April 12, 2016 CON Task Force Meeting Follow-Up 	

CON Task Force Requested Information

The following is information that was requested by the CON Task Force at the April 12, 2016 meeting.

1. Information on CON programs in Other States – At the May 16th CON Task Force meeting, a detailed overview of CON Programs in other states, national results achieved by CON programs, and the landscape of health care systems with and without CON programs will be provided by Tom Piper, consultant and CON expert who conducted the 2014 OHCA Assessment.

Resource: Additional information on CON history and implementation in other states can be found on the web site for the National Conference of State Legislatures.  

2. Medicaid Diagnostic Related Group (DRG) Data – The Department of Social Services’ (DSS) is compiling DRG information and will share it with the Task Force in the near future. 

3. Update on Health Care Cabinet, State Innovation Model (SIM) and the All Payer Claims Database (APCD) and Effect of US Supreme Court (SCOTUS) Decision on APCD Efforts – An update will be given by Vicki Veltri at the May 16th CON Task Force Meeting. Additionally, attached are written updates on the SCOTUS decision provided to the APCD Task Force on April 28, 2016 by Tamim Ahmed, Executive Director.  The SCOTUS decision can be read in full at Gobeille v. Liberty Mutual Insurance Company.

   Attachment #1            Attachment #2


         

4. Process for Assessing Hospitals for OHCA Expenses – Connecticut General Statutes (CGS) sections 19a-631, 19a-632, and 19a-632a provide the authority and calculation for OHCA to assess short-term acute care general hospitals for expenses incurred by OHCA related to the overall functions and processes of OHCA, including the CON process. The attached document summarizes the hospital assessment procedure. 

   Attachment #3



5. OHCA Updated Report on Hospital Acquisitions, Conversations and Related Applications -  Attached is the OHCA Hospital Acquisitions and Related CON Applications report updated through April 29, 2016.



   Attachment #4



6. Member Q&A Between Meetings - Below are questions asked by Task Force members between meetings and the answers from OHCA: 
Q1: During her presentation, Kimberly Martone said that for the cost and market analysis the consultants will be “hired and paid for by the applicants.” I thought her presentation was actually very informative, and she responded to some tough questions, but this is a serious issue.  The drafters of SB 811 (became PA 15-146 ) were very conscious that the consultant needs to be independent and hired by OHCA. Highlighted statute text is below. I wonder if you could follow up and ask her to clarify the agency’s position for next meeting.

C.G.S. Public Act 15-146; Section 29(j)-(k)
(j) The office shall retain an independent consultant with expertise on the economic analysis of the health care market and health care costs and prices to conduct each cost and market impact review, as described in this section. The office shall submit bills for such services to the purchaser, as defined in subsection (d) of section 19a-639 of the general statutes, as amended by this act. Such purchaser shall pay such bills not later than thirty days after receipt. Such bills shall not exceed two hundred thousand dollars per application. The provisions of chapter 57 of the general statutes, sections 4-212 to 4-219, inclusive, of the general statutes and section 4e-19 of the general statutes shall not apply to any agreement executed pursuant to this subsection.  (k) Any employee of the office who directly oversees or assists in conducting a cost and market impact review shall not take part in factual deliberations or the issuance of a preliminary or final decision on the certificate of need application concerning the transfer of ownership of a hospital that is the subject of such cost and market impact review.

A1:  (Answer provided verbally by Kevin Hansted, Staff Attorney, OHCA): Per P.A. 15-146, OHCA will contract with an independent consultant to conduct the market impact analysis.  The applicant is responsible to pay the costs of the market impact analysis consultant, but will not identify nor directly enter into a contract with the Consultant. 
Q2: Has CON undergone the LEAN process (a systematic process that is used to create greater efficiencies through location and elimination of waste. Waste being any step that does not add value)? 
A2 (provided in writing by OHCA CON program staff): In 2013 OHCA staff participated in a LEAN event with the following goals: 
1. Standardize forms & decision components (info, analysis & format);
2. Improve overall quality and consistency of decisions;
3. Reduce the number of revise/edit loops (submit/revise/submit);
4. Reduce the completion time of the draft decision. 


Results of the LEAN Event to Date
· Reduced the number of steps in the process (-2);
· Formulated a more standardized review process (analysis, document format) that decreased processing and editing time and improved overall decision quality;
· Reduced processing time and improved application progress tracking through the implementation of updated desktop tools; and
· Reduced revise edit loops by 30%.

The attached documents include 1) a summary of 2013 LEAN Event and a 2014 presentation of detailing the LEAN Event and Results. 
 
 Attachment #5                   Attachment #6                     


                                      

7. CON Process Overview and Additional Resources 
In response to numerous questions asked at the April 12th Task Force meeting the attached two documents were created: (1) A CON program overview; (2) A document with links to additional CON and OHCA data sources. 
 
Attachment #7		Attachment #8
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Key Regulatory Issues Facing APCD States Post 
Gobeille v. Liberty Mutual 
 


The All Payer Claims Database (APCD) Council has collected and compiled responses to key 


questions posed to regulators in APCD states since the March 1 decision by the Supreme Court 


of the United States (SCOTUS) in Gobeille v. Liberty Mutual, related to key regulatory 


enforcement issues to be considered by states. 


These responses are not meant to provide legal advice and should not be relied upon as such. 


Instead, this is a compilation of opinions and regulatory interpretations that may help guide 


states as they assess the impact of the SCOTUS decision on APCD efforts.  


REGULATORY ENFORCEMENT ISSUES FOR APCD STATES 


Issue 1: Are state APCD statutes still enforceable?  
Yes. APCD statutes are and remain, for the most part, enforceable.  Health insurance 


companies, providers, government health plans, and other APCD-regulated entities are still 


authorized to comply with APCD reporting statutes. Unless specifically directed by self-funded 


plan sponsors otherwise, Third-Party Administrators (TPA) should also continue to comply with 


state APCD reporting requirements. 


In Gobeille v. Liberty Mutual, a self-funded plan sponsor (employer) challenged the state of 


Vermont’s right to compel the employer’s TPA to submit claims data to the state’s APCD 


regulated by the Green Mountain Care Board. In its March 1, 2016 decision, SCOTUS confirmed 


that Vermont’s statute, as applied to the self-funded employer’s Employee Retirement Income 


Security Act of 1974 (ERISA) plan, was preempted by ERISA.  


Health insurance companies and TPAs have questioned the breadth of the Gobeille decision. In 


light of the facts giving rise to the decision, legal scholars agree that states can continue to 


require the submission of claims data from regulated health insurance issuers, including fully 


insured plans; non-ERISA plans; and TPAs, as long as self-funded employer plans governed by 


ERISA have the opportunity to decide whether or not to submit their data.  


Given the ruling, employers who offer self-funded ERISA plans may inform their TPA or the 


APCD that they decline to submit their data, and the state must comply with such a refusal.  


Issue 2: Are governmental plans or other plans exempt from ERISA? 
Generally, governmental plans are exempt from ERISA’s provisions and are not impacted by the 
Gobeille decision with regard to claims submission.  ERISA defines a governmental plan as “a 
plan established or maintained for its employees by the Government of the United States, by 
the government of any State or political subdivision thereof, or by any agency or 
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instrumentality of any of the foregoing.” This would include any health insurance plan or 
program established for its employees by the state, any city or town, and any governmental 
agency or subdivision. 


In addition, statutes requiring individual market plans to submit data are not impacted by the 


Gobeille decision, because such plans are not covered by ERISA. 


Issue 3: Who decides whether or not the claims data generated by a self-


funded ERISA plan can be voluntarily submitted to the state?   
States agree that TPAs are typically regulated as part of a state’s insurance regulatory authority 
and thus remain obligated to submit claims data, unless specifically informed otherwise by their 
self-funded plan sponsor clients. However, the submission decision may be governed by the 
specific contract between the TPA and the plan sponsor; ERISA does not address this situation.  
According to state regulators, most TPAs seem to be concluding that the plan sponsor (i.e., the 
employer) has the right to determine whether the TPA continues to voluntarily submit data. 


Employers and ERISA plan sponsors may want or need information about the value of APCDs 
both by virtue of the broad impact claims data analysis can have on health policy, health costs 
and health reform, and the important analysis aggregated claims review can provide to 
employers in the overall management of their employee health plans.  The value of APCDs to 
employers is more fully set forth at https://www.apcdcouncil.org/publication/value-all-payer-
claims-databases-employers. 


Issue 4: Does the SCOTUS ruling raise privacy concerns to the extent that 


health plan sponsors agree to voluntarily submit claims data from ERISA 


plans? 


Some data submitters have expressed concern that if state law cannot compel the submission 
of claims data from self-funded employer sponsored plans, submitting such data might raise 
privacy concerns, specifically under HIPAA privacy regulations. According to legal scholars, 
claims data voluntarily submitted by self-funded ERISA plans would continue to comply with 
HIPAA privacy requirements notwithstanding the Gobeille decision.  


