244 26% 
Bethlehem 1,409 17% 
Cheshire 9,641 15% 

Middlebury 2,797 20% 
Morris 967 27% 

Naugatuck 12,588 40% 
Oxford 4,420 13% 

Plymouth 4,739 24% 
Prospect 3,280 19% 

Southbury 8,022 31% 
Thomaston 3,192 27% 
Waterbury 40,992 57% 
Watertown 8,270 25% 

Wolcott 5,947 23% 
Woodbury 4,204 24% 

Source: United Way ALICE Report, U.S. Department of Housing and Urban Development (HUD), U.S. Department of Agriculture 
(USDA), Bureau of Labor Statistics (BLS), Internal Revenue Service (IRS) and state Treasury, and ChildCare Aware, 2012; 
American Community Survey, 1 year estimate. 
*Note: Plantsville, Connecticut (zip code: 06479) was not included in the service areas reported  
 
 
 
 
Education 
Education is an important social determinant of health. Studies have shown that individuals who are less 
educated tend to have poorer health outcomes. According to the U.S. Census Bureau, High school and 
higher education graduation rates are lower in Waterbury (79.6% and 16.0% respectively) than in 
Connecticut (86.3% and 29.3% respectively).  
 
According to the County Health Rankings in Saint Mary’s service area counties the percentage of 
students who graduate High School in four years from New Haven County is 81%, from Litchfield County 
is 89%, and Hartford County is 82%. As seen below in Table 4. in Saint Mary’s Service area covered by 
the Connecticut Hospital Association, 20% of the residents have a Bachelor’s Degree or higher, whereas 
36% of the State of Connecticut hold such education.  
 
Table 4. Socioeconomic Data by CHA Primary Service Area  

Demographic 
Category Indicator 

Primary Service Area 
Total Connecticut Total 

Socioeconomics Below Poverty            29,226  18%              354,348  10% 
Bachelor's Degree or Higher            22,198  20%              886,514  36% 

Source: US Census (2009-2013); primary service area determined by Connecticut Hospital Association (2015) 
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In recent reports from the 2013-2014 Connecticut Department of Education Chronic Absenteeism 
Report, Waterbury Public Schools are on the top of the list for chronic absenteeism in the district. Over 
20% of students in the district fall into the category of chronically absent from school which is defined as 
any student with a calculated Average Daily Attendance (ADA) of less than or equal to 90%. This number 
was significantly higher when looking at chronic absenteeism in the Waterbury Public High School rates 
which were at 33.7% among the highest in the state of Connecticut.  
 
Neighborhood and Community Safety 
One of the most significant social determinants of health is the conditions in which residents have a 
sense of security and community within their geographic location. In order to better understand overall 
safety in the community in three different levels, data was taken from overall Connecticut respondents, 
Greater Waterbury and Waterbury. Within that data table below, one can see that overall the results for 
satisfaction with Greater Waterbury was 78% and in the city of Waterbury was 63%.  
 
Table 5. Neighborhood Satisfaction 
Are you satisfied with the city or area where you live? 

 Connecticut Greater Waterbury Waterbury 
Yes 82% 78% 63% 
No 17% 22% 36% 
Don’t Know 1% 1% 1% 
Refused 0% 0% 0% 

Source: DataHaven Health and Wellbeing Survey 
 
While the overall satisfaction in Greater Waterbury and Waterbury are less than the Connecticut 
average ranking quite high at 82%, the responses for the safety of residents in their neighborhood 
merits further examination which can be seen below at staggering rates below the Connecticut’s 
average. 
 
Table 6. Residents Safety 
The job done by the police to keep residents safe… 

 Connecticut Greater Waterbury Waterbury 
Excellent 30% 30% 15% 
Good 45% 41% 35% 
Fair 15% 16% 28% 
Poor 6% 9% 16% 
Don’t know 
enough about it in 
order to say 

4% 3% 5% 

Refused 0% 0% 0% 
Source: DataHaven Health and Wellbeing Survey 
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Table 7. Neighborhood Responses  
The information below portrays the percentage of respondents that stated that they “strongly agreed” 
with the specific questions asked in the DataHaven Health and Wellbeing Survey.  

Questions answered with “Strongly Agree” Connecticut Greater Waterbury Waterbury 
There are safe sidewalks and crosswalks 
on most of the streets in my 
neighborhood.  

39% 32% 39% 

I do not feel safe to go on walks in my 
neighborhood at night.  

16% 18% 29% 

People in my neighborhood can be 
trusted.  

54% 55% 33% 

Children and youth in my town generally 
have the positive role models they need 
around here.  

