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. 
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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.
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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. 
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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
guestions 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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access health

Connecticut’s Health Insurance Marketplace

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

C.

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.

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.

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.

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.
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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.

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

- Data Type -
a » b e gib edica arma Provide 0

Aetna CTC0010 |Aetna Life Insurance Company Traditional D/P D/H D/H L/F 274,493
Aetna CTCO010A |Aetna Life Insurance Company HMO S| D/H D/H -
Aetna CTC0010B |Aetna Life Insurance Company HMO Medicare D/P D/P D/H 10,306
Aetna CTCO010E |Aetna Life Insurance Company Aetna Student Health|  D/P D/H D/P 25,288
Aetna CTC0011 |Aetna Health Insurance HMO FI D/P D/H D/H L/F 26,730
Aetna CTCO0011A |Aetna Health Insurance HMO on ACAS FI D/P D/P D/H 14,667
Aetna CTCO0177 |First Health Life and Health Insurance Company (Co]  D/P D/P 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 CTCO025F |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

CTC0213 [Harvard Pilgrim Health Care of Connecticut, Inc 4,965

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 CTCO0423A |Oxford Health Insurance Inc, (UHC) 252,279
UHG CTC0423B |UnitedHealthcare - OrthoNet (Oxford)

UHG CTC0423C |UnitedHealthcare Insurance - Medicare & Retireme D/P 130,081

Wellcare

CTT0322 |OptumHealth (UHC)

CTCO0534 |WellCare Of Connecticut, Inc

Wellcare

CTTO005 |Caremark, LLC

ALL

1,623,605

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

L/F

D/H

D/P

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

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

Load fail. File does not conform to required thresholds.

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

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

_ Not Applicable. Submitter will not be providing this file type.
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OHCA_Funding _Procedure_Summary_5_3_16.pdf
PURPOSE:

STATE oF CONNECTICUT -

DEFARTMENT OF PUBLIC HEALTH

Policy Name:

OHCA Funding Assessments

Number: {16-1

Procedure:

See page 2 -

Applies to:

Office of Health Care Access

Position Responsible:

Kimberly Martone, Director of Operations

Effective Date: 2/3/2016 Last Reviewed: July 23, 2013
Approved % W  Date 2/3/2016
g Y
PURPOQOSE:

This policy and procedure standardizes the way H

expenditures as granted under section 19a-631 C.G.G.

SCOPE:

bspitals are assessed for OHCA's actual

This policy applies to the Office of Health Care Access under the Department of Public Health as
granted under section 19a-631 C.GS.

DEFINITIONS:

Hospital Assessment:

1s the amount hospitals pay towards their share of OHCA'

fund.

Assessment Calculation:

Hospital assessment Is based on the hospital’ share of total net revenue.

Timeframes:

Hospitals are required to make quarterly payments of their assessments.

s actual expenditures in the general






%5 STATE oF CONNECTICUT

'DERARTMENT OF FUBLIC HEALTH

POLICY:

Effective June 1993, under sectlon 19a-631 C.G.S., the Office of Health Care Access (“OHCAY)
was granted authority to assess short term acute care general, and children’s hospitals for
expenses incurred by OHCA,

Each hospital is required to pay its fare of OHCA’s actual expendHures into the general fund,
which includes the amounts for salaries and fringes of OHCA’s personnel, central state services
attributable to OHCA, and expenditures made on behalf of OHCA from the capital equipment
purchase fund pursuant to Section 4a-9, €.G.S.

PROCEDURES:

Assessment Calculation

Under Section 19a-632, as amended by Public Act 11242, C.G.S,, the annual hospital t
assessment is based on the hospital’s share of total net revenue. The allocation is calculated by
dividing the hospital’s total patient net revenue by the total net patient revenue of all hospitals.

Each hospital’s ratio is then multiplied by the amount appropriated for the operation of OHCA to

get the hospital’s proposed annual assessment.

A credit is issued if OHCA does not spend the entire amount appropriated for operations within

the budget year. The credit allocation uses the same assessment method described above. The |
credit offsets the first quarter assessment for the new budget year. Likewise, if there is an over- ‘
expenditure by OHCA in the previous fiscal year the debited amount is added to each Hospital’s F
assessment by the same allocation.

Pursuant to Section 19a-632(e), If any assessment is not paid when due, “The commissioner shall

impose a fec equal to (1) two per cent of the assessment if such failure to pay is for not more

than five days, (2) five per cent of the assessment if such failure to pay is for more than five days

but not more than fificen days, or (3) ten per cent of the assessment if such failure to pay is for

more than fifteen days. I{ a hospital fails to pay any assessment for more than thirty days after :
the date when due, the commissioner may, in addition to the fees imposed pursuant to this '
subsection, impose a civil penalty of up to one thousand dollars per day for each day past the :
initial thirty days that the assessment is not paid.






4 STATE OF CONNECTICUT

"DEPARTMENT OF PUBLIC HEALTH

Timeframes
Hospitals are requiréd to make quarterly payments of their assessments.
The first payment is due on or before December 31st of each year, with the remaining

installmenis due on or before March 31st, June 30th and September 30th.

Fach Hospita] is notified by August 31st of any applicabie credit or amounts due from the
preceding fiscal year, which offset

PROCESS:

See attached flowcharts











OHCA Funding Process — revised version 1
How OHCA collects funds from hospitals)

Aug ¢ {Schedule 2)
HRS calculates allocation of
CHCA Budgeted vs. Actual
operaling expense amounts
\ " for each hospital.

A

Nov-Dec ¥ (Schedule 1)
HRS Determine each
) hospital's allocation of
OHCA funding based on
each hospilal’s share of
{otal (statewide) OHCA
\__ defined net revenue.

i
—

Nov-Dec ¥

/Update Hospital CFO, Key™

Hospital OHCA Funding

and HRS User Contact i
records in CORE as Qtr 1 due Dec 31

Qtr 2 due Mar 31

Gtr 3 due Juns 30

Qir 4 due Sept 30 July - Aug

CORE will send quarterly

assessment and reminder

invoices to the acute care
hospitals {4Xfyr).

Cr 2 total EFT's = 20

Yes :

¥

Continued on next page.
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OHCA Funding Process

(How OHCA collects funds from hospitais)

Ao

Conlinued from previous page.

Yes

No

Dec/Mar/
n

Dec/Mar/
June/Sept y

CORE will send dunning
letters to nonpaying hospitals
notifying of late fees aceruing
at 5, 8-15, and over 15 day
interyais.
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Hospital Acquisitions Affiliations and Related CONs April 29  2016.pdf
Office of Health Care Access

DEPARTMENT OF PuBLIC HEALTH D P H

Connecticut Department
of Public Health

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 For-Profit CON Application Filing Expected/Filed
Hospital Transaction
Waterbury Health Network Prospect Medical Holdings Yes Application filed with OHCA 10/27/15
Hearing scheduled for 5/3/16.
ECHN-2 hospitals Prospect Medical Holdings Yes Public hearings Held on March 29th and 30t
1. Rockville General Hospital Per Scheduling Agreement, final decision
2. Manchester Memorial Hospital release date: June 10, 2016

OHCA and OAG working on separate
Proposed Final Decisions.

Lawrence & Memorial Hospital Yale-New Haven Health *No CL Responses under OHCA review until
(Impacted by Executive Order) Services Corporation 4/29/16.

Application to be deemed Complete 5/2/16.
In process of scheduling a hearing for 5/25%

or 5/26t.
Lawrence & Memorial Hospital Medical Yale-New Haven Health *No CL Responses under OHCA review until
Association (Group Practice) Services (NEMG) 4/29/16.
(Yale/L+M Related CON) 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 Yes Application deemed Complete 3/4/2016.
(ECHN Related CON) 90 day date: 6/2/16.
WBC Connecticut East Prospect Medical Holdings Yes Application deemed Complete 3/4/2016.
(ECHN Related CON) 90 day date: 6/2/16.

Rev Date: April 29, 2016





Office of Health Care Access

DEPARTMENT OF PuBLIC HEALTH

Connecticut Department
of Public Health

Northeast Regional Radiation Oncology Prospect Medical Holdings Yes Application deemed Complete 3/18/2016.
Network (NRRON) (ECHN Related CON) 90 day date: 6/16/16.
Tolland Imaging Center Prospect Medical Holdings Yes Application deemed Complete 3/18/2016.
(ECHN Related CON) 90 day date: 6/16/16.
Eastern Connecticut Medical Prospect Medical Holdings Yes CL sent out 3/17.
Professionals Foundation (ECMPF) (ECHN Related CON) CL Responses due by 5/16/16.
Greater Waterbury Health System Prospect Medical Holdings Yes CON Determination-Expected between April
Physician’s Group (Waterbury Related CON) and June 2016.
Greater Waterbury Heart Center Prospect Medical Holdings Yes CON Determination-Expected to be filed
(Joint Venture with Saint Mary’s/Tenet) (Waterbury Related CON) with OHCA in May/June 2016.
May be handled as a CON Modification or as
a regular CON.
Harold Leever Cancer Center Prospect Medical Holdings Yes CON Determination-Expected to be filed
(Joint Venture with Saint Mary’s/Trinity) (Waterbury Related CON) with OHCA in May/June 2016.
May be handled as a CON Modification or as
a regular CON.

*Not-for-profit transaction

15-32017-486 & 15-486-02

Upcoming Hearings

Waterbury

15-32045-CON

England Health

15-32032-CON

L+M Corporation

Rev Date: April 29, 2016

GWHN/PMH proposal for PMH to acquire GWHN

St. Mary’s Health System and Trinity New

Yale New Haven Health Services Corporation

Hearing scheduled for May 3, 2016 in

Hearing scheduled for May 9, 2016.

In process of scheduling hearing for May
25% or 26,
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LEAN Town Hall Meeting Presentation.pdf
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:

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

e establishing new facilities (Ambulatory Surgery Center), or transfer of ownership
e adding/terminating health care services (elective angioplasty), and

e increasing hospital licensed bed capacity.

The program is intended to:

e help guide health care facilities and services to where there needed
e ensure high quality
e prevent unnecessary duplication of services

e help promote cost containment

Besides myself, OHCA’s Lean Event team consisted of:
e Kaila Riggott (Planning Specialist and CON Supervisor)
e Olga Armah (Associate Research Analyst)

e Steve Lazarus (Associate Health Care Analyst)
e 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)
® |mprove the overall quality and consistency of:
B Decisions (and the underlying components which include)
® The analysis of Service area, Utilization and Financial Impact of
the application

Results of the Lean Event

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

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

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

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

Lessons Learned

e OQOur 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.

e Updated desktop tools have helped reduce processing time and enabled us to track our
progress more efficiently;

e 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! 
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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
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Lean implementation:

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

Developed desktop tools: DB instructions, checklist, standardized tables
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Lean implementation (continued):



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



Process team



Analysis and writing team
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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 
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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)
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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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Department of Social Services - Certificate of Need (CON) Process

Statutory Authority
§17b-352 through §17b-355

Sec, 17b-352. Certificate of need for nursing home facilities; transfer of ownership or
control; introduction of additional function or service; termination or decrease of service.
Notice to Office of the Long-Term Care Ombudsman. Notice and public hearing
requirements. Regulations, (a) For the purposes of this section and section 17b-353, “facility”
means a residential facility for persons with intellectual disability licensed pursuant to section
17a-277 and certified to participate in the Title XIX Medicaid program as an intermediate care
facility for individuals with intellectual disabilities, a nursing home, test home or residential
care home, as defined in section 19a-490.

(b) Any facility which intends to (1) transfer all or part of its ownership or control prior to
being initially licensed; (2} introduce any additional function or service into its program of care
or expand an existing function or service; or (3) terminate a service or decrease substantially its
total bed capacity, shail submit a complete request for permission to implement such transfer,
addition, expansion, increase, termination or decrease with such information as the department
requires to the Department of Social Services, provided no permission or request for permission
to close a facility is required when a facility in receivership is closed by order of the Superior
Court pursuant to section 19a-545. The Office of the Long-Term Care Ombudsman pursuant to
section 17a-405 shall be notified by the facility of any proposed actions pursuant to this
subsection at the same time the request for permission is submitted to the department and when
a facility in receivership is closed by order of the Superior Court pursuant to section 19a-545.

(¢) An applicant, prior to submitting a certificate of need application, shall request, in writing,
application forms and instructions from the department. The request shall include: (1) The name
of the applicant or applicants; (2) a statement indicating whether the application is for (A) a new,
additional, expanded or replacement facility, service or function, (B) a termination or reduction
in a presently authorized service or bed capacity, or (C) any new, additional or terminated beds
and their type; (3} the estimated capital cost; (4) the town where the project is or will be located;
and (5) a brief description of the proposed project. Such request shall be deemed a letter of intent.
No certificate of need application shall be considered submitted to the department unless a
current letter of intent, specific to the proposal and in accordance with the provisions of this
subsection, has been on file with the department for not less than ten business days. For
purposes of this subsection, “a current letter of intent” means a letter of intent on file with the
department for not more than one hundred eighty days. A certificate of need application shall
be deemed withdrawn by the department, if a department completeness letter is not responded
to within one hundred eighty days. The Office of the Long-Term Care Ombudsman shall be
notified by the facility at the same time as the letter of intent is submitted to the department.

() Any facility acting pursuant to subdivision (3) of subsection (b) of this section shall provide
written notice, at the same time it submits its letter of intent, to all patients, guardians or
conservators, if any, or legally liable relatives or other responsible parties, if known, and shall
post such notice in a conspicuous location at the facility. The notice shall state the following: (A)
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Statutory Authority
§17b-352 through §17b-355

The projected date the facility will be submitting its certificate of need application, (B) that only
the department has the authority to either grant, modify or deny the application, (C) that the
department has up to ninety days to grant, modify or deny the certificate of need application,
(D) a brief description of the reason or reasons for submitting a request for permission, (E) that
no patient shall be involuntarily transferred or discharged within or from a facility pursuant to
state and federal law because of the filing of the certificate of need application, (F) that all
patients have a right to appeal any proposed transfer or discharge, and (G) the name, mailing
address and telephone number of the Office of the Long-Term Care Ombudsman and local legal
aid office.

(e) The department shall review a request made pursuant to subsection (b) of this section to
the extent it deems necessary, including, but not limited to, in the case of a proposed transfer of
ownership or control prior to initial licensure, the financial responsibility and business interests
of the transferee and the ability of the facility to continue to provide needed services, or in the
case of the addition or expansion of a function or service, ascertaining the availability of the
function or service at other facilities within the area to be served, the need for the service or
function within the area and any other factors the department deems relevant to a determination
of whether the facility is justified in adding or expanding the function or service. The
commissioner shall grant, modify or deny the request within ninety days of receipt thereof,
except as otherwise provided in this section. Upon the request of the applicant, the review
period may be extended for an additional fifteen days if the department has requested
additional information subsequent to the commencement of the commissioner’s review period.
The director of the office of certificate of need and rate setting may extend the review period for
a maximum of thirty days if the applicant has not filed in a timely manner information deemed
necessary by the department. The applicant may request and shall receive a hearing in
accordance with section 4-177 if aggrieved by a decision of the commissioner.

(f) The Commissioner of Social Services shall not approve any requests for beds in residential
facilities for persons with intellectual disability which are licensed pursuant to section 17a-227
and are certified to participate in the Title XIX Medicaid Program as intermediate care facilities
for individuals with intellectual disabilities, except those beds necessary to implement the
residential placement goals of the Department of Developmental Services which are within
available appropriations.

(g) The Commissioner of Social Services shall adopt regulations, in accordance with chapter
54, to implement the provisions of this section. The commissioner shall implement the standards
and procedures of the Office of Health Care Access division of the Department of Public Health
concerning certificates of need established pursuant to section 19a-643, as appropriate for the
purposes of this section, until the time final regulations are adopted in accordance with said
chapter 54.
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Statutory Authority
§17b-352 through §17b-355

Sec. 17b-353. Certificate of need; capital expenditure or acquisition of major medical
equipment, Hearings, Regulations. (a) Any facility, as defined in subsection (a) of section 17b-
352, which proposes (1) a capital expenditure exceeding one million dollars, which increases
facility square footage by more than five thousand square feet or five per cent of the existing
square footage, whichever is greater, (2) a capital expenditure exceeding two million dollars, or
(3) the acquisition of major medical equipment requiring a capital expenditure in excess of four
hundred thousand dollars, including the leasing of equipment or space, shall submit a request
for approval of such expenditure, with such information as the department requires, to the
Department of Social Services. Any such facility which proposes to acquire imaging equipment
requiring a capital expenditure in excess of four hundred thousand dollars, including the leasing
of such equipment, shall obtain the approval of the Office of Health Care Access division of the
Department of Public Health in accordance with the provisions of chapter 368z, subsequent to
obtaining the approval of the Commissioner of Social Services. Prior to the facility’s obtaining
the imaging equipment, the Commissioner of Public Health, after consultation with the
Commissioner of Social Services, may elect to perform a joint or simultaneous review with the
Department of Social Services.

(b} An applicant, prior to submitting a certificate of need application, shall request, in writing,
application forms and instructions from the department. The request shall include: (1) The name
of the applicant or applicants; (2) a statement indicating whether the application is for (A) a new,
additional, expanded or replacement facility, service or function, (B) a termination or reduction
in a presently authorized sexrvice or bed capacity, or (C) any new, additional or terminated beds
and their type; (3) the estimated capital cost; (4) the town where the project is or will be located;
and (5) a brief description of the proposed project. Such request shall be deemed a letter of intent.
No certificate of need application shall be considered submitted to the department unless a
current letter of intent, specific to the proposal and in accordance with the provisions of this
subsection, has been on file with the department for not less than ten business days. For
purposes of this subsection, “a current letter of intent” means a letter of intent on file with the
department for not more than one hundred eighty days. A certificate of need application shall
be deemed withdrawn by the department if a department completeness letter is not responded
to within one hundred eighty days.

(¢) In conducting its activities pursuant to this section, section 17b-352 or both, except as
provided for in subsection (d) of this section, the Commissioner of Social Services or said
commissioner’s designee may hold a public hearing on an application or on more than one
application, if such applications are of a similar nature with respect to the request. At least two
weeks’ notice of the hearing shall be given to the facility by certified mail and to the public by
publication in a newspaper having a substantial circulation in the area served by the facility.
Such hearing shall be held at the discretion of the commissioner in Hartford or in the area so
served. The commissioner or the commissioner’s designee shall consider such request in relation
to the community or regional need for such capital program or purchase of land, the possible
effect on the operating costs of the facility and such other relevant factors as the commissioner
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Statutory Authority
§17b-352 through §17b-355

or the commissioner’s designee deems necessary. In approving or modifying such request, the
commissioner or the commissioner’s designee may not prescribe any condition, such as, but not
limited to, any condition or limitation on the indebtedness of the facility in connection with a
bond issued, the principal amount of any bond issued or any other details or particulars related
to the financing of such capital expenditure, not directly related to the scope of such capital
program and within the control of the facility. If the hearing is conducted by a designee of the
commissioner, the designee shall submit any findings and recommendations to the
commissioner. The commissioner shall grant, modify or deny such request within ninety days,
except as provided for in this section. Upon the request of the applicant, the review period may
be extended for an additional fifteen days if the commissioner or the commissioner’s designee
has requested additional information subsequent to the commencement of the review period.
The commissioner or the commissioner’s designee may extend the review period for a
maximum of thirty days if the applicant has not filed in a timely manner information deemed
necessary by the commissioner or the commissioner’s designee.

