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Application Checklist 

Instructions: 

1. Please check each box below, as appropriate; and
2. The completed checklist must be submitted as the first page of the CON

application.

Attached is the CON application filing fee in the form of a certified, 
cashier or business check made out to the “Treasurer State of 
Connecticut” in the amount of $500. 

For OHCA Use Only: 

Docket No.: ______________ Check No.: ________ 
OHCA Verified by:__________ Date: ____________ 

Attached is evidence demonstrating that public notice has been 
published in a suitable newspaper that relates to the location of the 
proposal, 3 days in a row, at least 20 days prior to the submission of the 
CON application to OHCA.  (OHCA requests that the Applicant fax a 
courtesy copy to OHCA (860) 418-7053, at the time of the publication) 

Attached is a paginated hard copy of the CON application including a 
completed affidavit, signed and notarized by the appropriate individuals. 

Attached are completed Financial Attachments I and II. 

Submission includes one (1) original and four (4) hard 
copies with each set placed in 3-ring binders. 

Note: A CON application may be filed with OHCA electronically through email, if 
the total number of pages submitted is 50 pages or less. In this case, the 
CON Application must be emailed to ohca@ct.gov. 

Important: For CON applications(less than 50 pages) filed electronically 
through email, the signed affidavit and the check in the amount of $500 
must be delivered to OHCA in hardcopy.   

The following have been submitted on a CD 

1. A scanned copy of each submission in its entirety, including all
attachments in Adobe (.pdf) format.

2. An electronic copy of the documents in MS Word and MS Excel as
appropriate.

XXXXX
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State of Connecticut 
Office of Health Care Access 

Certificate of Need Application 
 
Instructions: Please complete all sections of the Certificate of Need (“CON”) application.  If any section or 
question is not relevant to your project, a response of “Not Applicable” may be deemed an acceptable 
answer.  If there is more than one applicant, identify the name and all contact information for each 
applicant.  OHCA will assign a Docket Number to the CON application once the application is received by 
OHCA.   
 
Docket Number TBD  
Applicants Saint Francis Care, Inc.  Trinity Health Corporation 
Contact Person  R. Christopher Hartley Anne M. Hesano 
Contact Person’s Title Sr. Vice President, Planning, Bus. 

Development & Govt. Relations 
Vice President, Mergers, 
Acquisitions & Partnership 
Development 

Contact Person’s Address 114 Woodland Street 
Hartford, CT 06105 

20555 Victor Parkway 
Livonia, MI 48152 

Contact Person’s Phone 
Number  

(860) 714-5573 (734) 343-0818 

Contact Person’s Fax Number (860) 714-8093 (734) 343-3144 
Contact Person’s E-mail 
Address 

chartley@stfranciscare.org  hesanoa@trinity-health.org 

Project Town Hartford, CT Hartford, CT 
Project Name Creation of a new Regional Health 

System to include Saint Francis Care, 
Inc. and all its controlled subsidiaries 
operating as part of the Trinity 
Health system 

Creation of a new Regional 
Health System to include Saint 
Francis Care, Inc. and all its 
controlled subsidiaries operating 
as part of the Trinity Health 
system 

Statute Reference  Section 19a-638, C.G.S. Section 19a-638, C.G.S. 
Estimated Total  
Capital Expenditure  

$0 $0 
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1. Project Description and Need: Change of Ownership or Control 
 

a. Please provide a narrative detailing the proposal.  
 
If the proposed transaction described in this application is approved, Trinity Health will become the 
parent of Saint Francis Care through a membership substitution transaction.  The key elements of 
this transaction include the following changes: 
 

• Trinity Health will be substituted for the Archbishop of Hartford and become the sole 
member of Saint Francis Care; 

• The Archbishop  of Hartford will no longer be the sole member of Saint Francis Care; 
• Saint Francis Care will become sponsored by Catholic Health Ministries, an entity established 

by the Catholic Church to oversee the healing ministry and Catholic identity of Trinity 
Health;  

• Saint Francis Care will become a new regional health system (also known within the Trinity 
Health system as a “Regional Health Ministry” or “RHM”) of Trinity Health in a manner 
consistent with other regional health systems within Trinity Health.  Please see Exhibit 1 for 
the new regional health system organization chart.  

 
The proposed transaction is between two not-for-profit entities.  Although no cash purchase price is 
contemplated, if the proposed transaction is approved, Trinity Health will make substantial 
operational and financial commitments to Saint Francis Care and the communities it serves 
including: 
 

• Commitment of at least $275 million dollars in capital investment to benefit Saint Francis 
Care and its affiliates over a five-year period; 

• Preservation and support of Saint Francis Care’s not-for-profit mission and Catholic identity; 
• Access to Trinity Health  system services to reduce Saint Francis Care’s operating costs and 

promote efficiency; 
• Consolidation of Saint Francis’ balance sheet into the Trinity Health system,  including its 

long term debt and pension liabilities; and 
• Improved access to capital and debt financing. 

 
If the proposed transaction is approved by OHCA and upon receipt of all other approvals required 
for this transaction: 
 

• Saint Francis Care will become a direct subsidiary of Trinity Health (by virtue of the member 
substitution transaction described above); 

• Saint Francis Care’s existing Bylaws and Certificate of Incorporation will be amended and 
restated to be consistent with the governance documents of other Trinity Health RHMs and 
will serve as the governing documents of the new RHM and 

• A new Board of Directors consisting of nine to fifteen members will be created for the new 
RHM.  The Board of Directors will initially be comprised of members of the local community, 
physicians, Trinity Health representatives, and members of a Catholic religious community.  
It is also anticipated that the initial Board of the new RHM will include some existing Saint 
Francis Care Board members.  
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It is anticipated that the new RHM will eventually expand in scope to a service area that will include 
different regions of New England with an initial focus in the State of Connecticut and Hampden, 
Hampshire, Franklin and Berkshire counties in Massachusetts.  To facilitate continuity of care in the 
service area, the medical staff admitting privileges and medical staff bylaws of Saint Francis Care and 
its subsidiaries will remain in place.  Likewise, substantially all of Saint Francis Care’s medical 
education, research, community support and participation in governmental healthcare programs 
will be maintained. 
 
Saint Francis Care will remain a nonprofit, tax-exempt charitable organization and will honor all 
existing donor restrictions associated with philanthropic donations made to Saint Francis Care and 
its subsidiaries.  
   

b. Explain how each Applicant determined need for the proposal and discuss the benefits of this 
proposal for each Applicant (discuss each Applicant separately in separate paragraphs).  
 
 Saint Francis Care 
 
In anticipation of the many changes in the healthcare industry that are likely to result from the 
passage of the Affordable Care Act and the federal health policy changes being debated in 2009 and 
2010, Saint Francis Care undertook a strategic planning process designed to create a Saint Francis 
Care vision and foundation for success in the healthcare system of the future, a system that would 
be fundamentally different from the fee-for-service approach to healthcare delivery to which Saint 
Francis Care had been accustomed. 
 
Saint Francis Care’s FY 2010 – 2014 Strategic Plan was guided by its new vision of delivering BestCare 
for a Lifetime – the perfect patient experience and the highest measurable quality across the 
continuum of care.  (See Exhibit 2 for 2010 – 2014 Saint Francis Care Strategic Plan). 
 
Saint Francis Care’s Strategic Plan is graphically summarized by the following:  
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As demonstrated in the above diagram, model of care improvements, physician partnerships, clinical 
service redesign, electronic medical records development, quality improvement, cost reduction, and 
the creation of strategic alignments to form an integrated healthcare organization offering a true 
continuum of healthcare services to the Saint Francis Care system all had their origins in this 
planning document. 
 
The implementation process associated with this Strategic Plan, as well as the rapid changes in the 
healthcare environment since the adoption of this plan, have guided  the actions of Saint Francis 
Care’s Board and Senior Leadership since 2010. 

 
To support the transition to a truly integrated delivery system, Saint Francis Care has developed a 
strategy based on the Saint Francis Value System outlined in Exhibit 3.  Through this Saint Francis 
Value System, Saint Francis Care can best achieve its vision of providing BestCare for a Lifetime for 
each person who utilizes its system for healthcare. 
 
To achieve its vision of BestCare for a Lifetime, Saint Francis Care has developed 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, Saint Francis Care 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 4 for an outline of 
Saint Francis Care’s 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 
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financial margin.  This transformation will facilitate the transition by Saint Francis Care from a 
provider of clinical services to a manager of the health of populations. 
 
The article entitled, “Population Health Management: The Intersection of Concept and Reality” by 
Christopher M. Dadlez, FACHE, President and CEO of Saint Francis Care, further articulates the 
future of healthcare and the movement of Saint Francis Care towards population management (see 
Exhibit 5).  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.”  Saint 
Francis Care 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 6).  

 
Despite strategically positioning itself for the challenges and opportunities posed by the Affordable 
Care Act and other changes in the healthcare industry, Saint Francis Care, 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.  The development 
of integrated networks through alliances and acquisitions has become commonplace in the 
healthcare industry.  The article “Hospital Consolidation: “Safety in Numbers” Strategy Prevails in 
Preparation for a Value-Based Marketplace” published  by the American College of Healthcare 
Executives in October 2014 states, “at the end of the last wave of consolidation, by 2000, the overall 
percentage of hospitals in systems had increased from 38% to 52%.  And since the Great Recession 
and passage of the ACA, nearly 400 hospitals (10% of U.S. community hospitals) had joined 
multihospital systems and the percentage of hospitals in systems had increased to 62% by the end 
of 2013.”  The transaction which is the subject of this Certificate of Need application is consistent 
with national trends.  
 
As Saint Francis Care prepared to respond to the changing healthcare landscape including value-
based healthcare, it began evaluating a variety of strategic partnerships that would allow Saint 
Francis Care to continue to provide high-quality care to the community, effectively and efficiently 
and in a manner consistent with its mission and goals.  Accordingly, in selecting potential strategic 
partners, Saint Francis Care focused on healthcare systems whose mission, vision and values are 
aligned with those of Saint Francis Care.  In particular, it sought a national health system that would 
enhance its ability to meet the following strategic, mission, financial and governance goals: 
 
Strategic Goals: 
  

• Accelerate the development of Saint Francis Care’s strategy for a regional population 
management model; 

• Support the continued infrastructure development for Saint Francis Care’s integrated 
delivery system; 

• Provide a means for Saint Francis Care to partner and affiliate with multiple hospitals and 
other providers in the region; and 

• Further develop Saint Francis Care’s clinically affiliated network across the region. 
 

Mission Goals: 
 

• Maintain Catholic healthcare and adherence to the Ethical and Religious Directives for 
Catholic Healthcare Services; 
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• Further Saint Francis Care’s commitment  to serve the healthcare needs in the region 
irrespective of the ability of recipients of care to pay for the care; and 

• Support expansion and enhancement of services at Saint Francis Hospital and Medical 
Center. 
 

Financial Goals: 
 

• Provide funding for Saint Francis Care’s strategic growth and infrastructure development 
through improved access to capital; and 

• Facilitate the ability of Saint Francis Care to satisfy its current financial obligations, including 
long- term debt and pension liabilities. 
 

Governance Goals: 
 

• Continue a meaningful role for Saint Francis Care representatives in governance at local and 
regional levels; and 

• Obtain national health system support for Saint Francis Care’s leadership team as it 
continues to develop and operate a regional healthcare system. 
 

Saint Francis Care’s Board leadership created a special ad hoc Advisory Committee to review 
potential partners that would enable Saint Francis Care to meet the strategic goals outlined above.  
A number of potential strategic partners were considered before Saint Francis Care selected Trinity 
Health.  
 
As noted above, the current proposal is for Saint Francis Care to join Trinity Health as the hub of a 
new regional health system.  It is anticipated that the new RHM will ultimately include Mercy 
Medical Center and other facilities and programs of the Sisters of Providence Health System in 
western Massachusetts, which are already part of Trinity Health. 

 
Saint Francis believes that Trinity Health is the ideal affiliation partner in that it satisfies the 
strategic, mission, financial and governance goals established by St. Francis Care as part of its 
selection process.  More particularly, Trinity Health enhances Saint Francis Care’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 Saint 
Francis Care; 

   
• The transaction will preserve and support Saint Francis Care’s not-for-profit status, mission, 

values and Catholic identity; 
  

• Access to Trinity Health system services will provide operational efficiencies for Saint Francis 
Care;  

• Access to national best practices and expertise will enhance Saint Francis Care’s ability to 
pursue existing and future programs related to population health, emerging models and 
initiatives for the delivery of  healthcare, and health information technology; 
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• Trinity Health is a national system with a AA- credit rating which will allow Saint Francis 
Care's access to capital to be significantly improved and provide for an opportunity to lower 
Saint Francis Care’s cost of debt financing; and 
 

• Trinity Health is willing to (i) provide financial commitments that will enable Saint Francis 
Care 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 Saint Francis Care through governance and maintaining a 

local and regional presence.  
 

Trinity Health 
 
Trinity Health is a leading health system and is focused on transitioning from success in the 
traditional fee for services 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 with shared values and vision that help to accomplish key goals within markets. 
 
Saint Francis Care was identified as an important potential partner for Trinity Health both because of 
its complementary tradition of Catholic healthcare as well as its population health capabilities which 
will support an ACO in the broader New England market. As the organizations held initial 
discussions, it became clear that they shared a focus on quality, community health and benefit, and 
a future vision of population health management.  Importantly, Saint Francis Care is aligned with 
Trinity Health's Catholic mission and core values.  The parties’ discussions over the last several 
months have confirmed they share a: 
 

• Similar mission, core values and commitment to the communities they serve 
• Commitment to the delivery of high quality care 
• Goal to preserve and strengthen Catholic healthcare 
• Shared vision for person-centered care 
• Culture that values and achieves high patient, physician and community satisfaction 

 
Additionally, the core skills in which Trinity Health has made institutional investments, including 
population health management, risk contracting, physician alignment, clinically integrated networks, 
and other areas, are complementary to the network and development goals of Saint Francis Care.  
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Saint Francis Care is the third largest hospital in Connecticut and largest Catholic hospital in New 
England.  Affiliation with a market leader represents a unique opportunity for Trinity Health.  If the 
proposed transaction is approved, Saint Francis Care will represent a core component of Trinity 
Health’s regional strategy that will complement Trinity Health’s affiliates operating in the 
Springfield, Massachusetts area, including Mercy Medical Center and other facilities and programs 
of the Sisters of Providence Health System.  An affiliation with Saint Francis Care will allow for the 
development of a larger regional network to facilitate appropriate sharing of resources and 
technologies and will provide a framework for greater collaboration on best practices and the 
delivery of high quality care in the local geographic areas.  
 
If the proposed transaction is approved, Saint Francis Care will serve as the hub for Trinity Health’s 
broad regional strategy that will enable Saint Francis Care and Trinity Health to proactively lead 
transformational healthcare in the region.  With Saint Francis Care as its core, the new RHM will be 
positioned 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.  
 

c. Provide a history and timeline of the proposal (i.e., When did discussions begin between the 
Applicants? What have the Applicants accomplished so far?). 

 
Saint Francis Care and Trinity Health initiated discussions to explore a strategic combination in 
December 2013. The parties decided to more formally explore a fully integrated transaction in 
March 2014.  Negotiations and due diligence continued from March 2014 through October 2014.  
On November 5, 2014, Saint Francis Care and Trinity Health executed a nonbinding Term Sheet.  
Further confirmatory due diligence and the negotiation of a Membership Transfer Agreement took 
place in in November and early December 2014.  The Boards of Saint Francis Care and Trinity Health 
both approved the transaction and the Membership Transfer Agreement was executed by both 
parties effective on December 17, 2014. 

 
d. List any changes to the clinical services offered by the Applicants that result from this proposal, 

and provide an explanation. 
 
There  are no planned changes in the clinical services offered by Saint Francis Care or its subsidiaries 
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 the new 
RHM intended to best meet community healthcare needs.  

 
e. Describe the existing population served by the facility changing ownership or control, and how the 

proposal will impact these populations. Include demographic information as appropriate. 
 
Saint Francis Care serves a large and diverse population.  The Saint Francis Care primary service area 
is comprised of the eighteen towns whose contiguous zip codes generated 75% of the inpatients and 
newborns seen at Saint Francis Care in FY144.  The Saint Francis Care secondary service area is 
defined as those additional towns that generated at least 0.5% of the system’s inpatient and 
newborn discharges in FY144.  Together, the primary and secondary service areas include thirty two 
towns representing a population of over one million people (See Exhibit 7). 
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The total population of the Saint Francis Care service area is expected to grow 1.49% through 2020 
(source: Claritas, See Exhibit 7).  The 65+ population, however, is expected to increase by 14.08% by 
the end of 2020.  To meet the needs of the aging population, healthcare systems will need to 
provide additional access to disease management services for chronic conditions like heart and 
pulmonary disease as well as those conditions that affect the population aged 65 and older, such as 
cancer, stroke and the need for joint replacement.  Supportive services including home care, 
rehabilitation, skilled nursing and long-term care will also be important for this component of the 
patient population. 
 
Saint Francis Care already has significant clinical and supportive resources devoted to these 
conditions, including: 
 

• Hoffman Heart and Vascular Institute of Connecticut; 
• Saint Francis Mount Sinai Regional Cancer Center; 
• Connecticut Joint Replacement Institute; 
• Mount Sinai Rehabilitation Hospital; and 
• Stroke Center at Saint Francis. 

 
Affiliation with Trinity Health brings several benefits to the population served by Saint Francis Care.  
Affiliating with Trinity Health will enhance Saint Francis Care’s ability to attract and retain physicians 
to meet the needs of the service area population.  Through the Institute for Primary Care Innovation 
Simulation Studio, students, residents, fellows and current practicing physicians are exposed to the 
latest developments in healthcare delivery at Saint Francis Care.  The constant influx of bright, 
inquisitive 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 provider.    
 
The transaction will also bolster access to national best practices and expertise related to population 
health, accountable care organizations, clinically integrated networks and health information 
technology.  The ability to compare best practices across other similarly situated hospitals and 
enhanced compliance /risk management services will help ensure the continued delivery of high 
quality care.  
 
Further, Trinity Health will commit to the investment of $275 million to benefit the Saint Francis 
Care system over the next five years to support the healthcare needs of the community through 
capital projects in the region. In addition, Trinity Health will ensure that Saint Francis Care will have 
the resources to fund its outstanding pension liabilities.  
 
Affiliating with Trinity Health will provide access to the efficiencies, resources and system services of 
a national healthcare system, which are expected to help Saint Francis Care reduce its operational 
costs and costs of capital.  For these and the reasons described above, the affiliation will significantly 
benefit the communities served by Saint Francis Care.   
 

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

 
As reflected in the Membership Transfer Agreement, the parties have committed that as soon as 
reasonably practicable after the closing of the transaction, the new RHM will participate in Trinity 

Page 18 of 609



Health’s services and initiatives in the same manner as other RHMs.  This transition will be effected 
by those individuals in the Trinity Health system with oversight responsibility for particular functions 
(for example, finance) coordinating with their Saint Francis Care counterparts to ensure that Saint 
Francis Care receives the benefits of Trinity Heath’s size, scope and expertise as soon as reasonably 
practicable after the closing.  It is anticipated that the individuals responsible for each functional 
area will work collaboratively to develop and implement individual transition plans that will best 
accomplish these goals (subject to the oversight of Trinity Health and Saint Francis Care 
management).   
 
Similarly, the Membership Transfer Agreement provides that within one year after the closing, 
Trinity Health and the new RHM will develop plans to address Saint Francis Care’s third party debt 
and develop plans to fully fund Saint Francis Care’s pension plan obligations.  These transition 
activities will be coordinated by the finance and human resources leaders for both Trinity Health and 
Saint Francis Care.  
 
The integration plan will identify and prioritize near-term and long-term integration and planning 
needs as well as strategic opportunities and operational improvements to be developed and 
implemented after the closing and will facilitate a smooth operational and administrative transition 
to Saint Francis Care becoming part of Trinity Health. 
 
Importantly, the proposed transaction will have no impact on continuity of service in that the 
transaction will be occurring at the membership level and the availability of services provided by 
Saint Francis Care will not be adversely affected as a result of the proposed transaction.  

 
g. For each Applicant (and any new entities to be created as a result of the proposal), provide the 

following prior to and after this proposal: 
 
i. Legal chart of corporate or entity structure including all affiliates. 
ii. List of owners and the % ownership and shares of each. 

 
The corporate structures are attached in Exhibit 8.  

 
h. Provide copies of all signed written agreements or memorandum of understanding, including all 

exhibits/attachments, between the Applicants related to the proposal. Note: If a final version is 
not available, provide a draft with an estimated date by which the final agreement will be 
available.  
 
Please refer to Exhibit 9 for copies of all the written agreements related to this proposal.  

 
2. Quality Measures 

 
a. Submit a list of all key professional, administrative, clinical, and direct service personnel related to 

the proposal. Attach a copy of their Curriculum Vitae.  
 

Saint Francis Care 
Christopher Dadlez, FACHE, President and Chief Executive Officer 
John Rodis, M.D., Chief Operating Officer 
David Bittner, Chief Financial Officer  
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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  

 
Please refer to Exhibit 10 for copies of the Saint Francis Care Curricula Vitae and Trinity Health 
Curricula Vitae related to this project.    

 
b. Explain how the proposal contributes to the quality of healthcare delivery in the region.   

 
If approved, the proposed transaction will build upon Saint Francis Care’s long – standing 
commitment to quality and clinical excellence.  Saint Francis Care is well recognized for its 
commitment to quality of care as evidenced by the extensive list of awards and recognitions (see 
Exhibit 11).     
 
The transaction will also preserve access to healthcare for the patients in the Saint Francis Care 
service area, including the indigent and Medicaid recipients, by enhancing Saint Francis Care’s 
financial position.  As noted above, the proposal includes Trinity Health providing access to capital 
for future investment in Saint Francis Care and its affiliates and providing the financial strength to 
help Saint Francis Care fund pension obligations and support payment of long-term debt.  In 
addition, the integration of Saint Francis Care with Trinity Health will provide operational savings for 
Saint Francis Care and bolster the implementation and use of information technology, both of which 
are anticipated to help reduce costs and improve efficiency.  The increased access to best practices 
and expertise in population health management, accountable care organizations and other 
emerging models of care which Trinity Health will bring to Saint Francis Care will serve to improve 
the quality of healthcare delivery in the region. The proposed transaction also will allow Saint 
Francis Care to continue its 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, organizations that participate in the 
training of the next generation of providers provide better care and attract a higher caliber of 
provider.  Saint Francis Care’s focus on population management and health outcomes is regularly 
emphasized as part of its various teaching endeavors.  Trinity Health also maintains a strong 
commitment to the training and education of healthcare students and professionals.  The 
experience, expertise and support that it will share with Saint Francis Care will sustain and enhance 
Saint Francis Care’s training initiatives.   
 
Saint Francis Care 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 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 Saint Francis Care system.  Graduate medical 
education establishes an attractive base of hospital affiliation for those completing their training and 
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helps to ensure the future quality of care by developing a cadre of well-qualified practicing 
physicians affiliated with the institution. 
 
Saint Francis Care maintains independent, hospital-based fellowships and residency programs and 
also participates in the University of Connecticut School of Medicine Integrated Residency Training 
Programs.  Saint Francis Care’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 and Accreditation Council on Dental Education.  Saint Francis Hospital 
and Medical Center is also a member of the Council on Teaching Hospitals and the Association of 
American Medical Colleges. 

 
All programs at Saint Francis Care follow the guidelines for qualifications for those eligible to enter 
graduate medical education programs as outlined by the Essentials of Accredited Residencies as to 
the type of programs that may be provided to residents. 
 
Additionally, various allied health professions and disciplines rotate through various departments of 
Saint Francis Care.  These allied health professionals include medical technologists, radiological 
technologists, physical therapists, respiratory therapists and technicians, physician assistants, 
pharmacists and nurse practitioners. 
 
Saint Francis Hospital and Medical Center’s inpatient and outpatient patient population in FY 2014 is 
comprised of 23.8% Medicaid recipients.  It is expected that this percentage will remain level or 
increase in the coming years.  In addition, Saint Francis Hospital and Medical Center provided over 
$6.2 million of services to the uninsured in FY 2013.  The integration of Saint Francis Care into the 
Trinity Health system will enhance Saint Francis Care's ability to maintain its commitment to the 
poor, including the Medicaid population, by lending strategic and financial strength to Saint Francis 
Care’s operations. 

 
For a more detailed explanation of the community benefits provided by both organizations, please 
refer to Exhibit 12 which contains recent community benefit data for Saint Francis Care and Trinity 
Health, respectively. 
 
 

3. Organizational and Financial Information 
 

a. Identify the Applicant’s ownership type(s) (e.g. Corporation, PC, LLC, etc.). 
 
Saint Francis Care and Trinity Health are both corporations.   
 

b. Does the Applicant have non-profit status?  
 
Yes, Saint Francis Care is a Connecticut non-stock corporation and Trinity Health is an Indiana 
nonprofit corporation.   Both corporations are recognized as exempt from federal income tax by the 
Internal Revenue Service pursuant to IRC §501(c)(3). 

 
c. Provide a copy of the State of Connecticut, Department of Public Health license(s) currently held 

by the Applicant and indicate any additional licensure categories being sought in relation to the 
proposal.  
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Please refer to Exhibit 13 for copies of the applicable licenses for Saint Francis Care and affiliates.  
No additional licensure categories are being sought in relation to this application.  
 

d. Financial Statements 
 

i. If the Applicant is a Connecticut hospital: Pursuant to Section 19a-644, C.G.S., each hospital 
licensed by the Department of Public Health is required to file with OHCA copies of the 
hospital’s audited financial statements. If the hospital has filed its most recently completed 
fiscal year audited financial statements, the hospital may reference that filing for this 
proposal. 

 
ii. If the Applicant is not a Connecticut hospital (other healthcare facilities): Audited financial 

statements for the most recently completed fiscal year. If audited financial statements do not 
exist, in lieu of audited financial statements, provide other financial documentation (e.g. 
unaudited balance sheet, statement of operations, tax return, or other set of books.)  
 
Saint Francis Care and its subsidiaries have filed its fiscal year 2013 audited financial statements 
with OHCA.  In addition, the audited financial statements for FY 2014 have been recently 
completed. Please refer to Exhibit 14 for a copy of these statements.  Similar information for 
Trinity Health is also provided in Exhibit 14 for its fiscal year 2014.  
 

e. Submit a final version of all capital expenditures/costs as follows: 
 

 
Table 2:  Proposed Capital Expenditures/Costs 
Medical Equipment Purchase $ 
Imaging Equipment Purchase  
Non-Medical Equipment Purchase  
Land/Building Purchase*  
Construction/Renovation**  
Other Non-Construction  (Specify)  
Total Capital Expenditure (TCE) $ 
Medical Equipment Lease (Fair Market Value)*** $ 
Imaging Equipment Lease (Fair Market Value)***  
Non-Medical Equipment Lease (Fair Market 
Value)*** 

 

Fair Market Value of Space***  
Total Capital Cost (TCC) $ 
Total Project Cost (TCE + TCC) $ 
Capitalized Financing Costs (Informational 
Purpose Only) 

 

Total Capital Expenditure with Cap. Fin. Costs $ 
*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. 
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***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 question is not applicable. 
 

f. 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. 

 
g. Demonstrate how this proposal will affect the financial strength of the state’s healthcare system.  

 
In an era of healthcare reform and diminishing resources, the financial strength of the State's 
healthcare system is dependent upon the strength of its providers.  As both state and federal 
reimbursement is reduced for those patients covered by government plans, it is up to the healthcare 
providers to deliver quality, accessible care within this new framework.  Collaboration and affiliation 
between health systems and networks help to lower costs, share resources and identify best 
practices – all outcomes needed to succeed in the new environment and achieve financial strength.  
Trinity Health and Saint Francis Care believe the proposed affiliation will make a positive 
contribution to the State's healthcare system and that it is consistent with the goals of the 
Department of Health's Statewide Healthcare Facilities and Services Plan ("the Plan").   The guiding 
goal of the Plan is to "improve the health of Connecticut residents; increase the accessibility, 
continuity and quality of health services; prevent unnecessary duplication of health resources; and 
provide financial stability and cost containment of healthcare services." Please refer to Exhibit 15.  
 
The core of this proposal is maintaining and enhancing access to the vital, quality health services 
currently provided by Saint Francis Care in a cost-effective manner, which provides the financial 
stability necessary to allow the services to continue in the long term. The organizations will combine 
strengths in inpatient, outpatient and continuing care settings to better serve patients.  Trinity 
Health’s focus on building a people-centered health system fits very well with Saint Francis Care’s 
strategy of working with community physicians and clinicians to deliver outstanding, coordinated 
care to patients and communities.   Trinity Health’s scale, significant financial resources and focus on 
innovation will support Saint Francis Care taking progressive, innovative steps on diverse fronts, 
capturing opportunities being presented by the revolutionary changes sweeping today’s delivery of 
healthcare.  Since the Affordable Care Act has been implemented, healthcare delivery providers 
across the nation have sought and established a myriad of affiliations, which are developed to 
strengthen local healthcare, ensuring that several key success factors may be achieved,  including  
scale and integration, leading quality and service, aligned physicians, sophisticated IT with high 
adoption rates, highly efficient cost structures, post-acute care linkages, progressive governance, 
risk taking capabilities, and capital access.  The driving forces behind the affiliation between Saint 
Francis Care and Trinity Health are consistent with this national trend.  
 
Saint Francis Care includes the third largest hospital in Connecticut and the largest Catholic Hospital 
in New England; yet, even an organization the size and breadth of Saint Francis Care finds itself 
severely challenged by the rapid pace of change in the healthcare environment. These changes, 
coupled with the continued reduction in federal and state reimbursement, make it increasingly 
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difficult to continue to meet the healthcare needs of those it serves, particularly the growing 
numbers of elderly, Medicaid and uninsured patients in its service area.  Saint Francis Care's current 
participation in Medicaid as well as its self pay and Financial Assistance care policies will not change 
as a result of the transaction. 
 
These financial and operational challenges have been exacerbated in recent years with the 
imposition of the Connecticut hospital tax that has shifted over $25 million in reimbursement away 
from patient care over the past three years to pay for other state programs.  Trinity Health’s strong 
financial position, national platform and shared mission, values and Catholic traditions will assist 
Saint Francis Care in meeting these challenges and strengthening care in the state, and provide the 
foundation for Saint Francis Care to implement its strategic initiatives.   
 
As a result of becoming a new RHM under the Trinity Health organization, Saint Francis Care will 
have access to: 

 
• System services that may lower its operating costs; 
• Capital financing and debt restructuring programs at favorable rates; 
• Support to enable Saint Francis Care to satisfy its pension and long term debt liabilities; 
• A commitment to ensure investment of $275 million dollars in near-term capital that will 

allow Saint Francis Care to: 
• Complete its EPIC electronic medical record conversion; 
• Address equipment replacement and routine facility upgrades delayed due to recent 

reductions in state and federal healthcare funding; 
• Make additional strategic investments in healthcare initiatives as opportunities arise 

over the next 5 years; and  
• A stable platform to help assure the preservation of community programs and medical 

education programs vital to the organization and the State of Connecticut as a whole. 
 
One of the significant challenges facing Saint Francis Care is difficulty in attracting and retaining   a 
sufficient number of highly skilled physicians and allied health personnel to support its health 
program offerings.  Trinity Health will support Saint Francis Care’s efforts in this regard.  Saint 
Francis Care believes Trinity Health’s geographic breadth and commitment to quality in healthcare 
education will enhance the attractiveness of Saint Francis Care to physicians from other geographic 
areas.  This recruitment support, together with the financial support of Trinity Health, will enable 
Saint Francis Care to ensure that current and future services provided by Saint Francis Care will 
remain available to patients in need regardless of their financial circumstances.   
 
Joining the Trinity Health system will allow Saint Francis Care to preserve its 117 year tradition of 
providing non-profit Catholic healthcare services to its community while continuing its movement 
forward to provide high quality, relevant healthcare services to its patient population in the most 
cost efficient manner possible.  The combination of Saint Francis Care and Trinity Health will provide 
the communities that Saint Francis Care serves with a single, stronger organization better able to 
make the transition to the new paradigm of healthcare delivery.  
 
Saint Francis Care and Trinity Health are not seeking to reduce or eliminate any healthcare services 
offered by Saint Francis Care as a result of this integration.  In fact, both organizations see the 
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creation of a Regional Health Ministry centered on Saint Francis Care as the best way to preserve 
access to all of the high quality healthcare services now available through Saint Francis Care. 

 
Saint Francis Care and Trinity Health have long been focused on lowering the cost of delivering care 
by providing the right care at the right time in the right location.  Both organizations also emphasize 
meeting or exceeding quality standards in the delivery of care.  Recognition of the high quality of 
both organizations is described elsewhere in this application and in the listing of awards received 
from various healthcare quality ranking organizations such as the Leapfrog organization, The Joint 
Commission, and US News and World Report. Both organizations also believe in healthcare 
innovation as a way to promote both quality and cost containment. Programs such as FastCare, The 
Connecticut Institute for Primary Care Innovation and the Wheeler Clinic primary care initiative for 
behavioral health covered in greater detail in Exhibit 15 are some examples of those innovative 
approaches.  Saint Francis Care 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 healthcare resources both financial and clinical.   

As is shown by the table below, Saint Francis Hospital and Medical Center has consistently had the 
lowest net expense per case mix adjusted equivalent discharge of the four identified hospitals 
according to data published by the Office of Healthcare Access: 

FY 2010 FY 2011 FY 2012 FY 2013

Yale-New Haven 11,456$            11,523$            11,640$            10,790$            

Bridgeport 8,436$               8,941$               9,192$               8,833$               

Hartford Hospital 10,439$            10,347$            10,608$            10,509$            

Saint Francis 1 7,351$               8,006$               8,083$               7,964$               

Lowest 7,351$               8,006$               8,083$               7,964$               

Median 9,438$               9,644$               9,900$               9,671$               

(Over)/Under Median 2,087$               1,638$               1,817$               1,707$               

1 FY 2011 and FY 2012 includes costs of opening JT O'Connell Building.

Source:  OHCA Twelve Month filing

Net Expense Per Case Mix Adjusted Equivalent Discharge
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Both Trinity Health and Saint Francis Care believe this collaboration will strengthen and contribute 
to the financial strength of the state's healthcare system. 

 
4.   Patient Population Mix: Current and Projected 
 

a. Provide the current and projected patient population mix (based on the number of patients, not 
revenue) with the CON proposal for the proposed program. 
 

Table 3:  Patient Population Mix 
 Current** 

FY*** 
Year 1 
FY*** 

Year 2 
FY*** 

Year 3 
FY*** 

Medicare*     
Medicaid*     
CHAMPUS & Tricare     
Total Government     
Commercial Insurers*     
Uninsured     
Workers’ Compensation     
Total Non-Government     
Total Payer Mix     
*Includes managed care activity. 
**New programs may leave the “current” column blank. 
***Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections provided. 
 

Please refer to Exhibit 16. 
 

b. Provide the basis for/assumptions used to project the patient population mix. 
 
Please refer to Exhibit 16. 

 
5. Financial Attachments I & II  

 
a. Provide a summary of revenue, expense, and volume statistics, without the CON project, 

incremental to the CON project, and with the CON project. Complete Financial Attachment I. 
(Note that the actual results for the fiscal year reported in the first column must agree with the 
Applicant’s audited financial statements.) The projections must include the first three full fiscal 
years of the project.  

 
See Attachment I at Exhibit 16. 
 

b. Provide the assumptions utilized in developing Financial Attachment I (e.g., full-time equivalents, 
volume statistics, other expenses, revenue and expense % increases, project commencement of 
operation date, etc.).  

 
See Attachment I at Exhibit 16. 

 
c. Identify the entity that will be billing for the proposed service(s).   

 
There will be no changes in the entity that will be billing as a direct result of the proposed 
transaction. Providers operated in connection with Saint Francis Care will continue to bill as 
providers of healthcare services. 
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d. As a result of the proposal, will there be any change to existing reimbursement contracts between 
the Applicants and payers (e.g. Medicare, Medicaid, commercial)? Explain. 
 
There will be no planned changes to existing reimbursement contracts between Applicants and 
payers as a result of this application.   

 
e. Provide the minimum number of units required to show an incremental gain from operations for 

each fiscal year.  
 

This question is not applicable. 
 

f. Explain any projected incremental losses from operations contained in the financial projections 
that result from the implementation and operation of the CON proposal.   

 
There are no projected incremental losses from operations contained in the financial projections as a result 
of this application. 
 

g. Describe how this proposal is cost effective. 
 

The proposal contained in this application is cost effective in that Saint Francis Care will derive 
substantial financial benefits from the proposed transaction due to Trinity Health’s size and financial 
strength.  These financial benefits will include a lower cost of capital, reduced operating expenses 
resulting from Saint Francis Care’s inclusion in Trinity Health’s system services and program 
initiatives, financial support for the existing long-term debt and pension liabilities of Saint Francis 
Care and cost avoidance and intangible benefits from Trinity Health's expertise in best practices in 
areas like clinical quality, compliance, insurance administration and revenue management.  Saint 
Francis Care will be able to manage its cost structure by sharing and/or centralizing certain costs 
such as, for example, the costs of health information technology development and implementation.  
All of these outcomes are consistent with Saint Francis Care’s objective of providing the highest 
quality care at the lowest possible cost.  
 
Please also refer to the response to Question 3g of this application for additional information. 
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“Destiny is not a matter of chance; it is a matter of choice. 
It is not a thing to be waited for; it is a thing to be achieved.” 

 
Winston Churchill 
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Context and Process 
 
 
Saint Francis Care undertook this strategic planning initiative amidst a time of great change and uncertainty. In early 2009 the world 
was reeling from the immediate aftermath of the worst economic crisis in seventy years. The new president of the United States had 
vowed fundamental reform of the healthcare sector. Hartford’s healthcare market dynamics were nearing a tipping point with the 
aggressive expansion of Hartford Hospital’s healthcare system. The University of Connecticut was pursuing the creation of a 
university medical center with Hartford Hospital as its primary partner. And Saint Francis Care had closed its prior fiscal year with the 
first shortfall in nearly a decade. 
 
Within this context Saint Francis Care’s leadership initiated a strategic planning process designed to define Saint Francis Care’s 
future role and position – based on its mission and core values – and to develop a strategic plan focused on that role and position. 
 
 
Strategy Development Process 
 
As the turmoil in the economy, the uncertainty about healthcare reform, and the increasing intensity in Saint Francis Care’s 
competitive environment unfolded, Saint Francis’ leadership elected to take a different, non-traditional approach to the development 
of this strategic plan. The approach began with, rather than led up to, creating Saint Francis Care’s vision for the future. Analytics 
were focused on assessing the gap between Saint Francis’ current state and its desired future. Key stakeholders and constituency 
groups were involved in the process at key points, providing feedback and input on vision and draft strategies. Three major areas of 
focus required to achieve Saint Francis’ vision were identified and specific activities and initiative in each were developed. 
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1. Vision for the Future 
A small group of Saint Francis Care board members, executives, and physician leaders examined trends in the practice of 
medicine, organization of care, payment policy, innovation, healthcare systems, technology, and other factors. The visioning 
group concluded that conventional approaches to improving care delivery would not lead to the levels of quality, satisfaction, and 
cost performance that would be required of Saint Francis Care under future payment models. The visioning group further 
concluded that incremental approaches would be unlikely to provide Saint Francis Care with a sustainable competitive advantage 
in the consolidating regional marketplace. As a result, the group seized on a bold vision for the future of providing Best Care for 
Everyone – a perfect experience of care encompassing quality, care processes, and service. Furthermore, the visioning group 
agreed that Best Care implied delivering value – the highest quality of care and patient experience at lower costs. The Best Care 
theme was subsequently refined to Best Care for a Lifetime to emphasize Saint Francis’ ongoing relationship with patients and 
their families and to recognize that the future of healthcare will be increasingly patient-centric rather than hospital-centric.  

 
2. Gap Assessments and Environmental Assessment 

An assessment focused on publicly available performance measures helped determine the distance (or gap) between Best Care 
and Saint Francis Care’s current performance on quality, satisfaction, and cost. Examples from leading healthcare organizations 
illustrated how these organizations set standards and organized to achieve them. An environmental assessment of trends in 
population, volumes and market shares, service lines, network development, physician resources and organization, and related 
topics provided a clear view of the external environment and competitive dynamics of the regional market place in which Saint 
Francis Care competes.  

 
3. Eliciting Input 

Over the course of the strategy development process, 140 participants (See Appendix B) offered their views on Saint Francis 
Care’s vision, issues, opportunities, and potential priorities in interviews with Navigant consultants. Participants included 
caregivers, Board members, and administrative leaders within Saint Francis Care and its affiliates, the Archdiocese of Hartford, 
as well as representatives from local and regional physician groups, business organizations, the Connecticut Hospital 
Association, and other organizations.  
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4. Strategy Development 
The foregoing activities led to a set of draft strategies aggregated in three focal areas targeted at achieving Saint Francis Care’s 
vision and enhancing its position in the regional healthcare marketplace. The draft strategies and their underlying rationale were 
the subject of this year’s Leadership Summit. At the summit, the leadership group strongly endorsed Saint Francis Care’s vision 
for the future and its strategic direction and offered numerous enhancements on the strategies which were subsequently 
incorporated into the plan.  

 
5. Plan Development 

The resulting strategic plan consists of a focused set of strategic initiatives to achieve the performance required for realizing Best 
Care for a Lifetime and for succeeding in an increasingly consolidated hospital marketplace.    
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  Executive Summary 
 
Saint Francis Care’s FY 2010 – FY 2014 Strategic Plan is guided by Saint Francis’ vision of delivering Best Care for a Lifetime – 
the perfect patient experience and the highest measurable quality of care across the continuum of care. To position Saint Francis 
Care for the unfolding reforms in healthcare payment and to compete in an increasingly consolidated regional hospital marketplace, 
the plan defines goals, objectives, and strategies to develop Saint Francis Care’s Model of Care, compete as the Value Provider, 
and solidify its Market Presence.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 SECTION 1 

Market 
Presence 

Objectives Focal Area Goals Vision 

Best Care 
for a 

Lifetime 

Quality 

Cost 

Contracting 

Value 
Provider 

Care 

Physicians 

Innovation 

Model of 
Care 

Ambulatory Strategy 

Provider Alliances 

Strategies 

Geographic Footprint 

• Culture Change 
• Coordination of Care 
• Service Line Development 
• Physician Access to Saint 

Francis Care 
• Physician Structure 
• Center for Innovation 
• Academic Partnership 

• Quality Improvement 
• Electronic Medical Record 
• Cost Reduction 
• Budget Processes 
• Value Contracting 
• Employer Targeting 

• Practice Models 
• Ambulatory Centers 
• Physician Recruitment 
• Primary Care Referral Base 
• Continuum of Care Alliances 
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Executive Summary – 2 
 
 
The following pages provide an overview of strategies for FY 2010 – FY 2014. They represent a focused set of initiatives 
directly relevant to Saint Francis Care’s vision and market strategy. The full set of strategies is included in Section 5. 
 
 

In addition to the strategic initiatives outlined in the Strategic Plan we recognize that Saint Francis Care must continue to deploy 
sufficient resources to a variety of ongoing program areas for which specific strategic objectives are difficult to identify/quantify in a 
time-specific fashion.  Therefore this strategic plan assumes that Saint Francis Care will continue to invest in the resources required 
to: 
 
 Meet all of its regulatory, Joint Commission, ACGME accreditation, and state licensure requirements in an exemplary fashion; 
 Continue to expand the size of the Saint Francis Foundation’s contribution to the fiscal health of Saint Francis Care;  
 Retain its leadership position in state and federal health reform initiatives that affect the future of Saint Francis Care and all of 

its affiliates;  
 Continue construction of the John T. O’Connell Tower and other important building initiatives; and 
 Meet the financial performance targets necessary to support the outstanding bond issue as well as generate the additional 

investments required by the strategic plan (See Appendix A).  Reassignment of existing capital and revenue or the generation 
of additional funds through revenue enhancement or expense reduction may be necessary to implement the plan.  
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Executive Summary – 3 

 
 
Goal 1 –  Develop a patient-centered model of care that achieves perfect care processes, experiences, and 
results for those receiving and delivering care, over time and across care settings, specialties, disciplines, 
and institutions 

 
Care Improvement Initiatives 

• Design and implement a cultural change initiative to support Best Care by the end of FY 2010 and then extend the new 
cultural standards, skills and behaviors throughout the Saint Francis Care organization by the end of FY 2012 

• Expand Lean initiatives organization wide for process and quality improvement by FY 2012 
• Develop, distribute, and utilize clear treatment plans to coordinate the continuum of care for every patient by FY 2011 
• Develop clinical service lines within Saint Francis Care guidelines and parameters defined during FY 2011 

 
Physician Relationship Initiatives 

• Redesign hospital admission, referral, and discharge processes for referring physicians by the end of FY 2011 
• Develop an overall physician structure that accommodates various relationship options by the end of FY 2011  
• Implement a fully integrated MISYS-based physician practice management system by the end of FY 2013 

 
Innovation and Academic Initiatives 

• Develop a business plan for the Center for Innovation by end of FY 2010 
• Implement the Center for Innovation according to the business plan schedule 
• Pending outcome of University of Connecticut discussions, prepare to select alternative partner in FY 2011 
• Develop a business plan for the Primary Care Institute in FY 2010 
• Implement the Primary Care Institute according to the business plan schedule 
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Executive Summary – 4 

 
 
Goal 2 – Achieve, maintain, and leverage a position as the best healthcare value – quality, patient 
satisfaction, and cost – in Connecticut 
 
 
Quality Initiatives 

• Design and conduct a clinical quality transformation initiative to achieve: 
– Zero preventable deaths by the end of FY 2013 
– Zero medical errors by the end of FY 2014 

• Develop a Saint Francis Care integrated Electronic Medical Record (EMR) across the continuum of care 
– Complete the implementation of the hospital EMR by the end of FY 2012 
– Integrate Mount Sinai Rehabilitation Hospital by the end of FY 2013 
– Integrate the other components of a formal Saint Francis Care continuum by the end of FY 2013 

 
Cost Initiatives 

• Conduct a performance improvement and cost reduction initiative in FY 2010 to realize additional savings from gains in 
productivity, revenue cycle, and supply chain management and achieve these savings by the end of FY 2012 

• Evaluate and improve budget processes in FY 2010 
 
Contracting Initiatives 

• Conduct pilot contracting projects using bundled services in Joint Replacement and Heart Services in FY 2011 
• Contact self-insured employers and develop disease-focused contractual relationships with at least two companies by end 

of FY 2012 
• Pursue a partnership with the Archdiocese of Hartford to serve as the beta site for a direct contract as a value provider by 

FY 2012    
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Executive Summary – 5 

 
 
Goal 3 – Enhance Saint Francis’ strategic position as a key healthcare resource for and trusted partner to 
residents and healthcare providers in Connecticut 
 

• Create a formal continuum of care delivery system that includes Mount Sinai Rehabilitation Hospital, Masonicare Partners 
Home Health and Hospice Inc., the Hospital for Special Care, Gaylord Hospital and a grouping of nursing homes in the 
Greater Hartford Region by the end of FY 2012 

• Establish strategic alliances with primary care physician organizations, including ProHealth, Collins Medical, and Prime 
Health by the end of FY 2011 

• Establish a primary care group practice offering a transparent recruitment package with a first right of participation for 
primary care physicians already practicing in the area by the end of FY 2010  

• Streamline the design of ambulatory centers to achieve a common brand and identity while completing planned facilities in 
Bloomfield, and Ellington in FY 2010 as well as Simsbury in FY 2011.  New sites will be identified for later deployment in 
FY 2012 – FY 2014 

• Recruit an additional 193 physicians to Saint Francis Care’s strategic service area by the end of FY 2014 (See Appendix C 
for specific recruitment targets) 

• Explore strategic alliances/partnerships with Eastern Connecticut Health Network, Yale Health System, among others by 
the end of FY 2012 

• Explore the potential for creation of a joint venture with a hospital management company to pursue mutual opportunities by 
the end of FY 2011 

• Explore the feasibility of creating a medical home model for delivery of primary care services using the Asylum Hill Family 
Medicine Practice, the Saint Francis Care Clinics (Burgdorf and Gengras) as well as a group of Saint Francis Care owned 
or affiliated physician practices by the end of FY 2012 
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 Current Situation 

 
 
From Foundation Strategies (FY 2006 – FY 2010) to Performance Strategies (FY 2010 – FY 2014) 
 
The FY 2006 – FY 2010 Strategic Plan laid a comprehensive foundation for Saint Francis Care’s future. As part of implementing the 
plan, Saint Francis Care expanded clinical programs in Cardiac Services, Orthopaedics, Women’s Services, and others and 
achieved designation as a Primary Stroke Center; implemented the CyberKnife® program and invested in advanced imaging 
technology, such as PET/CT; established new ambulatory satellite facilities; recruited over 140 physicians; extended physician 
practice locations beyond the core service area; expanded the capabilities of the Saint Francis Physician Hospital Organization; 
completed major construction and renovation projects; began construction of the John T. O’Connell Tower; and is well on its way 
toward implementing the Electronic Medical Record in FY 2010. In implementing the strategic plan Saint Francis Hospital and 
Medical Center saw its volume grow and its inpatient market share expand. With the exception of FY08, Saint Francis Care’s 
financial performance has been positive and has enabled the financing of capital investments. In short, Saint Francis Care has a 
proud record of accomplishment in implementing its FY 2006 – FY 2010 strategic plan. 
 
Like Saint Francis Care, healthcare organizations across the country were in an expansive mode during the last decade: they 
developed specialized clinical programs with state-of-the-art technology, replaced their aging physical plant, built new facilities, and 
entered into business arrangements with physicians. Since the development of Saint Francis Care’s strategic plan in 2005, the 
delivery and financing of healthcare has began a profound and permanent transformation to achieve a changed set of priorities. As 
the Saint Francis Care visioning group concluded, the future of Saint Francis Care lies in performance – the highest possible quality 
of and satisfaction with care at much lower costs.  
 

 SECTION 2 
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Current Situation – 2   
 
 
 
Current Performance on Quality, Satisfaction, and Cost 
 
 

Quality of Care 
Saint Francis Care has made significant progress in raising the quality of care – as have regional 
competitors and institutions across the country. According to publicly reported measures of quality, 
Saint Francis Hospital and Medical Center’s overall score on process measures of care is marginally 
higher than that of Hartford Hospital and lies only slightly above the state average. Composite quality 
measures among clinical services vary and show no consistent advantage over Hartford Hospital. 
 

Patient Satisfaction 
Compared to other industries, patient/customer satisfaction in healthcare lies in the middle of the range.  
In the Hartford area, publicly reported hospital satisfaction scores indicate similar mid-level performance 
among hospitals. Saint Francis Hospital and Medical Center’s and Hartford Hospital’s scores vary 
among time periods, with neither organization demonstrating particularly high levels of performance. 
Saint Francis Hospital and Medical Center’s internal patient satisfaction scores vary widely among 
services and leave much room for improvement. 
 

Cost of Care 
Saint Francis Hospital and Medical Center has held a cost per discharge advantage over other regional 
hospitals, most notably Hartford Hospital. Saint Francis Care’s cost advantage will be challenged by 
recent patient care cost increases and upcoming debt service payments.  
 

 
In summary, Saint Francis Care’s performance on quality and patient satisfaction leaves considerable room for improvement and its 
cost advantage will require additional effort to sustain. 
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Current Situation – 3   
 
 
 
Regional Healthcare Dynamics – Trends and Implications 
 
 The regional hospital market is consolidating. Rather than focus on a hospital affiliation or merger strategy, Saint 

Francis Care should: 

 Focus on developing a better “product” as the basis of competition 
 Properly support Best Care for a Lifetime alliances across the continuum of care 

 Sizeable physician group practices have developed in the Hartford region. While there is a preponderance of 
individual and small group practices, several large primary care and multi-specialty groups have formed. 

 Strategic alliances with sizeable groups need to become a cornerstone of Saint Francis Care’s strategy 
 Alliances should emphasize complementary capabilities, e.g., electronic medical record, rather than equity stakes 

 The shortage of primary care physicians is nearing crisis levels. In Saint Francis Care’s strategic service area there 
will be a need for an additional 350 general internists and family/general practitioners by the end of FY 2014. 

 Saint Francis Care will compete with other hospitals for the same limited pool of primary care physicians  
 Saint Francis Care needs practice options for primary care physicians already in the area and to attract new 

physicians 
 

 Regional population growth is stagnant. While the older age groups are slowly growing in size, the utilization impact of 
the baby boomer generation will not fully materialize for another 10 years when large numbers enter their 70s.  

 Hospital volume growth will depend largely on increases in market share gains during the next decade 
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Mission and Core Values  
 
 

 

 
 

Responding to the scriptural call to heal…. 
 

 
Our Mission 

 
We are committed to health and healing  through excellence, 

compassionate care and 
reverence for the spirituality 

         of each person. 
 
 

Our Core Values 
Respect 

We honor the worth and dignity of those we serve and with whom we work. 

Integrity 
We are faithful, trustworthy and just. 

Service 
We reach out to the community, especially those most in need. 

Leadership 
We encourage initiative, creativity, learning and research. 

Stewardship 
We care for and strengthen resources entrusted to us. 

 
 

Saint Francis Care is a healthcare ministry of the Catholic Archdiocese of Hartford 
 

 SECTION 3 
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Vision for the Future, FY 2010 – FY 2014  
 

 SECTION 4 

Best Care for a Lifetime 

– Perfect patient care experience 

– Highest measurable quality of care 

– A model of better care for a lifetime 

– Environment for doing the right thing 

– Technology-enabled care 

– Aligned care givers 

– Pipeline for health professions 

– Trustworthy partner 

 

 

Results 

 

Capabilities 
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Vision for the Future – 2 
 

Enabling Capabilities 
 
To achieve its ambitious vision, Saint Francis Care must develop a series of capabilities:  
 

A. A MODEL OF BETTER CARE. All of the patient’s healthcare needs – not just an episode of care – are provided and 
coordinated over time from the patient’s point of view. 

B. AN ENVIRONMENT FOR DOING THE RIGHT THING. The people involved in the patient’s care can confidently rely on 
one another; they are supported with effective leadership, processes, and systems. 

C. TECHNOLOGY-ENABLED CARE. Innovative clinical and information technology connects patients and caregivers for 
continuous and proactive care across healthcare settings, including the patient’s home. 

D. ALIGNED CARE GIVERS. Saint Francis Care and its affiliated medical staff are dedicated to the achievement of 
shared professional, community, and business objectives. 

E. A PIPELINE FOR HEALTH PROFESSIONS. Strategic partnerships with a medical school and schools for the health 
professions ensure access to an adequate supply of appropriately trained high-quality healthcare providers. 

