/A

SHIPMAN § GOODWIN..re

COUNSELORS AT LAW

Vincenzo Carannante

Phone: (860)251-5096

Fax: (860)251-5311

vearannante(@goodwin.com

Admitted in Massachusetts, Connecticut and Rhode Island

August 28, 2015

Via Hand-Delivery

Kimberly Martone

Director of Operations
Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS#13HCA
P.O. Box 340308

Hartford, CT 06134-0308

Re: CON Application

Office of N
HEALTHCARE ACCESS

Dear Ms. Martone:

On behalf of The Hospital of Central Connecticut, enclosed please find a Certificate of
Need Application for the termination of its inpatient and outpatient pediatric services. As
requested, I have included 1 original and 4 hard copies of the Certificate of Need Application
in 3-ring binders and a CD with the electronic version of the enclosed documents and
materials. Also attached to this letter is a check for the $500.00 filing fee. '

Please do not hesitate to contact me at 860-251-5096 if you have any questions.

V3 W
\%Z arannante

4255090v1

ONE CONSTITUTION PLAZA HARTFORD, CONNECTICUT 06103-19189 860-251-5000 WWW.SHIPMANGbODWIN.COM




Instructions:

Application Checklist

1. Complete the following checklist and submit as the first page of the CON application:

X

Attached is a paginated hard copy of the CON application (all social security
numbers must be redacted), including a completed affidavit, signed and
notarized by the appropriate individuals.

(*New*). A completed supplemental application form specific to the proposal
type, available on OHCA'’s website under OHCA Forms (see previous page for
the list of supplemental forms).

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

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

Attached is a completed Financial Worksheet (A, B or C) available at OHCA'’s
website under OHCA Forms.

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

The following have been submitted on a CD:

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

2. An electronic copy of the completed application forms in MS Word (the
applications) and MS Excel (Financial Worksheet)

For OHCA Use Only:
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HARTFORD HEALTHCARE
ATTN: ACCOUNTS PAYABLE

PO BOX 5037
HARTFORD, CT 06102-5037

THE FACE OF THIS DOCUMENT HAS A COLORED BACKGROUND ON WHITE PAPER

51-57
119

Check Number
003181

Bank of America

|Five hundred a‘r:,t:gf 00/1 éDaélllars '

. /STATE OF.CONNECTICUT
DEPT OF PUBLIC HEALTH
DIV. OF HEALTH SYSTEMS REGULATIONS

/POBOX 1080

3D

Date

| 08/27/201

:"*"5500.00 l

VOID AFTER 90 DAYS

STATE OF CONNECTICUT . -
heck Numb

DEPT OF PUBLIC HEALTH ;ng Vend;ar D/ Loc1at|on Check Number

DIV. OF HEALTH SYSTEMS REGULATIONS Jo000a 112 003181

PO BOX 1080

HARTFORD, CT 06105 HARTFORD HEALTHCARE

Invoice Number Invoice Date Gross Amount Discount Amount Withholding Amount Net Amount
C082615100000811250000 08/26/2015 500.00 500.00

08/28/15 000
HH571485 1/03 TMNTAI © arnn An A An PN PRSP
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Affidavit

Applicant: The Hospital of Central Connecticut

Project Title: Termination of Inpatient and Outpatient Pediatric Services

|, Lucille Janatka, Sr. Vice President Hartford HealthCare and President of Hartford
HealthCare Central Region
(Name) (Position — CEO or CFO)

of The Hospital of Central Connecticut being duly sworn, depose and state that the
(Facility Name) said facility complies with the appropriate and applicable criteria as set
forth in the Sections 19a-630, 19a-637, 19a-638, 192-639, 19a-486 and/or 4-181 of the
Connecticut General Statutes.

}W/Q‘@_,;Lm s 2= g’/a?'/// <"

Signature é/ Date

oo Jr e~
Subscribed and sworn to before me on Xr / Q‘Lf S

Notary Public/Commissioner of Superior Court

My Commission Expires March 31, 2016
My commission expires:

il
08/28/15 0003
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Southington police report the fol-
lowing:

Stephen F. Brown-Boone, 33, of
625 Quen St., was charged May 15
with disorderly conduct.

Miles D. Groom, 20, of 84
Pleasant St., was charged May 15
with driving under the influence and
failure to drive right.

Pedro Juan Rodriguez, 39, of 64
Wheeler Village, was charged May
16 with disorderly conduct, sec-
ond degree breach of peace, second
degree threatening and carrying a
dangerous weapon.

Phyllis R. Soderberg, 61, of 81
Lady Slipper Lane, was charged
May 16 with operating an unregis-
tered motor vehicle.