(d) No facility shall be allowed to close or decrease substantially its total bed capacity until
such time as a public hearing has been held in accordance with the provisions of this subsection
and the Commissioner of Social Services has approved the facility’s request unless such decrease
is associated with a census reduction. The commissioner may impose a civil penalty of not more
than five thousand dollars on any facility that fails to comply with the provisions of this
subsection. Penalty payments received by the commissioner pursuant to this subsection shall be
deposited in the special fund established by the department pursuant to subsection (c) of section
17b-357 and used for the purposes specified in said subsection (¢). The commissioner or the
commissioner’s designee shall hold a public hearing upon the earliest occurrence of: (1) Receipt
of any letter of intent submitted by a facility to the department, or (2) receipt of any certificate
of need application. Such hearing shall be held at the facility for which the letter of intent or
certificate of need application was submitted not later than thirty days after the date on which
such letter or application was received by the commissioner. The commissioner or the
commissioner’s designee shall provide both the facility and the public with notice of the date of
the hearing not less than fourteen days in advance of such date. Notice to the facility shall be by
certified mail and notice to the public shall be by publication in a newspaper having a substantial
circulation in the area served by the facility.

(e) The Commissioner of Social Services shall adopt regulations, in accordance with chapter
54, to implement the provisions of this section. The commissioner shall implement the standards
and procedutes of the Office of Health Care Access division of the Department of Public Health
concerning certificates of need established pursuant to section 19a-643, as appropriate for the
purposes of this section, until the time final regulations are adopted in accordance with said
chapter 54.

Sec. 17b-354. Moratorium on requests for additional nursing home beds. Exceptions.
Continuing care facility. Construction. Financing. Regulations. (a) The Department of Social
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Services shall not accept or approve any requests for additional nursing home beds, except (1)
beds restricted to use by patients requiring neurological rehabilitation; (2) beds associated with
a continuing care facility which guarantees life care for its residents; (3) 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; and (4) Medicaid beds to be relocated from a licensed facility or facilities 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 ten per cent lower than the total number of beds relocated. The
facilities included in the bed relocation and closure shall be in accordance with the strategic plan
developed pursuant to subsection (c) of section 17b-369, provided (A) the availability of beds in
an area of need will not be adversely affected; and (B) no such relocation shall result in an
increase in state expenditures.

(b) For the purposes of subsection (a) of this section, “a continuing care facility which
guarantees life care for its residents” means: (1} A facility which does not participate in the
Medicaid program; (2) a facility which establishes its financial stability by submitting to the
commissjoner documentation which (A) demonstrates in financial statements compiled by
certified public accountants that the facility and its direct or indirect owners have (i) on the date
of the certificate of need application and for five years preceding such date, net assets or reserves
equal to or greater than the projected operating revenues for the facility in its first two years of
operation or (ii) assets or other indications of financial stability determined by the commissioner
to be sufficient to provide for the financial stability of the facility based on its proposed financial
structure and operations, (B) demonstrates in financial statements compiled by certified public
accountants that the facility, on the date of the certificate of need application, has a projected
debt coverage ratio at ninety-five per cent occupancy of at least one and twenty-five one-
hundredths, (C) details the financial operation and projected cash flow of the facility on the date
of the certificate of need application, to be updated every five years thereafter, and demonstrates
that fees payable by residents and the assets, income and insurance coverage of residents, in
combination with other sources of facility funding, are sufficient to provide for the expenses of
life care services for the life of the residents to be made available within a continuum of care
which shall include the provision of health services in the independent living units, and (D)
provides that any transfer of ownership of the facility to take place within a five-year period
from the date of approval of its certificate of need shall be subject to the approval of the
Commissioner of Social Services in accordance with the provisions of section 17b-355; (3) a
facility which establishes to the satisfaction of the commissioner that it can provide for the
expenses of the continuum of care to be made available to residents by complying with the
provisions of chapter 319f and demonstrating sufficient assets, income, financial reserves or
long-term care insurance to provide for such expenses and maintain financially viable operation
of the facility for a thirty-year period based on generally accepted accounting practices and
actuarial principles, which demonstration (A) may include making available to prospective
residents long-term care insurance policies which are substantially equivalent in value and
coverage to policies precertified pursuant to section 38a-475, (B) shall include establishing
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eligibility criteria and screening each resident prior to admission and annually thereafter to
ensure that his assets, income and insurance coverage are sufficient in combination with other
sources of facility funding to cover such expenses, (C) shall include entering into contracts with
residents concerning monthly or other periodic fees payable by residents for services provided,
and (D) allowing residents whose expenses are not covered by insurance to pledge or transfer
income, assets or proceeds from the sale of assets in amounts sufficient to cover such expenses;
(4) a facility which demonstrates it will establish a contingency fund, prior to becoming
operational, in an initial amount of five hundred thousand dollars which shall be increased in
equal annual increments to at least one million dollars by the start of the facility’s sixth year of
operation and which shall be replenished within twelve months of any expenditure, provided
the amount to be replenished shall not exceed two hundred fifty thousand dollars annually until
one million dollars is reached, to provide for the expenses of the continuum of care to be made
available to residents which may not be covered by residents’” assets, income or insurance,
provided the commissioner may approve the establishment of a contingency fund in a lesser
amount upon the application of a facility for which a lesser amount is appropriate based on the
size of the facility; and (5) a facility which is operated by management with demonstrated
experience and ability in the operation of similar facilities. Notwithstanding the provisions of
this subsection, a facility may be deemed a continuing care facility which guarantees life care
for its residents if (A) the facility meets the criteria set forth in subdivisions (2) to (5), inclusive,
of this subsection, was Medicaid certified prior to October 1, 1993, and has been deemed
qualified to enter into a continuing care contract under chapter 319hh for at least two
consecutive years prior to filing its certificate of need application under this section, provided
(i) no additional bed approved pursuant to this section shall be Medicaid certified; (i) no patient
in such a bed shall be involuntarily transferred to another bed due to his eligibility for Medicaid
and (iii) the facility shall pay the cost of care for a patient in such a bed who is Medicaid eligible
and does not wish to be transferred to another bed or (B) the facility is operated exclusively by
and for a religious order which is committed to the care and well-being of its members for the
duration of their lives and whose members are bound thereto by the profession of permanent
vows. On and after July 1, 1997, the Department of Social Services shall give priority to a request
for modification of a certificate of need from a continuing care facility which guarantees life care
for its residents pursuant to the provisions of this subsection.

(c) For the purposes of this section and sections 17b-352 and 17b-353, construction shall be
deemed to have begun if the following have occurred and the department has been so notified
in writing within the thirty days prior to the date by which construction is to begin: (1) All
necessary town, state and federal approvals required to begin construction have been obtained,
including all zoning and wetlands approvals; (2) all necessary town and state permits required
to begin construction or site work have been obtained; (3) financing approval, as defined in
subsection (d) of this section, has been obtained; and (4) construction of a structure approved in
the certificate of need has begun. For the purposes of this subsection, commencement of
construction of a structure shall include, at a minimum, completion of a foundation.
Notwithstanding the provisions of this subsection, upon receipt of an application filed at least
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thirty days prior to the date by which construction is to begin, the commissioner may deem
construction to have begun if: (A) An owner of a certificate of need has fully complied with the
provisions of subdivisions (1), (2) and (3) of this subsection; (B) such owner submits clear and
convincing evidence that he has complied with the provisions of this subsection sufficiently to
demonstrate a high probability that construction shall be completed in time to obtain licensure
by the Department of Public Health on or before the date required pursuant to subsection (a) of
this section; (C) construction of a structure cannot begin due to unforeseeable circumstances
beyond the control of the owner; and (D) at least ten per cent of the approved total capital
expenditure or two hundred fifty thousand dollars, whichever is greater, has been expended.

(d) For the purposes of subsection (c) of this section, subject to the provisions of subsection (e)
of this section, financing shall be deemed to have been obtained if the owner of the certificate of
need receives a commitment letter from a lender indicating an affirmative interest in financing
the project subject to reasonable and customary conditions, including a final commitment from
the lender’s loan committee or other entity responsible for approving loans. If a lender which
has issued a commitment letter subsequently refuses to finance the project, the owner shall
notify the department in writing within five business days of the receipt of the refusal. The
owner shall, if so requested by the department, provide the comumissioner with copies of all
communications between the owner and the lender concerning the request for financing. The
owner shall have one further opportunity to obtain financing which shall be demonstrated by
submitting another commitment letter from a lender to the department within thirty days of the
owner’s receipt of the refusal from the first lender.

(e) On and after March 1, 1993, financing shall be deemed to have been obtained for the
purposes of this section and sections 17b-352 and 17b-353 if the owner of the certificate of need
has (1) received a final commitment for financing in writing from a lender or (2) provided
evidence to the department that the owner has sufficient funds available to construct the project

without financing.

(f) Any decision of the Office of Health Care Access issued prior to July 1, 1993, as to whether
construction has begun or financing has been obtained for nursing home beds approved by the
office prior to said date shall be deemed to be a decision of the Commissioner of Social Services
for the purposes of this section and sections 17b-352 and 17b-353.

(g) (1) A continuing care facility which guarantees life care for its residents, as defined in
subsection (b} of this section, {A) shall arrange for a medical assessment to be conducted by an
independent physician or an access agency approved by the Office of Policy and Management
and the Department of Social Services as meeting the requirements for such agency as defined
by regulations adopted pursuant to subsection (e) of section 17b-342, prior to the admission of
any resident to the nursing facility and shall document such assessment in the resident’s medical
file and (B) may ftransfer or discharge a resident who has intentionally transferred assets in a
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sum which will render the resident unable to pay the cost of nursing facility care in accordance
with the contract between the resident and the facility.

(2) A continuing care facility which guarantees life care for its residents, as defined in
subsection (b) of this section, may, for the seven-year period immediately subsequent to
becoming operational, accept nonresidents directly as nursing facility patients on a contractual
basis provided any such contract shall include, but not be limited to, requiring the facility (A) to
document that placement of the patient in such facility is medically appropriate; (B) to apply to
a potential nontesident patient the financial eligibility criteria applied to a potential resident of
the facility pursuant to said subsection (b); and (C) to at least annually screen each nonresident
patient to ensure the maintenance of assets, income and insurance sufficient to cover the cost of
at least forty-two months of nursing facility care. A facility may transfer or discharge a
nonresident patient upon the patient exhausting assets sufficient to pay the costs of his care or
upon the facility determining the patient has intentionally transferred assets in a sum which will
render the patient unable to pay the costs of a total of forty-two months of nursing facility care
from the date of initial admission to the nursing facility. Any such transfer or discharge shall be
conducted in accordance with section 19a-535. The commissioner may grant one or more three-
year extensions of the period during which a facility may accept nonresident patients, provided
the facility is in compliance with the provisions of this section,

(h) Notwithstanding the provisions of subsection (a) of this section, if an owner of an
approved certificate of need for additional nursing home beds has notified the Office of Health
Care Access or the Department of Social Services on or before September 30, 1993, of his
intention to utilize such beds for a continuing care facility which guarantees life care for its
residents in accordance with subsection (b) of this section and has filed documentation with the
Department of Social Services on or before September 30, 1994, demonstrating the requirements
of said subsection (b) have been met, the certificate of need shall not expire.

(i) The Commissioner of Social Services may waive or modify any requirement of this section,
except subdivision (1) of subsection (b) which prohibits participation in the Medicaid program,
to enable an established continuing care facility registered pursuant to chapter 319hh prior to
September 1, 1991, to add nursing home beds provided the continuing care facility agrees to no
longer admit nonresidents into any of the facility’s nursing home beds except for spouses of
residents of such facility and provided the addition of nursing home beds will not have an
adverse impact on the facility’s financial stability, as defined in subsection (b) of this section,
and are located within a structure constructed and licensed prior to July 1, 1992,

(j) The Commissioner of Social Services shall adopt regulations, in accordance with chapter
54, to implement the provisions of this section. The commissioner shall implement the standards
and procedures of the Office of Health Care Access division of the Department of Public Health
concerning certificates of need established pursuant to section 19a-643, as appropriate for the
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purposes of this section, until the time final regulations are adopted in accordance with said
chapter 54.

Sec, 17b-354a. Judicial enforcement. The Superior Court on application of the Commissioner
- of Social Services or the Attorney General, may enforce, by appropriate decree or process any
provision of section 17b-352, 17b-353 or 17b-354, respectively, or any act or any order of the -
commissioner rendered in pursuance of any such provision.

Sec. 17b-354b. Relocation of Medicaid certified nursing home beds. The Commissioner of
Social Services may approve the relocation of Medicaid certified nursing home beds from a
licensed nursing home to a continuing care facility registered with the Department of Social
Services in accordance with the provisions of section 17b-520 to 17b-535, inclusive, and may
approve Medicaid participation for any such nursing home beds transferred to a continuing care
facility as part of the approval of any such relocation, provided the relocation of beds complies
with the requirements of subdivision (3) of subsection (a) of section 17b-354 and provided
further that: (1) Beds are transferred and eliminated from existing four-bed rooms licensed prior
to July 1,1992; (2) the Medicaid per diem rate does not exceed the rate in place at the facility that
is transferring beds, and increases in such rate are limited annually thereafter to any rate increase
limits under section 17b-340; and (3) any such nursing home bed transfer is to a continuing care
facility under the same ownership or a subsidiary of the nursing home transferring such bed.

Sec. 17b-354c. Conversion of intermediate care facility beds to nursing home beds,
Regulations. (a) Except for applications filed on or before May 1, 2001, which shall not be subject
to the restrictions set forth in this section, for the period from July 1, 2001, to June 30, 2007, rest
homes with nursing supervision beds under common ownership with chronic and convalescent
nursing home beds in the same or an immediately adjacent building may be converted to chronic
and convalescent nursing home beds in accordance with the provisions of section 17b-352,
provided that such conversion shall not result in an increase in cost to the state of more than
twelve per cent of the amount previously paid to the facility annually for both levels of care.
This limitation shall apply only to conversion of rest homes with nursing supervision beds
under common ownership with chronic and convalescent nursing home beds or in the same or
an immediately adjacent building. Rest homes with nursing supervision beds in freestanding
facilities and rest homes with nursing supervision beds transferred to another licensed and
Medicaid-certified nursing home may be converted to chronic and convalescent nursing home
beds pursuant to section 17b-352 and subsection (a) of section 17b-354 as applicable,

(b) No later than December 31, 2001, the commissioner shall publish proposed regulations
pursuant to subsections (a) to (f), inclusive, of section 4-168 implementing this section.

Sec. 17b-355. Certificate of need for capital expenditures; transfer of ownership or control;
criteria. In determining whether a request submitted pursuant to sections 17b-352 to 17b-354,
inclusive, will be granted, modified or denied, the Commissioner of Social Services shall
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consider the following: The relationship of the request to the state health plan, the financial
feasibility of the request and its impact on the applicant’s rates and financial condition, the
contribution of the request to the quality, accessibility and cost-effectiveness of health care
delivery in the region, whether there is clear public need for the request, the relationship of any
proposed change to the applicant’s current utilization statistics, the business interests of all
owners, partners, associates, incorporators, directors, sponsors, stockholders and operators and
the personal background of such persons, and any other factor which the department deems
relevant, Whenever the granting, modification or denial of a request is inconsistent with the
state health plan, a written explanation of the reasons for the inconsistency shall be included in
the decision. In considering whether there is clear public need for any request for additional
nursing home beds associated with a continuing care facility submitted pursuant to section 17b-
354, the commissioner shall only consider the need for beds for current and prospective
residents of the continuing care facility. In considering whether there is clear public need for any
request for the relocation of beds, the commissioner shall consider whether there is a
demonstrated bed need in the towns within a fifteen-mile radius of the town in which the beds
are proposed to be located. Bed need shall be based on the recent occupancy percentage of area
nursing facilities and the projected bed need for no more than five years into the future at ninety-
seven and one-half per cent occupancy using the latest official population projections by town
and age as published by the Office of Policy and Management and the latest available state-wide
nursing facility utilization statistics by age cohort from the Department of Public Health. The
commissioner may also consider area specific utilization and reductions in utilization rates to
account for the increased use of less institutional alternatives.
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Sec. 19a-612d. Office of Health Care Access division overseen by a Deputy Commissioner
of Public Health. Notwithstanding any provision of the general statutes, there shall be a
Deputy Commissioner of Public Health who shall oversee the Office of Health Care Access
division of the Department of Public Health and who shall exercise independent decision-
making authority over all certificate of need decisions.

Sec, 19a-613. Powers and duties. Data collection. (a) The Office of Health Care Access may
employ the most effective and practical means necessary to fulfill the purposes of this chapter,
which may include, but need not be limited to: (1) Collecting patient-level outpatient data from
health care facilities or institutions, as defined in section 19a-630; (2) Establishing a cooperative
data collection effort, across public and private sectors, to assure that adequate health care
personnel demographics are readily available; and (3) Performing the duties and functions as
enumerated in subsection (b} of this section.

(b) The office shall: (1)- Authorize and oversee the collection of data required to carry out the
provisions of this chapter; (2) oversee and coordinate health system planning for the state; (3)
monitor health care costs; and (4) implement and oversee health care reform as enacted by the
General Assembly.

(¢) The Commissioner of Public Health or any person the commissioner designates may
conduct a hearing and render a final decision in any case when a hearing is required or
authorized under the provisions of any statute dealing with the Office of Health Care Access.

Sec. 19a-630. (Formerly Sec. 19a-145). Definitions. As used in this chapter, unless the context
otherwise requires:

(1) “Affiliate” means a person, entity or organization controiling, conftrolled by or under
common control with another person, entity or organization. Affiliate does not include a
medical foundation organized under chapter 594b.

(2) “Applicant” means any person or health care facility that applies for a certificate of need
pursuant to section 19a-639a.

(3) “Bed capacity” means the total number of inpatient beds in a facility licensed by the
Department of Public Health under sections 19a-490 to 19a-503, inclusive.

(4) “Capital expenditure” means an expenditure that under generally accepted accounting
principles consistently applied is not properly chargeable as an expense of operation or
maintenance and includes acquisition by purchase, transfer, lease or comparable arrangement,
or through donation, if the expenditure would have been considered a capital expenditure had
the acquisition been by purchase.
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(5) “Certificate of need” means a certificate issued by the office.
(6) “Days” means calendar days.

(7) “Deputy commissioner” means the deputy commissioner of Public Health who oversees
the Office of Health Care Access division of the Department of Public Health.

(8) “Commissioner” means the Commissioner of Public Health.

(9) “Free clinic” means a private, nonprofit community-based organization that provides
medical, dental, pharmaceutical or mental health services at reduced cost or no cost to low-
income, uninsured and underinsured individuals.