F. BEING A TRUSTWORTHY PARTNER. Saint Francis Care’s reputation for respect, integrity, and achievement of 
results are reflected in productive partnerships with key allies and constituent groups. 
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Measurable Results 
 
Saint Francis Care will have achieved Best Care for a Lifetime when: 
 

• Each patient has a perfect patient service experience as demonstrated by: 
₋ Highest possible patient satisfaction scores in all categories      
₋ Highest possible Hospital Consumer Assessment of Health Plan Survey (HCAHPS) scores on all monitored 

standards 
 

• Each patient receives the highest measurable quality of care as demonstrated by institutional quality indicators such as: 
₋ Zero Preventable deaths 
₋ Zero Defects in service delivery (i.e., 0 medical errors) 

 
• Each patient receives the best value as measured by: 

₋ Best overall quality of care score among local/regional providers 
₋ Lowest cost for services provided among peer group hospitals            

 
• Each patient receives a coordinated care experience that aligns each patient’s healthcare providers by using a clear treatment 

plan that provides access to the appropriate continuum of care 
 

• Each patient’s care is coordinated with a supporting electronic medical record system that is accessible to all health 
professionals who are part of the Saint Francis Care System 
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Goals, Objectives, and Strategies – FY 2010- FY 2014 
 

 
Focal Area 1 – Model of Care 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

Model of 
Care 

Best Care 
for a 

Lifetime 

Care 

Physicians 

Innovation 

• Care Improvement  
• Coordination of Care 
• Service Line Development 
• Physician Access to Saint 

Francis Care 
• Physician Structure 
• Center for Innovation 
• Center for Primary Care 
• Academic Partnership 

GOAL: Develop a patient-centered model of care that achieves perfect care 
processes, experiences, and results for those receiving and delivering care, 
over time and across care settings, specialties, disciplines, and institutions 

 SECTION 5 
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Focal Area I – Model of Care:  Objectives and Strategies 
 
 

Objectives Milestones 

Achieve a perfect patient and family 
experience by the end of FY 2014 as 
demonstrated by: 

• Highest possible patient 
satisfaction scores  

• Highest possible Hospital 
Consumer Assessment of Health 
Plan Survey (HCAHPS) scores on 
all monitored standards  
 
 

 
 
 
 
 
 
 
 
 

1.1 By the end of FY 2010: 

1.1.1 Design and implement an organization wide cultural change process that 
builds the values, skills, and behaviors of participants in care to provide 
Best Care to patients and families 

1.1.2 Define the concept and practice of matrix relationships and apply them 
during the cultural transformation process to help clarify roles, 
relationships, and expectations among care participants 

1.1.3 Incorporate the cultural values, skills, and behaviors into hiring and 
orientation activities, training and leadership development programs, 
performance evaluation and compensation processes 

1.1.4 Coordinate and integrate the cultural change activities with Lean process 
improvement  

1.1.5 Establish annual improvement targets of patient satisfaction and Hospital 
Consumer Assessment of Health Plan Survey (HCAHPS) scores  

1.2 Extend the new cultural standards, skills and behaviors throughout the Saint 
Francis Care organization by the end of FY 2012 

1.3 Develop and implement clear treatment plans to every patient to coordinate the 
continuum of care by the end of FY 2011 
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Objectives Milestones 

Establish service line management 
capabilities to accelerate service line 
development 

 

 

 

 

 

 

1.4 Define institution wide parameters and guidelines for identifying, designing, and 
developing clinical service lines by the end of FY 2010 

1.5 Prepare business plans for the development of the cancer service line by the 
end of FY 2010 

1.6 Extend the continuum of care of existing centers of excellence in joint 
replacement and cardiac care – within Saint Francis Care guidelines and 
parameters by the end of FY 2011 

1.7 Expand the bariatric surgery program according to service line principles by the 
end of FY 2010 

Provide the most physician-friendly 
access to Saint Francis Care  
services, as measured by: 

• Physician satisfaction scores in 
the upper 90s in all access 
categories 

 
 
 

1.8 Establish a set of priorities for improving the admission, referral, and discharge 
processes for physicians that can be implemented by the end of FY 2010 

1.9 Carry out access improvement activities using Lean processes and tools by the 
end of FY 2010 

1.9.1 Streamline patient discharge formats and ensure efficient distribution to 
appropriate physicians and caregivers 

1.10 Conduct an enterprise-wide process to improve access to services at Saint 
Francis Hospital and Medical Center and assess, redesign, and optimize patient 
flow, throughput, and operational efficiency by the end of FY 2011 
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Objectives Milestones 

Physician Relationships – Establish an 
overall structure and a portfolio of 
relationship models that foster cohesion 
among physicians and relationships with 
Saint Francis Care to provide 
mechanisms for: 

• Developing clinical standards  
• Improving the efficiency of care 
• Piloting bundled programs for 

payor contracting  
 

1.11 Define the Saint Francis Care organizational structure for physician relationships, 
such as the Medical Foundation, to clarify Saint Francis Care’s approach and to 
enable integrated relationships with a variety of physician practice models by the 
end of FY 2010 

1.12 Expand the physician liaison function to elicit private physicians’ feedback on 
Saint Francis Care’s services and address and resolve issues by the end of FY 
2010 

1.13 Implement a fully integrated MISYS-based physician practice management 
system by the end of FY 2013 

 

Establish the Saint Francis Care’s 
Center for Innovation (CFI) to support 
the achievement of Best Care through 
the coordination, further development, 
and leveraging of research, 
development, and strategic partnerships 
with leading healthcare and 
nonhealthcare organizations 

 

 

 

 

1.14 Define the program, resource requirements, and funding of a Center for 
Innovation and develop a business plan for its development by the end of FY 
2010 

1.15 Develop a business plan for the implementation of a Primary Care Institute by 
the end of FY 2010 

1.16 Depending on the outcome of UConn discussions, prepare to solicit proposals 
from leading northeast academic centers for a major academic partnership and 
select a partner by the end of FY 2011 

1.17 Continue to develop the pipeline of healthcare providers through relationships 
with academic institutions such as the University of Hartford in the health 
professions and engineering through FY 2014 
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Focal Area 2 – Value Provider  
 
 
 
 
 
 
 
 
 
 

 
 
 

Best Care 
for a 

Lifetime 

Value 
Provider 

Quality 

Cost 

Contracting 

• Quality Improvement 
• Measurement Systems 
• Electronic Medical Record 

• Cost Reduction 
• Budget Processes 

• Value Contracting 
• Integrated Services Pilots 
• Employer Targeting 

 
GOAL: Achieve, maintain, and leverage a position as the best healthcare value 

(quality, patient satisfaction, and cost) in Connecticut 
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Focal Area 2 – Value Provider:  Objectives and Strategies 
 
 

Objectives Milestones 

Achieve the highest measurable 
quality of care, as indicated by: 

• Zero preventable deaths by the 
end of FY 2013 

• Zero medical errors by the end of 
FY 2014 

 
 
 
 
 

 

 

 

 

2.1 Develop Saint Francis Care’s definition of “preventable death,” quantify the 
current number of deaths by the end of FY 2010 

2.2 Develop the approach and process, establish priorities for action, and integrate 
Lean into the process by the end of FY 2010 

2.3 Define infrastructure needs, measurement systems, and measurements of 
progress by the end of FY 2010 

2.4 Complete the implementation of the electronic medical record within Saint Francis 
Hospital and Medical Center by the end of FY 2012 

2.5 Integrate Mount Sinai Rehabilitation Hospital into a Saint Francis Care medical 
record system by the end of FY 2013 

2.6 Integrate other formal components of the Saint Francis Care system into the 
medical record system by the end of FY 2013 

Achieve and maintain a position as 
low-cost provider for services delivered 
among Saint Francis Hospital and 
Medical Center’s peer group of hospitals  

 
 

2.7 Conduct a performance improvement and cost reduction initiative to realize 
additional savings from gains in productivity, revenue cycle, and supply chain 
management by the end of FY 2011  

2.8 Achieve savings identified in above initiative 2.7 by the end of FY 2012 and 
monitor savings through FY 2014 

2.9 Evaluate and improve budget processes in FY 2010 
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Objectives Milestones 

 

 

 

 
 

2.10 Once health reform is enacted, initiate a process for breaking even on Medicare 
reimbursement for inpatient and outpatient services: 

2.10.1  Establish a break-even target date in FY 2011 

2.10.2 Develop an implementation plan in FY 2012 

Develop the capability to contractually 
negotiate with payors and employers 
as a collective system of care for an 
integrated continuum of services 

2.11 Develop the ability to accept and successfully manage bundled payments by 
conducting two pilot projects in FY 2011– one in joint replacement and one in 
heart services – that integrate a defined continuum of care 

2.12 Identify and contact self-insured companies (or those at the cusp of weighing 
whether to stop offering health insurance to their employees) in FY 2012 to 
explore the potential to build relationships around disease management (e.g., 
diabetes) and other potentially cost-saving measures  

2.13 Pursue a partnership with the Archdiocese of Hartford in FY 2012 to serve as a 
beta site for Saint Francis Care’s value provider strategy  
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Focal Area 3 – Market Presence 
 
 
 
 
 
 
 
 
 
 

 

Best Care 
for a 

Lifetime 

Market 
Presence 

Provider Alliances 

Geographic Footprint 

• Continuum of Care Alliances 
• Primary Care Alliances 

• Physician Recruitment 
• Geographic Targets  

Ambulatory Strategy • Ambulatory Centers 
• Primary Care Group 

 
GOAL: Enhance Saint Francis Care’s strategic position as a key healthcare resource 

and trusted partner for residents and healthcare providers in Connecticut 

Page 56 of 609



Focal Area 3 – Market Presence:  Objectives and Strategies 
 
 

Objectives Strategic Initiatives 
Build a continuum of care in order to 
coordinate all of the patient’s health care 
needs for better outcomes in quality, 
satisfaction, and cost of care 
 
 
 
 
 
 
 
 

3.1 Create a formal continuum of care delivery system that includes Mount Sinai 
Rehabilitation Hospital, Masonicare Partners Home Health and Hospice Inc., the 
Hospital for Special Care, Gaylord Hospital, and a grouping of nursing homes in 
the Greater Hartford region by the end of FY 2012 

3.2 Establish strategic alliances with physician organizations, including ProHealth, 
Collins Medical and Prime Health by the end of FY 2011 

3.3 Establish a primary care group practice with a transparent recruitment package 
with a first right of participation for private practice physicians by the end of FY 
2010 

Expand Saint Francis Care’s network 
of ambulatory centers 
 
 
 

3.4 Reevaluate and define criteria for identifying, designing, and developing Saint 
Francis Care ambulatory centers in FY 2010 

3.5 Streamline the design of ambulatory centers to achieve a common brand and 
identity while completing facilities planned for Bloomfield and Ellington in FY 2010 
and Simsbury in FY 2011. New sites will be identified for later deployment in FY 
2012 – FY 2014  
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Objectives Strategic Initiatives 
Ensure an adequate supply of 
physicians in all specialties to meet 
the needs of the communities served 
by Saint Francis Care 
 

3.6 Recruit an additional 193 physicians to Saint Francis Care’s strategic service area 
by the end of FY 2014 

3.7 Determine the feasibility of creating a medical home model for delivery of primary 
care services using the Asylum Hill Family Medicine Practice, the Saint Francis 
Care Clinics (Burgdorf and Gengras) as well as a group of Saint Francis Care 
owned or affiliated physician practices by the end of FY 2012 

3.8 Explore the potential for creating a joint venture with a hospital management 
company to pursue mutual opportunities by the end of FY 2011 

3.9 Explore strategic alliances/partnerships with Eastern Connecticut Health Network, 
Yale Health System, among others by the end of FY 2012 
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Appendices 
 
 

A. Volume and Financial Projections 

B. Process Participants 

C. Physician Resource Targets  
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 Appendix A 

Volume and Financial Projections 
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Entity   Criteria  FY 2007  FY 2008  FY 2009  FY 2010  FY 2011  FY 2012  FY 2013  FY 2014  
          
 Volumes:           
          
 SFHMC   Patient Days  162,175  164,576  162,158  163,303  169,427  176,204  180,619  185,124  
  Patient Day Growth   1.48% -1.47% 0.71% 3.75% 4.00% 2.51% 2.49% 
          
  Discharges  31,626  32,807  33,057  33,516  34,773  36,164  37,068  37,995  
  Discharge Growth   3.73% 0.76% 1.39% 3.75% 4.00% 2.50% 2.50% 
          
  Length of Stay  5.128 5.016 4.905 4.872 4.872 4.872 4.873 4.872 
  % Change in ALOS   -2.18% -2.21% -0.67% 0.00% 0.00% 0.02% -0.02% 
          
  Outpatient Volume   304,446  314,979  322,224  328,121  334,125  340,240  346,466  
  Outpatient Growth    3.46% 2.30% 1.83% 1.83% 1.83% 1.83% 
          
 MSRH   Patient Days  9,126  9,189  10,007  10,875  10,875  10,875  10,875  10,875  
  Patient Day Growth   0.69% 8.90% 8.67% 0.00% 0.00% 0.00% 0.00% 
          
  Discharges  677  651  659  725  725  725  725  725  
  Discharge Growth   -3.84% 1.23% 10.02% 0.00% 0.00% 0.00% 0.00% 
          

  Length of Stay  
    

13.480  
    

14.115  
    

15.185  
    

15.000  
    

15.000  
    

15.000  
     

15.000  
     

15.000  
  % Change in ALOS    7.58% -1.22% 0.00% 0.00% 0.00% 0.00% 
          
  Outpatient Volume  17,275  21,367  22,538  23,666  23,666  23,903  24,142  24,383  
  Outpatient Growth   23.69% 5.48% 5.00% 0.00% 1.00% 1.00% 1.00% 
          
 CLS   Outpatient Growth      2.00% 2.00% 2.00% 2.00% 
 AHFM   Outpatient Growth      1.00% 1.00% 1.00% 1.00% 
 SFCMG   Outpatient Growth      1.00% 1.00% 1.00% 1.00% 
 SFMG (WPA)   Outpatient Growth      2.00% 2.00% 2.00% 2.00% 
 PATH   Outpatient Growth      1.00% 1.00% 1.00% 1.00% 
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      FY 2011  FY 2012  FY 2013  FY 2014  
 Revenues:           
        
  Gross Patient Service Revenue    9.00% 9.00% 9.00% 9.00% 
          
  SFHMC & MSRH Reimbursement Rates:        
  Medicare      3.00% 2.00% 2.00% 2.00% 
  Medicare Mgd Care      3.00% 2.00% 2.00% 2.00% 
  Medicaid      0.00% 0.00% 0.00% 0.00% 
  SAGA      0.00% 0.00% 0.00% 0.00% 
  Medicaid Mgd Care      0.00% 0.00% 0.00% 0.00% 
  HMO / Commercial      9.00% 9.00% 7.00% 6.00% 
  Anthem      9.00% 9.00% 7.00% 6.00% 
  Self Pay      2.00% 1.00% 1.00% 1.00% 
  Other      2.00% 1.00% 1.00% 1.00% 
  DSH/Urban Pool      0.00% 0.00% 0.00% 0.00% 
          
  CLS Outpatient Reimbursement Rates:        
  Medicare      2.00% 2.00% 2.00% 2.00% 
  Medicare Mgd Care      2.00% 2.00% 2.00% 2.00% 
  Medicaid      0.00% 0.00% 0.00% 0.00% 
  SAGA      0.00% 0.00% 0.00% 0.00% 
  Medicaid Mgd Care      0.00% 0.00% 0.00% 0.00% 
  HMO / Commercial      5.00% 3.00% 2.00% 2.00% 
  Anthem      5.00% 3.00% 2.00% 2.00% 
  Self Pay      1.00% 1.00% 1.00% 1.00% 
  Other      1.00% 1.00% 1.00% 1.00% 
          
  SFMG (WPA)      3.00% 3.00% 3.00% 3.00% 
  AHFM      0.00% 0.00% 0.00% 0.00% 
  SFCMG      3.00% 3.00% 3.00% 3.00% 
  PATH      0.00% 0.00% 0.00% 0.00% 
          
 Other Operating Revenue    3.00% 3.00% 3.00% 3.00% 
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      FY 2011  FY 2012  FY 2013  FY 2014  

Expense Inflation:   
% 

Variable      
          
  Routine Salaries    100.00%  4.00% 4.00% 4.00% 4.00% 
  Ancillary Salaries    50.00%  4.00% 4.00% 4.00% 4.00% 
  Support Salaries    10.00%  4.00% 4.00% 4.00% 4.00% 
  Other Salaries    10.00%  4.00% 4.00% 4.00% 4.00% 
  Contract Labor    10.00%  4.00% 4.00% 4.00% 4.00% 
  Benefits (% of salary)     27.32% 27.32% 27.32% 27.32% 
  Professional Fees    0.00%  4.80% 4.50% 4.50% 4.50% 
  Medical Supplies    95.00%  3.00% 3.00% 4.00% 4.00% 
  Other Supplies    30.00%  3.00% 3.00% 4.00% 4.00% 
  Drugs & Pharmaceuticals   95.00%  10.00% 10.00% 10.00% 10.00% 
  Purchased Services   0.00%  4.00% 4.00% 4.00% 4.00% 
  Insurance    0.00%  4.00% 4.00% 4.00% 4.00% 
  Utilities    0.00%  8.00% 8.00% 8.00% 8.00% 
  Other    0.00%  4.00% 4.00% 4.00% 4.00% 
  Facilities    0.00%  4.00% 4.00% 4.00% 4.00% 
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000’s Omitted

     Projection Years 
   FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 
Income Statement                
                  

Patient Revenue                 

  Inpatient Services   732,163  779,378  867,727  980,068  1,109,584  1,238,714  1,382,898  

  Outpatient Services   594,304  672,567  756,584  839,662  931,989  1,034,472  1,148,227  

     Gross Patient Revenue   1,326,467  1,451,945  1,624,311  1,819,730  2,041,573  2,273,186  2,531,125  
                  

Deductions from Patient Revenue               

  Contractual Discounts   704,636  804,697  931,982  1,074,529  1,241,225  1,426,717  1,636,928  

  Provision for Charity   14,076  13,609  15,461  17,684  20,052  22,547  25,350  

     Total Deductions from Revenue 718,712  818,306  947,443  1,092,213  1,261,277  1,449,264  1,662,278  
                  

     Net Patient Revenue   607,755  633,639  676,868  727,517  780,296  823,922  868,847  
                  

Other Operating Revenue   58,647  62,886  65,919  68,186  70,549  73,014  75,586  
                  

     Total Operating Revenue 666,402  696,525  742,787  795,703  850,845  896,936  944,433  
                  

Operating Expenses                 

  Salaries and Wages   291,921  295,393  303,868  321,509  340,656  358,704  377,763  

  Employee Benefits   74,499  69,081  78,529  84,567  89,639  94,410  99,451  

  Contract Labor   9,548  6,125  5,434  5,652  5,878  6,113  6,358  

  Professional fees   14,888  13,240  14,062  14,737  15,400  16,093  16,817  

  Supplies   93,019  88,429  91,740  96,760  102,187  108,275  114,734  

  Drugs and Pharmaceuticals 26,765  31,288  31,644  35,763  40,476  45,453  51,043  

  Purchased Services   36,502  37,297  37,980  39,499  41,079  42,723  44,432  

  Depreciation & Amortization 25,973  26,234  26,709  31,203  35,855  37,488  39,175  

  Interest   5,405  7,309  9,954  14,830  14,663  14,492  14,312  

  Other    66,959  70,051  83,405  84,635  88,436  92,382  96,513  

  Bad Debt   29,078  23,545  30,227  33,856  37,975  42,278  47,068  
                  

      Total Operating Expenses 674,556  667,992  713,552  763,011  812,244  858,410  907,666  
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000’s Omitted

    Projection Years 
 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 

Income Statement (continued)        

        

      Excess of Revenue over Expenses ($8,154) $28,533  $29,235  $32,692  $38,601  $38,526  $36,767  

        from Operations                 

                  

Nonoperating Revenue                 

  Investment Income   0  0  0  0  0  0  0  

  Interest Expense   0  0  0  0  0  0  0  

  Unrestricted Contributions   0  0  0  0  0  0  0  

  Other    764  (9,172) 0  0  0  0  0  

                  

    Net Nonoperating Revenue 764  (9,172) 0  0  0  0  0  

                  

      Excess of Revenue over Expenses (7,390) 19,361  29,235  32,692  38,601  38,526  36,767  

          Before Extraordinary Items               

                  

   Extraordinary Items   (17,757) (2,614) 0  0  0  0  0  

                  

      Excess of Revenue over Expenses ($25,147) $16,747  $29,235  $32,692  $38,601  $38,526  $36,767  
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000’s Omitted 
      Projection Years 

   FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 
Balance Sheet - Assets         
         
Current Assets         
  Cash    $59,170  $99,265  $139,826  $169,175  $208,871  $253,204  $296,348  
  Current Portion of Assets                  
      Limited As To Use   4,906  4,471  3,640  3,589  3,536  3,395  3,326  
  Accounts Receivable Net of Reserves 81,788  75,159  81,295  87,384  93,786  99,061  104,490  
  Third Party Settlements   0  0  0  0  0  0  0  
  Supply Inventories, at cost   3,911  4,353  4,353  4,596  4,860  5,151  5,461  
  Prepaid Expenses and Other 13,552  15,755  16,505  17,583  18,753  19,948  21,211  
    Total Current Assets   163,327  199,003  245,619  282,327  329,806  380,759  430,836  
                  
Assets Limited as to Use                 
  Trusteed Assets   200,598  180,784  114,784  81,771  81,771  81,771  81,771  
  Board Designated Investments 45,619  26,129  53,875  58,200  61,511  63,194  66,049  
     Total Assets Limited as to Use 246,217  206,913  168,659  139,971  143,282  144,965  147,820  
                  
Property, Plant and Equipment               
  Cost   681,641  705,774  729,688  939,935  965,785  991,635  1,017,485  
  Accumulated Depreciation   420,042  445,973  472,682  503,883  539,738  577,224  616,400  
  Construction in Progress   48,324  106,269  152,269  0  0  0  0  
     Net PP&E   309,923  366,070  409,275  436,052  426,047  414,411  401,085  
                  
Other Assets                 
Investment in Subsidiaries   (0) 0  4,553  4,553  4,553  4,553  4,553  
Unamortized Financing Fees 3,166  2,999  2,999  2,999  2,999  2,999  2,999  
Start-up Costs   0  0  0  0  0  0  0  
Other Long-Term Assets   37,059  20,308  15,674  15,641  15,608  15,575  15,542  
     Total Other Assets   40,224  23,307  23,226  23,193  23,160  23,127  23,094  

Total Assets   $759,691  $795,293  $846,778  $881,542  $922,294  $963,261  $1,002,834  
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000’s Omitted 
       Projection Years 
    FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 

Balance Sheet - Liabilities and Net Assets             
                  
Current Liabilities                 
  Notes Payable - Line of Credit $0  $0  $0  $0  $0  $0  $0  
  Current Maturities of Debt   40,645  11,140  4,371  4,545  4,728  4,728  4,728  
  A/P and Accrued Expenses 78,547  87,000  90,973  96,935  103,112  109,018  115,324  
  Third Party Settlements   4,559  6,724  6,735  7,114  7,472  7,765  8,070  
  Other Accrued Liabilities   (288) 167  0  0  0  0  0  
     Total Current Liabilities 123,463  105,031  102,079  108,594  115,312  121,511  128,122  
                  
Other Liabilities                 
 Other LT Liabilities -1   136,345  216,496  233,107  233,107  233,107  233,107  233,107  
 Other LT Liabilities -2   0  0  0  0  0  0  0  
     Total Other Liabilities   136,345  216,496  233,107  233,107  233,107  233,107  233,107  
                  
Long-Term Debt   233,010  241,638  237,267  232,722  227,994  223,267  218,539  
                  
Net Assets                 
  Total Fund    266,871  232,125  274,321  307,115  345,877  385,372  423,062  
                  

Total Liabilities & Net Assets $759,689  $795,290  $846,775  $881,539  $922,291  $963,258  $1,002,831  
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000’s Omitted 
     Projection Years 
  FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 

Cash Flow Statement                 
                  
Sources of Cash:                 
  Excess of Revenues over Expenses                
     from Operations     $28,533  $29,235  $32,692  $38,601  $38,526  $36,767  
  Net Nonoperating Income, Excluding               
     Interest Income and Expense   (9,172) 0  0  0  0  0  
  Extraordinary Items     (2,614) 0  0  0  0  0  
  Items Not Affecting Working Capital:               
     Depreciation     26,234  26,709  31,203  35,855  37,488  39,175  
     Amortization of Financing Costs   0  0  0  0  0  0  
     Other     45,576  29,654  135  194  1,002  956  
                  
  Long Term Debt Proceeds     0  0  0  0  0  0  
                  
     Total Sources of Cash     88,557  85,598  64,030  74,650  77,016  76,898  
                  
Uses of Cash:                 
  Change in Working Capital, Excluding               
     Current Portion of Debt     (15,057) 3,068  1,069  1,301  562  391  
  Additions to Property, Plant                
     & Equipment, net     $82,381  $69,914  $57,980  $25,850  $25,852  $25,849  
  Long Term Debt Principal                 
     Repayments     20,877  11,140  4,371  4,545  4,727  4,728  
                  
     Total Uses of Cash     88,201  84,122  63,420  31,696  31,141  30,968  
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000’s Omitted 
    Projection Years 
 FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 
Cash Flow Statement (continued)        
        
     Cash Provided (Used) Prior to               
      Interest Income     356  1,476  610  42,954  45,875  45,930  
                  
Cash Provided from Interest Income   0  0  0  0  0  0  
Cash Used by Interest Expense   0  0  0  0  0  0  
                  
     Cash Provided (Used)      356  1,476  610  42,954  45,875  45,930  
                  
     Cash Balance, beginning of period   310,293  310,649  312,125  312,735  355,689  401,564  
                  

     Cash Balance, end of period   $310,649  $312,125  $312,735  $355,689  $401,564  $447,494  
                  
                  
  Summary of Cash and Investments               
   Operating Cash   $59,170  $99,265  $139,826  $169,175  $208,871  $253,204  $296,348  
   Board Designated Assets   45,619  26,129  53,875  58,200  61,511  63,194  66,049  
   Trusteed Assets   205,504  185,255  118,424  85,360  85,307  85,166  85,097  

     Total   $310,293  $310,649  $312,125  $312,735  $355,689  $401,564  $447,494  
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Appendix B 

Process Participants 
 
 
Many individuals participated in and contributed to this process. They included representatives from Saint Francis Care leadership 
groups, caregivers and staff, as well as participants from external organizations. The following pages list participants according to 
these groups. Since some individuals belong to several groups and committees, some participants are listed more than once.  
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Visioning Group 
Name Title 

Christopher Dadlez President & Chief Executive Officer 
Walter Harrison, Ph.D. Board of Directors/Governance & Nominations Committee 
R. Christopher Hartley Senior Vice President/Planning & Facilities Development 
Karl Krapek Board of Directors/Chair, Strategic Planning Committee/Compensation & Management Development Committee 
Gregory Makoul, Ph.D. Senior Vice President, Innovation & Quality Integration/Chief Academic Officer 
John W. Rodgers, M.D. Board of Directors/Prime Health Care, PC 
Kathleen Roche Executive Vice President/Chief Operating Officer  
Steven Rosenberg Senior Vice President/Chief Financial Officer   
Howard Shaw, M.D. Chairman/Director Department of Obstetrics & Gynecology/Chief Quality Officer 
 

Strategic Planning Committee 
Name Title 

Karl Krapek – Chairman Board of Directors/Managing Director, The Keystone Companies, LLC 
Edward G. Caputo Board of Directors/President, Caputo Capital Investments 
Surendra Chawla, M.D. Board of Directors/Surgical Director, Hoffman Heart Institute 
Bernard Clark, M.D. Chairman/Director Department of Medicine  
Gary Cohen, M.D. Collins Medical Associates 2, PC 
Christopher Dadlez President & Chief Executive Officer 
Hema deSilva, M.D. Chairman/Director Department of Pediatrics/President Medical Staff 
P. Anthony Giorgio, Ph.D. Board of Directors/Managing Director, The Keystone Companies, LLC 
John J. Mara, M.D. Board of Directors/Hartford Orthopedic Surgeons 
John W. Rodgers, M.D. Board of Directors/Prime Health Care, PC 
Andrew Sadanowicz Board of Directors/Director, Global Business Development 
Roalind Shenkman, L.C.S.W. Board of Directors 
Brian Van Linda, M.D.  Prime Health Care, PC 
Jean- Pierre van Rooy Board of Directors 
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Strategic Planning Committee Staff: 

 

Megan Durning Manager, Physician Relations & Network Development 
Christopher Hartley – Staff Liaison Senior Vice President, Planning & Facilities Development 
Mary Ann Hanley Administrative Liaison   
Rolf Knoll, M.D. Senior Vice President/Chief Medical Officer  
Gregory Makoul, Ph.D. Senior Vice President, Innovation & Quality Integration/Chief Academic Officer 
Kathleen Roche Executive Vice President/Chief Operating Officer  
Steven Rosenberg Senior Vice President/Chief Financial Officer   
Elizabeth Rotavera Senior Planning Associate 
James Schepker Senior Vice President, Marketing & Business Development   
 

Steering Committee 
Name Title 

Joseph Bisson Vice President, Business Development 
Sister Judith Carey, RSM, Ph.D. Vice President, Mission Integration 
Jeffrey Chitester Senior Vice President/Chief Human Resource Officer 
Bernard Clark, M.D. Chairman/Director Department of Medicine  
Christopher Dadlez President & Chief Executive Officer 
Kathleen DeMatteo Vice President/Chief Information Officer 
Hema deSilva, M.D. Chairman/Director Department of Pediatrics/President Medical Staff 
Daniel Diver, M.D. Chief of Cardiology/Affiliation Corporation 
Megan Durning Manager, Physician Relations & Network Development 
Christopher Hartley  Senior Vice President, Planning & Facilities Development 
Mary Inguanti, R.Ph., M.P.H., FASCP Vice President, Operations 
Edward Johnson, DDS Senior Vice President, Mount Sinai Campus 
Rolf Knoll, M.D. Senior Vice President/Chief Medical Officer  
Jess Kupec President & Chief Executive Officer, Saint Francis HealthCare Partners 
Gregory Makoul, Ph.D. Senior Vice President, Innovation & Quality Integration/Chief Academic Officer 
Robert McAllister, M.D. Hartford Orthopedic Surgery/Co-Director CJRI 
Kathleen Roche Executive Vice President/Chief Operating Officer  
John W. Rodgers, M.D. Board of Directors/Prime Health Care, PC 
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Name Title 
Steven Rosenberg Senior Vice President/Chief Financial Officer   
Elizabeth Rotavera Senior Planning Associate 
James Schepker Senior Vice President, Marketing & Business Development   
Jennifer Schneider Vice President, Lean Redesign 
Howard Shaw, M.D. Chairman/Director Department of Obstetrics & Gynecology/Chief Quality Officer 
Jeffrey Steinberg, M.D. Chairman/Director Department of Surgery 
Steven Wolf, M.D. Chairman, Department of Emergency Medicine 
 

Inter-Professional Review Groups 
Name Title 

Laura Bailey Nurse Manager, Delivery Room 
Kimberly Beekman Executive Director, CJRI 
Ellison Berns, M.D. Cardiac Electrophysiology Cardiovascular Disease/Internal Medicine 
Robert Cushman, M.D. Director, Family Medicine 
Luis Diez, M.D. System Medical Director of Ambulatory Services 
Robert Falaguerra System VP, Facilities, Support Services & Construction 
Rene Gilbert Director, Hospital Information Systems 
Mary Ann Hanley Administrative Liaison   
Robert Krug, M.D. Chairman/Director Rehab Services/Medical Director Mt. Sinai Rehab Hospital 
Patti LaMonica Interim VP, PCS/Director, Emergency Department, IV, Respiratory 
Kathleen Luczyk Chief Operating Officer, CLS 
Sharon O’Brien Manager, Integrative Medicine 
Suzanne Onorato, Ph.D. Administrative Director, Heart Clinical Programs 
Len Quartararo Director, Radiology & Imaging Services 
Frank Rosenberg, M.D. President, Woodland Anesthesiology Associates/Chief of Anesthesiology 
Stuart Rosenberg Director, Human Resources North Campus 
Steven Ruby, M.D. Vascular Surgery 
Kimberly Samele Nurse Manager, Surgery 
Jonathan Sporn, M.D. Chief, Section of Hematology & Oncology/Director, Saint Francis/Mt. Sinai Cancer Center 
Donald Straceski Vice President, Finance Management 
Maria Summa Director, Pharmacy 
Michael Twohig, M.D. Chairman, Department of Radiology 
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Leadership Summit 
Name Title/Committee 

Sally Ardolino, M.D. Saint Francis HealthCare Partners Board 
L. Jeffrey Baldwin Board of Directors/Audit & Corporate Compliance Committee/Finance Committee  
Wallace Barnes Public Policy Advisory Committee 
George H. Barrows, M.D. Chairman/Director Department Pathology/Laboratory 
Reverend Thomas J. Barry, J.C.L., L.D. Vice Chair, Board of Directors/Chair, Governance & Nomination Committee 
Ellison Berns, M.D. Cardiac Electrophysiology Cardiovascular Disease/Internal Medicine 
Joseph Bisson Vice President, Business Development 
Teresa Bolton, Esq. Vice President, Legal Affairs 
Barbara Calderone Board of Directors/Quality & Medical Affairs Committee 
Stephen Calderon, M.D. Chairman, Department of Neurosurgery 
Ernesto Canalis, M.D. Director, Department of Research 
Edward G. Caputo Board of Directors/Strategic Planning Committee 
Sister Judith Carey, RSM, Ph.D. Vice President, Mission Integration 
Angelo Carrabba, M.D. Collins Medical Associates 2 , PC 
Debra Turcotte-Carragher Executive Director, Saint Francis Medical Group 
Stephen T. Cassano Chair, Chairman’s & President’s Council/ Public Policy Advisory Committee 
Surendra Chawla, M.D. Board of Directors/Surgical Director, Hoffman Heart Institute/Strategic Planning Committee 
Jeffrey Chitester Senior Vice President/Chief Human Resource Officer 
William Cibes Finance Committee 
Bernard Clark, M.D. Chairman/Director Department of Medicine  
Gary Cohen, M.D. Collins Medical Associates 2, PC 
Matthew Colliton, M.D. Saint Francis HealthCare Partners Board 
Robert Cushman, M.D. Director, Family Medicine 
Christopher Dadlez President & Chief Executive Officer 
Abe Daoud, M.D. Director, Minimally Invasive Surgery 
Lynn Davis, M.D. Chairman’s & President’s Council 
Kathleen DeMatteo Vice President/Chief Information Officer 
Luis Diez, M.D. System Medical Director of Ambulatory Clinics 
Hema deSilva, M.D. Board of Directors/Chairman/Director Department of Pediatrics/President Medical Staff 
Daniel Diver, M.D. Chief, Section of Cardiology/Affiliation Corporation 
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Name Title/Committee 
Megan Durning Manager, Physician Relations & Network Development 
Robert Ellis Board of Directors/Chair, Audit & Corporate Compliance Committee/Finance Committee 
Robert Falaguerra System VP, Facilities, Support Services & Construction 
Robert W. Fiondella Chairman’s & President’s Council 
Terry B. Fletcher Board of Directors 
Malcolm A. Galen, M.D. Associate Medical Director,  Saint Francis HealthCare Partners Board 
John Giamalis, C.P.A. Board of Directors/Chair, Audit & Corporate Compliance Committee/Finance Committee/Compensation & 

Management Development Committee 
P. Anthony Giorgio, Ph.D. Board of Directors/Chair, Mission Integration Committee/Strategic Planning Committee 
Richard Gordon Board of Directors/Public Policy Advisory Committee 
Delores P. Graham Chairman’s & President’s Council 
Robert Green, M.D. Collins Medical Associates 2, PC 
Mary Ann Hanley Administrative Liaison   
Martha Hartle Board Administrator 
Walter Harrison, Ph.D. Board of Directors/Governance & Nominations Committee 
R. Christopher Hartley Senior Vice President, Planning & Facilities Development 
Sister Sally M. Hodgdon, C.S.J. Audit & Corporate Compliance Committee 
Jeffrey S. Hoffman Board of Directors/Finance Committee 
Mary Inguanti, R.Ph., M.P.H., FASCP Vice President, Operations 
Phaniraj Iyengar, M.D. Director, Stroke Center 
Ronald D. Jarvis Board of Directors/Finance Committee/Governance & Nominations Committee/Compensation & Management 

Development Committee 
Edward Johnson, DDS Senior Vice President, Mt. Sinai Campus 
Peter G. Kelly Board of Directors/Public Policy Advisory Committee 
Surendra Khera, M.D. Chief, Section of Hospitalist Medicine 
Ronald Kimmel, M.D. Saint Francis HealthCare Partners Board 
Rolf Knoll, M.D. Senior Vice President/Chief Medical Officer 
Thomas Knox, M.D. Saint Francis HealthCare Partners Board 
Karl J. Krapek Board of Directors/Chair, Strategic Planning Committee/Compensation & Management Development Committee 
Robert Krug, M.D. Chairman/Director Rehab Services/Medical Director Mt. Sinai Rehab Hospital 
Jess Kupec President/CEO Saint Francis HealthCare Partners 
Bimalin Lahiri, M.D. Board of Directors/Department of Pulmonary Medicine 
Sister Dolores Lahr, CSJ Board of Directors/Mission Integration Committee 
Patti LaMonica, RN., M.S.N. Interim VP, PCS/Director, Emergency Department, IV, Respiratory 
Sheri Lemieux Assistant to President & CEO 
David Lentini Board of Directors/Audit & Corporate Compliance Committee 
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Name Title/Committee 
Susan Link Collins Medical Associates 2, PC 
Zachary Macinski, M.D. Department of Neurology 
Gregory Makoul, Ph.D. Senior Vice President, Innovation & Quality Integration/Chief Academic Officer 
Joyce D. Mandell Board of Directors 
Most Reverend Henry J. Mansell, D.D. Chair, Board of Directors 
John J. Mara, M.D. Board of Directors/Finance Committee/Strategic Planning Committee 
Anne Massucco, M.D. Department of OB/GYN 
James Martino, M.D. Saint Francis HealthCare Partners Board 
Robert McAllister, M.D. Hartford Orthopedic Surgery/Co-Director CJRI 
Rev. Msgr. John McCarthy Board of Directors/Mission Integration Committee 
E. Merritt McDonough, Jr. Board of Directors/Mission Integration Committee 
Paul Mitchell, DMD Director, Department of Dentistry 
Gwendolyn Moraski, M.D. Department of Anesthesiology 
Michael Moustakakis, M.D. Saint Francis HealthCare Partners Board 
Timothy J. Moynihan Public Policy Advisory Committee 
Thomas F. Mullaney, Jr. Finance Committee 
Richard Newman, M.D. Department of Surgery/Co-Director Minimally Invasive  
Daniel O’Connell Board of Directors/Compensation & Management Development Committee 
Howard W. Orr Chairman, Rehab Board of Directors/Quality & Medical Affairs Committee 
Paul Pendergast Senior Vice President/Chief Development Officer/President, Saint Francis Foundation 
Murtha Prakash, M.D. Department of Cardiovascular Disease/Internal Medicine 
Leonard Quartararo Director, Radiology & Imaging Services 
Ioannis Raftopoulos, M.D. Director, Bariatric Surgery 
Gilberto Ramirez, M.D. Saint Francis HealthCare Partners Board 
Surita Rao, M.D. Director, Department of Behavioral Health 
Curtis Robinson Board of Directors/Finance Committee/Governance & Nominations Committee/Public Policy Advisory 

Committee 
Kathleen Roche, MSRN Executive Vice President/Chief Operating Officer 
John Rodgers, M.D. Board of Directors/Strategic Planning Committee 
Galo Rodriguez Board of Directors/Quality & Medical Affairs Committee 
Frank Rosenberg, M.D. President, Woodland Anesthesiology Associates/Chief of Anesthesiology 
Steven Rosenberg Senior Vice President/Chief Financial Officer 
Elizabeth Rotavera Senior Planning Associate 
Steven T. Ruby, M.D. Department of Vascular Surgery 
Andrew Sadanowitz Board of Directors/Strategic Planning Committee 
Susan J. Sappington Board of Directors/Mission Integration Committee 
James Schepker Senior Vice President, Marketing & Business Development 
Ruth Schleifer, M.D. Department of OB/GYN 
Henry Scherer, Jr. Board of Directors/Quality & Medical Affairs Committee/Affiliation Corporation 
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Name Title/Committee 
Jennifer Schneider Vice President, Lean Redesign 
Philip J. Schulz Board of Directors/Chairman, Finance Committee 
Steven Schutzer, M.D. Department of Orthopedic Surgery 
Howard Shaw, M.D. Chairman/Director Department of Obstetrics & Gynecology/Chief Quality Officer 
Rosalind Shenkman, L.C.S.W. Board of Directors/Strategic Planning Committee 
Richard Shumway, M.D. Department of Radiation Oncology 
Jonathan R. Sporn, M.D. Chief, Section of Hematology & Oncology/Director, Saint Francis/Mt. Sinai Cancer Center 
Jeffrey Steinberg, M.D. Chairman/Director Department of Surgery 
Richard Stone, M.D. Department of Gastroenterology 
Donald Straceski Vice President, Finance Management 
Tony Taschner Chairman’s & President’s Council  
John Thayer, M.D. Department of Cardiac/Thoracic Surgery 
G. Thomas Trono, M.D. Chairman/Director Department of Urology 
Debra Turcotte-Carragher Executive Director, Saint Francis Medical Group 
Michael Twohig, M.D. Chairman, Department of Radiology 
Brian Van Linda Saint Francis HealthCare Partners Board/Strategic Planning Committee 
Jean-Piere van Rooy Board of Directors/Chair, Public Policy Advisory Committee 
Peter Wade, M.D. Department of Neurology 
Steven Wolf, M.D. Chairman, Department of Emergency Medicine 
Roy Zagieboylo, M.D. Saint Francis HealthCare Partners Board 
Anthony Zaldonis, M.D. Department of Gastroenterology/Internal Medicine 
Kristen Zarfos, M.D. Director, The Comprehensive Breast Health Center 
Gordon Zimmerman, M.D. Department of Orthopedic Surgery 
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Interviews/Other Contributors  

Name Title/Committee 
Reverend Thomas J. Barry, J.C.L., L.D. Vice Chair, Board of Directors/Chair, Governance & Nomination Committee 
Kurt Barwis President & Chief Executive Officer, Bristol Hospital 
Joseph Bisson Vice President, Network Management 
Jeffrey Chitester Senior Vice President/Chief Human Resource Officer 
Bernard Clark, M.D. Chairman/Director Department of Medicine  
Gary Cohen, M.D. Collins Medical Associates 2, PC 
Robert Cushman, M.D. Director of Family Medicine 
Christopher Dadlez President & Chief Executive Officer 
Kathleen DeMatteo Vice President/Chief Information Officer 
Hema deSilva, M.D. Board of Directors/Chair/Director Dept. of Pediatrics/President Medical Staff 
Daniel Diver, M.D. Chief of Cardiology/Affiliation Corporation 
Robert Ellis Board of Directors/Chair, Audit & Corporate Compliance Committee/Finance Committee 
John Giamalis, C.P.A. Board of Directors/Audit & Corporate Compliance Committee/Finance Committee/Compensation & 

Management Development Committee 
P. Anthony Giorgio, Ph.D. Board of Directors/Chair, Mission Integration Committee/Strategic Planning Committee 
Robert Green, M.D. Collins Medical Associates 2, PC 
Oz Griebel Chief Executive Officer, MetroHartford Alliance 
Walter Harrison, Ph.D. Board of Directors/Governance & Nominations Committee 
Mary Inguanti, R.Ph., M.P.H., FASCP Vice President, Operations 
Jennifer Jackson President, Connecticut Hospital Association 
Peter Karl Chief Executive Officer, Eastern Connecticut Health Network 
Rolf Knoll, M.D. Senior Vice President/Chief Medical Officer 
Robert Krug, M.D. Chairman/Director Rehab Services/Medical Director Mt. Sinai Rehab Hospital 
Jess Kupec President & CEO Saint Francis HealthCare Partners 
Gregory Makoul, Ph.D. Sr. Vice President/Innovation & Quality Integration/Chief Academic Officer 
Joyce D. Mandell Board of Directors 
Most Reverend Henry J. Mansell, D.D. Chair, SFH Board of Directors 
John J. Mara, M.D. Board of Directors/Hartford Orthopedic Surgeons 
Robert McAllister, M.D. Hartford Orthopedic Surgery/Co-Director CJRI 
Daniel O’Connell Board of Directors/Compensation & Management Development Committee 
John Papandrea, M.D. Department of Internal Medicine 
Ioannis Raftopoulos, M.D. Director, Bariatric Surgery 
Jack Reed Chief Executive Officer, ProHealth Group 
Kathleen Roche, MSRN Executive Vice President/Chief Operating Officer 
John Rodgers, M.D. Board of Directors/Strategic Planning Committee 
James Schepker Vice President, Marketing & Business Development 
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Name Title/Committee 
Philip J. Schulz Board of Directors/Chairman, Finance Committee 
Howard Shaw, M.D. Chairman/Director Department of Obstetrics/Gynecology/Chief Quality Officer 
Jeffrey Steinberg, M.D. Chairman/Director Department of Surgery 
Jonathan R. Sporn, M.D. Chief, Section of Hematology & Oncology/Director, Saint Francis/Mt. Sinai Cancer Center 
Thomas Terenzi, M.D. Department of Internal Medicine, Section of Rheumatology 
Michael Twohig, M.D. Chairman, Radiology 
David Walters, M.D. Department of Colon & Rectal Medicine 
Steven Wolf, M.D. Chairman/Department of Emergency Medicine 
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Appendix C 
Physician Resource Targets 

 
Primary Care Medical Specialties Surgical Specialties 

Recruit 81 primary care physicians into the system based 
on the following specialty targets and timeframes: 

Recruit 70 medical specialists into the system based on 
the following specialty targets and timeframes 

Recruit 42 surgical specialists into the system based on 
the following specialty targets and timeframes: 

Specialties 
Recruitment 

Targets,  
FY 2010 

Total 
Physicians 

Targeted for 
Recruitment 

FY 2010 –  
FY 2014 

Specialties 
Recruitment 

Targets,  
FY 2010 

Total 
Physicians 

Targeted for 
Recruitment 

FY 2010 –  
FY 2014 

Specialties 
Recruitment 

Targets,  
FY 2010 

Total 
Physicians 

Targeted for 
Recruitment 

FY 2010 – 
FY 2014 

IM/FP 11 56 Allergy 0 0 Cardiovascular 0 2 
OB/GYN 2 11 Cardiology 0 11 Colon & Rectal 0 2 
Pediatrics 2 11 Cardiology - EP  0 2 General  0 4 
Neonatology 0 1 Dermatology 2 6 Neurosurgery 1 3 
Maternal/Fetal 1 2 Endocrinology 1 4 Ophthalmology 0 4 

   Gastroenterology 2 8 Orthopedics 1 8 

   Hem/Onc 1 4 ENT 1 5 

   Infect. Disease 0 2 Plastic Surgery 1 3 

   Nephrology 0 2 Vascular Surgery 0 2 

   Neurology 2 4 Oncology Surgery 1 4 

   Psychiatry 1 9 Urology 1 5 

   Physiatry 1 2    
   Pulmonary Med. 2 12    
   Radiation Oncology 0 1    
   Rheumatology 0 3    

Total 16 81 Total 12 70 Total 6 42 
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PATIENT 

BestCare for a Lifetime 

THE SAINT FRANCIS SOLUTION SYSTEM 

Saint Francis Care Value System 

   Best  
   Patient 

   Experience,  
Quality/Safety 

Best 
Cost  

Management 

Best 
Population 

Health 

Employee +  
Physician  

Engagement 

Teamwork + 
Communication 

Information  
Technology 

Innovation + 
Learning 

Strong 
  Economics + 

Facilities 

Patient  
Always First 

Continuous 
Improvement 

Effective + 
Efficient Models 

 Relationship- 
Based Care 

Clearly 
Coordinated Care 

Evidence- 
Based Care 

Respect Integrity Leadership Stewardship Service Values 

Process 

Drivers 

Strategies 

Objectives 

Vision 

Focus 

~ ~ ~ 

Themes Model of Care Value Provider Market Presence ~ ~ 

Saint Francis Care’s Corporate Strategy is to develop a virtually integrated, accountable care system that 
delivers BestCare for a Lifetime through aligned providers.  In implementing this strategy, we will achieve: 
Triple Aim Objectives (   population health,    patient care experience,    costs) and profitable growth. 

We are committed to health and healing through  
excellence, compassionate care and reverence for the spirituality of each person. Mission 
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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 
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Saint Francis Service Area Total Population 65+ Total Population
Primary Service area Year 2015 Year 2020 diff % chng Year 2015 Year 2020 diff % chng
HARTFORD 125,141 125,473 332 0.27% 12,576 14,432 1,856 14.76%
EAST HARTFORD 51,012 51,157 145 0.28% 7,552 8,596 1,044 13.82%
WEST HARTFORD 62,925 63,150 225 0.36% 11,722 13,128 1,406 11.99%
BLOOMFIELD 20,693 20,954 261 1.26% 5,218 5,819 601 11.52%
ENFIELD 44,392 44,278 (114) -0.26% 7,064 7,799 735 10.40%
MANCHESTER 59,250 60,253 1,003 1.69% 8,461 9,825 1,364 16.12%
WINDSOR 28,989 29,009 20 0.07% 5,032 5,882 850 16.89%
SOUTH WINDSOR 26,049 26,277 228 0.88% 4,427 5,217 790 17.85%
VERNON 28,914 28,804 (110) -0.38% 5,107 5,666 559 10.95%
WINDSOR LOCKS 12,823 24,766 11,943 93.14% 2,244 2,592 348 15.51%
SIMSBURY 23,297 23,193 (104) -0.45% 3,786 4,501 715 18.89%
WETHERSFIELD 27,073 26,789 (284) -1.05% 5,840 6,303 463 7.93%
GLASTONBURY 34,938 35,467 529 1.51% 5,766 6,834 1,068 18.52%
BRISTOL 60,225 60,184 (41) -0.07% 9,679 10,874 1,195 12.35%
NEWINGTON 30,603 30,946 343 1.12% 6,119 6,804 685 11.19%
ROCKY HILL 20,055 20,413 358 1.79% 3,885 4,412 527 13.56%
SUFFIELD 16,100 16,452 352 2.19% 2,577 3,027 450 17.46%
NEW BRITAIN 72,673 72,392 (281) -0.39% 9,036 10,134 1,098 12.15%
subttl 745,152 759,957 14,805 1.99% 116,091 131,845 15,754 13.57%

Total Population 65+ Total Population
Secondary Service Area Year 2015 Year 2020 diff % chng Year 2015 Year 2020 diff % chng
EAST WINDSOR 11,497 11,813 316 2.75% 1,988 2,330 342 17.20%
AVON 19,004 19,458 454 2.39% 3,612 4,316 704 19.49%
FARMINGTON 18,106 18,456 350 1.93% 3,659 4,265 606 16.56%
GRANBY 11,377 11,398 21 0.18% 1,830 2,227 397 21.69%
ELLINGTON 15,860 16,193 333 2.10% 2,260 2,762 502 22.21%
STAFFORD+UNION+S.SPRG 12,499 12,396 (103) -0.82% 1,986 2,317 331 16.67%
TOLLAND 15,025 14,985 (40) -0.27% 2,176 2,630 454 20.86%
CANTON 10,640 10,976 336 3.16% 1,866 2,219 353 18.92%
SOMERS 11,411 11,240 (171) -1.50% 1,713 1,965 252 14.71%
SOUTHINGTON 43,868 44,832 964 2.20% 8,493 9,785 1,292 15.21%
MIDDLETOWN 47,617 47,743 126 0.26% 7,046 7,880 834 11.84%
EAST GRANBY 5,142 5,268 126 2.45% 809 957 148 18.29%
WATERBURY 108,806 107,644 (1,162) -1.07% 14,734 16,259 1,525 10.35%
COVENTRY 12,266 12,180 (86) -0.70% 1,697 2,129 432 25.46%
subttl 343,118 344,582 1,464 0.43% 53,869 62,041 8,172 15.17%

Primary & Secondary 1,088,270 1,104,539 16,269 1.49% 169,960 193,886 23,926 14.08%

source: Claritas   

Age and Gender Distribution
Saint Francis Service Area

Year 2015 Year 2020 Year 2015 Year 2020 Year 2015 Year 2020
Primary Service Area Male Male Diff % chng Female Female Diff % chng Total Total Diff % chng
0-17 82,002                       78,778              (3,224)     -3.93% 78,847      75,924               (2,923)     -3.71% 160,849     154,702     (6,147)     -3.82%
18-24 36,695                       37,382              687          1.87% 34,467      34,733               266          0.77% 71,162        72,115        953          1.34%
25-44 95,926                       95,924              (2)              0.00% 97,199      95,174               (2,025)     -2.08% 193,125     191,098     (2,027)     -1.05%
45-64 97,819                       95,106              (2,713)     -2.77% 106,106   103,443             (2,663)     -2.51% 203,925     198,549     (5,376)     -2.64%
65+ 48,302                       55,685              7,383       15.29% 67,789      76,160               8,371       12.35% 116,091     131,845     15,754    13.57%
Total 360,744                     362,875           2,131       0.59% 384,408   385,434             1,026       0.27% 745,152     748,309     3,157       0.42%

Year 2015 Year 2020 Year 2015 Year 2020 Year 2015 Year 2020
Secondary Service Area Male Male Diff % chng Female Female Diff % chng Total Total Diff % chng
0-17 38,105                       35,791              (2,314)     -6.07% 36,643      34,554               (2,089)     -5.70% 74,748        70,345        (4,403)     -5.89%
18-24 16,606                       17,284              678          4.08% 15,318      16,077               759          4.95% 31,924        33,361        1,437       4.50%
25-44 40,585                       40,360              (225)         -0.55% 42,216      40,544               (1,672)     -3.96% 82,801        80,904        (1,897)     -2.29%
45-64 48,498                       47,256              (1,242)     -2.56% 51,278      50,675               (603)         -1.18% 99,776        97,931        (1,845)     -1.85%
65+ 23,334                       27,117              3,783       16.21% 30,535      34,924               4,389       14.37% 53,869        62,041        8,172       15.17%
Total 167,128                     167,808           680          0.41% 175,990   176,774             784          0.45% 343,118     344,582     1,464       0.43%

Year 2015 Year 2020 Year 2015 Year 2020 Year 2015 Year 2020
Total Service Area Male Male Diff % chng Female Female Diff % chng Total Total Diff % chng
0-17 120,107                     114,569           (5,538)     -4.61% 115,490   110,478             (5,012)     -4.34% 235,597     225,047     (10,550)   -4.48%
18-24 53,301                       54,666              1,365       2.56% 49,785      50,810               1,025       2.06% 103,086     105,476     2,390       2.32%
25-44 136,511                     136,284           (227)         -0.17% 139,415   135,718             (3,697)     -2.65% 275,926     272,002     (3,924)     -1.42%
45-64 146,317                     142,362           (3,955)     -2.70% 157,384   154,118             (3,266)     -2.08% 303,701     296,480     (7,221)     -2.38%
65+ 71,636                       82,802              11,166    15.59% 98,324      111,084             12,760    12.98% 169,960     193,886     23,926    14.08%
Total 527,872                     530,683           2,811       0.53% 560,398   562,208             1,810       0.32% 1,088,270  1,092,891  4,621       0.42%
source: Claritas

file:h: Mustang: 2015 and 2020 Demographic tables
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FY 2014
Saint Francis Hospital and Medical Center Total Discharges
 
Town Discharges % of total
Primary Service area
HARTFORD 6,912              22.12%
EAST HARTFORD 2,236              7.16%
WEST HARTFORD 2,112              6.76%
BLOOMFIELD 1,522              4.87%
ENFIELD 1,463              4.68%
MANCHESTER 1,424              4.56%
WINDSOR 1,350              4.32%
SOUTH WINDSOR 718                 2.30%
VERNON 685                 2.19%
WINDSOR LOCKS 674                 2.16%
SIMSBURY 638                 2.04%
WETHERSFIELD 626                 2.00%
GLASTONBURY 586                 1.88%
BRISTOL 576                 1.84%
NEWINGTON 535                 1.71%
ROCKY HILL 529                 1.69%
SUFFIELD 519                 1.66%
NEW BRITAIN 484                 1.55%
subttl 23,589            75.49%

Secondary Service area Discharges % of total
EAST WINDSOR 476                 1.52%
AVON 406                 1.30%
FARMINGTON 312                 1.00%
GRANBY 308                 0.99%
ELLINGTON 260                 0.83%
STAFFORD+UNION+S.SPRG 232                 0.74%
TOLLAND 229                 0.73%
CANTON 214                 0.68%
SOMERS 210                 0.67%
SOUTHINGTON 183                 0.59%
MIDDLETOWN 181                 0.58%
EAST GRANBY 173                 0.55%
WATERBURY 173                 0.55%
COVENTRY 164                 0.52%
subttl 3,521              11.27%

P&S Service Area 27,110            86.76%
 

Other towns 4,138              13.24%
 

GT 31,248            100.00%

Page 97 of 609



 

 

 

 

 

 

 

 

 

 

EXHIBIT 8 

Page 98 of 609



SAINT FRANCIS Care, Inc. 

Saint Francis Hospital 
and Medical Center 

A 

Saint Francis Hospital 
and Medical Center 

Foundation, Inc. 
A 

 
Mount Sinai  

Rehabilitation  
Hospital, Inc. 

A 
 

Women’s Auxiliary of 
Saint Francis Hospital 

and Medical Center, Inc. 
A 

One Thousand  
Corporation 

A 

Saint Francis  
HealthCare  

Partners, Inc. 
B – 50% SFHMC 

Collaborative 
Laboratory  

Services, LLC 
A 

Saint Francis  
Behavioral Health  

Group, P.C. 

Greater Hartford 
Lithotripsy, LLC 

B –31.8% SFHMC 

Saint Francis 
Medical Group, Inc. 

A 

Connecticut 
Occupational 

Medicine Partners, 
LLC 

B – 1/3 SFC 

Saint Francis Care 
Medical Group, PC 

SFH/FF, LLC 
B – 49% MSRH 

Saint Francis GI  
Endoscopy, LLC 
B – 49% SFHMC 

Masonicare Partners  
Home Health  

and Hospice, Inc. 
B – 35% SFHMC 

Physician Groups 

Saint Francis  
Indemnity  

Company, LLC 
A 

A     Direct subsidiaries of SFC or SFHMC 

B     Shared entities – reflecting the ownership                
percentages of SFC/SFHMC or MSRH 

Saint Francis 
Emergency Medical 

Group, Inc. 
A 

Medworks, LLC 
B – 51% SFHMC 

Mount Sinai Hospital 
Foundation, Inc. 

A 

New Directions, Inc.  
of North Central Conn. 

B – 50% SFHMC 

Total Laundry 
Collaborative, LLC 

B – 86% SFHMC 

Asylum Hill 
Family Medicine 

Center, Inc. 
A 

Collins Medical  
Associates,2, 

P.C. 
B – 25% SFCMG 

Nominee 
Shareholder 
SVP Medical 

Affairs 

Nominee 
Shareholder 
Director of 
Behavioral  

Health 

Saint Francis  
Healthcare 

 Partners ACO, Inc. 

Saint Francis  
PHO  

Foundation, Inc. 
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RICHARD J. GILFILLAN, MD, MBA 
          
        
 
 
Professional Accomplishments 
 
Trinity Health         November 2013 – Present 
 
 President & Chief Executive Officer 
 

Trinity Health is the second largest Catholic health system in the nation and fourth largest health 
system overall in the U.S. and operates 86 acute care hospitals, 44 home care agencies,  14 
PACE centers, 70 other continuing care facilities in 20 states.  Employs nearly 87,000 people 
including 3,300 employed physicians and 21,600 affiliated physicians.  Trinity Health  reported 
$13.6 billion in net revenues in FY2014. The ministry was formed in May 2013 with the coming 
together of Trinity Health and Catholic Health East.  Trinity Health is sponsored by Catholic Health 
Ministries, a governance entity established by the Catholic Church to oversee the healing ministry 
and Catholic identity of Trinity Health.   