Doyle P. McLean, 31, of 34
Neagle St., Naugatuck, was charged
May 16 with operating an unregis-
tered motor vehicle.

David W. Childs, 45, of 31
Sylvester St., Bristol, was charged
May 16 with operating an unregis-
tered motor vehicle and operating
a motor vehicle without insurance.

Michael Thai, 50, of 39 Bingham
St., Bristol, was charged May 16

with operating an unregistered
motor vehicle.

Dorothy J. Perugini, 31, of 174
Summer St., was charged May
16 with operating an unregistered
motor vehicle.

Nicholas Petosa, 19. of 30 Walnut
St., was charged May 16 with failure
to drive in proper lane.

Allison M. Perkins, 34, of 222
West Main St., Plantsville, was
charged May 16 with driving under
the influence and failure to drive
right.

Jessica Lynn Sanderson, 26, of

43 Earl St., Waterbury, was charged
May 16 with driving under the
influence, weapon in a motor vehicle
and operating a motor vehicle with-
out a license.

Marek L. Raskiewicz, 37, of
300 Pershing Ave., New Britain,
was charged May 17 with evading
responsibility and operating a motor
vehicle without insurance.

Scott T. Muenchow, 53, of 39
Berkley Ave., was charged May
15 with operating an unregistered
motor vehicle.

Gene Stewart Jr, 30, of 138

Mountain Edge Drive, was charged
May 18 with operatng a motor vehi-
cle under suspension.

Maryann S. Drennen, 48, of
246 Garden St., Wethersfield, was
charged May 18 with failure to grant
right of way.

Peter N. Martin, 20, of 154
Meadowview Ave., Stratford, was
charged May 18 with breach of
peace and 3rd degree assault. David
Pippa, 44, of 51 Union St., was
charged May 19 with disorderly
conduct.

Hospital of Central CT to move pediatric practice

Continued from Page 1
Washington St., New Britain, and
other providers.

“After careful consideration, and
in light of declining utilization, we
have decided to transition pediat-
ric care to respected organizations,”
announced  Lucille  Janatka,
regional president of Hartford
HealthCare, of which HOCC is
a part.

The full transition will be com-
pleted within a year,

“This actually won't change
much of what we’re already doing,”
said Dr. Steven Hanks, regional
vice president of medical affairs.
There hasn’t been pediatric patient
admitted into the unit in six
months, he noted; the few who
needed to be hospitalized have
been transferred to the national-
ly ranked Connecticut Children's
Medical Center in Hartford. Prior
to that, the department averaged
two patients a day for the last
several years.

“At CCMC, pediatric patients
will receive comprehensive and
more specialized care,” Janatka
said. “CCMC has been named
among the best for its pediat-
ric care by U.S. News & World
Report and is the only free-stand-
ing children’s hospital in the state.
In fact, CCMC already has a long
history of serving patients in our
community.”

The New Britain hospital’s
pediatric services have been limit-
ed to one practitioner for the past
several years, Hanks said, which
made it very difficult to cover
when that person was on vacation
or otherwise off work. And it was
even harder to justify the expense
when on-call and other hospital

services were included. Hanks said
about $1 million a year has been
spent in recent years to main-
tain and improve the department,
but that the hoped-for expansion
“never materialized.” Advances in
medicine made it possible for most
children to be treated in an office
and sent home, changing the need
for services from inpatient to out-
patient. The hospital is requesting
a change in its Certificate of Need
for its “menu of services” in pedi-
atrics.

Community Health Services,
which  operates  from  its
Washington Street clinic, will
receive a higher Medicaid reim-
bursement than the hospital does,

which will provide stability and
allow expansion there.

“This will provide a richer and
broader array of services,” Hanks
said, pointing out the dental,
mental health and social support
services offered by CHS, all of
which the hospital referred to other
providers.

“It’s all about offering better
care,” said Rebecca Stewart, direc-
tor of media relations for Hartford
HealthCare.

Pediatric patients and their fam-
ilies will have the option of using
any health resources that they
choose to.

The action will have no effect
on the hospital’s emergency ser-

DU
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vices, neonatal intensive care unit
and birthing center. Children
will continue to be seen in emer-
gency department, and either
treated and released or transfered
to Connecticut Children’s Medical
Center.

“Please know that The Hospital
of Central Connecticut will
continue to provide 24/7 care
for pediatrics in its Emergency

Department,” Janatka said in her
statement. “We also remain com-
mitted to one of our key strengths
— care of the newborn — within our
Family BirthPlace and neonatal
intensive care unit.”