(10} “Large group practice” means eight or more full-time equivalent physicians, legally
organized in a partnership, professional corporation, limited liability company formed to
render professional services, medical foundation, not-for-profit corporation, faculty practice
plan or other similar entity (A) in which each physician who is a member of the group provides
substantially the full range of services that the physician routinely provides, including, but not
limited to, medical care, consultation, diagnosis or treatment, through the joint use of shared
office space, facilities, equipment or personnel; (B) for which substantially all of the services of
the physicians who are members of the group are provided through the group and are billed
in the name of the group practice and amounts so received are treated as receipts of the group;
or (C) in which the overhead expenses of, and the income from, the group are distributed in
accordance with methods previously determined by members of the group. An entity that
otherwise meets the definition of group practice under this section shall be considered a group
practice although its shareholders, partners or owners of the group practice include single-
physician professional corporations, limited liability companies formed to render professional
services or other entities in which beneficial owners are individual physicians.

(11) “Health care facility” means (A) hospitals licensed by the Department of Public Health
under chapter 368v; (B) specialty hospitals; (C) freestanding emergency departments; (D)
outpatient surgical facilities, as defined in section 19a-493b and licensed under chapter 368v;
(E) a hospital or other facility or institution operated by the state that provides services that are
eligible for reimbursement under Title XVIII or XIX of the federal Social Security Act, 42 USC
301, as amended; (F) a central service facility; (G) mental health facilities; (H) substance abuse
treatment facilities; and (I) any other facility requiring certificate of need review pursuant to
subsection (a) of section 19a-638, “Health care facility” includes any parent company,
subsidiary, affiliate or joint venture, or any combination thereof, of any such facility.

(12) “Nonhospital based” means located at a site other than the main campus of the hospital.
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(13) “Oftice” means the Office of Health Care Access division within the Department of Public
Health.

(14) “Person” means any individual, partnership, corporation, limited liability company,
association, governmental subdivision, agency or public or private organization of any
character, but does not include the agency conducting the proceeding,

(15) “Physician” has the same meaning as provided in section 20-13a.

(16) “Transfer of ownership” means a transfer that impacts or changes the governance or
controlling body of a health care facility, institution or large group practice, including, but not
limited to, all affiliations, mergers or any sale or transfer of net assets of a health care facility.

Sec. 19a-637. (Formerly Sec, 19a-153). Office to promote effective health planning in the
state, The office shall promote effective health planning in the state. In carrying out its assigned
duties, the office shall promote the provision of quality health care in a manner that ensures
access for all state residents to cost-effective services so as to avoid duplication of health
services and improve the availability and financial stability of health care services throughout
the state.

Sec. 19a-638. (Formerly Sec. 19a-154). Certificate of need. When required and not required.
Request for office determination. Policies, procedures and regulations. (a) A certificate of
need issued by the office shall be required for:

(1) The establishment of a new health care facility;

(2) A transfer of ownership of a health care facility;

(3) A transfer of ownership of a large group practice to any entity other than a (A) physician,
or (B} group of two or more physicians, legally organized in a partnership, professional
corporation or limited liability company formed to render professional services and not

employed by or an affiliate of any hospital, medical foundation, insurance company or other
similar entity;

(4) The establishment of a freestanding emergency department;
(5) The termination of inpatient or outpatient services offered by a hospital, including, but not

limited to, the termination by a short-term acute care general hospital or children’s hospital of
inpatient and outpatient mental health and substance abuse services;
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(6) The establishment of an outpatient surgical facility, as defined in section 19a-493b, or as
established by a short-term acute care general hospital;

(7) The termination of surgical services by an outpatient surgical facility, as defined in section
19a-493b, or a facility that provides outpatient surgical services as part of the outpatient
surgery department of a short-term acute care general hospital, provided termination of
outpatient surgical services due to (A) insufficient patient volume, or (B) the termination of
any subspecialty surgical service, shall not require certificate of need approval;

(8) The termination of an emergency department by a short-term acute care general hospital;

(9) The establishment of cardiac services, including inpatient and outpatient cardiac
catheterization, interventional cardiology and cardiovascular surgery;

(10) The acquisition of computed tomography scanners, magnetic resonance imaging scanners,
positron emission tomography scanners or positron emission tomography-computed
tomography scanners, by any person, physician, provider, short-term acute care general
hospital or children’s hospital, except (A) as provided for in subdivision (22) of subsection (b)
of this section, and (B) a certificate of need issued by the office shall not be required where such
scanner is a replacement for a scanner that was previously acquired through certificate of need
approval or a certificate of need determination;

(11) The acquisition of nonhospital based linear accelerators;
(12) Anincrease in the licensed bed capacity of a health care facility;

(13) The acquisition of equipment utilizing technology that has not previously been utilized in
the state;

(14) An increase of two or more operating rooms within any three-year period, commencing
on and after October 1, 2010, by an outpatient surgical facility, as defined in section 19a-493b,
or by a short-term acute care general hospital; and

(15) The termination of inpatient or outpatient services offered by a hospital or other facility or
institution operated by the state that provides services that are eligible for reimbursement
under Title XVIII or XIX of the federal Social Security Act, 42 USC 301, as amended.

(b} A certificate of need shall not be required for:

(1) Health care facilities owned and operafed by the federal government;

Page 4 of 26








Office of Health Care Access - Certificate of Need (CON) Process

Statutory Authority
§19a-612d; §19a-613; §19a-630; §19a-637 through §19a-641;
§19a-643; 19a-644; §19a-653; and §19a-486 through §19a-486h

(2) The establishment of offices by a licensed private practitioner, whether for individual or
group practice, except when a certificate of need is required in accordance with the
requirements of section 19a-493b or subdivision (3), (10) or (11) of subsection (a) of this section;

(3) A health care facility operated by a religious group that exclusively relies upon spiritual
means through prayer for healing;

(4) Residential care homes, nursing homes and rest homes, as defined in subsection (c) of
section 19a-490;

(5) An assisted living services agency, as defined in section 19a-490;

(6) Home health agencies, as defined in section 19a-490;

(7) Hospice services, as described in section 19a-122b;

(8) Outpatient rehabilitation facilities;

(9) Outpatient chronic dialysis services;

(10) Transplant services;

| (11) Free clinics, as defined in section 19a-630;

(12) School-based health centers and expanded school health sites, as such terms are defined
“in section 19a-6r, community health centers, as defined in section 19a-490a, not-for-profit

outpatient clinics licensed in accordance with the provisions of chapter 368v and federally
qualified health centers;

(13) A program licensed or funded by the Department of Children and Families, provided such
program is not a psychiatric residential treatment facility;

(14) Any nonprofit facility, institution or provider that has a contract with, or is certified or
licensed to. provide a service for, a state agency or department for a service that would
otherwise require a certificate of need. The provisions of this subdivision shall not apply toa
short-term acute care general hospital or children’s hospital, or a hospital or other facility or
institution operated by the state that provides services that are eligible for reimbursement
under Title XVIII or XIX of the federal Social Security Act, 42 USC 301, as amended;

(15) A health care facility operated by a nonprofit educational institution exclusively for
students, faculty and staff of such institution and their dependents;
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(16) An outpatient clinic or program operated exclusively by or contracted to be operated
exclusively by a municipality, municipal agency, municipal board of education or a health
district, as described in section 19a-241;

(17) A residential facility for persons with intellectual disability licensed pursuant to section
17a-227 and certified to participate in the Title XIX Medicaid program as an intermediate care
facility for individuals with intellectual disabilities;

(18) Replacement of existing imaging equipment if such equipment was acquired through
certificate of need approval or a certificate of need determination, provided a health care
facility, provider, physician or person notifies the office of the date on which the equipment is
replaced and the disposition of the replaced equipment;

(19) Acquisition of cone-beam dental imaging equipment that is to be used exclusively by a
dentist licensed pursuant to chapter 379;

(20) The partial or total elimination of services provided by an outpatient surgical facility, as
defined in section 19a-493b, except as provided in subdivision (6) of subsection (a) of this
section and section 19a-63%;

(21) The termination of services for which the Department of Public Health has requested the
facility to relinquish its license; or

(22) Acquisition of any equipment by any person that is to be used exclusively for scientific
research that is not conducted on humans.

(c) (1) Any person, health care facility or institution that is unsure whether a certificate of need
is required under this section, or (2) any health care facility that proposes to relocate pursuant
to section 19a-639¢ shall send a letter to the office that describes the project and requests that
the office make a determination as to whether a certificate of need is required. In the case of a
relocation of a health care facility, the letter shall include information described in section 19a-
639c. A person, health care facility or institution making such request shall provide the office
with any information the office requests as part of its determination process,

(d) The Commissioner of Public Health may implement policies and procedures necessary to
administer the provisions of this section while in the process of adopting such policies and
procedures as regulation, provided the commissioner holds a public hearing prior to
implementing the policies and procedures and prints notice of intent to adopt regulations in
the Connecticut Law Journal not later than twenty days after the date of implementation.
Policies and procedures implemented pursuant to this section shall be valid until the time final
regulations are adopted. Final regulations shall be adopted by December 31, 2011,
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Sec. 19a-639. (Formerly Sec. 19a-155). Certificate of need guidelines and principles.
Application involving transfer of ownership of a hospital; denial; conditions on approval;
hiring of post-transfer compliance reporter. (a) In any deliberations involving a certificate of
need application filed pursuant to section 19a-638, the office shall take into consideration and
make written findings concerning each of the following guidelines and principles:

(1) Whether the proposed project is consistent with any applicable policies and standards
adopted in regulations by the Department of Public Health;

(2) The relationship of the proposed project to the state-wide health care facilities and services
plan;

(3) Whether there is a clear public need for the health care facility or services proposed by the
applicant;

(4) Whether the applicant has satisfactorily demonstrated how the proposal will impact the
financial strength of the health care system in the state or that the proposal is financially
feasible for the applicant;

(5) Whether the applicant has satisfactorily demonstrated how the proposal will improve
quality, accessibility and cost effectiveness of health care delivery in the region, including, but
not limited to, provision of or any change in the access to services for Medicaid recipients and
indigent persons;

(6) The applicant’s past and proposed provision of health care services to relevant patient
populations and payer mix, including, but not limited to, access to services by Medicaid
recipients and indigent persons;

(7) Whether the applicant has satisfactorily identified the population to be served by the
proposed project and satisfactorily demonstrated that the identified population has a need for
the proposed services;

(8) The utilization of existing health care facilities and health care services in the service area
of the applicant;

(9) Whether the applicant has satisfactorily demonstrated that the proposed project shall not
result in an unnecessary duplication of existing or approved health care services or facilities;

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

(11) Whether the applicant has satisfactorily demonstrated that the proposal will not
negatively impact the diversity of health care providers and patient choice in the geographic
region; and

(12) Whether the applicant has satisfactorily demonstrated that any consolidation resulting
from the proposal will not adversely affect health care costs or accessibility to care.

(b) In deliberations as described in subsection (a) of this section, there shall be a presumption
in favor of approving the certificate of need application for a transfer of ownership of a large
group practice, as described in subdivision (3) of subsection (a) of section 192-638, when an

offer was made in response to a request for proposal or similar voluntary offer for sale.

(¢) The office, as it deems necessary, may revise or supplement the guidelines and principles
through regulation prescribed in subsection (a) of this section.

(d) (1) For purposes of this subsection and subsection (e} of this section:

(A) ”Affected community” means a municipality where a hospital is physically located or a
municipality whose inhabitants are regularly served by a hospital;

(B) “Hospital” has the same meaning as provided in section 19a-490;

(C) “New hospital” means a hospital as it exists after the approval of an agreement pursuant
to section 19a-486b or a certificate of need application for a transfer of ownership of a hospital;

(D) “Purchaser” means a person who is acquiring, or has acquired, any assets of a hospital
through a transfer of ownership of a hospital;

(E) “Transacting party” means a purchaser and any person who is a party to a proposed
agreement for transfer of ownership of a hospital; ‘

(F) “Transfer” means to sell, transfer, lease, exchange, option, convey, give or otherwise
dispose of or transfer control over, including, but not limited to, transfer by way of merger or

joint venture not in the ordinary course of business; and

(G) “Transfer of ownership of a hospital” means a transfer that impacts or changes the
governance or controlling body of a hospital, including, but not limited to, all affiliations,
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mergers or any sale or transfer of net assets of a hospital and for which a certificate of need
application or a certificate of need determination letter is filed on or after December 1, 2015.

(2) In any deliberations involving a certificate of need application filed pursuant to section 1%a-
638 that involves the transfer of ownership of a hospital, the office shall, in addition to the
guidelines and principles set forth in subsection (a) of this section and those prescribed through
regulation pursuant to subsection (c) of this section, take into consideration and make written
findings concerning each of the following guidelines and principles:

(A) Whether the applicant fairly considered alternative proposals or offers in light of the
purpose of maintaining health care provider diversity and consumer choice in the health care
market and access to affordable quality health care for the affected community; and

(B) Whether the plan submitted pursuant to section 19a-639%a demonstrates, in a manner
consistent with this chapter, how health care services will be provided by the new hospital for
the first three years following the transfer of ownership of the hospital, including any
consolidation, reduction, elimination or expansion of existing services or introduction of new
services,

(3) The office shall deny any certificate of need application involving a transfer of ownership
of a hospital unless the commissioner finds that the affected community will be assured of
continued access to high quality and affordable health care after accounting for any proposed
change impacting hospital staffing.

(4) The office may deny any certificate of need application involving a transfer of ownership
of a hospital subject to a cost and market impact review pursuant to section 19a-639f if the
commissioner finds that (A) the affected community will not be assured of continued access to
high quality and affordable health care after accounting for any consolidation in the hospital
and health care market that may lessen health care provider diversity, consumer choice and
access to care, and (B) any likely increases in the prices for health care services or total health
care spending in the state may negatively impact the affordability of care.

(5) The office may place any conditions on the approval of a certificate of need application
involving a transfer of ownership of a hospital consistent with the provisions of this chapter.
Before placing any such conditions, the office shall weigh the value of such conditions in
promoting the purposes of this chapter against the individual and cumulative burden of such
conditions on the transacting parties and the new hospital. For each condition imposed, the
office shall include a concise statement of the legal and factual basis for such condition and the
provision or provisions of this chapter that it is intended to promote. Each condition shall be
reasonably tailored in time and scope. The transacting parties or the new hospital shall have
the right to make a request to the office for an amendment to, or relief from, any condition
based on changed circumstances, hardship or for other good cause.
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(e) (1) If the certificate of need application (A) involves the transfer of ownership of a hospital,
(B) the purchaser is a hospital, as defined in section 19a-490, whether located within or outside
the state, that had net patient revenue for fiscal year 2013 in an amount greater than one billion
five hundred million dollars or a hospital system, as defined in section 19a-486i, whether
located within or outside the state, that had net patient revenue for fiscal year 2013 in an
amount greater than one billion five hundred million dollars, or any person that is organized
or operated for profit, and (C) such application is approved, the office shall hire an
independent consultant to serve as a post-transfer compliance reporter for a period of three
years after completion of the transfer of ownership of the hospital. Such reporter shall, at a
minimum: (i) Meet with representatives of the purchaser, the new hospital and members of the
affected community served by the new hospital not less than quarterly; and (ii) report to the
office not less than quarterly concerning (I) efforts the purchaser and representatives of the
new hospital have taken to comply with any conditions the office placed on the approval of
the certificate of need application and plans for future compliance, and (II) community benefits
and uncompensated care provided by the new hospital. The purchaser shall give the reporter
access to its records and facilities for the purposes of carrying out the reporter’s duties. The
putchaser shall hold a public hearing in the municipality in which the new hospital is located
not less than annually during the reporting period to provide for public review and comment
on the reporter’s reports and findings.

(2) If the reporter finds that the purchaser has breached a condition of the approval of the
certificate of need application, the office may, in consultation with the purchaser, the reporter
and any other interested parties it deems appropriate, implement a performance improvement
plan designed to remedy the conditions identified by the reporter and continue the reporting
period for up to one year following a determination by the office that such conditions have
been resolved.

(3) The purchaser shall provide funds, in an amount determined by the office not to exceed
two hundred thousand dollars annually, for the hiring of the post-transfer compliance
reporter,

(f) Nothing in subsection {d) or (e) of this section shall apply to a transfer of ownership of a
hospital in which either a certificate of need application is filed on or before December 1, 2015,
or where a certificate of need determination letter is filed on or before December 1, 2015.

.Sec, 19a-639a, Certificate of need application process. Issuance of decision, Public hearings.
Policies, procedures and regulations. (a) An application for a certificate of need shall be filed
with the office in accordance with the provisions of this section and any regulations adopted
by the Department of Public Health. The application shall address the guidelines and
principles set forth in (1) subsection (a) of section 19a-639, and (2) regulations adopted by the

Page 10 of 26








Office of Health Care Access - Certificate of Need (CON) Process

Statutory Authority
§19a-612d; §19a-613; §19a-630; §19a-637 through §19a-641;
§19a-643; 19a-644; §19a-653; and §19a-486 through §19a-486h

department. The applicant shall include with the application a nonrefundable application fee
of five hundred dollars.

(b) Prior to the filing of a certificate of need application, the applicant shall publish notice that
an application is to be submitted to the office in a newspaper having a substantial circulation
in the area where the project is to be located. Such notice shall (1) be published (A) not later
than twenty days prior to the date of filing of the certificate of need application, and (B) for not
less than three consecutive days, and (2) contain a brief description of the nature of the project
and the street address where the project is to be located. An applicant shall file the certificate
of need application with the office not later than ninety days after publishing notice of the
application in accordance with the provisions of this subsection. The office shall not accept the
applicant’s certificate of need application for filing unless the application is accompanied by
the application fee prescribed in subsection (a) of this section and proof of compliance with the
publication requirements prescribed in this subsection,

(c) (1) Not later than five business days after receipt of a propetly filed certificate of need
application, the office shall publish notice of the application on its Internet web site. Not later
than thirty days after the date of filing of the application, the office may request such additional
information as the office determines necessary to complete the application. In addition to any
information requested by the office, if the application involves the transfer of ownership of a
hospital, as defined in section 19a-639, the applicant shall submit to the office (A) a plan
demonstrating how health care services will be provided by the new hospital for the first three
years following the transfer of ownership of the hospital, including any consolidation,
reduction, elimination or expansion of existing services or introduction of new services, and
(B) the names of persons currently holding a position with the hospital to be purchased or the
purchaser, as defined in section 19a-639, as an officer, director, board member or senior
manager, whether or not such person is expected to hold a position with the hospital after
completion of the transfer of ownership of the hospital and any salary, severance, stock
offering or any financial gain, current or deferred, such person is expected to receive as a result
of, ot in relation to, the transfer of ownership of the hospital.

(2) The applicant shall, not later than sixty days after the date of the office’s request, submit
any requested information and any information required under this subsection to the office. If
an applicant fails to submit such information to the office within the sixty-day period, the office
shall consider the application to have been withdrawn,

(d) Upon determining that an application is complete, the office shall provide notice of this
determination to the applicant and to the public in accordance with regulations adopted by the
department. In addition, the office shall post such notice on its Internet web site. The date on
which the office posts such notice on its Internet web site shall begin the review period. Except
as provided in this subsection, (1) the review period for a completed application shall be ninety
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days from the date on which the office posts such notice on its Internet web site; and (2) the
office shall issue a decision on a completed application prior to the expiration of the ninety-
day review period. The review period for a completed application that involves a transfer of a
large group practice, as described in subdivision (3) of subsection (a) of section 19a-638, when
-the offer was made in response to a request for proposal or similar voluntary offer for sale,
shall be sixty days from the date on which the office posts notice on its Internet web site. Upon
request or for good cause shown, the office may extend the review period for a period of time
not to exceed sixty days. If the review period is extended, the office shall issue a decision on
the completed application prior to the expiration of the extended review period. If the office
holds a public hearing concerning a completed application in accordance with subsection (e)
or (f) of this section, the office shall issue a decision on the completed application not later than
sixty days after the date the office closes the public hearing record.