 
 

Centers for Medicare and Medicaid Services   August 2010 – July 2013 
  

Acting Director and Director  
 Center for Medicare and Medicaid Innovation   September 2010 – July 2013  
 

Directed the development and operations of this new Center within CMS charged with identifying, 
testing and spreading new service delivery and payment models that reduce program expenditures 
while improving the quality of care for Medicare, Medicaid and CHIP beneficiaries   
 
Accomplishments: 
 
• Created initial strategic and operating plan and obtained first year funding  
• Created effective leadership team and directed the hiring of 150 new team members  
• Merged the Office of Research, Development and Information with 80 staff members into the 

Center  
• Directed the design of key Center operational activities and processes  
• Directed and participated in national campaign to introduce the Center’s role and approach      
• Directed the development and implementation of new CMS model initiatives including Pioneer 

ACOs, Comprehensive Primary Care,  Bundled Payment for Care Improvement, Partnership 
for Patients, End Stage Renal Disease, Innovation Awards Rounds 1 and 2, State Innovation 
Models, and Independence at Home, that engaged over 50,000 providers caring for more than 
2 million Medicare and Medicaid beneficiaries 

• Participated in development of CMS ACO Shared Savings and Dual Eligibles Initiatives  
• Established effective working relationships with key partners across the Administration 
• Represented CMS in Congressional meetings including testifying before the Senate Finance 

Committee    
  
 Director 
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 Performance-based Payment Policy Staff    August 2010 – October 2010 
 

Directed the staff responsible for establishing regulations for the Medicare Shared Savings 
Accountable Care Organization (ACO) Program, the Hospital Value Based Purchasing initiative, 
the Physician Value Modifier initiative, and other performance-based payment programs.  After 8 
weeks in this position was asked by the Administrator to assume the position of Acting Director of 
the Innovation Center. 
 
Accomplishments: 
 
• Oversaw initial development of  Shared Savings ACO Regulation   
• Developed proposed Quality performance measurement system for ACO Regulation 
• Represented CMS in more than 30 meetings with outside parties 
• Built relationships with key partners across CMS  
• Developed management team and rapidly hired additional staff   

 
 
Geisinger Health System, Danville Pa.     August 2005 – July2010 
 

Consultant, Washington DC      July 2009 – July 2010 
Geisinger Consulting Services  

 
Provided consulting services to health care systems and payer organizations regarding the design 
and implementation of alternative care systems, such as Accountable Care Organizations and 
Patient Centered Medical Homes  
 
Accomplishments: 
• Developed an ACO model for the leading national ACO Collaborative 
• Participated in marketing and recruitment campaign for ACO Collaborative that led to more 

than 60 participating institutions  
• Designed a capabilities assessment tool that allows health systems to identify change priorities 

for creating ACOs  
• Led a consultant team supporting client in implementing the Collaborative 
• Developed strategic approach for a large health system change initiative 
• Designed a series of guidebooks for health systems to use to plan transformation to 

accountable care  
• Developed plan for a large labor union fund to significantly reduce their medical expenditures  
• Provided input to Obama Administration staff and Members of Congress on healthcare reform    

 
President & CEO Geisinger Health Plan     July 2005 – June 2009 
EVP Insurance Operations Geisinger Health System 
 
Had P & L responsibility for the $1 Billion Insurance Operations of this Integrated Health System 
and participated on the Executive Leadership Team that oversaw System operations.  
 
Accomplishments: 
• Created a well integrated management team that produced outstanding results for 4 years 

including: 
o Growing membership by 25% 
o Significantly exceeding financial goals for four years 
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o Improving Quality improvement results that raised Plan’s national ranking from 33rd to 
top 10 for 3 years.  

• Helped to design ProvenCare, an innovative care redesign/bundled payment model for 
specialty care 

• Helped to design Proven Health Navigator, an innovative care redesign and payment model for 
primary care  

• Expanded Plan service area to double market size  
• Improved the relationship between Health Plan and System Clinical Leadership to create a 

partnership that enabled our efforts to build innovative care and payment models 
• Achieved Outstanding Accreditation from the National Committee for Quality Assurance 

(NCQA)  
   

 
Coventry Health Care, Bethesda, MD       2001 - 2005 

 
Senior Vice President National Network Management    
 
Responsible for the Network Contracting and Medical Cost Management operations for this $3 
billion national managed care organization.  
 
Accomplishments: 
• Oversaw National Contracting team responsible for contracts with 5,000 hospitals and 600,000 

physicians in 50 states 
• Created corporate wide Medical Cost Management process that improved medical cost trend  
• Developed an innovative Primary Care delivery and reimbursement model with independent 

physicians in three markets 
• Developed new Fraud, Abuse and Claims Recovery programs 

  
Independence Blue Cross, Philadelphia, Pa     1989 - 2000  
  

General Manager 
AmeriHealth HMO & Insurance Company, Mount Laurel, NJ  1995 – 2000 

 
Profit and Loss responsibility, including start-up, for a new managed care subsidiary  
 
Accomplishments: 
• Profitably grew the business over 5 years to $300 Million Revenue base and 300,000 

Commercial, Medicare and Medicaid members  
• Built successful leadership team and grew staff from 15 to over 150 
• Instituted quality improvement programs that led to # 1 State ranking for three years  
• Oversaw the successful implementation of a new enterprise wide computer operating system.  
• Directed the development of a new corporate medical informatics system  
 

 Chief Medical Officer and Senior Vice President 
 Independence Blue Cross and Subsidiaries, Philadelphia, PA   1992-1995 
  

Oversaw the medical management activities for all subsidiaries of this $3 Billion Blue Cross plan 
with approximately 3 million members  
 
Accomplishments: 
• Merged the medical management function of three HMO’s into one 300 person staff  
• Created state of the art quality, utilization and medical cost management functions  
• Achieved full accreditation from the National Committee for Quality Assurance 

Page 307 of 609



• Developed innovative, first in the nation contact capitation program for cardiology care  
 
Medical Director and Senior Vice President 

 Keystone Health Plan East       1989 – 1995 
  

Oversaw the medical and network management activities for this start-up HMO  
 

 Accomplishments: 
• Established new Medical Management and Provider Relations Teams  
• Helped directed expansion of the provider network to include 8,000 physicians and 60 hospitals 
• Developed innovative Disease Management Programs     
• Instituted an innovative radiology capitation program that decreased costs by 30% 
• Developed one of the first in the nation commercial Resource Based Relative Value System 

(RBRVS) physician fee schedules that decreased costs by approximately 20% 
• Achieved full NCQA accreditation 
 

New Jersey Blue Cross and Shield      1985 – 1989 
  

Medical Director and Primary Care Physician 
 Medigroup Central HMO     Trenton, NJ 
  

Created network and medical management functions and practiced adult and pediatric primary 
care medicine half-time in inner city Trenton for a staff/network model HMO  
 
Accomplishments: 
• Established a new Independent Physician Association (IPA) division and management team 
• Built provider network that included 15 hospitals and 500 physicians  
• Led a reengineering initiative in staff primary care sites to improve waiting times 
• Improved customer satisfaction in the staff model  
• Established innovative mental health carve-out contract that improved care and lowered costs   
 

Winchendon Community Health Center, Winchendon Ma   1980 – 1985 
 
 Medical Director and Family Practitioner 
  

Practiced full time adult, pediatric and obstetrical care and was the medical director in a small, rural 
poor community in Central Massachusetts.  
 
Accomplishments: 
• Built a new family medicine group practice of three physicians  
• Led the conversion of a 28 bed town hospital into a Community Health Center  
• Served as Secretary and Treasurer of the medical staff at parent hospital 
• Established academic relationship with Medical School  

 
Georgetown University Community Health Plan, Washington, DC  1979 – 1980  
 
 Primary Care Family Physician  
  
Education 
 
The Wharton School of the University of Pennsylvania, MBA    1992 
Hennepin County Medical Center, Family Practice Residency    1979  
Georgetown University School of Medicine School, MD     1976 
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Georgetown University School of Foreign Service, BSFS     1971 
 
 
Board Activities: 
 
  
Alliance of Community Health Plans Board of Directors   2007 – 2009 
Director on the Board of this industry Association of not-for-profit managed care  
organizations that includes Kaiser, Health Partners and 11 other Health Plans 
 
Geisinger Insurance Operations Boards of Directors    2005 - 2009 
Director on the Boards of the three companies that make up Geisinger Insurance Operations 
 
Geisinger Health Science Foundation Board of Directors   2005 – 2009 
Participated in quarterly meetings and provided updates on the performance of the Insurance Operations 
 
New Jersey State Chamber of Commerce Board of Directors   1996 - 2000 
Director on a Board made up of CEO’s and senior executives from large  
New Jersey companies including Prudential, Bell Atlantic, AT&T and Johnson & Johnson 

 
AmeriHealth New Jersey Board of Directors     1995 - 2000 
Made quarterly presentations to HMO Board regarding overall strategy and results  
 
Vice Chairman, Princeton Regional Health Commission   1992 – 1995 
Participated in and chaired monthly public meetings of the Commission 
overseeing public health for Princeton, NJ 
 
Keystone Health Plan East Board of Directors     1989 – 1995 
Presented medical and quality management reports to a Board that included  
the IBC CEO and external directors representing large community employers 
 
Medigroup Central Board of Directors      1985 – 1989 
Director on the Board overseeing the HMO subsidiary of New Jersey Blue Cross 
 
Winchendon Hospital Board of Directors      1980 – 1985 
Director and member of the Hospital Executive Committee that negotiated a 
merger with another community hospital.   
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Curriculum Vitae 
 
Name    John F. Rodis, M.D. 
 
Date of Birth   December 27, 1955 
 
Place of Birth   Brooklyn, New York 
 
Social Security No.  131-38-6525 
  
Home Address   46 Dorset Lane 
    Farmington, Connecticut 06032-2330 
 
Office Address   Saint Francis Hospital and Medical Center 
    Department of Obstetrics and Gynecology 
    114 Woodland Street 
    Hartford, Connecticut  06105 
 
Telephone   Office:  (860) 714-4457 
    Home:  (860) 678-1218 
     
Martial status   Marytherese Conway - October 2, 1987 
 
Children   Alexandra - September 8, 1989 
    Katrina - May 7, 1992 
    Anna - May 22, 1995 
 
Education   1972-1976 BA- Biology 
      Cornell University 
      Ithaca, New York 
 
    1976-1980 MD 
      Autonomous University of Guadalajara 
      Guadalajara, Mexico 
 
    1980-1981 Fifth Pathway 
      St. Joseph's Hospital & Medical Center 
      Paterson, New Jersey 
 
    1981-1985 Resident, Obstetrics and Gynecology 
      St. Joseph's Hospital & Medical Center 
      Paterson, New Jersey 
 
    1985-1987 Fellowship in Maternal-Fetal Medicine 
      University of Connecticut Health Center 
      Farmington, Connecticut 
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    1993-1996 Fellowship in Human Genetics 
      Department of Pediatrics 
      University of Connecticut Health Center 
      Farmington, Connecticut   
 

2005 Six Sigma Green Belt Certification 
 
2007  American College of Physician Executives PIM Course 

 
Licensure   New Jersey  40792 
    Connecticut 26709 
    New York 158721 
 
Boards    1989  Board Certified, American Board of Obstetrics and   
      Gynecology 
 
    1990  Sub-Specialty Certification, Certified by the  
      Division of Maternal-Fetal Medicine,  
      American Board of Obstetrics and Gynecology  
 
    1998  Passed Recertification Examination in Obstetrics and   
      Gynecology and Maternal-Fetal Medicine 
 
Appointments   1985-1987 Instructor, Obstetrics and Gynecology 
      University of Connecticut Health Center 
      Farmington, Connecticut 
 
    1987-1993 Assistant Professor, Obstetrics and Gynecology 
      Division of Maternal-Fetal Medicine 
      Director of Perinatal Genetics 
      University of Connecticut Health Center 
      Farmington, Connecticut 
 
    1987-1995 Assistant Professor, Department of Pediatrics 
      School of Medicine, 
      University of Connecticut Health Center 
      Farmington, Connecticut 
 
    1987 - 2001 Attending Obstetrician and Gynecologist 
      Specializing in Maternal-Fetal Medicine 
      St. Francis Hospital & Medical Center 
      Hartford, Connecticut 
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    1987 - 2001 Associate Attending Obstetrician and Gynecologist 
      Specializing in Maternal-Fetal Medicine 
      New Britain General Hospital 
      New Britain, Connecticut 
 
    1991-1993 Residency Coordinator 
      Department of Obstetrics and Gynecology 
      University of Connecticut Health Center 
      Farmington, Connecticut 
  
    3/93 – 6/01 Residency Program Director 
      Department of Obstetrics and Gynecology 
      University of Connecticut Health Center 
      Farmington, Connecticut 
 
    3/93 – 6/01 Associate Professor, Obstetrics and Gynecology 
      Division of Maternal-Fetal Medicine 
      Director of Perinatal Genetics 
      University of Connecticut Health Center 
      Farmington, Connecticut 
 
    1995 – 6/01 Associate Professor, Department of Pediatrics 
      University of Connecticut Health Center 
      Farmington, Connecticut 
 
    1/99 – 6/01 Professor, Obstetrics and Gynecology 
      Division of Maternal-Fetal Medicine 
      Director of Perinatal Genetics 
      University of Connecticut Health Center 
      Farmington, Connecticut  
 
    7/01-3/04  Chairman, Obstetrics and Gynecology 
      Stamford Hospital 
      Stamford, Connecticut 
 
    9/01-5/13 Professor of Clinical Obstetrics and Gynecology 
      Columbia University College of Physicians and Surgeons 
      New York, New York 
 
    7/11-present Chair, Department of Obstetrics and Gynecology 
      Director, Women & Children’s Health Services 
      Saint Francis Hospital and Medical Center 
      Hartford, Connecticut 
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    2/13-Present Saint Francis Faculty Fellow 
      Saint Francis Hospital Education Council 
      Hartford, Connecticut  
 
    5/13-present Professor, Department of Obstetrics and Gynecology 
      University of Connecticut Health Center 
      Farmington, Connecticut 
    
Awards   1993  APGO Excellence in Teaching Award, sponsored by APGO 
    Medical Education Foundation 

1998     CREOG National Faculty Teaching Award, sponsored by CREOG 
2001     CREOG National Faculty Teaching Award, sponsored by CREOG  
 

Societies  Fellow, American College of Obstetrics and Gynecology 
   Member, Society for Maternal-Fetal Medicine 
   Connecticut Perinatal Association 
   Member, American Institution of Ultrasound in Medicine 
   International Society of Perinatal Obstetricians 
   Associate Member, Society of Gynecologic Investigation 
   New England Perinatal Society - Secretary - 1996-1997 
   New England Perinatal Society - Vice President 1997-1998 
   New England Perinatal Society - President 1998-1999 
   Association of Professors in Gynecology and Obstetrics 
   Hartford County Medical Association 
   Connecticut State Medical Society 
   American College of Physician Executives 
 
Committee Appointments 
 
 John Dempsey Hospital/University of Connecticut School of Medicine 
 
  1986-88 Transfusion Committee 
  1987-90 John Dempsey Hospital Quality Assurance/Peer Review Committee 
  1987-90 Chairman, Obstetrics and Gynecology Quality Assurance/Peer Review 
  1990-2001 Transfusion Committee 
  1996-2001 Clinical Practice Subcommittee of the Clinical Governance Committee  
  1996  Clinical Research Task Force 
  1995-2001 Committee for Graduate Medical Education 
  1997-2001 Chairman, Operations Subcommittee of Committee for Graduate Medical 

Education 
1998                  Search Committee for OB/GYN Chair 
1990-2001         Chairman, CADCARS Review Committee Others 
1999-2001 Chairman, Committee on Graduate Medical Education 
2002-2004 At-large Member, Medical Board 
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Stamford Hospital Committees/Positions 
 

2002-2004  Chair, Department of Obstetrics and Gynecology 
7/01/03- 2011 Senior Vice President Medical Affairs, Chief Medical Officer  

  2001-2003 Blood Bank Committee 
  2001-2011 Patient Safety Committee 
  2001-2011 OR Committee 
  2002-2011 Credentials Committee 
  2003-2011 Strategy and Market Development Committee (Board Committee) 
  2003-2011 Medical Executive Committee 
  2003-2011 Bylaws Committee 
  2003-2011 Clinical Leadership Council 
  2003-2011 Quality and Clinical Affairs Committee (Board Committee) 
  2003-2011 Ops Council 

2003             Chair- Credentials Task Force 
2003 Chair, Ob/Gyn Chair Search Committee 
2004       Chair, Surgery Chair Search Committee 
2004  Emergency Department Chair Search Committee 
2002-2004 Medical Board 
2005   Chair, Pathology Chair Search Committee 
2006   Co-Chair, Radiology Chair Search Committee 
 

Saint Francis Hospital and Medical Center Committees/Positions 
 
 2011–present Chair, Department of Obstetrics and Gynecology 
 2011-present Director, Women & Infants Health Services 
 2011-present Co-chair, Women & Infants Quality and Practice Council 
 2011-present Medical Staff Quality Committee 
 2011-present St. Francis Medical Group Board of Directors 
 2011-present Chiefs’ Forum 
 2011-present Capitol Budget Committee 
 2011-present IT Executive Steering Committee 

2011–present Surgical Service Performance Improvement Committee 
2011-present OR Steering Committee 
2012-present Quality & Patient Safety 

   
 Others (State and National Ob/Gyn Educational Organizations) 
 
  1989-1995 Connecticut Hospital Association Committee on Quality      

Assessment, Chairman, Panel on Obstetrics  
  1995-2011 Committee on Quality Assessment, Connecticut Hospital Association 
  1998 -2001 Alternate Program Director Representative for Region I - 
    Council on Resident Education in Obstetrics & Gynecology 

1999-present American Board of Obstetrics and Gynecology Oral Board Examiner     
2009-2011 Chair, Chief Medical Officer Group, New York-Presbyterian Healthcare System 
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Editorial consultation  American Journal of Obstetrics and Gynecology  
    Obstetrics and Gynecology 
    Journal of Clinical Ultrasound 
    American Journal of Perinatology 
    Journal of Maternal-Fetal Medicine 
    Connecticut Medicine- Associate Editor 
 
Grants/Clinical Trials: 
NIH grant 1991, "Study of CF carrier screening in primary care settings", Robert M. Greenstein (Principal 
investigator), John F. Rodis, MD, (Co-Principal Investigator) 
 
CT Research Foundation 1988, "Role of Chlamydia and mycoplasma in villus sampling", John F. Rodis, MD, 
(Principal investigator) 
 
Adolor Corporation Protocol 14CL306: A Multicenter Phase III, Double-Blind, Placebo-Controlled, Study of ADL8-
2698 in Opioid-Induced Postoperative Bowel dysfunction/Postoperative Ileus in Subjects Undergoing Total 
Abdominal hysterectomy (Principal Investigator) 
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Publications 
 

1. Cusick W, Leuci D, Viscarello RR, Rodis JF. Anaphylactoid syndrome of pregnancy after 
intracervical dinoprostone for cervical ripening: a report of 3 cases. J Reprod Med 50:225-228, 
2005 

2. Cusick W, Provenzano J, Sullivan CA, Gallousis FM, Rodis JF. Fetal nasal bone length in euploid 
and aneuploid fetuses between 11 and 20 weeks’ gestation: a prospective study. J Ultrasound 
Med 23:1327-1333, 2004 

3. Feldman DM, Borgida AF, Rodis JF, Leo MV, Campbell. A randomized comparison of two 
regimens of misoprostol for second-trimester pregnancy termination. Am J Obstet Gynecol 
189:710-713, 2003 

4. Cusick W, Stewart J, Parry M, McLoed G, Rakos G, Sullivan C, Rodis J. State mandated prenatal 
human immunodeficiency virus screening at a large community hospital. Conn Med 67:7-10, 2003 

5. Egan JF, Rodis JF, Benn PA. Ultrasound markers of Fetal Down Syndrome. JAMA 285:2856-
2857, 2001 

6. Feldman DM, Borgida AF, Trymbulak WP, Sanders MM, Barsoom MJ, Rodis JF. Clinical 
implications of velementous cord insertion in triplet gestations. Am J Obstet Gynecol 184:809-811, 
2002 

7. Benn PA, Gainey A, Ingardia CJ, Rodis JF, Egan JFX. Second trimester maternal serum analytes 
in triploid pregnancies: correlation with phenotype and sex chromosome complement. Prenatal 
Genetics 21:680-686, 2001 

8. Borgida AF, Mills AA, Feldman DM, Rodis JF, Egan JFX. Outcomes of pregnancies complicated 
by ruptured membranes after genetic amniocentesis. Am J Obstet Gynecol 183:937-939, 2000 

9. Feldman DM, Borgida AF, Rodis JF, Campbell WA: Irreversible maternal brain injury during 
pregnancy: a case report and review of the literature.  Obstet Gynecol Survey  55:708-714, 2000  

10. Barsoom MJ, Prabulos AM, Rodis JF, Turner GW: Vanishing gastroschisis and short bowel 
syndrome. Obstet Gynecol 96:818-819, 2000 

11. Ling PY, Leo MV, Turner G, Rodis JF, Campbell WA.  Amnioreduction in triplet fetofetal 
transfusion.  Obstet Gynecol 96:843, 2000 

12. Egan JFX, Benn, PA, Borgida AF, Rodis, JF, Campbell WA, Vintzileos AM: Efficacy of screening 
for fetal Down syndrome in the U.S. from 1974 to 1997.  Obstet Gynecol 96:979-985, 2000  
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13. Benn PA, Craffey A, Horne D, Ramsdell L, Rodis JF: Elevated maternal serum alpha fetoprotein 
with low unconjugated estriol and the risk for lethal perinatal outcome.  J Matern Fetal Med  9:165-
169, 2000 

14. Benn PA, Rodis JF, Beazoglou T. Cost-effectiveness of estimating gestational age by ultrasound 
in Down syndrome. Obstet Gynecol 94:29-33, 1999 

15. Benn PA, Leo MV, Rodis JF, Beazoglou T, Collin R, Horne D. Maternal serum screening for fetal 
trisomy 18: a comparison of fixed cut-off patient specific risk protocols. Obstet Gynecol 93:707-
711, 1999 

16. Rodis JF. Parvovirus infection. Clin Obstet Gynecol 42:107-120, 1999 

17. Rodis JF, Arky L, Egan  JFX, Borgida AF, Leo, MV, Campbell WA:  Comprehensive fetal 
ultrasound growth measurements in triplet gestations. Am J Obstet Gynecol 181:1128-1132, 1999 

18. Feldman DM, Borgida AF, Sauer F, Rodis JF: Rotational versus nonrotational forceps: maternal 
and neonatal outcomes.  Am J Obstet Gynecol 181:1185-1187, 1999 

19. Odibo AO, Rodis JF, Sanders M, Borgida AF, Wilson M, Campbell WA. The relationship of 
amniotic fluid markers of intraamniotic infection with histopathology in cases of preterm labor. J 
Perinatol 19:407-412, 1999 

20. Leo MV, Odibo A, Ling PY, Rodis JF, Borgida A, Campbell W. Transverse arrest: a review of 
outcomes of rotational forceps and cesarean delivery at a single center. Prim. Care Update Ob 
Gyns. 5:186, 1998 

21. Smulian JC, Egan JF, Rodis JF. Fetal hydrops in the first trimester associated with maternal 
parvovirus infection. J Clin Ultrasound 26:314-316,1998 

22. Odibo AO, Campbell WA, Feldman D, Leo MV, Borgida AF, Rodis JF: Resolution of human 
parvovirus-induced hydrops after intrauterine transfusion.   J Ultrasound Med 17:547-550,1998 

23. Feldman DM, Odibo AO, Campbell WA, Rodis JF: Iatrogenic monoamniotic twins as a 
complication of therapeutic amniocentesis.  Obstet Gynecol 91:815-816, 1998 

24. Rodis JF, Borgida AF, Wilson M, Egan JFX, Leo MV, Odibo AO, Campbell WA.  Management of 
parvovirus infection in pregnancy and outcomes of hydrops: A survey of the Society of Perinatal 
Obstetricians members.  Am J Obstet Gynecol 179:985-988,1998 

25. Rodis JF, Rodner C, Hansen A, Borgida A, Spivey G, Rosengren S.  Long-term outcome of 
children following maternal human B19 parvovirus infection. Obstet Gynecol  91:125-128, 1998 

26. Smulian JC, Campbell WA, Vintzileos AM, Rodis JF: Correlation between umbilical artery and vein 
levels of interleukin-6 and soluble intracellular adhesion molecule-1.  J Matern Fetal Med 6:67-70, 
1997 

27. Oncken CA, Hardardottir H, Hatsukami DK, Lupo VR, Rodis JF, and Smeltzer JS.  Effects of 
transdermal nicotine or smoking on nicotine concentrations and maternal-fetal hemodynamics.  
Obstet Gynecol 90:569-574, 1997 

Page 317 of 609



28. Odibo, AO, Turner GW, Borgida AF, Rodis JF, Campbell WA: Late prenatal ultrasound features of 
hydrometrocolpos secondary to cloacal anomaly: case reports and review of the literature.   
Ultrasound Obstet Gynecol.  9:419-421, 1997 

29. Benn PA, Borgida AF, Horne D, Briganti S, Collins R, Rodis JF. Down syndrome and neural tube 
defect screening: The value of using gestational age by ultrasonography.  Am J Obstet Gynecol 
176:1056-1061, 1997 

30. Gottschall D, Borgida AF, Mihalek JJ, Sauer F, Rodis JF.   A randomized clinical trial comparing  
prostaglandin E2 gel for preinduction cervical ripening.   Am J Obstet Gynecol 177:1067-1070, 
1997 

31. Prabulos AM, Chen H, Rodis JF, Ruby S, Campbell WA.  Angiographic  embolization of a ruptured 
renal artery  aneurysm during pregnancy.  Obstet Gynecol 90:663-665, 1997 

32. Rodis JF, McIlveen P, Egan JFX, Borgida AF, Turner GW, Campbell WA.  Monoamniotic twins: 
improved perinatal survival with accurate prenatal diagnosis and antenatal fetal surveillance.  Am J 
Obstet Gynecol 177:1046-1049, 1997 

33. Smulian JC, Vintzileos AM, Rodis JF, Campbell WA: Community-based obstetrical ultrasound 
reports - documentation of compliance with suggested minimum standards.  J Clin Ultrasound 
24:123-127, 1996 

34. Bork MD, Egan JFX, Cusick W, Borgida A, Hardardottir H, Rodis JF, Campbell WA: Iliac wing 
angle as a marker for trisomy 21 in the second trimester fetuses.  Obstet Gynecol 89:734-737, 
1997 

35. Smulian JC, Bhandari, V, Campbell WA, Rodis JF, Vintzileos AM:  Value of  umbilical artery and 
vein levels of interleukin-6 and soluble intracellular adhesion molecule-1 as predictors of neonatal 
hematologic indices and suspected early sepsis.   J Matern Fetal Med. 6:254-259, 1997 

36. Vintzileos AM, Campbell WA, Rodis JF,  Guzman ER, Smulian JC, Knuppel, RA:   The use of 
second trimester genetic sonogram in guiding clinical management of patients at increased risk for 
fetal trisomy 21.  Obstet Gynecol 87:948-952, 1996 

37. Vintzileos AM, Egan JFX, Smulian JC, Campbell WA, Guzman ER, Rodis JF: Adjusting the risk for 
trisomy 21 by a simple ultrasound method using fetal long bone biometry. Obstet Gynecol 87:953-
958, 1996 

38. Lefcourt LA, Rodis JF: Obstructive sleep apnea in pregnancy. Obstet Gynecol Surv 51:503-506, 
1996  

39. Benn PA, Horne D, Briganti S, Rodis JF: Elevated second trimester maternal serum hCG alone or 
in combination with elevated alpha fetoprotein.  Obstet Gynecol 87:217-222, 1996 

 

40. Bork MD, Smeltzer JS, Egan JFX, Rodis JF, DiMario FJ, Campbell WA: Prenatal diagnosis of 
intracranial lipoma associated with agenesis of the corpus callosum.  Obstet Gynecol 87:845-848, 
1996 
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41. Hardardottir H, Kelly K, Bork MD, Cusick W, Campbell WA, Rodis JF: Atypical presentation of 
preeclampsia in high-order multifetal gestations.  Obstet Gynecol 87:370-374, 1996 

42. Cusick W, Rodis JF, Vintzileos AM, Albini SM, McMahon M, Campbell WA: Predicting pregnancy 
outcome from the degree of maternal serum alpha fetoprotein elevation.  J Reprod Med 41:327-
332, 1996 

43. Cusick W, Bork MD, Fabbri EL, Benn P, Rodis JF, Buttino L Jr: Trisomy 16 fetus surviving into the 
second trimester.  Prenatal Diag  15:1078-1081, 1995 

44. Smulian JC, Campbell WA, Rodis JF, Feeney L, Fabbri EL, Vintzileos AM: Gender-specific 
second- trimester biometry.  Am J Obstet Gynecol 173:1195-1201, 1995 

45. Cusick W, Salafia CM, Ernst L, Rodis JF, Campbell WA, Vintzileos AM: Low dose aspirin therapy 
and placental pathology in women with poor prior pregnancy outcomes.   Am J Reprod Immunol 
34:141-147, 1995 

46. Smulian J, Vintzileos AM, Ciarleglio L, Rodis JF, Campbell WA: Gender-specific patterns of 
second trimester femur and humerus  measurements in fetuses with Down Syndrome.  J Mat Fetal 
Med 4:225-230, 1995 

47. Borgida AF, Rodis JF, Hanlon W, Craffey A, Ciarleglio L, Campbell WA:  Second- trimester 
abortion by intramuscular 15-methyl-prostaglandin F2alpha or intravaginal prostaglandin E2 
suppositories:  A randomized trial.   Obstet Gynecol 85:697-700, 1995 

48. Cusick W, Bork MD, Bourque MD, Egan JFX, Rodis JF, Campbell WA: Congenital (Paraesophageal) 
Hiatal Hernia.  The Fetus 4(3):1-5, 1994 

49. Smulian JC, Rodis JF, Campbell WA, Grant-Kels JM, Vintzileos AM: Non-oral pyogenic granuloma 
in pregnancy: a report of two cases.  Obstet Gynecol 84:672-674, 1994 

50. Campbell WA, Vintzileos AM, Rodis JF, Ciarleglio L, Craffrey A: Efficacy of the biparietal 
diameter/femur length ratio detect Down syndrome in patients with an abnormal biochemical 
screen.  Fetal Diagn Ther 9:175-182, 1994 

51. Cusick W, Vintzileos AM, Rodis JF: The use of second trimester fetal growth curves in predicting 
intrauterine growth retardation in cases of unexplained maternal serum alpha fetoprotein 
elevations.  J Mat Fetal Med 3:203-207, 1994 

52. Lettieri L, Rodis JF, McLean DA, Campbell WA, Vintzileos AM: Incarceration of the gravid uterus.  
Obstet Gynecol Survey 49:642-646, 1994 

 

53. Gray SE, Rodis JF, Lettieri L, Egan JFX, Vintzileos AM: Effect of intravenous magnesium sulfate 
on the biophysical profile of the preterm fetus. Am J Obstet Gynecol 170:1131-5, 1994 

54. Vintzileos AM, Lettieri L , Tsapanos V, Campbell WA, Rodis JF: The relationship between 
combined fetal biophysical activities, oligohydramnios and fetal acid-base status. J Mat Fetal Med 
3:64-68, 1994 
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55. Campbell WA, Vintzileos AM, Rodis JF, Turner GW, Egan JFX, Nardi DA: Use of the transverse 
cerebellar/abdominal circumference ratio in pregnancies at risk for intrauterine growth retardation.  
J Clin Ultrasound 22:497-502, 1994 

56. Egan JFX, Petrikovsky BM, Vintzileos AM, Rodis JF, Campbell WA: Combined pentalogy of Cantrell 
and sirenomelia - a common etiology?  Am J Perinatol 10(4):327-329, 1993 

57. Smulian JC, Bandari V, Rodis JF, Egan JFX, Bosse KK, Campbell WA, Vintzileos AM: Fetal inferior 
vena cava thrombosis:  A case report.  The Fetus 3(6):7-11, 1993 

58. Smulian JC, Rodis JF, Campbell WA, Vintzileos AM: Antenatal diagnosis of severe penile 
hypospadias.  The Fetus 3(4)5-10, 1993 

59. Lettieri, L, Vintzileos AM, Rodis JF, Albini SM, Salafia CM: Does "idiopathic" preterm labor 
resulting in preterm birth exist?  Am J Obstet Gynecol 168;1480-1485, 1993 

60. Campbell WA, Yamase HT, Salafia CM, Vintzileos AM, Rodis JF:  Fetal renal biopsy: Technique 
development.  Fetal Diagn Ther 8:135-143, 1993 

61. Wolf EJ, Vintzileos AM, Rosenkrantz T, Rodis JF, Salafia CM, Pezzullo JC:  Do survival and 
morbidity of the very low birthweight infant vary according to the primary pregnancy complication 
resulting in preterm delivery? Am J Obstet Gynecol 169:1233-1239, 1993 

62. Lettieri L, Rodis JF, Vintzileos AM, Feeney L, Ciagleglio L, Craffey A: Ear length in second 
trimester aneuploid fetuses.  Obstet Gynecol 81:57-60, 1993 

63. Benn P, Ciarleglio L, Lettieri L, Rodis J, Greenstein R: A rapid (but wrong) prenatal diagnosis 
(letter).  N Engl J Med 326:1638-40,1992 

64. Lettieri L, Vintzileos AM, Rodis JF, Egan JFX, Wolf EJ, McLean DA: Transverse cerebellar 
diameter measurements in twin pregnancies and the effect of intrauterine growth retardation.  Am 
J Obstet Gynecol 167:982-5, 1992 

65. Wolf EJ, Vintzileos AM, Rosenkrantz TS, Rodis JF, Lettieri L, Mallozzi A: A comparison of pre-
discharge survival and morbidity in singleton and twin very low birth weight infants.  Obstet 
Gynecol 80:436-9, 1992 

66. Wolf EJ, Egan JFX, Rodis JF, Vintzileos AM:  Intravenous adenosine for the treatment of maternal 
paroxysmal supraventricular tachycardia.  J Maternal Fetal Med 1:3:121-123, 1992 

67. Wolf EJ, Mallozzi A, Rodis JF, Campbell WA, Vintzileos AM: The principal pregnancy 
complications resulting in preterm birth in singleton and twin gestations.   J Maternal-Fetal Med 
1:4:206-212, 1992 

68. Balducci J, Rodis JF, Rosengren S, Vintzileos AM, Spivey G, Vosseller C: Pregnancy outcome 
following first-trimester varicella infection.  Obstet Gynecol 79:5-6, 1992 

69. Vintzileos AM, Egan JFX, Rodis JF, Campbell WA, Wolf EJ, Balducci J: Obstetrical factors 
associated with nuchal cord in a high risk population.  J Maternal Fetal Med 1:4:196-201, 1992 
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70. Vintzileos AM, Egan JFX, Campbell WA, Rodis JF, Scorza WE, Fleming AD, McLean DA: Asphyxia 
at birth as determined by cord blood pH measurements in preterm and term gestations:  
Correlations with neonatal outcomes.   J Mat Fetal Med 1:7-13, 1992 

71. Turner GW, Vintzileos AM, Nardi DA, Feeney L, Campbell WA, Rodis JF: Neck circumference 
measurements in second trimester fetuses with Down syndrome.  J Maternal Fetal Med 1:2:65-69, 
1992 

72. Egan JFX, Vintzileos AM, Campbell WA, Rodis JF, McLean DA, Fleming AD, Scorza WE: Arterio-
venous cord blood pH discordancy in a high-risk population and its clinical significance.  J Mat 
Fetal Med 1:39-44, 1992 

73. Vintzileos AM; Campbell WA, Rodis JF: Tests of fetal well-being in premature rupture of 
membranes.  Obstet Gynecol Clin North Am 19:281-307, 1992 

74. Campbell WA, Mead JA, Vintzileos AM, Rodis JF: Placental abruption in a twin pregnancy.  The 
Fetus 1:6, 6412/1-4, 1991 

75. Lettieri L, Rodis JF, Vintzileos AM: Early ultrasound findings and follow up in twin fetuses with 
cystic fibrosis. The Fetus 1:6, 2770/1-4, 1991 

76. Rodis JF, Vintzileos AM, Fleming AD, Ciarleglio L, Nardi DA, Feeney L, Scorza WE, Campbell WA, 
Ingardia C: Comparison of humerus length versus femur length in fetuses with Down syndrome.  
Am J Obstet Gynecol 165:1051-1056, 1991 

77. Scorza WE, Nardi DA, Vintzileos AM, Fleming AD, Rodis JF, Campbell WA: The relationship 
between umbilical artery Doppler velocimetry and fetal biometry.  Am J Obstet Gynecol 165:1013-
1019, 1991  

78. Vintzileos AM, Fleming AD, Scorza WE, Wolf EJ, Balducci J, Campbell WA, Rodis JF: Relationship 
between fetal biophysical activities and umbilical cord blood gases.  Am J Obstet Gynecol 165:707-
13, 1991 

79. Vintzileos AM, Campbell WA, Rodis JF: Antepartum surveillance in patients with preterm 
premature rupture of the membranes.  Clin Obstet Gynecol 34:779-793, 1991 

80. Petrikovsky BM, Nardi DA, Rodis JF, Hoegsberg B: Elevated maternal serum alpha fetoprotein 
and mild fetal uropathy.  Obstet Gynecol 78:262-264, 1991 

81. Fleming AD, Vintzileos AM, Rodis JF, Scorza WE, Nardi D, Salafia C: Diagnosis of fetal ectopia 
cordis by transvaginal ultrasound. J Ultrasound Med 10:413-415, 1991 

82. Campbell WA, Nardi DA, Vintzileos AM, Rodis JF, Turner GW, Egan JFX: Transverse cerebellar 
diameter/abdominal circumference ratio throughout pregnancy: A gestational age-independent 
method to assess fetal growth.  Obstet Gynecol 77:893-895, 1991 

83. Vintzileos AM, Petrikovsky BM, Campbell WA, Rodis JF, Pinette MG, Egan JFX: Cord blood gases 
and abnormal fetal biophysical assessment in preterm premature rupture of the membranes.  Am J 
Perinatol 8:155-160, 1991  
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84. Wolf EJ, Mallozzi A, Rodis JF, Egan JFX, Vintzileos AM, Campbell WA: Placenta previa is not an 
independent risk factor for a small for gestational age infant.  Obstet Gynecol 77:707-709, 1991 

85. Vintzileos AM, Campbell WA, Rodis JF,  McLean DA, Fleming AD, Scorza WE: The relationship 
between fetal biophysical assessment, umbilical artery velocimetry and fetal acidosis.  Obstet 
Gynecol 77:622-626, 1991 

86. Fleming AD, Salafia CM, Vintzileos AM, Rodis JF, Campbell WA, Bantham KF: The relationships 
among umbilical arterial velocimetry, fetal biophysical profile and placental inflammation in preterm 
premature rupture of the membranes.  Am J Obstet Gynecol 164:38-41, 1991 

87. Rodis JF, Egan JFX, Craffey A, Ciarleglio L, Greenstein RM, Scorza WE: Calculated risk of 
chromosomal abnormalities in twin gestations.  Obstet Gynecol 76:1037-1041, 1990  

88. Rodis JF, Quinn DL, Gary W, Anderson LJ, Rosengren SS, Cartter ML, Campbell WA, Vintzileos 
AM:  Management and outcomes of pregnancies complicated by human B19 parvovirus infection:  
A prospective study.  Am J Obstet Gynecol 163:1168-1171, 1990  

89. Rodis JF, Vintzileos AM, Campbell WA, Pinette MG, Nochimson DJ: Intrauterine fetal growth in 
concordant twin gestations.  Am J Obstet Gynecol 162:1025-1029, 1990 

90. Rodis JF, Vintzileos AM, Campbell WA, Nochimson DJ: Intrauterine growth of discordant twin 
gestations.  J Ultrasound Med 9:443-448, 1990 

91. Vintzileos AM, Campbell WA, Rodis JF, Nochimson DJ, Pinette MG, Petrikovsky BM: Comparison 
of six different ultrasonic methods for predicting lethal fetal pulmonary hypoplasia.  Am J Obstet 
Gynecol 161:606-612, 1989 

92. Pinette MG, Loftus-Brault K, Nardi DA, Rodis JF: Maternal smoking and accelerated placental 
maturation.  Obstet Gynecol 73:379-382, 1989 

93. Vintzileos AM, Campbell WA, Rodis JF; Fetal biophysical profile scoring: current status.   Clin 
Perinatol 16:661-689, 1989 

94. Hovick TJ, Vintzileos AM, Campbell WA, Rodis JF, Nochimson DJ: Neonatal survival rates based 
on estimated fetal weights in extremely premature infants.  Am J Perinatol 6:329-330, 1989 

 

95. Petrikovsky BM, Vintzileos AM, Rodis JF: Sonographic appearance of occipital fetal hair.  J Clin 
Ultrasound 17:425-427, 1989 

96. Hovick TJ, Vintzileos AM, Bors-Koefoed R, Campbell WA, Rodis JF, Nochimson DJ: Use of the fetal 
biophysical profile in severe oligohydramnios after preterm rupture of the membranes.  J Reprod 
Med 34:353-356, 1989 

97. Vintzileos AM, Campbell WA, Bors-Koefoed R, Rodis JF, Gaffney SE, Montgomery JT: Relationship 
between cyclic variation of fetal heart rate patterns and cord pH in preterm gestations.  Am J 
Perinatol 6:310-313, 1989 
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99. Rodis JF, Vintzileos AM, Campbell WA, Nochimson DJ: Spontaneous resolution of fetal cystic 
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100. Saal HM, Rodis JF, Weinbaum PJ, DiMaggio R, Landrey TM: Cytogenetic evaluation of fetal 
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Non-peer Reviewed Publications 
 
1. Rodis JF: Spring is parvovirus time: how to counsel your patients.  Ask the Perinatologist.  Sarasota 

Memorial Hospital, Spring 1994. 
 
2. Vintzileos AM, Campbell WA, Rodis JF: Fetal biophysical and umbilical cord gases.  Am J Obstet 

Gynecol 166:1589, 1992 (Reply to the Editor). 
 
3. Rodis JF, Vintzileos AM: Scanning to diagnose congenital anomalies.  Contemp Obstet Gynecol 36:45-

54, 1991 
 
4. Rodis JF:  Lyme disease in pregnancy.  The Unicorn Perinatal Newsletter, 1991, Vol. 1, No. 1. 
 
5. Rodis JF, Vintzileos AM: A sound way to diagnose congenital anomalies.  Contemp Obstet Gynecol 

36:65-76, 1991 
 
6. Rodis JF, Quinn DL, Garry W, Anderson LJ, Rosengren SS, Cartter M, Campbell WA, Vintzileos AM:  

Management and outcomes of pregnancies complicated by human B19 parvovirus infection.  Clinical 
Digest Series 2:5-6, 1991. 

 
7. Rodis JF, Vintzileos AM:  Congenital heart defects-and other prenatal findings.  Contemp Pediatr 8:58-

78, 1991 
 
8. Rodis JF, Vintzileos AM: Prenatal diagnosis by ultrasound.  Contemp Pediatr 8:77-94, 1991 
 
9. Nochimson DJ, Vintzileos AM, Campbell WA, Rodis JF, Montgomery JT:  "Guidelines for Obstetrical 

Care".  The University of Connecticut Health Center, March 1988. 
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Chapters 
 
1. Rodis JF:  Parvovirus Infection. In: Clinical Obstetrics and Gynecology; Roy M. Pitkin, M.D. and James 

R. Scott, M.D., Eds., Lippincott Williams & Wilkins, Inc.,  Philadelphia, PA., pp 107-112. 1999 
 
2. Rodis JF:  Intraauterine Fetal Demise.  In:  Fetal Disorders; Editor Boris Petrikovsky, M.D., Ph.D., 

Wiley and Sons, New York, New York, pp 185-192, 1998 
 
3. Rodis JF: Fetal Infections.  In:  Fetal Disorders.; Editor Boris Petrikovsky, M.D., Ph.D., Wiley and Sons, 

New York, New York, pp 249-285, 1998  
 
4. Rodis JF.  Multiple Gestation.  In:  The Physiologic Basis of Gynecologic and Obstetrics, 1st edition, 

Eds. Seifer, Samuels, Kniss, Williams & Wilkins, Baltimore, MD, 1998 
 
5. Borgida AF, Rodis JF.  Twin Pregnancy.   In:  Quilligan EJ, Zuspan FR, Eds.,  Current Therapy In 

Obstetrics and Gynecology 5th Edition.  W.B. Saunders, Philadelphia, PA., pp 364-368, 1999 
 
6. Rodis JF:  Parvovirus infection in pregnancy.  In:  Current Obstetric Medicine, Volume 3.  Editors Lee, 

Garner, Barron, Coustan,  Mosby-Year Book, Inc., St. Louis. pp159-181, 1995 
 
7. Rodis JF, Vintzileos AM:  Parvovirus.  In:  Viral Diseases in Pregnancy. Ed: Gonik B.  Springer-Verlag 

NewYork, Inc., 1994, 196-214. 
 
8. Vintzileos AM, Campbell WA, Rodis JF: Antepartum fetal assessment by ultrasonography:   The fetal 

biophysical profile.  In:  Ultrasonography in Obstetrics and Gynecology, Third Edition, Ed. Callen PW, 
WB Saunders, Philadelphia, 1994, pp 487-502. 

 
9. Vintzileos AM, Campbell WA, Rodis JF: Antepartum surveillance in patients with preterm premature 

rupture of the membranes, In: Eds. Pitkin RM, Duff P, Clinical Obstet Gynecol, 1991, pp 779-793 
 
10. Vintzileos AM, Campbell WA, Rodis JF: Tests of fetal well being in premature rupture of the 

membranes, In: Obstet Gynecol Clin North Am, Eds. Weiner CP, Wenstrom KD, WB Saunders, 
19:2:281-307, 1992 

 
11. Vintzileos AM, Campbell WA, Rodis JF: Fetal biophysical profile.  In:  Clinical Maternal-Fetal Medicine.  

Editors Winn HN, Hobbins JC, The Parthenon Publishing Group, New York, 2000. 
 
12. Vintzileos AM, Campbell WA, Rodis JF:  Percutaneous intrauterine fetal shunting,  In:  Textbook of 

Operative Obstetrics.  Editors Iffy L, Apuzzio JJ, Vintzileos AM.  McGraw-Hill, Inc., New York, 1992, pp 
110-113 

 
13. Rodis JF, Vintzileos AM:  Intrauterine Fetal Death.  In:  Operative Obstetrics, Second Edition.  Editors 

Iffy L, Apuzzio JJ, Vintzileos AM.  McGraw-Hill, Inc., New York, 1992, pp 192-203   
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14. Vintzileos AM, Campbell WA, Rodis JF: Fetal biophysical profile.  In:  Antepartum Fetal Assessment.  
Editor A. Antsaklis (Greece) (In press) 

 
15. Vintzileos AM, Rodis JF:  Growth discordancy in twins.  In:  Abnormal Fetal Growth, Ed. Divon MY, 

Elsevier Science Publishing Co., New York, 1991, pp 289-317. 
 
16. Vintzileos AM, Campbell WA, Rodis JF: Fetal biophysical profile scoring: current status.  In:  Clinics in 

Perinatology, Ed. Manning FA, W.B. Saunders Company, 1989 pp 661-689. 
 
17. Campbell WA, Vintzileos AM, Rodis JF, Bors-Koefoed R, Nochimson DJ: The use of beta-blocking 

agents to treat hypertension during pregnancy.   In:  Perinatal Pharmacology, Ed. Petrie RH, Oradell, 
New Jersey, Medical Economics Co. Inc., 1989, pp 151-162. 
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Invited Regional and National Lectures: 
 

Invited lecturer for Annual Clinical Meetings of the American College of Obstetricians and 
Gynecologists.  Topic – “Viral Infections in Pregnancy: Cytomegaolvirus, Parvovirus and Varicella”. 
New Orleans, LA  May, 1998 
 
Invited lecturer for Annual Clinical Meetings of the American College of Obstetricians and 
Gynecologists.  Topic – “Viral Infections in Pregnancy: Cytomegaolvirus, Parvovirus and Varicella”. 
Philadelphia, PA  May,1999 
 
Invited lecturer for Annual Clinical Meetings of the American College of Obstetricians and 
Gynecologists.  Topic – “Viral Infections in Pregnancy: Cytomegaolvirus, Parvovirus and Varicella”. 
San Francisco,CA  May, 2000 

 
Invited lecturer for the “71st Annual Meeting of the New England Obstetrical & Gynecological 
Society, Topic – “ Shoulder Dystocia”, October 20, 1999 

 
Invited lecturer for the “14th Annual: A Day with the Perinatologists – Perspectives in Practice”,  
Sponsored by Creighton University School of Medicine, Omaha, Nebraska.  October 22-23, 1999  
 
Invited Lecturer for Ultrasound Symposium, St. Francis Hospital and Medical Center, Topic: Role 
of Ultrasound Multiple Gestations. Farmington, CT April 8, 2000 
 
Invited Lecturer for the New Jersey Maternal Fetal Medicine Society, New Brunswick, NJ. Topic: 
Parvovirus Infection in Pregnancy. December 2000 
 
Invited lecturer for Annual Clinical Meetings of the American College of Obstetricians and 
Gynecologists.  Topic – Fetal Death: Diagnosis, Evaluation and Management. Chicago, IL May, 
2001 
 
Invited Lecturer at the 27th Annual Sanford Cole MD Memorial OBGYN Symposium, Miami, 
Florida.  Late Preterm & Early Term Births: Reducing Elective Deliveries before 39 Weeks.  
January 25, 2013. 
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Abstracts 
 
1. Feldman DM, Trymbulak W, Sanders MM, Rodis JF, Borgida AF: Clinical implications of 

velamentous cord insertion in triplet gestations.  Society for Maternal-Fetal Medicine Annual 
Meeting, Reno, Nevada,  February 5-10, 2001  (Poster Presentation) 

 
2. Egan JFX, Rodis JF, Feldman DM, Barsoom M, DeRoche M, Borgida AF: Does the Kessler Index 

reflect trends of Down syndrome livebirths in the U.S.? Society for Maternal-Fetal Medicine Annual 
Meeting, Reno, Nevada,  February 5-10, 2001 (Poster Presentation) 

 
3. Borgida AF, Dixon A, Feldman DM, Rodis JF, Egan, JFX: Recurrence rate of preterm premature 

rupture of membranes. Society for Maternal-Fetal Medicine Annual Meeting, Reno, Nevada,  
February 5-10, 2001 (Poster Presentation) 

 
4. Rodis JF, Feldman DM, Barsoom, M, Herndon A, McKenna P:  Antenatal hydronephrosis is a sign 

of neonatal vesicoureteral reflux.  Society for Maternal-Fetal Medicine Annual Meeting, Reno, 
Nevada,  February 5-10, 2001 (Poster Presentation) 

 
5. Rodis JF, Feldman DM, Arky L, Campbell WA, Borgida AF: Normal values of laboratory Tests 

used in the evaluation of preeclampsia in triplet gestations. International Society of Perinatal 
Obstetricians Annual Meeting, Miami, FL, February 2000 (Oral presentation) 

 
6. Rodis JF, Feldman DM, Arky L, Campbell WA , Borgida AF: Laboratory evaluation for 

preeclampsia in triplet pregnancies.  International Society of Perinatal Obstetricians Annual 
Meeting, Miami, FL, February 2000 (Oral presentation) 

 
7. Ling PY, Kong E, Borgida AF, Rodis JF, Egan JFX: Outcome of fetuses with echogenic bowel 

detected by second trimester ultrasound in a non-referral population.   International Society of 
Perinatal Obstetricians Annual Meeting, Miami, FL, February 2000 (Oral presentation)  

 
8. Borgida AF, Mills AA, Feldman DM, Rodis JF, Egan JFX : Outcome of pregnancies complicated by 

ruptured membranes after genetic amniocentesis.  Society for Maternal-Fetal Medicine Annual 
Meeting, Miami, FL., February 2000 (Poster presentation) 

 
9. Borgida AF, Mills AA, Feldman DM, Rodis JF, Egan JFX: Outcome of pregnancies complicated by   

second trimester preterm premature rupture of membranes. Society for Maternal-Fetal Medicine 
Annual Meeting, Miami, FL., February 2000 (Poster presentation) 

 
10. Benn P, Craffey A, Horne D, Ramsdell L, Rodis JF: Elevated maternal serum alpha fetoprotein 

with low unconjugated estriol and the risk for lethal perinatal outcome.  Society for Maternal-Fetal 
Medicine Annual Meeting, San Francisco, CA., January 1999 (Poster presentation)  

 
11. Rodis JF, Arky L, Borgida AF, Egan JFX, Campbell WA: Discordance in sonographically   

determined estimated fetal weights and birth weights in triplet pregnancies across gestational age.  
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Society for Maternal-Fetal Medicine Annual Meeting, San Francisco, CA., January 1999 (Poster 
presentation) 

 
12. Rodis JF, Arky L, Borgida AF, Egan JFX, Campbell WA: Comprehensive fetal ultrasound growth 

measurements in triplet gestations.  Society for Maternal-Fetal Medicine Annual Meeting, San 
Francisco, CA., January 1999.  (Poster presentation) 

 
13. Benn P, Leo MV, Beazoglou T, Rodis JF: Selecting an optimal strategy for second trimester 

trisomy 18 screening.  Society for Maternal-Fetal Medicine Annual Meeting, San Francisco, CA., 
January 1999.  (Poster presentation) 

 
14. Feldman DM, Borgida AF, Sauer F, Rodis JF:  Rotational versus Non-rotational Forceps:  Maternal 

and Neonatal Outcome.  Society for Maternal-Fetal Medicine Annual Meeting, San Francisco, CA., 
January 1999.  (Poster presentation) 

 
15. Leo MV, Odibo, AO, Ling, PY, Rodis JF, Borgida AF, Campbell WA;  Transverse Arrest:  a review 

of Outcomes of Rotational Forceps and Cesarean Delivery at a Single Center. ACOG National 
Clinical Meeting, New Orleans, LA, May 1998.  (Poster presentation) 

 
16. Klein S and Rodis JF - Devoting time to colposcopy: teaching residents what they need to know.  

1998 CREOG/APGO Meeting, Orlando, FL, March 4-7, 1998 (Poster presentation) 
 

17. Odibo AO, Campbell WA, Feldman D, Leo MV, Borgida AF, Rodis JF:  Resolution of human 
parvovirus-induced hydrops after intrauterine transfusion.   American Institute of Ultrasound in 
Medicine Annual Meeting, Boston, MA. March 22-25, 1998 (Oral presentation) 

 
18. Gottschall D, Borgida AF, Feldman D, Alberti W, Rodis JF:  Preinduction cervical  ripening 

comparing 50 and 100 mcg of misoprostol.   Society of Perinatal Obstetricians Annual Meeting, 
Miami, Fla.  Feb. 2 - 7, 1998.  (Poster presentation) 

 
19. Campbell WA, Feeney L, Fabbri EL, Iannucci P, Borgida AF, Rodis JF, Clive J:  Assessment of 

amniotic fluid index using a curvilinear transducer:   Society of Perinatal Obstetricians Annual 
Meeting, Miami, Fla.  Feb. 2 - 7, 1998.  (Poster presentation)  

 
20. Campbell WA, Sanders M, Rosenkrantz T, Leo MV, Odibo AO, Ling PY, Rodis JF: A center’s nine-

year outcome experience with congenital diaphragmatic hernia.   Society of Perinatal Obstetricians 
Annual Meeting, Miami, Fla.  Feb. 2 - 7, 1998.  (Poster  presentation) 

 
21. Odibo AO,  Rodis JF, Sanders MM,  Borgida AF, Wilson M , Campbell WA: Correlation of amniotic 

fluid markers of intraamniotic infection with histopathology in cases of preterm labor:  Society of 
Perinatal Obstetricians Annual Meeting, Miami, Fla.  Feb. 2 - 7 1998.   Poster presentation. 

 
22. Odibo AO, Borgida AF, Egan JFX,  Rodis JF, Sanders MM, Campbell WA:  Relationship of 

amniotic fluid glucose with histopathologic chorioamnionitis in cases of preterm labor with intact 
membranes:  Society of Perinatal Obstetricians Annual Meeting, Miami, Fla.  Feb. 2 – 7, 1998  
Poster presentation. 
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23. Odibo AO, Borgida AF, Rodis JF, Sanders MM, Leo MV, Campbell WA: The relationship of 

gestational age to histologic chorioamnionitis in preterm labor with intact membranes.  Society of 
Perinatal Obstetricians Annual Meeting, Miami, Fla.  Feb. 2 – 7, 1998   Poster presentation. 