38% 38% 17% 

Source: DataHaven Health and Wellbeing Survey 
 
Transportation  
Comparable to state average, the Greater Waterbury service area residents have access to a car or have 
their own car as the primary means of transportation as seen in Table 8. Public transportation is 
available in this city of Waterbury and immediate suburban towns but only 8% of respondents in the 
DataHaven survey said to use it. With a 12% response, most residents in Waterbury would be more apt 
to get a ride from a friend or relative than to use public transportation as a primary means of 
transportation.     
 
Table 8. Access to Car 
Do you have access to a car when you need it? Would you say you have access… 

 Connecticut Greater Waterbury Waterbury 
Very often  85% 83% 74% 
Fairly often  4% 5% 4% 
Sometimes  5% 5% 8% 
Almost never  1% 1% 3% 
Never at all 5% 6% 11% 
Don’t Know 0% 0% 0% 

Source: DataHaven Health and Wellbeing Survey 
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Physical Environment 
According to the CDC model, where you live is one of the greatest predictors of how healthy you will be 
and accounts for 10% in the “Invest in Your Community” Model. Living in a safe neighborhood that has 
adequate environmental factors can lead to higher rates in overall wellbeing.  
 
Air Quality 
Air Quality Index AQI is a number used by government agencies to communicate to the public how 
polluted the air is currently or how polluted it is forecast to become. As the AQI increases, an 
increasingly large percentage of the population is likely to experience increasingly severe adverse health 
effects including asthma and cardiovascular disease. According to the U.S. Environmental Protection 
Agency in 2013 the Air Quality Index (AQI) was significantly worse in the city of Waterbury at 106 
compared to the United States Index average of 75.     
 
Radon Zones 
According to the U.S. Environmental Protection Agency, New Haven County, which occupies Saint 
Mary's Hospital service area, falls within the EPA’s Radon Zone 1 indicating a High Potential for radon 
exposure for that service area community. As stated by the World Health Organization, radon is the 
second most important cause of lung cancer in many countries and lung cancer risk rises 16% per 2.7 
pCi/L increase in radon exposure. 
 
Figure 2. Map of Radon Zones in Connecticut 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: US EPA (2013); primary service area determined by Connecticut Hospital Association (2015) 
 
 
Housing 
Housing insecurity is an issue that continues to impact Saint Mary’s service area residents. Over a third 
of the population in Saint Mary’s service area is housing cost burdened, with rates close to 35% in 
Waterbury (U.S. Census Bureau, 2010-2014). According to the US Census Bureau, housing cost burden is 
defined as more than 30% of income going towards housing expenses. A lack of affordable housing can 
contribute to many factors including homelessness and housing instability and insecurity.  
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Health Behaviors 
The third factor to be discussed is health behaviors that account for 30% of the “Invest In Your 
Community” Model. This category includes topics such as diet, exercise, and substance use. These can 
also be defined as daily routines that residents in a community have that play a role in their overall 
health and wellbeing.  
 
Diet and Exercise  
Figure 3. USDA Food Atlas Food Desert Areas in Waterbury 

 
Source: USDA Food Access Research Atlas; accessed 8/17/16 
 
The USDA Food Access Research Atlas identifies low income and low access census tracts in order to 
greater understand the ability for members of the population to have access to a supermarket for 
nourishing and healthy food options. Places which have a great distance to a supermarket is known as a 
food desert. As seen in Figure 3 in green, Waterbury has several identified areas that are considered 
food deserts.  
 
Table 9. Weekly Exercise  
In an average week, how many days per week do you exercise?  

 Connecticut Greater Waterbury Waterbury 
None  17% 20% 26% 
One  6% 5% 6% 
Two 13% 10% 10% 
Three  19% 20% 17% 
Four 12% 10% 8% 
Five 12% 12% 12% 
Six 5% 4% 2% 
Seven 16% 17% 17% 
Don’t Know 1% 1% 1% 
Refused 1% 1% 1% 

Source: DataHaven Health and Wellbeing Survey 
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Table 10. Body Mass Index 
BMI (Based on Q24 Weight and Q25 Height DataHaven Survey) 

 Connecticut Greater Waterbury Waterbury 
Underweight  2% 2% 2% 
Normal weight  37% 33% 27% 
Overweight 36% 37% 37% 
Obese  26% 28% 33% 

Source: DataHaven Health and Wellbeing Survey 
 
Alcohol and Substance Use 
Substance use in the state of Connecticut and specifically in the city of Waterbury has been a large 
public health concern with the rising rates overdose cases. As one of the top five conditions for Saint 
Mary’s Emergency Department non-admission rates, substance use and abuse remains a problem in 
particular with prescription and opioid based medications.  
 