In the future, the network will
grow to include pediatricians
throughout the state as part of a
team approach. “No one is being
abandoned,” Stewart said.
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Statutory Reference:
Applicant:
Project Address:

Proposal:

Public Notice Filing for The Hospital of Central Connecticut
Transition of Inpatient and Outpatient Pediatric Services

Connecticut General Statutes §19a-638
The Hospital of Central Connecticut

New Britain General Campus
New Britain, Connecticut 06050

The Applicant intends to file a
Certificate of Need application

NEWINGTON
BURRITT HILL MEMORIAL FISETTE-BATZNER
332 Burritt Street 20 Bonair Avenue 20 Bonair Avenue
New Britain, CT Newington, CT 06111 Newington, CT 06111
860-229-9021 860-666-0600 860-233-6223

036457

www.duksa.net

with the State of Connecticut Office
of Health Care Access to transition
inpatient and outpatient pediatric
services to community providers.

Capital Expenditure: none
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Peter P. Dzubay, 99,
of Berlin, widower of
Rose Marie Dzubay,
died peacefully at
Middlesex Hospital
Hospice on Sunday,
May 24. He was born
on Aug. 29, 1915, in
Simpson, Pa. He was
the son of The Rev. Peter
P. Dzubay and Dominica
(Bialys) Dzubay.

He graduated from Crosby
High School in Waterbury
in 1933 and The University
of Chicago with a Masters
of Business Administration
in 1940. Peter married Rose
Marie Wiedorn on June 5,
1948, and was married 63 years
prior to her death in 2012.

He was employed by
Northeast Utilities in Berlin,

Jason Augeri, 41, of
Southington  passed
away on Monday, May
25,2015.

He was born on
March 20,1974 in New
Britain, the son of Janet
(Dombrowski) Augeri
Niksa and her husband,
Leon, of Southington and
the late Dan Augeri. He
served for two years in the

U.S. Navy. Jason was employed
by Walmart. He enjoyed railroad

trains and space shuttles.

Peter P. Dzubay

where he retired in
1980 after 35 years.
He served in the
U.S. Naval Reserve
including World War
II active duty from
1941-1945, retiring in
1975 with the rank
of Commander. Peter
was a member of Berlin
Congregational Church.
He will be missed by all who
knew him.

He leaves behind his five sons,
Peter Dzubay of Breckenridge,
Colo.; Mark Dzubay and his
wife, Jill (Rossi), of Leadville,
Colo.; John Dzubay of
Berlin;  Gregory Dzubay
of Berlin; and Carl Dzubay
and his wife, Dawn (Swain),
of Southbury; and his sister,
Marsha (Dzubay) Tillson of

Jason Augeri

In addition to his
mother, he is survived
by a daughter, Hannah
Viola Augeri; a broth-
er, Scott Augeri of
Springfield, Mass.,
and his two children,
Victoria and Scotty,
and  their moth-
er, Urszula Augeri, of
Farmington; his mater-
nal grandmother, Sophie
Dombrowski of Southington;
uncle, Robert Domrowski,
aunt, Lisa Dombrowski and a

Shortsville, N.Y. He also leaves
behind five grandchildren he
adored and cherished, Mikelle
Rose (Dzubay) Dubois and her
husband, Matt; David Peter
Dzubay, Lindsay Joy Dzubay,
Christy Dawn Dzubay and
Peter Carl Dzubay.

Funeral services are Friday,
May 29, 2015, 2 p.m. at Berlin
Congregational Church, 878
Worthington Ridge, Berlin CT
06037, followed by burial in
Maple Cemetery with military
honors. There are no calling
hours. Carlson Funeral Home,
New Britain, is in charge of
arrangements. In lieu of flow-
ers, donations can be made
to the Berlin Congregational
Church. Please share a memo-
ry or note of sympathy at www.
carlsonfuneralhome.com

nephew, Ryan Dombrowski, all
of Farmington. He also leaves
the mother of his daughter,
Lisa Martin of Burlington.

Funeral services will be
held Friday at 5 p.m. at the
DellaVecchia Funeral Home,
211 N. Main St., Southington.
Calling hours will be Friday
from 3 p.m. until the time of
service. Burial will be at the
convenience of the family.

For online condolences and
directions visit www.dellavec-
chiath.com

AREAWIDE

THE CONNECTICUT CABARET THEATRE
AUDITIONS: Connecticut Cabaret The-
atre in Berlin will hold open auditions
for female performers to star and be
featured in upcoming musicals and
plays. Those auditioning are asked to

prepare two songs showcasing vocal
talent and a monologue. Auditions may
be scheduled by contacting (860) 829-
1248 or email resume and head shot to
ctcabaret@msn.com. Auditions will be
scheduled up until the end of May.