 
24. Rodis JF, Borgida AF, Wilson M, Egan JFX, Leo MV, Odibo AO, Campbell WA:  Management of 

Parvovirus Infection in Pregnancy and Outcomes of Hydrops:  A Survey of SPO Members.    
Society of Perinatal Obstetricians, Miami, FL, February 2-7, 1998  (Poster presentation) 

 
25. Rodis  JF, Rodner C, Hansen A, Borgida A, Spivey G, and Rosengren S.  Long-term outcome of 

children following maternal human B19 parvovirus infection.   Society of Perinatal Obstetricians, 
Anaheim, CA., January 1997  (Oral presentation) 

 
26. Rodis JF,  McIlveen P, Egan JFX, Borgida AF, Turner GW and Campbell WA.   Monoamniotic 

twins:  improved perinatal  survival with accurate prenatal diagnosis and  antenatal fetal 
surveillance.  Society of Perinatal Obstetricians, Anaheim, CA., January 1997  (Poster 
presentation) 

 
27. Benn PA, Borgida AF, Horne D, Briganti S, and Rodis JF.  Maternal serum screening efficiency 

using ultrasound dating versus LMP dating.   Society of Perinatal Obstetricians, Anaheim, CA., 
January 1997.  (Poster presentation) 

 
28. Gottschall D, Borgida AF, Mihalek JJ, Sauer F, Rodis JF.  Misoprostol versus Prostin E2 gel for 

preinduction cervical ripening.   Society of Perinatal Obstetricians, Anaheim, CA., January 1997.  
(Poster presentation) 

 
29. Mihalek JJ, Borgida AF, Gotschall D, Rodis JF.  Incidence of prolonged bleeding time and its  

association to other routine laboratory tests.  American College of Obstetricians and 
Gynecologists, Denver CO., May 1996.  (Poster presentation) 

 
30. Karak PK, Borgida AF, Brown SL, Rodis JF, Erkmen Z, Henken ML.   Polyhydramnios:  a pictoral      

display of associated fetal structural anomalies.  American Roentgen Ray Society, San Diego, May 
1996.  (Poster presentation) 

 
31. Rodis JF, Rinaldi LM, Cusick W, White C:  Continuity clinics in obstetrics and gynecology 

residency programs:  one institution’s experience.   1996 CREOG and APGO Annual Meeting, 
Albuquerque, New Mexico, March 1996.  (Poster presentation) 

 
32. Bork MD, Egan JFX, Cusick W, Borgida A, Hardardottir H, Rodis JF, Campbell WA:  Iliac wing 

angle as a marker for trisomy 21 in second trimester fetuses.  American Institute of Ultrasound, 
New York City, March, 1996. (Oral presentation) 

 
33. Smulian JC, Campbell WA, Vintzileos AM, Rodis JF:    Correlation of umbilical artery levels of 

interleukin-6 (IL-6) and soluble intracellular adhesion molecule-1 (SICAM-1) with umbilical arterial 
blood gas measurements.  Society of Perinatal Obstetricians, Hawaii, February, 1996.  (Poster 
presentation) 
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34. Smulian JC, Bhandari V, Campbell WA, Vintzileos AM, Rodis JF:  Correlation of umbilical artery 

and vein levels of interleukin-6 and soluble intracellular adhesion molecule-1 with neonatal 
hematologic indices and early sepsis.  Society of Perinatal Obstetricians, Hawaii, February, 1996.  
(Poster presentation) 

 
35. Smulian JC, Campbell WA, Ernst L, Vintzileos AM, Rodis JF:   The relation of umbilical vein 

interleukin-6 and soluble intracellular adhesion molecule-1 to histologic placental inflammation.  
Society of Perinatal Obstetricians, Hawaii, February, 1996.  (Poster presentation) 

 
36. Smulian JC, Campbell WA, Vintzileos AM, Rodis JF:  Correlation between umbilical artery and 

umbilical vein levels of interleukin-6 and soluble intracellular adhesion molecule-1.  Society of 
Perinatal Obstetricians, Hawaii, February, 1996.   (Poster presentation) 

 
37. Vintzileos AM,  Campbell WA, Rodis JF,  Guzman ER, Smulian JC, McLean DA:   The use of 

second trimester genetic sonogram in guiding clinical management of patients at increased risk for 
fetal trisomy 21.   Society of Perinatal Obstetricians, Hawaii, February, 1996.  (Oral presentation) 

 
38. Vintzileos AM,  Egan JFX, Smulian JC, Campbell WA, Guzman ER, Rodis JF: Adjusting the risk for 

Trisomy 21 by a simple ultrasound method using fetal long bone biometry.  Society of Perinatal 
Obstetricians, Hawaii, February, 1996.  (Poster presentation) 

 
39. Campbell WA, Vintzileos AM, Smulian JC, Rodis JF, Guzman ER, Egan JFX: Ultrasound to detect 

trisomy 21 using transverse cerebellar diameter and long bone biometry.  Society of Perinatal 
Obstetricians, Hawaii, February, 1996. 

 
40. Rodis JF, Rodner C, Borgida AF, Spivey G, Shulman-Rosengren S, Campbell WA.  Long-term 

outcome of children following maternal parvovirus infection.  Society of Perinatal Obstetricians, 
Hawaii, February, 1996. 

 
41. Borgida AF, Eng F, Egan JFX, Rodis JF, Smeltzer JS, Turner GW, Campbell WA:   Umbilical cord 

gas  assessment in high risk twin gestations.    Society of Perinatal Obstetricians, Hawaii, February, 
1996.  (Poster presentation) 

 
42. Bork MD, Egan JFX, Cusick W, Borgida A, Hardardottir H, Rodis JF, Campbell WA:  Iliac wing 

angle as a marker for Trisomy 21 in second trimester fetuses.  Society of Perinatal Obstetricians, 
Hawaii, February, 1996.  (Poster presentation) 

 
43. Rodis JF, Sanders M, Ernst L, Fast A, Campbell WA:  Placental pathology in preeclamptic 

pregnancies including decidual vascular pathology and villitis.   Society of Gynecologic 
Investigation, Chicago, March, 1995. 

 
44. Turner GW, Smeltzer JS, Rodis JF, Campbell WA:  The value of amniotic fluid index in post term 

pregnancies.  American Institute for Ultrasound in Medicine, San Francisco, March, 1995. 
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45. Rodis JF, Sanders M, Ernst L, Fast A, Borgida A, Campbell WA:  Does placental pathology in 
preeclampsia correlate to maternal hypertension or neonatal birthweight percentile?  New England 
Perinatal Society, Vermont, February, 1995.  (Oral presentation) 

 
46. Smulian JC, Feeney L, Fabbri EL, Rodis JF, Campbell WA:  Second trimester sonographic 

prediction of fetal gender.  Society of Perinatal Obstetricians, Atlanta, January, 1995. 
 
47. Smulian JC, Campbell WA, Rodis JF, Feeney L, Fabbri EL:  Gender specific second trimester 

biometry.  Society of Perinatal Obstetricians, Atlanta, January, 1995. 
 
48. Vintzileos AM, Campbell WA, Guzman E, Rodis JF, Rosenberg J:  The use of “genetic sonogram” 

in fetuses at high risk for trisomy 21:  Preliminary results.  Society of Perinatal Obstetricians, 
Atlanta, January, 1995. 

 
49. Rodis JF, Sanders M, Ernst L, Fast A, Borgida A, Campbell WA:  Does placental pathology in 

preeclampsia correlate to maternal hypertension or neonatal birthweight percentile?  Society of 
Perinatal Obstetricians, Atlanta, January, 1995.  (Poster presentation) 

 
50. Rodis JF, Sanders M, Ernst L, Fast A, Campbell WA:  Placental pathology in preeclamptic 

pregnancies including decidual vascular pathology and villitis.  Society of Perinatal Obstetricians, 
Atlanta, January, 1995. 

 
51. Hardardottir H, Kelly K, Bork MD, Cusick W, Rodis JF, Campbell WA:  Atypical presentation of 

preeclampsia in high-order multifetal gestation.  Society of Perinatal Obstetricians, Atlanta, 
January, 1995. 

 
52. Turner GW, Smeltzer JS, Rodis JF, Campbell WA:  The value of amniotic fluid index in post term 

pregnancies.  Society of Perinatal Obstetricians, Atlanta, January, 1995. 
 

53. Borgida A, Rodis JF, Hanlon W, Craffey A, Ciarleglio L, Campbell WA:  A prospective randomized 
trial comparing intramuscular 15 methyl-prostaglandin F2a to intravaginal prostaglandin E2 for 
second-trimester pregnancy termination.   Society of Perinatal Obstetricians, Atlanta, January, 
1995. 

 
54. Rodis JF,  Ciarleglio L, Egan JFX, Campbell WA, Vintzileos, AM:  Women’s intuition:  Fact or 

fiction?  23rd Annual Meeting of American Society for Psychosomatic Obstetrics and Gynecology, 
Washington, DC, February, 1995.  (Poster presentation) 

 
55. Cusick W, Bork M, Chieffo V, Egan JFX, Smulian J,  Rodis JF, Campbell WA, Vintzileos AM:  The 

relationship between birthweight discordancy and amniotic fluid lecithin/ sphingomyelin in twin 
gestations.  American College Obstetricians and Gynecologists, Orlando, May, 1994 

 
56. Cusick W, Ciarleglio L, Briganti S, Feeney L, Benn P, Rodis JF:  Pregnancy outcome in patients 

with a second trimester triple screen positive for both open neural rube defects and down 
syndrome.  American College Obstetricians and Gynecologists, Orlando, May, 1994 
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57. Ciarleglio L, Cusick W, Briganti S, Feeney L, Benn P, Rodis JF:  Pregnancy outcome in patients 
with a second trimester triple screen positive for trisomy eighteen.  Society of Perinatal 
Obstetricians, Las Vegas, January 1994. 

 
58. Cusick W, Salafia C, Rodis JF, Campbell WA, Vintzileos AM:  Low dose aspirin therapy and 

placental pathology in women with prior poor pregnancy outcomes.  Society of Perinatal 
Obstetricians, Las Vegas, January 1994. 

 
59. Cusick W, Bork M, Chieffo V, Egan JFX, Smulian J,  Rodis JF, Campbell WA, Vintzileos AM:  The 

relationship between birthweight discordancy and amniotic fluid lecithin/ sphingomyelin in twin 
gestations.  Society of Perinatal Obstetricians, Las Vegas, January 1994. 

 
60. Cusick W, Ciarleglio L, Briganti S, Feeney L, Benn P, Rodis JF:  Pregnancy outcome in patients 

with a second trimester triple screen positive for both open neural rube defects and down 
syndrome.  Society of Perinatal Obstetricians, Las Vegas, January 1994. 

 
61. Smulian J, Vintzileos AM, Ciarleglio L, Rodis JF, Campbell WA:  Gender-specific patterns of long-

bone measurements in fetuses with trisomy 21.  Society of Perinatal Obstetricians, Las Vegas, 
January 1994. 

 
62. Rodis JF, Egan JFX, Vintzileos AM, Campbell WA: Defining discordancy in fetal biometric 

parameters (BPD, HC, AC, FL) and estimated fetal weight in twins throughout gestation.  Society 
of Perinatal Obstetricians, Las Vegas, January 1994. 

 
63. Rodis JF, Egan JFX, Vintzileos AM, Campbell WA: Defining discordancy in fetal biometric 

parameters (BPD, HC, AC, FL) and estimated fetal weight in twins throughout gestation.  Third 
World on Ultrasound in Obstetrics and Gynecology, Las Vegas, October, 1993. 

 
64. Campbell WA, Yamase HA, Salafia CM, Vintzileos AM, Rodis JF:  Fetal renal biopsy:  Technique 

Development.  International Fetal Medicine and Surgery Society, April, 1993, (Oral presentation)  
 
65. Vintzileos AM, Lettieri L, Tsapanos V, Campbell WA, Rodis JF:  The relationship between 

combined fetal biophysical activities, oligohydramnios and fetal acid-base status.  American 
Institute of Ultrasound in Medicine, 37th Annual Convention, March, 1993. 

 
66. Gray SE, Rodis JF, Lettieri L, Egan JFX, Vintzileos AM:  Effect of intravenous magnesium sulfate 

on the biophysical profile of the preterm fetus.  New England Perinatal Society, February 1993.  
(Oral presentation-Ross Award for Best Clinical Oral Presentation and Abstract) 

 
67. Cusick W, Vintzileos AM, Antsaklis A, Varvarigos I, Tassis S, Rodis JF:  The use of oxytocin during 

labor and cord blood gas values.  New England Perinatal Society, February, 1993.  (Oral 
presentation) 

 
68. Rodis JF, Lettieri L, McLean DA, Cusick W, Smulian J, Campbell WA, Vintzileos AM:  A new 

method to correct the incarcerated retroflexed, retroverted gravid uterus.  Society of Perinatal 
Obstetricians, (SPO), San Francisco, February, 1993. 
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69. Campbell WA, Vintzileos AM, Rodis JF, Ciarleglio L, Craffey A:  Ability of biparietal diameter/femur 

length ratio to detect down syndrome in patients with an abnormal biochemical screen.  Society of 
Perinatal Obstetricians, (SPO), San Francisco, February, 1993. 

 
70. Gray SE, Rodis JF, Lettieri L, Egan JFX, Vintzileos AM:  Effect of intravenous magnesium sulfate 

on the biophysical profile of the preterm fetus.  Society of Perinatal Obstetricians, (SPO), San 
Francisco, February, 1993. 
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Perinatal Obstetricians, (SPO), San Francisco, February, 1993. 
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1993. 
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gas measurements.  Society of Perinatal Obstetricians, San Francisco, February, 1993. 
 

74. Cusick W, Vintzileos AM, Rodis JF, McMahon M:  The use of second trimester fetal growth curves 
in predicting intrauterine growth retardation in cases of unexplained maternal serum alpha 
fetoprotein elevations.  Society of Perinatal Obstetricians, San Francisco, February, 1993. 

 
75. Mallozzi A, Egan JFX, Attar E, Feeney L, Ciarleglio L, Rodis JF, Lettieri L, Vintzileos AM:  Down 
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James Richard O’Connell 
 

 
SUMMARY OF 
QUALIFICATIONS 

Forty years of progressive healthcare experience with executive level leadership in both corporate and 
hospital facilities ranging in bed size from 174 to 522.  Geographic locations include Oklahoma, Texas, 
Florida and Colorado.  Major strengths in the development of quality; cost efficient programs; team 
building; medical staff relations; community relationships and board development and involvement.  Have 
had experience in not for profit, faith based and for profit healthcare facilities. 

  
STRENGTHS Business turnaround and culture change, program development and strategic positioning, physician / 

hospital relationship development, patient advocacy, associate engagement and community / board 
involvement. 

  
PROFESSIONAL 
EXPERIENCE 
Trinity Health 
 
 
 
 
 
 
 
 
 
 
Centura Health 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Centura Health 
 
 

Executive Vice President – East Group 
July 2014 to present 

 
Executive Vice President-West/Midwest Group 
April 2013 to July 2014 
 
Executive Vice President & Chief Operating Officer 
October 2008 to April 2013 
 
TRINITY HEALTH 
20555 Victor Parkway 
Livonia, Michigan 
 

Executive, Development and Community Relations 
Feb 2008 to August 2008 
 
PENROSE-ST. FRANCIS HEALTH SERVICES –CENTURA  HEALTHCARE  
2222 North Nevada Avenue 
Colorado Springs, Colorado 
 
After my resignation as CEO of Penrose St Francis Health Systems, Centura requested me to stay on in 
the position of Executive Development and Community Relations. Responsibilities include representing 
the hospital on local community boards. Maintaining the positive image that the team established for the 
hospital and Centura Health in the community. Additionally, led fundraising efforts and managed the 
construction of a 460,000 foot Saint Francis Medical Center, completed on time and on budget, and 
opened 8/8/08.  Through the development of this 21st century hospital, we created a sense of 
excitement in the community to gain a cross section of support for this new facility.  Continue to foster 
relationships with community members and leaders to lay the foundation for the success of my 
replacement. 
 
 
 
 
 
 
 
 
 

  President and Chief Executive Officer 
May 1999 to Feb 2008 
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 PENROSE-ST. FRANCIS HEALTH SERVICES (522 licensed beds) 
2222 North Nevada Avenue 
Colorado Springs, Colorado 
 
Led this 522 bed, 3 hospital system to world class recognition, financial and quality performance for over 
nine years. 
 Financial Turnaround: From 1999 operating loss of <$8.5> million, to operating income of 

$53.6 million in 2007 
 National Recognition Solucient’s 100 Top Hospitals five times 
 U.S. News and World Report Best Systems in the Country 2006 and 2007 
 HealthGrades Distinguished Award for Clinical Excellence five years running 
 HealthGrades America’s 50 Best Award Winner 2007 
 Three major construction programs all on time and on budget: 

• Audubon Medical Campus and Surgery Center - $23 million 
• Penrose Main Bed Tower and Medical Office Building - $ 67 million 
• St. Francis Medical Center new 465,000 sq. ft. facility (scheduled to open 8/8/08) - 

$207 million 
 Community and Board Relationships: developed positive community relationships through 

board involvement, public speaking and community program development 
 Physician Engagement:  Enhanced physician relations through numerous programs, services and 

joint venture development all focused on improved quality and patient care 
 Associate satisfaction improvement in every annual survey 
 Patient satisfaction improvement received consumer choice award last two years 
 Recognized as Center of Excellence by Payers in both cardiology and bariatrics                                                                                                                                                                                    

 
Columbia/HCA 

 
  President and Chief Executive Officer 

1995 to April 1999 
 
LUCERNE MEDICAL CENTER (267 licensed beds) 
818 Main Lane 
Orlando, Florida 
   
 Made substantial impact on the public’s awareness and positive perception through continuous 

community involvement and outreach programs 
 Gallup Surveys indicate a continuous increase in-patient, physician and associate satisfaction 
 Received Key to the City from the Mayor of Orlando for our active, ongoing partnership in 

community health 
 Developed and received approval from the City of Orlando on our 10-year Facility Master Plan 
 Developed active relationship in education with The University of Central Florida 
 Planned and completed new expanded Emergency Room facilities to better serve the community 
 Increased annual open-heart surgical volume from 176 to 400 cases within a three-year time period 
 Received JCAHO Accreditation with Commendation in 1996 
 Received 3-year CARF accreditation with no recommendations for our 35-bed rehabilitation facility 
 
 

 
 
 
 
Columbia/HCA 

   
 
 
 
  President and Chief Executive Officer 

1995 (3 months) 
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COLUMBIA MEDICAL CENTER DAYTONA (214 licensed beds)        
400 North Clyde Morris Boulevard 
Post Office Box 9000 
Daytona Beach, Florida 
   
Responsible for JCAHO preparation and facility staffing reorganization.  Columbia Medical Center 
Daytona subsequently received accreditation with commendation from JCAHO. 

Columbia/HCA    President and Chief Executive Officer 
1993 - 1995 
 
PEMBROKE PINES HOSPITAL (301 licensed beds) 
2301 University Drive 
Pembroke Pines, Florida  
 
Responsible for reversing the hospital’s multiple year operational deficit into a progressive profit status for 
1994 -1995.  Spearheaded operational improvements, new programs (neurosurgery, pediatrics, sleep lab 
and vascular laboratory) and joint venture / lease of facility to Local Hospital District.  Hospital 
EBDITA increased 170% to $2.3 million prior to lease. 
 

Columbia/HCA   Chief Operating Officer 
1992 - 1993 
 
MIAMI HEART INSTITUTE (252 licensed beds) 
Miami Beach, Florida 
 
Responsible for the pre-acquisition due diligence for the merger of Miami Heart Institute and Miami 
Beach Community Hospital.  The merged facilities had a total of 531 licensed beds.  Plans were developed 
and executed for departmental resource consolidation.  Responsible for overall hospital operations.  
Administrative representative for all medical staff committees. 
 

Columbia/HCA   Chief Operating / Financial Officer 
1991 - 1992 
 
MIAMI BEACH COMMUNITY HOSPITAL (273 licensed beds) 
Miami Beach, Florida 
 
Responsible for pre-acquisition and post-acquisition success for this 273-bed, full-service, acute care 
facility.  Direct administrative responsibility for all hospital departments.  Actively involved in recruitment 
and retention of physicians.  Served as administrative representative on all medical staff committees.  
Responsible for successful accreditation by JCAHO and other regulatory agencies.  Accountable for all 
financial operations of the hospital. 

  
AMI   Corporate Director of Operations 

1990 – 1991 
 
AMERICAN MEDICAL INTERNATIONAL 
Dallas, Texas 
 
Developed analytical framework for analysis of hospitals’ performances.  Prepared financial comparison 
and analysis reports.  Reviewed hospitals’ monthly projections against actual results.  Worked closely with 
hospital CEO’s and CFO’s to identify opportunities for improvement.  Reviewed hospital operating 
budgets for accuracy and completeness.  Facilitated budget training classes for administrative staffs of all 
AMI hospitals.  Developed capital budgeting process for all AMI facilities, including internal rate of 
return analysis. 
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AMI   Chief Financial Officer 

1989 - 1990 
 
AMI MEMORIAL HOSPITAL TAMPA (174 licensed beds) 
Tampa, Florida 
 
Responsible for all financial operations of the hospital.  Maintained financial records and statistics needed 
by the hospital and corporate office for evaluating financial performance, satisfying audit requirements and 
completing governmental reports.  Prepared hospital operating and capital budgets.  Prepared financial 
forecasts for corporate office.  Assisted and advised all department heads in the analysis of their 
department’s financial results.  Established and maintained the appropriate internal controls in all 
applicable departments. 

 
 

 

AMI   Chief Financial Officer 
1987 - 1989 
 
AMI PARKWAY REGIONAL MEDICAL CENTER (412 licensed beds) 
North Miami Beach, Florida 
 
Responsible for all financial departments of the hospital.  Responsible for the preparation of hospital 
operating and capital budgets.  Prepared monthly financial projections for corporate office.  Monitored 
hospital performance to ensure budgeted goals are met; analyzed and explained variances.  Responsible for 
all contract negotiations.  Responsible for the operations of two walk-in clinics and a major diagnostic 
imaging center.  Served as administrative representative on various medical staff committees and board of 
directors. 

  
AMI   Chief Operating / Financial Officer 

1985 - 1987 
 
AMI DOCTORS’ MEDICAL CENTER (221 licensed beds) 
Tulsa, Oklahoma 
 
Direct administrative responsibility for various hospital support and ancillary departments.  Prepared 
hospital operating and capital budgets.  Analysis of income and expense statements.  Continually 
monitored hospital’s actual performance versus budget.  Feasibility analysis for all projects and ventures.  
Presented financial review to the board of directors.  Assisted in physician recruitment and retention, 
contract negotiations and joint ventures. 

 
AMI 

 
  Manager, Business Operations / Controller 

1979 - 1985 
 
AMI DOCTORS’ MEDICAL CENTER 
Tulsa, Oklahoma 
 
Supervised and coordinated the activities of managers and supervisors.  Increased productivity and 
consistency of business related activities.  Assisted chief financial officer in the preparation of monthly 
financial statements and hospital budgets.  Responsible for all accounting functions, including accounts 
payable, accounts receivable, payroll and quarterly / annual reports. 

 
AMI   Data Processing Manager 

1975 - 1979 
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AMI DOCTORS’ MEDICAL CENTER 
Tulsa, Oklahoma 
 
Responsible for converting the hospital’s manual posting system to a computerized system using an IBM 
System 3 computer.  Wrote and maintained more than 400 user programs, ranging from accounts 
receivable and payable systems to departmental productivity and budgeting systems. 

 
COMMUNITY Served on community boards including: Chamber of Commerce, Goodwill Industries, Community Health 

Partnership, Pikes Peak Education Foundation, El Paso County Equestrian Center, Pikes Peak Humane 
Society and Joint Initiatives for Families and Children.  Led the initiative to create a Detox Continuum for 
El Paso County.  Raised over $15 million in community funds for various projects including the John Zay 
House, a special project to build an 11 suite home for those receiving extended hospital treatment.  This is 
a project sponsored by the Home Builders Association (HBACares) Recognized as Colorado Springs 
Business Citizen of the Year in 2004 for community involvement. 

  
EDUCATION Central State University 

Edmond, Oklahoma 
B.B.A. December, 1975 
Major:  Business Administration 
Special emphasis in Accounting and Business Law 

  
 Oklahoma Baptist University 

Shawnee, Oklahoma 
May 1974 - May 1975 
Major:  Hospital Administration 

  
REFERENCES Available upon request 
 

Page 344 of 609



David M. Bittner, CPA, MBA, FHFMA 
 

20 Nottingham Blvd. 
Unionville, CT 06085 

Phone: (860) 519-9670 •  Email:davidbittner1999@gmail.com 
 

PROFESSIONAL SUMMARY 
Primary Focus:  long-range strategic financial planning focusing on building balance sheet strength; 
improving the consistency and timeliness of financial information; maximizing the System's inherent 
strength to improve contracting leverage, purchasing power, balance sheet reserves for 
program/facility development, maintaining external relationships with creditors, improving access to 
capital, and development of staff. 

 
 

 
PROFESSIONAL EXPERIENCE 

 
 

7/12 – present Saint Francis Care / Saint Francis Hospital and Medical Center, Hartford, CT 
An integrated health delivery system, including 617-bed Saint Francis Hospital and 
Medical Center and Mount Sinai Rehabilitation Hospital, an independent 
rehabilitation hospital.  Other system affiliates include a specialist and primary care 
physician group, behavioral health center, and urgent care and other access centers.  
The Medical Center discharges over 32,000 inpatients and treats over 500,000 
outpatients annually. 

 
SENIOR VP AND CHIEF FINANCIAL OFFICER          December 2014 
Responsible for daily financial operations, revenue cycle, supply chain, budgeting, 
cost accounting, and treasury functions.  
              

 SENIOR VICE PRESIDENT OF FINANCE                February 2014 
Responsible for daily financial operations, budgeting, cost accounting, and treasury 
functions.  

• Successfully negotiated additional reimbursement of over $10 million over 
two years for the Hospital and Medical Center 

• Identified and achieved cost savings of the state provider tax, resulting in 
additional net income to the health system of over $2 million annually 

• Participate in Connecticut Hospital Association’s committee on hospital 
finance and subcommittee on all-payor reimbursement diagnosis related 
group (ARP-DRG), which assisted the state’s transition to modernize its 
reimbursement. 

• Successfully negotiated a $0.5 million reduction in pharmacy overpayments  
• Started the Health System’s Investment Committee 

 
VICE PRESIDENT OF FINANCE                        July 2012 
Responsible for daily financial operations, budgeting, cost accounting, and treasury 
functions. 
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• Led the refinancing of $213 million of tax-exempt bonds into private 
placement debt in collaboration with seven different lending institutions  

• Established service line reporting structures to educate physician and 
executive directors on financial and operational performance. 

• Oversee the annual financial statement audit for the health system 
 
 

8/07 – 7/12 Memorial Health System, Springfield, IL 
An integrated health delivery system, including 500-bed Memorial Medical Center, 
Abraham Lincoln Memorial and Taylorville Memorial Hospitals, 25-bed Critical 
Access hospitals.  Other system affiliates include home services and hospice, primary 
care physician group, mental health centers, urgent care centers, and property 
management.  Annual net operating revenues were $736 million, generating a 2.6% 
operating margin in FY 2011(5.6% operating margin in FY 2010).  The Medical 
Center discharges over 25,700 inpatients and treats over 490,000 outpatients 
annually. 

 
 DIRECTOR OF FINANCE & GENERAL ACCOUNTING 

Responsible for daily financial operations, budgeting, cost accounting, charge 
description master, property management, treasury functions, and finance 
information services.  

• In FY2012, collaborated with the CFO and Investment Committee to 
develop a $90 million new money financing plan to provide funds for two 
new medical office building projects; maintained A+/A1 category credit 
ratings by S&P and Moody’s credit rating agencies.  

• In FY2012, collaborated with the COO and his VP team to develop and 
implement monthly flexible budget to actual reporting, increasing the 
accountability and involvement of operational leaders in their departments’ 
financial performance. 

• Participated with the Investment Committee to review and monitor 
investment portfolios of over $450 million, which have outperformed the 
benchmark by over 27 basis points and 190 basis points for the Medical 
Center investments and Health System Pension investments, respectively. 

• Participated in several cost savings initiative teams to reduce operating 
expenses, increase revenue, and develop financial reporting metrics, which 
led to a 2% increase in productivity (or approximately $3.2 million in salary 
costs) and a 20% (or $400,000) reduction in overtime. 

• Led various multi-disciplinary Lean / Six Sigma teams within the supply 
chain, materials management, and the revenue cycle, reducing annual freight 
costs by over $100,000 and decreasing bad debt expense of the primary care 
physician group by over 50%. 

• In FY 2009, collaborated with the CFO and operational leaders to complete 
a $150 million financing plan that issued tax-exempt bonds for use by the 
Medical Center and both Critical Access Hospitals; developed and 
implemented a credit rating strategy that secured an A+/A1 category rating 
from S&P and Moody’s credit rating agencies. 
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Ernst & Young, Kansas City, MO                     June 2005 – August 2007 
Manager, Assurance and Advisory Services 

Ernst & Young is a global leader in assurance, tax, transaction and advisory services. Worldwide, 
E&Y employs over 152,000 people. 
Responsible for the supervision of audits of not-for-profit hospitals and health systems with 
annual gross revenues ranging from $100 million to over $4 billion, participated in audit 
committee and board of director meetings, counseled younger staff in career development, 
including training of new staff and seniors, managed several teams and projects simultaneously, 
and participated in health care tax-exempt bond issuances and other health care consulting 
engagements. 

BKD, LLP, Kansas City, MO    July 1999 – June 2005 
Manager, Assurance and Advisory Services 

BKD, LLP is a top ten CPA and advisory firm that operates 30 offices in the Midwest.  BKD 
employs over 2,000 professionals. 
Responsible for the supervision of audits of not-for-profit hospitals and health systems with 
annual gross revenues ranging from $25 million to over $500 million, presented audit reports and 
management letters to finance committees and board of directors’ meetings, supervised, trained, 
and reviewed the work of staff accountants, and mentored several staff accountants to establish 
career goals. 
 
EDUCATION  
Bachelor of Science, 1999, Truman State University 
 
Master of Business Administration, 2009, Benedictine University 

 
CERTIFICATIONS 
 Certified Public Accountant Exam (passed on first attempt)                                
 Six Sigma Green Belt Certification  
 Certified Healthcare Financial Professional 

 
PROFESSIONAL AND CIVIC AFFILIATIONS  
 President of Lincoln Land Drug Awareness Resistance Education (DARE) 
 2007-2010 

 Treasurer and Board Member of Ronald McDonald House Charity of Central Illinois 
 2011 - 2012 

 Fellow of Healthcare Financial Management Association 
 2011 – Current 
 Treasurer, Board Member, and Sponsorship Chair of McMahon HFMA chapter 

 Adjunct Accounting Faculty at the University of Illinois at Springfield  
 2010 – 2012 

 Finance Committee Member of Food Share 
 2012 - Current 
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BENJAMIN R. CARTER, CPA, FHFMA 
 
 

CAREER OBJECTIVE To be a CEO and Regional Leader of a large  
    Diversified and Integrated Health Care Delivery System 
 
EDUCATION:   MBA, 1992; University of Michigan (Magna Cum Laude) 
    BBA, 1980; University of Michigan (Magna Cum Laude) 
 
WORK EXPERIENCE: 
 
May, 2013 – Present  Trinity Health; Livonia, MI 
    Executive Vice President and CFO/Treasurer 

Responsible for the System strategic and financial operation of the 
21 state Trinity Health System. Trinity Health is the second largest 
Catholic Health Care System in the country with total net revenues 
exceeding $13.5 Billion, including over 82 hospitals, 89 continuing 
care facilities, the largest not for profit home health agency in the 
country, and over 3100 employed physicians. 
 

    Responsibilities include all aspects of financial management  
    and reporting, strategic and financial planning, capital planning,  

budget development, revenue cycle management, third party 
contracting and strategic payor alliances.  Responsibilities  
also include Treasury services and asset management for $16 
Billion of investable assets, debt management for $5 Billion of long 
term debt, investor relations, and Insurance and Risk 
Management Services. 
 
Trinity is AA rated organization with a consistent record of strong 
operating and non-operating financial results. 

     
 
March, 2010 – May, 2013 Trinity Health; Novi, MI 
    Senior Vice President and Chief Financial Officer 
    Responsible for the system financial operations of the 10 state, 

$9.0 Billion Trinity Health organization.  Prior to merging with 
Catholic Health East (CHE), Trinity Health was the  fourth largest 
Catholic Health Care system in the country,  comprising 49 
hospitals, 32 long term care facilities, and a 6 State home health 
agency.  Responsibilities include all aspects of financial 
management and reporting, strategic and financial planning, 
capital planning, budget development, revenue cycle management 
and third party contracting.   

     
Trinity Health was a AA rated organization with superior operating 
and non-operating performance, exceeding peer group averages. 
 
 

 
May, 2005 – March, 2010 Detroit Medical Center; Detroit, MI 
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    Executive Vice President and Chief Operating Officer 
 Responsible for the system operations of the eight hospitals and 

related outpatient facilities that comprise the $2 Billion Detroit 
Medical Center.   Responsibilities include oversight of all system 
support services including Retail Pharmacy, Managed Care 
Contracting and Operations, University Laboratory and 
Commercial Operations, Physician Recruitment and Office 
Practice Management, Information Services, System wide 
Security, Professional Sports Medicine program, Purchasing and 
Procurement, and Graduate Medical Education and Centralized 
Credentialing. 

 
 Key accomplishments include turn around of the organization from 

$100 million annual loses in 2002 and 2003, to six straight years 
of profitability, including 2009 expected operating income of $40 
million.  Led key growth, cost reduction, and profit initiatives in 
multiple service lines contributing to successful turnaround. 

 
1999 – May, 2005  Oakwood Healthcare, Inc.; Dearborn, MI 
    Chief Financial Officer and Executive Vice President 
 Responsible for all financial operations of the $860 million 

healthcare system including:  Treasury Management, General 
Accounting (including accounts payable and payroll), budget and 
Decision Support, Internal Audit, Legal Services and Information 
Systems.  As a member of the Executive Council, responsibilities 
include setting corporate policy and overseeing their successful 
implementation and maintenance. Successfully managed the 
implementation of a 3-year Financial Viability Plan, restoring the 
financial performance of the System to historically high levels.  In 
2004, the System achieved a total margin of $36 million, a 2.0% 
operating margin, and maintained an “A” rating with a stable 
outlook. 

 
1997 – May 2005  Oakwood Enterprises, Inc.; Dearborn, MI 
 President and Executive Vice President, Oakwood 

Healthcare, Inc. 
 Responsible for the development and operation of the Oakwood 

Healthcare, Inc. subsidiary which operates for profit health related 
businesses and creates joint ventures for the system, including 
home services and real estate development.  Have held a number 
of executive posts within Oakwood Healthcare, Inc., including 
Interim Chief Financial Officer and Interim Chief Operating Officer.  
Member of the Oakwood Healthcare, Inc. Executive Council, 
which sets policy system-wide, and is responsible for strategic 
planning and deployment. 
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1995 – April, 1997 Oakwood Healthcare System; Dearborn, MI 
 Senior Vice President, Support and Related Services 
 Responsible for Human Resources, Risk Management and Legal 

Affairs, Information Services, Quality Assurance, Operations 
Analysis, Materials Management, Architecture and Construction, 
and Foundations (since June, 1996) for the Corporation.  Total 
capital and operating budgets in excess of $150 million per year.  
Reported directly to the Executive Vice President and Chief 
Operating Officer.  Member of the System-wide Transition Team 
charged with designing the year 2000 Integrated Delivery System.  
Administrative Coordinator for Facilities/Planning/Technology 
Assessment Board Committee.  Also a member of the Quality 
Assessment and Improvement Board and continuous Quality 
Improvement Steering Committee. 

 
1991 – 1994 Oakwood United Hospitals, Inc.; Dearborn, MI 
 Senior Vice President and Controller 
 Responsible for the financial management of a five-hospital 

system and nursing home, with an annual budget in excess of 
$200 million.  Responsibilities included Treasury Management, 
budgeting, accounting and reimbursement, third-party contracting, 
and all revenue cycle functions, including Medical Records, 
Utilization Review, Quality Assurance, and Patient Accounting.  
Reported directly to the Chief Executive Officer.  Also a member 
of Oakwood Health Services Operations Committee and 
Continuous Quality Improvement Steering Committee. 

 
1989 – 1990 Oakwood United Hospitals, Inc.; Dearborn, MI 
 Vice President and Controller 
 Responsible for the management of the financial operations of a 

four-hospital system.  Responsibilities included Treasury 
Management, budgeting, financial analysis, accounting and 
reimbursement, third-party contracting, and all revenue cycle 
functions, including Medical Records, Utilization Review, Quality 
Assurance, and Patient Accounting.  Reported directly to the Chief 
Executive Officer, and worked closely with the Chief Operating 
Officer on management issues. 

 
1988 – 1989 Oakwood Hospital Corporation; Dearborn, MI 
 Vice President of Accounting and Reimbursement 
 Responsible for the preparation of financial statements of the 

Hospital and related companies.  Responsibilities included 
management of all reimbursement functions and negotiations of 
third-party contracts.  Also responsible for all not-for-profit and for-
profit tax filings. 
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1986 – 1988   Plante & Moran CPAs; Southfield, MI 
 Director of Healthcare Services, Southeastern Michigan 
 Responsible for the management of audit and consulting projects 

for the firm’s healthcare clients, including hospitals, nursing 
homes, and home health agencies. 

 
1980 – 1986 Plante & Moran CPAs; Southfield, MI 
 Audit Staff and Associate 
 Member of the audit staff responsible for completing audits of 

manufacturing and municipal clients. 
 
BOARDS: (Past examples)  

■ DMCIC 
■ DMC Care Express 
■ Michigan Mobile Imaging 
■ CareTech Solutions, Inc. 
■ Oakwood Assurance 
■ HealthLink 
■ Invest Michigan Advisory Board 

 
AFFILIATIONS:  Member: 

■ American Institute of Certified Public Accountants 
■ Michigan Association of Certified Public Accountants 

 Chair, Healthcare Committee;  1993 – 1995 
 Vice Chair, Healthcare Committee;  1991 – 1993 

■ Healthcare Financial Management Association 
 Board Member  1989 – 1993 
 Treasurer  1993 – 1994 
 Secretary   1994 – 1995 
 President-Elect 1995 – 1996 
 President  1996 – 1997 

■ Boys Hope of Detroit, Board Member; Treasurer and Finance 
Committee Member 

■ Health Alliance Plan, Board Member – 1985 – 1988 
■ Michigan Health Management Information Systems 

 Member, Executive Steering Committee 
■ Michigan Health and Hospital Association 

 Member, Payment Practices Committee 
 Member, Data Task Force 

■ Greater Detroit Area Health Council 
 Member, Steering Committee; National Health 

Information Technology Lab 
■ Joe Dumars Foundation; Treasurer 

 
 
 
 
 
 
AWARDS:   HFMA (Healthcare Financial Management Association) 
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 Chapter Achievement Award of Excellence 
 Follmer Bronze Merit Award 
 Reeves Silver Merit Award 
 Muncie Gold Merit Award 
 Certified Fellow 

Phi Beta Kappa 
Beta Alpha Psi 
Licensed Nursing Home Administrator 
 

PERSONAL:   Married; four children 
    Enjoy golf, running, basketball and reading 
    Private pilot; Certified Flight Instructor, Instrument Rated 
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Exhibit 11 

Saint Francis Care Awards and Recognitions 
 
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) 
 
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 
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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 
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 
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• 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) 
 
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) 
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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, 
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 
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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) 
 
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 
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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 
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) 
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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.  
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, 
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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 
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 
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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) 
 
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) 
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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) 
 
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) 
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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) 
 
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) 
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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) 
 
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 
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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 
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 
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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 
(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 
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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 
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) 
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EXHIBIT 12 – Community Benefit Ministry 
 

Consistent with its mission, Trinity Health provides medical care to all patients regardless of their ability 
to pay.  In addition, Trinity Health provides services intended to benefit the poor and underserved, 
including those persons who cannot afford health insurance or other payments such as copays and 
deductibles because of inadequate resources and/or are uninsured or underinsured, and to improve the 
health status of the communities in which it operates.  The following summary has been prepared in 
accordance with the Catholic Health Association of the United States’, A Guide for Planning and 
Reporting Community Benefit, 2013 Edition. 

 
 

 
 
 

The quantifiable costs of Trinity Health's community benefit ministry for the year ended June 30, 2014 
are as follows (in thousands):  
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Ministry for the poor and underserved:
  Charity care at cost 242,064$               
  Unpaid cost of Medicaid and other public programs 325,575                 
  Programs for the poor and the underserved:
      Community health services 21,345                   
      Subsidized health services 46,962                   
      Financial contributions 9,707                     
      Community building activities 1,221                     
      Community benefit operations 2,880                     
           Total programs for the poor and underserved 82,115                   

Ministry for the poor and underserved 649,754                 

Ministry for the broader community:
  Community health services 13,914                   
  Health professions education 102,401                 
  Subsidized health services 43,543                   
  Research 4,407                     
  Financial contributions 28,301                   
  Community building activities 2,306                     
  Community benefit operations 2,491                     

Ministry for the broader community 197,363                 

Community benefit ministry 847,117$               
 

Trinity Health also provides a significant amount of uncompensated care to its uninsured and 
underinsured patients, which is reported as bad debt at cost and not included in the amounts reported 
above.  During the year ended June 30, 2014, Trinity Health reported bad debt at cost (determined using 
a cost-to-charge ratio applied to the provision for bad debts) of $196.1 million.  
 
Ministry for the poor and underserved represents the financial commitment to seek out and serve those 
who need help the most, especially the poor, the uninsured and the indigent.  This is done with the 
conviction that healthcare is a basic human right.   
 
Ministry for the broader community represents the cost of services provided for the general benefit of 
the communities in which Trinity Health operates.  Many programs are targeted toward populations 
that may be poor, but also include those areas that may need special health services and support.  These 
programs are not intended to be financially self-supporting. 
 
Trinity Health also has two innovate programs in which the RHMs can submit requests for funding to 
support community benefit. These are the "Call to Care Program" and the "Preserving Our Legacy Fund", 
both described below. 
 
Call to Care Program 
The Call to Care Program supports RHM programs to address high priority needs identified in the 
Community Health Needs Assessments.  The focus of the initiatives must be innovative or provide an 
opportunity for a new business model within Trinity Health that improves care and or costs.  Initiatives 
also must include priority groups, with a focus on socioeconomic status, race/ethnic groups at high risk, 
insurance status or at risk youth.   
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The Call to Care Grant Program has funded twenty two RHM programs over the past three years for a 
total of $1.2M.  Trinity Health expects an additional twenty to twenty five programs will be funded in FY 
2015 totaling over $1.5 million dollars.  A number of successful and nationally recognized programs have 
been developed as a result of Call to Care funding.   
 
The Preserving our Legacy Fund 
The Preserving our Legacy Fund provides RHMs with capital funding to support projects that focus on 
the poor and underserved.  Priority is given to RHMs with requests that address health inequities (i.e. 
health status or mortality rates that are unnatural, systemic, patterned, unfair or unjust) and can 
demonstrate measurable outcomes to community health needs.  Examples of programs include a 
medical van to provide services in the community, renovations to homeless shelters and other 
community programs and creation of examine rooms and dental offices for the poor and underserved.  
Historically, approximately $1 million dollars has been awarded annually to the RHMs. 
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Our Mission
We are committed to health and healing 

through excellence, compassionate care and 
reverence for the spirituality of each person.

Our Core Values
Respect

We honor the worth and dignity of those we 
serve and with whom we work.

Integrity
We are faithful, trustworthy and just.

Service
We reach out to the community, especially 

those most in need.

Leadership
We encourage initiative, creativity, learning and 

research.

Stewardship
We care for and strengthen resources 

entrusted to us.

Saint Francis Care is a healthcare ministry 
of the Catholic Archdiocese of Hartford.
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4 2013 Community Benefit Report

Saint Francis Care believes everyone should receive the 
same level of care regardless of circumstances in life.  
In 2013, we proudly opened the Saint Francis Center for 
Health Equity at the Urban League of Greater Hartford  
with this in mind. Despite the complex nature of our current 
healthcare delivery systems, we believe there are simple, 
dignified health solutions right here, right now.

For Saint Francis, mission and skilled teams come together for outreach, education, 
prevention and care. This 2013 Community Benefit Report reflects over $89,498,278 
in community benefits, serving 181,545 members of our community. Where do those 
resources go? They are delivered to those who cannot afford care, through outreach 
programs to identify and respond to the needs of members of our community where 
social challenges make access to care harder.

As you will see in this report, our community benefit activities are designed to 
engage and inspire those who are called into the mission of healthcare as well as the 
communities they serve.

There is a great deal at stake today. Questions need to be answered related to insurance,  
coordinated care and finding a medical home. Everyone deserves to be treated with 
respect, compassion, and never be forgotten. Everyone has a sacred story.

For Saint Francis, patient stories are woven into lessons that shape best care. Health 
professionals are called to a life of service and lifelong learning at Saint Francis. 
Students, fellows, residents, nurses, chaplains, environmental services staff…the list 
goes on. And in every corner there are lessons in what heals, in what inspires people 
to learn about their own health and what truly helps others.

We are pleased to share just a few of these stories. And we welcome yours – because we  
never stop aiming to provide the BestCare for a LifetimeSM for the communities we serve.

Inspiring Healthcare for Our Communities

Christopher M. Dadlez, FACHE
President and Chief Executive Officer

Marcus M. McKinney, D. Min., LPC
Vice President, Community Health Equity and Health PolicyPage 377 of 609



5Engaging Minds. Inspiring Change.

“The spirit of love, loyalty and learning,” the title of the 
sculpture in the rotunda of the Patient Care Tower, sums up  
Saint Francis’ longstanding commitment to education 
and creating learning opportunities. Saint Francis Hospital 
and Medical Center was officially recognized as a teaching 
hospital through its affiliation with the University of 
Connecticut School of Medicine in the 1960s, but the truth 
is that education has been a central feature of the Hospital 
since its founding.

Engaging minds and inspiring change are ingrained in the mission of Saint Francis. 
As an answer to the demand for more practically trained nurses, the Saint Francis 
School of Nursing was created in 1899 and went on to become one of the most elite  
schools in Connecticut, graduating nearly 6,000 nurses who have touched many lives.  
Although the nursing program closed in the mid 1990s, Saint Francis has remained 
committed to education through its continued work with residents, students, interns, 
volunteers, fellows and staff.

As a modern hospital devoted to education, research and patient care, Saint Francis 
is excited to find new ways to engage the minds of today’s learners to prepare them 
for future challenges within the medical profession. Through a unique partnership 
with a Capitol Region Education Council (CREC) magnet school, a health equity 
fellowship program to explore public health concerns and a state-of-the-art OB/GYN 
residency program, the Hospital is redefining what it means to be a teaching hospital 
and re-creating the learning environment to inspire change.

From its humble beginnings, Saint Francis has continuously responded to the  
community’s evolving healthcare needs through a combination of the best clinical  
care, the best training of healthcare professionals, top-level research, and community  
support. These principles are the foundation of our 117-year history as we continue 
to engage minds, inspire change and provide the BestCare for a Lifetime.

Engaging Minds, Inspiring Change

[Left]  The mobile CPR project – CPR training in downtown Hartford. [Right] OB/GYN residents on the Labor and 
Delivery Unit.

[Above]  Medical Professions & Teacher Preparation Academy student shadowing in the Radiology Department.
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What do a theme-based magnet school, designed with a  
specific career focus, and Saint Francis Hospital and Medical  
Center have in common? A commitment to education that 
engages the minds of today’s learners while inspiring them 
to be future leaders...

This shared belief has led to a partnership between Capitol Region Education Council  
(CREC) Medical Professions & Teacher Preparation Academy and Saint Francis 
Hospital and Medical Center. Saint Francis has been an active sponsor for the school 
and has opened its doors to hundreds of students eager to learn more about medical 
careers. The Hospital has worked with the school’s administration to develop a 
curriculum that gives students exposure to various medical professions through field 
studies, career shadowing and internships.

CREC Medical Professions & Teacher Preparation Academy opened in 2010 with a 
specific focus to equip students with the knowledge and skills necessary for success 
in various medical professions and education. By offering the opportunity to work 
with and learn from professionals in their fields, students gain firsthand experience 
in real-world settings. The school serves a diverse population from Hartford and 
surrounding towns with African-Americans, Hispanics and Latinos making up over 
60% of the student body. This is an exciting year for CREC Medical Professions & 
Teacher Preparation Academy as they prepare to graduate their first class and move 
to a permanent state-of-the-art facility.

In keeping with our mission and core values as a teaching hospital, opening our 
doors to students is a service that is very much in harmony with who we are. We 
are proud to give students the opportunity to explore different medical professions 
so they can make informed career choices based on firsthand experience. Providing 
educational opportunities is a part of the Saint Francis culture evidenced by the 
thousands of students who come through our doors each year as volunteers, interns, 
residents, fellows and trainees. The ultimate goal of the partnership with CREC 
Medical Professions and Teacher Preparation Academy is to expose students to all 
functions within a hospital, which will put them on a path toward pursuing careers 
in the medical profession.

Medical Professions & Teacher Preparation Academy

Program Features:
8th Grade
Students are introduced to different medical professions through a fun “speed dating”  
activity where they interview representatives from different service lines within  
the Hospital.

9th & 10th Grades
Students are exposed to four different areas of specialties within the healthcare 
industry. A Saint Francis employee from each of the four specialties visits the  
school to speak with the students about that subject area. Students gain hands-on 
experience in each of the four areas by spending a few hours at Saint Francis  
working with preceptors.

11th Grade
Based on their interests, students are given the opportunity to shadow in three 
different areas. The students visit the Hospital three times where they receive real-
world experience in each area.

12th Grade
A number of students are chosen for an internship in one specific medical profession 
based on their interest. During the internship, the students are required to work one 
3.5-hour shift each week for a total of 50 hours.

[Left]  Students touring a state-of-the-art Cardiac OR in the John T. O'Connell Tower.  [Right]  Students getting 
exposed to the latest rehabilitation technology at Mount Sinai Rehabilitation Hospital.
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The Role We Play:
• Help with the planning and development of the school’s curriculum

• Offer exposure to students in different areas such as radiology,  
 pharmacy, rehab therapy, medicine, nursing, etc.

• Provide shadowing, field study and volunteer opportunities to students 

• Supply preceptors and mentors who work with students

• Assist in the design of the new school 

• Schedule career lectures, seminars and summer activities for students

What the Students are Saying:
Dzenana Becirovic – Wants to be a Family Practice Physician
“Shadowing in NICHE (Nurses Improving Care for Healthsystem Elders) program in  
the summer of 2013 exposed me to delivering care to older adults, which opened my 
eyes to caring for different ages. That experience strengthened my goal to become a 
family practitioner caring for the whole family.”

Paris Pruit – Wants to be a Biomedical Engineer Focusing on Cardiology
“I never really saw myself in this setting, but after speaking with Dr. Anita Kelsey I 
became interested in cardiology and I want to be a biomedical engineer specializing 
in cardiology research.

If you are from a background where your parents are unemployed or poor, you may 
never get the opportunity to get exposed to a hospital setting from that perspective. 
Usually, when we go to the hospital it's negative, someone is sick. If it wasn’t for  
this program I would have never seen myself in this light. Saint Francis has been 
very inviting to us.”

Mayor Patel – Wants to be a Neurosurgeon
“I always had a specific goal to be a neurosurgeon. Shadowing and volunteering at 
Saint Francis has given me the opportunity to see what’s involved in the different 
areas of the hospital.

Exposure brings out hidden talents. If you are not exposed to something you will never  
know if you are good at it. We have all been exposed and this has awakened our 
hidden talents and we will go on the do great things. Who knows, one of us may win 
a Nobel Prize one day.”

[Right]  Student learning to review radiology images. Page 380 of 609
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In the brochure for the Saint Francis Center for Health 
Equity we describe our work as “developing and delivering  
innovative health equity programs with and for communities  
served by Saint Francis Care.” Education is fundamental  
to our work at the Center for Health Equity. But when we 
talk about education we are talking about an exchange – 
that is, we expect to gain as much knowledge as we impart.

Health Equity Fellowship

[Left]  Our health equity fellow with colleagues at a recent CT Health Foundation event.  [Right]  Pharmacists 
providing free, personal consultations about prescription and over-the-counter medications during a Brown Bag 
Medication Checkup event, held at the Center for Health Equity.
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Early in the development of the plans for the Center for Health Equity we talked with  
the CT Health Foundation about supporting a Health Equity Fellowship to “develop 
a healthcare leader knowledgeable about African-American men, and to provide a 
platform for understanding and impacting the health of this group through systems 
change.” It is with this in mind that we highlight the Health Equity Fellow as a part  
of our Community Benefit Report. By engaging others to think about health equity,  
we are positive that people will be inspired to make a difference in their communities  
through active participation.

We had in mind someone who would engage health providers, public health leaders, 
and community members to better understand the disparities in health among 
African-American men in Hartford. The application included a significant amount  
of flexibility to hire someone passionate about public health. We found that person 
in Lawrence Young, who comes to us from Atlanta, GA. His previous work was in 
HIV prevention research at Emory University. He has a Masters in Public Health and 
a passion for the work. As a bonus, he’s also fun to work with, smart and committed 
to health equity.

Already Lawrence Has Engaged Himself in a Variety of Projects:
• Research on disparities in healthcare for African-American men

• Development of a Health Equity Scorecard using hospital data 

•  Community Engagement with local agencies including the YMCA,  
CT Health Justice, Urban League of Greater Hartford, Peace Builders  
and others 

The work completed by the health equity fellow focuses on the disparities we see in 
healthcare. It is our hope that this will inspire concrete changes in the community 
and result in better health outcomes for all.

[Left]  Lawrence Young engaging youth at the 2013 Hartford Friendship Kid's Camp.Page 382 of 609
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The Obstetrics and Gynecology Residency program at  
Saint Francis Hospital and Medical Center has been 
engaging minds for over 60 years by offering specialized 
training to well-respected practitioners who are committed  
to women’s health.

The OB/GYN residency program is unique because it combines the high clinical 
volume of a community-based residency with the high academic standards of a 
university-based program. This program has been inspiring advances in medicine by 
incorporating the latest in technology, patient care, resident education, and quality 
and safety measures. The goal of the program is to equip physicians with the skills 
needed to provide the best possible care to women across the spectrum of life.

OB/GYN Faculty:
• 8 Full-time Generalists

• 1 Ambulatory Clinic Attending

• 4 Maternal Fetal Medicine Physicians

• 3 Gynecologic Oncologists

• 1 Urogynecolgist

• Over 45 Private Attending Physicians

The OB/GYN residency program is very competitive and accepts only four residents 
each year with a total of 16 residents in rotation. The program offers residents the 
opportunity to train in specialized areas including high-risk obstetrics, gynecology, 
gynecologic oncology, pre-op and colposcopy. 

Preparing physicians for future opportunities and challenges within the healthcare 
industry is an essential component of a teaching hospital. Most importantly, many  
of the residents who receive training at Saint Francis have remained in the our  
community to provide quality OB/GYN care to women in Hartford and the surrounding  
areas. As part of their training, residents get firsthand experience in community 
health by working in the Women’s Health Center providing continuity of care for their 
patients during their four years.

OB/GYN Residency Program

[Above]  OB/GYN residents hard at work in Labor and Delivery and the Women's Clinic.
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Michael Bourque, M.D.
Dr. Bourque graduated from the residency program in 1981 and has been at Saint 
Francis ever since. Dr. Bourque applied to the residency program because it was a 
recognized freestanding program with superb stature and academic leadership that  
was unmatched by any other OB/GYN residency program in the Hartford area. Today  
Dr. Bourque practices in a family atmosphere with 11 other partners who are all 
graduates of the Saint Francis OB/GYN residency program.

Dr. Bourque is happy to see that the family atmosphere of the residency program is 
still maintained today while honoring the scope of what today’s residents have to 
learn compared to the late 1970s.

When asked how his experience in the residency program has impacted his sense 
of community, Dr. Bourque referenced his faith and the belief that every person is 
important. He has had great leaders and mentors who have taught him a sense of 
the greater good and social responsibility, especially in this specialty where he is 
sometimes seen as a guardian for mothers and their babies.

“Saint Francis is an amazing institution filled with even more  
amazing people. Our Hospital is always looking to engage 
its people in service to others, whether that be in local 
neighborhoods, or on distant shores. Simply put, service above 
self is what drives the hearts and minds of the Saint Francis 
community.”

[Left]  Michael Bourque, M.D., OB/GYN Physician Page 384 of 609
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Charity Care

$6,255,153

$48,108,475

$35,134,650

$89,498,278

Government- 
Sponsored 
Healthcare

Community 
Benefit Services

Total  
Community Benefit

Charity Care
$6,255,153
Free or discounted health services are 
provided to persons who cannot afford 
to pay and who meet the organization’s 
financial assistance policy criteria. 
Charity care is reported in terms of 
costs, not charges. Charity care does 
not include bad debt, which may 
be reported elsewhere but not as a 
community benefit.

Community Benefit Services
$35,134,650
These are services provided to meet 
community needs because the services 
would otherwise not be available to 
meet patient demand. Included are 
clinical patient care services provided 
despite a negative margin, public 
health programs, community outreach 
and education, and partnerships to 
meet community needs.

Government-Sponsored 
Healthcare
$48,108,475
Government-sponsored healthcare 
community benefits include unpaid 
costs of public programs for  
low-income persons. These include 
the shortfall created when a facility 
receives payments that are less 
than the cost-of-caring for program 
beneficiaries.

Total Community Benefit
$89,498,278

Community Benefit | Activity at a Glance
During 2013, Saint Francis provided community benefit 
services to 181,545 individuals who received financial 
assistance for their medical care and support through our 
Community Benefit programs.
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What are the numbers? Community Benefits are categorized into three broad areas which include: Charity Care, 
Government-Sponsored Healthcare, and Community Benefit Services. The following list outlines, in more detail, the 
Community Benefit Services portion, which this past year totaled $35,134,650.

Community-Based Clinical Services
• Preventive Health Screenings:

 – Cardiovascular Risk Assessment

 – Child Seat Safety

 – Diabetes Screening

 – Mammograms

 – Prostate Cancer

•  Services for Children and Families 
Impacted by Child Abuse

• Support for Malta Van Services

Healthcare Support Services
• Adaptive Rowing Program

• Cancer Support Groups

• Cardiac Rehab and Wellness

• Care Management Support Services

• Diabetes Support Services

• Golfers in Motion

• Mental Health Alliance and Support

•  Multidisciplinary Case 
Management Team for Child Abuse

•  Nurturing Families Network Case 
Management Services

• Pastoral Counseling Program

• Procurement of Pharmaceuticals  
 for Indigent Clients

A. Community Health  
Improvement Services
$3,368,853
These activities are carried out to 
improve community health and are 
usually subsidized by the healthcare 
organization. There are four groupings 
within this category: Community 
Health Education, Community-Based 
Clinical Services, Healthcare Support 
Services and Other Community Health 
Improvement Services. The following 
is a sample of programs and activities 
in each of these categories.