The HIPAA Privacy Rule permits health plans, including self-funded ERISA plans, to disclose 


identifiable claims data without individual authorization where required by law or authorized 


by law for health oversight or public health activities. Even if not mandated by law, self-funded 


ERISA plans and their TPAs are allowed to submit data voluntarily to APCDs under the HIPAA 


Privacy Rule. 
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Issue 5: Do state departments of insurance have to regulate the APCDs in 


order for states to argue APCD collection is ‘saved’ from ERISA 


preemption? 
No. ERISA includes a “savings” clause (Section 514(b)(2)(A): "nothing in this title shall be 


construed to exempt or relieve any person from any law of any State which regulates insurance, 


banking, or securities."). The Gobeille decision did not address and does not alter a state’s 


authority to “regulate insurance.”  To the extent state APCD laws are directed at insurance 


entities, they likely would be viewed as regulating insurance subject to the “savings” clause. 


Therefore, fully insured ERISA plans, like other types of insurance entities, would be saved from 


ERISA preemption and still subject to APCD reporting requirements. The APCD requirements do 


not have to come from or be administered by the state department of insurance for the savings 


clause to apply. 


Issue 6: What documentation is required to be provided if a self-funded 


ERISA plan sponsor does not want to contribute data to the APCD? 


States typically have the authority to request documentation or other verification of a plan 


sponsor’s decision to opt-out of (or opt-in to) APCD data submission. Again, plan administrators 


may have a contractual or fiduciary obligation to inform plan sponsors of the value APCD 


reporting adds to their plan and their employees.   
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     Memorandum 


Date: April 28, 2016 


From: Tamim Ahmed, Executive Director 


To: APCD Advisory Group 


Re: All-Payer Claims Database (APCD) Update 


Executive Summary 


Since last month’s report to the APCD Advisory Group, we have some updates in the following 


categories:  


A. APCD Data Collection Plan - Data collection is ongoing although data quality validation has been 


very slow for some of the submitting entities. Most of the submitters have informed us they are 


running low on resources because of working with multiple APCDs, including us. Despite that, we 


believe that we will have data on roughly 600k-800k lives collected by mid-May.  


B. SCOTUS Decision Impact: Due to recent Supreme Court decision, two carriers have stopped 


submitting data until they are able to separate ERISA data from fully insured. This effort will cost us 


at least 12 weeks or more. It remains unclear what will happen with ERISA data in the future. 


C. The National APCD Council has been working with the National Academy for State Health Policy 


(NASHP) to address strategy following SCOTUS decision. They have outlined issues for next steps. 


1. Potential voluntary submission of self-funded ERISA plan data would require APCDs to enter 


into Business Associate Agreements with the carriers for HIPAA compliance. 


2. Questions regarding how ERISA employers’ opt-out process is structured currently and 


documentation that would be required for implementation by plans. 


3. NASHP has reached out to U.S. Department of Labor (USDOL); USDOL is trying to understand 


where its authority lies. There is room for collaboration between APCDs and USDOL. 


4. John Freedman (of Freedman Health) also held a meeting (on 4/7) to discuss viability of 


developing a common data set across all APCDs in an effort to impose data uniformity, so 


that USDOL could acquire ERISA data on behalf of APCDs. 


D. Health Care Disparities – Addressing health care disparities is part of an important strategy at 


Access Health CT. With that in mind, we have met with a number of stakeholders to get their input, 


including Qualidigm, the Universal Healthcare Foundation, Data Haven, and the Connecticut Health 


Foundation. We will be meeting with the Connecticut Hospital Association and also hope to meet 


with the Consumer Union in the near future. Through these meetings, we have identified a number 


of ways to approach measuring disparities. A number of methods of grouping Connecticut’s towns 


and cities that we may use include Health Reference Groups (HRGs), Educational/District Reference 


Groups, 5 Connecticuts, and Racially Concentrated Areas of Poverty. These are efforts to bridge an 


immediate gap in not having good race and ethnicity data in claims data. Our APCD is no exception. 







 


But our long-term goal is to acquire detailed race and ethnicity data from other non-traditional 


sources and add it to our APCD data. 


E. Data Management and Infrastructure – We continued to develop, deploy, and work toward data 


management infrastructure for the Managed Environment, which will enable AHCT’s staff to have 


quick access to de-identified data.  


F. Onsite meeting with Onpoint – Earlier in April, we held an onsite meeting with Onpoint in Hartford. 


We discussed logistical support, web reports, developing additional reports, and implementation 


timeline related topics. We are very optimistic that Onpoint would be able to support our initiatives 


as planned.  


G. Website – We are working with Onpoint and its web vendor to deploy the APCD website in May 


2016 to an internal audience and in July 2016 for external view. 


H. Data Review Committee – We are collecting inputs from various stakeholders to develop a list for 


membership in the Data Review Committee.  


I. Medicare Data – We received confirmation from CMS that our APCD will be considered as a state 


agency and thus receive Medicare data under the State Agency category, allowing for multi-purpose 


data uses. SIM will be able to use this data to develop performance metrics; inclusion of Medicaid 


data in the APCD will complete a true all-payer construct. APCD intends to develop multi-payer 


reports for population analytics and for cost transparency based on appropriate claims experience, 


from payer-specific population. We are working with SIM on finalizing data from CMS (details 


regarding how much history, frequency of updates, types of data, etc.). 


 


 


  







 


‘Test’* Data Submission Status for Connecticut’s APCD as of 4/25/2016  


             


             


          


 


 


 


 


 


 


 


 


 


Note: ‘*’ Test Data is one full year of contiguous data, which we specified year 2012 for most of the 
submitters; Aetna’s member count is projected net of ASO-funded accounts 
 
 
 
 
 
 
 
        


 


 


N/S Not Sent. Submitter has not yet provided a file for this data type


P/F Prelim fail. File has a formatting issue that needs to be resolved by the submitter.


L/F Load fail. File does not conform to required thresholds. 


D/H DQ Hold. Passed initial file load (met all thresholds) but Onpoint is questioning the quality of some of the data. 


D/P DQ Pass. All thresholds and data quality validations have been passed and this file will be accepted for inclusion into the APCD.


N/A Not Applicable. Submitter will not be providing this file type.


Member


Eligibility Medical Pharmacy Provider  Count


Aetna CTC0010 Aetna Life Insurance Company Traditional D/P D/H D/H L/F 274,493              


Aetna CTC0010A Aetna Life Insurance Company HMO SI N/A D/H D/H N/A -                       


Aetna CTC0010B Aetna Life Insurance Company HMO Medicare D/P D/P D/H N/A 10,306                


Aetna CTC0010E Aetna Life Insurance Company Aetna Student Health D/P D/H N/A D/P 25,288                


Aetna CTC0011 Aetna Health Insurance HMO FI D/P D/H D/H L/F 26,730                


Aetna CTC0011A Aetna Health Insurance HMO on ACAS FI D/P D/P D/H N/A 14,667                


Aetna CTC0177 First Health Life and Health Insurance Company (Cov Part D)D/P N/A D/P N/A 10,576                


Anthem CTC0663 Anthem Health Plans, Inc D/H D/H D/H D/H 382,286              


Cigna CTC0025 Cigna Health and Life Insurance Company - East D/P D/P D/P D/P 147,357              


Cigna CTC0025F Cigna Health and Life Insurance Company - West D/P D/P D/P D/P 240                      


ConnectiCare CTC0719 ConnectiCare, Inc D/P D/P D/P D/P 220,229              


ConnectiCare CTC0719A ConnectiCare, Inc - Medicare Advantage L/F N/S N/S L/F 50,316                


Harvard CTC0213 Harvard Pilgrim Health Care of Connecticut, Inc D/P D/H D/P L/F 4,965                   


HealthYCT CTC0021 HealthyCT Inc L/F P/F L/F P/F 7,362                   


UHG CTC0193 Golden Rule Insurance Company D/P D/H D/P D/P 5,040                   


UHG CTC0423 UnitedHealthcare Insurance Company D/P D/P D/H D/P 46,885                


UHG CTC0423A Oxford Health Insurance Inc, (UHC) D/P D/H L/F D/H 252,279              


UHG CTC0423B UnitedHealthcare - OrthoNet (Oxford) N/A D/P N/A N/A -                       


UHG CTC0423C UnitedHealthcare Insurance - Medicare & Retirement D/H D/H D/H D/P 130,081              


UHG CTT0322 OptumHealth (UHC) N/A D/P N/A D/P -                       


Wellcare CTC0534 WellCare Of Connecticut, Inc D/P D/H L/F D/P 14,507                


Wellcare CTT0005 Caremark, LLC L/F N/A P/F N/A -                       


1,623,605          ALL


Data Type


Submitters


Submitting 


Plan Payer ID
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  Office of Health Care Access 


 


DEPARTMENT OF PUBLIC HEALTH 


 


Rev Date: April 29, 2016 


Current and Anticipated Hospital Affiliation/Acquisition (related) Applications  


Following is a list of CON hospital conversion/acquisition applications filed or anticipated to be filed with the Office of Health Care Access 


(OHCA). 