(e) Except as provided in this subsection, the office shall hold a public hearing on a properly
tiled and completed certificate of need application if three or more individuals or an individual
representing an entity with five or more people submits a request, in writing, that a public
hearing be held on the application. For a properly filed and completed certificate of need
application involving a transfer of ownership of a large group practice, as described in
subdivision (3} of subsection (a) of section 19a-638, when an offer was made in response to a
request for proposal or similar voluntary offer for sale, a public hearing shall be held if twenty-
five or more individuals or an individual representing twenty-five or more people submits a
request, in writing, that a public hearing be held on the application. Any request for a public
hearing shall be made to the office not later than thirty days after the date the office determines
the application to be complete.

(f) (1) The office shall hold a public hearing with respect to each certificate of need application
filed pursuant to section 19a-638 after December 1, 2015, that concerns any transfer of
ownership involving a hospital. Such hearing shall be held in the municipality in which the
hospital that is the subject of the application is located.

(2) The office may hold a public hearing with respect to any certificate of need application
submitted under this chapter. The office shall provide not less than two weeks” advance notice
to the applicant, in writing, and to the public by publication in a newspaper having a
substantial circulation in the area served by the health care facility or provider. In conducting
its activities under this chapter, the office may hold hearing on applications of a similar nature
at the same time.

(g) The Commissioner of Public Health may implement policies and procedures necessary to
administer the provisions of this section while in the process of adopting such policies and
procedures as regulation, provided the commissioner holds a public hearing prior to
implementing the policies and procedures and prints notice of intent to adopt regulations on
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the department’s Internet web site and the eRegulations System not later than twenty days
after the date of implementation. Policies and procedures implemented pursuant to this section
shall be valid until the time final regulations are adopted.

Sec. 19a-639b. Certificate of need. Validity, extension, revocation and nontransferability.
Policies, procedures and regulations. (a) A certificate of need shall be valid only for the project
described in the application, A certificate of need shall be valid for two years from the date of
issuance by the office. During the period of time that such certificate is valid and the thirty-day
period following the expiration of the certificate, the holder of the certificate shall provide the
office with such information as the office may request on the development of the project
covered by the certificate.

(b) Upon request from a certificate holder, the office may extend the duration of a certificate of
need for such additional period of time as the office determines is reasonably necessary to
expeditiously complete the project. Not later than five business days after receiving a request
to extend the duration of a certificate of need, the office shall post such request on its web site.
Any person who wishes to comment on extending the duration of the certificate of need shall
provide written comments to the office on the requested extension not later than thirty days
after the date the office posts notice of the request for an extension of time on its web site. The
office shall hold a public hearing on any request to extend the duration of a certificate of need
if three or more individuals or an individual representing an entity with five or more people
submits a request, in writing, that a public hearing be held on the request to extend the duration
of a certificate of need.

(c) In the event that the office determines that: (1) Commencement, construction or other
preparation has not been substantially undertaken during a valid certificate of need period; or
(2) the certificate holder has not made a good-faith effort to complete the project as approved,
the office may withdraw, revoke or rescind the certificate of need.

(d) A certificate of need shall not be transferable or assignable nor shall a project be transferred
from a certificate holder to another person.

(e) The Commissioner of Public Health may implement policies and procedures necessary to
administer the provisions of this section while in the process of adopting such policies and
procedures as regulation, provided the commissioner holds a public hearing prior to
implementing the policies and procedures and prints notice of intent to adopt regulations in
the Connecticut Law Journal not later than twenty days after the date of implementation.
Policies and procedures implemented pursuant to this section shall be valid until the time final
regulations are adopted. Final regulations shall be adopted by December 31, 2011,
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Sec. 19a-639¢. Proposed relocation of a health care facility. Policies, procedures and
regulations. (a) Any health care facility that proposes to relocate a facility shall submit a letter
to the office, as described in subsection (c) of section 19a-638. In addition to the requirements
prescribed in said subsection (c), in such letter the health care facility shall demonstrate to the
satisfaction of the office that the population served by the health care facility and the payer mix
will not substantially change as a result of the facility's proposed relocation. If the facility is
unable to demonstrate to the satisfaction of the office that the population served and the payer
mix will not substantially change as a result of the proposed relocation, the health care facility
- shall apply for certificate of need approval pursuant to subdivision (1) of subsection (a) of
- section 19a-638 in order to effectuate the proposed relocation.

(b} The Commissioner of Public Health may implement policies and procedures necessary to
administer the provisions of this section while in the process of adopting such policies and
procedures as regulation, provided the commissioner holds a public hearing prior to
implementing the policies and procedures and prints notice of intent to adopt regulations in
the Connecticut Law Journal not later than twenty days after the date of implementation.
Policies and procedures implemented pursuant to this section shall be valid until the time final
regulations are adopted. Final regulations shall be adopted by December 31, 2011.

Sec, 19a-639%. Proposed termination of service by a health care facility, Policies, procedures
and regulations. (a) Unless otherwise required to file a certificate of need application pursuant
to the provisions of subsection (a) of section 19a-638, any health care facility that proposes to
terminate a service that was authorized pursuant to a certificate of need issued under this
chapter shall file a modification request with the office not later than sixty days prior to the
proposed date of the termination of the service. The office may request additional information
from the health care facility as necessary to process the modification request. In addition, the
office shall hold a public hearing on any request from a health care facility to terminate a
service pursuant to this section if three or more individuals or an individual representing an
entity with five or more people submits a request, in writing, that a public hearing be held on
the health care facility’s proposal to terminate a service.

(b) Unless otherwise required to file a certificate of need application pursuant to the provisions
of subsection (a) of section 19a-638, any health care facility that proposes to terminate all
services offered by such facility, that were authorized pursuant to one or more certificates of
need issued under this chapter, shall provide notification to the office not later than sixty days
prior to the termination of services and such facility shall surrender its certificate of need not
later than thirty days prior to the termination of services.

(c) Unless otherwise required to file a certificate of need application pursuant to the provisions
of subsection (a) of section 19a-638, any health care facility that proposes to terminate the

Page 14 of 26








Office of Health Care Access - Certificate of Need (CON) Process

Statutory Authority
§19a-612d; §19a-613; §19a-630; §19a-637 through §19a-641;
§19a-643; 19a-644; §19a-653; and §19a-486 through §19a-486h

operation of a facility or service for which a certificate of need was not obtained shall notify
the office not later than sixty days prior to terminating the operation of the facility or service.

(d) The Commissioner of Public Health may implement policies and procedures necessary to
administer the provisions of this section while in the process of adopting such policies and
procedures as regulation, provided the commissioner holds a public hearing prior to
implementing the policies and procedures and prints notice of intent to adopt regulations in
the Connecticut Law Journal not later than twenty days after the date of implementation.
Policies and procedures implemented pursuant to this section shall be valid until the time final
regulations are adopted. Final regulations shall be adopted by December 31, 2015,

Sec. 19a-639f, Certificate of need involving hospital ownership, Cost and market impact
review, (a) The Office of Healthcare Access division within the Department of Public Health
shall conduct a cost and market impact review in each case where (1) an application for a
certificate of need filed pursuant to section 19a-638 involves the transfer of ownership of a
hospital, as defined in section 19a-639, and (2) the purchaser is a hospital, as defined in section
19a-490, whether located within or outside the state, that had net patient revenue for fiscal year
2013 in an amount greater than one billion five hundred million dollars, or a hospital system,
as defined in section 19a-486i, whether located within or outside the state, that had net patient
revenue for fiscal year 2013 in an amount greater than one billion five hundred million dollars
or any person that is organized or operated for profit.

(b) Not later than twenty-one days after receipt of a properly filed certificate of need
application involving the transfer of ownership of a hospital filed on or after December 1, 2015,
as described in subsection (a) of this section, the office shall initiate such cost and market
impact review by sending the transacting parties a written notice that shall contain a
description of the basis for the cost and market impact review as well as a request for
information and documents. Not later than thirty days after receipt of such notice, the
transacting parties shall submit to the office a written response. Such response shall include,
but need not be limited to, any information or documents requested by the office concerning
the transfer of ownership of the hospital. The office shall have the powers with respect to the
cost and market impact review as provided in section 19a-633.

(c) The office shall keep confidential all nonpublic information and documents obtained
pursuant to this section and shall not disclose the information or documents to any person
without the consent of the person that produced the information or documents, except in a
preliminary report or final report issued in accordance with this section if the office believes
that such disclosure should be made in the public interest after taking into account any privacy,
trade secret or anti-competitive considerations. Such information and documents shall not be
deemed a public record, under section 1-210, and shall be exempt from disclosure.
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(d) The cost and market impact review conducted pursuant to this section shall examine factors
relating to the businesses and relative market positions of the transacting parties as defined in
subsection (d) of section 19a-639 and may include, but need not be limited to: (1) The
transacting parties’ size and market share within its primary service area, by major service
category and within its dispersed service areas; (2) the transacting parties” prices for services,
including the transacting parties’ relative prices compared to other health care providers for
the same services in the same market; (3) the transacting parties” health status adjusted total
medical expense, including the transacting parties’ health status adjusted total medical
expense compared to that of similar health care providers; (4) the quality of the services
provided by the transacting parties, including patient experience; (5) the transacting parties’
cost and cost trends in comparison to total health care expenditures state wide; (6) the
availability and accessibility of services similar to those provided by each transacting party, or
proposed to be provided as a result of the transfer of ownership of a hospital within each
transacting party’s primary service areas and dispersed service areas; (7) the impact of the
proposed transfer of ownership of the hospital on competing options for the delivery of health
care services within each transacting party’s primary service area and dispersed service area
including the impact on existing service providers; (8) the methods used by the transacting
parties to attract patient volume and to recruit or acquire health care professionals or facilities;
(9) the role of each transacting party in serving at-risk, underserved and government payer
patient populations, including those with behavioral, substance use disorder and mental
health conditions, within each transacting party’s primary service area and dispersed service
area; (10) the role of each transacting party in providing low margin or negative margin
services within each transacting party’s primary service area and dispersed service area; (11)
consumer concerns, including, but not limited to, compiaints or other allegations that a
transacting party has engaged in any unfair method of competition or any unfair or deceptive
act or practice; and (12) any other factors that the office determines to be in the public interest.

(e) Not later than ninety days after the office determines that there is substantial compliance
with any request for documents or information issued by the office in accordance with this
section, or a later date set by mutual agreement of the office and the transacting parties, the
office shall make factual findings and issue a preliminary report on the cost and market impact
review. Such preliminary report shall include, but shall not be limited to, an indication as to
whether a transacting party meets the following criteria: (1) Currently has or, following the
proposed transfer of operations of the hospital, is likely to have a dominant market share for
the services the transacting party provides; and (2) (A) currently charges or, following the
proposed transfer of operations of the hospital, is likely to charge prices for services that are
materially higher than the median prices charged by all other health care providers for the
same services in the same market, or (B) currently has or, following the proposed transfer of
operations of a hospital, is likely to have a health status adjusted total medical expense that is
materially higher than the median total medical expense for all other health care providers for
the same service in the same market,
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(f) The transacting parties that are the subject of the cost and market impact review may
respond in writing to the findings in the preliminary report issued in accordance with
subsection (e) of this section not later than thirty days after the issuance of the preliminary
report. Not later than sixty days after the issuance of the preliminary report, the office shall
issue a final report of the cost and market impact review. The office shall refer to the Attorney
General any final report on any proposed transfer of ownership that meets the criteria
described in subsection (e) of this section,

(g) Nothing in this section shall prohibit a transfer of ownership of a hospital, provided any
such proposed transfer shall not be completed (1) less than thirty days after the office has
issued a final report on a cost and market impact review, if such review is required, or (2) while
any action brought by the Attorney General pursuant to subsection (h) of ‘this section is
pending and before a final judgment on such action is issued by a court of competent
jurisdiction. '

(h) After the office refers a final report on a transfer of ownership of a hospital to the Attorney
General under subsection (f) of this section, the Attorney General may: (1) Conduct an
investigation to determine whether the transacting parties engaged, or, as a result of
completing the transfer of ownership of the hospital, are expected to engage in unfair methods
of competition, anti-competitive behavior or other conduct in violation of chapter 624 or 735a
or any other state or federal law; and (2) if appropriate, take action under chapter 624 or 735a
or any other state law to protect consumers in the heaith care market. The office’s final report
may be evidence in any such action.

(i) For the purposes of this section, the provisions of chapter 735a may be directly enforced by
the Attorney General. Nothing in this section shall be construed to modify, impair or supersede
the operation of any state antitrust law or otherwise limit the authority of the Attorney General
to (1) take any action against a transacting party as authorized by any law, or (2) protect
consumers in the health care market under any law. Notwithstanding subdivision (1) of
subsection (a) of section 42-110c, the transacting parties shall be subject to chapter 735a.

() 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. 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, sections 4-212 to 4-219, inclusive, and
section 4e-19 shall not apply to any agreement executed pursuant to this subsection.
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(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
tinal 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.

(1) The Commissioner of Public Health shall adopt regulations, in accordance with the
provisions of chapter 54, concerning cost and market impact reviews and to administer the
provisions of this section. Such regulations shall include definitions of the following terms:
- “Dispersed service area”, “health status adjusted total medical expense”, “major service
category”, “relative prices”, “total health care spending” and “health care services”. The
commissioner may implement policies and procedures necessary to administer the provisions
of this section while in the process of adopting such policies and procedures in regulation form,
provided the commissioner publishes notice of intention to adopt the regulations on the
Department of Public Health’s Internet web site and the eRegulations System not later than
twenty days after implementing such policies and procedures. Policies and procedures
implemented pursuant to this subsection shall be valid until the time such regulations are

effective.

Sec, 19a-641. (Formerly Sec. 19a-158). Appeals. Any health care facility or institution and any
state health care facility or institution aggrieved by any final decision of said office under the
provisions of sections 19a-630 to 19%a-639%, inclusive, may appeal from such decision in
accordance with the provisions of section 4-183, except venue shall be in the judicial district in
which it is located. Such appeal shall have precedence in respect to order of trial over all other
cases except writs of habeas corpus, actions brought by or on behalf of the state, including
informations on the relation of private individuals, and appeals from awards or decisions of
workers' compensation commissioners,

Sec. 19a-643. (Formerly Sec. 19a-160). Regulations. (a) The Department of Public Health shall
adopt regulations, in accordance with the provisions of chapter 54, to carry out the provisions
of sections 19a-630 to 19a-639, inclusive, and sections 19a-644 and 19a-645 concerning the
submission of data by health care facilities and institutions, including data on dealings between
health care facilities and institutions and their affiliates, and, with regard to requests or
proposals pursuant to sections 19a-638 to 19a-63%, inclusive, by state health care facilities and
institutions, the ongoing inspections by the office of operating budgets that have been
approved by the health care facilities and institutions, standard reporting forms and standard
accounting procedures to be utilized by health care facilities and institutions and the
transferability of line items in the approved operating budgets of the health care facilities and
institutions, except that any health care facility or institution may transfer any amounts among
items in its operating budget. All such transfers shall be reported to the office within thirty
days of the transfer or transfers.
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(b) The Department of Public Health may adopt such regulations, in accordance with the
provisions of chapter 54, as are necessary to implement this chapter.

Sec. 19a-644. (Formerly Sec. 19a-161). Annual reports of shori-term acute care general or
children’s hospitals. Regulations on affiliation or control of health care facilities and
institutions. Required reporting of audited financial statements. (a) On or before February
twenty-eighth annually, for the fiscal year ending on September thirtieth of the immediately
preceding year, each short-term acute care general or children’s hospital shall report to the
office with respect to its operations in such fiscal year, in such form as the office may by
regulation require. Such report shall include: (1) Salaties and fringe benefits for the ten highest
paid hospital and health system employees; (2) the name of each joint venture, partnership,
subsidiary and corporation related to the hospital; and (3) the salaries paid to hospital and
health system employees by each such joint venture, partnership, subsidiary and related
corporation and by the hospital to the employees of related corporations. For purposes of this
subsection, “health system” has the same meaning as provided in section 33-182aa,

(b) The Department of Public Health shall adopt regulations in accordance with chapter 54 to
provide for the collection of data and information in addition to the annual report required in
subsection (a) of this section. Such regulations shall provide for the submission of information
about the operations of the following entities: Persons or parent corporations that own or
control the health care facility, institution or provider; corporations, including limited liability
corporations, in which the health care facility, institution, provider, its parent, any type of
affiliate or any combination thereof, owns more than an aggregate of fifty per cent of the stock
or, in the case of nonstock corporations, is the sole member; and any partnerships in which the
person, health care facility, institution, provider, its parent or an affiliate or any combination
thereof, or any combination of health care providers or related persons, owns a greater than
fifty per cent interest. For purposes of this section, “affiliate” means any person that directly or
indirectly through one or more intermediaries, controls or is controlled by or is under common
control with any health care facility, institution, provider or person that is regulated in any
way under this chapter, A person is deemed controlled by another person if the other person,
or one of that other person’s affiliates, officers, agents or management employees, acts as a
general partner or manager of the person in question,

(c) Each nonprofit short-term acute care general or children’s hospital shall include in the
annual report required pursuant to subsection (a) of this section a report of all transfers of
assets, fransfers of operations or changes of control involving its clinical or nonclinical services
or functions from such hospital to a person or entity organized or operated for profit.

() Each hospital that is a party to a transfer of ownership involving a hospital for which a
certificate of need application was filed and approved pursuant to this chapter shall, during
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the fiscal year ending on September thirtieth of the immediately preceding year, include in the
annual report required pursuant to subsection (a} of this section any salary, severance
payment, stock offering or other financial gain realized by each officer, director, board member
or senior manager of the hospital as a result of such transaction.

(e) The office shall require each hospital licensed by the Department of Public Health, that is
not subject to the provisions of subsection (a) of this section, to report to said office on its
operations in the preceding fiscal year by filing copies of the hospital’s audited financial
statements, except a health system, as defined in section 19a-508c, may submit to the office one
such report that includes the audited financial statements for each of its hospitals. Such report
shall be due at the office on or before thé close of business on the last business day of the fifth
month following the month in which a hospital’s fiscal year ends.

19a-653. (Formerly Sec, 19a-167j). Failure to file data or information. Civil penalty. Notice.
Extension. Hearing. Appeal. Deduction from Medicaid payments. (a) Any person or health
care facility or institution that is required to file a certificate of need for any of the activities
described in section 19a-638, and any person or health care facility or institution that is required
to file data or information under any public or special act or under this chapter or sections 19a-
486 to 19a-486h, inclusive, or any regulation adopted or order issued under this chapter or said
sections, which wilfully fails to seek certificate of need approval for any of the activities
described in section 19a-638 or to so file within prescribed time periods, shall be subject to a
civil penalty of up to one thousand dollars a day for each day such person or health care facility
or institution conducts any of the described acfivities without certificate of need approval as
required by section 19a-638 or for each-day such information is missing, incomplete or
inaccurate. Any health care facility or provider that fails to complete the inventory
questionnaire, as required by section 19a-634, shall not be subject to civil penalties under this
section. Any civil penalty authorized by this section shall be imposed by the Department of
Public Health in accordance with subsections (b) to (e), inclusive, of this section.