Tobacco Use 
Tobacco use is a major concern in Waterbury especially with the number of residents who currently 
smoke on a daily basis. According to the DataHaven Health and WellBeing Survey 45.0% of Waterbury 
respondents have smoked at least 100 cigarettes in their lifetime compared to 40.0% across the state. In 
addition, more than half (55.0%) of the respondents who initiated smoking at some point in their 
lifetime still smoke every day or some days compared to the state (37.0%). A positive finding is that 
respondents are more likely to have attempted to quit smoking during the past 12 months by not 
smoking for 24 hours or more. 
 
Table 11. Current Tobacco Use 
(If smoked 100 cigarettes in entire life) Do you currently smoke cigarettes every day, some days or not 
at all?  

 Connecticut Greater Waterbury Waterbury 
Every day  26% 29% 40% 
Some days  11% 11% 15% 
Not at all 63% 60% 45% 
Don’t know  0% 0% 0% 
Refused 0% 0% 0% 
Smoking Prevalence  
(based on several questions in DataHaven Survey) 

15% 17% 25% 

Source: DataHaven Health and Wellbeing Survey 
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Clinical Care 
The last factor that is mentioned in the CDC model is clinical care, which accounts for 20% of good 
health. To better understand this for Saint Mary’s primary service area several data sets have been used 
from the Connecticut Hospital Association in order to better understand the access to care as well as the 
quality of care given to patients.  
 
Figure 4. Inpatient Hospitalizations and Conditions for ED Non-Admissions 

 

 

 

 

 

 

 

 

 

 
Source: 2015 Saint Mary’s Hospital Community Health Profile, Connecticut Hospital Association 
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Mental Health 
Mental and Behavioral Health continue to have a dramatic impact on the overall health of residents in 
the Saint Mary’s service area. Feeling physically unwell can impact a person’s emotional wellbeing and if 
not taken seriously can lead to depression and anxiety. As seen in the figures below, the largest group of 
patients at Saint Mary’s were white adults age 45 to 64 according to the 2015 Saint Mary’s Hospital 
Community Health Profile, Connecticut Hospital Association. 
 
Figure 5. Depression by Age and Race 
 

 

 
 
 
 
 
 
Source: 2015 Saint Mary’s Hospital Community Health Profile, Connecticut Hospital Association 
 
In addition to depression, suicide and self-inflicted injuries were an increasing health concern for the 
hospital with 243 ED non-admission patients of which  142 were insured with Medicaid (Connecticut 
Hospital Association, 2015).  
 
Asthma  
In Greater Waterbury there are fare to many area children and adults that have poorly managed asthma 
which results in significant amounts of emergency department visits and potential inpatient admissions. 
Both pediatric and adult asthmatics have potential gaps in the education of management of asthma and 
its potential life threating symptoms. Despite being in line with the Connecticut average of respondents 
having Asthma in the Greater Waterbury Area and City of Waterbury,  of the respondents that answered 
“yes” to having Asthma the rate was double the Connecticut average at (12% and 16% respectively) for 
having an Asthma attack at least once a day and using a prescription inhaler (DataHaven Health and 
Wellbeing Survey, 2015).  

Figure 6. Asthma by Age 

 
 
 
 
 
 
 
 
 
 
Source: 2015 Saint Mary’s Hospital Community Health Profile, Connecticut Hospital Association 
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Oral Health  
According to the American Dental Association, most dental Emergency Room visits can be reduced or 
eliminated by regular visits to a dentist. In the DataHaven Health and Wellbeing Survey, almost 1 in 3 
residents of Waterbury reported not have been to a dentist for more than a year (2015). In addition, 
Emergency Department visits for dental conditions were proportionally overrepresented among blacks 
and Hispanics in Saint Mary’s service area.  
 
Cancer  
Cancer affects Waterbury residents at an (age-adjusted) rate of 491.1 per 100,000 and is the second 
leading cause of death. Overall, the total cancer incidence rate of 491.1 is similar to or lower than that of 
peer cities such as Hartford and New Haven which can be seen in Table 13. 
 
Table 12. Cancer Incidence in Waterbury per 100,000 (2010) 
Primary Cancer Site Crude Rate Age-Adjusted Rate 
Breast (Female) 139.0 128.9 
Colorectal* 60.0 57.6 
Lung & Bronchus* 77.4 74.8 
Prostate 115.4 120.8 
All sites 506.3 491.1 
Source: Connecticut Tumor Registry, Health Statistics & Surveillance Section, CT Department of Public Health 
*Denotes that State-Town Comparison rates are higher than the state rate.  
 