Hospital Being Acquired Entity Acquiring the 
Hospital 


For-Profit 
Transaction 


CON Application Filing Expected/Filed 


Waterbury Health Network Prospect Medical Holdings Yes Application filed with OHCA 10/27/15 
Hearing scheduled for 5/3/16.  


ECHN-2 hospitals 
1. Rockville General Hospital 
2. Manchester Memorial Hospital 


Prospect Medical Holdings  Yes Public hearings Held on March 29th and 30th  
Per Scheduling Agreement, final decision 


release date: June 10, 2016 
OHCA and OAG working on separate 


Proposed Final Decisions. 


Lawrence & Memorial Hospital 
(Impacted by Executive Order) 


Yale-New Haven Health 
Services Corporation  


*No CL Responses under OHCA review until 
4/29/16.  
Application to be deemed Complete 5/2/16. 
In process of scheduling a hearing for 5/25th 
or 5/26th.   


Lawrence & Memorial Hospital Medical 
Association (Group Practice) 


Yale-New Haven Health 
Services (NEMG) 


(Yale/L+M Related CON) 


*No CL Responses under OHCA review until 
4/29/16.  
Application to be deemed Complete 5/2/16. 
Hearing to be scheduled for 5/25 or 2/26.  


St. Mary’s Health System Trinity New England Health Yes Application deemed Complete 4/5/2016. 
Hearing scheduled for May 9, 2016.  


Evergreen Endoscopy Center  Prospect Medical Holdings 
(ECHN Related CON) 


Yes 
  


Application deemed Complete 3/4/2016. 
90 day date: 6/2/16. 


WBC Connecticut East Prospect Medical Holdings 
(ECHN Related CON) 


Yes 
 


Application deemed Complete 3/4/2016. 
90 day date: 6/2/16. 







  Office of Health Care Access 


 


DEPARTMENT OF PUBLIC HEALTH 


 


Rev Date: April 29, 2016 


Northeast Regional Radiation Oncology 
Network (NRRON) 


Prospect Medical Holdings 
(ECHN Related CON) 


Yes 
 


Application deemed Complete 3/18/2016. 
90 day date: 6/16/16. 


Tolland Imaging Center Prospect Medical Holdings 
(ECHN Related CON) 


Yes 
 


Application deemed Complete 3/18/2016. 
90 day date: 6/16/16. 


Eastern Connecticut Medical 
Professionals Foundation (ECMPF) 


Prospect Medical Holdings 
(ECHN Related CON) 


Yes CL sent out 3/17. 
CL Responses due by 5/16/16. 


Greater Waterbury Health System 
Physician’s Group 


Prospect Medical Holdings 
(Waterbury Related CON) 


Yes CON Determination-Expected between April 
and June 2016. 


Greater Waterbury Heart Center  
(Joint Venture with Saint Mary’s/Tenet)  


Prospect Medical Holdings 
(Waterbury Related CON) 


Yes CON Determination-Expected to be filed 
with OHCA in May/June 2016. 
May be handled as a CON Modification or as 
a regular CON. 


Harold Leever Cancer Center 
(Joint Venture with Saint Mary’s/Trinity) 


Prospect Medical Holdings 
(Waterbury Related CON) 


Yes CON Determination-Expected to be filed 
with OHCA in May/June 2016. 
May be handled as a CON Modification or as 
a regular CON. 


      *Not-for-profit transaction 
 


Upcoming Hearings 


 
 
15-32017-486 & 15-486-02  GWHN/PMH proposal for PMH to acquire GWHN Hearing scheduled for May 3, 2016 in 


 Waterbury 
 


15-32045-CON   St. Mary’s Health System and Trinity New  Hearing scheduled for May 9, 2016. 
     England Health  
 
15-32032-CON   Yale New Haven Health Services Corporation  In process of scheduling hearing for May  


L+M Corporation     25th or 26th.   
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November 19, 2013 


 


Town Hall Meeting Presentation: 


Brian Carney (Associate Research Analyst) at the Office of Health Care Access (OHCA)/ Team 


Leader for our Lean Event 


One of OHCA’s primary responsibilities is to administer the Certificate of Need Program (CON) 


Briefly, CON is a regulatory program that requires health care providers to obtain State 


approval prior to: 


 making substantial capital investments in new equipment (e.g., MRI) 


 establishing new facilities (Ambulatory Surgery Center), or transfer of ownership 


 adding/terminating health care services (elective angioplasty), and 


 increasing hospital licensed bed capacity. 


 


The program is intended to: 


 help guide health care facilities and services to where there needed 


 ensure high quality 


 prevent unnecessary duplication of services 


 help promote cost containment 


 


 


Besides myself, OHCA’s Lean Event team consisted of: 


 Kaila Riggott (Planning Specialist and CON Supervisor) 


 Olga Armah (Associate Research Analyst) 


 Steve Lazarus (Associate Health Care Analyst) 


 Alla Veyberman (Health Care Analyst) 


 
 
All team members are actively involved in administering the CON program 
 


 


  







Reason for the Lean Event: 


CON applications receive an Approval or Denial decision at the end of our review process. 


It was taking too long to complete a draft and draft quality was an issue. 


 


Our goal was to: 


 Reduce the completion time of the draft decision 


 Reduce the number of revise/edit loops (submit/revise/submit) 


 Improve the overall quality and consistency of: 


 Decisions (and the underlying components which include) 


 The analysis of Service area, Utilization and Financial Impact of 


the application 


 


Results of the Lean Event 


 we reduced the number of steps in the process (-2) 


 began to formulate a more standardized review process (analysis, document format), 


and 


 decided to create/update several new desktop tools (e.g., table templates, desktop 


database instructions and a process checklist) 


 


We estimated that by implementing our Lean recommendations: 


 that the time to complete a draft decision would be reduced by 6 days (41 to 35), and  


 revise/edit loops would be reduced by 50%. 


 


Lessons Learned 


 Our review process needed a greater level of standardization (content & format), and 


that too much variation in decisions increased our processing and editing time and 


reduced overall quality. 


 


 Updated desktop tools have helped reduce processing time and enabled us to track our 


progress more efficiently; 


 


 Finally, I think the Lean Event has helped our CON review process; we are beginning to 


see positive results as we implement the recommendations. So far, we have seen 30% 


fewer revise/edit loops to date. 
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Connecticut Department of Public Health, 
Office of Health Care Access (OHCA)
		   
			 
		Brian A. Carney,  MBA
			Associate Research Analyst
                    10/28/14











OHCA primary charge - Certificate of Need Program (CON)



CON is a regulatory program that requires health care providers to obtain State approval prior to:



Change in ownership (Yale-New Have acquisition of Saint Raphael)

Purchase of major medical equipment (MRI, CT, PET-CT)

Termination of services (e.g., maternity)

New facilities (outpatient surgical facilities, behavioral health)

Hospital for-profit conversions (Saint Mary’s/Waterbury Hospitals and Tenet)



The program is intended to:

Ensure access to health care services

Prevent unnecessary duplication

Help promote cost containment

Improve quality of care



Certificate of Need (CON)  Lean Event













Basic time-frame:



- 30 Days to review an application to determine if it is complete

- If not complete, letter sent out requesting additional info

(applicant has 60 days to respond to completeness letter)

- Once OHCA deems an application complete – render a decision

	No hearing:	90 days to render a decision

	Hearing:	60 days after the close 



		Having trouble meeting time-frames, so OHCA 				team members participated in a Lean event! 