CRAFT ARTISTS SOUGHT: Craft artists

are sought for the 89th Yankee Peddler
Craft Fair to be held from 9 a.m. to 2
p.m. Saturday, Nov. 24, at the Berlin
Congregational Church, 878 Worthing-
ton Ridge, Berlin. Rental fee is $40 for
an 8' table and chair. For an application,
call Tina at (860) 261-4321. The church
is handicap accessible.

Philip Louis Ouellette

Philip Louis Ouellette, s
94, of New Britain died
early Sunday morn-
ing, May 24, 2015, at
the Hospital of Central
Connecticut in New Britain.
Born in Caribou, Maine, he
lived most of his life in New
Britain. He was predeceased
by his wife, Thelma (Skidgel)
Quellette. He served his coun-
try during World War IT in the
U.S. Army, and was a member
of the Teamsters Union during
his career.

Mr. Ouellette is survived
by two sons and a daugh-
ter, Roy and his wife, Mindi
Quellette, of Buena Vista, Va.,
Leo and his wife, Antoinette
Ouellette, of Southington and

< Phyllis and her husband,
Steve Fentner, of Bristol;
eight  grandchildren;
nine great- grandchil-
dren; two brothers, Robert and
his wife, Alice Ouellette, of
Stockholm, Maine, and Gilbert
and his wife, Joyce Ouellette,
of Calabash, N.C., and several
nieces and nephews.

Funeral services will be pri-
vate and at the convenience of
the family, with burial in the
Veteran's Section of Fairview
Cemetery. In lieu of flowers,
donations may be made to the
Veteran’s of Foreign Wars.

To light a candle or send a
condolence, please visit www.
FarrellFuneralHome.com.

Jacqueline J. (Whitney) Coffey

Jacqueline J. (Whitney)
Coffey, 78, of New Britain
died Tuesday, May 26, 2015,
at St. Mary’s Home in West
Hartford. Born in New Britain,
the daughter of the late John
and Florence (Young) Whitney,
she was a lifelong resident.
She had been employed for
many years at the University of
Hartford, retiring in 2000 and
was a member of St. Andrew’s
Church.

Mrs. Coffey is survived by
four daughters, Sharon Coffey
of New Britain, Eileen and
her husband, Robert Kristof,
of East Hartford, Maureen

Coffey and Colleen Coffey,
both of New Britain. She also
leaves behind the family of a
special friend, the late Edward
Dutkiewicz.

A memorial service will be
held Friday, May 29, 2015, at
1 p.m. at the Farrell Funeral
Home, 110 Franklin Square,
New Britain. Burial will be
private. In lieu of flowers,
donations may be made to St.
Andrew’s Church, 396 Church
St., PO. Box 515 New Britain,
CT 06050. To light a candle or
send a condolence, please visit
www.FarrellFuneralHome.
com.

Statutory Reference:

Public Notice Filing for The Hospital of Central Connecticut
Transition of Inpatient and Outpatient Pediatric Services

Connecticut General Statutes §19a-638

330 SERVIGE, INC.

Christopher H. Porter

111 Chamberlain Highway
Kensington, CT 06037

860-223-0981 ¢

www.portersfuneral.com

: 'j’;,nk DONATE YOUR CAR
+ , Wheels For Wishes benciing

Wﬁéé-sl—on:Wishes.org

. bt e & 3T o ‘ .
C e MAKE (AN WISH.
DAL N

R "4 Connecticut

Call: (203) 889-5445

Applicant: The Hospital of Central Connecticut
Project Address: New Britain General Campus

New Britain, Connecticut 06050
Proposal: The Applicant intends to file a

Certificate of Need application

with the State of Connecticut Office
of Health Care Access to transition
inpatient and outpatient pediatric
services to community providers.

Capital Expenditure: none
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Further crash details emerge

By LISA BACKUS
STAFF WRITER

NEWINGTON — A
Southington man drove through
a red light putting and into
the path of an oncoming police
cruiser as an officer was headed
to the Grantmoor Motor Lodge
on a report of a violent domestic
dispute, according to police.

The crash, which occurred at
the intersection of the Berlin
Turnpike and Deming Street,
caused the death of Jason Augeri,
41, of Southington. Officer
Ryan Williams, a seven-year
veteran of the Newington Police
Department, was treated at an
area hospital and released.

Initial reports indicate Augeri
ran the red light heading west
as Williams was traveling north
on the turnpike around 7 a.m.
Monday. Debris from the crash
spread about 100 feet on both

sides of the highway, Mayor
Stephen Woods said Tuesday.

Police said cars were stopped
at the intersection and several
people saw the crash.

The Chief State Medical
Examiner’s Office will be
conducting an investigation,
including toxicology tests.