Other Health Improvement Services
• Caregiver Support Services

• Health Equity Fellowship

• Literacy Support Programs

• Student Education

• The Auxiliary Repetitions  
 Thrift Store

• Joan C. Dauber Food Bank

• Keep-the-Power-On Utility Clinic

Community Health Education
•  Access to Recovery for Substance 

Abuse Clients

•  Breast and Cervical Cancer 
Education and Outreach

• Breastfeeding Support

•  Child Abuse Prevention Education 
and Outreach

• Childbirth Education Classes

• Colorectal Screening Program

•  Center for Diabetes & Metabolic Care  
Program Education and Outreach

• Curtis D. Robinson Men’s  
 Health Institute

•  Domestic Violence Prevention 
Training

• Health Promotion Education

•  Healthy Start and Parenting Programs

• Integrative Health Services Classes

•  Lead Poisoning Prevention 
Education and Outreach

•  Medical Legal Partnership Program

• Saint Francis Center for  
 Health Equity

•  Violence and Injury Prevention 
Program

• Women’s Heart Program Outreach

Community Benefit | Services
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B. Health Professions  
Education
$28,163,281
This category includes the unpaid costs  
of undergraduate training, internships, 
clerkships, residencies, nursing 
training, residency education, and 
continuing medical education (CME) 
offered to physicians outside of the 
medical staff.

• Connecticut Institute for  
 Primary Care Innovation (CIPCI) –  
 Primary Care Training 

•  Clinical Pastoral Education 
Mentorship

•  Dental Assistant and Dental 
Hygienist Training

• Dietitian Training

• Medical Student Education

•  Nurses and Nursing Student 
Education

• OB/GYN Residency Training

•  Other Health Professional 
Education

• Pharm-D Training Site

C. Subsidized Health Services
$759,270
This category includes health services 
and clinical programs that are provided  
despite a financial loss. These services 
are provided because they meet an 
identified community need that is not 
being fulfilled by the government or 
another not-for-profit organization.

• Uncompensated Care –  
 Dental Clinic

• Uncompensated Care –  
 Family Medicine

D. Research
$1,564,900
This category includes clinical and 
community health research that is 
shared with the public and funded by 
the government or a tax-exempt entity 
(including the organization itself).

• Community Research Grants

• Federal Research Grants

• State and Local Research Grants

• Trainee Research Grants

E. Financial and In-Kind  
Donations
$535,770
This category includes funds and in-
kind services donated to individuals 
not affiliated with the organization 
or to community groups and other 
not-for-profit organizations. In-kind 
services include hours contributed 
by staff to the community while on 
work time; overhead expenses of space 
donated to not-for-profit community 
groups, and the donation of food, 
equipment, and supplies.

•  Donations to Charitable 
Organizations

• In-Kind Use of Facilities

• Medical Mission Support

•  Support for Local Community 
Organizations

F. Community-Building Activities
$646,076
This category includes 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.

• CREC Magnet School Partnership

• Disaster Planning

• Housing Support

• Neighborhood Associations

G. Community-Benefit  
Operations
$96,500
This category includes the costs 
associated with assigned staff and 
community health needs and/or assets 
assessment, as well as other costs 
associated with community benefit 
strategy and operations.

Community Benefit | Services (Cont.)
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Health Professions Education

[Above L-R]  Mary Stuart, Director and Stacy-Ann Walker, Program Operations Coordinator.

Meet the Community Benefit Report Team
The Center for Health Equity has the honor of gathering Hospital-wide community 
benefit data and, in partnership with other departments, prepares the annual report 
for you to enjoy. Meet two members of our team...

Advancing Careers in Healthcare
In 2013 Saint Francis Hospital and Medical Center provided over $28 million to a 
variety of healthcare education programs for physicians, nurses and other healthcare 
professionals. The Hospital’s goal is to ensure that there will be enough qualified 
health professionals with the skills needed to meet the demands of our growing 
community.

2013

2012

2011

2010

$28,163,281

$24,978,960

$23,475,929

$21,489,560

Why is This Important?
With the U.S. facing a critical shortage of healthcare 
professionals, Saint Francis Hospital and Medical 
Center is contributing to the long-term health of our 
community by educating those who represent the 
future of medicine.

The contribution to health professions’ education 
continues to increase annually which highlights the 
Hospital’s commitment to ensuring a well-trained 
healthcare workforce for years to come.
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Saint Francis Hospital and Medical Center 
General Information  | 860-714-4000

Key Community Benefit Contacts:
Marcus M. McKinney, D.Min., LPC | 860-714-4183
Vice President, Community Health Equity and Health Policy

Mary Stuart, MPH | 860-714-4095
Director, Saint Francis Center for Health Equity

Stacy-Ann Walker, MPH, MBA | 860-714-5748
Program Operations Coordinator, Saint Francis Center for Health Equity

Saint Francis Hospital and Medical Center

114 Woodland Street

Hartford, Connecticut 06105
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Report of Independent Auditors 

The Board of Directors 
Saint Francis Care, Inc. and Subsidiaries 

We have audited the accompanying consolidated financial statements of Saint Francis Care, Inc. 
and Subsidiaries (Saint Francis Care), which comprise the consolidated balance sheets as of 
September 30, 2014 and 2013, and the related consolidated statements of operations and changes 
in net assets and cash flows for the years then ended, and the related notes to the consolidated 
financial statements. 

Management’s Responsibility for the Financial Statements 

Management is responsible for the preparation and fair presentation of these financial statements 
in conformity with U.S. generally accepted accounting principles; this includes the design, 
implementation, and maintenance of internal control relevant to the preparation and fair 
presentation of financial statements that are free of material misstatement, whether due to fraud 
or error. 

Auditor’s Responsibility 

Our responsibility is to express an opinion on these financial statements based on our audits. 
We did not audit the 2014 financial statements of Saint Francis Indemnity Company, LLC 
(SFICL), a wholly owned subsidiary, which statements reflect total assets of $50.2 million as of 
September 30, 2014, and total revenues of $13.4 million for the year then ended. Those 
statements were audited by other auditors whose report has been furnished to us, and our 
opinion, insofar as it relates to the amounts included for SFICL for 2014, is based solely on the 
report of the other auditors. We conducted our audits in accordance with auditing standards 
generally accepted in the United States. Those standards require that we plan and perform the 
audit to obtain reasonable assurance about whether the financial statements are free of material 
misstatement. 

An audit involves performing procedures to obtain audit evidence about the amounts and 
disclosures in the financial statements. The procedures selected depend on the auditor’s 
judgment, including the assessment of the risks of material misstatement of the financial 
statements, whether due to fraud or error. In making those risk assessments, the auditor considers 
internal control relevant to the entity’s preparation and fair presentation of the financial 
statements in order to design audit procedures that are appropriate in the circumstances, but not 
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for the purpose of expressing an opinion on the effectiveness of the entity’s internal control. 
Accordingly, we express no such opinion. An audit also includes evaluating the appropriateness 
of accounting policies used and the reasonableness of significant accounting estimates made by 
management, as well as evaluating the overall presentation of the financial statements. 

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a 
basis for our audit opinion. 

Opinion 

In our opinion, based on our audits and the report of the other auditors, the financial statements 
referred to above present fairly, in all material respects, the consolidated financial position of 
Saint Francis Care, Inc. and Subsidiaries at September 30, 2014 and 2013, and the consolidated 
results of their operations and changes in their net assets and their cash flows for the years then 
ended in conformity with U.S. generally accepted accounting principles. 

Supplementary Information 

Our audits were conducted for the purpose of forming an opinion on the financial statements as a 
whole. The accompanying consolidating balance sheets and consolidating statements of 
operations and changes in net assets are presented for purposes of additional analysis and are not 
a required part of the consolidated financial statements. Such information is the responsibility of 
management and was derived from and relates directly to the underlying accounting and other 
records used to prepare the consolidated financial statements. The information has been 
subjected to the auditing procedures applied in the audits of the consolidated financial statements 
and certain additional procedures, including comparing and reconciling such information directly 
to the underlying accounting and other records used to prepare the consolidated financial 
statements or to the consolidated financial statements themselves, and other additional 
procedures in accordance with auditing standards generally accepted in the United States. In our 
opinion, based on our audits, the procedures performed as described above and the report of 
other auditors, the information is fairly stated in all material respects in relation to the 
consolidated financial statements as a whole. 

EY 
January 6, 2015 
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    2014 2013

Assets    
Current assets:    

Cash and cash equivalents    93,155$           97,524$           
Short-term investments    42,241             50,685             
Assets whose use is limited for current liabilities    1,459               4,883               
Current portion of pledges receivable    1,304               1,257               
Accounts receivable – patients, less allowance for doubtful    

accounts ($21,874 for 2014 and $15,528 for 2013)    84,904             72,901             
Accounts receivable – other    4,243               4,632               
Inventories of supplies    8,855               7,209               
Prepaid expenses and deposits    6,778               5,829               
Due from affiliated entities    1,346               1,812               

Total current assets    244,285           246,732           
    

Assets whose use is limited:    
Board-designated    60,751             51,522             
Donor restricted    4,286               4,286               
Held under bond indenture    957                  4,764               
Held in trusts by others    53,033             51,164             
    119,027           111,736           

Assets whose use is limited for current liabilities    (1,459)            (4,883)            
    117,568           106,853           
    
Long-term investments    16,156             15,209             
    
Property, plant, and equipment, net    475,763           468,216           
    
Other assets:    

Bond issuance costs, less amortization    1,346               2,053               
Pledges receivable, less current portion    9,271               9,481               
Other    12,370             9,775               

Total assets    876,759$        858,319$        

 

September 30

Saint Francis Care, Inc. and Subsidiaries

Consolidated Balance Sheets
(In Thousands)

3
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2014 2013
Liabilities and net assets    
Current liabilities:    

Accounts payable    37,210$           37,123$           
Accrued payroll and other related expenses    49,723             46,219             
Accrued expenses and interest payable    7,455               6,550               
Due to third-party reimbursement agencies    15,780             14,021             
Current portion of long-term debt    8,760               8,819               

Total current liabilities    118,928           112,732           
    
Pension and other accrued expenses    285,634           226,377           
    
Long-term debt, less portion classified as a current liability    251,476           258,637           
Total liabilities    656,038           597,746           
    
Net assets:    

Unrestricted    137,311           178,467           
Temporarily restricted    26,091             26,656             
Permanently restricted    57,319             55,450             
    220,721         260,573          
    
    
    
    
    
    
    
    
    
    
    

    
Total liabilities and net assets    876,759$        858,319$        
    
See accompanying notes.    

September 30
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    2014 2013
    

Net patient service revenue    783,327$         758,163$         
Less: provision for bad debts    (26,546)          (23,311)          
Net patient service revenue less provision for bad debts    756,781           734,852           
Other operating revenue    38,797             39,764             
Net assets released from restrictions for operations    9,644               9,519               
Total revenues    805,222           784,135           
    
Operating expenses:    

Salaries    363,599           349,214           
Supplies and other    380,593           378,361           
Interest    11,620             11,601             
Depreciation and amortization    37,887             36,733             

Total operating expenses    793,699           775,909           
    11,523             8,226               
    
Net gain on investment activity    3,625               2,299               
Operating income    15,148             10,525             
    
Non-operating gains and losses:    

Loss on refunding and refinancing of debt    (1,719)            –                    
Interest cost on interest rate swaps    (102)               (305)               
Change in fair value of interest rate swaps    (603)               22,523             

    (2,424)            22,218             
Excess of revenues and gains and losses over expenses    12,724             32,743             
    
    

Saint Francis Care, Inc. and Subsidiaries

Consolidated Statements of Operations and Changes in Net Assets

Year Ended September 30

(In Thousands)
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    2014 2013

Unrestricted net assets:    
Excess of revenues and gains and    

losses over expenses (continued)    12,724$           32,743$           
Net asset transfer    (4,015)            (1,943)            
Net assets released from restrictions used for property,    

plant, and equipment    3,313               3,204               
Change in pension funding and postretirement obligations    (53,442)          84,068             
Change in minority interest in subsidiary    264                  (148)               

(Decrease) increase in unrestricted net assets    (41,156)          117,924           
    
Temporarily restricted net assets:    

Income from investments    109                  162                  
Gifts, contributions, and donations    8,591               9,183               
Net unrealized gain on investments    44                    43                    
Net assets released from restrictions for operations    (9,644)            (3,447)            
Net assets released from restrictions used for property,    

plant, and equipment    (3,680)            (12,723)          
Net asset transfer    4,015               1,997               

Decrease in temporarily restricted net assets    (565)               (4,785)            
    
Permanently restricted net assets:    

Increase in assets held in trusts by others    1,869               2,626               
Increase in permanently restricted net assets    1,869               2,626               
(Decrease) increase in net assets    (39,852)          115,765           
Net assets at beginning of year    260,573           144,808           
Net assets at end of year    220,721$        260,573$        
    
See accompanying notes.    

Year Ended September 30
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    2014 2013

Operating activities and other gains    
(Decrease) increase in net assets    (39,852)$               115,765$                 
Adjustments to reconcile (decrease) increase in net assets to net    

cash provided by operating activities and other gains:    
Depreciation and amortization    36,168                     36,733                     
Bad debts    26,546                     23,311                     
Change in pension funding and    

postretirement obligations    53,442                     (84,068)                 
Change in fair value of interest rate swaps    603                          (22,523)                 
Loss on refunding and refinancing of debt    1,719                       –                            
Unrealized gain on investments    (1,426)                   (2,033)                   
Increase in assets held in trusts by others    (1,869)                   (2,626)                   
Restricted contributions and investment income    (8,700)                   (9,345)                   
Increase in pension and other accrued expenses    7,972                       3,422                       
Change in working capital, other than cash and    

cash equivalents    (30,447)                 (12,080)                 
Net cash provided by operating activities and other gains    44,156                     46,556                     

    
Investing activities    
Purchase of property, plant, and equipment, net    (43,429)                 (34,380)                 
Decrease in investments    8,923                       4,893                       
Decrease (increase) in other assets    (5,355)                   (248)                      
Increase in noncurrent assets whose use is limited    (7,642)                   (8,184)                   
Net cash used in investing activities    (47,503)                 (37,919)                 

    
Financing activities    
Principal payments on long-term debt and capital leases    (221,810)               (9,786)                   
Proceeds from issuance of bonds    213,215                   –                            
Payment of bond issuance costs    (1,127)                   –                            
Restricted contributions and investment income    8,700                       9,345                       
Net cash used in financing activities    (1,022)                   (441)                      

Net (decrease) increase in cash and cash equivalents    (4,369)                   8,196                       
Cash and cash equivalents at beginning of year    97,524                     89,328                     
Cash and cash equivalents at end of year    93,155$                   97,524$                   
    
Supplemental information    
Non-cash financing:    

Capital lease obligations    1,298$                   11,327$                   
    
See accompanying notes.    

Year Ended September 30

Saint Francis Care, Inc. and Subsidiaries

Consolidated Statements of Cash Flows
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Saint Francis Care, Inc. and Subsidiaries 

Notes to Consolidated Financial Statements 
(Amounts in Thousands) 

September 30, 2014 

1. Significant Accounting Policies 

Organization 

Saint Francis Care, Inc. and Subsidiaries (Saint Francis Care) is a not-for-profit integrated health 
care delivery system. Subsidiaries of Saint Francis Care include: consolidated Saint Francis 
Hospital and Medical Center (the Hospital and Medical Center), Mount Sinai Rehabilitation 
Hospital, Inc., Saint Francis Medical Group, Inc. and Subsidiary, Asylum Hill Family Medicine 
Center, Inc., Saint Francis Care Medical Group, P.C. and Saint Francis Hospital and Medical 
Center Foundation, Inc. 

Basis of Presentation and Use of Estimates 

The accompanying consolidated financial statements include the accounts of Saint Francis Care 
and Subsidiaries. All significant intercompany accounts and transactions have been eliminated in 
consolidation. 

The preparation of the consolidated financial statements in conformity with U.S. generally 
accepted accounting principles requires management to make estimates and assumptions that 
affect the amounts reported in the consolidated financial statements and related footnotes. Actual 
results could differ from those estimates. 

Temporarily and Permanently Restricted Net Assets 

Temporarily restricted net assets are those whose use by Saint Francis Care has been limited by 
donors to a specific time frame or purpose. Temporarily restricted net assets consist primarily of 
contributions and grants restricted for certain health care services, medical research activities, 
and capital replacement. Permanently restricted net assets, which are primarily endowment gifts 
and assets held in trusts by others, have been restricted by donors and are to be maintained in 
perpetuity. 

Donor-Restricted Gifts 

Unconditional promises to give cash and other assets are reported at fair value at the date the 
promise is received. The gifts are reported as either temporarily or permanently restricted support 
if they are received with donor stipulations that limit the use of the donated assets. When a donor 
restriction expires, that is, when a stipulated time restriction ends or purpose restriction is 
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1. Significant Accounting Policies (continued) 

accomplished, temporarily restricted net assets are reclassified as unrestricted net assets and 
reported in the consolidated statements of operations and changes in net assets as net assets 
released from restrictions. Donor-restricted contributions whose restrictions are met within the 
same year as received are classified as unrestricted contributions in the accompanying 
consolidated financial statements. 

Interest Rate Swap Agreements 

Saint Francis Care utilizes interest rate swap agreements to reduce risks associated with changes 
in interest rates. Saint Francis Care does not hold or issue derivative financial instruments for 
trading purposes. Saint Francis Care is exposed to credit loss in the event of nonperformance by 
the counterparties to its interest rate swap agreements. Interest rate swap agreements are reported 
at fair value. Changes in fair value are recognized in the performance indicator in the 
consolidated statements of operations and changes in net assets. 

Cash and Cash Equivalents 

Saint Francis Care considers all highly liquid investments with remaining maturities of three 
months or less at the date of purchase to be cash equivalents. 

Patient Accounts Receivable 

Patient accounts receivable result from health care services provided by Saint Francis Care. The 
amount of the allowance for uncollectible accounts is based on management’s assessment of 
historical and expected net collections, business and economic conditions, trends in Medicare 
and Medicaid health care coverage and other collection indicators. 

Inventories of Supplies 

Inventories are stated at the lower of cost or market. Saint Francis Care values its inventories 
using the first-in, first-out method. 
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1. Significant Accounting Policies (continued) 

Investments 

Unrealized gains and losses on unrestricted investments are included in the excess of revenues 
over expenses. Investments in equity securities with readily determinable fair values and all 
investments in debt securities are measured at fair value in the consolidated balance sheets. Fair 
value is generally determined based on quoted market prices. Alternative investments, which are 
investments with a non-readily determinable fair value, are stated at fair value based on, as a 
practical expedient, net asset values derived from the application of the equity method of 
accounting. Valuations of those investments and, therefore, Saint Francis Care’s holdings may be 
determined by the investment manager and are primarily based on the valuation of the 
underlying securities. Investment income or loss, including realized and unrealized gains and 
losses on investments, interest, and dividends, is included in excess of revenues and gains and 
losses over expenses unless the income or loss is restricted by donor or law. The cost of 
securities sold is based on the specific identification method. 

Saint Francis Care considers all investments with remaining maturities of more than three 
months but less than one year at the date of purchase to be short-term investments. 

Assets Whose Use Is Limited 

Assets whose use is limited include assets set aside by the Board of Directors, assets restricted by 
donors, assets held by trustees under bond indenture agreements related to financing activities 
with the State of Connecticut Health and Educational Facilities Authority (CHEFA or the 
Authority), and assets held in trusts by others. The portion of these amounts required for funding 
current liabilities is included in current assets. Assets set aside by the Board of Directors are 
established for the purpose of providing for future improvement, expansion, and replacement of 
property, plant, and equipment and for certain insurance liabilities. 

Long-Lived Assets 

Property, plant, and equipment are stated at cost and those acquired by gifts are carried at fair 
value established at the date of acquisition. Saint Francis Care provides for depreciation of 
property, plant, and equipment using the straight-line method in amounts sufficient to depreciate 
the cost of the assets over their estimated useful lives or the lesser of the estimated useful life of 
the asset or lease term.  
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1. Significant Accounting Policies (continued) 

Bond issuance costs are amortized over the life of the bonds using the effective interest method. 

Other Assets 

Other assets include bond issuance costs, assets related to deferred compensation and workers 
compensation programs and interest rate swap agreements. 

General and Professional Liability Insurance 

Saint Francis Care purchases claims made general and professional liability insurance coverage 
for the benefit of certain of its subsidiaries from a wholly owned insurance captive subsidiary, 
Saint Francis Indemnity Company, LLC (Saint Francis Indemnity Company). Saint Francis Care, 
in consultation with its independent actuary, records as a liability an estimate of incurred but not 
reported claims. Such liability, discounted at 4%, totaled $7,257 and $6,730 at September 30, 
2014 and 2013, respectively. 

Reserves for losses and loss adjustment expenses are based on management’s best estimate 
determined in consultation with independent consulting actuaries and represent the ultimate net 
cost of all reported and unreported losses incurred and unpaid through September 30, 2014. 
These liabilities include estimates of future trends in loss severity and frequency and other 
factors, which could vary as the losses are ultimately settled. However, there is an absence of a 
significant amount of experience as to whether the Saint Francis Indemnity Company’s actual 
incurred losses and loss adjustment expenses will conform to the assumptions inherent in the 
determination of the estimated liability. Accordingly, the ultimate settlement of losses and loss 
adjustment expenses may vary significantly from the estimated amounts included in the 
accompanying consolidated financial statements. Although considerable variability is inherent in 
such estimates, management believes that the reserves for losses and loss adjustment expenses in 
the accompanying consolidated financial statements are adequate. The method of making such 
estimates and for establishing reserves is continuously reviewed and updated and adjustments are 
reflected in operations in the period the need for such adjustments becomes known. 
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1. Significant Accounting Policies (continued) 

Workers’ Compensation Insurance 

Saint Francis Care purchases a large deductible policy, which effectively self-insures the first 
portion of the workers’ compensation and employers’ liability risk. Under the policy, Saint 
Francis Care is responsible for the first $1,500 of every loss event (first $500 for employers’ 
liability). The accrued workers’ compensation self-insurance liabilities of $6,806 and $5,300 at 
September 30, 2014 and 2013, respectively, have been discounted at 4%. The current portion of 
the accrued workers’ compensation liabilities included in accrued expenses and interest payable 
is $1,634 and $1,349 at September 30, 2014 and 2013, respectively, and the long-term portion 
included in pension and other accrued expenses is $5,172 and $3,951 at September 30, 2014 and 
2013, respectively. 

Retirement Plans 

Saint Francis Care has certain noncontributory defined benefit and defined contribution pension 
plans in effect covering all employees who meet certain eligibility requirements. For plans 
subject to the Employee Retirement Income Security Act of 1974 (ERISA), Saint Francis Care’s 
funding policy is to contribute amounts to the plans sufficient to meet the applicable minimum 
funding requirements set forth in ERISA. 

Saint Francis Care sponsors a 409(a) deferred compensation plan for certain senior executives. 
Senior executives are allowed to contribute to the plan up to an annual maximum amount in 
accordance with Section 457(b) of the Internal Revenue Code. The assets of the plan remain in a 
trust, which is subject to the claims of Saint Francis Care’s creditors. As of September 30, 2014 
and 2013, the plan had $3,010 and $2,242, respectively, in other assets with a corresponding 
liability, included in pension and other accrued expenses, payable upon retirement, death or 
disability. 

Other Operating Revenue 

Other operating revenue includes services to other institutions, rental income, pharmacy income, 
investment income, group purchasing discount revenue, electronic health record program 
revenue and unrestricted contributions. 
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1. Significant Accounting Policies (continued) 

Excess of Revenues and Gains and Losses Over Expenses 

The consolidated statements of operations and changes in net assets include excess of revenues 
and gains and losses over expenses, which is the performance indicator. Changes in unrestricted 
net assets, which are excluded from excess of revenues and gains and losses over expenses, 
include adjustments to the pension funding and postretirement obligations, permanent transfers 
of assets to and from affiliates for other than goods and services, contributions of long-lived 
assets, and changes in minority interest in subsidiaries. 

Income Taxes 

Saint Francis Care and its principal subsidiaries are exempt from federal income taxes under 
Section 501(c)(3) of the Internal Revenue Code, are exempt from state and local income taxes. 
Tax provisions and related liabilities for certain taxable subsidiaries are not material to the 
consolidated financial statements. 

Saint Francis Care Medical Group has net operating loss carryforwards in the amount of 
$23,331. The net operating loss carryforwards result in a deferred tax asset of $9,332, which is 
offset by a corresponding valuation allowance of the same amount. These expire between 
September 30, 2018 and September 30, 2031. 

The Saint Francis Hospital and Medical Center has net operating loss carryforwards in the 
amount of $1,678. These net operating loss carryforwards result in a deferred tax asset of $671, 
which is offset by a corresponding valuation allowance of the same amount. These expire 
between September 30, 2027 and September 30, 2032. 

Saint Francis Behavioral Health Group, P.C. has net operating loss carryforwards in the amount 
of $5,000. These net operating loss carryforwards result in a deferred tax asset of $2,000, which 
is offset by a corresponding valuation allowance of the same amount. These expire between 
June 30, 2023 and June 30, 2032. 

Reclassifications 
Certain 2013 amounts have been reclassified to conform to the 2014 presentation. Such 
reclassifications had no effect on the consolidated statements of operations and changes in net 
assets.  
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1. Significant Accounting Policies (continued) 

New Accounting Pronouncements 

In May 2014, the FASB issued ASU 2014-09, Revenue From Contracts With Customers 
(Topic 606), which requires an entity to recognize revenue to depict the transfer of promised 
goods or services to customers in an amount that reflects the consideration to which the entity 
expects to be entitled in exchange for those goods or services. The adoption of ASU 2014-09 is 
required on October 1, 2017, and Saint Francis Care is currently evaluating the effect of this 
guidance on its consolidated financial statements. 
 

2. Net Patient Service Revenue and Charity Care 

Net patient service revenue consists of the following for the years ended: 

 September 30 
 2014 2013 
    
Gross patient service revenue $ 2,287,499 $ 2,200,109 
    
Deductions:   

Contractual allowances and discounts 1,485,018 1,422,379 
Charity care at charges 19,154 19,567 

  1,504,172 1,441,946 
Net patient service revenue 783,327 758,163 
Less: provision for bad debts (26,546) (23,311)

Net patient service revenue less provision for bad debts $ 756,781 $ 734,852 
 
Patient accounts receivable and revenues are recorded when patient services are performed. 
Differences between amounts received from most third-party payors and the established billing 
rates of Saint Francis Care are accounted for as allowances. 

Net patient service revenue is reported at the estimated net realizable amounts from patients, 
third-party payors, and others for services rendered, including estimated retroactive adjustments 
under reimbursement agreements with third-party payors. Retroactive adjustments are accrued 
on an estimated basis in the period the related services are rendered and adjusted in future 
periods as final settlements are determined.  
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2. Net Patient Service Revenue and Charity Care (continued) 

During 2014 and 2013, 37.2% and 36.2%, respectively, of net patient service revenue was 
received under the Medicare program; 14.2% and 12.9%, respectively, under the Medicaid 
program; and 17.2% and 17.5%, respectively, from Blue Cross. Laws and regulations governing 
the Medicare and Medicaid programs are complex and subject to interpretation. Saint Francis 
Care believes that it is in compliance with all applicable laws and regulations. Saint Francis Care 
is not aware of any pending or threatened investigations involving allegations of potential 
wrongdoing that could have a material adverse effect on the consolidated financial statements. 
While no such regulatory inquiries are outstanding, compliance with such laws and regulations 
can be subject to future government review and interpretation as well as significant regulatory 
action, including fines, penalties, and exclusion from the Medicare and Medicaid programs. 

Saint Francis Care has agreements with third-party payors that provide for payments to Saint 
Francis Care at amounts different from its established rates. The difference is accounted for as 
allowances. Payment arrangements include prospectively determined rates per discharge, 
reimbursed costs, fee-for-service, discounted charges, and per diem payments. Net patient 
service revenue is affected by the state of Connecticut Disproportionate Share program and is 
reported at the estimated net realizable amounts due from patients, third-party payors and others 
for services rendered and includes estimated retroactive revenue adjustments due to ongoing and 
future audits, reviews and investigations. Retroactive adjustments are considered in the 
recognition of revenue on an estimated basis in the period the related services are rendered and 
such amounts are adjusted in future periods as adjustments become known or as years are no 
longer subject to such audits, reviews, and investigations. In addition, changes in the Medicaid 
and Medicare programs, the reduction of funding levels, or changes in interpretations or 
estimates could have an adverse impact on Saint Francis Care. During 2014, Saint Francis Care 
recorded a net change in estimate of approximately $9,102 increasing operating revenue related 
to changes in previously estimated third-party payor settlements. During 2013, the net change in 
estimate was $2,000 decreasing operating revenue. 

Saint Francis Care has established estimates based on information presently available, of 
amounts due to or from Medicare, Medicaid and third-party payors for adjustments to 
current-and prior-year payment rates, based on industry-wide and Saint Francis Care specific 
data. Such amounts are included in the accompanying consolidated balance sheets. 
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2. Net Patient Service Revenue and Charity Care (continued) 

Patient service revenue, net of contractual allowances and discounts (not including the reduction 
for charity care) and before the provision for bad debts, recognized in the period from major 
payor sources for the year ended September 30, 2014 and 2013, is as follows: 

 September 30 
 2014 2013 
    
Third-party payors $ 765,810 $ 741,622 
Self-pay patients 36,671 36,108 
 $ 802,481 $ 777,730 

 
Deductibles and copayments under third-party payment programs within the self-pay patient’s 
amounts above are the patient’s responsibility, and Saint Francis Care considers these amounts in 
its determination of the provision for bad debts based on collection experience. 

Saint Francis Care accepts all patients regardless of their ability to pay. A patient is classified as 
a charity patient by reference to the established policies of Saint Francis Care. Essentially, these 
policies define charity services as those services for which no payment is anticipated. In 
assessing a patient’s inability to pay, Saint Francis Care utilizes the generally recognized poverty 
income levels for the state of Connecticut, but also includes certain cases where incurred charges 
are significant when compared to incomes. In addition, all self-pay patients receive a 45% 
discount from charges, which are recorded as contractual allowances in net patient service 
revenue for financial reporting purposes. 

The estimated cost of charity care provided was $6,093 and $6,377 for the years ended 
September 30, 2014 and 2013, respectively. The estimated cost of charity care is based on the 
ratio of cost to charges, as determined by hospital-specific data. 

The significant concentrations of accounts receivable for services to patients include 34.0% from 
Medicare, 10.1% from Medicaid, and 42.8% from commercial insurance carriers and managed 
care companies at September 30, 2014 (26.6%, 14.0%, and 35.6%, respectively, at 
September 30, 2013). 
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3. Temporarily and Permanently Restricted Net Assets 

Temporarily restricted net assets are available for the following purposes: 

 September 30 
 2014 2013 
    
Health care services: $ 3,112 $ 3,091 

Research and education 10,753 10,929 
Capital replacement 12,226 12,636 
Other health care services $ 26,091 $ 26,656 

 
Permanently restricted net assets are restricted for the following purposes: 

 September 30 
 2014 2013 
Investments to be held in perpetuity, the income from 

which is expendable to support health care services $ 4,286 $ 4,286 
Restricted funds held in trusts by others, the income from 

which is expendable to support health care services 53,033 51,164 
 $ 57,319 $ 55,450 
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4. Assets Whose Use is Limited 

Assets whose use is limited consist of the following: 

 September 30 
 2014 2013 
Board designated:   

Short-term investments $ 956 $ 388 
Marketable equity securities and mutual funds 32,995 38,923 
United States government securities 11,185 9,064 
Corporate bonds and other fixed income 12,634 2,156 
Equity method investment 2,981 991 
 60,751 51,522 

    
Donor restricted:   

Marketable equity securities 4,286 4,286 
  4,286 4,286 
Held under bond indenture:   

Cash and cash equivalents 594 1,787 
United States government securities 216 1,125 
Short-term investments 147 1,852 
 957 4,764 
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4. Assets Whose Use is Limited (continued) 

 September 30 
 2014 2013 
Held in trusts by others:   

Short-term investments $ 2,086 $ 2,163 
Marketable equity securities 15,866 13,957 
Mutual funds 8,637 10,402 
United States government securities 2,558 1,596 
Corporate bonds and other fixed income 7,054 7,652 
Collective trust fund 14,693 13,760 
Alternative investment 2,139 1,634 
 53,033 51,164 

   
Total assets whose use is limited 119,027 111,736 
Assets whose use is limited for current liabilities  (1,459) (4,883)
 $ 117,568 $ 106,853 

 
5. Donor-Restricted Endowment Funds 

Saint Francis Care endowments include the donor-restricted endowment funds. Perpetual trust 
funds held by others are not included under Accounting Standards Codification (ASC) 958-205. 
Net assets associated with endowment funds are classified and reported based on the existence or 
absence of donor-imposed restrictions. 

Management of Saint Francis Care has interpreted the Uniform Prudent Management of 
Institutional Funds Act (UPMIFA) as requiring the preservation of the fair value of the original 
gift as of the gift date of the donor-restricted endowment funds absent explicit donor stipulations 
to the contrary. As a result of this interpretation, Saint Francis Care classifies as permanently 
restricted net assets (a) the original value of gifts donated to the permanent endowment, (b) the 
original value of subsequent gifts to the permanent endowment, and (c) accumulations to the 
permanent endowment made in accordance with the direction of the applicable donor gift 
instrument at the time of the accumulation is added to the fund. The remaining portion of the 
donor-restricted endowment fund that is not classified in permanently restricted net assets is 
classified as temporarily restricted net assets until those amounts are appropriated for  
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5. Donor-Restricted Endowment Funds (continued) 

expenditure by the organization in a manner consistent with the standard of prudence prescribed 
by UPMIFA. In accordance with UPMIFA, Saint Francis Care considers the following factors in 
making a determination to appropriate or accumulate donor-restricted funds: 

(1) The duration and preservation of the fund 

(2) The purposes of Saint Francis Care and the donor-restricted endowment fund 

(3) General economic conditions 

(4) The possible effect of inflation and deflation 

(5) The expected total return from income and the appreciation of investments 

(6) Other resources of Saint Francis Care 

(7) The investment policies of Saint Francis Care 

Saint Francis Care has adopted investment and spending policies for endowment assets that 
attempt to provide a predictable stream of funding to programs supported by its endowment. 

Changes in endowment funds for the years ended September 30, 2014 and 2013, consisted of the 
following: 

 2014 

 
Temporarily 

Restricted 
Permanently 

Restricted Total 
     
Net assets, beginning of the year $ – $ 4,286 $ 4,286 

Investment income 32 – 32 
Appropriation of endowment assets 

for expenditure (32) – (32)
Net assets, end of year $ – $ 4,286 $ 4,286 
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5. Donor-Restricted Endowment Funds (continued) 

 2013 

 
Temporarily 

Restricted 
Permanently 

Restricted Total 
     
Net assets, beginning of the year $ – $ 4,286 $ 4,286 

Investment income 30 – 30 
Appropriation of endowment assets 

for expenditure (30) – (30)
Net assets, end of year $ – $ 4,286 $ 4,286 

 
From time to time, the fair value of assets associated with individual donor-restricted 
endowments funds may fall below the level that the donor of UPMIFA requires Saint Francis 
Care to retain as a fund of perpetual duration. There were no deficiencies of this nature that are 
reported in unrestricted or permanently restricted net assets as of September 30, 2014 and 2013. 

6. Long-Term Investments and Investment Income 

Long-term investments consist of the following: 

 September 30 
 2014 2013 
    
Money market funds $ 1,033 $ 771 
Marketable equity securities 9,140 7,769 
United States government securities 778 599 
Corporate bonds and other fixed income 2,653 3,587 
Equity method investment 2,552 2,483 
 $ 16,156 $ 15,209 
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6. Long-Term Investments and Investment Income (continued) 

The composition and presentation of net gain on investment activity, which is included in 
operating income in the consolidated statements of operations and changes in net assets, are as 
follows: 

 September 30 
 2014 2013 
    
Realized gain on investments $ 2,243 $ 309 
Unrealized gain on investments 1,382 1,990 
 $ 3,625 $ 2,299 

 
7. Property, Plant, and Equipment 

Property, plant, and equipment consist of the following: 

 September 30 
 2014 2013 
    
Land and land improvements $ 8,208 $ 8,208 
Buildings 506,164 488,747 
Equipment 364,590 310,926 
Construction-in-progress (estimated cost to 

complete of approximately $7,051 as of 2014) 13,587 40,032 
 892,549 847,913 
    
Less accumulated depreciation 416,786 379,697 
Total property, plant, and equipment, net $ 475,763 $ 468,216 
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7. Property, Plant, and Equipment (continued) 

During the years ended September 30, 2014 and 2013, there were $956 and $81,799, 
respectively, of asset retirements related to obsolete and fully depreciated property, plant, and 
equipment. 

Equipment includes gross capitalized leases aggregating approximately $26,640 and $14,014 at 
September 30, 2014 and 2013, respectively. Accumulated amortization on capital lease assets is 
approximately $7,891 and $5,588 at September 30, 2014 and 2013, respectively. 

Construction in progress includes gross capitalized leases aggregating approximately $11,327 at 
September 30, 2013. 

At September 30, 2014 and 2013, construction-in-progress included $4,666 and $24,186, 
respectively, of computer software costs relating to projects which were in development and 
were therefore not yet being depreciated. 

8. Pledges Receivable 

Pledges receivable include the following unconditional promises to give as of September 30: 

September 30 
2014 2013 

  
Due within one year $ 1,304 $ 1,257 
Due within two to five years 7,168 6,588 
Due within greater than five years 3,957 4,991 

12,429 12,836 
  
Allowance for uncollectible pledges (737) (609)
Discount (1,117) (1,489)
Present value of pledges receivable, net $ 10,575 $ 10,738 

 
The allowance recognizes the estimated uncollectible portion of pledges and the discount of 
pledges to net present value based on a range of interest rates of 1% to 4%. 

  

Page 418 of 609



Saint Francis Care, Inc. and Subsidiaries 

Notes to Consolidated Financial Statements (continued) 
(Amounts in Thousands) 

 

  
 24

9. Other Operating Revenues 

Electronic Health Record (EHR) Program 

Certain health care providers can earn incentive payments between 2011 and 2016 from 
Medicare and Medicaid for establishing an EHR system and maintaining its meaningful use. 
Saint Francis Care recognizes income when it is reasonably assured that it is in compliance with 
the program criteria. Saint Francis Care has included $2,424 and $3,767 in other operating 
revenue related to the program for fiscal year 2014 and 2013, respectively. Included in the 
amounts are $710 and $959 received from Medicaid and $1,714 and $2,808 from Medicare for 
the fiscal years 2014 and 2013, respectively. The estimate for the Medicare program is based on 
cost report data, which is subject to audit and the amounts recognized are subject to change. 
Saint Francis Care attestation of compliance with the meaningful use criteria is subject to audit 
by the federal or state government or its designee. 

Other operating revenues consist of the following: 

September 30 
2014 2013 

  
EHR income $ 2,424 $ 3,767 
Rental income 4,597 5,711 
Investment income 5,907 4,962 
Services to other institutions 5,073 4,765 
Unrestricted contributions 3,255 2,451 
Pharmacy income 2,679 2,165 
Equity earnings in group purchasing organization 849 1,410 
Gain on joint ventures 1,202 1,946 
Other income 12,811 12,587 
Total other operating revenues $ 38,797 $ 39,764 

 
  

Page 419 of 609



Saint Francis Care, Inc. and Subsidiaries 

Notes to Consolidated Financial Statements (continued) 
(Amounts in Thousands) 

 

  
 25

10. Professional and General Liability Insurance 

During 2009, Saint Francis Care established the Saint Francis Indemnity Company as a successor 
to Saint Francis Care’s financial interest in Partners Interinsurance Exchange (PIE). On July 1, 
2009, Saint Francis Care’s account in PIE was transferred to the Saint Francis Indemnity 
Company. Saint Francis Care and certain Subsidiaries continue to purchase limits of professional 
and general liability from the Saint Francis Indemnity Company at levels previously purchased 
from PIE. Actuarially determined premiums are paid in order to set aside assets to cover the 
reasonable value of ultimate expected losses. Saint Francis Care’s management, with assistance 
from its consulting actuaries, accrued its best estimate of professional and general liabilities. 

Malpractice claims that fall within the Saint Francis Care’s adopted policy of self-insurance have 
been asserted against Saint Francis Care’s various claimants. The claims are in various stages of 
assessment and resolution. There are also known and unknown incidents that have occurred 
through September 30, 2014, that may result in the assertion of additional claims. Saint Francis 
Care’s management believes that the ultimate settlement of these claims will not have a material 
impact on Saint Francis Care’s consolidated financial position or results of their operations, as 
adequate self-insurance reserves, assets and reinsurance are in place. 

The Saint Francis Indemnity Company entered into a novation agreement with Saint Francis 
Care and PIE to assume the existing liabilities effective July 1, 2009. This transaction did not 
transfer significant insurance underwriting risk to the Saint Francis Indemnity Company, so 
accordingly, this transaction is accounted for using deposit accounting in accordance with 
ASC 340-30, Insurance Contracts that do not Transfer Insurance Risk. Under deposit 
accounting, an insurance deposit liability is initially measured based upon the premium received 
on the insurance contract. At the end of the period, the insurance deposit liability is adjusted to 
the estimated future cash flows for payments of outstanding losses and loss adjustment expenses. 
All risk taken on by adverse development on liabilities transferred as part of the novation 
agreement is guaranteed by the Saint Francis Care. 
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10. Professional and General Liability Insurance (continued) 

Activity in the reserves for losses (discounted at 4%) and loss adjustment expenses for the years 
ended September 30 and is summarized as follows: 

2014 2013 
  
Balance at beginning of year, net $ 26,208 $ 21,873 

Incurred related to: 
Current period 9,063 9,619 
Prior periods (46) (1,190)

Total incurred 9,017 8,429 
Paid related to: 

Current period 52 174 
Prior periods 4,989 3,920 

Total paid 5,041 4,094 
Balance at end of year, net of reinsurance recoverable 30,184 26,208 
Plus reinsurance recoverable on unpaid losses and loss 

adjustment expenses 1,690 1,650 
Gross balance, included in pension and other  

accrued expenses in the consolidated balance sheets,  
at end of year $ 31,874 $ 27,858 

 
As described in Note 1, the estimate of losses and loss adjustment expenses may vary 
significantly from the amounts reported in the Saint Francis Indemnity Company’s financial 
statements and could result in adverse deviation from the recorded reserve amounts. The 2014 
and 2013 prior year loss development was favorable due to better than actuarial expected results 
by $46 and $1,190, respectively. 
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11. Long-Term Debt 

Long-term debt consists of the following: 

September 30 
2014 2013 

State of Connecticut Health and Educational Facilities 
Authority (the Authority) revenue bonds: 

Series D $ – $ 11,340
Series E (interest rate at September 30, 2014 of 6.11%) 38,950 39,745
Series F – 175,000
Series G – 28,240
Series H (interest rate at September 30, 2014 of 3.04%) 49,597 –
Series I (interest rate at September 30, 2014 of 1.36%) 59,518 –
Series J (interest rate at September 30, 2014 of 1.81%) 39,677 –
Series K (interest rate at September 30, 2014 of 1.55%) 34,718 –
Series L (interest rate at September 30, 2014 of 1.69%) 19,920 –
Series M (interest rate at September 30, 2014 of 1.40%) 8,150 –

250,530 254,325
  
Obligations under capital leases, due in quarterly and 

monthly installments, at varying rates of interest from 3% 
to 6.75% 9,706 13,131

260,236 267,456
   
Less: current portion: 

Scheduled maturities 8,760 8,819
$ 251,476 $ 258,637

 
In January 2014, the Hospital and Medical Center entered into a financing arrangement with the 
Authority for the purpose of refunding and refinancing the Series D, F, and G revenue bonds. 
The Authority sold $213,215 of Series H-M Bond Qualified Tax Exempt Bonds, which mature 
serially from 2018 to 2021 through private placement. Principal payments will be made based on 
a redemption schedule as defined in the bond documents. The Series H bonds bear interest at a  
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11. Long-Term Debt (continued) 

fixed rate of 3.04%. The Series I-M bonds bear interest at various rates ranging from 68.00% to 
72.00% of one-month LIBOR plus 1.70% to 2.30%. The refunding and refinancing did not 
impact any of the terms related to the interest rate swap agreements currently in place at the 
Hospital and Medical Center. Included in non-operating gains and losses is $1.7 million of 
extinguishment loss resulting from the refunding and refinancing of the Series D, F, and G 
revenue bonds. The Series D, F, and G revenue bonds were fully redeemed in fiscal 2014. 

During 2004, the Hospital and Medical Center entered into a synthetic refinancing of its then 
existing Series C Fixed Rate Bonds. Through a series of transactions, which involves a total 
return interest rate swap and a cash flow swap, the Hospital and Medical Center converted its old 
fixed rate debt to a lower fixed rate debt with substantial anticipated future savings. In 
March 2008, a financial institution terminated its total return interest rate swap with the Hospital 
and Medical Center, but the cash flow swap remains. 

In May 2008, the Hospital and Medical Center entered into a financing arrangement with the 
Authority under a Master Indenture for the purpose of refinancing the bridge loan. The Authority 
sold $39,745 of Series E revenue bonds through a private placement. The bonds mature serially 
from 2014 to 2027 and bear interest at a fixed rate of 6.11%. The Hospital and Medical Center 
subsequently entered into a synthetic refinancing of these bonds through a total return interest 
rate swap with a financial institution that lowers the fixed rate to 3.85% through July 2018. 

The total return distribution agreements and interest rate swaps between the Hospital and 
Medical Center and the financial institutions are considered derivative instruments and are 
marked to market in accordance with ASC 815. Although the agreements and swaps represent 
economic hedges of the interest rate on the bonds, they do not qualify for hedge accounting 
treatment under ASC 815. The changes in the fair value of the swaps and total return distribution 
agreements are reported in the accompanying consolidated statements of operations and changes 
in net assets as interest rate swap activity along with the net cash receipts on the swaps. 

The Hospital and Medical Center’s swap agreements provide for the interest rates at a level 
viewed as acceptable by the Hospital and Medical Center. Such agreements expose the Hospital 
and Medical Center to credit risk in the event of nonperformance by the counterparties. 
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11. Long-Term Debt (continued) 

At September 30, 2014 and 2013, the swaps in a liability position are reported in pension and 
other accrued liabilities and the swap in an asset position is reported in other assets and are 
summarized as follows: 

Notional Amount Maturity Date 
Fixed  

Payment Rate 

2014  
Fair Value 

(Liability (Asset)) 
  

$ 130,000 July 1, 2047 3.535% $ 29,156 
26,620 July 1, 2023 3.349 2,487 
26,620 July 1, 2023 3.349 2,487 
38,950 July 1, 2018 6.105 (5,689) 

$ 28,441 
  

Notional Amount Maturity Date 
Fixed  

Payment Rate 

2013  
Fair Value 

(Liability (Asset)) 
  

$ 130,000 July 1, 2047 3.535% $ 24,553 
26,620 July 1, 2023 3.349 3,023 
26,620 July 1, 2047 3.349 3,023 
38,950 July 1, 2047 3.850 (2,760) 

$ 27,839 
 
Under the terms of the financing arrangements, the proceeds of the revenue bonds were loaned to 
the Hospital and Medical Center by the Authority. Pursuant to the loan agreements, the Hospital 
and Medical Center is obligated to provide amounts that will be sufficient to enable the 
Authority to pay the principal and interest on the Series E bonds. A significant portion of 
property, building, and equipment have been collateralized under various debt agreements. The 
terms of the various financing arrangements between the Authority, certain financial institutions, 
and the Hospital and Medical Center also provide for financial covenants. As of September 30, 
2014, the Hospital and Medical Center was in compliance with such covenants. 
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11. Long-Term Debt (continued) 

The Hospital and Medical Center has a line of credit with a bank with a total line available of 
$5,000 which expires in March 2015. The rate is LIBOR plus 1.5%. There were no amounts 
outstanding as of September 30, 2014 and 2013. 

Concurrent with the issuance and delivery of the Series C, Series D, Series E, Series F, Series G, 
and Series H bonds, the Hospital and Medical Center and the trustee entered into a master 
indenture and supplemental master indentures, which provide for the establishment and 
maintenance of various funds, a pledge of gross receipts, as defined, restrictions on incurrence of 
certain indebtedness, and financial covenants. The balances of the funds established pursuant to 
the master indenture and supplemental master indentures are included in assets whose use is 
limited. 

Scheduled principal payments of long-term debt, including lease obligations, at September 30, 
2014, are as follows: 

 Debt 
Capital Lease 
Obligations 

    
2015 $ 4,410 $ 4,627 
2016 4,517 3,008 
2017 4,707 2,244 
2018 4,945 281 
2019 3,913 – 
Thereafter 228,038 – 
Less: interest – (454)
 $ 250,530 $ 9,706 

 
Interest payments of $10,448 and $8,883 were made during 2014 and 2013, respectively. 
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12. Retirement Plan and Other Postretirement Benefits 

The Hospital and Medical Center has noncontributory defined benefit pension plans in effect 
covering all employees who meet certain eligibility requirements. Benefits are based on years of 
service and the employee’s compensation and include a cash balance account for each employee. 
For plans subject to ERISA, the Hospital and Medical Center makes contributions in amounts 
sufficient to meet ERISA’s minimum funding requirements. 

Effective March 1, 2006, the Hospital and Medical Center amended its defined benefit pension 
plans to close the plans to new participants on September 30, 2006, and to freeze accruals as of 
October 1, 2006, for participants whose age plus years of service (minimum of ten years) total 
less than 55. As of October 1, 2006, the Hospital and Medical Center established a defined 
contribution plan for all eligible non-grandfathered employees. Pension expense related to the 
defined contribution plan for the years ended September 30, 2014 and 2013, was $12,246 and 
$11,692, respectively. The defined benefit plan became fully frozen effective October 1, 2009. 

The Hospital and Medical Center provides health insurance to retirees and spouses who have met 
certain eligibility and length of service requirements. The Hospital and Medical Center’s policy 
is to fund the cost of those postretirement benefits as incurred. Effective September 30, 2014, a 
plan amendment for the Hospital and Medical Center permanently capped the subsidy for the 
grandfathered participants to the 2014 funding level. 

Included in unrestricted net assets at September 30 are the following amounts that have not yet 
been recognized in net periodic benefit cost: 

 
Pension  
Benefits 

Postretirement  
Benefits 

 2014 2013 2014 2013 

Unrecognized actuarial 
(loss) gain $ (192,089) $ (139,688) $ 2,561 $ 3,602 

 
The actuarial (loss) gain and transition assets included in unrestricted net assets expected to be 
recognized in net periodic benefit cost during the year ending September 30, 2015, is $5,203. 
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12. Retirement Plan and Other Postretirement Benefits (continued) 

The following table sets forth the plan’s funded status and amounts recognized in the 
consolidated balance sheets: 

Pension  
Benefits 

Other Postretirement  
Benefits 

2014 2013 2014 2013 
Change in benefit obligation 
Benefit obligation at beginning of year $ 403,091 $ 458,611 $ 7,224 $ 13,833 

Interest cost 21,148 19,085 363 546 
Benefits paid (18,113) (14,984) (892) (934)
Actuarial losses (gains)  58,217 (59,621) 631 (1,624)
Plan amendments – – – (4,597)

Benefit obligation at end of year 464,343 403,091 7,326 7,224 
  
Change in plan assets 
Fair value of plan assets at beginning of year 263,968 241,281 – – 

Actual return on plan assets 18,723 28,392 – – 
Contributions 8,893 9,279 892 934 
Benefits paid (18,113) (14,984) (892) (934)

Fair value of plan assets at end of year 273,471 263,968 – – 
Funded status of the plan (190,872) (139,123) (7,326) (7,224)
Accrued benefit cost recognized in pension and 

other accrued expenses in the consolidated 
balance sheets $ (190,872) $ (139,123) $ (7,326) $ (7,224)

 
The accumulated benefit obligations for the plans were $471,669 and $410,315 at September 30, 
2014 and 2013, respectively. 

 
Pension  
Benefits 

Other Postretirement  
Benefits 

 2014 2013 2014 2013 
Components of net periodic benefit cost 
Interest cost $ 21,148 $ 19,085 $ 363 $ 546 
Expected return on plan assets (17,194) (16,520) – – 
Net amortization and deferral 4,287 6,280 26 74 
Transition asset – – (436) – 
Benefit cost (credit) $ 8,241 $ 8,845 $ (47) $ 620 
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12. Retirement Plan and Other Postretirement Benefits (continued) 

Assumptions 

The weighted-average assumptions used to determine benefit obligations at September 30 are as 
follows: 

 
Pension  
Benefits 

Other Postretirement  
Benefits 

 2014 2013 2014 2013 
      
Discount rate 4.70% 5.35% 4.70% 5.35% 

 
The weighted-average assumptions used to determine net periodic benefit cost for the years 
ended September 30 are as follows: 

 
Pension  
Benefits 

Other Postretirement  
Benefits 

 2014 2013 2014 2013 
      
Discount rate 5.35% 4.25% 5.35% 4.25% 
Expected long-term rate of 

return on assets 7.00 7.00 N/A N/A 
 
The Hospital and Medical Center’s expected long-term rate of return on assets assumption is 
derived from a study conducted by its actuaries and investment managers. The study includes a 
review of anticipated future long-term performance of individual asset classes and consideration 
of the appropriate asset allocation strategy given the anticipated requirements of the plan to 
determine the average rate of earnings expected on the funds invested to provide for the pension 
plan benefits. While the study gives appropriate consideration to recent fund performance and 
historical returns, the assumption is primarily a long-term, prospective rate. 

As of September 30, 2014, the health care cost trend rate no longer applies due to a plan change. 
Effective as of this date, a plan amendment permanently capped the Hospital and Medical 
Center’s subsidy for the grandfathered participants to the 2014 level. 
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12. Retirement Plan and Other Postretirement Benefits (continued) 

The actuarial loss in 2014 primarily relates to changes in the discount rate and mortality 
improvement scale to measure the benefit obligation, and the actuarial gain in 2013 primarily 
relates to changes in the discount rate used to measure the benefit obligation. 

Plan Assets 

The Hospital and Medical Center’s pension plan asset allocations, by asset category are as 
follows: 

 September 30 
 2014 2013 
Asset category   
Equity securities:   

Domestic 37% 35% 
International 16 17 

Debt securities 40 38 
Commodities 3 3 
Real estate 3 3 
Cash 1 4 
Total 100% 100% 

 
The Hospital and Medical Center maintains target allocation percentages among various asset 
classes based on an investment policy established for the pension plan, which is designed to 
achieve long-term objectives of return, while mitigating against downside risk and considering 
expected cash flows. The current weighted-average target asset allocation is as follows: equity 
securities 40%–80%, debt securities 20%–40%, and real estate 0%–15%. The investment policy 
is reviewed from time to time to ensure consistency with the long-term objective of funding the 
plan to a level sufficient to pay plan benefits as they become due. 

Contributions 

The Hospital and Medical Center expects to contribute $8,923 to its pension plan and $865 to its 
other postretirement benefits plan in 2015. 
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12. Retirement Plan and Other Postretirement Benefits (continued) 

Estimated Future Benefit Payments 

The following benefit payments, which reflect expected future service, are expected to be paid as 
follows: 

 
Pension 
Benefits 

Other 
Postretirement 

Benefits 
Fiscal year:   

2015 $ 19,931 $ 865 
2016 21,709 823 
2017 23,243 780 
2018 24,235 736 
2019 25,561 690 
2020–2024 141,665 2,806 

 
13. Fair Values of Financial Instruments 

Saint Francis Care measures fair value based on the price that would be received to sell an asset 
or paid to transfer a liability in an orderly transaction between market participants at the 
measurement date. Fair value measurements are applied based on the unit of account from Saint 
Francis Care’s perspective. The unit of account determines what is being measured by reference 
to the level at which the asset or liability is aggregated (or disaggregated) for purposes of 
applying other accounting pronouncements. 

Saint Francis Care follows a valuation hierarchy that is based upon the transparency of inputs to 
the valuation of an asset or liability as of the measurement date. The three levels are defined as 
follows: 

Level 1 : Quoted prices (unadjusted) in active markets that are accessible at the measurement 
date for identical assets or liabilities. The fair value hierarchy gives the highest 
priority to Level 1 inputs. 

Level 2 : Observable inputs that are based on inputs not quoted in active markets, but 
corroborated by market data.  
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13. Fair Values of Financial Instruments (continued) 

Level 3 : Unobservable inputs are used when little or no market data are available. The fair 
value hierarchy gives the lowest priority to Level 3 inputs. 

A financial instrument’s categorization within the valuation hierarchy is based upon the lowest 
level of input that is significant to the fair value measurement. In determining fair value, Saint 
Francis Care uses valuation techniques that maximize the use of observable inputs and minimize 
the use of unobservable inputs to the extent possible and considers nonperformance risk in its 
assessment of fair value. 