(b) If the Department of Public Health has reason to believe that a violation has occurred for
which a civil penalty is authorized by subsection (a) of this section, it shall notify the person or
health care facility or institution by first-class mail or personal service. The notice shall include:
(1) A reference to the sections of the statute or regulation involved; (2) a short and plain
statement of the matters asserted or charged; (3) a statement of the amount of the civil penalty
or penalties to be imposed; (4) the initial date of the imposition of the penalty; and (5) a
statement of the party's right to a hearing,.

(c) The person or health care facility or institution to whom the notice is addressed shall have
fifteen business days from the date of mailing of the notice to make written application to the
office to request (1) a hearing to contest the imposition of the penalty, or (2) an extension of
time to file the required data. A failure to make a timely request for a hearing or an extension
of time to file the required data or a denial of a request for an extension of time shall result in
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a final order for the imposition of the penalty. All hearings under this section shall be
conducted pursuant to sections 4-176e to 4-184, inclusive. The Department of Public Health
may grant an extension of time for filing the required data or mitigate or waive the penalty
upon such terms and conditions as, in its discretion, it deems proper or necessary upon
consideration of any extenuating factors or circumstances.

(d) A final order of the Department of Public Health assessing a civil penalty shall be subject
to appeal as set forth in section 4-183 after a hearing before the office pursuant to subsection
(c) of this section, except that any such appeal shail be taken to the superior court for the judicial
district of New Britain, Such final order shall not be subject to appeal under any other provision
of the general statutes. No challenge to any such final order shall be allowed as to any issue
which could have been raised by an appeal of an earlier order, denial or other final decision by
the Department of Public Health,

(e) If any person or health care facility or institution fails to pay any civil penalty under this
section, after the assessment of such penalty has become final the amount of such penalty may
be deducted from payments to such person or health care facility or institution from the
Medicaid account.

Sec. 19a-486. Sale of nonprofit hospitals: Definitions. For purposes of sections 19a-486 to 19a-~
486h, inclusive:

(1) "Nonprofit hospital” means a nonprofit entity licensed as a hospital pursuant to this chapter
and any entity affiliated with such a hospital through governance or membership, including,
but not limited to, a holding company or subsidiary. :

2} "Purchaser" means a person acquiring any assets of a nonprofit hospital through a transfer.
p q gany 1% P g

(3) "Person" means any individual, firm, partnership, corporation, limited liability company,
association or other entity.

(4) "Transfer" means to sell, transfer, lease, exchange, option, convey, give or otherwise

dispose of or transfer control over, including, but not limited to, transfer by way of merger or
P & y way &

joint venture not in the ordinary course of business.

(5) "Control" has the meaning assigned to it in section 36b-41.

(6) "Commissioner" means the Commissioner of Public Health or the commissioner's designee.

Sec. Sec. 19a-486a. Sale of nonprofit hospitals: Certificate of need determination letter.
Application for approval. (a} No nonprofit hospital shall enter into an agreement to transfer a
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material amount of its assets or operations or a change in control of operations to a person that
is organized or operated for profit without first having received approval of the agreement by
the commissioner and the Attorney General pursuant to sections 19a-486 to 19a-486h, inclusive,
and pursuant to the Attorney General's authority under section 3-125. Any such agreement
without the approval required by sections 19a-486 to 19a-486h, inclusive, shail be wvoid.

(b) Prior to any transaction described in subsection (a) of this section, the nonprofit hospital
and the purchaser shall concurrently submit a certificate of need determination letter as
described in subsection (c) of section 19a-638 to the commissioner and the Attorney General by
serving it on them by certified mail, return receipt requested, or delivering it by hand to each
office. The certificate of need determination letter shall contain: (1) The name and address of
the nonprofit hospital; (2) the name and address of the purchaser; (3) a brief description of the
terms of the proposed agreement; and (4) the estimated capital expenditure, cost or value
associated with the proposed agreement. The certificate of need determination letter shall be
subject to disclosure pursuant to section 1-210.

(¢) The commissioner and the Attorney General shall review the certificate of need
determination letter, The Attorney General shall determine whether the agreement requires
approval pursuant to this chapter. If such approval is required, the commissioner and the
Attorney General shall transmit to the purchaser and the nonprofit hospital an application
form for approval pursuant to this chapter, unless the commissioner refuses to accept a filed
or submitted certificate of need determination letter, Such application form shall require the
following information: (1) The name and address of the nonprofit hospital; (2) the name and
address of the purchaser; (3) a description of the terms of the proposed agreement; (4) copies
of all contracts, agreements and memoranda of understanding telating to the proposed
agreement; (5) a fairness evaluation by an independent person who is an expert in such
agreements, that includes an analysis of each of the criteria set forth in section 19a-486¢; (6)
documentation that the nonprofit hospital exercised the due diligence required by subdivision
(2) of subsection (a) of section 19a-486c, including disclosure of the terms of any other offers to
transfer assets or operations or change control of operations received by the nonprofit hospital
and the reason for rejection of such ofters; and (7) such other information as the commissioner
or the Attorney General deem necessary to their review pursuant to the provisions of sections
19a-486 to 19a-486f, inclusive, and chapter 368z. The application shall be subject to disclosure
pursuant to section 1-210.

(d) No later than sixty days after the date of mailing of the application form, the nonprofit
hospital and the purchaser shall concurrently file an application with the commissioner and
the Attorney General containing all the required information. The commissioner and the
Attorney General shall review the application and determine whether the application is
complete, The commissioner and the Attorney General shall, no later than twenty days after
the date of their receipt of the application, provide written notice to the nonprofit hospital and
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the purchaser of any deficiencies in the application. Such application shall not be deemed
complete until such deficiencies are corrected.

(¢) No later than twenty-five days after the date of their receipt of the completed application
undler this section, the commissioner and the Attorney General shall jointly publish a summary
of such agreement in a newspaper of general circulation where the nonprofit hospital is
located. '

(f) Any person may seek to intervene in the proceedings under section 19a-486e, in the same
manner as provided in section 4-177a.

Sec, 19a-486b. Sale of nonprofit hospitals: Approval by commissioner and Attorney General.
Not later than one hundred twenty days after the date of receipt of the completed application
pursuant to subsection (d) of section 19a-486a, the Attorney General and the commissioner
shall approve the application, with or without modification, or deny the application. The
commissioner shall also determine, in accordance with the provisions of chapter 368z, whether
to approve, with or without modification, or deny the application for a certificate of need that
is part of the completed application. Notwithstanding the provisions of section 19a-639a, the
commissjoner shall complete the decision on the application for a certificate of need within the
same time period as the completed application. Such one-hundred-twenty-day period may be
extended by agreement of the Attorney General, the commissioner, the nonprofit hospital and
the purchaser. If the Attorney General initiates a proceeding to enforce a subpoena pursuant
to section 19a-486¢ or 19a-486d, the one-hundred-twenty-day period shall be tolled until the
final court decision on the last pending enforcement proceeding, including any appeal or time
for the filing of such appeal. Unless the one-hundred-twenty-day period is extended pursuant
to this section, if the commissioner and Attorney General fail to take action on an agreement
prior to the one hundred twenty-first day after the date of the filing of the completed
application, the application shall be deemed approved.

Sec, 19a-486¢c. Sale of nonprofit hospitals: Powers of Attorney General. Grounds for
disapproval by Attorney General. (a) The Attorney General shall deny an application as not
in the public interest if the Attorney General determines that one or more of the following
conditions exist: (1) The transaction is prohibited by Connecticut statutory or common law
governing nonprofit entities, trusts or charities; (2) the nonprofit hospital failed to exercise due
diligence in (A) deciding to transfer, (B) selecting the purchaser, (C) obtaining a fairness
evaluation from an independent person expert in such agreements, or (D) negotiating the terms
and conditions of the transfer; (3) the nonprofit hospital failed to disclose any conflict of
interest, including, but not limited to, conflicts of interest pertaining to board members,
officers, key employees and experts of the hospital, the purchaser or any other party to the
transaction; (4) the nonprofit hospital will not receive fair market value for its assets, which,
for purposes of this subsection, means the most likely price that the assets would bring in a
sale in a competitive and open market under all conditions requisite to a fair sale, with the
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buyer and seller each acting prudently, knowledgeably and in their own best interest, and with
a reasonable time being allowed for exposure in the open market; (5) the fair market value of
the assets has been manipulated by any person in a manner that causes the value of the assets
to decrease; (6) the financing of the transaction by the nonprofit hospital will place the
nonprofit hospital's assets at an unreasonable risk; (7) any management contract contemplated
under the transaction is not for reasonable fair value; (8) a sum equal to the fair market value
of the nonprofit hospital's assets (A) is not being transferred to one or more persons to be
selected by the superior court for the judicial district where the nonprofit hospital is located
who are not affiliated through corporate structure, governance or membership with either the
nonprofit hospital or the purchaser, unless the nonprofit hospital continues to operate on a
nonprofit basis after the transaction and such sum is transferred to the nonprofit hospital to
provide health care services, and (B) is not being used for one of the following purposes: (i) For
appropriate charitable health care purposes consistent with the nonprofit hospital's original
purpose, (ii) for the support and promotion of health care generally in the affected community,
or (iii) with respect to any assets held by the nonprofit hospital that are subject to a use
restriction imposed by a donor, for a purpose consistent with the intent of said donor; or (9)
the nonprofit hospital or the purchaser has failed to provide the Attorney General with
information and data sufficient to evaluate the proposed agreement adequately, provided the
Attorney General has notified the nonprofit hospital or the purchaser of the inadequacy of the
information or data and has provided a reasonable opportunity to remedy such inadequacy.

(b) The Attorney General may, during the course of a review required by section 19a-486b: (1)
Issue in writing and cause to be served upon any person, by subpoena, a demand that such
person appear before the Attorney General and give testimony or produce documents as to
any matters relevant to the scope of the review; or (2) issue written interrogatories, to be
answered under oath, as to any matters relevant to the scope of the review and prescribing a
return date that would allow a reasonable time to respond. If any person fails to comply with
the provisions of this subsection, the Attorney General may apply to the superior court for the
judicial district of Hartford seeking enforcement of the subpoena. The superior court may,
upon notice to such person, issue and cause to be served an order requiring compliance. Service
of subpoenas ad testificandum, subpoenas duces tecum, notices of deposition and written
interrogatories as provided in this subsection may be made by personal service at the usual
place of abode or by certified mail, return receipt requested, addressed to the person to be
served at such person's principal place of business within or without this state or such person's
residence, '

(c} The Attorney General may contract with experts or consultants to assist in reviewing the
proposed agreement, including, but not limited to, assistance in independently determining
the fair market value of the nonprofit hospital's assets. The Attorney General may appoint, or
contract with, another person to conduct the review required by this section and make
recommendations to the Attorney General. The Attorney General shall submit any bills for

Page 24 of 26








Office of Health Care Access - Certificate of Need (CON) Process

Statutory Authority
§19a-612d; §19a-613; §192-630; §19a-637 through §19a-641;
§19a-643; 19a-644; §19a-653; and §19a-486 through §19a-486h

such contracts to the purchaser. The purchaser shall pay such bills within thirty days of receipt.
Such bills shall not exceed three hundred thousand dollars.

Sec. 19a-486d. Sale of nonprofit hospitals: Disapproval by commissioner. Powers of
commissioner. (a} The commissioner shall deny an application filed pursuant to subsection (d)
of section 19a-486a unless the commissioner finds that: (1) The affected community will be
assured of continued access to affordable health care; (2) in a situation where the asset or
operation to be transferred provides or has provided health care services to the uninsured or
underinsured, the purchaser has made a commitment to provide health care to the uninsured
and the underinsured; (3) in a situation where health care providers or insurers will be offered
the opportunity to invest or own an interest in the: purchaser or an entity related to the
purchaser safeguard procedures are in place to avoid a conflict of interest in patient referral;
and (4) certificate of need authorization is justified in accordance with chapter 368z. The
commissioner may contract with any person, including, but not limited to, financial or
actuarial expetts or consultants, or legal experts with the approval of the Attorney General, to
assist in reviewing the completed application, The commissioner shall submit any bills for such
contracts to the purchaser. Such bills shall not exceed one hundred fifty thousand dollars. The
purchaser shall pay such bills no later than thirty days after the date of receipt of such bills.

(b) The commissioner may, during the course of a review required by this section: (1) Issue in
writing and cause to be served upon any person, by subpoena, a demand that such person
appear before the commissioner and give testimony or produce documents as to any matters
relevant to the scope of the review; and (2) issue written interrogatories, to be answered under
oath, as to any matters relevant to the scope of the review and prescribing a return date that
would allow a reasonable time to respond. If any person fails to comply with the provisions of
this subsection, the commissioner, through the Attorney General, may apply to the superior
court for the judicial district of Hartford seeking enforcement of such subpoena. The superior
court may, upon notice to such person, issue and cause to be served an order requiring
compliance. Service of subpoenas ad testificandum, subpoenas duces tecum, notices of
deposition and written intetrogatories as provided in this subsection may be made by personal
service at the usual place of abode or by certified mail, return receipt requested, addressed to
the person to be served at such person's principal place of business within or without this state
or such person's residence. '

Sec. 19a-486e. Sale of nonprofit hospitals: Public hearings. Prior to making any decision to
approve, with or without modification, or deny any application filed pursuant to subsection
(d) of section 19a-486a, the Attorney General and the commissioner shall jointly conduct one
or more public hearings, one of which shall be in the primary service area of the nonprofit
hospital. At least fourteen days before conducting the public hearing, the Attorney General
and the commissioner shall provide notice of the time and place of the hearing through
publication in one or more newspapers of general circulation in the affected community.
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Sec. 19a-486f. Sale of nonprofit hospitals; Appeal. If the commissioner or the Attorney
General denies an application filed pursuant to subsection (d) of section 19a-486a, or approves
it with modification, the nonprofit hospital or the purchaser may appeal such decision in the
same manner as provided in section 4-183, provided that nothing in sections 19a-486 to 1%a-
486f, inclusive, shall be construed to apply the provisions of chapter 54 to the proceedings of
the Attorney General.

Sec. 19a-486g. Sale of nonprofit hospitals: Denial of license. The Commissioner of Public
Health shall refuse to issue a license to, or if issued shall suspend or revoke the license of, a
hospital if the commissioner finds, after a hearing and opportunity to be heard, that:

(1) There was a transaction described in section 19a-486a that occurred without the approval
of the commissioner, if such approval was required by sections 19a-486 to 19a-486h, inclusive;

(2) There was a transaction described in section 19a-486a without the approval of the Attorney
General, if such approval was required by sections 19a-486 to 19a-486h, inclusive, and the
Attorney General certifies to the Commissioner of Public Health that such transaction involved
a material amount of the nonprofit hospital's assets or operations or a change in control of
operations; or

(3) The hospital is not complying with the terms of an agreement approved by the Attorney
General and commissioner pursuant to sections 19a-486 to 19a-486h, inclusive.

Sec. 19a-486h. Sale of nonprofit hospitals: Construction of governing law. Nothing in
sections 19a-486 to 19a-486h, inclusive, shall be construed to limit: (1) The common law or
statutory authority of the Attorney General; (2) the statutory authority of the Commissioner of
Public Health including, but not limited to, licensing and certificate of need authority; or (3)
the application of the doctrine of cy pres or approximation.
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Sec. 19a-613-1. Description _

The Office of Health Care Access (OHCA) division of the Department of Public Health derives its
authority primarily from Chapter 368z of the Connecticut General Statutes. The powers of the
Office are vested in and exercised by a depuly commissioner of Public Health, appointed as
provided in seclion 19a-612d of the Connecticut General Statutes.

(added effective April 9, 2013)

Sec.19a-613-2. Function

The Office of Health Care Access is generally empowered to exercise specified grants of
authority over the establishment and operation of health care facilities as defined in section 19a-
630 of the Connecticut General Statutes. The Office is responsible for preparing the Statewide
Health Care Fagllities and Services Plan, administering the cerlificate of need process and
coltecting inpatient discharge data and financial data from hospitals.

(added effective April 9, 2013)

Sec.19a-613-3. Official Address and Hours

The principal office of the Office of Health Care Access is located at and all communications
should be addressed to the Office of Health Care Access, 410 Capitol Avenue, MS#13HCA, P, O,
Box 340308, Hartford, CT 06134-0308. The office is open from 8:30 a.m. to 4:30 p.m. Monday
through Friday except legal holidays.

{added effective April 9, 2013)

Sec.19a-613-4. Public Information

The public may inspect the regulations, decisiocns and ali public records of the Office of Heaith
Care Access at its office. Written requests for public information shall be filed on the Freedom of
Information request forms available on the Office’s website.

{added effective April 9, 2013)

Sec.1%a-630-1. Certificate Of Need
Definitions. As used in sections 19a-630-1 to 19a-853-4, inclusive, of the Regulations of
Connecticut State Agencies:

{t) *Acquisition” means the acquisition through purchase, lease, donation or other
comparable arrangement of a computed tomography scanner, magnetic
resonance imaging scanner, positron emission tomography scanner, positron
emission tomography-computed tomography scanner, linear accelerator or
equipment that utilizes technology that has not previously been utilized in the
state,

(2) “Central Service Facility” means a health care facility or institution, person or
entity engaged primarily in providing services for the prevention, diagnosis or
treatment of human health conditions, serving one or more health care facilities,
practitioners or inslitutions and satisfying the criteria for a central service facility
as discussed in section 19a-630-2 of the Regulations of Connecticut State
Agencles; '

(3) “Day’, unless specified otherwise in statute or regulation, means a calendar day;

{4 “Freestanding Emergency Department’ means an emergency department that is
not located on the main campus of a hospital and is held out to the public (by
name, posted signs, advertising or other means} as a place that provides care for
emergency medical conditions on an urgent basis without requiring a previously
scheduled appointment;
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“Interventionai cardiology” means non-surgical procedures used in the treatment
of coronary artery and peripheral vascular disease and performed in the cardiac
catheterization laboratory. Procedures include, but are not limited to,
angioplasty, valvuloplasty, cardiac ablation, coronary thrombectomy, and
congenital heart defect correction;

*Office” or “OHCA™ means the Office of Health Care Access division of the
Department of Public Health, as established by section 19a-612 of the
Connecticut General Statutes;

“Provider” means any person or entity that provides health care services;
“Psychiatric residential freatment facility” means a psychiatric residential
treatment facility as defined in 42 CFR 483.352,

(added effective April 9, 2013}

Sec. 19a-630-2. Criteria For Determining If An Entity Is A Central Service

Facility

(a) An entity shall be a central service facility if it meets one or more of the following criteria;

(1)

The entity is institutional in nature and practice;

{2) Patient care is or may be the responsibility of the entity rather than of the
individual physicians or practitioners;

(3) Nonmedical personnel, owners or managers ¢an or may be able to influence the
operation of the entity to a significant degree;

4) With the exception of practicing physician groups, the entity that is or may be
providing services for the prevention, diagnosis or treatment of human heaith
conditions to two or more providers;

{5} The owner, partner or manager of an entity as described in subdivision {4} of this
subsection is a physician who is not practicing medicine at the entity; or

6} A partnership with general and managing partners exists.