The officer had her lights
and siren on as she proceeded
through the intersection, said
Rocky Hill Lt. Robert Catania,
who heads the Mid-State
Accident Reconstruction Team,
which is investigating the crash.

“As the officer approached
the turnpike’s intersection with
Deming Road, adjacent to
Richard Street, a second vehi-
cle crossed into the path of the
police vehicle, traveling west
against the red traffic control
signal where multiple vehicles
were stopped and against the

warning issued by the officers
fully audible and clearly identi-
fiable vehicle, causing a collision
witnessed by multiple persons,”
Catania said in a statement.

Newington officers are not
participating in the investiga-
tion of the crash at the request
of the town’s acting police chief;
Nicholas Miano,said Newington
Sgt. Christopher Perry.

Miano declined comment.
Perry said the acting chief made
the decision not to involve local
officers to maintain transpar-
ency.

Town  Manager  John
Salomone said the officer is
expected to return to full duties
when she is physically able.

Anyone who may have seen
the crash and has not spoken
with police or who may have
information is asked to call
Catania at (860) 258-2710.

Senator’s son says relationship
hasn’t enriched his business

Continued from Page 1
people.”

The NBC story made it clear
that no laws were broken by any
of the companies cited in its story.

Gerratana said Total Graphic
Solutions, which is owned by
his wife, Jessica, who also is the
Common Council’s adminis-
trative supervisor, would still be
in business even if his mother
weren't a state senator. “No one
has ever steered work to the com-
pany because my mother is a state
senator — to my knowledge.”

Total Graphic Solutions’ gross
earnings, according to records,
were $980,130 from 2008 to 2015.
That averages to about $122,500
a year. Gerratana said the compa-
ny’s clients are “Democrats from
all over the state of Connecticut,
from all walks of life.”

Since a public financing sys-
tem for statewide and legislative
campaigns began in 2008, more
than $80 million has been spent
through the program. According
to NBC Connecticut, the great-
est part of the money granted
to Democratic state House and
Senate candidates is going to

only a “handful of
politically connected
consultants, some
with family ties to
the legislature.”

Gerratana  said
“there is more than
a handful” of consul-
tants and noted that
his wife’s firm made
far less money than
other  companies
cited in the story.

One compa-
ny cited by NBC
Connecticut pulled
in nearly $1 million
for consulting in
2014.

“They are making
loose  connections
where there are
none,”  Gerratana
said.

Gerratana main-
tains that Total
Graphic  Solutions
best year was actual-

,» Jessica Gerratana

The story also
noted that, three
years ago, Greg
Gerratana part-

nered with Christian
Murray, who first
started working
for the Democratic
House Caucus in
1998 designing
direct-mail pieces.
In 2012, NBC says,
Murray, Gerratana
& Co., a communi-
cations firm focusing
on political cam-
paigns, earned more
than $430,000.

Gerratana  said
the story has been
“a distraction” for
his family, adding,
“it’s taken away from
spending time on
things that matter
like our two young
children.”

ly the year before his mother was  Robert Storace can be reached at
elected four years ago. “That year (860) 801-5202 or at rstorace@

the company had the largest gross

earnings,” he said.

newbritainherald.com.

Chief; sergeant honored for
bringing conference to state

By LISA BACKUS
STAFF WRITER

NEW BRITAIN - Police
Chief James Wardwell and Sgt.
Adam Rembisz

of conventions, meetings and
sports events in our state’s venues
and hotels,” said Bureau interim
President H. Scott Phelps. “It is

important to thank

were recently recog-
nized with a “Bring
it Home Award” for
their roles in sched-
uling a  national
polygraph conference
in Connecticut.

“We think
Connecticut has an
awful lot to offer and
polygraph is strong in
this state,” Wardwell
said.

The Bring It Home
Awards are sponsored
by the Connecticut Convention
and Sports Bureau promoting the
state as a great place to host large
events and bring in millions of dol-
lars in tourist revenues. Four other
people were also honored May 14
for their work to bring conventions
and large sporting events to the
state.

The American Association of
Police Polygraphists’ annual con-
ference will be held June 11-18,
2016, at Mohegan Sun. The event
is expected to draw 500 association
members from around the world
and their families, Wardwell said.
The estimated economic impact
the conference will on the state is
more than $1 million, according
to the Connecticut Convention &
Sports Bureau.

“The Connecticut Convention
& Sports Bureau’s ‘Bring It Home
Awards’ recognize local residents
who help to secure the booking

Chief James Wardwll

7]  individuals who have a
| commitment to bring
their events to our
state — along with
economic activity, jobs
and tax revenues they
produce.”