Table 13. Cancer Incidence by City per 100,000 (2010) 
 Connecticut Waterbury Hartford New Haven 
All sites (Age-adjusted) 489.3 491.1 472.5 515.9 
Source: Connecticut Tumor Registry, Health Statistics & Surveillance Section, CT Department of Public Health 
 
The mortality rate per 100,000 for all cancer types is 146.7 in Connecticut which is surpassing the 
Healthy People 2020 target of 161.4 (2014).  
 
Table 14. Overall Cancer Deaths by Total in Connecticut  
 2010 2011 2012 2013 2014 
Total* 163.4 158.4 151.9 148.4 146.7 
Source: Healthy People 2020 (2014), State-Level Data: Connecticut  
*Total (Age adjusted, per 100,000 population) 
 
Diabetes 
Not only in the Saint Mary’s service area and the state of Connecticut has diabetes been a major health 
concern but across the United States. According to the Center for Disease Control, 29 million Americans 
have diabetes and 86 million American adults aged 20 years and older have prediabetes. As seen below, 
residents in Waterbury have been told by a doctor more frequently that they have diabetes than in the 
Greater Waterbury area and in Connecticut. The unease with this number is that residents that have 
diabetes are at higher risk for serious health complications including: blindness, kidney failure, heart 
disease, stroke, and potential loss of extremities.  
 

Table 15. Have you ever been told by a doctor or health professional that you have diabetes?  
Connecticut Greater Waterbury Waterbury 
9%* 11%* 13%* 
Source: DataHaven Health and Wellbeing Survey 
*percentage of respondents that answered yes 
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Cardiovascular Disease  
According to the Connecticut Hospital Association, high blood pressure was the most prevalent 
condition among inpatient and Emergency Department Non-Admission settings. A total of 35% of 
residents in Waterbury responded “yes” to having been told by their doctor or health professional that 
they had high blood pressure or hypertension which are contributing factors to (other than obesity and 
lack of physical exercise) to more serious cardiovascular disease.  
 
Table 16. Have you ever been told by a doctor or health professional you have high blood pressure or 
hypertension?  
Connecticut Greater Waterbury Waterbury 
28%* 32%* 35%* 
Source: DataHaven Health and Wellbeing Survey 
*percentage of respondents that answered yes 

Figure 7. High Blood Pressure by Race 

 

Source: 2015 Saint Mary’s Hospital Community Health Profile, Connecticut Hospital Association 
 

Barriers to Care 
Access to care remains one of the top concerns for Saint Mary’s and its patients in the community. The 
tables below report access to services, insurance and prescription medications from the DataHaven 
Health and Wellbeing Survey.  
 
Table 17. During the past 12 months, was there any time when you didn’t get the medical care you 
needed? 

 Connecticut Greater Waterbury Waterbury 
Yes  7% 9% 10% 
No  92% 91% 89% 
Don’t know 0% 0% 0% 
Refused 0% 0% 1% 

Source: DataHaven Health and Wellbeing Survey 
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Table 18. And was there any time during the past 12 months when you put off or postponed getting 
medical care you thought you needed? 

 Connecticut Greater Waterbury Waterbury 
Yes  21% 20% 22% 
No  79% 80% 77% 
Don’t know 0% 0% 0% 
Refused 1% 0% 0% 

Source: DataHaven Health and Wellbeing Survey 
 

Table 19. If postponed or medical care not given, what was the reasoning? 
 Connecticut Greater Waterbury Waterbury 
Cost 49% 45% 45% 
Health insurance was not accepted 
(Doctor’s office or Hospital) 

16% 12% 14% 

Health insurance did not cover treatment 28% 33% 35% 
Appointment was not in a reasonable 
amount of time 

25% 27% 30% 

The medical problem did not seem serious 
enough 

46% 43% 39% 

Source: DataHaven Health and Wellbeing Survey 
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Strategies to Address Community Health Needs 
Selection of the Community Health Priorities and Future Planning 
In May 2016, individuals from healthcare organizations, community agencies, social service 
organizations, and area non-profits gathered to review the results of the GWHIP data and planning for 
the future. The meeting was initiated by partners of the Greater Waterbury Health Improvement 
Partnership, including Saint Mary’s Hospital.  The goal of the meeting was to discuss the commitment to 
the Greater Waterbury area and discuss future prioritizations of the organization and its members.   
 
The objectives of the session were: 

 To review recently compiled DataHaven Community Health and Wellbeing data and highlight 
key research findings; 

 To gather feedback from community representatives about community health needs; 
 To prioritize the community health needs based on select criteria. 