{b) In determining whether a particular entity meets any of the criteria In subsection {a) of this

section, the commissioner, commissioner’s designee or deputy commissioner may
consider the following:

(M
2
()

@)
(5)
(8)
@)

()
(9)

Whether the entily is or may be licensed or designated as any type of health care
facility or institution by the department; .
Whether the patients have any pricr familiarity with the physician or practitioner
or any ongoing relationship with the physician or practitioner;

Whether services such as laboratory, pharmacy, x-ray, linear accelerator and
imaging, are or may be available with no free choice of the provider of such
services by the patient;

Whether the entity can continue to function even if the license of its physician or
physicians has, have been or may be suspended or revoked, since the entity can
simply retain another physician or practitioner;

Whether bills and charges are or may be determined by the entity rather than the
individual physicians or practitioners who provide the care or the service;
Whether income distribution is or may be determined by the entity rather than
entirely by the individual physicians or praclitioners who provide the care of
service;

Whether there are present interlocking relationships, corporate relationships or
entities with other health related corporate relationships, entities or properties;
Whether the location and services provided are a small part of a larger entity;
and

Any other information the commissioner, commissioner's designee or deputy
commissioner deems relevant or periinent.

{added effective April 8, 2013}
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Sec. 19a-638-1. Increase In Operating Rooms

Any outpalient surgical facility that increases the number of its operating rooms on and after
October 1, 2010, shall file a notification with the Office indicating the date on which the operating
rooms were added, the number of its operating rooms added and the {otal number of operatmg
rooms including the new operating room or operating rooms.

(added effective April 9, 2013)

Sec. 1%a-638-2. Establishment Of Cardiac Services

Interventionai cardiology procedures that are authorized pursuant to a certificate of need may be

performed by a health care facility or provider and several procedures may be authorized under

_ one certificate of need. A facility that is authorized to provide open heart surgery is authorized fo
provide all of the interventional cardiology procedures listed in section 19a 630-1(5) of the

Regulaticns of Connecticut State Agencies.

{(added effective April 9, 2013)

Sec. 19a-638-3. Replacement Of Imaging Equipment

Any health care facility, person or provider that replaces equipment shall notify the Office of the
date on which the equipment was replaced and the disposition of the replaced squipment
pursuant to section 19a-638 of the Connecticut General Statutes. The notification shall also
include the docket number of the certificate of need or ceriificate of need determination. The
Office shall place the notification in the original file for the corresponding docket number.
(added sffective April 9, 2013)

Sec. 19a-638-4. Determinations

Al requests for determinations as to whether a certificate of need is required shall be submitted to
the Office on a Determination Form, which is available on the Office’s website. The Office shall
not review a request for determination until 2 complete form has been submitted and all required
information has been provided to the Office. Requests for determination may be submitted
glectronically in PDF format or via facsimile.

(added effective April 9, 2013)

Sec. 19a-639a-1. Public Notification Of Certificate of Need Application
Pursuant to seclion 18a-639a of the Connecticut General Statutes, not later than twenty
days prior to the submission of a certificate of need application, the applicant shall publish
notice that an application is to be submitted in a newspaper having substantial circulation in
the area where the project is to be located. An applicant shall file the application not later
than ninety days after publishing notice. The notice shall contain the following information:

{1} A statement that the applicant is applying for a certificate of nead pursuant to

section 19a-638 of the Connecticut General Statutes;

(2) A description of the scope and nature of the project;

{3) The street address where the project is to be located; and

(4) The total capital expenditure for the project,
(added effective April 9, 2013)

Sec. 19a-639%9a-2. Newspapers with Substantial Circulation In Town Where

ProjectIs To Be Located

A list of towns in Connectlicut and the corresponding newspapers of substantial circulation in each
lown are available on the Office’s website. The Office will update the list as necessary.

{added effective April 8, 2013)

Sec. 19a-639a-3. Certificate of Need Application
Current with materials published in Connecticut Law Journal through 09/01/2009
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{d)
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The application shall consist of the following:

(1)  The appropriate application form which should be filled out in its enfirely and all
supporting documents should be attached to the application and referenced as
either an attachment or exhibit in the order in which they appear in the
application for the specific type of proposal, as follows, which are avallable and
may be downfoaded from the Office’s website:

{A) Establishment of a new health care facility as defined in section 19a-630
of the Connecticut General Statutes;
(B) Establishment of an outpatient surgicai facility;

(C) Estabiishment of a freestanding emergency department;

(D) Transfer of ownership of a health care famhty,

(E) Termination of inpalient or outpatient services by a short-term acuie care
general hospital or children's hospital;

{F) Termination of surgical services by an ocutpatient surgical facility or a
facility that provides outpatient surgical services as part of the outpatient
surgery department of a hospital pursuant to section 192-638 of the
Connecticut General Statutes;

(G) Termination of an emergency department by a shori-term acute care
general hospital;

{H) Establishment of cardiac services;

] Acquisition of any of the equipment enumerated in section 19a-638 of
the Connacticut General Statutes;

(J) Increase in licensed bed capacity; and

(K} Increase in operating rooms by an outpatient surgical facility pursuant to

section 19a-638 of the Connecticut General Statutes.

{2) A copy of the notice of the certificate of need application demonstrating that
such notice was published for at least three consecutive days in a newspaper
having substantial circulation in the town in which the project is going to be
located purstiant to section 19a-639a of the Connecticut General Statutes;

{3) A description of the project setting forth the proposal in as much detail as
possible. The description shall reference the applicable requirement for a
certificate of need under section 19a-638 of the Connecticut General Statutes;

{4) The specific.location of the facility, service or equipment;

{5) A detailed description of how the proposal relates to each of the guidelines and
principles enumerated in section 18a-639 of the Connecticut General Statutes
and any supporting documentation; and

{8} All other information as required by the specific application form, which is
available on the Office’s website.

One original and faur copies of the application shalf be submilted fo the Office at 410
Capitol Avenue, MS#13HCA, Hartford, CT 06134. The application shall be accompanied
by the five hundred dollar filing fee pursuant to section 19a-639a of the Connecticut
General Statutes, If the application including attachments or exhibits does not exceed
fifty pages, it may be filed electronically in accordance with subsection (c) of this section.
Applications not exceeding fifty pages may be fited electronically in PDF format. All
applications exceeding fifty pages must be filed in accordance with subsection (b) of this
section.

Applications shall be deemed received on the date and time at which the Office receives
the document or the complete electronic version of the document., Any documents
received after normai busmess hours shall be deemed received on the following business
day.

{added effective April 9, 2013}

Sec. 19a-639a-4. Certificate Of Need - Completeness Review
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(b}

(©)
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Pursuant to section 19a-639a of the Connecticut General Statutes, the Office shall have
thirty days to review the application and request additional information as necessary to
complete the application. The applicant shall have sixty days from the date of the request
to provide responses to the request for additional information and said responses may be
filed electronically in PDF format or via facsimite. If the applicant fails to respond within-
the sixty day time frame, the appiication shall be deemed withdrawn in accordance with
section 19a-639a of the Connecticut General Statutes.

Upon receipt of the responses, the Office shall have thirty days to review the responses
and make a determination with respect to whether the application is complete or if further
information is needed. If additional information is sought, the applicant shall have
another sixty days to respond. If the applicant fails to respond within the sixty day time
frame, the application shall be deemed withdrawn in accordance with section 19a-639a of
the Connecticut General Statutes,

The review cycle describaed above shail cont:nue until the Office deems an application
complete.

{added effective April 9, 2013)

Sec. 19a-63%a-5. Certificate Of Need Review Period

(@)

(b)

Pursuant {o section 19a-639a of the Connecticut General Statutes, the ninety day review
period for a completed appiication shalf begin on the date the Office posts notice of the

" completed application on its website. No later than seven days after the thirty day review
period for completeness has expired, the Office shail post notice of the completed
application on its website. The Office shall also provide notice to the applicant that its
application is complete via first class mail, facsimile or electronic mail and this notice shall
include the date on which the ninety day review period expires. The posting on the Office
website shall serve as notice to any interested members of the public.

Extensions of the Review Period

(1) The Office may extend the review period for good cause for a total of sixty days
in accordance with section 19a-639a of the Connecticut General Statutes. If the
Office extends the review period, the Office shall provide notice to the applicant
that review has been extended via first class mail, facsimile or efectronic mail and
this notice shall include the date on which the review period expires.

(2) Where a public hearing is held pursuant to sectlion 19a-639a of the Connecticut
General Statutes, the review period shall be extended for another sixty days after
the date on which the public hearing record is closed. The Office shall notify the
applicant of the date on which the public hearing record is closed via first class
mail, facsimile or electronic mail and this notice shall include the date on which
the review period expires.

{added effective April 9, 2013)

Sec. 19a-639a-6. Notice Of Public Hearing

The Office shall provide notice of the date, time and place of the pubtic hearing in a newspaper
having substantial circulation in the town in which the project is to be located not less than two
weeks prior to the date of the hearing pursuant to section 19a-639a of the Conneclicut General
Statutes. The Office shall also provide a copy of the notice via first class mail, facsimile or
electronic mail to the applicant and any individuals or entities that have requested a hearing
pursuant to section 19a-639a of the Connecticut General Statutes. Additionally, the Office shall
post the notice of public hearing on its website,

{added effective April 9, 2013)

Sec. 19a-639b-1. Expiration and Extension Of Certificate Of Need
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(a) A certificate of need shall expire two years from the date of issuance by the Office unless
the appiicant has requested an extension of the certificate of need at least thirty days in
advance of the expiration of the certificate of need pursuant to section 19a-839b of the
Connecticut General Statutes.

(b) At a minimum, a request for an extension of a cerlificate of need shall contain the
following:

(1) . A detailed description of any change in the cost, configuration, services or scope
of the project;

2) A detailed description and documentation of any progress on the project
including preparation of construction drawings, securing of necessary funds and
building permits and commencement of any construction; .

3) An estimated timetable for commencement and completion of all remaining
components of the project; and

{4) Documentation of an extenuating circumstance, including, but not limited to,
delays occasioned by negotiations with vendors or coniractors, beyond the
control of the appiicant that prevented the applicant from completing the project
by the expiration date.

(c} The following criteria shall be used to determine whether an extension will be granted to
the applicant:

)] Site procurement: The applicant shall have made progress toward permanent
acquisition of the intended site for the project.

(2) Financial status: The applicant shall be able o provide documentation regarding
finalizing any necessary loans or lease purchase arrangements.

{3) The applicant shall provide reasonable assurance that the project will be under

construction or implemented within the requested extension time frame.
(added effective April 8, 2013)

Sec. 19a-639b-2. Non- transferability Of The Certificate Of Need

A certificate of need is non-transferable. A certificate of need or rights thereunder may not be
sold, assigned, leased, fransferred, mortgaged, or pledged. Any attempt to transfer a certificate
of need shall result in the immediate voiding of the certificate of need.

(added effective April 8, 2013)

Sec. 19a-639c-1. Relocation Of A Heaith Care Facility

{a) Pursuant to section 19a-639¢ of the Connecticut General Statutes, any health care facility
that proposes to relocate its facility, shall submit a letter requesting that the Office make a
determination as to whether a certificate of need is required. A form for the relocation of
a health care facllity, which shali be submitted with such lelter, is available on the Office’s
website,

{b) Based upon the information submitted by the applicant, the Office shall determine
whether there has been substantial change in the payer mix or the population served by
the health care facility that proposes to relocate. The applicant shall provide the
percentages of fotal patient volume by payer source prior {o the relocation and following
the relocation.

{added effective Aprii 9, 2013)

Sec. 19a-639c¢-2. Certificate Of Need For Relocation

Any health care facility that proposes to relocate its faclility and is unable to demonstrate to the
satisfaction of the Office that the relocation will not result in a substantial change in the payer mix
or population served shall file a certificate of need for the establishment of a new health care
facility pursuant to section 19a-638 of the Connecticut General Statutes.

{added effective April 8, 2013)
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Sec. 19a-639e-1. Termination Of A Health Care Facility

(a)

(b)

Any health care facility that was authorized through a certificate of need shall provide

notice that it is terminating services not later than sixty days prior to the termination. The

notification shall contain the following:

{1} The name and location of the health care facility;

() Reason for closing the facility;

(3) Other facilities where patients may be able to obtain the services that are
currently provided by the facility that intends to close; and

(4) Date on which the facility will be closed.

Any health care facility that was not authorized through a cerificate of need and intends

to close the facility shall notify the Office not tater than sixty days prior to the termination

of the facility. The notification shall contain the following:

(1) The name and location of the health care facility;

(2) Reason for closing the facility that intends to close;

(3) Other facilities where patients may obtain the services that are currently provided
by the facility that intends to close; and

(4) Date on which the services will no longer be provided or on which the facility will
be closed.

{added effective April 9, 2013)

Sec. 19a-63%e-2. Termination Of Services Provided By A Health Care
Facility

C)

(b)

Unless otherwise required to file a certificate of need application pursuant to the

provisions of section 19a-638 of the Connecticut General Statutes, any health

care facility that intends to terminate a service or services which were authorized

pursuant to a certificate of need shall file a modification of the original certificate

of need on the forms available on the Office’s website. The applicant shail

provide the following information to the Office:

{1} The service or services that the facility wif no longer provide;

(2) The reasons that the facility will no longer provide the service or
services;

(3) Other facllities where the patients may obtain the service or services
which the facility will no ionger provide; and

(4} The date on which the service or services will be terminated.

Any heatth care facility that intends to terminate a service or services which were

not authorized pursuant to a certificate of need shall notify the Office not later

than sixty days prior to the termination of the service or services. The nofification

shall contain the following:

(1 The service or services that the facility will no longer provide;

{2) The reason that the facility will no longer provide the service or services;

3) Other facilities where the patients may obtain the service or services
which the facility wiil no longer provide; and

4) The date on which the service or services will be terminated.

{added effective April 8, 2013)

Sec. 19a-643-207 Rules Of Practice

The Office of Health Care Access division of the Department of Public Health shall follow
the Rules of Practice under section 19a-9-1, et seq., of the Regulations of Connecticut
State Agencies.

(added effective Aprit 9, 2013)
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Sec. 19a-643-208 Consolidation Of Proceedings

Proceedings involving related questions of law or fact may be consolidated at the
direction of the commisstoner, the commissicner's desighee or a presiding officer.

{added effective April 9, 2013)

Sec. 19a-653-1. Notification Of A Civil Penalty

The commissioner or the commissioner's designee, prior to the imposition of any civil
penalty under section 19a-653 of the Connecticut General Statutes, shall notify any
facility, institution or person subject to such civil penalty in accordance with section 19a-
853 of the Connecticut General Statutes.

{added effective April 9, 2013)

Sec. 19a-653-2. Civil Penalty — Request For Hearing

Pursuant to section 18a-653 of the Connecticut General Statutes, any health care facility
or person to whom the notice of civil penalty was addressed may request a hearing to
contest the imposition of the civil penalty. The Office shall notify the health care facility
or person of the date, time and place of the hearing, not later than ten days after the
Office's receipt of the request,

(added effective April 9, 2013)

Sec. 19a-653-3. Civil Penalty — Request For Extension Of Time
(a) A request for an extension of time within which to file required data or information
shall contain the following:

(1) The reason why the health care facility or person was unable to comply
with the original due dale; and
{2} The date on which the information or data will be fiied.
{H) In reviewing the request for an extension of time, the Office shall consider the
following:
(1) Any extenuating circumstances that prevented compliance with the

original due date;

(2) Demonstration of a good faith effort to comply with the appropriate
statute, act, order, or regulations; _

{3} Past history of compliance with the submission of data or information
requirements;

(4) The length of the delay in filing;

(5) The degree of incompleteness or inaccuracy; and

(6) Any other relevant criteria.

19a.67

(c) if the request for an extension of time is granted, it shall be granted to a date certain.
Failure to submit the required data or information by that extended date may resuit in the
imposition of a civil penalty beginning on the day afler the extended due date., The civil
penalty shall become effective upon the expiration of the time extension and OHCA shall

provide notice of the same to the person or heaith care facility.
{added effective Aprii §, 2013)

Sec. 19a-653-4. Rescission Of Civil Penalty

Upon receipt of the data or information or the filing of a certificate of need, the Office may rescind

the civit penalty in whole or in part,
{added effective Aprit 9, 2013)
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Sec. 19a-643-1 to 19a-643-110 [Repealed]
(Repealed effective April 8, 2013)

Sec. 19a-643-111 to 19a-643-199. [RESERVED]

Sec. 19a-643-200. General purpose

Each hospital subject to Chapter 368z [FN1}, including, but not limited, to sections 19a-613, 19a-
637a, 19a-643, 19a-644, 19a-649, 19a-673c, 19a-676 and 19a-681 of the Connecticut General
Statutes, shall be required to submit certain financial information and statistical data annually to
the Office of Health Care Access for its review.

Nothing in sections 19a-643-200 through 19a-643-206, inclusive, shall be interpreted as
preventing the office from reviewing any financial or statistical reporting requirement in carrying
out its mandate under Connecticut laws. ‘

{Added effective July 1, 1991; Amended effective November 1, 2007, formerly 19a-167g-51.)

Sec. 19a-643-201. Definitions

(a) The definitions provided by section 19a-630, of the Connecticut Generat Statutes and
seclions 19a-643-10 and 19a-643-11 of the Reguiations of Connecticut State Agencies,
except as otherwise noted, shall govern the interpretation and application of sections
19a-643-200 to 19a-843-208, inclusive.

(b} The following definitions shall apply to the review by the office of all matters concerning
hospital financial information or statistical data reporiing requirements, as applicable:

(H

2

4
&
(6)

(7).