Certificate of Need (CON)  Lean Event













Lean event - Goals

Standardize forms and decision components (info, analysis, format)

Improve the overall quality and consistency of decisions

Reduce the number of decision “revise/edit” loops

Reduce the completion time of the draft decision



Project Performance Measures (Key Performance Indicators)

Quality - reduce “revise/edit” loops by 50%

Efficiency - reduce the time required to render a CON decision

Certificate of Need (CON)  Lean Event











Lean implementation:

Reduced a few steps in the process – most mandated in statute

Developed desktop tools: DB instructions, checklist, standardized tables



Certificate of Need (CON)  Lean Event

















Lean implementation (continued):



Internal re-org of CON analysts to better match skills / enhance focus



Process team



Analysis and writing team



Certificate of Need (CON)  Lean Event

















Results:

More consistency and improved quality across decisions







*KPIs*



Draft decision edit loops 

- reduced from approx. 4-6 to 2-3 (       50% )



Last 5 decisions

- completed 29 days (avg.) ahead of deadline 

	



















Certificate of Need (CON)  Lean Event















Challenges and Lessons Learned 



Analysts have different levels of analytical and writing skill – had to match skill level with function in order to reach goals



Learned that the use of desktop tools combined with clear and standardized forms help reduce processing time/improve quality



Applications vary widely in complexity / difficulty – need to allot time accordingly (less complex applications need to be completed in less time)



















Certificate of Need (CON)  Lean Event
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II. Add Docket Status  


1. Select ADD/EDIT DOCKET STATUS 
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Quality Improvement Checklist  for CON Decisions: 


 


 


 


1. Project Title and Project Description : 


a. Use applicable statute wording to describe the project (e.g., the establishment of a free -


standing emergency department ) 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


2. Findings of Fact: 


a. Findings should include: Who, What, When, Where and How  


b. Include facts that address the nine princip les and guidelines listed in 19a -639 


i. Project consistent with applicable policy & standards in regulations  


ii. Relationship to Statewide Health Care Facilities Plan  


iii. Clear public need for the proposal  


iv. How proposal will impact the financial strength of the health care system 


in CT or that the proposal is financially feasible for applicant  


v. Demonstrate how proposal  will improve quality, accessibility and cost 


effectiveness of health care delivery in the region, provision/change of 


access to Medicaid/indigent persons and impact on cost effectiveness of 


providing access to Medicaid program services.  


vi. Past/Proposed provision of health care services to relevant patient 


populations and payer mix (including Medicaid/indigent patients)  


vii. Identified the population to be served by proposal and that population 


has a need for proposed services  


viii. Utilization of existing health care fa cilities/services in service area  


ix. Demonstrate that proposal will not duplicate existing health care services  


x. Demonstrate good cause if access to Medicaid/indigent persons reduced 


(good cause shall not be based on (low) reimbursement rates)  


 


c. Address statutory criteria using the  criteria spreadsheet as guide 


d. Organize facts based on discussion section  


e. Be concise and include only facts that  lead up to and support decision 


f. Focus findings on public need, improvement to access, quality and then, cost  


effectiveness 


g. Provide thorough/relevant utilization analysis  


h. Provide thorough/relevant financial analysis 


i. Make sure references to  exhibits/sources at end of each finding reflect correct page(s)  


j. Utilize standard table format, headers and sources in present ing data 


k. Use OHCA data when available and compare with applicant provided data  


l. Comment/provide observation on what table shows  
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APPLICANT’S CURRENT & PROJECTED PAYER MIX 


 


Payer 


Most Recently 


Completed 


FY** 


Projected 


FY** FY** FY** 


Volume % Volume % Volume % Volume % 


Medicare*         


Medicaid*         


CHAMPUS & 


TriCare 


        


Total Government         


Commercial 


Insurers 


        


Uninsured         


Workers 


Compensation 


        


Total Non-


Government 


        


Total Payer Mix         


*Includes managed care activity. 


**Fill in years. Ensure the period covered by this table corresponds to the period covered in the projections  provided. 


Note: The patient population mix should be based on patient volumes, not patient revenues.  
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[bookmark: _GoBack]The Connecticut Certificate of Need (CON) Process



The Independent Roles of the Office of Health Care Access (OHCA) and the Department of Social Services (DSS)

OHCA: Connecticut General Statutes (CGS) Section 19a-638 grants CON program authority to OHCA for review of the following:  

1. Establishment of:

a. A new health care facility[footnoteRef:1]; [1:  Defined in CGS 16a-630 as hospitals, specialty hospitals, freestanding EDs, outpatient surgical, state-operated facilities eligible for Medicaid/Medicare, mental health facilities, substance abuse facilities, and central service facilities including parents, affiliates, etc.
] 


b. A freestanding emergency department;

c. An outpatient surgical facility; and

d. Cardiac services, including inpatient and outpatient interventions and surgery;

2. Termination of:

a. Hospital inpatient or outpatient services;

b. Surgical services unless due to insufficient patient volume or termination of a subspecialty; and

c. Inpatient or outpatient services offered by a state-owned facility that provides services eligible for Medicaid or Medicare;

3. Transfer of ownership of a health care facility or certain group practices;

4. Acquisition of:

a. Certain imaging equipment;

b. Nonhospital linear accelerators; and

c. Equipment using technology not previously used in the state;

5. Increase:

a. In the licensed bed capacity of a health care facility; and

b. Of two or more operating rooms within any three-year period.

DSS: CGS Sections 17b-352 through 17b-355 grants authority to DSS for the CON process for nursing facilities, residential care homes and intermediate care facilities for individuals with intellectual disabilities.  CON approval is required for these entities prior to undertaking any of the following activities:

· Capital expenditure exceeding $2 million; 

· Capital expenditure exceeding $1 million, which increases facility square footage by five thousand square feet or five percent of existing square footage;

· Introduction of any new or additional function or service; 

· Termination of a health service including facility closure or a substantial decrease in total bed capacity by a facility or institution; 

· New nursing facilities associated with a continuing care facility provided such beds do not participate in the Medicaid program; 

· Medicaid certified beds to be relocated from one licensed nursing facility to another licensed nursing facility to meet a priority need identified in the strategic plan developed pursuant to subsection (c) of section 17b-369 of the Connecticut General Statutes; 

· Medicaid beds to be relocated from a licensed facility to a new licensed facility, provided at least one currently licensed facility is closed in the transaction, and the new facility bed total is not less than 10% lower than the total number of beds relocated; and

· Requests to license a new residential care facility or intermediate care facility for the intellectually disabled.



The attached document provides a history of the CON Program in the state and the individual roles of OHCA and DSS.  



  

The attached document contains the statutory and regulatory authority for the Connecticut CON Program at OHCA and DSS. 





Overview of CON Process at OHCA 

Attached are flow charts detailing the CON program workflow within OHCA[footnoteRef:2].  [2:  Office of Health Care Access, Certificate of Need Analysts Toolbox, p. 8-12, 2016] 








Overview of CON Process at DSS

The CON process begins with an applicant's submission of a letter of intent. The Department issues an application within 10 business days and the Applicant has up to 180 days to submit the CON application. The Department will issue a written decision generally within 120 days after receiving the application. CON decisions may be reviewed by the public during normal business hours[footnoteRef:3]. [3:  The Department of Social Services, Presentation to CON Task Force, Slide #4, April 12, 2016 ] 
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A Brief History of Connecticut’s Certificate of Need program  



Certificate of Need: Definition  



“A Certificate of Need (CON) is a formal statement by a State agency (in the Department of Public 



Health’s (DPH) Office of Health Care Access (OHCA) or the Department of Social Services (DSS)) that a 



health care facility, service or piece of equipment is needed or that a termination of a service will not 



have an adverse effect on access to health care services in the area of the state served by the health 



care facility. The CON program attempts to eliminate unnecessary duplication of services, preserve 



needed services and ensure access to quality care. Ongoing changes to the health care environment 



have emphasized the evolving role of CON as a planning tool. Overall, the aim of the CON program is to 



ensure access to quality health care services for the citizens of the State of Connecticut”.1  



Certificate of Need: History  



The development of CON programs began in 1964 when New York became the first state in the nation 



to pass legislation that enabled state government to determine the need for new hospitals and nursing 



facilities before they were approved for construction.   The American Hospital Association took interest 



in the concept of CON programs and urged states to develop similar laws2.  In 1973 Connecticut 



established its CON program and became one of 15 states in the nation to implement this type of health 



care oversight.   In the early 1970’s the federal government began to seek ways to control rapidly rising 



costs of health care, inequitable distribution of health care facilities and manpower and lack of effective 



methods of delivering health care.  Congress viewed the CON process as an effective method of 



controlling these factors and passed Public Law 93-641, The National Health Planning and Resources 



Development Act of 1974.3  Public Law 93-641 required that all states seeking federal funding for health 



programs implement a CON program and specified (1) the facilities and services subject to the CON 



process; and (2) the procedures and criteria for conducting CON reviews.   By 1978, thirty-six states had 



adopted CON laws.4  In 1987 Congress repealed the National Planning and Resource Development Act of 



1974 eliminating the requirement for states to administer a CON program and the funding tied to it. 



Upon repeal, 14 states terminated their CON programs5.  As of April, 2016, thirty-six states continue to 



have CON programs with varying oversight requirements6.   Recent studies conducted on CON programs 



have yielded results that indicate states with CON programs have lower overall health care costs, 



reductions in duplicative services and better patient outcomes when compared to states without 



operational CON programs7.   