Wardwell is the
vice president of the
national AAPP, an
organization  dedi-
cated to providing
training and  best
practices for law
enforcement polygra-
phists internationally.

Rembisz is also a member of
the AAPP and the vice-president
of the Connecticut Polygraph
Association.

Wardwell started the police
department’s polygraph unit in the
early 2000s. Rembisz is the city’s
third certified polygraph examiner
and one of the few Polish speaking
polygraph examiners in the state.

Each year the AAPP hosts a
national convention in one of five
regions. This year the event was
slated to be hosted within Region
11T which encompasses all the New
England states and several others
from Delaware to Ohio.

The week-long conference will
provide association members with
a wide variety of training including
the latest legal updates pertaining
to polygraph, the latest in science,
interview training, case studies and
legal studies.

Statutory Reference:
Applicant:
Project Address:

Proposal:

Public Notice Filing for The Hospital of Central Connecticut
Transition of Inpatient and Outpatient Pediatric Services

Connecticut General Statutes §19a-638
The Hospital of Central Connecticut

New Britain General Campus
New Britain, Connecticut 06050

The Applicant intends to file a
Certificate of Need application
with the State of Connecticut Office

of Health Care Access to transition
inpatient and outpatient pediatric
services to community providers.

Capital Expenditure: none
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Connecticut
of Public Health

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

Certificate of Need Application
Main Form
Required for all CON applications

Contents:

o Checklist

o List of Supplemental Forms

o General Information

o Affidavit

o Abbreviated Executive Summary

o Project Description

o Public Need and Access to Health Care
o Financial Information

o Utilization
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General Information

MEDICAID TYPE OF
MAIN SITE PFI |PROVIDER ID| FACILITY MAIN SITE NAME
N Acute Care
ﬁ N/A 1041950 ospital [The Hospital of Central Connecticut
£ STREET & NUMBER
=100 Grand Street
TOWN ZIP CODE
New Britain, Connecticut 06050
*For additional sites
PROJECT SITE | MEDICAID TYPE OF
PFI PROVIDER ID FACILITY PROJECT SITE NAME
2 Acute Care
“IN/A 14041950 Hospital [The Hospital of Central Connecticut
8 STREET & NUMBER
E 100 Grand Street ‘
TOWN ZIP CODE
New Britain, Connecticut 06050
OPERATING CERTIFICATE TYPE OF LEGAL ENTITY THAT WILL OPERATE OF THE
NUMBER FACILITY FACILITY (or proposed operator)
§ 1053477075 Acute Care Hospital[The Hospital of Central Connecticut
g STREET & NUMBER
51100 Grand Street
TOWN ZIP CODE
New Britain, Connecticut 06050

NAME TITLE
Sr. Vice President, Hartford HealthCare and
President, Central Region.
2
."g Lucille Janatka
@ STREET & NUMBER
11100 Grand Street
2 [TOWN STATE ZIP CODE
O [New Britain CT 06050
TELEPHONE FAX E-MAIL ADDRESS
203-694-8202 Jucille.janatka@hhchealth.org
Title of Attachment:
Is the applicant an existing facility? If yes, attach a copy of the YES X See Exhibit 1 attached
resolution of partners, corporate directors, or LLC managers, as NO ] hereto
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the case may be, authorizing the project.
Does the Applicant have non-profit status? If yes, attach YES X See Exhibit 2 attached
documentation. NO ] hereto

. . , N PC ] Other:
Identify the Applicant’s ownership type. LLC Ol Corporation X
Applicant's Fiscal Year (mm/dd) Start 10/01 End 09/30

Contact:

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

NAME TTTLE
Barbara A. Durdy [Director, Strategic Planning
STREET & NUMBER

181 Patricia M. Genova Blvd

TOWN STATE 7P CODE
[Newington Connecticut 06111
TELEPHONE FAX E-MAIL ADDRESS
860-972-4231 860-972-9025 barbara.durdy@hhchealth.org|
RELATIONSHIP TO

PLICANT mployee

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

NAME TITLE
Barbara A. Durdy IDirector, Strategic Planning
STREET & NUMBER
2181 Patricia M. Genova Blvd
dTOWN STATE 7ZIP CODE
SNewington Connecticut 06111
ITELEPHONE FAX [E-MAIL ADDRESS
860-972-4231 860-972-9025 barbara.durdy@hhchealth.org
RELATIONSHIP TO
APPLICANT mployee
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Executive Summary

The purpose of the Executive Summary is to give the reviewer a conceptual

understanding of the proposal. In the space below, provide a succinct overview

of your proposal (this may be done in bullet format). Summarize the key elements of the
proposed project. Details should be provided in the appropriate sections of the

application that follow.