Financial assets and liabilities carried at fair value as of September 30, 2014, are classified in the 
table below in one of the three categories described above: 

Level 1 Level 2 Level 3 Total 
Assets 
Cash and cash equivalents $ 93,155 $ – $ – $ 93,155 
Short-term investments 42,241 – – 42,241 
  
Other assets 
Interest rate swap agreements – 5,689 – 5,689 
Deferred compensation assets:     

Marketable equity securities 
and mutual funds 3,010 – – 3,010 
 3,010 5,689 – 8,699 

     
Assets whose use is limited 
Board designated: 

Short-term investments 956 – – 956 
Marketable equity securities 

and mutual funds 32,995 – – 32,995 
United States government 

securities 11,185 – – 11,185 
Corporate bonds and other 

fixed income 12,594 40 – 12,634 
57,730 40 – 57,770 
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13. Fair Values of Financial Instruments (continued) 

Level 1 Level 2 Level 3 Total 
Donor restricted 
Short-term investments $ 31 $ – $ – $ 31 
Mutual funds:    

Emerging markets 357 – – 357 
Equities 2,713 – – 2,713 
Fixed income 175 – – 175 
Real estate 273 – – 273 
Commodities 317 – – 317 
International 420 – – 420 

4,286 – – 4,286 
  
Held under bond indenture 
Cash and cash equivalents 594 – – 594 
United States government 

securities 216 – – 216 
Short-term investments 457 – – 457 
 957 – – 957 
  
Held in trust by others 
Short-term investments – 2,086 – 2,086 
Marketable equity securities – 15,866 – 15,866 
Mutual funds – 8,637 – 8,637 
United States government 

securities – 2,558 – 2,558 
Corporate bonds and other fixed 

income – 7,054 – 7,054 
Collective trust fund – 14,693 – 14,693 
Alternative investment – 2,139 – 2,139 
  – 53,033 – 53,033 
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13. Fair Values of Financial Instruments (continued) 

Level 1 Level 2 Level 3 Total 
Long-term investments     
Money market funds $ 1,033 $ – $ – $ 1,033 
Mutual funds: 

Emerging markets  4,929 – – 4,929 
Equities 4,211 – – 4,211 

United States government 
securities 778 – – 778 

Corporate bonds and other 
fixed income 2,611 42 – 2,653 

  13,562 42 – 13,604 
      
Liabilities 
Interest rate swap agreements – 34,130 – 34,130 
  
Pension assets 
Cash and short-term 

investments  2,233 – – 2,233 
Fixed income 76,294 1,214  77,508 
Mutual funds:  

Other assets 94,310 – – 94,310 
Equities 99,420 – – 99,420 

272,257 1,214 – 273,471 
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13. Fair Values of Financial Instruments (continued) 

Financial assets and liabilities carried at fair value as of September 30, 2013, are classified in the 
table below in one of the three categories described above: 

Level 1 Level 2 Level 3 Total 
Assets 
Cash and cash equivalents $ 97,524 $ – $ – $ 97,524 
Short-term investments 50,685 – – 50,685 
  
Other assets 
Interest rate swap agreements – 2,760 – 2,760 
Deferred compensation assets:     
Marketable equity securities 

and mutual funds 2,242 – – 2,242 
 2,242 2,760 – 5,002 
      
Assets whose use is limited 
Board designated: 

Short-term investments 388 – – 388 
Marketable equity securities 

and mutual funds 38,923 – – 38,923 
United States government 

securities 9,064 – – 9,064 
Corporate bonds and other 

fixed income 2,131 25 – 2,156 
50,506 25 – 50,531 
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13. Fair Values of Financial Instruments (continued) 

Level 1 Level 2 Level 3 Total 
Donor restricted 
Short-term investments $ 31 $ – $ – $ 31 

Mutual funds: 
Emerging markets 357 – – 357 
Equities 2,713 – – 2,713 
Fixed income  175 – – 175 
Real estate 273 – – 273 
Commodities 317 – – 317 
International 420 – – 420 

 4,286 – – 4,286 
      
Held under bond indenture     
Cash and cash equivalents 1,787 – – 1,787 
United States government 

securities 1,125 – – 1,726 
Short-term investments 1,852 – – 1,852 
 4,764 – – 4,764 
      
Held in trust by others     
Short-term investments – 2,163 – 2,163 
Marketable equity securities – 13,957 – 13,957 
Mutual funds – 10,402 – 10,402 
United States government 

securities – 1,596 – 1,596 
Corporate bonds and other 

fixed income – 7,652 – 7,652 
Collective trust fund – 13,760 – 13,760 
Alternative investment – 1,634 – 1,634 
 – 51,164 – 51,164 
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13. Fair Values of Financial Instruments (continued) 

Level 1 Level 2 Level 3 Total
Long-term investments     
Money market funds $ 711 $ – $ – $ 711 
Mutual funds: 

Emerging markets  2,508 – – 2,508 
Equities 5,261 – – 5,261 

United States government 
securities 599 – – 599 

Corporate bonds and other 
fixed income 3,536 51 – 3,587 

  12,615 51 – 12,666 
      
Liabilities 
Interest rate swap agreements – 30,599 – 30,599 
     
Pension assets 
Cash and short-term 

investments  15,879 – – 15,879 
Fixed income 72,254 – – 72,254 
Mutual funds:    

Other assets 91,231 – – 91,231 
Equities 84,604 – – 84,604 

263,968 – – 263,968 
 
The fair value of the Hospital and Medical Center long-term debt as determined by the Hospital 
and Medical Center using a discounted cash flow analysis was $254,580 and $257,256 at 
September 30, 2014 and 2013, respectively, and is classified as Level 2. 

The amounts reported in the previous tables exclude investments reported under the equity 
method of accounting in the amounts of $5,533 and $3,474 at September 30, 2014 and 2013, 
respectively. 
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14. Related-Party Transactions 

On July 12, 2012, Johnson Memorial Medical Center entered into an affiliation agreement with 
Saint Francis Care, designed to establish a long-term stable relationship between the two 
systems. Included in the affiliation agreement, Saint Francis Care obtained a minority voting 
interest on the Board of Directors of Johnson Memorial Medical Center. Saint Francis Care 
provides certain management and other services to Johnson Memorial Medical Center for which 
Saint Francis Care is reimbursed. Saint Francis Care was reimbursed $3,356 and $1,756 for the 
years ended September 30, 2014 and 2013, respectively. Related accounts receivable were, $844 
and $1,515 for the years ended September 30, 2014 and 2013, respectively. 

The Hospital and Medical Center has entered into a letter of credit arrangement with Johnson 
Memorial Medical Center for $1,250 that expires on July 27, 2015. As of September 30, 2014, 
Johnson Memorial Medical Center has not drawn any amounts. 

15. Commitments and Contingencies 

The Hospital and Medical Center has guaranteed the payment of a loan made by the City of 
Hartford to Mount Sinai Hospital Foundation, Inc. This loan matures on August 1, 2016. The 
balance of this loan at September 30, 2014 and 2013, were $386 and $578, respectively. 

Saint Francis Care is a party to various lawsuits incidental to its business. Management believes 
that the lawsuits will not have a material adverse effect on its consolidated financial position and 
results of operations. 
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Saint Francis Care, Inc. and Subsidiaries 

Notes to Consolidated Financial Statements (continued) 
(Amounts in Thousands) 
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16. Changes in Components of Working Capital Other Than Cash and Cash Equivalents 

Year Ended September 30
2014 2013 

Changes in current assets: 
Assets whose use is limited for current liabilities $ 3,424 $ 193 
Pledges receivable 163 1,836 
Accounts receivable – patients, net (38,549) (25,269)
Accounts receivable – other 389 (828)
Inventories of supplies (1,646) (47)
Prepaid expenses and deposits (949) 1,125 
Due from affiliated entities 466 (1,461)

(36,701) (24,451)
  
Changes in current liabilities: 

Accounts payable 87 359 
Accrued payroll and other related expenses 3,504 1,992 
Accrued expenses and interest payable 905 (1,007)
Due to third-party reimbursement agencies 1,759 11,027 

6,255 12,371 
Changes in working capital other than cash and 

cash equivalents $ (30,447) $ (12,080)
 
17. Functional Expenses 

Functional expenses are as follows: 

Year Ended September 30
2014 2013 

  
Health care services $ 723,113 $ 702,240 
General, administrative, and teaching 68,494 71,662 
Fundraising 2,092 2,007 

$ 793,699 $ 775,909 
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18. Subsequent Events 

Saint Francis Care evaluated subsequent events through January 6, 2015, which is the date the 
consolidated financial statements were issued. Saint Francis Care evaluates the impact of 
subsequent events, which are events that occur after the balance sheet date but before the 
consolidated financial statements are issued, for potential recognition in the consolidated 
financial statements as of the balance sheet date for the year ended September 30, 2014. 

On December 17, 2014, Saint Francis Care and Trinity Health Corporation (Trinity Health), a 
multi-institutional Catholic healthcare system serving people and communities in many states, 
signed a definitive agreement for Trinity Health to become the sole corporate member of Saint 
Francis Care. Saint Francis Care will become part of Trinity Health and, together with the Sisters 
of Providence Health System, the organizations will establish a new Trinity Health Regional 
Health Ministry. Saint Francis Care will continue to serve as the parent and sole corporate 
member of Saint Francis Hospital and Medical Center, Inc., Mount Sinai Rehabilitation Hospital, 
Inc., and other entities that are presently subsidiaries of Saint Francis Care. This agreement is 
contingent upon regulatory review by appropriate state and federal agencies as well as approvals 
required under Canon Law. During this review period, both organizations will continue to 
operate independently. 
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Saint Francis
Saint Saint Francis Mount Sinai Hospital and Saint Francis Saint Francis Asylum Hill Total Prior Consolidated

Francis Hospital and Rehabilitation Medical Center Care Medical Medical Group Family Medicine to Intercompany Saint Francis
Care, Inc. Medical Center Hospital, Inc. Foundation, Inc. Group, P.C. and Subsidiary Center, Inc. Elimination Elimination Care, Inc.

Assets    
Current assets:    

Cash and cash equivalents    –$                   84,700$               3,857$                –$                         197$                   3,116$                   1,285$                    93,155$              –$                    93,155$              
Short-term investments    –                     33,920                 8,270                 51                         –                      –                          –                          42,241                –                     42,241               
Assets whose use is limited for current liabilities    –                     1,459                   –                       –                          –                      –                          –                          1,459                  –                     1,459                 
Current portion of pledges receivable    –                     –                         –                       1,304                    –                      –                          –                          1,304                  –                     1,304                 
Accounts receivable – patients, less allowance for doubtful accounts    –                     72,591                 3,797                 –                          592                    7,585                    339                        84,904                –                     84,904               
Accounts receivable – other    –                     3,686                   –                       –                          –                      69                         488                        4,243                  –                     4,243                 
Inventories of supplies    –                     8,855                   –                       –                          –                      –                          –                          8,855                  –                     8,855                 
Prepaid expenses and deposits    –                     6,724                   7                        –                          –                      43                         4                            6,778                  –                     6,778                 
Due from affiliated entities    1,000               14,831                 1,208                 –                          415                    (15,000)                 (945)                      1,509                  (163)                 1,346                 

Total current assets    1,000               226,766                17,139               1,355                    1,204                 (4,187)                   1,171                     244,448              (163)                 244,285             
    
Assets whose use is limited:    

Board – designated    –                     60,751                 –                       –                          –                      –                          –                          60,751                –                     60,751               
Donor restricted    –                     4,286                   –                       –                          –                      –                          –                          4,286                  –                     4,286                 
Held under bond indenture    –                     957                      –                       –                          –                      –                          –                          957                    –                     957                    
Held in trusts by others    –                     53,033                 –                       –                          –                      –                          –                          53,033                –                     53,033               
Interest in SFHMC Foundation, Inc.    –                     10,789                 –                       –                          –                      –                          –                          10,789                (10,789)            –                       

    –                     129,816               –                       –                          –                      –                          –                          129,816              (10,789)            119,027             
Assets whose use is limited for current liabilities    –                     (1,459)                  –                       –                          –                      –                          –                          (1,459)                –                     (1,459)                
    –                     128,357               –                       –                          –                      –                          –                          128,357              (10,789)            117,568             
    
Long-term investments    14,847             15,998                 158                    –                          –                      –                          –                          31,003                (14,847)            16,156               
    
Property, plant, and equipment, net    –                     469,060               5,439                 11                         44                      1,106                    103                        475,763              –                     475,763             
    
Other assets:    

Bond issuance costs, less amortization    –                     1,346                   –                       –                          –                      –                          –                          1,346                  –                     1,346                 
Pledges receivable, less current portion    –                     –                         –                       9,271                    –                      –                          –                          9,271                  –                     9,271                 
Other    –                     11,116                 2                        –                          –                      1,252                    –                          12,370                –                     12,370               

Total assets    15,847$           852,643$              22,738$              10,637$                 1,248$                (1,829)$                  1,274$                    902,558$            (25,799)$           876,759$            

Saint Francis Care, Inc. and Subsidiaries

Consolidating Balance Sheet

September 30, 2014

(In Thousands)
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Saint Francis
Saint Saint Francis Mount Sinai Hospital and Saint Francis Saint Francis Asylum Hill Total Prior Consolidated

Francis Hospital and Rehabilitation Medical Center Care Medical Medical Group Family Medicine to Intercompany Saint Francis
Care, Inc. Medical Center Hospital, Inc. Foundation, Inc. Group, P.C. and Subsidiary Center, Inc. Elimination Elimination Care, Inc.

Liabilities and net assets    
Current liabilities:    

Accounts payable    –$                   34,587$               69$                     140$                      17$                     1,109$                   1,451$                    37,373$              (163)$                37,210$              
Accrued payroll and other related expenses    –                     35,966                 1,700                 –                          463                    11,445                  149                        49,723                –                     49,723               
Accrued expenses and interest payable    –                     7,378                   –                       18                         43                      16                         –                          7,455                  –                     7,455                 
Due to third-party reimbursement agencies    –                     14,939                 841                    –                          –                      –                          –                          15,780                –                     15,780               
Current portion of long-term debt    –                     8,760                   –                       –                          –                      –                          –                          8,760                  –                     8,760                 

Total current liabilities    –                     101,630                2,610                 158                       523                    12,570                  1,600                     119,091              (163)                 118,928             
    
Pension and other accrued expenses    –                     284,381                –                       –                          –                      1,253                    –                          285,634              –                     285,634             
    
Long-term debt, less portion classified as a    

current liability    –                     251,476                –                       –                          –                      –                          –                          251,476              –                     251,476             
Total liabilities    –                     637,487                2,610                 158                       523                    13,823                  1,600                     656,201              (163)                 656,038             
    
Net assets:    

Unrestricted    15,847             133,482                18,392               (310)                      725                    (15,652)                 (326)                      152,158              (14,847)            137,311             
Temporarily restricted    –                     24,355                 1,736                 10,576                  –                      –                          –                          36,667                (10,576)            26,091               
Permanently restricted    –                     57,319                 –                       213                       –                      –                          –                          57,532                (213)                 57,319               

    15,847             215,156                20,128               10,479                  725                    (15,652)                 (326)                      246,357              (25,636)            220,721             
Total liabilities and net assets    15,847$           852,643$              22,738$              10,637$                 1,248$                (1,829)$                  1,274$                    902,558$            (25,799)$           876,759$            

(In Thousands)

Saint Francis Care, Inc. and Subsidiaries

Consolidating Balance Sheet (continued)
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Saint Francis
Saint Saint Francis Mount Sinai Hospital and Saint Francis Saint Francis Asylum Hill Total Prior Consolidated

Francis Hospital and Rehabilitation Medical Center Care Medical Medical Group Family Medicine to Intercompany Saint Francis
Care, Inc. Medical Center Hospital, Inc. Foundation, Inc. Group, P.C. and Subsidiary Center, Inc. Elimination Elimination Care, Inc.

Net patient service revenue    –$                   687,135$              39,026$               –$                          4,692$                 48,775$                  3,699$                    783,327$            –$                     783,327$             
Less: provision for bad debts    –                     (22,553)                 (629)                     –                            (237)                    (2,919)                     (208)                       (26,546)              –                       (26,546)                
Net patient service revenue less provision for bad debts    –                     664,582                38,397                 –                            4,455                   45,856                    3,491                      756,781              –                       756,781               
Other operating revenues    350                  34,500                  114                      1,251                      842                      42,211                    968                         80,236                (41,439)              38,797                 
Net assets released from restrictions    

for operations    –                     3,927                    326                      5,391                      –                        –                            –                           9,644                  –                       9,644                   
    350                  703,009                38,837                 6,642                      5,297                   88,067                    4,459                      846,661              (41,439)              805,222               
    
Operating expenses:    

Salaries    –                     265,515                11,794                 1,191                      3,737                   78,212                    3,150                      363,599              –                       363,599               
Supplies and other    –                     369,639                16,347                 898                         1,267                   32,391                    1,490                      422,032              (41,439)              380,593               
Interest    –                     11,620                  –                         –                            –                        –                            –                           11,620                –                       11,620                 
Depreciation and amortization    –                     36,822                  713                      3                             64                        226                         59                           37,887                –                       37,887                 

    –                     683,596                28,854                 2,092                      5,068                   110,829                  4,699                      835,138              (41,439)              793,699               
    350                  19,413                  9,983                   4,550                      229                      (22,762)                   (240)                       11,523                –                       11,523                 
    
Net gain on investment activity    –                     3,623                    –                         2                             –                        –                            –                           3,625                  –                       3,625                   
Operating income (loss)    350                  23,036                  9,983                   4,552                      229                      (22,762)                   (240)                       15,148                –                       15,148                 
    
Non-operating gains and losses:    

Loss on refunding and refinancing of debt    –                     (1,719)                   –                         –                            –                        –                            –                           (1,719)                –                       (1,719)                  
Interest cost on interest rate swaps    –                     (102)                      –                         –                            –                        –                            –                           (102)                   –                       (102)                     
Change in fair value of interest rate swaps    –                     (603)                      –                         –                            –                        –                            –                           (603)                   –                       (603)                     

    –                     (2,424)                   –                         –                            –                        –                            –                           (2,424)                –                       (2,424)                  
Excess (deficiency) of revenues and gains and losses over expenses    350                  20,612                  9,983                   4,552                      229                      (22,762)                   (240)                       12,724                –                       12,724                 

Saint Francis Care, Inc. and Subsidiaries

Consolidating Statement of Operations and Changes in Net Assets

Year Ended September 30, 2014

(In Thousands)
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Saint Francis
Saint Saint Francis Mount Sinai Hospital and Saint Francis Saint Francis Asylum Hill Total Prior Consolidated

Francis Hospital and Rehabilitation Medical Center Care Medical Medical Group Family Medicine to Intercompany Saint Francis
Care, Inc. Medical Center Hospital, Inc. Foundation, Inc. Group, P.C. and Subsidiary Center, Inc. Elimination Elimination Care, Inc.

Unrestricted net assets:    
Excess of revenues and gains and    

losses over expenses (continued)    350$                20,612$                9,983$                 4,552$                    229$                    (22,762)$                 (240)$                     12,724$              $                       12,724$               
Net asset transfer    –                     532                       (10,000)                (4,547)                     –                        10,000                    –                           (4,015)                –                       (4,015)                  
Net assets released from restrictions used for    

property, plant, and equipment    –                     3,313                    –                         –                            –                        –                            –                           3,313                  –                       3,313                   
Change in pension funding and    

postretirement obligations    –                     (53,442)                 –                         –                            –                        –                            –                           (53,442)              –                       (53,442)                
Change in minority interest in subsidiary    –                     264                       –                         –                            –                        –                            –                           264                     –                       264                      
(Decrease) increase in unrestricted net assets    350                  (28,721)                 (17)                       5                             229                      (12,762)                   (240)                       (41,156)              –                       (41,156)                

    
Temporarily restricted net assets:    

Income from investments    –                     109                       –                         –                            –                        –                            –                           109                     –                       109                      
Gifts, contributions, and donations    –                     3,068                    295                      5,228                      –                        –                            –                           8,591                  –                       8,591                   
Net unrealized gain on investments    –                     44                         –                         –                            –                        –                            –                           44                       –                       44                        
Net assets released from restrictions for operations    –                     (3,927)                   (326)                     (5,391)                     –                        –                            –                           (9,644)                –                       (9,644)                  
Net assets released from restrictions used for    

property, plant, and equipment    –                     (3,680)                   –                         –                            –                        –                            –                           (3,680)                –                       (3,680)                  
Net asset transfer    –                     3,290                    725                      –                            –                        –                            –                           4,015                  –                       4,015                   
Increase in interest SFHMC Foundation , Inc.    –                     (163)                      –                         –                            –                        –                            –                           (163)                   163                    –                         

(Decrease) increase in temporarily restricted net assets    –                     (1,259)                   694                      (163)                        –                        –                            –                           (728)                   163                    (565)                     
    
Permanently restricted net assets:    

Increase in assets held in trusts by others    –                     1,869                    –                         –                            –                        –                            –                           1,869                  –                       1,869                   
Increase in permanently restricted net assets    –                     1,869                    –                         –                            –                        –                            –                           1,869                  –                       1,869                   
(Decrease) increase in net assets    350                  (28,111)                 677                      (158)                        229                      (12,762)                   (240)                       (40,015)              163                    (39,852)                
Net assets at beginning of year    15,497             243,267                19,451                 10,637                    496                      (2,890)                     (86)                         286,372              (25,799)              260,573               
Net assets at end of year    15,847$           215,156$              20,128$              10,479$                 725$                   (15,652)$                (326)$                     246,357$            (25,636)$           220,721$            

Saint Francis Care, Inc. and Subsidiaries

Consolidating Statement of Operations and Changes in Net Assets (continued)
(In Thousands)
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el itte 

INDEPENDENT AUDITORS' REPORT 

To the Board of Directors of 
CHE Trinity Inc. 
Livonia, Michigan 

Deloitte & Touche LLP 
200 Renaissance Center 
Suite 3900 
Detroit, Ml 48243-1300 
USA 

Tel: + 1 313 396 3000 
Fax: +1 313 396 3618 
www.deloitte.com 

We have audited the accompanying consolidated financial statements ofCHE Trinity Inc. and its 
subsidiaries (the "Corporation"), which comprise the consolidated balance sheet as of June 30, 2014, and the 
related consolidated statement of operations and changes in net assets and cash flows for the year then ended, 
and the related notes to the consolidated fmancial statements. 

Management's Responsibility for the Consolidated Financial Statements 

Management is responsible for the preparation and fair presentation of these consolidated financial 
statements in accordaqce with accounting principles generally accepted in the United States of America; this 
includes the design, implementation, and maintenance of internal control relevant to the preparation and fair 
presentation of consolidated financial statements that are free from material misstatement, whether due to 
fraud or error. 

Auditors' Responsibility 

Our responsibility is to express an opinion on these consolidated financial statements based on our audit We 
did not audit the consolidated financial statements ofBaycare Health System, the Corporation's investment 
in which is accounted for by the use of the equity method. The accompanying consolidated financial 
statements of the Corporation include its investment in the net assets ofBaycare Health System of 
$1,770,927 as of June 30, 2014, respectively, and its equity method income from Baycare Health System of 
$288,196 for the year then ended. The consolidated financial statements ofBaycare Health System for the 
year ended December 31, 2013, were audited by other auditors whose report has been furnished to us, and 
our opinion, insofar as it relates to the amounts included for Baycare Health System, is based on the report of 
the other auditors and the procedures that we considered necessary in the circumstances with respect to the 
inclusion of the Corporation's equity investment and equity method income in the accompanying 
consolidated financial statements taking into consideration the differences in fiscal years. 

We conducted our audits in accordance with auditing standards generally accepted in the United States of 
America. Those standards require that we plan and perform the audit to obtain reasonable assurance about 
whether the consolidated financial statements are free from material misstatement 

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the 
consolidated financial statements. The procedures selected depend on the auditor's judgment, including the 
assessment ofthe risks of material misstatement ofthe consolidated financial statements, whether due to 
fraud or error. In making those risk assessments, the auditor considers internal control relevant to the 
Corporation's preparation and fair presentation of the consolidated financial statements in order to design 
audit procedures that are appropriate in the circumstances, but not for the purpose of expressing an opinion 
on the effectiveness ofthe Corporation's internal controL Accordingly, we express no such opinion. An audit 
also includes evaluating the appropriateness of accounting policies used and the reasonableness of significant 

Member of 
Deloitte Touche Tohmatsu Limited Page 449 of 609



accounting estimates made by management, as well as evaluating the overall presentation of the consolidated 
financial statements. We believe that the audit evidence we have obtained is sufficient and appropriate to 
provide a basis for our audit1opinion. 

Opinion 

In our opinion, based on our audits and the report of the other auditors, the consolidated financial statements 
referred to above present fairly, in all material respects, the financial position of CHE Trinity Inc. and its 
subsidiaries as of June 30, 2014, and the results of their operations and their cash flows for the year then 
ended in accordance with accounting principles generally accepted in the United States of America. 

October 3, 2014 

2 
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CHE TRINITY INC. 

CONSOLIDATED BALANCE SHEET 
JUNE 30, 2014 
(In thousands) 

ASSEfS 

CURRENT ASSETS: 

Cash and cash equivalents 

Investments 

Security lending collateral 

Assets limited or restricted as to use- cun·ent portion 

Patient accounts receivable, net of allowance for doubtful accounts 

of$545.3 million 

Estimated receivables JJ-om third-party payors 

Other receivables 

Inventories 

Assets held for sale 

Prepaid expenses and other current assets 

Total CUITent assets 

ASSETS LIMITED OR RESTRICTED AS TO USE- Noncurrent portion: 

Held by trustees under bond indenture agreements 

Self-insurance, benefit plans and other 

By Board 

By donors 

Total assets limited or restricted as to use- noncmTent portion 

PROPERTY AND EQUIPMENT- Net 

INVESTMENTS 1N UNCONSOLIDATED AFFillA TES 

GOODWILL 

OTHER ASSETS 

TOTAL ASSETS 

3 

$ 901,282 

3,231,318 

187,882 

274,202 

1,475,579 

155,527 

269,110 

206,226 

207,989 

140,359 

7,049,474 

53,652 

672,537 

2,891,790 

308,572 

3,926,551 

6,592,913 

2,257,555 

153,773 

452,923 

$ 20,433,189 
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LIABILITIES AND NEf ASSETS 

CURRENT LIABILITIES: 

Commercial paper 

Short-term bonuwings 

Cmrent pmtion oflong-te1mdebt 

Accounts payable 

Accmed expenses 

Salaries, wages and related liabilities 

Cu1rent pmtion of self-insurance reserves 

Payable under security lending agreements 

Liabilities held for sale 

Estimated payables to third-pmty payors 

Total current liabilities 

LONG-TERM DEBT- Net of current pmtion 

SELF-INSURANCE RESERVES- Net of current portion 

ACCRUED PENSION AND RETIREE HEALTH COSTS 

OTHER LONG-TERM LIABILITIES 

Total liabilities 

NET ASSEfS: 

Unrestricted net assets 

Noncontrolling ownership interest in subsidiades 

Total unrestricted net assets 

Temporarily restricted net assets 

Permanently restricted net assets 

Total net assets 

TOTAL LIABILITIES AND NET ASSEfS 

$ 

$ 

The accompanying notes are an integral part of the consolidated fmancial statements. 

4 

239,961 

1,123,620 

96,038 

685,748 

275,960 

656,467 

197,040 

187,882 

257,991 

323,546 

4,044,253 

3,619,237 

920,799 

727,873 

577,565 

9,889,727 

10,125,003 

38,090 

10,163,093 

293,306 

87,063 

10,543,462 

20,433,189 
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CHE TRINITY INC. 

CONSOLIDATED STATEMENT OF OPERATIONS AND 
CHANGES IN NET ASSETS 
YEAR ENDED JUNE 30, 2014 
(In thousands) 

UNRESTRICTED REVENpE: 

Patient service revenue, net of contractual and other allowances 

Provision for bad debts 

Net patient service revenue less provision for bad debts 

Capitation and premium revenue 

Net assets released from restrictions 

Other revenue 
Total unrestricted revenue 

EXPENSES: 

Salaries and wages 

Employee benefits 

Contract labor 
Total labor expenses 

Supplies 

Purchased services 

Depreciation and amortization 

Occupancy 

Medical claims 

futerest 

Other 
Total expenses 

OPERATING INCOME BEFORE OTHER ITEMS 

Pension curtailment gain 
Pension settlement loss 
Asset impairment charges 
Restructuring costs 
Consolidation costs 
Litigation accrual 

OPERATING INCOME 

NONOPERATING ITEMS: 
Investment income 

Equity in earnings ofunconsolidated affiliates 

Change in market value and cash payments of interest rate swaps 

Other, including income taxes 

Total nonoperating items 

EXCESS OF REVENUE OVER EXPENSES 

EXCESS OF REVENUE OVER EXPENSES ATTRIBUTABLE TO 
NON CONTROLLING INTEREST 

EXCESS OF REVENUE OVER EXPENSES, net ofnoncontrolling interest 

5 

$ 12,395,306 
(620,011) 

11,775,295 

689,053 

28,366 

1,093,765 
13,586,479 

5,870,246 

1,202,093 

102,504 
7,174,843 

2,153,313 

1,494,036 

707,707 

581,579 

284,449 

159,228 

649,186 
13 204 341 

382,138 

149,734 
(195,987) 

(91,279) 
(45,720) 
(42,856) 
(36,448) 

119,582 

609,010 

265,815 

(25,514) 

(17,488) 

831,823 

951,405 

(14,135) 

$ 937,270 
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Controlling Non controlling 
Interest Interest Total 

UNRESTRICTED NET ASSETS: 

Excess of revenue over expenses $ 937,270 $ 14,135 $ 951,405 

Net assets released fiumrestrictions for capital acquisitions 25,739 25,739 

Net change in retirement plan related items -consolidated 
organizations 28,402 28,402 

Net change in retirement plan related items -unconsolidated 
organizations 44,219 44,219 

Other 13,934 (7,079) 6,855 

Increase in unrestricted net assets before discontinued 
operations 1,049,50 7,056 1,056,620 

Discontinued operations 

Loss fi·om operations (39,199) (39,199) 

Losses on substitutions ofmembership interests (85,883) (85,883) 

Increase in unrestricted net assets 924,482 7,056 931,538 

TEMPORARIL YRESTRICTED NET ASSETS: 

Contributions 68,354 68,354 

Net investment gain 15,757 15,757 

Net assets released from restrictions (54,105) (54,105) 

Other (6,354) (6,354) 

Increase in temporarily restricted net assets 23,652 23,652 

PERMANENTLY RESTRICTED NET ASSETS: 

Contributions for endowment funds 3,621 3,621 

Net investment gain 2,858 2,858 

Other (12,094) (12,094) 

Increase in permanently restricted net assets (5,615) (5,615) 

INCREASEINNET ASSETS 942,519 7,056 949,575 

NET ASSETS- July 1, 2013 9,562,853 31,034 9,593,887 

NET ASSETS- June 30,2014 $ 10,505,372 $ 38,090 $ 10,543,462 

The accompanying notes are an integral part of the consolidated fmancial statements. 

6 
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CHE TRINITY INC. 

CONSOLIDATED STATEMENT OF CASH FLOWS 
YEAR ENDED JUNE 30, 2014 

(In thousands) 

OPERATING ACTMTIES: 

Increase in net assets 

Adjustments to reconcile change in net assets to net cash provided 

by operating activities: 

Depreciation and amortization 

Provision for bad debts 

Asset impairment charges 

Asset impaitment charge and other non-cash items- discontinued operations 

Restructuring costs 

Litigation accrual 

Losses on substitutions of membership interests 

Equity in earnings ofunconsolidated affiliates 

Deferred retirement items - consolidated organizations 

Defe!Ted retit'ement items -unconsolidated organizations 

Change in net unrealized and realized gains on investments 

Change in market values of interest rate swaps 

Restricted contributions and investment income received 

Other adjustments 

Changes in: 

Patient accounts receivable 

Other assets 

Accounts payable and accrued expenses 

Estimated receivables from thit'd-patty payors 

Estimated payables to third-patty payors 

Self-insurance reserves 

Accrued pension and retit·ee health costs 

Other liabilities 

Net cash provided by operating activities of discontinued operations 

Total adjustments 

Net cash provided by operating activities 

7 

$ 949,575 

707,707 

620,011 

91,279 

37,022 

30,892 

36,448 

85,883 

(320,639) 

(28,402) 

(44,219) 

(571,787) 

13,359 

(26,510) 

11,657 

(691,299) 

(59,010) 

(30,734) 

13,258 

(69,534) 

73,341 

(28,990) 

(600) 

(24,155) 

(175,022) 

774,553 
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INVESTING ACI'MTIES: 

Purchases ofinvestments 

Proceeds from sales of investments 

Purchases of property and equipment 

Proceeds from disposal of property and equipment 

Acquisitions 

Dividends received from unconsolidated affiliates 

Increase in assets limited as to use and other changes 

Net cash used in investing activities of discontinued operations 

Net cash used in investing activities 

FINANCING ACI'MTIES: 

Proceeds from issua):lce of debt 

Repayments of debt 

Net decrease in commercial paper 

Increase in fmancing costs and other 

Proceeds from restricted contributions and restricted investment income 

Net cash used in investing activities of discontinued operations 

Net cash provided by fmancing activities 

NET DECREASE IN CASH AND CASH EQUNALENTS 

CASH AND CASHEQUNALENTS- Beginning ofyear 

CASH AND CASH EQUN A LENTS -End of year 

SUPPLEMENTALDISCLOSURES OF CASHFWW INFORMATION: 

Cash paid for interest (net of amounts capitalized) 

New capital lease obligations for buildings and equipment 

Accruals for purchases of property and equipment 

and other long-term assets 

Unsettled investment trades, purchases 

Unsettled investment trades, sales 

Decrease in security lending collateral 

Decrease in payable under security lending agreements 

The accompanying notes are an integral part ofthe consolidated fmancial statements. 
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(3,107,406) 

3,056,208 

(1,013,473) 

14,047 

(3,768) 

39,551 

(18,290) 

(12,961) 

(1,046,092) 

664,194 

(379,241) 

(128,961) 

(3,655) 

26,510 

(4,395) 

174,452 

(97,087) 

998,369 

$ 901,282 

$ 155,268 

4,388 

92,001 

120,562 

135,756 

34,299 

(34,299) 
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CHE TRINITY INC. 

NOTES TO CONSOLIDATED FINANCIAL STATEMENTS 
YEAR ENDED JUNE 30, 2014 

1. ORGANIZATION AND MISSION 

Effective May 1, 2013, CHE Trinity Inc. (the "Corporation") became the sole member of Catholic 
Health East, a Pennsylvania nonprofit corporation ("CHE"), and Trinity Health Corporation, an Indiana 
nonprofit corporation ("Trinity Health") creating a unified Catholic national health system that enhances 
the mission of service to people and communities across the United States. This transaction was 
accounted for as a merger and thus the Corporation's balance sheet was recorded at its historical basis 
under the carryover method. Transition and integration are ongoing with the Corporation incurring $42.9 
million of expenses for the year ended June 30, 2014, as a result of the transaction, which are included in 
consolidation costs in the statement of operations and changes in net assets. 

The Corporation has adopted a fiscal year end of June 30. Effective July 1, 2013, CHE changed its fiscal 
year end from December 31 to June 30 in order to align CHE' s year end with the Corporation. These 
statements reflect the adoption of a June 30 fiscal year end. 

The Corporation is sponsored by Catholic Health Ministries, a Public Juridic Person of the Holy Roman 
Catholic Church. The Corporation operates a comprehensive integrated network of health services 
including inpatient and outpatient services, physician services, managed care coverage, home health 
care, long-term care, assisted living care, and rehabilitation services located in 20 states. The operations 
are organized into Regional Health Ministries ("RHMs"). The mission statement for the Corporation is 
as follows: 

We, CHE Trinity Inc., serve together in the spirit of the Gospel as a compassionate and 
transforming healing presence within our communities. 

Community Benefit Ministry - Consistent with its mission, the Corporation provides medical care to all 
patients regardless of their ability to pay. In addition, the Corporation provides services intended to 
benefit the poor and underserved, including those persons who cannot afford health insurance or other 
payments such as copays and deductibles because of inadequate resources and/or are uninsured or 
underinsured, and to improve the health status of the communities in which it operates. The following 
summary has been prepared in accordance with the Catholic Health Association of the United States', A 
Guide for Planning and Reporting Community Benefit, 2013 Edition. 
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The quantifiable costs of the Corporation's community benefit ministry for the year ended June 30, 2014 
are as follows (in thousands): 

Ministry for the poor and unders erved: 
Charity care at cost $ 242,064 
Unpaid cost of Medicaid and other public programs 325,575 
Programs for the poor and the underserved: 

Community health services 21,345 
Subsidized health services 46,962 
Financial contributions 9,707 
Community building activities 1,221 
Community benefit operations 2,880 

Total programs for the poor and underserved 82,115 

'' Ministq for the poor and underserved 649,754 

Ministry for the broader community: 
Community health services 13,914 
Health professions education 102,401 
Subsidized health services 43,543 
Research 4,407 
Financial contributions 28,301 
Community building activities 2,306 
Community benefit operations 2,491 

Ministq for the broader community 197,363 

Community benefit ministty $ 847,117 

The Corporation provides a significant amount of uncompensated care to its uninsured and underinsured 
patients, which is reported as bad debt at cost and not included in the amounts reported above. During 
the year ended June 30, 2014, the Corporation reported bad debt at cost (determined using a cost-to
charge ratio applied to the provision for bad debts) of $196.1 million. 

Ministry for the poor and underserved represents the financial commitment to seek out and serve those 
who need help the most, especially the poor, the uninsured and the indigent. This is done with the 
conviction that healthcare is a basic human right. 

Ministry for the broader community represents the cost of services provided for the general benefit of 
the communities in which the Corporation operates. Many programs are targeted toward populations that 
may be poor, but also include those areas that may need special health services and support. These 
programs are not intended to be financially self-supporting. 

Charity care at cost represents the cost of services provided to patients who cannot afford health care 
services due to inadequate resources and/or are uninsured or underinsured. A patient is classified as a 
charity patient in accordance with the Corporation's established policies as further described in Note 4. 
The cost of charity care is calculated using a cost-to-charge ratio methodology. 

Unpaid cost of Medicaid and other public programs represents the cost (determined using a cost-to
charge ratio) of providing services to beneficiaries of public programs, including state Medicaid and 
indigent care programs, in excess of governmental and managed care contract payments. 
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Community health services are activities and services for which no patient bill exists. These services are 
not expected to be financially self-supporting, although some may be supported by outside grants or 
funding. Some examples include community health education, free immunization services, free or low 
cost prescription medications, and rural and urban outreach programs. The Corporation actively 
collaborates with community groups and agencies to assist those in need in providing such services. 

Health professions education includes the unreimbursed cost of training health professionals such as 
medical residents, nursing students, technicians and students in allied health professions. 

Subsidized health services are net costs for billed services that are subsidized by the Corporation. These 
include services offered despite a financial loss because they are needed in the community and either 
other providers are unwilling to provide the services or the services would otherwise not be available in 
sufficient amount. Examples of services include free-standing community clinics, hospice care, mobile 
units and behavioral health services. 

Research includes unreimbursed clinical and community health research and studies on health care 
delivery. 

Financial contributions are made by the Corporation on behalf of the poor and underserved to 
community agencies. These amounts include special system-wide funds used for charitable activities as 
well as resources contributed directly to programs, organizations, and foundations for efforts on behalf 
of the poor and underserved. Amounts included here also represent certain in-kind donations. 

Community building activities include the costs of programs that improve the physical environment, 
promote economic development, enhance other community support systems, develop leadership skills 
training, and build community coalitions. 

Community benefit operations include costs associated with dedicated staff, community health needs 
and/or asset assessments, and other costs associated with community benefit strategy and operations. 

2. SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES 

Principles of Consolidation- The consolidated financial statements include the accounts of the 
Corporation and all wholly owned, majority-owned, and controlled organizations. Investments where the 
Corporation holds less than 20% of the ownership interest are accounted for using the cost method. All 
other investments that are not controlled by the Corporation are accounted for using the equity method 
of accounting. The Corporation has included its equity share of income or losses from investments in 
unconsolidated affiliates in other revenue and in nonoperating equity gains in unconsolidated affiliates in 
the consolidated statement of operations and changes in net assets. All material intercompany 
transactions and account balances have been eliminated in consolidation. 

Use of Estimates- The preparation of financial statements in conformity with accounting principles 
generally accepted in the United States of America requires management of the Corporation to make 
assumptions, estimates and judgments that affect the amounts reported in the consolidated financial 
statements, including the notes thereto, and related disclosures of commitments and contingencies, if 
any. The Corporation considers critical accounting policies to be those that require more significant 
judgments and estimates in the preparation of its consolidated financial statements, including the 
following: recognition of net patient service revenue, which includes contractual allowances, provisions 
for bad debts and charity care; recorded values of investments, derivatives, and goodwill; reserves for 
losses and expenses related to health care professional and general liabilities; and risks and assumptions 
for measurement of pension and retiree medical liabilities. Management relies on historical experience 
and other assumptions believed to be reasonable in making its judgments and estimates. Actual results 
could differ materially from those estimates. 
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Cash and Cash Equivalents- For purposes of the consolidated statement of cash flows, cash and cash 
equivalents include certain investments in highly liquid debt instruments with original maturities of three 
months or less. 

Investments- Investments, inclusive of assets limited or restricted as to use, include marketable debt 
and equity securities. Investments in equity securities with readily determinable fair values and, all 
investments in debt securities are measured at fair value and are classified as trading securities. 
Investments also include investments in commingled funds, hedge funds and other investments 
structured as limited liability corporations or partnerships. Commingled funds and hedge funds that hold 
securities directly are stated at the fair value of the underlying securities, as determined by the 
administrator, based on readily determinable market values or based on net asset value, which is 
calculated using the most recent fund fmancial statements. Limited liability corporations and 
partnerships are accounted for under the equity method. 

Investment Earnings- Investment earnings include interest, dividends, realized gains and losses on 
investments, holding gains and losses, and equity earnings. Investment earnings on assets held by 
trustees under bond indenture agreements, assets designated by the Board for debt redemption, assets 
held for borrowings under the intercompany loan program, assets held by gral'lt-making foundations and 
assets deposited in trust funds by a captive insurance company for self-insurance purposes in accordance 
with industry practices are included in other revenue in the consolidated statement of operations and 
changes in net assets. Investment earnings from all other investments and board designated funds are 
included in nonoperating investment income unless the income or loss is restricted by donor or law. 

Derivative Financial Instruments- The Corporation periodically utilizes various financial instruments 
(e.g., options and swaps) to hedge interest rates, equity downside risk and other exposures. The 
Corporation's policies prohibit trading in derivative financial instruments on a speculative basis. The 
Corporation recognizes all derivative instruments on the consolidated balance sheet at fair value. 

Securities Lending- The Corporation participates in securities lending transactions whereby a portion 
of its investments are loaned, through its agent, to various parties in return for cash and securities from 
the parties as collateral for the securities loaned. Each business day the Corporation, through its agent, 
and the borrower determine the market value of the collateral and the borrowed securities. If on any 
business day the market value of the collateral is less than the required value, additional collateral is 
obtained as appropriate. The amount of cash collateral received under securities lending is reported as an 
asset and a corresponding payable in the consolidated balance sheet and is up to 105% of the market 
value of securities loaned. At June 30, 2014, the Corporation had securities loaned of $207.1 million, 
and received collateral (cash and noncash) totaling $212.7 million, relating to the securities loaned. The 
fees received for these transactions are recorded in investment income on the consolidated statement of 
operations and changes in net assets. 

Assets Limited as to Use - Assets set aside by the Board for future capital improvements, future funding 
of retirement programs and insurance claims, retirement of debt, held for borrowings under the 
intercompany loan program, and other purposes over which the Board retains control and may at its 
discretion subsequently use for other purposes, assets held by trustees under bond indenture and certain 
other agreements, and self-insurance trust and benefit plan arrangements are included in assets limited as 
to use. 

Donor-Restricted Gifts- Unconditional promises to give cash and other assets to the Corporation are 
reported at fair value at the date the promise is received. Conditional promises to give and indications of 
intentions to give are reported at fair value at the date the gift is received. The gifts are reported as either 
temporarily or permanently restricted support if they are received with donor stipulations that limit the 
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use of the donated assets. When a donor restriction expires, that is, when a stipulated time restriction 
ends or purpose restriction is accomplished, temporarily restricted net assets are reclassified to 
unrestricted net assets and reported in the consolidated statement of operations and changes in net assets 
as net assets released from restrictions. Donor-restricted contributions whose restrictions are met within 
the same year as received are reported as unrestricted contributions in the consolidated statement of 
operations and changes in net assets. 

Inventories- Inventories are stated at the lower of cost or market. The cost of inventories is determined 
principally by the weighted average cost method. 

Assets and Liabilities Held for Sale- The Corporation has classified certain long-lived assets as assets 
held for sale in the consolidated balance sheet when the assets have met applicable criteria for this 
classification. The Corporation has also classified as held for sale those liabilities related to assets held 
for sale. 

Property and Equipment- Property and equipment, including internal-use software, are recorded at 
cost, if purchased, or at fair value at the date of donation, if donated. Depreciation is provided over the 
estimated useful life of each class of depreciable asset and is computed using either the straight-line or 
an accelerated method and includes capital lease and internal-use software amortization. The useful lives 
of these assets range from 2 to 50 years. Interest costs incurred during the period of construction of 
capital assets are capitalized as a component of the cost of acquiring those assets. 

Gifts of long-lived assets such as land, buildings, or equipment are reported as unrestricted support and 
are excluded from the excess of revenue over expenses, unless explicit donor stipulations specify how 
the donated assets must be used. Gifts oflong-lived assets with explicit restrictions that specify how the 
assets are to be used and gifts of cash or other assets that must be used to acquire long-lived assets are 
reported as restricted support. 

Goodwill Goodwill represents the future economic benefits arising from assets acquired in a business 
combination that are not individually identified and separately recognized. 

Asset Impairments -

Property and Equipment- The Corporation evaluates long-lived assets for possible impairment 
annually or whenever events or changes in circumstances indicate that the carrying amount of the 
asset, or related group of assets, may not be recoverable from estimated future undiscounted cash 
flows. If the estimated future undiscounted cash flows are less than the carrying value of the assets, 
the impairment recognized is calculated as the carrying value of the long-lived assets in excess of 
the fair value of the assets. The fair value of the assets is estimated based on appraisals, established 
market values of comparable assets or internal estimates of future net cash flows expected to result 
from the use and ultimate disposition of the asset. 

Goodwill- Goodwill is tested for impairment on an annual basis or when an event or change in 
circumstance indicates the value of a reporting unit may have changed. Testing is conducted at the 
reporting unit level. If the carrying amount of the reporting unit goodwill exceeds the implied fair 
value of that goodwill, an impairment loss is recognized in an amount equal to that excess. Estimates 
of fair value are based on appraisals, established market prices for comparable assets or internal 
estimates of future net cash flows and presume stable, improving or, in some cases, declining results 
at our hospitals, depending on their circumstances. 
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As of July 1, 2013, the consolidated balance sheet included goodwill of $151.6 million. Additional 
goodwill of $2.2 million was recorded during the year ended June 30, 2014 related to acquisitions. 

Other Assets- Other assets includes long-term notes receivable, reinsurance recovery receivables, 
definite and indefinite-lived intangible assets, deferred financing costs, and prepaid pension and retiree 
health costs. The majority of the net balances of definite-lived intangible assets include noncompete 
agreements and physician guarantees with finite lives amortized using the straight-line method over their 
estimated useful lives, which generally range from 5 to 22 years and 2 to 12 years, respectively. 
Indefinite-lived intangible assets primarily include trade names. 

Short-Term Borrowings- Short-term borrowings include puttable variable rate demand bonds 
supported by selfliquidity or liquidity facilities considered short-term in nature. 

Other Long-Term Liabilities- Other long-term liabilities include deferred compensation, asset 
retirement obligations, interest rate swaps and deferred revenue from entrance fees. Deferred revenue 
from entrance fees are fees paid by residents of facilities for the elderly upon entering into continuing 
care contracts (net of the portion that is refundable to the resident) which are recorded as deferred 
revenue and amortized to income using the straight-line method over the estimated remaining life 
expectancy of the resident. 

Temporarily and Permanently Restricted Net Assets- Temporarily restricted net assets are those whose 
use by the Corporation has been limited by donors to a specific time period or purpose. Permanently 
restricted net assets have been restricted by donors to be maintained by the Corporation in perpetuity. 

Patient Accounts Receivable, Estimated Receivables from and Pay abies to Third-Party Payors and 
Net Patient Service Revenue- The Corporation has agreements with third-party payors that provide for 
payments to the Corporation's RHMs at amounts different from established rates. Patient accounts 
receivable and net patient service revenue are reported at the estimated net realizable amounts from 
patients, third-party payors, and others for services rendered. Estimated retroactive adjustments under 
reimbursement agreements with third-party payors and other changes in estimates are included in net 
patient service revenue and estimated receivables from and payables to third-party payors. Retroactive 
adjustments are accrued on an estimated basis in the period the related services are rendered and 
adjusted in future periods, as final settlements are determined. Estimated receivables from third-party 
payors include amounts receivable from Medicare and state Medicaid meaningful use programs. 

Self-Insured Employee Health Benefits- The Corporation administers self-insured employee health 
benefit plans for employees. The majority of the Corporation's employees participate in the programs. 
The provisions of the plans permit employees and their dependents to elect to receive medical care at 
either the Corporation's RHMs or other health care providers. Gross patient service revenue has been 
reduced by an allowance for self-insured employee health benefits which represents revenue attributable 
to medical services provided by the Corporation to its employees and dependents in such years. 

Allowance for Doubtful Accounts- The Corporation recognizes a significant amount of patient service 
revenue at the time the services are rendered even though the Corporation does not assess the patient's 
ability to pay at that time. As a result, the provision for bad debts is presented as a deduction from 
patient service revenue (net of contractual provisions and discounts). For uninsured and underinsured 
patients that do not qualify for charity care, the Corporation establishes an allowance to reduce the 
carrying value of such receivables to their estimated net realizable value. This allowance is established 
based on the aging of accounts receivable and the historical collection experience by RHM and for each 
type of payor. A significant portion of the Corporation's provision for doubtful accounts relates to self
pay patients, as well as co-payments and deductibles owed to the Corporation by patients with insurance. 
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Premium and Capitation Revenue- The Corporation has certain RHMs that arrange for the delivery of 
health care services to enrollees through various contracts with providers and common provider entities. 
Enrollee contracts are negotiated on a yearly basis. Premiums are due monthly and are recognized as 
revenue during the period in which the Corporation is obligated to provide services to enrollees. 
Premiums received prior to the period of coverage are recorded as deferred revenue and included in 
accrued expenses in the consolidated balance sheet. 

Certain of the Corporation's RHMs have entered into capitation arrangements whereby they accept the 
risk for the provision of certain health care services to health plan members. Under these agreements, the 
Corporation's RHMs are financially responsible for services provided to the health plan members by 
other institutional health care providers. Capitation revenue is recognized during the period for which 
the RHM is obligated to provide services to health plan enrollees under capitation contracts. Capitation 
receivables are included in other receivables in the consolidated balance sheet. 

Reserves for incurred but not reported claims have been established to cover the unpaid costs of health 
care services covered under the premium and capitation arrangements. The premium and capitation 
arrangement reserves are classified with accrued expenses in the consolidated balance sheet. The 
liability is estimated based on actuarial studies, historical reporting, and payment trends. Subsequent 
actual claim experience will differ from the estimated liability due to variances in estimated and actual 
utilization of health care services, the amount of charges, and other factors. As settlements are made and 
estimates are revised, the differences are reflected in current operations. 

Income Taxes- The Corporation and substantially all of its subsidiaries have been recognized as tax
exempt pursuant to Section 501(a) of the Internal Revenue Code. The Corporation also has taxable 
subsidiaries, which are included in the consolidated financial statements. Certain of the taxable 
subsidiaries have entered into tax sharing agreements and file consolidated federal income tax returns 
with other corporate taxable subsidiaries. The Corporation includes penalties and interest, if any, with its 
provision for income taxes in other nonoperating items in the consolidated statement of operations and 
changes in net assets. 

Excess of Revenue Over Expenses - The consolidated statement of operations and changes in net assets 
includes excess of revenue over expenses. Changes in unrestricted net assets, which are excluded from 
excess of revenue over expenses, consistent with industry practice, include the effective portion of the 
change in market value of derivatives that meet hedge accounting requirements, permanent transfers of 
assets to and from affiliates for other than goods and services, contributions oflong-lived assets received 
or gifted (including assets acquired using contributions, which by donor restriction were to be used for 
the purposes of acquiring such assets), net change in retirement plan related items, discontinued 
operations, extraordinary items and cumulative effects of changes in accounting principles. 

Adopted Accounting Pronouncements-

On July 1, 2013, the Corporation adopted Accounting Standard Update ("ASU") 2011-11, "Disclosures 
About Offsetting Assets and Liabilities." This guidance contains new disclosure requirements regarding 
the nature of an entity's rights of setoff and related arrangements associated with its financial 
instruments and derivative instruments. The adoption of this guidance had no impact on the 
Corporation's consolidated financial statements. 

On July 1, 2013, the Corporation adopted ASU 2012-02, "Intangibles Goodwill and Other (Topic 350): 
Testing Indefinite-lived Intangible Assets for Impairment." This guidance provides entities the option of 
first assessing qualitative factors about the likelihood that an indefinite-lived intangible asset is impaired 
to determine whether further impairment assessment is necessary. It also enhances the consistency of the 
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impairment testing guidance among long-lived asset categories by permitting entities to assess 
qualitative factors to determine whether it is necessary to calculate the asset's fair value when testing an 
indefinite-lived intangible asset for impairment. The adoption of this guidance had no impact on the 
Corporation's consolidated financial statements. 

On July 1, 2013, the Corporation adopted ASU 2012-05, "Statement of Cash Flows (Topic 230): Not
for-Profit Entities: Classification of the Sale Proceeds of Donated Financial Assets in the Statement of 
Cash Flows." This guidance provides clarification on how entities classify cash receipts arising from the 
sale of certain donated financial assets in the statement of cash flows. The adoption of this guidance had 
no impact on the Corporation's consolidated statement of cash flows. 

On July 1, 2013, the Financial Accounting Standards Board ("FASB") issued ASU 2013-01, "Clarifying 
the Scope of Disclosures About Offsetting Assets and Liabilities." This _guidance provides clarification 
on the scope of the offsetting disclosure requirements in ASU 2011-11. The adoption of this guidance 
did not have a material impact on the Corporation's consolidated financial statements. 

Forthcoming Accounting Pronouncements-

In February 2013, the FASB issued ASU 2013-04, "Obligations Resulting From Joint and Several 
Liability Arrangements for Which the Total Amount of the Obligation is Fixed at the Reporting Date," 
which requires entities to measure obligations within the scope ofthis guidance at the reporting date. 
This guidance is effective for the Corporation beginning July 1, 2014. The Corporation has not yet 
evaluated the impact this guidance may have on its consolidated financial statements. 

In July 2013, the FASB issued ASU 2013-11, "Presentation of an Unrecognized Tax Benefit When a Net 
Operating Loss Carryforward, a Similar Tax Loss, or a Ta:'( Credit Carryforward Exists." This guidance 
requires entities to present an unrecognized tax benefit, or a portion of an unrecognized tax benefit, in 
the financial statements as a reduction to a deferred tax asset for a net operating loss carryforward, a 
similar tax loss, or a tax credit, with some exceptions. This guidance is effective for the Corporation 
beginning July 1, 2014. The Corporation does not expect this guidance to have an impact on its 
consolidated financial statements. 

In April 2014, the F ASB issued ASU 2014-08, "Reporting Discontinued Operations and Disclosures of 
Disposals of Components of an Entity." This guidance amends the definition of a discontinued operation 
and requires entities to provide additional disclosures about discontinued operations as well as disposal 
transactions that do not meet the discontinued operations criteria. This guidance is effective for the 
Corporation beginning July 1, 2015, with early adoption permitted. The Corporation has not yet 
evaluated the impact this guidance may have on its consolidated financial statements. 

In May 2014, the FASB issued ASU 2014-09, "Revenue From Contracts With Customers." This 
guidance outlines a single comprehensive model for entities to use in accounting for revenue arising 
from contracts with customers. This guidance is effective for the Corporation beginning July I, 2017. 
The Corporation has not yet evaluated the impact this guidance may have on its consolidated fmancial 
statements. 
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3. INVESTMENTS IN UNCONSOLIDATED AFFILIATES AND DISCONTINUED OPERATIONS 

Investments in Unconsolidated Affiliates - The Corporation and certain of its RHMs have investments 
in entities that are recorded under the cost and equity methods of accounting. At June 30, 2014, the 
Corporation maintained investments in unconsolidated affiliates with ownership interests ranging from 
0. 7% to 51.0%. The Corporation's share of equity earnings from entities accounted for under the equity 
method was $320.6 million for the year ended June 30, 2014, of which $54.8 million is included in other 
revenue and $265.8 million is included in nonoperating items in the consolidated statement of operations 
and changes in net assets. The most significant of these investments include the following: 

BayCare Health System The Corporation has a 50.4% interest in BayCare Health System Inc. and 
Affiliates ("BayCare"), a Florida not-for-profit corporation exempt from state and federal income 
taxes. BayCarewas formed in 1997 pursuant to a Joint Operating Agreement ("JOA'') among the 
not-for-profit, tax-exempt members of the CHE BayCare Participants, Morton Plant Mease Health 
Care, Inc., and South Florida Baptist Hospital, Inc. (collectively, the "Members"). BayCare consists 
of three community health alliances located in the Tampa Bay area of Florida including St. Joseph's
Baptist Healthcare Hospital, St. Anthony's Health Care, and Morton Plant Mease Health Care. The 
Corporation has the right to appoint nine of the twenty-one voting members of the Board of 
Directors ofBayCare, therefore the Corporation accounts for BayCare under the equity method of 
accounting. At June 30, 2014, the Corporation's investment in BayCare totaled $1,770.9 million. 

Gateway Health Plan- The Corporation has a 50.0% interest in Gateway Health Plan, L.P. and 
Subsidiaries ("GHP"), a Pennsylvania limited partnership. GHP has two general partners, Highmark 
Ventures Inc. formerly known as Alliance Ventures, Inc., and Mercy Health Plan, each owning 1%. 
In addition to the general partners, there are two limited partners, Highmark Inc. and Mercy Health 
Plan, each owning 49%. At June 30, 2014, the Corporation's investment in GHP totaled $178.9 
million. 