Upon establishment in 1973 (Public Act 73-117), Connecticut’s CON program was housed in the 



Commission on Hospitals and Health Care.  In 1993 the state Legislature passed Public Act 93-262, An 



                                                           
1 Quoted from the OHCA Certificate of Need Analyst Toolbox  
2 National Conference of State Legislatures http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx#Resources  
3 P.L. 93-641 – National Institutes of Health http://profiles.nlm.nih.gov/RM/A/A/I/Q/_/rmaaiq.pdf  
4 Burt, Jessica C.; Williams, Kati V.; Certificate of Need (CON) Law Series – Part I: A Controversial History; Health Capitol, Volume 5, Issue 9; 
September 2012 http://www.healthcapital.com/hcc/newsletter/9_12/CERT.pdf  
5 National Conference of State Legislatures; Table: Health Planning Agencies in States Without Current CON Programs. 
http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx#Regulated  
6 National Conference of State Legislatures; Table: Facilities and Services Regulated by CON http://www.ncsl.org/research/health/con-
certificate-of-need-state-laws.aspx#Regulated  
7 OHCA, Independent Assessment of the Connecticut Department of Public Health Office of HealthCare Access Certificate of Need and 



Supporting Programs; February 28, 2014. P. 71-74. 





http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx#Resources


http://profiles.nlm.nih.gov/RM/A/A/I/Q/_/rmaaiq.pdf


http://www.healthcapital.com/hcc/newsletter/9_12/CERT.pdf


http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx#Regulated


http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx#Regulated


http://www.ncsl.org/research/health/con-certificate-of-need-state-laws.aspx#Regulated
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Act Concerning the Establishment of the Department of Social Services (DSS), which carved out the CON 



program for nursing homes, residential care homes and intermediate care facilities for individuals with 



intellectual disabilities and moved oversight authority for these facilities to the newly formed DSS.  All 



other CON program responsibilities remained with the Commission on Hospitals and Health Care.      



In 1994, Public Act 94-3,  An Act Concerning Health Care Access, terminated the Commission on 



Hospitals and Health Care and established the Office of Health Care Access (OHCA), which was governed 



by a Board of Directors appointed by the Governor and Chaired by the Governor.  Public Act 95-257, An 



Act Concerning the Consolidation of State Operated Programs at Fairfield Hills, Norwich and Connecticut 



Valley Hospitals, Transfer of Addiction Services to The Former Department of Mental Health, Medicaid 



Waiver and The Office of Health Care Access, officially transferred the responsibilities of overseeing the 



portion of the state’s CON program not administered by DSS to OHCA.  In 2009, OHCA was moved under 



the Department of Public Health (DPH) and oversight authority was given to the Commissioner of DPH.   



In 2010, in an effort to align with a changing health care system as a result of the federal Patient 



Protection and Affordable Care Act (Public Law 111-148), Connecticut CON underwent significant reform 



in an effort to: (1) simplify the CON process; (2) focus on oversight of “safety net” services and areas of 



potential overutilization; (3) develop CON criteria and standards to address the financial stability of the 



health care delivery system, and (4) improve the quality of patient care8.   The result was Public Act 10-



179, An Act Making Adjustments to State Expenditures for the Fiscal Year Ending, June 30, 20119, which 



formed the CON process as it is implemented today.   



Certificate of Need: Present  



Currently, the CON process remains in OHCA and DSS.  Their responsibilities are as follows:  



Office of Health Care Access10 



Connecticut General Statutes (CGS) Section 19a-638 requires CON authorization for: 



1. Establishment of: 



a. A new health care facility11; 



b. A freestanding emergency department; 



c. An outpatient surgical facility; and 



d. Cardiac services, including inpatient and outpatient interventions and surgery 



2. Termination of: 



a. Hospital inpatient or outpatient services; 



b. Surgical services unless due to insufficient patient volume or termination of a 



subspecialty; and 



                                                           
8 CT Department of Public Health, Report to the Joint Standing Committee of the Connecticut General Assembly: Certificate of Need 



Requirements.  January 1, 2016. 
9 P.A 10-179 An Act Making Adjustments to State Expenditures for the Fiscal Year Ending, June 30, 2011.  
https://www.cga.ct.gov/2010/ACT/Pa/pdf/2010PA-00179-R00SB-00494-PA.pdf  
10 CT Department of Public Health, Report to the Joint Standing Committee of the Connecticut General Assembly: Certificate of Need 



Requirements.  January 1, 2016.  
11 Defined in CGS 16a-630 as hospitals, specialty hospitals, freestanding EDs, outpatient surgical, state-operated facilities eligible for 



Medicaid/Medicare, mental health facilities, substance abuse facilities, and central service facilities including parents, affiliates, etc. 



 





https://www.cga.ct.gov/2010/ACT/Pa/pdf/2010PA-00179-R00SB-00494-PA.pdf
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c. Inpatient or outpatient services offered by a state-owned facility that provides services 



eligible for Medicaid or Medicare; 



3. Transfer of ownership of a health care facility or group practice; 



4. Acquisition of: 



a. Certain imaging equipment 



b. Nonhospital linear accelerators; and 



c. Equipment using technology not previously used in the state; 



5. Increase: 



a. In the licensed bed capacity of a health care facility; and 



b. Of two or more operating rooms within any three-year period. 



The entire CON process, from the time OHCA receives the application to the final decision can take from 



60 days to a year – depending on the complexity and completeness of the proposal and whether a 



public hearing is held.  The following steps are required: 



 Applicants publish notice (in newspaper for 3 consecutive days) of intent to file a CON.  Must be 



published at least 20, but no more than 90, days before filing. 



 Applicants submit required forms and $500. 



 OHCA has 30 days from receipt to review for completeness.  If found incomplete, OHCA informs 



the applicant who has 60 days to respond.  OHCA then has 30 days to inform applicant if 



application is complete or incomplete. 



 Review criteria include consistency with DPH policies and regulations, clear public need 



including unmet need of the target population, impact on the strength of the health care system 



(including quality, accessibility, and cost), financial feasibility, past and proposed provision of 



services, use of existing facilities and services in the area, payer mix, documentation that it 



won’t result in duplication of services in the area, and demonstration of no negative impact on 



diversity of providers and patient choice, costs or accessibility. 



 OHCA has 90 days to render a decision and must wait at least 30 days to allow an opportunity 



for a public hearing to be requested.  Review period is shorter (60 days) for transfer of 



ownership of group practices. 



The Deputy Commissioner renders a decision.  Forty eight (48) determinations were rendered in 2015, 



but only 14 were found to require a CON. 



Department of Social Services 



CGS Section 17b-352 through 355 grants authority to DSS for the CON process for nursing facilities, 



residential care homes and intermediate care facilities for individuals with intellectual disabilities as 



described below.  



Certificate of Need approval is required prior to undertaking any of the following activities: 



 Capital expenditures exceeding $2 million.  
 Capital expenditures exceeding $1 million, which increases facility square footage by five 



thousand square feet or five percent of existing square footage.  
 Introduction of any new or additional function or service.  
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 Termination of a health care service, including facility closure or a substantial decrease in total 
bed capacity by a facility or institution.  



 New nursing facilities associated with a continuing care facility provided such beds do not 
participate in the Medicaid program.  



 Medicaid certified beds to be relocated from one licensed nursing facility to another licensed 
nursing facility to meet a priority need identified in the strategic plan developed pursuant to 
subsection (c) of section 17b-369 of the Connecticut General Statutes.  



 Medicaid beds to be relocated from a licensed facility to a new licensed facility, provided at least 
one currently licensed facility is closed in the transaction, and the new facility bed total is not 
less than 10% lower than the total number of beds relocated.  



 Requests to license a new residential care facility or intermediate care facility for the 
intellectually disabled. 



Architectural plans are required for CON requests related to capital improvements and new facilities. 
These plans must comply with current State and Federal laws and regulations.  
 



The CON process begins with an applicant's submission of a letter of intent. DSS issues an application 



within 10 business days and the Applicant has up to 180 days to submit the CON application. DSS will 



issue a written decision generally within 120 days after receiving the application. CON decisions may be 



reviewed by the public during normal business hours 
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CON Resources 

Certificate of Need (CON) Related Resources

1.   Application and Monitoring Processes and Data Collection



Data Collected As Part of the CON Decision Process 

The Office of Health Care Access (OHCA) CON authority and the decision guidelines that support the information and data collected from a CON applicant are specified in CGS section 19a-639. 

The Department of Social Services (DSS) CON authority and the determination guidelines that support the information and data collected from a CON applicant are specified in CGS sections 17b-352 through 17b-355. 

Additional information may be requested form applicants as deemed necessary by OHCA or DSS. 

a. Office of Health Care Access (OHCA) CON Applications

The information and data required by OHCA to conduct a CON review is collected through the application process.  CON applications for all forms of CONs may be viewed online.

Additionally, as part of the CON process hospitals must complete the appropriate financial worksheet(s).





b. Department of Social Services (DSS) CON applications 



The DSS CON application process is less complex and specific to nursing facilities, residential care homes and intermediate care facilities for individuals with intellectual disabilities.  DSS typically customizes applications around the decision criteria required by CGS section 17b-355. 