"Affillate" means a person, entity or organization controlling, controlled by, or
under commoen control with another person, entity or organization, including but
not limited to parent corporations, holding companies, related entities, joint
ventures and partnerships. Factors to be considered include: common ownership
of fifty or more percent; shared boards of directors; purpose; and whether an
entity operates for the benefit of others. Control exists where an individual or
organization has the power, directly or indirectly, to direct the actions or policy of
an organization or entity. A person, entity or organization may be an affiliate for
purposes of a particular project;

"Ambulatory payment classification” or "APC" means the system of classifying
outpatient department (OFD) services reimiursed under the Medicare program
prospective payment system for hospital outpatient services as set forth in 42
USC 1833 (t) as from time to time amended;

"Bad debts” means the year-end adjustment to a hospital's allowance for doubtful
accounts due to the non-reimbursement of services rendered to patients from
whom reimbursement was expected, resulting in the recording of bad debt
expense. Bad debts exclude any financial activity not associated with patient
accounts recelvable;

"Base year" means "base year" as defined in section 19a-659 of the Connecticut
General Statutes;

"Board-designated funds" means the unrestricted funds available for specific
purposes or projects;

"Budget year" means the twelve month fiscal period subsequent to {he current
year or base year beginning October 1% and ending the following September 30",
If John Dempsey Hospital of the University of Connecticut Heallh Center elects to
operate and report on a state fiscal year basis, the budget year for that hospital
shall be the twelve month period subsequent to the current year or base year
beginning July 1* and ending the following June 30™;

"By" means budget year;

Current with materials published in Connecticut Law Journal through 09/01/2009
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(14)

(15)
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"Capital expendilures" means the expenditures for items which, at the time of
acquisition have an estimated useful life of at least iwo years and a purchase
price of at least $5,000. In addition, capital expenditures shall include
expenditures of at least $10,000 for groups of related items with an expected life
of more than two years, which are capitalized under generally accepted
accounting principies. Such items shall include, but not be limited to, the
following:

{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 essentiai to the acquisition,
improvement, expansion or replacement of plant or equipment or any
combination thereof;

{C) Leased assets. The purchase price for leased assets shall be the fair
market value of the leased assets at the time of lease as determined by
the office;

(D) Maintenance expenditures capitalized in accordance with generalily
accepted accounting principles or provided for as part of any jease, lease
purchase agreement, purchase contract, or similar or related agreement;
and

(E) Deonated Assets. Donations of property and equipment, which under
generally accepted accounting principles are or would narmally be
capitalized at fair market value at the date of contribution if purchased
rather than donated;

"Case mix" means the average of inpatient cases, as differentiated by DRG,

treated by a specific hospital during a given fiscal year;

"Case mix index" means "case mix index" as defined in section 192-659 of the

Connecticut General Statules;

"Champus or Tricare" means "Champus or Tricare” as defined in section 19a-659

of the Connecticut General Statutes;

"Charity care” means free or discounted health care services rendered by a

hospital to parsons who cannot afford {o pay, including but not limited to, care to

the uninsured patient or patients who are not expected to pay all or part of a

hospital bill based on income guidelines and other financial criteria set forth in

stalute or in a hospital's charity care policies on file at the office. Bad debts,
courtesy discounis, contractual aflowances, self pay discounts, and charges for
heaith care services provided to employees are not Included under the definition
of charity care;

"Confractual allowances" means the difference between hospital published

charges and paymenis generated by negotiated agreemenits for a different or

discounted rate or method of payment. Charity care and bad debts are not
included under the definition of contractual allowances;

"Cost center" means an expense classification, which identifies the salary, non-

salary and depreciation expenses of a specific department or function. in

addition, cost centers may be established to identify specific calegories of
expense such as interest, malpraclice, leases, buliding and building equipment
depreciation;

"Current year" means the fiscal year consisting of a twelve month period, which

is presently underway and which precedes the hudget year, Also referred o as

the base year;

"CY" means current year;

"Discharge" means any patient who was discharged on a date subsequent to the

date admilted io the hospital for treatment as an inpatient; except that it shall also
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mean such patient was admitted and discharged on the same day where such
patient;

(A) Died; or

(B} Left against medicai advice; or

{C) Was formally released from the hospital.

For purposes of this definition, patients transferred between an exampt unit and
any non-exempt inpatient unit shall be considered discharged and readmitied;
"DRG" means Diagnosis Refated Group;

"Endowment funds" means funds in which a donor has stipulated, as a condition
of his or her gift, that the principal amount of the fund is to be maintained
inviolate and in perpetuity, and that only income from investments of the fund
may be expended;

"Equivalent discharges" means the result of muitiplying inpatient discharges
times the ratio of {otal gross revenue to inpatient gross revenue;

"Exempt inpatlent" means a psychiatric inpatient or a rehabilitation inpatient

. treated in a unit meeting the criteria set forth in 42 CFR 412.22(e), as from time

to time amended;

"Exempt Psychiatric Unit or Exempt Rehabilitation Unit" means respectively, an

inpatient psychiatric unit or an inpatient rehabilitation unit of a general hospital

that has been determined by Medicare as meeting the criteria set forth in 42 CFR

412.22(e), as from time {o time amended;

"Fiscal year" means:

{A) For each acute care general and children's hospital, the fiscal year
consisting of a twelve month period commencing on October 1st and
ending the following September 30th; or

(B} For John Dempsey Hospital of the University of Connecticut Heaith
Center, the hospital may elect to report on the basis of the hospital fiscal
year defined in subparagraph (2}, or may elect to operate and report to
the office based on the state fiscal year consisting of a twelve month
period commencing July 1st and ending the following June 30th. If John
Dempsey Hospital chooses to operate and report to the office on a state
fiscal year basis, the hospital shall comply with the provisions of section
19a-643-206 of the Regulations of Connecticut State Agencies as a
continuing condition for qualifying to select or maintain the option of
operating and reporting on a state fiscal year basis;

"Funded depreciation” means funds specifically set aside for the replacement of

capital assets;

"FY" means fiscal year;

"Government discharges” means discharges for which the principal payer is

Medicare including Medicare sponsored managed care organizations, medical

assistance including Medicaid and medical assistance sponsored managed care

organizations, and Champus or Tricare. A discharge will be classified as a

government discharge, if Medicare, medical assistance including medicaid,

Champus or Tricare is responsibie for a majority of the cost of service rendered

to the patient;

"Gross inpatient revenue” means the total gross patient charges for hospital

Inpatient services consistent with medicare principles of reimbursement;

"Gross outpatient revenue” means the total gross palient charges for hospital

outpatient services consistent with medicare principles of reimbursement;

"Gross revenue" means "Gross revenue” as defined in section 19a-659 of the

Connecticut General Statutes;

"Heaith insurance Portability and Accountability Act of 1998" or "HIPAA" means
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Pub. L. 104-191that, among other things, provides each person protections for
maintaining health insurance when changing employment, coverage for
preexisting conditions, and confidentiality of patient medical records;

"Hospital" means a health care facility or inslitution licensed by the Department of

Public Heaith to provide both inpatient and outpatient services as one of the

foliowing: :

{A) A general hospital licensed by the Department of Public Health, including
John Dempsey Hospital of the University of Connecticut Health Center,
as a short-term, acute care general or chiidren's hospital; or

(B) a specialty hospital licensed by the Department of Public Health as a
chronic disease hospital that provides inpatient psychiatric, rehabilitation
or hospice services;

"Inpatient non-exempt" means inpatients who are not patients in an exempt

psychiatric unit or exempt rehabilitation unit;

"Managed care organization" means a "managed care organization" as defined in

section 38a-1040 of the Connecticut General Statutes, or an eligible organization

as defined by Medicare in 42 USC 1395mm (b) as from time to time amended,
and which can also include health maintenance organizaticns (HMOs) and
preferred provider organizations (PPOs);

"Medicaid" means the federal and state health insurance program established

under Title XIX of the Social Security Act [FN1] to provide medical assistance on

behalf of families with dependent children and for aged, blind, or disabled
individuals, whose income and resources are insufficient to meet the costs of
necessary medical services, and which is administered by the Department of

Soclal Services pursuant to Chapter 319v [FN2] of the Connecticut General

Statutes;

"Medical assistance" means "medical assistance" as defined in section 19a-659

of the Connecticut General Statutes;

"Medical assistance underpayment” means "Medical assistance underpayment”

as defined in section 19a-659 of the Connecticut General Statutes;

"Medicare" means the federal health insurance program provided for the aged

and disabled in 42 USC 1395 through 42 USC 1995 ccc, inclusive, as from time

to time amended;

"Medicare Cost Report" means Form 2552, the provider reimbursement report,

any successor form and all supplemental schedules and attachments required to

be filed annually pursuant {o 42 CFR 413.20 (b) as from time to lime amended;

"Medicare principles of reimbursement” means the reimbursement principles

provided in 42 CFR 413, and unless cited as of a specific date, shall incorporate

any subsequent amendments;

"Net revenue" means "net revenue" as defined in section 19a-659 of the

Connecticut General Statutes;

"Nongovernmental” means any commercial or private payer and includes, but is

not limited, to managed care organizations, health maintenance organizations

(HMOs} and preferred provider organizations (PPOs);

"Non-operating revenue" means unrestricted revenue not directly derived from

patient care, related patient services, or the sale of related goods and services,

Non-operating revenue is further classified as revenue derived from either

philanthropic or non-philanthropic sources;

"Non-recurring items" means items from a base year or budget year that are not

expected to occur again in the next fiscal year;

"Office” means the Office of Health Care Access;

"Operating expense” means the expenses necessary to maintain the functions of

the hospital including, but not limited to, any collection agency or debt collection
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expenss;

"Other operating revenue" means revenue from non-patient goods and services.

Such revenue should be normal to the operation of a hospital but should be

accounted for separately from patient revenues and includes, but is not limited to,

the following: revenue from gifts, grants, parking fees, recovery of siiver from x-

ray film, fees from educational programs, rental of health care facility space,

sales from hospital gift shops, cafeleria meals, subsidies specified by the donor
for research, educationat or other programs, revenues restricted by the donor or
grantor for operating purposes, and net assets released from restrictions. Bad
debt recoveries shall not be considered to be other operating revenue;

"Quthier" means a medicare case for which a federal intermediary has issued an

additional payment beyond the applicable federal prospective payment rate as

prescribed by the medicare program;

"Cutiier revenue” means the total revenue recejved by a hospital during a

reporting period for all types of Medicare outliers;

"Parent corporation” means a corporate holding company or a hospital heaith

system that controls through its governing body a hospital and the hospital's

affiliates;

"Payer classifications” means payers in the following categories:

{A) Nongovernmental: includes commercial and private payers;

{B) Champus or Tricare;

{C) Medicaid: includes medicaid contracted through medicaid managed care
organizations;

(D) Medicare: includes medicare administered through designated fiscal
intermediaries and carriers and medicare contracted through managed
care organizations;

(E) Total medical assistance: includes medicald and the state administered
general assistance program contracted through general assistance
managed care organizations;

(F) Other government payments: includes payments identified in 42 USC

through 42 USC 710, inclusive, as from time to time amended;

{G) Uninsured: includes individuals with no insurance; and

(H) Other;

"Payer mix" means the proport:onate share of itemized charges atlributable to

patients assignable to a specific payer classification to total itemized charges for

ali patients;

"Plant replacement and expansion funds" means funds donated for renewal,

expansion or replacement of existing plant or a portion of existing plant;

"Preferred provider organization (PPQO)" means a managed care organization,

which provides health care coverage through feasing of contracts made with

health care providers to insurers and employers for a fee, and which performs
utilization review services;

"Related corporation” means a corporation that is related fo a hospital where the

corporation is an affiliate or where the hospital has an ownership interest of ten

per cent or more in the corporation or where the corporation has an ownership
interest in the hospital of ten per cent or more;

"Restricted funds" means funds temporarily or permanently restricted by donors

for specific purposes. The term refers to specific purpose funds and endowment

funds;

"Retained earnings” means the portion of stockholders’ equity that accounts for

the increase or decrease in contributed or paid-in capital due to net income, net

losses and dividends paid;

"Self-pay discount” means the amount discounted by a hospitat from its
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published charges for, inctuding but not limited to, an uninsured or underinsured
patient from whom reimbursement is expected, as determined by the patient not
having met the income guidelines and other financial criteria from the hospitai's
charity care policies on file at the office;

"Specific purpose funds” means funds restricted externally by a denor, or
otherwise, for a specific purpose or project. Board-designated funds do not
constilute specific purpose funds;

"Stockhoiders’ equily" means the claims of ownership equity in an entity also
known as contributed or paid-in capital, and retained eamings;

"Temporarily restricted funds" means donated funds which by the terms of the
gift become available either for any purpose designated by the governing board
ar for a specific purpose designated by the donor upon the happening of an
event or upon the passage of a stated period of time,;

"Third party payer” means a governmental agency, or, private nongovernmental
entity that is lable by virtue of state or federal law or regulation or a conifract to
pay for all or a part of the cost of a patient's hospitalization or ambulatory
services;

"Uncompensated care" means "Uncompensated care” as defined in section 19a-
659 of the Connecticut General Statutes;

“Uninsured patient" means a patient who is without health insurance for whom
the payer responsible for payment of the bill for hospital services rendered is the
patient, the patient's parent or guardian or another responsible person, who is not
a third party payer and who is not subsequently reimbursed by another payer for
the cost of any of the services rendered to the patient. A patient shall not be
classified as an uninsured patient, if such subsequent reimbursement takes
place;

*Unrestricted funds" means funds which bear no external restrictions as {o use or
purpose and which can be used for any purpose, as distinguished from funds
restricted externally for specific operating purposes, for plant replacement and

" expansion, or designated as endowment funds;

"Volume" means the quantity of specified inpatient or outpatient utilization
statistics; and

“Working capital" means current assets excluding funds commitied for the
retirement of long term debt, minus current liabilities excluding the current portion
of long term debt. Ali amounts due to or from other funds, affiliates or related
organizations may be considered as current assets or current liabilities. The
current portion of iong term debt is excluded from this definition because it is
treated separately in reviewing financial requirements,

{Added effective December 27, 1991; Amended effective November 1, 2007, formerly
19a-167g-55; Subsection 23 amended effective April 9, 2013)

Sec. 19a-643-202. Consistency

Unless otherwise specified, all financial information and statistical data submitted to the office in

compliance with sections 19a-643-200 through 19a-643-2086, inclusive, of the Regulations of

Connecticut State Agencies shall be prepared in accordance with the following principles:

(a) "Consistency” means continued uniformity of reporting during a reporting period and from
one reporting period to another in methods of accounting, valuation bases, methods of
accrual and deferral, and statistical units of measure such as diagnosis related group
relative weights. Any change in accounting procedures other than to comply with the filing
requirements as prescribed by the office, which resuits in a lack of consistency and which
is material in nature, must be brought to the attention of the office in a cover letter which
will accompany the hospital's submission. The cover letter shall include both a description
and analysis of the impact that such accounting change has on the data submitted.

Current with materials published in Connecticut Law Journal through 09/01/2009
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(b) "Depreciation policies" means the determination of the estimated useful life of a
depreciable asset in its'normal operating or service life. The useful lives of hospital
assets shali be based on the most recent American Hospital Association's useful life
guidelines for depreciable assets.

(Added effective April 20, 1990; Amended effactive November 1, 2007, formerly 19a-
167g-52.) :

Sec. 19a-643-203. Pricemaster

{a) A pricemaster, also known as a chargemaster, is the detailed schedule of all hospital
charges that is required to be on file with the office in accordance with section 19a-681 of
the Connecticut General Statutes.

{b) - Each acute care general or children's hospital shafl file its most current pricemaster with
the Office and shail be responsible for maintaining its accuracy and filing it in a timely’
manner. A hospital may start to charge for new drugs, supplies, tests and procedures that

-were not listed on its last hospital pricemaster filed with the office.
(Added effective April 20, 1990; Amended effective November 1, 2007, formerly 19a-
167g-54.)

Sec. 19a-643-204. Filing of pricemaster data

(a) Each acute care general or children's hospital shall file with the office a copy of the
pricemaster that was in effect on the last day of the month by no later than the fifieenth
calendar day of the following month, which shall include all new or revised charges not
previously reported to the office. Pricemaster data shall be flled in an electronic format
and medium specified by the office.

(b) Each pricemaster shall contain the following:

(1) A column for an item code number which shall uniquely identify each item in the
pricemaster and shall be consistent with the ltem code utilized on the hospital's
detailed patient bills. This column shall be |absled "ltem Code";

(2) A column for an item description which shall uniquely describe each item in the
pricemaster and shalf be consistent with the item description uilized on the
hospital's detailed patient biills. This column shall be labeled "ltem Description™
and

(3) A column for the item price in effect as of the fast day of the month for which the
pricemaster is applicable. This column shall be labeled "ltem Price”.

(c) All pricemasters shall be filed with the office electronically in a format prescribed by the
office. Each filing shall be accompanied by a cover letter that includes the month and
year when the pricemaster took effect, the name of the file or files, and the name of the
program used,

(d) A hospital may be subject to a civil penalty of $500 per occurrence assessed by the office
in accordance with section 19a-681 of the Connecticut General Statutes, if the hospital is
found not to be in compliance with this section.

(Added effective April 20, 1990; Amended effective November 1, 2007, formerly 19a-

167g-90.)

Sec. 19a-643-205. [Repealed]
{Repealed effective April 8, 2013)

Sec. 19a-643-206. Annual reporting and twelve months actual filing
(a) Applicability to hospitals:
{1} Each acute care general or children's hospital subject to the provisions of section
19a-644(a) of the Connecticut General Statutes shail report to the office by

Current with materials published in Connecticut Law Journal through 09/01/2009
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February 28" of each year with respect to its operations for the most recently
completed fiscal year in such form as the office may require; and

Each specialty hospital subject io the provisions of section 18a-644(d) of the
Connecticut General Statutes shall report to the office by the end of the fifth
month after the hospital's fiscal year ending date, The speciafly hospital shall
submit audited financial statements that are general purpose financial
statements, which express the unqualified opinion of an independent certified
public accounting firm for the most racently completed fiscal year for the hospital,
or audited consolidated financial statements for the hospital's parent corporation
and consolidating financial statements that at 2 minimum contain a balance sheet
and statement of operations and that provide a breakout of the hospital's and
each affiliate's numbers with a report of independent accountants on other
financial information,

Content of Annual Reporting: The hospital's annual report for the most recently
completed fiscal year shall consist of the following required information components to be
submitted annually to the offlce by February 28" in accordance with sections 19a-509b
{f), 19a-644, 19a-649 and 19a-673c¢ of the Connecticut General Statutes:

(1)

@)

(3)

{5

Audited financial statements that are general purpose financial statements, which
express the ungualified opinion of an independent ceriified public accounting firm
for the most recently completed fiscal year for the hospital, each of its affiliates
except for those affiliates that were inactive or that had an immaterial amount of
total assets, and the hospital's parent corporation that include the following:

{A) A separately bound original submitted by an independent certified public
accounting firm and aiso a PDF version in Adobe Acrobat of all audited
financial statements submitted;

{B) A note in the hospital’s audited financial statemenis that identifies
individual amounts for the hospital's gross patient revenue, allowances,
charity care and net patient revenue;

<) Audited consolidated financial statements for hospitals with subsidiaries
and consolidating financial statements that at a minimum contain a
halance sheet and statement of operations and that provide a breakout
of the hospital's and each subsidiary's numbers with a report of
indepandent accountants on other financial information; and

(D) Audited consolidated financial statements for the hospital's parent
corporation and consolidating financial statements that at a minimum
contain a balance sheet and statement of operations and that provide a
breakout of the hospital's and each affiliate's numbers with a report of
independent accountants on other financial informalion;

The Medicare cost report for the most recently completed fiscal year, as filed in

electronic media format, and any final audited Medicare cost reports for prior

fiscal years submitted on paper, which have not been previously submitted to the
office;

The most recent legal chart of corporate structure including the hospital, each of

its affiliales and subsidiaries and its parent corporation, duly dated;

Separate current lisis of officers and directors for the hospital, each of ils

affiliates and its parent corporation as of the February 28" annual reporting

submission date; .