Catholic Health System, Inc. -The Corporation has a one-third interest in Catholic Health System, 
Inc. and Subsidiaries ("CHS"). CHS, formed in 1998, is a not-for-profit integrated delivery 
healthcare system in western New York jointly sponsored by the Sisters of Mercy, Ascension Health 
System, the Franciscan Sisters of St. Joseph, and the Diocese of Buffalo. CHE, Ascension Health 
System, and the Diocese ofBuffalo are the corporate members ofCHS. CHS operates several 
organizations, the largest of which are four acute care hospitals located in Buffalo, New York: 
Mercy Hospital of Buffalo, Kenmore Mercy Hospital, Sisters of Charity Hospital, and St. Joseph 
Hospital. At June 30, 2014, the Corporation's investment in CHS totaled $68.0 million. 

Emory Healthcare/St. Joseph's Health System -The Corporation has a 49% interest in Emory 
Healthcare/St. Joseph's Health System ("EH/SJHS"). EH/SJHS operates several organizations, 
including two acute care hospitals, St. Joseph's Hospital of Atlanta and John's Creek Hospital. At 
June 30, 2014, the Corporation's investment in EH/SJHS totaled $60.3 million. 

Condensed consolidated balance sheets of BayCare, GHP, CHS and EH/SJHS as of June 30, 2014 
are as follows (in thousands): 

Total assets 
Total liabilities 

Baycare 

$5,390,589 
$1,676,157 
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GHP 

$643,593 
$285,835 

CHS 

$872,106 
$662,733 

EH/SJHS 

$430,434 
$289,101 
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Condensed consolidated statements of operations ofBayCare, GHP, CHS and EH/SJHS for the year 
ended June 30, 2014 are as follows (in thousands): 

Revenue, net 

£'\Cess (deficiency) of revenue over expenses 

Baycare 

$2,591,325 
$576,392 

GHP 

$1,849,055 
$32,377 

CHS 

$939,581 
$42,821 

EH/SJHS 

$368,190 
($33,832) 

The following amounts have been recognized in the accompanying consolidated statement of 
operations and changes in net assets related to the investments in BayCare, GHP, CHS and 
EH/SJHS for the year ended June 30, 2014 (in thousands): 

Ba~care GHP CHS EHISJHS 

Other revenue $ $ 15,996 $ $ 
Equity in eamings ofunconsolidated organizations 288,196 14,260 (26,446) 
Other changes in unrestricted net assets 9,282 (3,948) 36,781 (7,382) 

Changes in restricted net assets 462 

$ 297,940 $ 12,048 $ 51,041 $ (33,828) 

The unaudited summarized financial position and results of operations for the entities accounted for 
under the equity method excluding BayCare, GHP, CHS and EH/SJHS as of and for the period 
ended June 30, 2014 are as follows (in thousands): 

Medical Outpatient Ambulatory Physician 
Office and Diagnostic Surgery Hospital Other 

Buildings Services Centers Organizations Investees Total 

Total assets $ 87,931 $ 106,813 $ 72,113 $ 26,845 $ 512,647 $ 806,349 
Total liabilities $ 69,872 $ 38,732 $ 42,502 $ 21,609 $ 280,263 $ 452,978 
Net assets $ 18,059 $ 68,081 $ 29,611 $ 5,236 $ 232,384 $ 353,371 
Revenue, net $ 18,103 $ 145,907 $ 134,207 $ 35,474 $ 682,900 $ 1,016,591 
Excess ofrevenue 
over expenses $ 3,454 $ 16,245 $ 40,508 $ (421) $ 20,080 $ 79,866 

Discontinued Operations -

The Corporation has several entities that met the criteria for being presented as discontinued operations 
for the year ended June 30,2014, the most significant of which include the following: 

Mercy Health System ofMaine ("Mercy Maine'~- Effective October 1, 2013, membership of 
Mercy Maine was assumed by Eastern Maine Health System ("EMHS") via a membership 
substitution. Substantially all assets and liabilities transferred to EMHS on that date. As a result of 
the transfer, a loss on membership transfer of$80.7 million was recorded in unrestricted net assets. 
The consolidated financial statements present the operations of Mercy Maine as a discontinued 
operation. For the year ended June 30, 2014, the Corporation reported revenue of $55.5 million and 
loss on operations of $0.4 million in discontinued operations in the consolidated statement of 
operations and changes in net assets. 
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Saint Michael's Medical Center On February 8, 2013, Saint Michael's Medical Center entered 
into an asset purchase agreement under which the hospital would be acquired by Prime Healthcare 
Services. The majority of assets and liabilities of Saint Michael's Medical Center have been 
classified as held for sale on the consolidated balance sheet. The transaction is pending subject to 
approval by the state ofNew Jersey. The consolidated financial statements present the operations of 
Saint Michael's Medical Center as a discontinued operation. For the year ended June 30, 2014, the 
Corporation reported revenue of$194.2 million and losses on operations of$15.0 million ih 
discontinued operations in the consolidated statement of operations and changes in net assets. As of 
June 30,2014, assets held for sale of$127.9 million and liabilities held for sale of$251.9 million 
and consisted of (in thousands): 

Patient accounts receivable $ 21,475 CutTent portion oflong-te1m debt $ 4,490 
Other cmTent assets 9,418 Accounts payable & accrued expenses 17,085 
Property and equipment 81,465 Other cun-ent liabilities 8,546 
Other assets 15,559 Long-term debt, net of cmTent portion 227,799 

Total assets $ 127,917 Total liabilities $ 257,920 

Saint James Mercy Hospital ("SJMH'')- During December 2013, the Board ofDirectors ofSJMH 
approved a plan to undergo a visioning plan and to transfer the majority of the operations of SJMH. 
Certain assets and liabilities of SJMH have been classified as held for sale on the consolidated 
balance sheet. The consolidated financial statements present the operations of SJMH as a 
discontinued operation. For the year ended June 30, 2014, the Corporation reported revenue of $40.3 
million and loss on operations of $6.2 million in discontinued operations in the consolidated 
statement of operations and changes in net assets. As of June 30, 2014, assets held for sale were 
$12.1 million. The majority of assets held for sale consist of property and equipment. 

Mercy Health Partners, North ("North'')- On May 8, 2014, the Corporation entered into a non
binding letter of intent with Munson Health under which substantially all of the healthcare 
operations located in Cadillac, Michigan and Grayling, Michigan would be acquired by Munson 
Healthcare. Discussions are subject to a definitive agreement. The letter of intent will remain in 
effect until the execution of a definitive agreement or the letter of intent is terminated by either 
party. Certain assets and liabilities ofNorth have been classified as held for sale on the consolidated 
balance sheet. The consolidated financial statements present the hospital operations of North as a 
discontinued operation. For the year ended June 30, 2014, the Corporation reported revenue of 
$150.2 million and loss on operations of$13.4 million impairment, which includes a $13.0 million 
asset impairment, in discontinued operations in the consolidated statement of operations and 
changes in net assets. As of June 30, 2014, assets held for sale of $44.7 million consisted of (in 
thousands): 

Inventories $ 3,369 

Assets limited or restricted as to use 2,313 

Property and equipment 36,710 

Investments in unconsoldiated affiliates 2,314 

Total assets $ 44,706 
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4. NET PATIENT SERVICE REVENUE 

A summary of the payment arrangements with major third-party payors follows: 

Medicare- Acute inpatient and outpatient services rendered to Medicare program beneficiaries are 
paid primarily at prospectively determined rates. These rates vary according to a patient 
classification system that is based on clinical, diagnostic, and other factors. Certain items are 
reimbursed at a tentative rate with final settlement determined after submission of annual cost 
reports and audits thereof by the Medicare fiscal intermediaries; 

Medicaid- Reimbursement for services rendered to Medicaid program beneficiaries includes 
prospectively determined rates per discharge, per diem payments, discounts fwm established 
charges, fee schedules, and cost reimbursement methodologies with certain limitations. Cost 
reimbursable items are reimbursed at a tentative rate with final settlement determined after 
submission of annual cost reports and audits thereof by the Medicaid fiscal intermediaries. 

Other- Reimbursement for services to certain patients is received from commercial insurance 
carriers, health maintenance organizations, and preferred provider organizations. The basis for 
reimbursement includes prospectively determined rates per discharge, per diem payments, and 
discounts from established charges. 

Laws and regulations governing the Medicare and Medicaid programs are complex and subject to 
interpretation. Compliance with such laws and regulations can be subject to future government review 
and interpretation as well as significant regulatory action including fines, penalties, and exclusion from 
the Medicare and Medicaid programs. 

Charity Care- The Corporation provides services to all patients regardless of ability to pay. In 
accordance with the Corporation's policy, a patient is classified as a charity patient based on income 
eligibility criteria as established by the Federal Poverty Guidelines. Charges for services to patients who 
meet the Corporation's guidelines for charity care are not reflected in the accompanying consolidated 
financial statements. 

Patient service revenues, net of contractual and other allowances (but before the provision for bad 
debts), recognized during the year ended June 30, 2014 is as follows (in thousands): 

Medicare $ 4,690,876 
Blue Cross 2,538,707 
Medicaid 1,609,374 
Uninsured 489,355 
Commercial and Other 3,066,994 

Total $ 12,395,306 
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A summary of net patient service revenue before provision for bad debts for the year ended June 30, 
2014 is as follows (in thousands): 

Gross charges: 
Acute inpatient 
Outpatient, nonacute inpatient, and other 

Gross patient service revenue 

Less: 
Contractual and other allowances 
Charity care charges 

Net patient service revenue before provision for bad debts 

5. PROPERTY AND EQUIPMENT 

$ 17,030,436 
19,025,984 
36,056,420 

(22,695, 773) 
(965,341) 

$ 12,395,306 

A summary of property and equipment at June 30, 2014 is as follows (in thousands): 

Land $ 318,368 
Buildings and improvements 7,655,128 
Equipment 5,190,900 
Capital leased assets 192,754 

Total 13,357,150 
Accumulated depreciation (7,324,759) 
Constmction in progress 560,522 

Property and equipment, net $ 6,592,913 

At June 30,2014, commitments to purchase property and equipment of approximately $424 million 
were outstanding. Significant commitments are primarily for facility expansion at existing campuses and 
related infrastructures at the following RHMs: Holy Cross Hospital in Silver Spring, Maryland- $153 
million; Mercy Health System of Chicago ("MHSC") in Chicago, Illinois - $56 million; and Loyola 
University Health System ("LUHS") in Chicago, Illinois- $53 million. Costs of these projects are 
expected to be financed by proceeds from bond issuances, available funds, future operations of the 
hospitals and contributions. 

As part of the acquisition ofLUHS that occurred in fiscal year 2012, the Corporation has committed to 
spend at least $300 million on capital projects for LUHS through fiscal year ending June 30, 2018. This 
amount may be increased to $400 million if certain operating thresholds are met. Through June 30, 
2014, approximately $154 million of capital expenditures have been accrued on capital projects for 
LUHS. In addition, as part of the acquisition ofMHSC that occurred in fiscal year 2012, the Corporation 
has committed to spend at least $140 million for capital, information systems and equipment needs to 
support the operations ofMHSC through the fiscal year ending June 30, 2017. This amount may be 
increased to $150 million if certain operating thresholds are met. Through June 30, 2014, approximately 
$65 million of capital expenditures have been accrued on such MHSC projects. 

During the year ended June 3 0, 2014, the Corporation recorded total impairment charges of $91 million 
included in asset impairment charges in the consolidated statement of operations and changes in net 
assets. Material adverse trends in the most recent estimates of future undiscounted cash flows of certain 
hospitals indicated that the carrying value of the long-lived assets was not recoverable from the 
estimated future cash flows. The Corporation believes the most significant factors contributing to the 
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continuing adverse financial trends include reductions in volumes of insured patients and shifts in payor 
mix. Fair value was determined using a third party valuation. Impairments were recorded at the 
following locations because fair value estimates were lower than carrying value: Mercy Suburban 
Hospital, Pennsylvania- $32.7 million; Mount Carmel West, Columbus, Ohio- $19.2 million; St. 
Francis, Wilmington, Delaware- $15.5 million; St. Francis, Trenton, New Jersey- $5.9 million; and 
other Southeast Michigan locations- $17.2 million. 

6. LONG-TERM DEBT AND OTHER FINANCING ARRANGEMENTS 

A summary of short-term borrowings and long-term debt at June 30, 2014 is as follows (in thousands): 

Short-term borrowings: 
Variable rate demand bonds with contractual maturities through 

2048. Interest payable monthly at rates ranging from 
0.02% to 0.19% during 2014 $ 1,123,620 

Long-term debt: 
Tax-exempt revenue bonds and refunding bonds: 

Fixed rate term and serial bonds, payable at various 
dates through 2048. Interest rate ranges from2.0% 
to 7.62% during 2014 
Variable rate term bonds, payable at various 
dates through 2048. Interest rate ranges from 0.48% 
to 4.1% during 2014 

Notes payable to banks. Interest payable at rates ranging from 
0.03% to 6.7%, fixed and variable, payable in vatying monthly 
installments through 2032 

Capital lease obligations (excluding imputed interest 
of$64.6 million at June 30, 2014) 

Mortgage obligations. Interest payable at rates ranging from 
1.0% to 11.0% during 2014 

Other 
Total long-term debt 

Less current portion, net of current discounts 
Unamortized premiums, net 

Long-term debt, net of current portion 

$ 2,922,513 

465,410 

11,675 

132,985 

111,161 
35,299 

3,679,043 
(96,038) 
36,232 

$ 3,619,237 

Contractually obligated principal repayments on short-term borrowings and long-term debt are as 
follows (in thousands): 

Short-Term Long-Term 
Borrowings Debt 

Years ending June 30: 
2015 $ 24,910 $ 96,038 
2016 26,215 102,434 
2017 27,890 93,778 
2018 30,200 95,081 

2019 29,400 104,007 

Thereafter 985,005 3,187,705 

Total $ 1,123,620 $ 3,679,043 
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A summary of interest costs on borrowed funds primarily under the revenue bond indentures during the 
year ended June 30, 2014 is as follows (in thousands): 

Interest costs incurred 
Less capitalized interest 

Interest expense included in operations 

$ 

$ 

174,203 
(14,975) 

159,228 

Obligated Group and Other Requirements- The Corporation has debt outstanding under a Master 
Trust Indenture dated October 3, 2013, as amended and supplemented, the Amended and Restated 
Master Indenture ("ARMI"). The ARMI permits the Corporation to issue obligations to finance certain 
activities. Obligations issued under the ARMI are joint and several obligations of the Corporation, CHE 
and Trinity Health (the "Obligated Group"). Proceeds from tax-exempt bonds and refunding bonds are 
to be used to finance the construction, acquisition and equipping of capital improvements. Certain 
RHMs of the Corporation constitute designated affiliates and the Corporation 'covenants to cause each 
designated affiliate to pay, loan or otherwise transfer to the Obligated Group such amounts necessary to 
pay the amounts due on all obligations issued under the ARMI. The Obligated Group and the designated 
affiliates are referred to as the Credit Group. 

The Credit Group does not include certain Affiliates that borrow on their own or are members of a 
separate New York obligated group, but which are included in the Corporation's consolidated financial 
statements. St. Peter's Hospital of the City of Albany ("St. Peter's") currently is a member and the 
Obligated Group Agent of an obligated group created under that certain Master Trust Indenture dated as 
of January 1, 2008, between St. Peter's and Manufacturers and Traders Trust Company, as Master 
Trustee. St. Peter's received approval from the New York State Department of Health to permit the entry 
into that obligated group of additional entities within St. Peter's Health Care Services, Northeast Health, 
Inc. and Seton Health System, Inc. 

The Obligated Group agrees in the ARMI to cause Designated Affiliates to grant to the Master Trustee 
security interests in their Pledged Property in order to secure all Obligations issued under the Master 
Indenture. The Designated Affiliates when combined with the current Members of the Obligated Group 
represent no less than 85% of the consolidated net revenues of the Credit Group. The aggregate amount 
of obligations outstanding using the ARMI (other than obligations that have been advance refunded) 
were $4,264 million at June 30, 2014. 

There are several conditions and covenants required by the ARMI with which the Corporation must 
comply, including covenants that require the Corporation to maintain a minimum debt service coverage 
and limitations on liens or security interests in property, except for certain permitted encumbrances, 
affecting the property of the Corporation or any material designated affiliate (a designated affiliate 
whose total revenues for the most recent fiscal year exceed 5% of the combined total revenues of the 
Corporation for the most recent fiscal year). Long-term debt outstanding as of June 30, 2014, excluding 
amounts issued under the ARMI, is generally collateralized by certain property and equipment. 

MHSC has obtained a mortgage loan in the amount of approximately $66 million that is insured by the 
U.S. Department of Housing and Urban Development ("HUD") under the Federal Housing 
Administration's Section 242 Hospital Mortgage Insurance Program. Final closing of this HUD-insured 
loan occurred on June 30, 2014, at which time the remaining proceeds of this loan were disbursed to 
MHSC. At June 30, 2014, the unpaid principal balance of this loan was $63.1 million. The loan 
collateral includes MHSC's main hospital campus, two MHSC satellite facilities and personal property 
(including deposit accounts) of both MHSC and its affiliate Mercy Foundation, Inc. MHSC's payment 
obligations under the two mortgage notes evidencing this loan are guaranteed by Trinity Health. The 
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mortgage loan agreements with HUD contain various covenants including: those relating to limitations 
on incurring additional debt; transactions with affiliates; transferring or disposing of designated 
property; use of funds and other assets of the mortgaged property; financial performance; required 
reserves; insurance coverage; timely submission of specified financial reports; and restrictions on 
prepayment ofthe mortgage loan. Mercy Health System of Chicago and Trinity Health provided 
covenants to HUD not to interfere in the performance ofMHSC's obligations under the HOD-insured 
loan documents. 

The Corporation issued $627 million in tax-exempt variable rate hospital revenue bonds (the "Series 
2013 Bonds") and remarketed $89 million in CHE tax-exempt, variable rate hospital revenue bonds 
under the ARMl. Proceeds were used to retire $44 million of CHE' s then outstanding fixed rate hospital 
revenue bonds, $120 million ofCHE's then outstanding variable rate hospital revenue bonds and $269 
million of Trinity Health's then outstanding taxable commercial paper obligations. The remaining 
proceeds of the Series 2013 Bonds will be used to finance, refinance and reimburse a portion of the costs 
of acquisition, construction, renovation and equipping of health facilities, and to pay related costs of 
issuance. These transactions resulted in a loss from extinguishment of debt of $1.6 million recorded in 
other nonoperating items in the consolidated statement of operations and changes in net assets. 

Commercial Paper- The Corporation's commercial paper program is authorized for borrowings up to 
$600 million. At June 30, 2014, the total amount of commercial paper outstanding was $240 million. 
Proceeds from this program are to be used for general purposes of the Corporation. The notes are 
payable from the proceeds of subsequently issued notes and from other funds available to the 
Corporation, including funds derived from the liquidation of securities held by the Corporation in its 
investment portfolio. The interest rate charged on borrowings outstanding during the year ended June 
30, 2014 ranged from 0.06% to 0.17%. 

Liquidity Facilities- In July 2013, the Corporation renewed the Trinity Health credit agreements 
(collectively, the "Credit Agreements") previously entered into between Trinity Health and U.S. Bank 
National Association, which acts as an administrative agent for a group oflenders thereunder. The 
Credit Agreements establish a revolving credit facility for the Corporation, under which that group of 
lenders agree to lend to the Corporation amounts that may fluctuate from time to time. In October 2013, 
the Corporation exercised its option to increase by $200 million the 2013 Credit Agreements from $731 
million to $931 million. Amounts drawn under the 2013 Credit Agreements can only be used to support 
the Corporation's obligation to pay the purchase price of bonds which are subject to tender and that have 
not been successfully remarketed, and the maturing principal of and interest on commercial paper notes. 
Of the $931 million available balance, $150 million expires in July 2014, $175 million expires in July 
2015, $321 million expires in July 2016 and $285 million expires in July 2017. The Credit Agreements 
are secured by Obligations under the Master Indenture. As of June 30, 2014, there were no amounts 
outstanding on these credit agreements. In July 2014, the Corporation renewed and extended the Credit 
Agreements for an additional year through an amendment and restatement of the 2013 Credit 
Agreements. 

The Corporation also maintains aCHE general purpose facility of$300 million, ofwhich $42 million is 
related to letters of credit. At the Corporation's direction, this general purpose facility was reduced to 
$45 million effective March 14, 2014. As of June 30, 2014, there were no draws on this general purpose 
credit facility. 

In addition, in July 2013, the Corporation renewed a Trinity Health three year general purpose credit 
facility of $200 million. As of June 30, 2014, there were no amounts outstanding under this credit 
facility. 
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Standby Letters of Credit- The Corporation entered into various standby letters of credit totaling 
approximately $17.3 million at June 30, 2014. These standby letters of credit are renewed annually and 
are available to the Corporation as necessary under its insurance programs and for unemployment 
liabilities. There were no draws on these letters of credit during the year ended June 30, 2014. 

7. PROFESSIONAL AND GENERAL LIABILITY PROGRAMS 

The Corporation operates a wholly owned insurance company, Venzke Insurance Company, Ltd. 
("Venzke") that qualifies as a captive insurance company and provides certain insurance coverage to the 
Corporation's RHMs under a centralized program. The Corporation is self-insured for certain levels of 
general and professional liability, workers' compensation and certain other claims. The Corporation has 
limited its liability by purchasing reinsurance and commercial coverage from unrelated third-party 
insurers. 

Effective January 1, 2014, all assets and liabilities of Stella Maris Insurance Company, Ltd. ("Stella 
Maris"), which qualified as a captive insurance company, merged into Venzke. Policies issued and 
reinsurance purchased by Stella Maris prior to January 1, 2014 and all losses previous to January 1, 2014 
have been assumed by Venzke. 

The Corporation's current self-insurance program includes $20 million per occurrence for the first layers 
of professional liability, as well as $10 million per occurrence for hospital government liability, $5 
million per occurrence for errors and omission liability, and $1 million per occurrence for directors' and 
officers' liability. Additional layers of professional liability insurance are available with coverage 
provided through other insurance carriers and various reinsurance arrangements. The total amount 
available for these subsequent layers is $100 million in aggregate. The Corporation self-insures 
$750,000 per occurrence for workers' compensation in most states, with commercial insurance 
providing coverage up to the statutory limits, and self-insures up to $500,000 in property damage 
liability with commercial insurance providing coverage up to $1 billion. 

The liability for self-insurance reserves represents estimates of the ultimate net cost of all losses and loss 
adjustment expenses, which are incurred but unpaid at the consolidated balance sheet date. The reserves 
are based on the loss and loss adjustment expense factors inherent in the Corporation's premium 
structure. Independent consulting actuaries determined these factors from estimates of the Corporation's 
expenses and available industry-wide data. The Corporation discounts the reserves to their present value 
using a discount rate of3.0%. The reserves include estimates of future trends in claim severity and 
frequency. Although considerable variability is inherent in such estimates, management believes that the 
liability for unpaid claims and related adjustment expenses is adequate based on the loss experience of 
the Corporation. The estimates are continually reviewed and adjusted as necessary. 

Claims in excess of certain insurance coverage and the recorded self-insurance liability have been 
asserted against the Corporation by various claimants. The claims are iri various stages of processing, 
and some may ultimately be brought to trial. There are known incidents occmring through June 30, 2014 
that may result in the assertion of additional claims, and other claims may be asserted arising from 
services provided in the past. While it is possible that settlement of asserted claims and claims that may 
be asserted in the future could result in liabilities in excess of amounts for which the Corporation has 
provided, management, based upon the advice of Counsel, believes that the excess liability, if any, 
should not materially affect the consolidated financial position, operations or cash flows of the 
Corporation. 
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8. PENSION AND OTHER BENEFIT PLANS 

Deferred Compensation -The Corporation has nonqualified deferred compensation plans at certain 
RHMs that permit eligible employees to defer a portion of their compensation. The deferred amounts are 
distributable in cash after retirement or termination of employment. As of June 30, 2014, the assets 
under these plans totaled $137.8 million and liabilities totaled $145.1 million. 

Defined Contribution Benefits- The Corporation sponsors defined contribution pension plans covering 
substantially all of its employees. These programs vary by location and are funded by employee 
voluntary contributions, subject to legal limitations. Employer contributions to these plans include 
varying levels of matching and non-elective contributions. The employees direct their voluntary 
contributions and employer contributions among a variety of investment options. Trinity Health 
suspended the majority of employer matching contributions for the fiscal year 2014. Contribution 
expense under the plans totaled $68.8 million for the year ended June 30, 2014. 

Noncontributory Defined Benefit Pension Plans ("Pension Plans'~- Substantially all of the 
Corporation's employees participate in qualified, noncontributory defined benefit pension plans. Certain 
non-qualified, supplemental plan arrangements also provide retirement benefits to specified groups of 
participants. 

CHE maintains several defined benefit pension plans. One of the plans is subject to the provisions of the 
Employee Retirement Security Act of 1974 ("ERISA"). The remaining plans have Church Plan status as 
determined by the Internal Revenue Service and are not governed by ERISA. The majority of the CHE 
qualified defined benefit plans are frozen and participants are no longer accruing benefits in those plans. 
Funding for the ERISA plan is made in accordance with ERISA requirements. Funding for the Church 
Plans varies by plan but generally is based on plan liabilities with amortization of any under or over 
funding, over a seven year period. 

Trinity Health maintains three defined benefit pension plans, two of which have frozen benefits and are 
subject to the provisions of ERISA. The third plan, the Trinity Health Pension Plan, has church plan 
status. For the majority of plan participants in the Trinity Health Pension Plan, prior to June 30, 2010, 
benefits were based on years of service and employees' highest five years of compensation at which 
time an accrued frozen benefit was calculated for all active participants. As of July 1, 2010, participants 
accrue benefits based on a cash balance formula, which credits pmiicipants annually with a percentage 
of eligible compensation based on age and years of service, as well as an interest credit based on a 
benchmark interest rate. A transition adjustment was provided to participants who were vested as of 
June 30, 2010, whose age and service met certain requirements at that date. The transition adjustment 
applies to the pension benefit earned through June 30, 2010 and increased compensation under the final 
average pay formula over a five-year period. Effective June 2014, the Trinity Health Pension Plan was 
amended to freeze all future benefit accruals as of December 31, 2014. As a result of this amendment, 
the Trinity Health Pension Plan projected benefit obligation decreased $49.5 million, and the 
Corporation recognized a curtailment gain of $149.7 million in the consolidated statement of operations 
and changes in net assets. Because this plan has Church Plan status, funding in accordance with ERISA 
is not required. The Corporation's adopted funding policy for its qualified plan, which is reviewed 
annually, is to fund the current normal cost based on the accumulated benefit obligation at the plans' 
December 31 year-end, and amortization of any under or over funding over a ten-year period. 

Effective December 2013, the majority of the CHE and Trinity Health Plans were amended to 
implement a voluntary lump sum distribution window. The amendments provided the opportunity for 
certain eligible participants to elect to receive a full distribution of their pension benefits as a lump sum 
during the program window period from March 24, 2014 to May 2, 2014. To be eligible a participant 
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must have terminated employment on or before December 31, 2013. As a result of this program, the 
Plans' projected benefit obligations decreased $698.4 million for benefits paid, and the Corporation 
recognized a settlement loss of $196 million in the consolidated statement of operations and 
consolidated statement of operations and changes in net assets. 

Postretirement Health Care and Life Insurance Benefits ("Postretirement Plans") -The Corporation 
sponsors both funded and unfunded contributory plans to provide health care benefits to certain of its 
retirees. All of the Postretirement Plans are closed to new participants. The plans cover certain hourly 
and salaried employees who retire from certain RHMs. Medical benefits for these retirees are subject to 
deductibles and co-payment provisions. Effective January 1, 2011, the funded plans provide benefits to 
certain retirees at fixed dollar amounts in Health Reimbursement Account arrangements for Medicare 
eligible participants. 

The following table sets forth the changes in projected benefit obligations, accumulated postretirement 
obligations, and changes in plan assets and funded status of the plans for both the Pension and 
Postretirement Plans for the year ended June 30, 2014 (in thousands): 

Pension Plans Postretirement Plans 
Change in Benefit Obligation: 
Benefit obligation, beginning ofyear $ 6,244,763 $ 107,865 

Service cost 149,138 628 
Interest cost 331,554 5,297 
Actuarial loss (gain) 448,872 (302) 
Benefits paid (198,505) (5,081) 
Medicare Part D reimbursement 111 
Curtailments (49,449) 
Settlements (698,354) 

Benefit obligation, end of year 6,228,019 108,518 

Change in Plan Assets: 
Fair value of plan assets, beginning of year 5,491,447 84,523 

Actual return on plan assets 699,893 15,338 
Employer contributions 230,360 1,329 
Benefits paid (198,505) (5,081) 
Settlements (698,354) 

Fair value of plan assets, end of year 5,524,841 96,109 

Unfunded amount recognized June 30 $ (703, 178) $ (12,409) 

Recognized in other long-term assets $ 8,258 $ 4,028 
Recognized in accrued pension and retiree health costs $ (711,436) $ (16,437) 

Actuarial losses incurred in the pension plans during the year ended June 30,2014 are primarily related 
to changes in discount rates used to measure the plans' liabilities. 
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The accumulated benefit obligation and fair value of plan assets for the qualified defined benefit pension 
plans for the year ended June 30, 2014 are as follows (in thousands): 

Accumulated benefit obligation 
Fair value of plan assets 

Funded status 

Pension Plans 

$ 

$ 

6,182,463 
5,524,841 

(657,622) 

Components of net periodic benefit cost for the year ended June 30, 2014 consisted of the following (in 
thousands): 

Pension Plans Postretirement Plans 
Service cost $ 149,138 $ 627 
Interest cost 331,554 5,297 
R'<!Jected return on assets (398,683) (6;U08) 
Amortization of prior service cost (27,345) (5,763) 
Recognized net actuarial loss 104,089 (167) 

Net petiodic benefit cost (income) 
before curtailments/settlements $ 158,753 $ (6,014) 

Curtailment gain (149,734) 
. Settlement loss 195,987 

Net petiodic benefit cost (income) $ 205,006 $ (6,014) 
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The amounts in unrestricted net assets, including amounts arising during the year and amounts 
reclassified into net periodic benefit cost, are as follows (in thousands): 

Pension Plans 

Net Prior 
Loss {Gain) Service Cost Total 

Balance at July 1, 2013 $ 1,813,218 $ (221,844) $ 1,591,374 

Curtailments 100,285 100,285 
Settlements (195,987) (195,987) 
Reclassified into net periodic benefit cost (104,089) 27,345 (76,744) 
Arising during the year 147,643 147,643 

Balance at June 30, 2014 $ 1,761,070 $ (194,499) $ 1,566,571 

Postretirement Plans 
Net Prior 

Loss (Gain) Service Credit Total 

Balance at July 1, 2013 $ 3,287 $ (10, 159) $ (6,872) $ 
Curtailments 
Settlements 
Reclassified into net periodic benefit cost 167 5,763 5,930 
Arising during the year (9,529) (9,529) 

Balance at June 30, 2014 $ (6,075) $ (4,396) $ (10,471) $ 

All Plans 
Grand 
Total 

1,584,502 
100,285 

(195,987) 
(70,814) 
138,114 

1,556,100 

The following are estimated amounts to be amortized from unrestricted net assets into net periodic 
benefit cost during fiscal year 2015 (in thousands): 

Pension Postretirement 

Plans Plans 

Amortization of prior service credit $ (5,877) $ (564) 

Recognized net actuarial loss (gain) 31,580 (261) 

Total $ 25,703 $ (825) 

Assumptions used to determine benefit obligations and net periodic benefit cost as of and for the year 
ended June 30, 2014 were as follows: 

Benefit Obligations: 
Discount rate 

Rate of compensation increase in 2014 

Graduated to 4% by 2017 

Net Periodic Benefit Cost: 

Discount rate 
Expected long-term return on plan assets 

Rate of compensation 

29 

Pension Plans 

4.60%- 5.20% 

2.50% 

4.95% - 5.70% 
7.00%-7.50% 

3.0% 

Postretirement Plans 

4.00% - 4.75% 

N/A 

4.40%-5.20% 

7.50% 

N/A 
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Approximately 93% of the Corporation's pension plan liabilities are measured using the 4.90% discount 
rate at June 30, 2014. 

The Corporation utilizes a pension liability driven investment strategy in determining its asset allocation 
and long-term rate of return for plan assets. This risk management strategy uses a glide path 
methodology based on funded status to initiate asset allocation changes across the efficient frontier. 
Efficient frontier analysis models the risk and return trade-offs among asset classes while taking into 
consideration the correlation among the asset classes. Historical market returns and risks are examined 
as part of this process, but risk-based adjustments are made to correspond with modem portfolio theory. 
Long-term historical correlations between asset classes are used, consistent with widely accepted capital 
markets principles. Current market factors, such as inflation and interest rates, are evaluated before long
term capital market assumptions are determined. The long-term rate of return is established using the 
efficient frontier analysis approach with proper consideration of asset class diversification and 
rebalancing. Peer data and historical returns are reviewed to check for reasonableness and 
appropriateness. 

Health Care Cost Trend Rates- Assumed health care cost trend rates have a significant effect on the 
amounts reported for the postretirement plans. The postretirement benefit obligation includes assumed 
health care cost trend rates as of June 30, 2014 as follows: 

Medical and drugs, pre-age 65 7.5% 
Medical and drugs, post-age 65 7.5% 
Ultimate trend rate 5.0% 
Year rate reaches the ultimate rate 2023 

A one-percentage point change in assumed health care cost trend rates would have the following effects 
at June 30,2014 (in thousands): 

Effect on postretirement benefit obligation 
Effect on total of service cost and interest 
cost components 

30 

One-Percentage- One-Percentage-
Point Increase Point Decrease 

$ 3,358 $ (2,861) 

$ 209 $ (176) 
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The Corporation's investment allocations at June 30, 2014 by investment category are as follows: 

Investment Category: 
Cash and cash equivalents 
Marketable securities: 

U.S. and non-U.S equity securities 
Equity mutual funds 
Debt securities 

Other investments: 
Commingled funds 
Hedge funds 
Private equity funds 
Other 

Total 

Pension 
Plans 

5% 

10% 

7% 

33% 

14% 

24% 

6% 

1% 

100% 

Postretirement 
Plans 

1% 

32% 

67% 

100% 

The Corporation employs a total return investment approach whereby a mix of equities and fixed income 
investments are used to maximize the long-term return of plan assets for a prudent level of risk Risk 
tolerance is established through careful consideration of plan liabilities, plan funded status, and 
corporate financial condition. The investment portfolio contains a diversified blend of equity and fixed
income investments. Furthermore, equity investments are diversified across U.S. and non-U.S. stocks, as 
well as growth, value, and small and large capitalizations. Other investments, such as hedge funds, 
interest rate swaps, and private equity are used judiciously to enhance long-term returns while improving 
portfolio diversification. Derivatives may be used to gain market exposure in an efficient and timely 
manner; however, derivatives may not be used to leverage the portfolio beyond the market value of the 
underlying investments. Investment risk is measured and monitored on an ongoing basis through 
quarterly investment portfolio reviews, annual liability measurements, and periodic asset/liability 
studies. For the majority of the Corporation's pension plan investments, the combined target investment 
allocation at June 30,2014 was global and traditional equity securities 30%; long/short equity 10%; 
fixed income obligations 40%; hedge funds 15%; and alternative debt 5%. 
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The following table summarizes the Pension and Postretirement Plans' assets measured at fair value at 
June 30, 2014 (in thousands). See Note 10 for definitions ofLevels 1, 2 and 3 of the fair value hierarchy. 

Quoted Plices in Significant 
Active Markets Other Significant 

for Identical Observable Unobservable Total 
Assets Inputs Inputs Fair 

Pension Plans: (Level 1) (Level2) (Level3) Value 

Cash and cash equivalents $ 294,057 $ 602 $ $ 294,659 

Equity securities 551,831 1,897 553,728 
Debt securities 

Government and government agency obligations 538,138 538,138 
Corporate bonds 1,132,025 1,132,025 
Asset backed securities 69,621 2,467 72,088 

Mutual funds 
Equity mutual funds 369,515 6,954 376,469 
Fixed income mutual funds 107,318 107,318 

Commingled funds 
Equity commingled funds 716,472 716,472 
Fixed income commingled funds 66,950 66,950 

Hedge funds 671,757 672,245 1,344,002 
Private equity 309,163 309,163 
Other 13,803 26 13,829 

Total pension plans' assets at fair value $ 1,336,524 $3,204,442 $ 983,875 $5,524,841 

Postretirement Plans: 
Mutual funds 

Short term investment mutual funds $ 1,188 $ $ $ 1,188 
Fixed income mutual fund 30,862 30,862 

Equity commingled fund 63,819 63,819 
Other 240 240 

Total postretirement plans' assets at fair value $ 32,290 $ 63,819 $ $ 96,109 

Unfunded capital commitments related to Level 3 private equity investments totaled $119.5 million at 
June 30, 2014. 

The Corporation's policy is to recognize transfers between all levels as of the beginning of the reporting 
period. There were no significant transfers to or from Levels 1 and 2 during the year ended June 30, 
2014. 

See Note 10 for the Corporation's methods and assumptions to estimate the fair value of equity and debt 
securities, mutual funds, commingled funds, and hedge funds. 

Private Equity- These assets include several private equity funds that invest primarily in the United 
States, Asia and Europe, both directly and on the secondary market, pursuing distressed opportunities 
and natural resources, primarily energy. These funds are valued at net asset value, which is calculated 
using the most recent fund financial statements. 
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Other- Represents unsettled transactions relating primarily to purchases and sales of plan assets, 
accrued income, and derivatives. Due to the shGrt maturity of these assets and liabilities, the fair value is 
equal to the carrying amounts. Concerning derivatives, the Pension Plans are party to certain 
agreements, which are designed to manage exposures to equities and interest rate risks. These 
instruments are used for the purpose of hedging changes in the fair value of assets and actuarial present 
value of accumulated plan benefits that result from interest rate changes, or as an efficient substitute for 
traditional securities. The fair value of the derivatives is estimated utilizing the terms of the derivative 
instruments and publicly available market yield curves. The Pension Plans' investment policies 
specifically prohibit the use of derivatives for speculative purposes. 

The following table summarizes the changes in Level 3 Pension Plan assets for the year ended June 30 
(in thousands): 

Balance at July 1, 2013 

Realized gain 
Unrealized (loss) gain 
Purchases 

Sales 
Settlements 
Transfers out to Level2 

Balance at June 30, 2014 

Asset Backed 
Securities 

$ 

$ 

5 
2,462 

2,467 

Hedge Funds 

$ 767,942 

3,787 
70,891 

(126,903) 
35,418 

(78,890) 

$ 672,245 

Private F.qui9: Total 

$ 251,228 $ 1,019,170 

9,576 13,363 
26,584 97,480 
78,006 80,468 

(44,681) (171,584) 
(11,550) 23,868 

(78,890) 

$ 309,163 $ 983,875 

Transfers out ofLevel3 into Level2 were made for direct hedge funds where initial lock-up periods 
expired during fiscal year 2014. 

The preceding methods may produce a fair value calculation that may not be indicative of net realizable 
value or reflective of future fair values. Furthermore, although the Corporation believes the valuation 
methodologies are appropriate and consistent with other market participants, the use of different 
methodologies or assumptions to determine the fair value of certain financial instruments could result in 
a different fair value measurement at the reporting date. 

Expected Contributions- The Corporation expects to contribute $192.2 million to its Pension Plans and 
$1.4 million to its Postretirement Plans during the year ended June 30, 2015 under the Corporation's 
stated funding policy. 
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Expected Benefit Payments- The Corporation expects to pay the following for pension benefits, which 
reflect expected future service as appropriate, and expected postretirement benefits, before deducting the 
Medicare Part D subsidy (in thousands): 

2015 

2016 

2017 

2018 

2019 

Years 2020-2024 

$ 

Pension 
Plans 

293,899 

296,896 

315,274 

334,068 

352,511 

1,959,666 

9. COMMITMENTS AND CONTINGENCIES 

Postretirement 
Plans 

$ 7,475 

7,549 

7,696 

7,789 

7,843 

38,456 

Postretirement 
Medicare 

Part D Subsidy 

$ 97 

93 

89 

83 

76 

296 

Operating Leases- The Corporation leases various land, equipment and facilities under operating 
leases. Total rental expense, which includes provisions for maintenance in some cases, was $202 million 
for the year ended June 30, 2014. 

The following is a schedule of future minimum lease payments under operating leases as of June 30, 
2014, that have initial or remaining lease terms in excess of one year (in thousands): 

Litigation and Settlements -

Years ending June 30: 
2015 

2016 

2017 

2018 

2019 

Thereafter 

Total 

$ 

$ 

141,356 

113,831 

97,093 

78,476 

61,978 
186,425 

679,159 

Saint Alphonsus Regional Medical Center and its subsidiary Saint Alphonsus Diversified Care, Inc. 
(together, "Saint Alphonsus") have been involved in litigation arising out of the withdrawal of Saint 
Alphonsus from an imaging center partnership. The matter first went to trial in 2007, was appealed and 
tried a second time in 2011. In the second trial, the jury held against Saint Alphonsus in the amount of 
$52 million, which was offset by the value of Saint Alphonsus' partnership interest, which, together with 
interest, was approximately $6.6 million at the time of judgment. Saint Alphonsus appealed the second 
jury verdict to Idaho Supreme Court. On June 16, 2014, the Idaho Supreme Court affirmed the jury 
award, which, when combined with attorney fees, costs and interest, is a total judgment of 
approximately $56 million. The Corporation recorded management's estimation for damages of $20 
million in fiscal year 2007. As a result, an additional litigation accrual of $36 million was recorded in 
the fiscal year 2014 consolidated statement of operations and statement of changes in net assets. The 
judgment was paid subsequent to year end. 

CHE Trinity, Inc. as successor to CHE is the defendant in a purported class action lawsuit in New York 
state court brought by Emmet & Co, Inc., and First Manhattan Co, with respect to one series of bonds 
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issued for the benefit of CHE. Plaintiffs allege that CHE breached the Indenture relating to those bonds 
and violated the covenant of good faith and fair dealing in the exercise of its optional redemption rights 
for those bonds in connection with CHE's tender offer for those bonds. This lawsuit is similar to an 
earlier action by the plaintiffs against CHE and Merrill Lynch, Pierce, Fenner & Smith, one of the 
Corporation's underwriters, that was dismissed in 2013. The present lawsuit was preceded by plaintiffs 
unsuccessful2014 request that the Trustee bring an action against CHE on the bonds in question. The 
Corporation believes that the tender and redemption process was properly conducted. The Corporation's 
management does not believe that this matter, if decided adversely, would have a material ad¥erse effect 
on the financial condition of the Corporation. In June 2013, CHE received a notice from the IRS that 
these transactions were under audit, asking for information. CHE does not believe it has any direct 
exposure as these bonds are held by Merrill Lynch and is fully cooperating in the investigation. 

On March 29, 2013, the CHE was notified that it is a defendant in a lawsuit which challenges the church 
plan status of the CHE Employee Pension Plan. In response thereto, CHE has filed a motion to dismiss 
the complaint which is now pending before the United States District Court for the Eastern District of 
Pennsylvania. At this point, it is not possible to assess the exposure, if any, related to these claims and 
no amount has been reserved at this time. 

The Corporation is involved in other litigation and regulatory investigations arising in the course of 
doing business. After consultation with legal Counsel, management estimates that these matters will be 
resolved without material adverse effect on the Corporation's future consolidated financial position or 
results of operations. 

Health Care Regulatory Environment 

The health care industry is subject to numerous and complex laws and regulations offederal, state and 
local governments. These laws and regulations include, but are not limited to, matters such as licensure, 
accreditation, privacy, government health care program participation requirements, government 
reimbursement for patient services, and fraud and abuse. Compliance with such laws and regulations is 
complex and can be subject to future government interpretation as well as regulatory enforcement 
actions, including fines, penalties and exclusion from government health care programs such as 
Medicare and Medicaid. The Corporation and its RHM's periodically receive notices from governmental 
agencies requesting information regarding billing, payment, or other reimbursement matters, or notices 
of the initiation of government investigations. The healthcare industry in general is experiencing an 
increase in these activities as federal and state governments increase their enforcement activities and 
institute new programs designed to identify potential irregularities in reimbursement or quality of patient 
care. Based on the information received to date, management does not believe the ultimate resolution of 
these matters will have a material adverse effect on the Corporation's future consolidated financial 
position or results of operations. 

10. FAIR VALUE MEASUREMENTS 

The Corporation's consolidated financial statements reflect certain assets and liabilities recorded at fair 
value. Assets and liabilities measured at fair value on a recurring basis in the Corporation's consolidated 
balance sheet include: cash; cash equivalents; equity securities; debt securities; mutual funds; 
commingled funds; hedge funds; securities lending collateral; and derivatives. Defined benefit 
retirement plan assets are measured at fair value on an annual basis. Liabilities measured at fair value on 
a recurring basis for disclosure only include debt. 
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Fair value is the price that would be received to sell an asset or paid to transfer a liability in an orderly 
transaction between market participants at the measurement date. The fair value should be based on 
assumptions that market participants would use, including a consideration of non-performance risk. 

To determine fair value, the Corporation uses various valuation m~thodologies based on market inputs. 
For many instruments, pricing inputs are readily observable in the market; the valuation methodology is 
widely accepted by market participants and involves little to no judgment. For other instruments, pricing 
inputs are less observable in the marketplace. These inputs can be subjective in nature and involve 
uncertainties and matters of considerable judgment. The use of different assumptions, judgments and/or 
estimation methodologies may have a material effect on the estimated fair value amounts. 

The Corporation assesses the inputs used to measure fair value using a three level hierarchy based on the 
extent to which inputs used in measuring fair value are observable in the market. The fair value 
hierarchy is as follows: 

Levell- Quoted (unadjusted) prices for identical instruments in active markets 

Level2- Other observable inputs, either directly or indirectly, including: 

• Quoted prices for similar instruments in active markets 

• Quoted prices for identical or similar instruments in non-active markets (few transactions, 
limited information, non-current prices, high variability over time, etc.) 

• Inputs other than quoted prices that are obserVable for the instrument (interest rates, yield 
curves, volatilities, default rates, etc.) 

Inputs that are derived principally from or corroborated by other observable market data 

Level 3- Unobservable inputs that cannot be corroborated by observable market data 

Valuation Methodologies- Exchange-traded securities whose fair value is derived using quoted prices 
in active markets are classified as Levell. In instances where quoted market prices are not readily 
available, fair value is estimated using quoted market prices and/or other market data for the same or 
comparable instruments and transactions in establishing the prices, discounted cash flow models and 
other pricing models. These models are primarily industry-standard models that consider various 
assumptions, including time value and yield curve as well as other relevant economic measures. The 
inputs to these models depend on the type of security being priced but are typically benchmark yields, 
credit spreads, prepayment speeds, reported trades and broker-dealer quotes, all with reasonable levels 
of transparency. Generally, significant changes in any of those inputs in isolation would result in a 
significantly different fair value measurement. The Corporation classifies these securities as Level 2 
within the fair value hierarchy. 

The Corporation maintains policies and procedures to value instruments using the best and most relevant 
data available. The Corporation's Level3 securities are primarily investments in hedge funds. The fair 
values ofLevel3 investments in these securities are predominately valued using a net asset value per 
share, which is provided by third-party administrators; however, in some cases they are obtained directly 
from the investment fund manager. The Corporation did not adjust the prices obtained. Third-party 
administrators do not provide access to their proprietary valuation models, inputs, and assumptions. 
Accordingly, the Corporation reviews the independent reports of internal controls for these service 
providers. In addition, on a quarterly basis, the Corporation performs reviews of investment consultant 
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industry peer group benchmarking and supporting relevant market data. Finally, all of the fund managers 
of the Corporation's Level3 securities have an annual independent audit performed by an accredited 
accounting firm. The Corporation reviews these audited financials for ongoing validation of pricing 
used. Based on the information available, we believe that the fair values provided by the third-party 
administrators and investment fund managers are representative of prices that would be received to sell 
the assets at June 30, 2014. 

In instances where the inputs used to measure fair value fall into different levels of the fair value 
hierarchy, the fair value measurement has been determined based on the lowest level input that is 
significant to the fair value measurement in its entirety. The Corporation's assessment of the 
significance of a particular item to the fair value measurement in its entirety requires judgment, 
including the consideration of inputs specific to the asset. 

Following is a description of the valuation methodologies the Corporation used for instruments recorded 
at fair value, as well as the general classification of such instruments pursuant to the valuation hierarchy: 

Cash and Cash Equivalents- The carrying amounts reported in the consolidated balance sheet 
approximate their fair value. Certain cash and cash equivalents are included in investments and assets 
limited or restricted as to use in the consolidated balance sheef 

Commercial Paper -The fair value of commercial paper is based on amortized cost. Commercial paper 
is designated as Level 2 investments with significant observable inputs including security cost, maturity 
and credit rating. Commercial paper is classified as either cash and cash equivalents or marketable 
securities in the consolidated balance sheet depending upon the length to maturity when purchased and 
are included in cash and cash equivalents or debt securities in the fair value table. 

Security Lending Collateral- The security lending collateral is invested in a Northern Trust sponsored 
commingled collateral fund, which is comprised primarily of short-term securities. The fair value 
amounts of the commingled collateral fund are determined using the calculated net asset value per share 
(or its equivalent) for the fund with the underlying investments valued using techniques similar to those 
used for marketable securities noted below. 

Equity Securities- Equity securities are valued at the closing price reported on the applicable exchange 
on which the security is traded, or are estimated using quoted market prices for similar securities. 

Debt Securities- Debt securities are valued using quoted market prices and/or other market data for the 
same or comparable instruments and transactions in establishing the prices, discounted cash flow models 
and other pricing models. These models are primarily industry-standard models that consider various 
assumptions, including time value and yield curve as well as other relevant economic measures. 

Mutual Funds- Mutual funds are valued using the net asset value based on the value of the underlying 
assets owned by the fund, minus liabilities, divided by the number of shares outstanding, and multiplied 
by the number of shares owned. 

Commingled Funds- Commingled funds are developed for investment by institutional investors only 
and therefore do not require registration with the Securities and Exchange Commission. Commingled 
funds are recorded at fair value based on either the underlying investments that have a readily 
determinable market value or based on net asset value, which is calculated using the most recent fund 
financial statements. Commingled funds are categorized as Level 2 unless they have a re-demption 
restriction greater than 95 days, in which case they are categorized as Level 3. 
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Hedge Funds- The Corporation invests in various hedge fund strategies. These funds utilize either a 
direct or a "fund-of-funds" approach resulting in diversified multi-strategy, multi-manager investments. 
Underlying investments in these funds may include equities, fixed income securities, commodities, 
currencies and derivatives. These funds are valued at net asset value, which is calculated using the most 
recent fund financial statements. Hedge funds are categorized as Level 2 unless they have a redemption 
restriction greater than 95 days, in which case they are categorized as Level 3. 

The Corporation classifies its equity and debt securities, mutual funds, commingled funds and hedge 
funds as trading securities. The amount ofholding gains for fiscal year 2014 included in the excess of 
revenue over expenses related to securities still held at June 30, 2014 were $471.6 million. 

Equity Method Investments- The Corporation accounts for certain other investments using the equity 
method. These investments are structured as limited liability corporations and partnerships and are 
designed to produce stable investment returns regardless of market activity. These investments utilize a 
combination of"fund-of-funds" and direct fund investment strategies resulting in a diversified multi
strategy, multi-manager investments approach. Some of these funds are developed by investment 
managers specifically for the Corporation's use and are similar to mutual funds, but are not traded on a 
public exchange. Underlying investments in these funds may include other funds, equities, fixed income 
securities, commodities, currencies and derivatives. Audited information is only available annually 
based on the limited liability corporations, partnerships or funds' year-end. Management's estimates of 
the fair values of these investments are based on information provided by the third-party administrators 
and fund managers or the general partners. Management obtains and considers the audited financial 
statements of these investments when evaluating the overall reasonableness of the recorded value. In 
addition to a review of external information provided, management's internal procedures include such 
things as review of returns against benchmarks and discussions with fund managers on performance, 
changes in personnel or process, along with evaluations of current market conditions for these 
investments. Investment managers meet with the Corporation's Investment Subcommittee of the Finance 
and Stewardship Committee of the Board of Directors on a periodic basis. Because of the inherent 
uncertainty of valuations, values may differ materially from the values that would have been used had a 
ready market existed. The balance ofthese investments at June 30,2014 was $1,416 million. Unfunded 
capital commitments related to equity method investments totaled $75.9 million at June 30, 2014. 

Cash and cash equivalents, equity and debt securities, mutual funds, commingled funds, hedge funds, 
and equity method investments totaled $8,427 million at June 30, 2014. 

Interest Rate Swaps- The fair value of the Corporation's derivatives, which are mainly interest rate 
swaps, are estimated utilizing the terms of the swaps and publicly available market yield curves along 
with the Corporation's nonperformance risk as observed through the credit default swap market and 
bond market and based on prices for recent trades. These swap agreements are classified as Level 2 
within the fair value hierarchy. 

38 
Page 486 of 609



The following table presents information about the fair value of the Corporation's financial instruments 
measured at fair value on a recurring basis and recorded at June 30, 2014 (in thousands): 

Quoted Prices in Significant 
Active Markets Other Significant 

for Identical Observable Unobservable Total 
Assets Inputs Inputs Fair 

Assets: ~evell) ~evel2) (Level3) Value 

Cash and cash equivalents $ 1,585,907 $ 38,630 $ $ 1,624,537 

Security lending collateral 187,882 187,882 

Equity securities 988,848 5,674 972 995,494 

Debt securities: 
Gwemment and government agency obligations 445,517 1,529 447,046 

Corporate bonds 350,744 583 351,327 

Asset backed securities 81,376 100 81,476 

Bank loans 64,126 64,126 

Other 10,599 10,599 

Mutual funds: 

Equity mutual funds 847,924 847,924 

Fixed income mutual funds 596,739 596,739 

Real estate investment funds 10,682 10,682 

Other 16,384 16,384 

Commingled funds 774,926 774,926 

Hedge fimds 657,781 344,544 1,002,325 

Interest rate swaps 32,258 32,258 

Total assets $ 4,046,484 $ 2,649,513 $ 347,728 $ 7,043,725 

Liabilities: 
Interest rate swaps $ $ 148,885 $ $ 148,885 

The Corporation's policy is to recognize transfers between all levels as of the beginning of the reporting 
period. There were no significant transfers to or from Levels 1 and 2 during the year ended June 30, 
2014. 

The following table summarizes the changes in Level 3 assets for the year ended June 30, 2014 (in 
thousands): 

Balance at July 1, 2013 

Realized gain 

Unrealized (loss) gain 

Purchases 

Settlements 

Transfers (to) from Level2 

Balance at June 30,2014 

Equity 

Securities 

$ 1,449 

(3) 

(474) 

$ 972 

Government and 

Govemment 

Agency 

Obligations 

$ 

(2) 

(609) 

2,140 

$ 1,529 

39 

Cm·porate Asset Backed 

Bonds Securities 

$ 2,886 $ 

(99) 

(96) 

1,230 100 

(4,638) 

1,300 

$ 583 $ 100 

Hedge 

Funds 

$ 376,807 

2,287 

30,197 

14,170 

(17,243) 

(61,6742 

$ 344,544 

Total 

$ 381,142 

2,186 

29,492 

17,640 

(21,884) 

(60,848) 

$ 347,728 
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Investments in Entities that Calculate Net Asset Value per Share- The Corporation holds shares or 
interests in investment companies at year-end, included in commingled funds and hedge funds, where 
the fair value of the investment held is estimated based on the net asset value per share (or its equivalent) 
of the investment company. There were no unfunded commitments as of June 30, 2014. The fair value 
and redemption rules of these investments are as follows as of June 30, 2014 (in thousands): 

Redemption Redemption 
Fair Value Frequency Notice Period 

Commingled funds $ 774,926 Daily -Monthly 0-60 days 
Hedge funds 1,002,325 Monthly, quarterly, semi-annually 30-95 days 

Total $ 1,777,251 

The hedge fund category includes equity long/short hedge funds, multi-strategy hedge funds and relative 
value hedge funds. Equity long/short hedge funds invest both long and short, primarily in U.S. common 
stocks. Management of the fund has the ability to shift investments from value to growth strategies, from 
small to large capitalization stocks, and from a net long position to a net short position. Multi-strategy 
hedge funds pursue multiple strategies to diversify risks and reduce volatility. Relative value hedge 
fund's strategy is to exploit structural and technical inefficiencies in the market by investing in financial 
instruments that are perceived to be inefficiently priced as a result of business, financial or legal 
uncertainties. Investments representing approximately 6.1% of the value of the investments in this 
category can only be redeemed bi-annually subsequent to the initial investment date. Investment 
representing 18.4% of the investments in this category can only be redeemed at the rate of25% per 
quarter. 

The commingled fund category primarily includes investments in funds that invest in financial 
instruments of U.S. and non-U.S. entities, primarily bonds, notes, bills, debentures, currencies, and 
interest rate and derivative products. 