[bookmark: _MON_1523429954]   

Data and Methods Used to Measure Success Towards CON Goals Over Time

OHCA: OHCA’s CON goals are to improve access and quality of services, reduce unnecessary duplication, and reduce health care costs[footnoteRef:1].  Each CON application approved includes information and data provided by the applicant that supports its assertion that the proposal is aligned with OHCA’s goals.  CON applications include quantitative and qualitative data relating to projections of unmet need, service capacity and other relevant factors.  OHCA’s statutes and regulations do not provide guidance on specific benchmarks and methodologies to measure success. To OHCA’s knowledge there have been no studies conducted to evaluate results of the state’s CON process over time. [1:  Office of Health Care Access website ] 


DSS: The DSS audits facilities that receive approval for capital expenditures to ensure that funds were spent as specified in the CON application.  Facility closures do not require additional monitoring to evaluate their impact on state goals for the DSS CON process because the state is currently “over-bedded” and therefore any bed reduction is achieving the goals of rebalancing the state’s long term care system. 



2.  Other Relevant Data Collected by OHCA 



Hospital Reporting System:  Hospital Financial Stability Report and Hospital Dashboards

This site includes links to the financial review statutes, regulations, recent filings and OHCA hospital financial publications including all recent financial stability reports and hospital dashboards

Statewide Health Care Facilities and Services Plan and Inventory

2012 Plan 

2014 Plan 

2014 Inventory 


Hospital Inpatient Discharge Database: Hospital Utilization Reporting

· Utilization report 

· Cardiac transfers report 

· Preventable Hospitalization report



Outpatient Surgery Data Collection

Outpatient surgery data reporting webpage 



Chargemaster/Pricemaster Filings

This site links to the OHCA webpage describing the pricemaster filing process, including recent hospital pricemasters.

Other Filings/Notifications Required to be Filed with OHCA

· [bookmark: _GoBack]Medical Foundation Filings: Pursuant to Public Act 14-168, starting December 31, 2014 and annually thereafter, medical foundations must provide annual reports to OHCA that include (1) a statement of its mission; (2) a description of the services it provides; (3) a description of any significant change in its services during the preceding year; and (4) other financial information as reported on the medical foundation’s most recently filed Internal Revenue Service return of organization exempt from income tax form or, if such medical foundation is not required to file such form, information substantially similar to that required by such form.   The elements of this annual report have just been greatly expanded by Senate Bill 351, An Act Concerning Matters Affecting Physicians and Hospitals, which has passed both chambers, but has not yet been signed by the Governor.  The above description does not include provisions that will become effective once Senate Bill 351 is signed into law.   



· Group Practice Filings: Pursuant to Public Act 14-168, starting December 31, 2014 and annually thereafter, each hospital, hospital system, and each group practice comprised of thirty or more physicians must submit to the Office of the Attorney General and to the Department of Public Health, an annual report of information concerning these group practices. 



· Filings related to Hospital/Health Systems Affiliated with Other Hospitals/Health Systems:  Pursuant to Public Act 15-146, starting December 31, 2015 and annually thereafter, each hospital and hospital system must file with the Office of the Attorney General and the Department of Public Health, a written report describing each affiliation with another hospital or hospital system.  



· Facility Fee Filings:  Pursuant to Subsection (l) of Section 13 of Public Act 15-146, starting July 1, 2016 and annually thereafter, each hospital and health system shall report to the Department of Public Health concerning facility fees charged or billed during the preceding calendar year.  
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Copy of financialworksheetsi&ii.xls

Descs


			


																					FINANCIAL ATTACHMENT DESCRIPTIONS


															Financial Attachment A – Long Form Total Facility Not-for-Profit


															Financial Attachment B – Long Form Total Facility For-Profit


															Financial Attachment C – Long Form Total Hospital Health System Not-for-Profit


															Financial Attachment D – Long Form Total Hospital Health System For-Profit








FA A


			


			12. C (i).       Please provide one year of actual results and three years of projections of Total Facility revenue, expense and volume statistics


			without, incremental to and with the CON proposal in the following reporting format:


			Total Facility:									FY						FY			FY			FY						FY			FY			FY						FY			FY			FY


												Actual						Projected			Projected			Projected						Projected			Projected			Projected						Projected			Projected			Projected


			Description									Results						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON


			NET PATIENT REVENUE


			Non-Government																					$0												$0												$0


			Medicare																					$0												$0												$0


			Medicaid and Other Medical Assistance																					$0												$0												$0


			Other Government																					$0												$0												$0


			Total Net Patient Patient Revenue									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Other Operating Revenue


			Revenue from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			OPERATING EXPENSES


			Salaries and Fringe Benefits																					$0												$0												$0


			Professional / Contracted Services																					$0												$0												$0


			Supplies and Drugs																					$0												$0												$0


			Bad Debts																					$0												$0												$0


			Other Operating Expense																					$0												$0												$0


			Subtotal									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Depreciation/Amortization																					$0												$0												$0


			Interest Expense																					$0												$0												$0


			Lease Expense																					$0												$0												$0


			Total Operating Expense									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Gain/(Loss) from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Plus: Non-Operating Revenue																					$0												$0												$0


			Revenue Over/(Under) Expense									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			FTEs																					0												0												0


			*Volume Statistics:


			Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.








FA B


			


			13. B i.       Please provide one year of actual results and three years of projections of Total Facility revenue, expense and volume statistics


			without, incremental to and with the CON proposal in the following reporting format:


			Total Facility:									FY						FY			FY			FY						FY			FY			FY						FY			FY			FY


												Actual						Projected			Projected			Projected						Projected			Projected			Projected						Projected			Projected			Projected


			Description									Results						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON


			NET PATIENT REVENUE


			Non-Government																					$0												$0												$0


			Medicare																					$0												$0												$0


			Medicaid and Other Medical Assistance																					$0												$0												$0


			Other Government																					$0												$0												$0


			Total Net Patient Patient Revenue									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Other Operating Revenue


			Revenue from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			OPERATING EXPENSES


			Salaries and Fringe Benefits																					$0												$0												$0


			Professional / Contracted Services																					$0												$0												$0


			Supplies and Drugs																					$0												$0												$0


			Bad Debts																					$0												$0												$0


			Other Operating Expense																					$0												$0												$0


			Subtotal									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Depreciation/Amortization																					$0												$0												$0


			Interest Expense																					$0												$0												$0


			Lease Expense																					$0												$0												$0


			Total Operating Expenses									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Income (Loss) from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Non-Operating Income																					$0												$0												$0


			Income before provision for income taxes									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Provision for income taxes


			Net Income									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Retained earnings, beginning of year															$0			$0			$0						$0			$0			$0						$0			$0			$0


			Retained earnings, end of year									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			FTEs																					0												0												0


			*Volume Statistics:


			Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.








FA C


			


			12. C (i).       Please provide one year of actual results and three years of Total Hospital Health System projections of  revenue, expense and volume statistics


			without, incremental to and with the CON proposal in the following reporting format:


			Total Hospital Health System:									FY						FY			FY			FY						FY			FY			FY						FY			FY			FY


												Actual						Projected			Projected			Projected						Projected			Projected			Projected						Projected			Projected			Projected


			Description									Results						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON


			NET PATIENT REVENUE


			Non-Government																					$0												$0												$0


			Medicare																					$0												$0												$0


			Medicaid and Other Medical Assistance																					$0												$0												$0


			Other Government																					$0												$0												$0


			Total Net Patient Patient Revenue									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Other Operating Revenue


			Revenue from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			OPERATING EXPENSES


			Salaries and Fringe Benefits																					$0												$0												$0


			Professional / Contracted Services																					$0												$0												$0


			Supplies and Drugs																					$0												$0												$0


			Bad Debts																					$0												$0												$0


			Other Operating Expense																					$0												$0												$0


			Subtotal									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Depreciation/Amortization																					$0												$0												$0


			Interest Expense																					$0												$0												$0


			Lease Expense																					$0												$0												$0


			Total Operating Expense									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Gain/(Loss) from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Plus: Non-Operating Revenue																					$0												$0												$0


			Revenue Over/(Under) Expense									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			FTEs																					0												0												0


			*Volume Statistics:


			Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.