A report that identifies by purpose, the ending fund balances of the net assets of

the hospital and each affiliate as of the close of the most recently completed

fiscal year, distinguishing between donor permanently restricted, donor
temporarily restricted, beard restricted and unrestricted fund balances. The
hospital's interest in its foundation shall be deducted from the foundation's total
fund bafance:

Current with materials published in Connecticut Law Journal through 09/01/2009
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(12)
(13)

(14)

(15)

(19)

(17)
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A report that identifies all transactions between the hospitat and each of its
affiliates during the most recently completed fiscal year including, but not limited
{o, the amount of any transfers of funds, transfers of assets, and sales/purchases
of services or commodities, and afl fransactions between affiliates;

A report that identifies all expenditures incurred by each affiliate for the benefit of
the hospital, e.g., subsidized housing for staff, during the most recently
completed fiscal year, and the amount of any such expenditures;

A report that identifies all commitments or endorsements entered into by the
hospital for the henefit of each affiliate;

The total number of discharges and the related number of patient days by town

" of origin, based on zip code and diagnostic category for the most recently

completed fiscal year accounting for 100 percent of total discharges and related

patient days;

The average length of stay and length of stay range by diagnostic category, age

grouping and expected payer source;

The total number of discharges to a residence, a home health agency, ancther

hospital, a skilled nursing facility, an intermediate care facility and to all other

locations;

The total number of inpatient surgical procedures by diagnosis, principal surgical

procedure and age grouping wilth the related number of cases and patient days;

Outpatient surgical procedures including ambulatory surgery by principal surgical

procedure and age grouping with the related number of cases. For purposes of

this section, ambufatory surgery is defined as surgicai patient admissions
discharged prior to the midnight census on the day of admission after the patient
has undergone a surgical procedure requiring the use of a fully equipped
operating room, i.e. one equipped o administer general anesthesia, whether or
not the patient is admitted to a discrete ambulatory or same day surgery unit;

Case mix and revenue support schedules in a format acceptabie to the office.

Case mix shall be reported by identifying the number of discharges in each DRG.

Revenue support scheduies shall include identification of gross charges by payer

classification for each DRG;

Information concerning uncompensated care that includes a copy of the

hospital's polictes and procedures related to charity care and bad debts that were

in effect for the hospital's most recently completed fiscal year;

A report idenlifying all donations and funds, which are or have been restricted for

the care of indigent patients at the end of the most recently completed fiscal year.

The report shall include, but is not limited to, information which identifies the

principal balance and all earned income for the previous year, as well as,

projected interest income expected to be earned during the current fiscal year;

A report from each hospital that holds or administers one or more hospital bed

funds that is maintained and annually compiled by the hospital for the most

recently completed fiscal year, and that is permanently retained by the hospital
and, upon the office's request, provides the following fiscal year information:

{A) the number of applications for hospital bed funds;

(B} the number of patients receiving hospital bed fund grants and the actual
amounts provided to each patient from such funds;

(C) the fair market value of the principal of each individual hospital bed fund,
or the principal attributable to each bed fund if held in a pooled
investment;

(D) the total earnings for each hospital bed fund or the earnings attributable
to each hospital bed fund;

(E) the dolfar amount of earnings reinvested as principal, if any; and

(F) the dollar amount of earnings available for patient care;

Current with materials published in Connecticut Law Journal through 09/01/2009
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(19)
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A report that provides the following hospital debt collection information:
{a) whether the hospital uses a collection agent to assist with debt collection;
{b) the name of any collection agent used by the hospital;

(c) the hospftal's processes and policies for assigning a debt to a collection
agent and for compensating such collection agent for services renderad,
and .

(d) the recovery rate on accounts assigned to collection agents, exclusive of

Medicare accounts, for the hospital's most recently complsted fiscal year;

A report listing the safaries and fringe benefits for the ten highest paid posilions

in the hospital. Each position shall be idenfified by its complete, unabbreviated

titte. Fringe benefits shall include all forms of compensation whether actual or
deferred, made to or on behalf of the employee whather full or part-time. Fringe
benefits shall include but not be limited to the following:

(A) The cost io the hospital of all health, life, disability or other insurance or
benefit plans;

{B) Tha cost of any employer payments or liability to employee retirement
plans or programs;

{C) The cost or value of any bonus, incentive or longevity plans not included
under normal salary reporting guideiines;

(D} The cost or value of any housing, whether in the form of a house,
apartment, condominium, dormitory or room of any type, whether full-
time or only availabte for part-time use, if subsidized in full or in part by
the hospital and not located directly within a hospital building offering
direct patient care; .

(E} The fair market value of any office space, furnishings, telephone service,
support service staff, support service equipment, billing or collection
services or simifar benefits provided to any person for use when seeing
non-hospital or private patients or clients. This value shall be prorated
based on the total number of hospital and non-hospital patient billing
units or provider man-hours involved. For purposes of this subparagraph,
if both hospital and non-hospital clients are served from the same
location, hospital patients are defined as patients who are billed directly
by the hospital for the service provided and for whom the hospitai refains
the full payment received as part of its gross operating revenue;

{F) the fair market value of the cost or subsidy of the use of any automobile,
transportation tickets or passes, free or reduced parking, travel
expenses, hotel accommodations, elc.; and

{G) Any items of value avaliable to employees and not specifically listed
above;

A report containing the following:

{A) The full name of the hospital and each joint venture, partnership and
reiated corporation affiliated with the hospital;

(B) The name and address of the chief executive officer of the hospital and
each affiliate listed under this subdivision;

{C) ‘The name and address of the Connecticut agent for service for the
hospital and each afiiliate listed under this subdivision; and

(o A brief description of what each affiliate is, does or proposes to do and
the type of services provided or functions performed;

A report containing the salaries and the fair market value of any fringe benefits

paid to hospital employees by each joint venture, parinership and related

corporation, either directly or indirectly, and by the hospital to the employees of
any of its affiliates. Indirect payments include, but are not limited to, payments
made to each affiliate. For purposes of this section, a hospitai employee is
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anyone who provides a service, which incurs an expense for the hospital; and
A report of all transfers of assets, transfers of operations or changes of control
involving the hospital's clinical or nonclinical services or functions from the
hospital to a person or entity organized or operated on a for profit basis.

Content of Twelve Months Actual Filing. The hospital's twelve months actual filing for the
most recently completed fiscal year shall consist of the following required information
components to be submitted annually to the Office by March 31 in accordance with
sections 19a-648 and 19a-676 of the Connecticut General Statutes:

)
2
3
(6)
®)
@)

&)

&)

(10

(11

(12)

(13}

Medicare managed care inpatient and outpatient charges, payments, discharges
and patient days by payer;

Medicaid managed care and medical assistance non-managed care inpatient
and outpatient charges, payments, discharges and patient days by payer;
Charity care, bad debts and total uncompensated care;

Non-government payers' discount percentages, gross revenue, confraciual
allowances and payments either in total or by payer;

Operating revenue and expenses including, but not limited to, gross revenue,

.deductions from gross revenue, other operating revenue, operating expenses

and non-operating revenue;

Discharges by DRG and the calculation of case mix adjusted discharges and
case mix index;

Inpatient and outpatient utilization statistics by service including licensed and
staffed beds and percentage of occupancy, inpatient gross revenue and
utilization statistics by payer, outpatient gross revenue by paver, total full time
equivalent employees, and other services utilization statistics;

Data inpuis from hospital external source reports and external and internal

- source data reconciliations that include the reconciliation of data items from

inputs of specific balance sheet, statement of operations and utilization statistics
information and any other data contained in the hospital's most recent Medicare
cost report and audited financial statements;

A summary of gross revenue, net revenue, other operating revenue, revenue
from operations, operating expenses, utilization statistics, case mix index, full
time equivalent employses and related statistical anaiyses;

Data inputs for Inpatient and outpatient accrued charges and payments, payer
mix, accrued discharges and patient days, average length of stay, case mix index
and other required data elements used to calculate the disproportionate share
hospital program underpayment calculations;

A summary of inpatient and outpatient accrued charges and payments, accrued
discharges, case mix index, other required data elements and a net revenue
reconciliation to net revenue as defined by the office;

A report providing the number of applicants for charity and reduced cost services,
the number of approved applicants, and the total and average charges and costs
of the amount of charity and reduced cost care provided: and

A report of independent certified public accountants on applying agreed-upon
procedures that provides the results of an independent audit of the lsvel of
charges, payments and discharges by primary payer reialed to Medicare,
Medicaid, medicat assistance, Champus, Tricare and non-governmental payers
and the amount of Charity care and bad debts.

A hospital requesting a partial waiver of the information required to be submitted to the
office by an affiliate must request the waiver at least thirty (30) calendar days prior to the
due date of the required submission. The waiver request must include the following:

(1)
2)

A legal chart of corporate structure showing the hospital and each of its affiliates
and the lines of reporting authority and control;
The name, address, title and telephone number of the President and Chief
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Executive Officer of each affiliate;

(3) A list identifying each affiliate for which a waiver of informational filings is
requested, specifically identifying the filings to which the request pertains, when
they are due, and the reasons for the request; and

(4) A statement signed under penaily of false statement by the President and Chief
Executive Officer of the Connecticut hospital for each affiliate listed in (3) above,
which states that the affiliate for which the partial waiver is requested:

(A) Does not direct or control the Connecticut hospital seeking the partial
waiver; and .

(B) Does not do business with or share facilities, finances, personnel or
services with the Connecticut hospital; and

{C) Is not located in Connecticut and does not do business in Connecticut; or

(D) Has provided an explanation of why the hospital should be given a
waiver of some or all of the affiliate’s filing requirements even though (A),
{B), or {C) above do not apply. The explanation shall include details of
the exient to which (A), (B) and/or {C) do apply.

{Added effective December 27, 1991; Amended effective November 1, 2007, formerly

19a-167g-91.)
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- CON Process Overview

NOTICE
Applicant runs notice of project in newspaper for 3 consecutive days

APPLICATION
AppHcant submits application plus $500 submission fee (see OHCA website for complete
filing requirements & instructions}

REVIEW
OHCA revicws the application and considers whether it is complete or additional information
is needed to comply with the considerations outlined in Conn. Gen, Stat.§ 19a-639,

Applicant must wait at
.'1{ least 20 days but not more
thaa 90 after notice

OHCA has 30 days to
review

PUBLIC HEARING |- :.' COMPLETENESS LETTER(S)

(sometimes) S Applicant will receive a letter requesting additional information.

-] OHCA ean hold a public hearing or one may be

requested by an outside party. See C.G.5. §
192-639 et seq, for additional requirements.

— Applicant must respond o
':'...u‘iﬂu‘nsodays

application, OHCA may on occasion send a 2™ lette
information

SECOND REVIEW .
OHCA will again review the application in light of the additional
information and determine if there is now sufficient information to make

a decision on the proposal. Note: If there are still deficiencies in the

FIe questing more

DECISION ISSUED
A decision can come in 2 forms:

1. Final Decision — OHCA will render a decision within 96 days (60 days for
Group Practice applications) either approving or denying the project and will be
signed by the DPH Deputy Commissioner. The applicant then has 15 days to
request a Reconsideration.

2, Agreed Setttement — OHCA and the Applicant may enter into an Agreed
Settlement, which generally containg additional conditions or agrees to modify the |77
original proposal plan, A team of analysts will monitor to ensure compliance with

the agreement. -

Note: There is a 30 day waiting period after the application is deemed complete

{to allow for public comments) before either action can be taken








(up to ”deamed nomple!e” stafe)

CON Appllcatlon Rev1ew Process

UPON RECEIPT OF APPLICATION
{Analyst should, as soon as possible:
4 1. Enter info into CON Database and set status as “under review.

" 13. Schedule “20-day meeting” with supervisor,

2. Request support staft’ post notification of receipt to OHCA website. Notification
nust be posted net more than 5 days after receipt of the application.

: REVIEW

Meet with any co-analyst(s), prior to 20-day meeting with supervisor, to discuss the
application and whether there are any questions. Review the CON Criteria Matrix for
/|issues refevant to the particular type of application,

incerporated into the completeness letter,

1ornot,

20-DAY MEETING
By the 20-day meeting, the anabyst must have prepared:
1. Draft completeness letter ¢if analysis think one is required).
:|2. Findings of fact — doing this will help highlight any issues that can be

_' With the CON supervisor—and stafT attomey for more complex applications—
J{determine whether the application contains all necessary information (is complete}

AN

OHCA has 30
days

B FINALIZE COMPLETENESS QUESTIONS
1111 Update the drafl completeness letter to incorporate any| =
changes discussed during the 20-day meeting and submit |
the fetter to the supervisor and sfaff attomey for X
- {approval. Once it is approved, e-mail or fax to the

analyst maust:
1, Update database to show the application is under
review

"12. Review responses with co-analyst
“{3. Schedule a 20-day meeting

2 |1f the analyst, supervisor and staff attomey agree

|1, E-mail or fax a letter to the applicant{s) deeming it
{complete by the 30™ day

.12, Request support staff post notice on the website
-;7{3. Update the CON Dalabase, setting the status as .
‘jcomplete and then under review.

DEEM COMPLETE

]
application is complete:

“Japplicant by 30™ day.
2. Update CON Database to show the application is
- iincomplete. ’ Applicant |5
has 60
............... days [0
respond
. REVIEW RESPONSES
COnce the applicant subimits completeness responses, the

START %0 BAY* REVIEW
% {During the 90 day review, the analysi{s) will drafl a decision either approving or denying the application. In some
i = jinstances an Agreed Setifement may be the end result.  See 90-day decision chart.

“{* 60 days for transfer of group practice applications








o 90-Day ﬁéc_is__ion_ Process

APPLICATION DEEMED COMPLETE
Application is deemed complete once notice is posted on website.

1% DRAFT

o Analyst should, as soon as possible, update the 1% draft to incorporate any changes

{discussed during the 20-day meeting or raised by the director or staff attorney and

-+ |submit the updated draft 1o the supervisor for review,

Supervisor will return with any edits not more than 7 days afler receipt.*

2" DRATT
Amnalyst(s} incorporates changes and retums to superviser not more than 5 days afler

ireceipt.* Supervisor will forward the 2™ draft to the director and staff attorney.

90 day* review
period stars at
posting & 30 day |-
window for
requests for a
public hearing

PUBLIC HEARING
If OHCA has elected to held or requisite
‘inumber of public have requested a public
‘thearing within 30 days from date
~{application was deemed complete, please
~isee the Public Hearing flow chart

FINAL DRAFT

anatyst will then:

 than 90 days after it was deemed complete

After reviewing it, the director will submit the final draft to the deputy
comntissioner for her final approval and signature. Bamng any edits, the

1. Fax or e-mail the decision to the applicant not less than 30 but no more |

{2, Update the CON Database to show a decision was rendered
113, Request support staff place notification on the website of the decision

' The Applicant has 15 days to request a reconsideration of the application.

possnb!e Sia[utonly lmposed deadlines, however, cannol be ex[ended

e lf Enternai deadllnes cannot be me! mmmunlcate the reason why as 'soon as S

10








- Conn. Gen, Stat, §19a-486 & P.A. 15-146

L LETTER OF CON DETERMINATION
1 Applicants file a Letter of CON Determination simultaneousty with both OHCA and
the Attorney General’s (AG) Office

- Applicant has 60 .

\ _ ' REVIEW o ) days to submit |
The AG’s Office determines whether the agreement will require the Applicants to application

apply for approval,

APPLICATION
After receipt of the application forims, the purchaser and hospital concurrently file
with OHCA and the AG"s Office COHCA has 21

i days
MARKET IMPACT REVIEW (MIR) W7

N 1 JOHCA* sends a request for documents and information to
REVIE“{ . . ——{ Applicant. Applicant has 30 days to respond. OHCA will

OHCA and the AG’s Office will natify applicants | " ficye 4 preliminary report and, subsequently, a final report SR
whether the application is complete or incomplete < '|that is transferred to the AG*s Office, See P.A, 15-1d6 section |1 =

29 for more MIR deadlines and requirements.

OHCA has 20
days to review

PUBLIC HEARING & NOTICE
Prior to making any decision, the AG and OHCA will

1] jointly conduct at least one public hearing in the primary | -
S service area of the hospital. Additionally, once the
—-application is deemed complete, a summary of the .
Decision proposal will be published in a newspaper. ERRIE

_ COMPLETENESS LETTER
OHCA and the AG’s Office jointly send a letter to the
Applicants requesting additional information. There is
no time limit as to when Applicants must respond to the
request for more information

rendered not
.| more than 120
“tdays unless MIR
4 is incomplete
after being
deemed complete

: PROFPOSED DECISION
| The AG and QHCA will jointly render a proposed final
decision (unless determine an Agreed Settlement is

necessary),

COMPLIANCE REPORTER
Where the purchaser is either a for profit entity or not
for-profit with net patient revenue of at least $1.5B,
| Applicant must hire a compliance reporter for a perfod ;2. -1
i of three years i

: Unless the Applicant requests oral arguments or -
-|submits objections, the proposed decision becomes final [+

* OHCA staff assigned to the conversion raview cannot be directly Involved with the MIR

11








Proposed Final
"\ Decision becomes

.| finalized after 21 days,
which Applicant may
elect to waive

 Public Hearing Process

OHCA DEEMS APPLICATION COMPLETE
Notice is posted on OHCA s website that the application is complete.

T

R

i - OHCA independently elects to hold a hearing or

| Note: for the transfer of a group practice, 25 people {or an individual representing a group
| of 25 or more people) must request a public hearing in writing

HEARING IS REQUESTED
Public hearings are held when:

- three or more individuals request a hearing in writing or
- or an individual representing a group of five or more people requests a hearing in writing

HEARING SCHEDBULED
The Applicant will be notified nof less than two weeks prior to the date of the hearing,
OHCA will publish an advertisement in a newspaper with circulation in the area of the

proposed project.

PRE-HEARING
A party may petition the hearing officer for intervenor status not less than five days prior to
the hearing, The Applicant and any permitted intervenors may submit pre-filings, including
expert testimony and responses to interrogatories. Any filings must also be received not less

than five days prior to the hearing.

HEARING HELD
The hearing is held the Applicant any any intervenors have the opportunity to speak on the
record. Members of the public are also given the opportunity to make statements.

=

PROPOSED FINAL DECISION
Once any late filings/ documents requested during the public hearing are submitted, the
hearing officer will send notification that the public hearing record is closed. From that
time, OHCA has not more than 60 days to render a decision either approving or denying
the application (Note: OHCA and the Applicant may alse altematively enter into an
Agreed Settlement outlining conditions upon which an approval is contingent).
S

The final decision may either

modifications-- or deny the

) -
ORAL ARGUMENT

After oral arguments are held before the

Deputy Commissioner, within 90 days of

the close of the record, a decision will be

issued.

FINAL DECISION

affirm—with or without

proposed final decision.

Hearing must be
requested within 30 | © 7 S
days S

O.A. must be
requested within 21
days of the Proposed
Final Decision being
issued

i2
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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”.!

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. Inthe 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.% 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.* 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 programs®. As of April, 2016, thirty-six states continue to
have CON programs with varying oversight requirements®. 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 programs’.

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.
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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 care®. The result was Public Act 10-
179, An Act Making Adjustments to State Expenditures for the Fiscal Year Ending, June 30, 2011°, 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 Access®

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

1. Establishment of:

a. A new health care facility'?;

b. A freestanding emergency department;

¢. 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

8cT 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-RO0SB-00494-PA.pdf

et Department of Public Health, Report to the Joint Standing Committee of the Connecticut General Assembly: Certificate of Need
Requirements. January 1, 2016.

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.
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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:

5.

a. Certain imaging equipment

b. Nonhospital linear accelerators; and

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

a. Inthe 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 $S1 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.







e 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.

e 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.

e 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.

e 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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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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																					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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