 
Prioritization Process 
Executive leaders of the Connecticut Community Foundation, City of Waterbury Health Department, and 
Greater Waterbury Health Improvement Partnership facilitated the prioritization session. The meeting 
began with an abbreviated research overview, including the results of the primary and secondary 
research and key findings of the CHNA. 
 
Following the research overview of the DataHaven Health and Wellbeing Data, meeting participants 
were provided with information regarding the prioritization process, criteria to consider moving forward 
with key areas of focus, and other aspects of health improvement planning. In a large-group format, 
attendees were asked to share openly what they perceived to be the needs and areas of opportunity in 
the community and how they would fit into the prioritization areas.  
  
Identified Health Priorities 
Attendees reviewed the findings from the voting and discussed cross-cutting approaches to further hone 
the priority areas.  Ultimately, the following four priority areas for Waterbury were adopted in order to 
touch on several health initiatives:  
 
Figure 8. Reorganization of Greater Waterbury Health Improvement Partnership 
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Strategies to Address Community Health Needs 
Saint Mary’s Hospital will develop an Implementation Strategy to illustrate the hospital’s specific 
programs and resources that support ongoing efforts to address the identified community health 
priorities.  This work will be completed by February 15, 2017 is supported by community-wide efforts 
and leadership from the executive team and board of directors.   
 
Rationale for Community Health Needs Not Addressed 
Saint Mary’s Hospital plans to address all of the prioritized community health needs identified through 
the 2016 Community Health Needs Assessment and prioritized by community representatives.   
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Invest in Your Community Template  
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County Health Rankings Model - Health Factors 
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Measures
New Haven 

County
Litchfield 

County
Hartford 
County State

Health Outcomes
Length of Life

Premature death /100,000 5800 5500 5700 5300
Quality of Life

% Adults reporting fair or poor health 13% 9% 13% 14%
Avg. physically unhealthy days/month 2.9 2.5 3.1 3.2
Avg. mentally unhealthy days/month 3.5 3.2 3.4 3.7

% Live births with low birth weight <2500g 8% 7% 9% 8%
Health Factors
Health Behaviors

% Adults report currently smoking 
cigarettes 14% 13% 13% 15%
% Adults reporting BMI >= 30 26% 23% 27% 25%
Food environment index 7.6 8.5 7.7 7.9
% Adults 20+ reporting no leisure-time 
physical activity 23% 21% 23% 22%
% Pop. with adequate access to locations 
for physical activity 96% 90% 96% 94%
% Adults reporting binge drinking 16% 19% 17% 18%
% Alcohol-impaired driving deaths 28% 28% 37% 33%
Chlamydia rate /100,000 440.3 174.4 418.9 355.8
Teen birth rate /1,000 female pop., ages 15-
19 22 11 24 19

Clinical Care
% Pop. under age 65 without health 11% 10% 10% 11%
Ratio of pop. to primary care physicians 1060: 1 1570: 1 1070: 1 1170: 1
Ratio of pop. to dentists 1360: 1 1650: 1 1000: 1 1230: 1
Ratio of pop. to mental health providers 270: 1 490: 1 230: 1 300: 1
Preventable hospital stays /1,000 Medicare 53 49 51 50
% Diabetic Medicare enrollees receiving 85% 88% 87% 86%
% Female Medicare enrollees receiving 
mammography 65% 65% 68% 67%

Social & Economic Factors
% Students who graduate HS in 4 years 81% 89% 82% 86%
% Adults, age 25-44 with some college 65% 66% 68% 68%
% Pop. age 16+ unemployed but seeking 
work 7.2% 5.9% 6.9% 6.6%
% Under age 18 in poverty 18% 9% 18% 15%
% Adults without social/emotional support N/A N/A N/A N/A
% Children in single parent households 36% 21% 37% 31%
Violent crime /100,000 406 111 323 279
Injury mortality /100,000 57 57 56 53

Physical Environment
Avg. daily fine particulate matter in 
micrograms/cubic meter (PM2.5) 10.5 10.7 10.5 10.5
% Pop. potentially exposed to water 
exceeding a violation limit /yr N/A N/A N/A N/A
% Households with severe housing 
problems 22% 16% 18% 19%
% Workforce driving alone to work 79% 83% 81% 79%
% Commuting 30+ mins to work, driving 
alone 32% 38% 27% 32%

Appendices 
Appendix 1. Community Health Rankings  
Saint Mary’s Hospital County Health Rankings 
Health Outcomes Rank of 6 (out of 8 counties) 
Health Factors Rank of 7 (out of 8 counties) 
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