FA D


			


			13. B (i).       Please provide one year of actual results and three years of Total Hospital Health System projections of  revenue, expense and volume statistics


			without, incremental to and with the CON proposal in the following reporting format:


			Total Hospital Health System:									FY						FY			FY			FY						FY			FY			FY						FY			FY			FY


												Actual						Projected			Projected			Projected						Projected			Projected			Projected						Projected			Projected			Projected


			Description									Results						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON						W/out CON			Incremental			With CON


			NET PATIENT REVENUE


			Non-Government																					$0												$0												$0


			Medicare																					$0												$0												$0


			Medicaid and Other Medical Assistance																					$0												$0												$0


			Other Government																					$0												$0												$0


			Total Net Patient Patient Revenue									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Other Operating Revenue


			Revenue from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			OPERATING EXPENSES


			Salaries and Fringe Benefits																					$0												$0												$0


			Professional / Contracted Services																					$0												$0												$0


			Supplies and Drugs																					$0												$0												$0


			Bad Debts																					$0												$0												$0


			Other Operating Expense																					$0												$0												$0


			Subtotal									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Depreciation/Amortization																					$0												$0												$0


			Interest Expense																					$0												$0												$0


			Lease Expense																					$0												$0												$0


			Total Operating Expenses									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Income (Loss) from Operations									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Non-Operating Income																					$0												$0												$0


			Income before provision for income taxes									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Provision for income taxes


			Net Income									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			Retained earnings, beginning of year															$0			$0			$0						$0			$0			$0						$0			$0			$0


			Retained earnings, end of year									$0						$0			$0			$0						$0			$0			$0						$0			$0			$0


			FTEs																					0												0												0


			*Volume Statistics:


			Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.








FA II


			


			12.C(ii). Please provide three years of projections of incremental revenue, expense and volume statistics attributable to the proposal in the following reporting format:


			Type of Service Description


			Type of Unit Description:


			# of Months in Operation


			FY _________			(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			FY Projected Incremental						Rate			Units			Gross			Allowances/			Charity			Bad			Net			Operating			Gain/(Loss)


			Total Incremental Expenses:												Revenue			Deductions			Care			Debt			Revenue			Expenses			from Operations


															Col. 2 * Col. 3												Col.4 - Col.5			Col. 1 Total *			Col. 8 - Col. 9


			Total Facility by																								-Col.6 - Col.7			Col. 4 / Col. 4 Total


			Payer Category:


			Medicare												$0												$0			$0			$0


			Medicaid						$0						$0												$0			$0			$0


			CHAMPUS/TriCare						$0						$0												$0			$0			$0


			Total Governmental									0			$0			$0			$0			$0			$0			$0			$0


			Commericial Insurers						$0			5			$0												$0			$0			$0


			Uninsured						$0			2			$0												$0			$0			$0


			Total NonGovernment						$0			7			$0			$0			$0			$0			$0			$0			$0


			Total All Payers						$0			7			$0			$0			$0			$0			$0			$0			$0
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Certificate of Need Application






Department of Social Services - Certificate of Need Application



1. Please include a copy of your Letter of Intent for a Certificate of Need.



2. Please complete Attachment I.



3. Provide a narrative summary of the project including the reason for undertaking the project.



4. Please describe the effect of this proposed change on the facility's current residents. 


5. Describe any relationship between this request and the facility’s historical, current and future utilization statistics. Describe the current and projected payer mix of patients (% private, % Medicaid, % Medicare, etc.) at the facility. Identify facility bed configuration by floor including the number of rooms and type of room (private, semi-private, etc.).



6. Quantify the current financial condition of the facility. Please indicate the reasons for the financial        losses the facility has experienced over the last two years and the any financial support provided         by the City of Stamford.  Please describe the process the Applicant undertook to sell the nursing         facility, if any. 


7. Explain how this proposal will impact the quality, cost effectiveness, and accessibility of health care delivery in the area. 



8. Provide a synopsis, including dates, of major facility building renovations, new construction and physical plant/capital improvements. 



9. Provide any available estimates of the cost to renovate the facility to current codes.


10. Specifically address current compliance with codes governing handicapped accessibility including       ADA and improvements that will be made to comply with ADA requirements. Describe the                changes required to each department or functional area to comply with current health and safety          requirements including the condition of electrical and mechanical systems including changes in          fire alarm systems, nurse call systems, air conditioning, lighting, furnishings and wall, floor and          ceiling finishes.  


11. Is there a clear public need for this request?  Provide the areas served (preferably by town) by the            facility and the available beds in towns within a 15 mile radius and alternative less costly means of         meeting the service needs of the population to be served.


12. Identify any other factor that the Department should consider in determining whether this request will be granted, modified or denied.  Provide supporting documentation.
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Attachment IPRIVATE 



Applicant p. 



State of Connecticut - Department of Social Services



Office of CON & Rate Setting



55 Farmington Avenue


Hartford, CT  06105


APPLICATION FOR CERTIFICATE OF NEED


AFFIDAVIT



APPLICANT:
                                        


PROJECT TITLE:
                                        


I   __________________________________________________________________________ 



    Name





Position


Of  ___________________________________________________ being duly sworn, depose



and state that the information in this Certificate of Need Application Entitled "_______________________________________________" is accurate and correct to the best of my knowledge.



Signature: __________________________________ 
Title:________________________



Subscribed and sworn to before me on ___________    




 





Date


_______________________________



Notary Public/Commission of Superior Court – Commission expires:



I.
General Information



A.
Identification of Applicant


1. Specify the Name and Address of the Applicant



			Applicant Name:


			





			Address 1:


			





			Address 2:


			





			City, State, Zip Code:


			










2.
Specify the Name, Title, Address and Telephone Number of the Contact Person for this Application.  The contact person shall be the person to whom all communications are directed.



			Name:


			





			Title:


			





			Address 1:


			





			Address 2:


			





			City, State, Zip Code:


			





			Telephone Number:


			





			Email Address:


			





			Fax Number:


			








3.
Specify the Name, Title, Address and Telephone Number of another person who may be contacted regarding this application, in the event that the contact person specified above is not available.



			Name:


			





			Title:


			





			Address 1:


			





			Address 2:


			





			City, State, Zip Code:


			





			Telephone Number:


			





			Email Address:


			





			Fax Number:


			








4. Specify existing (E) and/or proposed (P), Department of Health Services licensure categories.



If the applicant is an existing facility, provide the following information where appropriate:



· Number of licensed beds, by licensure category:



· Primary service area (specify basis for derivation and identify geographic area encompassed, by town.






(Select all that Apply)



			“X”


			Facility Type/Licensing Category


			(E) and/or (P)


			Licensed Beds


			Service Area





			


			Home for the Aged


			


			


			





			


			Rest Home with Nursing Supervision (RHNS)


			


			


			





			


			Chronic and Convalescent Nursing Home (CCNH)


			


			


			





			


			Other, specify:


			


			


			





			


			Other, specify:


			


			


			









B.
Type of Application




1.
Specify if a new or additional function(s) or service(s), and/or a termination of a function or service and/or a capital expenditure exceeding statutory thresholds for review, is being proposed:



			“X”


			Type of Application


			Filling Fee Required





			


			New or Additional Function(s) or Service(s) Including staff expansion proposed by coordination, assessment, and monitoring ("CAM") agencies.


			No





			


			Termination of Service(s);


			No





			


			Capital Expenditures: (*see definition)


			





			


			     Major Medical Equipment, exceed statutory thresholds;


			Yes





			


			     Other Capital Expenditure, exceeding statutory thresholds


			Yes





			


			     Imaging Equipment, exceeding statutory thresholds;


			Yes





			


			Facility Licensed Bed Reduction from        to       Licensed Beds


			No





			


			Other, specify:


			No












NOTE - Conversion to different licensure categories should be reported as a termination of service and also as an introduction of an additional function or service.





2.
Specify the total amount of capital expenditures proposed:



			Proposed Capital Expenditures:* 


			 $ 


			**










* Capital Expenditures:  The total of all expenditures or proposed expenditures for the acquisition, installation and initial operation of items which at the time of acquisition, have an estimated useful life of at least three years and a purchase price of at least $500 for groups of related items, which are capitalized under generally accepted accounting principles.  Such items shall include but not be limited to the following.





**Should agree with page 5, Total Proposed Capital Expenditures.





a.
Land, buildings, fixed equipment, major movable equipment and any attendant improvements thereto.





b.
The total cost of all studies, surveys, designs, plans, working drawings, specifications and other activities essential to acquisition, improvement, expansion or replacement of physical plant or equipment or both in question, when such total costs in aggregate exceed $50,000.





c.
Lease assets.  Purchase price for leased assets, including equipment, land and/or building(s), shall be the fair market value at lease inception.





d.
Maintenance expenditures capitalized in accordance with generally accepted accounting principles.



e. Donated assets:  Donations of property and equipment which under generally accepted accounting principles, are capitalized at the fair market value at the date of contribution.