The Hospital of Central Connecticut (“HOCC?”) is proposing to terminate the provision
of inpatient and outpatient pediatric services at the New Britain Campus (there are no
pediatric services in Southington). The principal reason for termination of inpatient and
outpatient pediatric services is a persistent and sustained decline in demand for inpatient
and outpatient services by the community, along with the realization that pediatric
competencies, quality and efficiencies cannot be maintained without draining other
hospital resources for services in significantly greater demand.

This proposal includes the transition of pediatric outpatient clinic services to community
pediatric providers, including the Community Health Center, Inc. site located in New
Britain d/b/a Community Health Center of New Britain (“CHC-NB”), a federally-
qualified health center, and the transition of inpatient pediatric services to the
Connecticut Children’s Medical Center (“CCMC?).

HOCC will ensure that the transition of inpatient and outpatient pediatric services will
occur seamlessly for patients and that care coordination and quality are enhanced as
part of this proposal. Since the transition will be seamless, there will be no interruption
in inpatient or outpatient care or services.

HOCC will continue to provide emergency medical services to pediatric patients in the
emergency room and there will be no interruption in the provision of neonatal services in
connection with obstetrical services provided on the main hospital campus.

There is no capital cost associated with this proposal.

Due to the very low patient volumes associated with this proposal, patient choice,
competition and the diversity of health care providers will not be significantly impacted.
Specifically, should OHCA approve this proposal, patients will be provided with a choice
of providers to be referred to for their pediatric care.
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Pursuant to Section 19a-639 of the Connecticut General Statutes, the
Office of Health Care Access is required to consider specific criteria and
principles when reviewing a Certificate of Need application. Text marked
with a “§” indicates it is actual text from the statute and may be helpful
when responding to prompts.

Project Description

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

Introduction and Background

HOCC is a member of Hartford HealthCare Corporation, an integrated health care delivery
system (“HHC”). One of the principal goals of HHC is to deliver high quality, cost-effective,
personalized and coordinated care through collaboration with its system members and other
community providers. Achieving these goals requires flexibility, coordination, responsible
planning and judicious allocation of resources. In the instant case, HOCC proposes to
terminate inpatient and outpatient pediatric services and transition these services to other
community providers because of demonstrated and sustained declining demand for pediatric
inpatient and outpatient pediatric services on the HOCC New Britain campus. More
specifically, this proposal involves careful planning and coordination with other community
providers for the transition of pediatric outpatient services which are currently being provided
in the HOCC pediatric clinic to community pediatricians and CHC-NB, along with the
transition of inpatient pediatric services (excluding newborn care associated with HOCC’s
obstetrical service) to the Connecticut Children’s Medical Center (“CCMC?”).

Inpatient Pediatrics

A steady and sustained decline in utilization of pediatric inpatient services has occurred over
the last 20 years, not only in New Britain, Connecticut but throughout the country. Clinical
advances in treating vaccine-preventable illnesses, as well as advances in care for conditions
such as asthma, diabetes and prematurity has shifted a significant amount of inpatient
treatment to the outpatient setting. The majority of children requiring inpatient care are now
the most complicated cases often requiring the input of subspecialists and the availability of
testing modalities outside the scope of a community-based pediatric inpatient program.
Therefore, it is not surprising that HOCC pediatric admissions have steadily declined due to
parent or pediatric provider preference and the need for more comprehensive and specialized
pediatric services.

See Exhibit 3 attached hereto for copies of the following journal articles supporting the overall
trend of decreasing yet more acute and complicated pediatric admissions.

By way of example, the January 2014 HealthCare Cost and Utilization Project (H-CUP) study
entitled “Trends in Pediatric and Adult Hospital Stays for Asthma, 2000-2010”, found that the
rate of pediatric hospital admissions decreased from 165 to 130 per 100,000 population over the

Version 022015
08/28/15 0012



study period. The study concludes that asthma in children is largely controllable with proper
primary care. http://www.hcup-us.ahrq.gov/reports/statbriefs/sb169-Asthma-Trends-Hospital-Stays.pdf

The JAMA Pediatrics February 2013 article “Inpatient Growth and Resource Utilization in 28
Children’s Hospitals: A Longitudinal, Multi-institutional Study” concludes that between 2004
and 2009, hospitals experienced an increase in the number of children hospitalized with a
chronic health condition, in fact, the greatest increase in admissions was attributed to children
with a significant chronic health condition affecting 2 or more body systems. This article
underscores the fact that inpatients tend to have multiple comorbidities and typically require

pediatric specialty and subspecialty expertise. http://www.ncbi.nlm.nih.gov/pmec/articles/PMC2962571/