The composition of investment returns included in the consolidated statement of operations and changes 
in net assets for the year ended June 30, 2014 is as follows (in thousands): 

Dividend, interest income and other 
Realized gain, net 
Realized equity gain, other investments 
Change in net unrealized gain on investments 

Total investment retum 

Included in: 
Operating income 
Nonoperating items 
Changes in restricted net assets 

Total investment retum 

40 

$ 

$ 

$ 

$ 

130,961 
196,727 
24,528 

350,532 

702,748 

75,123 
609,010 

18,615 

702,748 
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In addition to investments, assets restricted as to use include receivables for unconditional promises to 
give cash and other assets net of allowances for uncollectible promises to give. Unconditional promises 
to give consist ofthe following at June 30, 2014 (in thousands): 

Amounts expected to be collected in: 
Less than one year $ 24,359 . 
One to five years 34,761 
More than five years 5,840 

64,960 

Discount to present value of future cash flows (2,819) 
Allowance for uncollectible amounts (6,030) 

Total unconditional promises to give, net $ 56,111 

Patient Accounts Receivable, Estimated Receivables from Third-Party Payors and Current Liabilities 
-The carrying amounts reported in the consolidated balance sheet approximate their fair value. 

Long-Term Debt- The carrying amounts of the Corporation's variable rate debt approximate their fair 
values. The fair value of the Corporation's fixed rate long-term debt is estimated using discounted cash 
flow analyses, based on current incremental borrowing rates for similar types of borrowing 
arrangements. The fair value of the fixed rate long-term revenue and refunding bonds was $3,195 
million at June 30, 2014. Under the fair value hierarchy, these financial instruments are valued primarily 
using Level2 inputs. The related carrying value of the fixed rate long-term revenue and refunding bonds 
was $2,923 million at June 30, 2014. The fair values ofthe remaining fixed rate capital leases, notes 
payable to banks, and mortgage loans are not materially different from their carrying values. 

11. DERIVATIVE FINANCIAL INSTRUMENTS 

Derivative Financial Instruments- In the normal course of business, the Corporation is exposed to 
market risks, including the effect of changes in interest rates and equity market volatility. To manage 
these risks the Corporation enters into various derivative contracts, primarily interest rate swaps. Interest 
rate swaps are used to manage the effect of interest rate fluctuations. 

Management reviews the Corporation's hedging program, derivative position, and overall risk 
management on a regular basis. The Corporation only enters into transactions it believes will be highly 
effective at offsetting the underlying risk. 

Interest Rate Swaps- The Corporation utilizes interest rate swaps to manage interest rate risk related to 
the Corporation's variable interest rate debt, variable rate leases and a fixed income investment 
portfolio. Cash payments on interest rate swaps totaled $15.6 million for the year ended June 30, 2014 
and are included in nonoperating income. 

Certain of the Corporation's interest rate swaps contain provisions that give certain counterparties the 
right to terminate the interest rate swap if a rating is downgraded below specified thresholds. If a ratings 
downgrade threshold is breached, the counterparties to the derivative instruments could demand 
immediate termination of the swaps. Such termination could result in a payment from the Corporation or 
a payment to the Corporation depending on the market value of the interest rate swap. 
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Effect of Derivative Instruments on Excess of Revenue over Expenses- The following table represents 
the effect derivative instruments had on the Corporation's financial performance for the year ended June 
30, 2014 (in thousands): 

Derivatives Not 
Designated as 

Hedging Instruments 

Location ofNet Gain (Loss) 
Recognized in Excess of Revenue over 
Expenses or Unrestricted Net Assets 

Excess of Revenue over Expenses: 
Interest rate swaps Change in market value and cash payment on 

interest rate swaps 
Interest rate swaps Investment income 

Amount of Net Gain (Loss) 
Recognized in Excess of 
Revenue over Expenses 

$ 

$ 

(25,514) 
(593) 

(26,107) 

Balance Sheet Effect of Derivative Instruments - The following table summarizes the estimated fair 
value of the Corporation's derivative financial instruments at June 30, 2014 (in thousands): 

Derivatives Not 
Designated as 

Hedging Instruments 

Asset Derivatives: 
Interest rate swaps 
Interest rate swaps 

Total asset derivatives 

Liability Derivatives: 

Interest rate swaps 

Consolidated 
Balance Sheet 

Location 

Investments 
Other assets 

Other long-term liabilities 

$ 

$ 

$ 

Fair Value 

5,855 
26,403 

32,258 

148,885 

The counterparties to the interest rate swaps expose the Corporation to credit loss in the event of non
performance. At June 30, 2014, an adjustment for non-performance risk reduced derivative assets by 
$1.0 million and derivatives liabilities by $11.2 million. 
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12. TEMPORARILY AND PERMANENTLY RESTRICTED NET ASSETS 

Temporarily restricted net assets are those whose use by the Corporation has been limited by donors to a 
specific time period or purpose. Permanently restricted net assets have been restricted by donors to be 
maintained in perpetuity. Temporarily restricted net assets and permanently restricted net assets at June 
30, 2014 are available for the following purposes (in thousands): 

Temporarily Restricted Net Assets: 

Education and research 
Building and equipment 
Patient care 
Cancer Center/research 
Services for elderly care 
Other 

Total 

Permanently Restricted Net As sets: 

Hospital operations 
Medical programs 
Scholarship funds 
Research funds 
Community service funds 
Other 

Total 

$ 

$ 

$ 

$ 

20,252 
103,683 
47,712 
14,753 
33,767 
73,139 

293,306 

25,844 
7,465 
5,033 
9,787 

14,211 
24,723 

87,063 

The Corporation's endowments consist of funds established for a variety of purposes. Endowments 
include both donor-restricted endowment funds and funds designated by the Board to function as 
endowments. Net assets associated with endowment funds, including funds designated by the Board to 
function as endowments, are classified and reported based on the existence or absence of donor-imposed 
restrictions. The Corporation considers various factors in making a determination to appropriate or 
accumulate donor-restricted endowment funds. 

The Corporation employs a total return investment approach whereby a mix of equities and fixed income 
investments are used to maximize the long-term return of endowment funds for a prudent level of risk. 
The Corporation targets a diversified asset allocation to achieve its long-term return objectives within 
prudent risk constraints. The Corporation can appropriate each year all available earnings in accordance 
with donor restrictions. The endowment corpus is to be maintained in perpetuity. Certain donor
restricted endowments require a portion of annual earnings to be maintained in perpetuity along with the 
corpus. Only amounts exceeding the amounts required to be maintained in perpetuity are expended. 
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The following table summarizes net asset composition by type of fund at June 30, 2014 (in thousands): 

Temporarily Permanently 
Unrestricted Restricted Restricted 
Net Assets Net Assets Net Assets Total 

Donor-restricted endowment funds $ $ 36,340 $ 87,063 $ 123,403 
Board-designated endowment funds 90,942 90,942 

Total endowment funds $ 90,942 $ 36,340 $ 87,063 $ 214,345 

Changes in endowment net assets for the year ended June 30, 2014 include (in thousands): 

Temporarily Permanently 
Unrestricted Restricted Restricted 
Net Assets Net Assets Net Assets Total 

Endowment net assets, July 1, 2013 $ 78,848 $ 31,598 $ 92,678 $ 203,124 

Investment return: 
Investment gain 5,522 4,235 1,238 10,995 
Change in net realized and unrealized gains 5,200 1,557 1,620 8,377 

Total investment return 10,722 5,792 2,858 19,372 

Contributions 38 131 3,621 3,790 
Transfer to create a board designated endowment 1,161 1,161 
Appropriation of endowment assets for expenditures (5,601) (1,606) (7,207) 
Other 5,774 425 {12,094) {5,895} 

Endowment net assets, June 30, 2014 $ 90,942 $ 36,340 $ 87,063 $ 214,345 

The table below describes the restrictions for endowment amounts classified as temporarily restricted net 
assets and permanently restricted net assets as of June 30, 2014 (in thousands): 

Temporarily Restricted Net Assets: 
Term endowment funds 
The portion of perpetual endowment funds subject a purpose restriction 

Total endowment funds classified as temporarily restricted net assets 

Permanently Restricted Net Assets: 
Investment to be held in perpetuity, the income Jiom 
which is expendable to support health care services 
Endowments requiring income to be added to the original gift 
Other 

Total 

$ 

$ 

$ 

$ 

4,783 
31,557 

36,340 

62,912 
13,939 
10,212 
87,063 

Funds with Deficiencies -Periodically the fair value of assets associated with the individual donor
restricted endowment funds may fall below the level that the donor requires the Corporation to retain as 
a fund of perpetual duration. Deficiencies of this nature are reported in unrestricted net assets. These 
deficiencies result from unfavorable market fluctuations and/or continued appropriation for certain 
programs that was deemed prudent by the Corporation. 
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13. RESTRUCTURING CHARGES 

During fiscal year 2014, management authorized and committed the Corporation to undertake a 
comprehensive performance improvement plan to realign its cost structure. The Corporation had a 
workforce reduction as part of the plan. As a result of these actions, restructuring charges of$46 million 
have been included in the consolidated statement of operations and changes in net assets. The 
restructuring charges are primarily for severance and termination benefits. As ofJune 30, 2014, $15 
million in benefits have been paid. 

14. SUBSEQUENT EVENTS 

Management has evaluated subsequent events through October 3, 2014, the date the consolidated 
financial statements were issued. The following subsequent events were noted: 

Merger of Entities- CHE Trinity Inc., CHE and Trinity Health were merged into one legal corporation, 
with Trinity Health being the surviving legal corporation on July 1, 2014. 

Consolidation of Sioux/and Surgery Center, LLP ("Sioux/and'')- Effective July 1, 2014, a joint 
venture was created between Mercy Health Services- Iowa, Corp. ("Mercy") and USP Health Ventures, 
LLC ("USP"), (collectively, "Mercy/USP"). Mercy owns a controlling interest of55.71% and USP owns 
the remaining 44.29% interest of the joint venture. Mercy/USP then entered into a Securities Purchase 
Agreement with SSC Physician Investors, LLC ("Physician Investors"), whereby Mercy contributed 
30.9% of their pre-existing ownership of Siouxland and USP contributed their newly acquired 24.6% 
ownership of Siouxland, resulting in Mercy/USP owning a controlling interest of 55.54% of Siouxland 
with the remaining 44.46% interest owned by Physician Investors. As a result of the transaction, Mercy 
reported a gain of $40.3 million in the consolidated statement of operations and changes in net assets in 
July, 2014. Siouxland operates a surgical specialty hospital and medical facility in Dakota Dunes, South 
Dakota and has operating revenue of $64 million annually. Summarized consolidated balance sheet 
information for Mercy/USP as of July 1, 2014 is as follows (in thousands): 

Cash $ 4,178 Accounts payable and accmed expenses $ 9,409 

Patient accounts receivable 11,191 CutTent portion of long-term debt 1,031 

Other cutTent assets 3,539 Long-tetm debt, net of current portion 12,075 

Property and equipment 24,133 Total liabilities acquired $ 22,515 

Goodwill 134,947 

Other assets 799 Unrestricted net assets $ 57,265 

Total assets acquired $ 178,787 Unrestricted noncontrolling interest 99,007 

Total net assets $ 156,272 

Litigation -On July 17, 2014, Trinity Health Corporation (now CHE Trinity Inc.) was notified that it is 
a defendant in a lawsuit filed in the United States District Court District of Maryland that challenges the 
church plan status of the Trinity Health Employee Pension Plan. This is similar to other purported class 
action cases that have been brought against large Catholic health care systems, including one making 
similar allegations with respect to the Catholic Health East employee pension plan. This is one of six 
such challenges filed against Catholic health systems across the country. At this point, it is not possible 
to assess the exposure, if any, related to these claims and CHE Trinity Inc. has not reserved any amounts 
at this time related to either the existing challenge with respect to the Catholic Health East employee 
pension plan or the recently filed lawsuit against Trinity Health Corporation. 

* * * * 
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SCHEDULE2 

DESIGNATED AFFILIATES AS OF JUNE 30,2014 

Designated Affiliates 

Alabama 
• Mercy Medical, A Corporation- Daphne, Alabama 

California 
• Saint Agnes Medical Center- Fresno, California 

Connecticut 
• McAuley Center, Incorporated- West Hartford, Connecticut 
• Mercy Community Health, Inc. -West Hartford, Connecticut 
• Mercy Community Home Care Services, Inc. -West Hartford, Connecticut 
• Mercy knoll, Incorporated - West Hartford, Connecticut 
• Mercy Services, Inc.- West Hartford, Connecticut 
• Saint Mary Home, Incorporated - West Hartford, Connecticut 
• Saint Mary Home, II, Incorporated - West Hartford, Connecticut 

Delaware 

Florida 

• Saint Francis Hospital, Inc. - Wilmington, Delaware 

• 
• 
• 

Allegany Franciscan Ministries, Inc. - Palm Harbor, Florida 
Holy Cross Hospital, Inc.- Fort Lauderdale, Florida 
Holy Cross Long Term Care, Inc.- Fort Lauderdale, Florida 

Georgia 

Idaho 

Illinois 

Indiana 

• 
• 
• 
• 
• 
• 

• 
• 
• 

Good Samaritan Hospital, Inc. - Greensboro, Georgia 
St. Mary's Health Care System, Inc.- Athens, Georgia 
St. Mary's Highland Hills, Inc.- Athens, Georgia 
Saint Joseph's Health System, Inc.- Atlanta, Georgia 
Saint Joseph's Mercy Care Services, Inc.- Atlanta, Georgia 
Mercy Senior Care, Inc. - Atlanta, Georgia 

Saint Alphonsus Health System- Boise, Idaho 
Saint Alphonsus Regional Medical Center- Boise, Idaho 
Saint Alphonsus Regional Medical Center- Nampa- Nampa, Idaho 

• Gottlieb Memorial Hospital- Melrose Park, Illinois 
• Loyola University Health System- Maywood, Illinois 
• Loyola University Medical Center- Maywood, Illinois 

• Saint Joseph Regional Medical Center, Inc.- Mishawaka, Indiana 
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Iowa 

• Saint Joseph Regional Medical Center, Inc.- South Bend Campus- Mishawaka, Indiana 
• Saint Joseph Regional Medical Center, Inc. -Plymouth Campus- Plymouth, Indiana 
• Trinity Continuing Care Services - Indiana, Inc. - South Bend, Indiana 

• Mercy Health Services- Iowa, Corp. Dubuque, Dyersville, Mason City, New Hampton and 
Sioux City, Iowa 

• Mercy Medical Center- Clinton, Inc. - Clinton, Iowa 

Maryland 
• Holy Cross Health, Inc. - Silver Spring, Maryland 

Massachusetts 
• Brightside, Inc. - Holyoke, Massachusetts 
• Farren Care Center, Inc. -Turners Falls, Massachusetts 
• The Mercy Hospital, Inc. - Springfield, Massachusetts 
• Sisters of Providence Care Centers, Inc. - Holyoke, Massachusetts 
• Sisters of Providence Health System, Inc.- Springfield, Massachusetts 

Michigan 
• Trinity Health - Michigan - Livonia, Port Huron, Ann Arbor, Chelsea, Howell, Pontiac, 

Cadillac, Grayling and Grand Rapids, Michigan 
• Mercy Health Partners -Muskegon, Michigan 
• Mercy Health Partners- Hackley Campus -Muskegon, Michigan 
• Mercy Health Partners- Lakeshore Campus -Muskegon, Michigan 
• Trinity Continuing Care Services - Shelby, Warren, White Lake, Grand Rapids, Grand 

Haven, Muskegon and Livonia, Michigan 
• Trinity Home Health Services -Livonia, Michigan 

New Jersey 
• The Osborn Family Health Center, Our Lady of Lourdes Medical Center- Camden, New 

Jersey 
• Our Lady of Lourdes Health Care Services, Inc.- Camden, New Jersey 
• Our Lady of Lourdes Medical Center, Inc.- Camden, New Jersey 
• Lourdes Ancillary Services, Inc.- Camden, New Jersey 
• Our Lady of Lourdes School of Nursing, Inc.- Camden, New Jersey 
• Lourdes Medical Center of Burlington County, A New Jersey Nonprofit Corporation 

Willingboro, New Jersey 
• St. Francis Medical Center, A New Jersey Nonprofit Corporation- Trenton, New Jersey 

North Carolina 
• Saint Joseph of the Pines, Inc.- Southern Pines, North Carolina 

Ohio 
• Mount Carmel Health System- Columbus, Westerville and New Albany, Ohio 

Oregon 
• Saint Alphonsus Medical Center- Baker City, Inc. -Baker City, Oregon 
• Saint Alphonsus Medical Center - Ontario, Inc. - Ontario, Oregon 
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Pennsylvania 
• Mercy Catholic Medical Center of Southeastern Pennsylvania - Philadelphia and Darby, 

Pennsylvania 
• Mercy Family Support- Springfield, Pennsylvania 
• Mercy Health Plan Conshohocken, Pennsylvania 
• Mercy Health System of Southeastern Pennsylvania- Conshohocken, Pennsylvania 
• Mercy Home Health - Springfield, Pennsylvania 
• Mercy Home Health Services - Springfield, Pennsylvania 
• Mercy Management of Southeastern Pennsylvania- Conshohocken, Pennsylvania 
• Mercy Suburban Hospital Norristown, Pennsylvania 
• Nazareth Hospital- Philadelphia, Pennsylvania 
• St. Agnes Continuing Care Center- Philadelphia, Pennsylvania 
• McAuley Ministries -Pittsburgh, Pennsylvania 
• Pittsburgh Mercy Health System, Inc. -Pittsburgh, Pennsylvania 
• Mercy Life Center Corporation- Pittsburgh, Pennsylvania 
• Langhorne MRI, Inc. Langhorne, Pennsylvania 
• St. Mary Medical Center- Langhorne, Pennsylvania 
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Exhibit 15 
 
The proposed transaction is consistent with the goal of OHCA’s planning and regulation 
activities which is to “improve the health of Connecticut residents; increase the 
accessibility, continuity and quality of health services; prevent unnecessary duplication 
of health resources; and provide financial stability and cost containment of healthcare 
services.”  (See Attachment 1 to this Exhibit 15).  The core of this proposal is 
maintaining and enhancing access to the vital, quality health services currently provided 
by Saint Francis Care in a cost-effective manner which provides the financial stability 
necessary to allow the services to continue in the long term.   
 
The transaction between Saint Francis Care and Trinity Health is consistent with the 
guiding principles of the Department of Health’s Statewide Health Care Facilities and 
Services Plan in that the formation of the new RHM will:  
 
 
• Promote and support the long term viability of the state’s health delivery system; 

 
As a result of becoming a new RHM in the Trinity Health system, Saint Francis Care 
will have access to: 
 

o System services that may lower its operating costs; 
o Capital financing and debt restructuring programs at favorable rates; 
o Support to enable Saint Francis Care to satisfy its pension and long term 

debt liabilities; 
o A commitment to ensure $275 million dollars in near-term capital that 

will allow Saint Francis Care to: 
 Complete its EPIC electronic medical record conversion more 

efficiently; 
• Address equipment replacement and routine facility upgrades; 

and 
 Make appropriate strategic investments in healthcare initiatives 

as opportunities over the next five years;  
o Greater resources to preserve vital community and medical education 

programs. 
 
Saint Francis Care is an important economic engine in the State of Connecticut, 
employing over 5,000 employees and generating over $1.2 billion in economic 
activity annually in the State. It is also a key component of the medical safety net 
in this community, providing over $89 million in community benefits in FY 2013 
alone.  Lastly, Saint Francis Care is a major teaching affiliate of the University of 
Connecticut School of Medicine and provides educational training and clinical 
experience to over 2,000 health professionals each year at a variety of other 
educational institutions. 
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Joining the Trinity Health system will help enable Saint Francis Care to preserve 
its 117 year tradition of providing high quality, non-profit Catholic healthcare 
services in the most cost efficient manner possible.  

 
• 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; 
 
Saint Francis Care’s current Financial Assistance and Self Pay policies will not change 
as a result of the transaction (See Attachment 2 to this Exhibit 15).  Consistent with 
the mission and values of Saint Francis Care,  current and future services provided by 
Saint Francis Care will remain available to those patients in need regardless of their 
financial circumstances. 
 
Like many care providers, Saint Francis Care is challenged to attract and retain a 
sufficient number of highly skilled physicians and allied health personnel to support 
its health program offerings.  Trinity Health’s geographic breadth and commitment 
to quality in healthcare education will help make Saint Francis Care a more attractive 
site from which physicians can practice and serve their patients.   
 
Additionally, Trinity Health’s support of Saint Francis Care will enable Saint Francis 
Care to remain an integral participant in innovative healthcare initiatives that 
benefit Connecticut citizens.  For example, according to hartfordbusiness.com 
(December 17, 2014), the federal government awarded $45 million to the State of 
Connecticut through the State Innovation Model grant; these grant dollars are 
awarded from the Affordable Care Act and are meant to design, and test programs 
that improve healthcare quality, affordability and accessibility.  The State of 
Connecticut was one of eleven states selected to receive State Innovation Model 
(SIM) Test Grant Awards designed to improve population health, strengthen primary 
care, promote value-based payment and insurance design, and obtain multi-payer 
alignment on quality, health equity, and care experience measures. Saint Francis 
Care through its joint venture with UConn Health, the Connecticut Institute for 
Primary Care Innovation (CIPCI), worked with the State on the parts of the 
application aimed at primary care practice transformation. Recognizing the need of 
primary care providers to transform their practices as the cornerstone of improving 
care and reducing costs, CIPCI proposed to the State the creation of learning 
collaboratives for primary care practices interested in pursuing transformation. As a 
state resource and a centralized hub, CIPCI has the physical presence and expertise 
to be an integral member of the State’s Innovation Model grant. As the SIM grant is 
aimed at transforming care for patients with Medicaid, CIPCI’s efforts will have a 
significant impact on reducing health care expense for the State’s highest consumers 
of health care services. Clearly, this grant will help the State of Connecticut to shape 
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its healthcare initiatives and as a result should help Saint Francis Care in its future 
endeavors.   
 

• Encourage and support health education, promotion and prevention initiatives; 
 

Saint Francis Care and Trinity Health share a common values-centered mission that 
focuses on caring for the financially poor and most vulnerable populations.  By 
joining with a financially stable, mission-driven organization like Trinity Health, Saint 
Francis Care will have the best opportunity to assure the perpetuation of its 
community health programs for many future years.  
 
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 Care embraces creative solutions for 
improving our community’s health.   
 
Saint Francis Care’s 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), 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 Care 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 Care with all 
communities we serve. At the Center 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. 
 
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 the Saint Francis Care’s team committed to 
measuring impact on improved care. As a result, 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 Saint Francis Care’s recent successes include: 

 
• 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 Meeting provided 
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information to the community in the areas of food policy, nutrition, obesity, 
reduction and health and community organizing around health issues.   
 

• Saint Francis Hospital and Medical Center Breast Feeding Heritage and Pride - 
Saint Francis Hospital and Medical Center in partnership with the Hispanic Health 
Council 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 with the goal of 
reducing the risk of Sudden Infant Death syndrome, asthma, allergies, 
respiratory infections and other problems among newborns in this population of 
women.   

 
• Maternal Infant Outreach Program (MIOP) – Saint Francis Hospital and Medical 

Center participates in the City of Hartford MIOP program that monitors 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.  Services provided by Saint Francis 
Hospital and Medical Center 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.   

 
In addition to these targeted programs seeking to address service inequities for 
minority populations, Saint Francis Care offers a wide range of community education 
programs to its entire service area population, including:  

 
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  
• 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 
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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: 
- 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 
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• 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 

 
• Encourage collaboration among healthcare providers to develop health care delivery 

networks; 
 
Saint Francis Care maintains a wide range of affiliations, transfer agreements, 
partnerships and sponsorships, the primary purpose of which is to ensure 
collaboration and coordination between services and other providers within the 
broad healthcare delivery system.  (See Exhibit 9, the document called Exhibits and 
Disclosure Schedules to Membership Transfer Agreement for a list of such 
arrangements). 
 
Many of these agreements cover the education of health care professionals needed 
to care for existing and future Connecticut residents.  A significant number of 
agreements also cover transfer of patients between facilities at the same or 
different levels of care, while others address research protocols and shared service 
partnerships. 
 
The decision of Saint Francis Care to join Trinity Health provides a platform from 
which Saint Francis Care can learn about and benefit from national best practices 
that can then be integrated into Saint Francis Care’s local collaboration activities.   
 

• 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); 
 
Connecticut is a high-cost state with significant budget challenges that have reduced 
the funding levels available for its healthcare system, particularly in recent years.  In 
addition, Connecticut is considered a high-cost medical malpractice liability state. 
 
The best opportunity for overcoming these challenges is to standardize health care 
delivery based upon proven evidenced-based care and provide a stable operating 
model that attracts physicians and other allied health professionals to join the 
healthcare organizations offering services in the community. 
 
The transaction between Saint Francis Care and Trinity Health will provide the 
communities that Saint Francis Care serves with the support of a financially stable, 
non-profit national health system better able to assist Saint Francis Care in making 
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the transition to the new paradigm of healthcare delivery envisioned by the 
Statewide Health Care Facilities and Services Plan, including through the recruitment 
and retention of skilled health care professionals.   
 

• Maintain and improve the quality of health care services offered to the state’s 
residents; 
 
The transaction between Saint Francis Care and Trinity Health will help assure that 
Saint Francis Care has the financial recourses and supportive system services 
necessary to maintain and improve the quality of health care services in a rapidly 
changing health care environment.  
 
Saint Francis Care has a long-standing commitment to quality and clinical excellence 
(as noted by the awards and recognitions listed on Exhibit 11).  Among the more 
noteworthy clinical recognitions of Saint Francis Care are the following:  
 
• Leapfrog Group – Saint Francis Care received an “A” rating Hospital Safety Score 

in the Fall of 2014.  This represents the 6th consecutive A rating received by Saint 
Francis Care by this group. 

 
• Women’s Choice Award-   Saint Francis Care received awards from this 

organization as one of the Best Hospitals for Patient Safety and Heart Care. 
 
• Healthgrades – Saint Francis Care earned the Distinguished Hospital in Clinical 

Excellence in 2015 and many of its service lines (Heart, Orthopedics, Surgery, 
Stroke, Women’s services are multiple year winners of top honors from this 
organization). 

 
• U.S. News and World Report – Saint Francis Hospital and Medical Center was one 

of the 752 hospitals to receive “High Performing” status from this organization in 
9 specialties. 

 
• Hospitals and Health Networks magazine - recognized Saint Francis Care’s 

journey to a fully electronic medical record by awarding the institution its 
highest rank – Most Wired for 2014.  This is the fifth consecutive year Saint 
Francis Care has been given this title.  

 
• The Joint Commission - granted Saint Francis Hospital and Medical Center’s 

stroke program The Joint Commission’s Gold Seal of Approval, its highest quality 
of safety award, in August 2014. 

 
Saint Francis Care recognizes the need to continuously focus on service 
improvement and clinical excellence.  Trinity Health has this same focus and by 
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working together both organizations will allow Saint Francis Care to maintain and 
achieve even greater levels of quality and safety. 
 

• Promote planning that helps to contain the cost of delivering healthcare services to 
its residents; 

 
Saint Francis Care and Trinity Health have long been focused on lowering the cost of 
delivering care.   Both organizations believe in healthcare innovation as a way to 
promote cost containment. Programs mentioned above in this Exhibit 15, such as 
FastCare, The Center for Primary Care Innovation and the Wheeler Clinic Primary 
Care Initiative for Behavioral Health, are some examples of those innovative 
approaches utilized by Saint Francis Care.  Saint Francis Care was also an early 
adopter of partnership arrangements with its physicians designed in part to ensure 
the efficient management of health care resources.  Both financial and clinical 
improvements were noted from these arrangements, and Saint Francis Care has also 
implemented a value analysis in its materials management department to generate 
group purchasing savings.  With the benefit of Trinity Health’s size and scope, Saint 
Francis Care will gain greater efficiencies that will benefit the cost structure of Saint 
Francis Care’s services.  
 
Saint Francis Care has a history of engaging in planning activities to contain the costs 
of healthcare delivery.  Among Saint Francis Care’s existing initiatives are the 
following:  
 

1. Saint Francis HealthCare Partners:  
 

History/Background: 

Saint Francis/Mount Sinai Physician Hospital Organization (PHO) was 
incorporated on June 17, 1993 as a not-for-profit, 501(c)(3) tax-exempt 
organization as Saint Francis Hospital 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, SFHCP is a clinically integrated network of physicians comprised of 
independent healthcare practitioners, hospital based or affiliated physician 
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 was 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 
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common vision has propelled the organization into a nationally recognized ACO.  
Throughout our 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 
Saint Francis Care network has been so vital to our success that it is expected 
that we will have full EHR adoption by the entire physician membership before 
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 bind 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.   

 
Foundation of our Contracting Model:  

The commitment at Saint Francis Care to its patients is “best care for a lifetime”.  
All components of our overall mission and focus begin there.  Even our contract 
strategy is driven by being focused on providing the best options for our 
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 strong working 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 providers’ commitments to achieving 
the best results for all patients accessing the Saint Francis Care Network.    

 
The current contractual model is based upon the ideals of accountable care and 
shared savings – a collaborative approach with 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 
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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 CMS quality metrics. This is vindication 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 has existing contracts 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  
 
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: 

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

The proposed affiliation between Trinity Health and Saint Francis Care will also 
further enhance SFHCP’s strategic capabilities in population health by a significant 
margin given Trinity’s national experience under this model.   

2. ED-Primary Care Coordination: Beginning in 2011, Saint Francis Care brought 
together a multidisciplinary group of primary care physicians, emergency 
medicine physicians, case managers and community organizations to address the 
issues of high utilizers of emergency services. The goal of this effort was to 
better coordinate the care of these patients and develop a process to engage 
community resources to find primary care practices able to care for these 
patients and then guide the high utilizers of emergency services to these primary 
care resources. After creating a registry of ED visits, Saint Francis highlighted 
those patients with greater than 10 visits a year then used the registry to analyze 
the commonalities of these patients. With the help of Community Solutions, 
Saint Francis Care was able to deploy a community-based care coordinator to 
help manage the care of the 40 highest utilizers. 

 
3. Primary Care Medical Home Certification and Use of Electronic Medical Record 

in Hospital Based Clinics: Saint Francis Care has been striving to create hospital 
based primary care clinics that have the same resources as community based 
practices. Consequently, Saint Francis Care obtained National Committee for 
Quality Assurance medical home certification for its primary care clinics. This 
effort allowed the institution to deploy resources to better manage and 
coordinate the care of its sickest clinic patients, reduce acute care utilization and 
improve the patient experience. This certification was made possible by 
deploying the Allscripts Electronic Medical Record into Saint Francis Care’s 
medical clinics to enable data collection that facilitated better care coordination.  

 
4. Integration of Primary Care and Behavioral Health with Wheeler Clinic: Some of 

the highest utilizers of hospital emergency services are patients with severe 
mental illness and/or significant substance use histories. These patients do not 
typically establish relationships with primary care providers that could treat 
many of their medical issues equally well and at a much lower cost than in the 
emergency department. Even if given an appointment to see a primary care 
provider, most patients in this population are so impaired that they often do not 
show up for an appointment. However, these same patients keep the 
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appointments with their behavioral health providers. Consequently, Saint Francis 
Care has partnered with the Wheeler Clinic to embed a primary care practice 
into Wheeler’s Hartford Wellness Center to provide primary care 
contemporaneously with behavioral healthcare. In addition to reducing 
inappropriate ED use, this approach also helps to promote wellness, prevention 
and screening in a population that does not usually get these services.  This 
approach should lower the presence of advanced stage disease in this 
population when compared to a patient with a regular primary care provider. 

 
5. ER Diversion Through City Hall Clinic:  The City of Hartford approached Saint 

Francis Care because too many City employees were using the Emergency 
Department for primary care. To address the need for high quality, low cost 
primary care, Saint Francis Care opened a Saint Francis Care Connect retail clinic 
in Hartford’s City Hall. This site is dedicated to urgent care and initial on-site 
injury evaluation to give City employees a convenient site of care. Connections 
are made with the patients’ primary care physicians to ensure continuity of care 
which further improves outcomes and reduces cost. 

 
6. Fastcare:  Not every patient wants to have a traditional primary care physician. 

Many patients now just want to have access to high quality low cost primary care 
in the community. These patients want access in a convenient location, with no 
waiting, at convenient hours so that they don’t have to miss work. To provide 
this type of service, Saint Francis Care partnered with Bellin Health and Stop and 
Shop to open retail clinics in local grocery stores. Staffed by APRNs, these sites 
provide low acuity primary care as well as certain tests, counseling and vaccines. 
More complicated care is referred to local urgent care sites or Emergency 
Departments when necessary. Utilizing an Electronic Medical Record, the 
documentation of a patient’s visit can easily be transmitted to their primary care 
physician. If they do not have a primary care physician and want one, a referral is 
made.  

 
7. 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, Saint Francis Care 
embarked on the development of a post-acute care affiliated network that 
closely links the hospital to the continuum of post-acute providers including 
nursing homes and home health agencies. These tighter linkages provide for 
more accurate and seamless transitions of patients from the hospital to the next 
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level of care and reduce the costly rehospitalization of patients.   Saint Francis 
Care’s commitment to continuing care for its patients is shown in the January 8, 
2015 announcement of the formal Post- Acute Care Network through SFHCP that 
includes the following long term care, rehabilitation and home care entities: 

 
o Hospital For Special Care, in New Britain, CT 
o Mount Sinai Rehabilitation Hospital in Hartford, CT 
o Avon Health Center in Avon, CT 
o Touchpoints at Bloomfield in Bloomfield, CT 
o Touchpoints at Manchester in Manchester, CT 
o Riverside Health and Rehabilitation Center in East Hartford, CT 
o Glastonbury Health Care Center in Glastonbury, CT 
o McLean Home in Simsbury, CT 
o Evergreen Health Care Center in Stafford Springs, CT 
o Hughes Health and Rehabilitation in West Hartford, CT 
o The Reservoir in West Hartford, CT 
o Saint Mary Home in West Hartford, CT 
o West Hartford Health and Rehabilitation Center in West Hartford, CT 
o Kimberly Hall South in Windsor, CT 
o Masonicare Partners and Masonicare Home Health and Hospice 

These post- acute affiliated providers will have access to the Saint Francis 
Hospital Electronic Medical Record system which will allow for 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 Saint Francis Hospital.   

8. Surgical Navigator Program for Clinics: Saint Francis Care recently obtained a 3 
year grant from the Hartford Foundation for Public Giving to create a position in 
its surgery care clinic who will help vulnerable patients in need of surgery to 
better navigate the complex health system. Psycho-social issues are the biggest 
causes of re-admissions in this population and by providing a community-based 
navigator, Saint Francis Care seeks, to reduce disparity and re-admissions rate of 
this population through pro-active care plan management and patient 
engagement. 

 
• Encourage regional and local participation in discussions/collaborations on health 

care delivery, financing and provider supply; 
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Saint Francis Care works tirelessly to promote collaboration on healthcare delivery, 
financing and provider supply. Saint Francis Care’s representatives serve as 
participating members of the following organizations: 
 
- American Hospital Association 
- Catholic Health Association of the United States 
- Association of American Medical Colleges 
- American College of Surgeons 
- University of Connecticut School of Medicine 
- Connecticut Hospital Association 
- Connecticut State Medical Society 

 
All of these groups serve significant roles in promoting discussions designed to 
further collaborate on population health management, healthcare quality, research, 
health manpower training, cost control and different forms of healthcare payment. 
 
Other examples of local and regional collaboration include the recently announced 
efforts of Saint Francis Care/Mount Sinai Regional Cancer Center to collaborate with 
Yale’s Smilow Cancer program and Saint Francis Care’s proposal to acquire Johnson 
Memorial Hospital and its affiliates.  
 
The Yale/Saint Francis Care cancer collaboration’s efforts to enhance access to 
ground breaking clinical trials, broader screening and diagnostic tools, treatment 
options, psychosocial support and enhanced pain management therapies will be 
supported and augmented through access to similar resources and best practices 
data available through the Trinity Health system. 
 

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

 
Saint Francis Care uses a variety of means to measure and monitor unmet needs. 
Some of the most visible include the work of organizations such as the Curtis D. 
Robinson Men’s Health Institute and the Connecticut Institute of Primary Care 
Innovations.  Through these two organizations, in concert with other affiliates such 
as the University of Connecticut, Saint Francis Care seeks to develop new models of 
primary care delivery that focus on the health disparities experienced by specific 
minority populations.  Through such efforts, Saint Francis Care strives to create new, 
more effective ways of managing disparate populations by ensuring that wellness 
and disease prevention are integral part of its health management efforts.  Such 
efforts should also have a corollary benefit of reducing unnecessary or inappropriate 
utilization.   
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Saint Francis Care also addresses unmet public need through a wider range of 
community outreach, education, prevention and care activities that are described in 
its Community Benefit Report (See Exhibit 12 for the 2013 Report).  This report 
documents over $89,498,278 in community benefits serving 181,545 individuals.  
This number has been increasing each year. 
 
Saint Francis Care also participates in community health needs assessments such as 
the one sponsored by the Community Health Needs Assessment Consortium 2012 
(See Attachment 3 to this Exhibit 15).  Data from such studies are used to shape 
service delivery decisions, programs, affiliations and personnel training.  This 
information is also used to help shape Saint Francis Care’s advocacy agenda. 
 
As a national non-profit healthcare system, Trinity Health offers similar programs at 
its many healthcare and education sites throughout the country.  By becoming part 
of Trinity Health, Saint Francis Care will be able to converse and join with other 
mission-minded colleagues at other Trinity Health RHMs regarding public policy and 
community development initiatives that could be implemented locally by Saint 
Francis Care. 
 

• Promote planning of other mechanisms that will achieve appropriate allocation of 
health care resources in the state. 

 
Trinity Health will support Saint Francis Care’s efforts in recruitment and retention of 
highly skilled health professionals which are required to continue to meet its 
population’s healthcare needs.   In particular, Saint Francis Care believes Trinity 
Health’s geographic breadth and commitment to quality in healthcare education will 
enhance the attractiveness of Saint Francis Care to physicians from other geographic 
areas.  As can be seen from the 2013 – 2018 Saint Francis Physician Recruitment 
Plan (See Attachment 4 to this Exhibit 15), Saint Francis Care has a significant need 
to retain existing physicians and recruit new primary care and specialty physicians to 
its regional healthcare network. 
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1.3 ADVISORY BODY

In October 2010, the Office of Health Care Access invited representatives from a cross section of the health care 
industry and State government to participate in an advisory body that would be charged with providing guidance on the 
development of the Plan. Advisory Body members are listed in Appendix B. The advisory body met monthly beginning 
in November 2010. In May 2011, advisory body subcommittees were formed to conduct more in-depth work in the areas 
of Acute Care/Ambulatory Surgery, Behavioral Health and Primary Care. Subcommittee members are listed in Appendix C. 

Both advisory body and subcommittee members provided OHCA with guidance and expertise in the development of 
CON guidelines, standards, methodologies and analyses used in the Plan, including:

•  Reviewing research conducted by OHCA on other states’ facilities plans’ standards, guidelines and methodologies 
and providing feedback and discussion regarding adaptation and applicability for Connecticut’s Plan;

•  Recommending authoritative professional organizations, published studies, industry-recognized standards/
guidelines/methodologies, etc., to be considered by OHCA in the development of its plan;

•  Providing insight on industry best practices and evidenced based research;
•  Recommending data sources; and
•  Offering feedback on OHCA’s use and interpretation of available data.

1.4 GUIDING PRINCIPLES

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 and support health education, promotion and prevention initiatives;
•  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;
•  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.

CHAPTER 1 INTRODUCTION
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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. 
  Saint Francis Emergency Medicine Group, P.C. 

 

Proponent 
Department 

Number Level 

 
Business Office 

 
ADM 060 

 System 
 Division 
 Department 

Category 
 

Published Date 
 

Review Cycle 

  Administrative 
  Clinical 
  HR 
  EOC 

 
1/2014 

 1 year 
 3 years  

PURPOSE: 
The purpose of this policy is to ensure a socially just practice for billing patients receiving care Saint 
Francis Hospital and Medical Center and Mount Sinai Rehabilitation Hospital.  Financial Relief is a 
financial assistance program offered for the benefit of our uninsured or underinsured patients who are 
unable to pay for their care.  
 

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 pended for 30 
days.  A written notification will be sent to the applicant detailing the missing documentation.  If 
not provided within 20 days the application will be denied. 
 

3. An application for State Medical Assistance (Medicaid) must be completed for those patients 
            with 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.  

•  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 
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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:   Husky D patients will no longer be deemed eligible for a spend 
down.  An application for assistance needs to be completed through Access Health CT 
during open enrollment.   

 
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 between 200% to 250% of the federal poverty guidelines 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. Any amount over the Medicare 
allowed will be adjusted with the financial assistance code 97000039. 

   
• 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 determine eligibility within 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 

 
ADJUSTMENTS  GREATER THAN $5,000.00 ARE SUBJECT TO APPROVALS AS FOLLOWS: 
 

<$4,999 -  Customer Service Rep/Financial Counselor Team Leader 
$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.   

 
CROSS REFERENCES: 

Self Pay Billing and AR Management Policy 
Emergency Medical Screening and Stabilization/ EMTALA 

APPROVED BY:  
Nicole J. Schultz, Vice 
President 
Revenue Cycle 

 Date:  
1/15/2014 

 Committee, if necessary  Date:  
 

       
REPLACES: 

Financial Assistance Policy, 10/1/03; 3/15/04;9/01/04; 11/01/04; 03/07/05; 10/01/05; 10/1/06; 3/1/07; 4/11/08; 
5/22/09, 7/1/2011, 1/23/2012 , 7/1/2012, 7/8/2013 
 

KEY CHANGES:  Effective 1/1/2014:   Husky D patients will no longer be deemed eligible for spend 
down.  An application for assistance needs to be completed through Access Health CT during open 
enrollment.   
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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 

 
2/6/2014 

 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 relief 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 by changing the financial class 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 
 

 2/6/2014     
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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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I. Introduction: 
What We Hope to Accomplish

National health reform, known as the Patient Protection and Affordable Care Act (“PPACA”), 
sets forth new requirements via Internal Revenue Code Section 501(r) to hospital organizations 
to conduct a periodic assessment of health needs of those living in their service area in order to 
maintain tax-exempt status. The Community Health Needs Assessment (“CHNA”) process for 
Hartford began in October 2010 with an initial meeting of representatives from area hospitals, 
namely Connecticut Children’s Medical Center, Hartford Hospital, Saint Francis Hospital 
and Medical Center, and the University of Connecticut Health Center. This consortium of 
health care organizations (“The Consortium”), including the City of Hartford Department 
of Health and Human Services (“HHS”), came together to address this requirement and to 
collaborate on a community health needs assessment which would maximize resources and 
develop a comprehensive and useful document for agencies working in the City of Hartford.

In order to complete the community health needs assessment the Consortium contracted 
with Holleran, a health research consulting firm, to complete a secondary data analysis and 
to conduct telephone interviews of 59 Key Informants identified by the steering committee of 
the CHNA group. The Urban Alliance, a local non-profit organization that provides capacity 
building and technical assistance to improve the quality of life for under-resourced residents 
by facilitating a network of faith-based organizations, aided in this process by conducting 
a resident survey on human service needs. Additionally, the Health Equity Index (“HEI”) 
developed by the Connecticut Association of Directors of Health (“CADH”) provided recent 
trend data that were used to bolster our findings. From these various data sources we are 
able to present a framework to better understand the importance of  social determinants 
of health.

Social determinants of health refer to factors and resources that are essential to the health of 
communities and individuals. These include income, shelter, education, access to nutritious 
food, community norms and cohesion. They are the circumstances in which people are 
born, grow up, live, and work, as well as the resources available to support their health and 
help them deal effectively with illness and disease. These social health determinants can be 
described in terms of factors threatening health, promoting health and protecting health [1]. 
From the perspective of a Community Health Needs Assessment, the social determinants 
of health provide a lens through which to view different populations and communities in 
terms of which community conditions are most important and which are the most limiting 
for population health.

A Community Health Needs Assessment 1
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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
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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
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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.

A Community Health Needs Assessment 11
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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
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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. 
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346

97
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Figure 8. Crime in Hartford and Connecticut (2009)

18 A Community Health Needs Assessment

Page 549 of 609



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

A Community Health Needs Assessment 25

Page 556 of 609



11.3

3.5

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

12.1

3

8.1

3.2

8.9

2.9

7.3

2.7

5.6

2.5

5.6

2.8

4.8

2.7

8.1

2.4

4

3.1

n  Connecticut n  Hartford

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.
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Figure 14. Asthma Hospitalization Rates* in Hartford and Connecticut (2009)
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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. 
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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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Poor Mental Health Rarely/Never Receive Emotional Support

n  Adults n  Hispanic n  White Non-Hispanic n  Black Non-Hispanic

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

A Community Health Needs Assessment 43

Page 574 of 609



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.
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Project Approach 

 

Medical Staff 
Profile 

 Interviews 

 Community 
Supply and 

Demand 
Analyses 

Quantitative analysis and profile of the SFHMC medical 
staff, with focus on: 
• Retirement vulnerability 
• Volume concentrations 

Interviews with service line leaders and other 
stakeholders for perspective and experience on local 
needs and issues 

Quantitative community supply vs. demand analyses: 
• Supply – Inventory verified via phone calls 
• Demand  Projections – reflecting actuarial data, detailed 

demographics, and health reform projections 

Page 2 
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Stark Service Area and  
Larger Regional Service Area 
 The Stark Service Area consists of those contiguous zip codes from where the hospital draws 75 percent or more of 

its inpatients. Federal regulations state that the hospital may provide recruitment assistance to physicians in 
specialties where there is a deficit in the Stark area.   
- Stark law restrictions do not apply to the employment of physicians 
 

Regional Service Area 
(numbered for individual RSAs) 

Stark Service Area 

Source:  SFHMC definition and FY2012 IP data 
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“Stark Service Area” and  
Larger Regional Service Areas 
 

Stark Service Area Regional Service Area 
(numbered for individual RSAs) 

Current Population 740,058 

5 Year Population Growth +0.7% 

5 Year growth in 65+ cohort +10.8% 

Physician Demand 

Category Current 2018 Change 

Adult PC 812.6 852.9 +5.0% 

Medical 
Specialties 505.3 524.9 +3.9% 

Surgical 
Specialties 420.8 441.1 +4.8% 

Hospital-Based 
and Other 693.7 733.2 +5.7% 

Current Population 1,256,292 

5 Year Population Growth +1.3% 

5 Year growth in 65+ cohort +12.9% 

Physician Demand 

Category Current 2018 Change 

Adult PC 479.0 498.7 +4.1% 

Medical 
Specialties 298.6 307.2 +2.9% 

Surgical 
Specialties 248.5 258.0 +3.8% 

Hospital-Based 
and Other 410.8 430.1 +4.7% 

Area 
Current 

Population 
Total RSA 1,256,292 
Stark Area 740,058 

RSA #1 359,849 
RSA #2 77,578 
RSA #3 245,992 
RSA #4 51,380 
RSA #5 112,791 
RSA #6 96,502 
RSA #7 136,586 
RSA #8 63,823 
RSA #9 111,791 

Source:  Demographic data from Claritas; Physician Demand from Navigant Physician Demand Model 
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Service Area Population and Projections 
» Very low overall population growth is the rule across the region 

» Population in the 65+ age cohort will grow substantially however, as the population grows older, on 
average, in the coming years. 

» Physician need impacts:  Very modest population growth indicates physician need is not expected to 
grow substantially, although aging of the population does increase MD need somewhat. 

 

Source:  Demographic data from Claritas 
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Population Health Management and MD Demand 

Page 6 

Quantitative Demand Model 

- Navigant’s demand model has two inputs that are adjusted to account for population health efforts:  The managed care penetration in a market 
can be adjusted and the degree of care coordination in the managed care market (Including Medicaid, MA, and Commercial Managed care 
populations). 

Managed Care Penetration and Population Management 

 Navigant’s model calculates physician need by age group and payer 
segment.  Managed care (Commercial, Medicare, and Medicaid) 
populations use higher rates of primary care and lower rates of 
subspecialty care.  When the managed care penetration in a market 
increases, that market can expect  higher need for primary care and 
lower need for subspecialty care.  The effects of a population 
management approach are estimated by increasing the managed care 
penetration in a market 

Care Coordination 

 Within the managed care segments of the population, Navigant 
can further adjust use rates to simulate a more tightly managed 
population.  Higher rates of care coordination result in increased 
primary care and reduced usage of subspecialty care. 

- A fairly aggressive set of assumptions that result in increasing the penetration of managed care 20% each year for 5 years (a 2.5-fold increase 
over current levels) and the assumption of high levels of care coordination produces the following results regarding estimated physician need (% is 
the comparison between the baseline model and the population health model) 

  Specialty Category  Change in Physician Need vs. Baseline 

  Adult Primary Care   +6% 

  Medical Specialties Total   -3% 

  Surgical Specialties    -5% 

  Hospital Specialties Total   -6% 

Quantitative effects for each service line 
are shared in the detailed service line 

portions of the analysis 

Source; Physician demand from 
Navigant Physician Demand Model 
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Key Assumptions Driving Physician Demand 
Navigant’s Physician Requirements Model takes into account assumptions in the following areas: 
 

1. Planning Horizon:  Five years – 2018  
2. Demographic Forecasts: Population growth estimates in the service area by age cohort with specific attention to: 

1) Pediatric population (under 15) 
2) Women of childbearing age (15-44) 
3) Older population (65-84, 85+) 

3. Market specific health insurance status  - health insurance coverage, penetration of managed care, degree of care 
coordination in managed care) 

4. Economic impacts – projected growth/decline in income and impacts on purchasing power, which affects MD utilization 
5. Physician Work Capacity: MGMA median (2011 data) for the average number of patient office visits and surgeries per year 

by specialty 
6. Projected Retirement Age:  Age 70 for primary care and specialists.  For physicians whose age is unknown it was assumed 

that 5 percent would retire by 2018 (this is based on review of SFHMC’s recent history and is lower than typically assumed in 
a physician needs study). 

7. Ratio of Family Practice to Internal Medicine physicians:  Assumed to be 1:2 based on market supply. 
8. Geographic Use Rate Adjustment:  SFHMC serves an area that includes the Hartford MSA – a proprietary regional 

adjustment factor is applied to use rates appropriate for this area. 
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Determining Physician Supply 
Navigant used several sources to compile the service area’s physician supply: 

‒ The database from the 2009 project was used as the basis for the updated project 
‒ An up-to-date medical staff roster from SFHMC was used 
‒ The medical staff rosters from each hospital in the total regional service area were used to add physicians not 

included in the 2009 study (physicians new to the area) 
‒ Physician FTE status was verified through direct phone calls to each physician’s office 
‒ Where practices did not provide detailed practice information, each service area physician’s FTE was divided 

equally among the number of office locations at which he/she was noted to practice. 
‒ Projected future supply for 2018 was adjusted for expected retirements  
◦ Full retirement age is assumed to be 70;  Part-time status (half of a physician’s current FTE amount) is 

assumed at age 65  
◦ This is an older assumption than is typically used in these studies but is based on the analysis of SFHMC 

staff that showed a large percentage of physicians continuing to practice well past traditional retirement age 
◦ Where age is unavailable, a retirement assumption of 5% was made for the balance of the supply – Again, 

this is a lower number than is typically used based on the SHFMC analysis 
‒ SFHMC staff and physicians reviewed the resulting supply roster for their specialties. Updates from these 

reviews were incorporated into the database. 
‒ UConn Doctors’ clinical FTEs were adjusted down by 33% to account for non-clinical time (based on average 

from prior study) 
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3. Summary Results 
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 Current Community Supply/Demand 

Summary Comments 

 
Primary Care 
 Large deficits in adult primary care current and 

projected (Combined FP/GP and IM) 
 In general, surpluses shown in pediatrics 
 Large deficits particularly in the outlying RSAs 

(areas beyond 1/2/) 
 
Women/Infants 
 Overall, well-supplied in Ob/Gyn 
 Deficits in Gyn Surgery; although many 

ob/gyns also perform gyn surgery and ob/gyn 
shows surplus 

 Generally well supplied in Neonatology/ 
Perinatology 

 Surplus concentrated in Hartford/West Hartford 
 
Medicine 
 Surplus/Deficit calculations vary widely by 

specialty 
 Like primary care, surpluses are concentrated 

in Hartford Area;  Deficits in outlying areas 
 Specialties showing regional deficits include 

Allergy/Immunology, Dermatology, and 
Infectious Disease 

 Specialties showing regional surpluses include 
GI, Neurology, Pulmonary  Common theme among many service lines:   

Surplus in RSA #1 and #2, Deficits in other geographies 

Source; Navigant research; Physician demand from Navigant Physician Demand Model 
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Quantitative Community Supply/Demand 

Summary Comments 

 
Cardiovascular 
 Service area appears well supplied with 

cardiologists (exception: EP) 
 CT surgery shows a regional deficit, 

although the stark service area shows a 
small surplus 

 Vascular surgery shows a surplus 
Surgery 
 Mix of surpluses and deficits 
 Orthopedics is well supplied 
 General surgeons show over-supply but 

are likely filling roles of other surgeons 
(particularly oncology) 

 Neurosurgery shows large deficits relative 
to demand 

 Avon region (RSA #2) shows oversupply of 
surgeons 

CJRI 
 Orthopedics appears well supplied Common theme among many service lines:   

Surplus in RSA #1 and #2, Deficits in other geographies 

Source; Navigant research; Physician demand from Navigant Physician Demand Model 
Page 598 of 609



Quantitative Community Supply/Demand 

Summary Comments 

Oncology 
 Hematology/Oncology appears well 

supplied in the area 
 Radiation Therapy shows deficits in the 

regional market area 
 Like other specialties, oversupply due to 

concentration in Hartford market 
Behavioral 
 Psychiatry shows small deficit in the 

regional service area overall, but a small 
surplus in the Stark service area. 

PMR 
 Moderate to large regional deficits in PMR 
 Small oversupply concentrated in RSA #1 

(Hartford), but deficits in all other areas 
Emergency 
 Emergency shows regional surpluses; 

localized deficits 
Support Platforms 
 Pathology shows moderate regional 

deficit;  Radiology shows small deficit 
regionally, but a surplus in the Stark Area 

Common theme among many service lines:   
Surplus in RSA #1 and #2, Deficits in other geographies 

Source; Navigant research; Physician demand from Navigant Physician Demand Model 
Page 599 of 609



Summary of Input 

Summary Comments 

 
 Adult primary care shows 

clear need 
 

 Ob/Gyn appears well supplied;  
Gyn Surg shows quantitative 
need and was mentioned in 
interviews 
 

 Among medical specialties, 
dermatology and infectious 
disease show community need 
and were mentioned by multiple 
interviewees 

Source; Navigant analysis and 
research, interviews, Physician 
demand from Navigant Physician 
Demand Model “Core “staff = physicians with $500K in FY12 Charges 
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Summary Comments 

 
 

 CT Surgery shows need in all 
indicators;  Cardiology shows 
relatively little need 
 

 Oncology surgery, Neurosurgery 
show quantitative need and were 
mentioned by interviewees 
 

 Other surgical specialties show 
mixed indicators on need 

Summary of Input 

Source; Navigant analysis and 
research, interviews, Physician 
demand from Navigant Physician 
Demand Model “Core “staff = physicians with $500K in FY12 Charges 
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Summary of Input 

Summary Comments 

 
 Physical Medicine and 

Rehabilitation need was 
mentioned in multiple 
interviews;  Quantitative 
analysis also shows need 
for physicians 
 

 Indicators are mixed 
(mostly showing relatively 
little need) for other service 
lines 
 

Source; Navigant analysis and 
research, interviews, Physician 
demand from Navigant Physician 
Demand Model “Core “staff = physicians with $500K in FY12 Charges 
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Summary 
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Assumptions 

Provide the assumptions utilized in developing Financial Attachment I (e.g., full-time 
equivalents, volume statistics, other expenses, revenue and expense % increases, project 
commencement of operation date, etc.).  
 
The following financial information represents Saint Francis Care’s consolidated actual or 
projected results for the years identified.  FY 2015 amounts represent the budget approved by the 
Finance Committee for Saint Francis Care. The following summarizes key assumptions used in 
projecting the FY 2016, 2017 and 2018 operating results: 

• Inpatient volume for FY 2016 is projected to be flat with slight decreases in volume in 
FY 2017 and FY 2018 as utilization of inpatient services shifts as a result of population 
health management. 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 0.1%, 0.1% and 0.2% respectively in FY 2016 through FY 2018.  

• In order to achieve Saint Francis Care’s strategic plan of improving population health, 
enhancing the patient care experience and controlling costs, the projected amounts 
include an expectation that Saint Francis Care will begin to assume risk contracts in FY 
2016. 

• Projected salary expense includes increases of 3.3%, 3.0% and 2.5% respectively in FY 
2016 through FY 2018. This represents an increase in the number of employees as well as 
an inflation increase. 

• Supplies and other expenses include increases of approximately 2.8%, 2.5 % and 2.0%, 
respectively in FY 2016 through FY 2018.  

• Bad debts as a percentage of net patient service revenue are expected to remain flat.  

There are no planned changes to the clinical services offered by Saint Francis Care or its 
subsidiaries 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 the new RHM intended to best meet community health care needs.  

The attached financial information does not include the efficiencies expected to benefit Saint 
Francis Care when the transaction closes. As stated earlier in this application, the known 
significant financial benefits to Saint Francis Care are as follows: 

• A commitment by Trinity Health to ensure investment of $275 million dollars in capital that 
will allow Saint Francis Care to: 
 

o Complete its EPIC electronic medical record conversion; 
o Address equipment replacement and routine facility upgrades delayed due to recent 

reductions in state and federal healthcare funding; and 
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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. 
 

• Ability to undertake capital financing and debt restructuring programs at favorable rates as 
well as obtain improved access to capital. 
 

• Support to enable Saint Francis Care to satisfy its pension and long-term debt liabilities. 
 

• Access to Trinity Health system services to reduce Saint Francis Care’s operating costs and 
promote efficiency. 

 
If any proposed investment requires additional regulatory approval, this approval will be 
obtained prior to the investment being made. 

. 
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