C.
Proposed Capital Expenditures and Funding Sources




1.
Itemize all anticipated capital expenditures related to the proposal, as follows:



			


			Itemized Capital Expenditure Category


			Amount





			A


			Total Building Work Costs


			$





			B


			Total Site Work Costs


			$





			C


			Total Off-Site Works Costs


			$





			D


			Total Construction Costs


			$





			E


			Fixed Equipment* (use fair market value, if leased)


			$





			F


			Movable Equipment* (use fair market value, if leased)


			$





			G


			Architectural & Engineering Costs


			$





			H


			Land (use fair market value, if leased)


			$





			I


			Building(s)(use fair market value, if leased)


			$





			J


			Works of Art


			$





			K


			Consultants (specify)


			$





			L


			Other Costs (specify)


			$





			


			Total Proposed Capital Expenditures:


			$





			M


			Financing Fees (specify)


			$





			N


			Construction Period Interest


			$





			O


			Total Capitalized Financing Costs


			$





			


			Total Proposed Capital Expenditures, which include Capitalized Financing Costs


			$





			


			Total New Construction/Renovation Square Feet


			                /





			


			Cost Per Square Foot Renovation/New Construction


			$             /





			


			Cost Per Bed


			$             /





			


			


			





			


			Year Facility was Built


			








* Include an itemized listing of equipment acquisitions identifying the amount of the proposed capital expenditure for each item.  Major medical equipment acquisitions exceeding statutory thresholds, as well as any capital expenditures regardless of amount which result in a new or expanded service, should be listed separately and identified with a new or expanded service, where appropriate.





2.
Itemize the anticipated proposed funding sources to be used in order to finance the proposed capital expenditures:



			Anticipated Funding Source


			Amount





			Equity Contribution


			$





			Debt Financing


			$





			Lease Financing


			$





			Other (Specify):


			$





			Total Proposed Funding Sources


			$








D.
Ownership



For new facilities complete the following items.  For existing facilities, submit the most recent copy of the Disclosure Statement of Ownership and Operation, Part I, and complete pertinent sections of 1 through 5d if required information is not included in the Disclosure Statement.  All applicants must submit a Certificate of Incorporation or a Certificate of Partnership.




1a: 
Ownership



			Name of Facility:


			





			Doing Business As:


			





			Address 1:


			





			Address 2:


			





			City, State, Zip Code:


			





			Contact Person:


			





			Title:


			





			Telephone Number:


			





			Fax Number:


			









2a:
Type of Facility/Bed Configuration/Payer Mix/Utilization Statistics



			Type of Facility


			Licensed Bed Capacity


			Census


			Date of Census





			Chronic and Convalescent Nursing Home


			


			


			





			Rest Home with Nursing Supervision


			


			


			





			Home for the Aged-Licensed Bed Capacity 


			


			


			





			Chronic Disease Hospital-Licensed Capacity 


			


			


			





			


			


			


			





			Bed Configuration


			Private


			Semi Private


			3/4 bed rooms





			Current Number of Rooms / Beds


			             /


			              /


			          /





			Proposed Number of Rooms / Beds


			             /


			              /


			          /





			


			


			


			





			Payer Mix


			Medicaid %


			Medicare%


			Private %





			Current


			


			


			





			Anticipated


			


			


			





			


			


			


			





			Utilization Statistics


			


			


			Anticipated





			Occupancy Percentage as of 9/30


			


			


			





			


			


			


			









2b.
Form of Ownership (Choose One)



			“X”


			Ownership Type


			“X”


			Ownership Type





			


			Sole Proprietorship


			


			Profit Corporation





			


			General Partnership


			


			Professional Corporation





			


			Limited Partnership


			


			Non-Profit Corporation





			


			Municipality


			


			Joint Venture





			


			Other (Specify):


			


			Limited Liability Corporation (LLC)









2c.
Owner(s) of Facility - Please list in descending order ownership share.  Also include associates, incorporators, directors and sponsors.



			Name & Address


			Business Phone


			Ownership Phone





			


			


			





			


			


			





			


			


			





			


			


			





			


			


			









2d.
If an above owner is a corporation or partnership or if the facility is operated by a corporation or partnership under a contract, identify the following related to owners or beneficial owners of ten percent (10%) or more of the stock of that corporation or for each general or limited partner of that partnership.



			Name & Address


			Business Phone


			Ownership % *


			Type **





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			





			


			


			


			








*List in descending order by ownership share

**Indicate general or limited




3a.
Administrator of Facility - Individuals and/or contracted management company.



			Name & Address


			Title


			Business Phone





			


			


			





			


			


			





			


			


			





			


			


			









3b.
If a management company has been contracted to manage the day-to-day operations, identify them and specify their responsibilities in relation to those of the owner(s) and/or operators.



4a.
Land Information




Identify who holds the record title of the land on which the facility is located



			Land Title Holder Name:


			





			Address 1:


			





			Address 2:


			





			City, State, Zip Code:


			










If the above-named owner is not the same as that identified in 2(c), specify all owner interest of the landowner in the facility and the policy-making responsibilities as related to the facility's owners.




4b.
Building Information




Identify who holds the record title of the building in which the facility is located.



			Building Title Holder Name:


			





			Address 1:


			





			Address 2:


			





			City, State, Zip Code:


			










If the above-named owner is not the same as that identified in 2(c), specify all owner interest of the building owner in the facility and the policy making responsibilities as related to the facility's owners.




4c.
Equipment Information




Note:  Complete separate page for each owner of the Facility's equipment.  Identify who holds title to the equipment of the facility.



			Equipment Title Holder Name:


			





			Address 1:


			





			Address 2:


			





			City, State, Zip Code:


			










List all the equipment to which the owner holds title.  If the facility or specified owner holds title to all equipment, indicate "All".





If the above-named owner is not that same as that identified in 2(c), specify all owner interest of the building owner in the facility and the policy making responsibilities as related to the facility's owners.




5a.
Submit the organization chart and a chart of legal corporate structure which identifies any relationship or affiliation with any parent or hold company, subsidiary of the facility and subsidiary of a parent or holding company.




5b.
For each entity identified in 5a, above, identify:



Entity 1:



			Name & Address:


			





			Form of Ownership:


			





			Ownership Interest in Facility:


			





			Type of Business Activity:


			





			Ownership Type:


			








Entity 2:



			Name & Address:


			





			Form of Ownership:


			





			Ownership Interest in Facility:


			





			Type of Business Activity:


			





			Ownership Type:


			








Also indicate profit or non-for-profit.



II.
Project Description



A.
Summary




Provide a summary or overview of the project that includes the principal reason why the application should be approved.




B.
Linkages




Where the proposed service is intended as a regional resource or where other providers of care are integral to ensure an effective continuum of care, provide evidence of existing or proposed agreements/understandings with these providers.



STATE OF CONNECTICUT - DEPARTMENT OF SOCIAL SERVICESPRIVATE 



CERTIFICATE OF NEED/MODIFICATION FILING FEE COMPUTATION SCHEDULE


APPLICANT:

                                                                                          


PROJECT TITLE:

                                                                                          


DATE:


                                                                                          


Is this a new CON application submitted for a capital expenditure exceeding $2,000,000 or a capital expenditure exceeding $1,000,000, which increases facility square footage by 5,000 sq. ft. or 5% of existing square footage, whichever is greater (Section 17b-353 C.G.S.)?  If yes, complete section A.



Is this a request for a modification of a CON under Section 17b-353 C.G.S.?  If yes, complete section B.




CON applications submitted pursuant to Section 17b-352 C.G.S. or requests to modify a CON under 17b-352 only do not require a filing fee and this form should not be submitted.  


PRIVATE 

SECTION A - NEW CERTIFICATE OF NEED APPLICATIONtc  \l 1 "
SECTION A - NEW CERTIFICATE OF NEED APPLICATION"


1.
Base Fee:










       $1,000



2.
Additional Fees: (Capital Expenditure Assessment)




 



(To calculate: Total requested Capital Expenditure including capitalized financing




costs multiplied times .0005 and rounded to nearest dollar.) ($               x .0005)

$                 


3.
Sum of base fee plus additional fee:  (lines 1 + 2)                         



$                 


4.
Enter the amount shown on line 3. on "Total Fee Due" line (SECTION C).




SECTION B - REQUEST FOR MODIFICATION OF PRIOR APPROVED CON


Docket Number of original CON
                  


Docket Numbers of any previous modifications
                  
                  
                  
                  


1.
If the total of this request and all previous requests for a modification of this CON is between $100,000 and $1,000,000 the fee is $ 500 which should be entered in SECTION C



2.
If the total of this request and all previous requests is greater than $1,000,000 the filing fee is as follows: 




a.
Base Fee:









        $1,000




a.
Additional Fees: (Capital Expenditure Assessment) (To calculate: Total





requested Capital Expenditure including capitalized financing costs multiplied 





times .0005 and round to nearest dollar.) ($               x .0005)


$                 



c.
Sum of base fee plus additional fee:  (lines B2a + B2b)



$                 



d.
Enter the amount shown on line B2c. on "Total Fee Due" line (SECTION C).



SECTION C TOTAL FEE DUE:







 $                


ATTACH HERE CERTIFIED OR CASHIER'S CHECK ONLY



(Payable to: Commissioner of Social Services)
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