Finally, the article entitled “Children with Complex Chronic Conditions in Inpatient Hospital
Settings in the United States” concludes that pediatric admissions, days and charges increased
over the 10 year study period for every patient cohort with a diagnosis of one or more complex
chronic conditions and that pediatric hospital admissions are associated with attributes
consistent with heightened medical complexity. This study furthers supports the need for
available inpatient specialty and subspecialty services in order to provide the best possible care

for this inpatient pediatric population. http:/www.ncbi.nlm.nih.gov/pubmed/23266509

As a result of the overall decrease in pediatric inpatient admissions and the increasing acuity
seen nationwide, as a community hospital, HOCC is challenged in maintaining the necessary
competencies and specialized services that are commonly available in specialty children’s
hospitals (e.g., pediatric anesthesia and radiology). In addition, support services, such as child
life services and pediatric focused therapists which are integral to the treatment and wellness of
children are generally not available outside of specialized children’s hospitals.

For the past several years (FY 2010 through FY2014), the inpatient pediatric service at HOCC
struggled to maintain an average daily census above 3 patients. In FY 2012, HOCC made a
significant financial investment in pediatrics in an attempt to grow a self-sustaining pediatric
program by further investing in the pediatric inpatient program. Specifically, in FY 2012,
HOCC hired two full time pediatric hospitalists to provide physician coverage for the inpatient
unit because community-based pediatricians had indicated that they were no longer interested
in following their pediatric patients as inpatients.

However, despite the significant investment in two hospitalist physicians specializing in
pediatrics and additional efforts to serve the outpatient pediatric population in New Britain,
pediatric admissions continued to decline. In 2014, as a result of the steady decline in pediatric
admissions, HOCC made the decision to eliminate the two pediatric hospitalist positions. Since
September 2014, there have been no medical pediatric admissions to the inpatient unit by the
HOCC community physicians.

Notwithstanding, HOCC currently provides pediatric nursing coverage via an on-call coverage
system in the event that a pediatric emergency surgical patient is admitted. The on-call
coverage system has been used very infrequently in the past 12 months (i.e. 4 times). Given the
low volume of inpatient admissions, maintaining pediatric nursing competencies for nurses
taking call is challenging (i.e. only 19 nursing shifts were worked during this period).

Currently, most community physicians direct the HOCC ED to admit their pediatric patients to
CCMC. Accordingly, HOCC has made arrangements with CCMC to transfer pediatric
patients once they are stabilized to CCMC. See Exhibit 4 attached hereto for the Transfer
Agreement and Exhibit 5 attached hereto for Letters of Support from community physicians.
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HOCC continues to have an excellent staff of neonatologists, community pediatricians and
pediatric physician assistants who provide routine and critical care services to newborns in the
Family BirthPlace and in the Neonatal ICU. HOCC remains committed to maintaining and
strengthening these neonatal services.

Outpatient Pediatrics

HOCC currently operates an outpatient pediatric clinic located on its New Britain hospital
campus. Historically, HOCC has employed two pediatricians to staff its outpatient clinic. In
2015, one of those pediatricians retired. However, because over the past several years, the
number of patients served by the HOCC outpatient clinic has decreased, HOCC did not hire a
second pediatrician to staff the outpatient clinic. Currently, the HOCC outpatient clinic is
staffed by one full-time employed pediatrician. The one full-time pediatrician currently has a
panel size of approximately 1,200 patients with annual visits projected at 3,500. The size of the
outpatient pediatric practice in the outpatient clinic does not justify the continuation of one full
time pediatrician and the pediatrician is not interested in staying on a part-time basis. Under
these circumstances, appropriate clinical coverage during evenings, nights and weekends is
difficult to manage for the patients of the clinic with one pediatrician. In addition, pediatric
patient not only require routine pediatric medical care, but they also require ancillary services
such as, behavioral health, and dentistry that are unavailable at HOCC. Moreover, the HOCC
pediatric clinic does not provide expanded hours of operations or evening and weekend
coverage. Again, HOCC attempted to secure after-hours coverage (i.e. evenings, nights and
weekends) from community providers, but was unsuccessful. Therefore, pediatric patients who
require medical attention outside of normal clinic hours of operation are currently assisted by a
nurse triage line, and as needed, directed to the HOCC ED.

If this proposal is approved, HOCC pediatric clinic patients will be able to choose to transition
their care to either CHC-NB or to community pediatricians who have available capacity. See
Exhibit 5 attached hereto. Subject to OHCA approval, pediatric patients will be notified of the
plan to transition their care to the provider of their choice. In fact, the remaining employed
physician provider currently staffing the HOCC outpatient clinic is planning on a private

“practice in the New Britain community and has indicated her willingness to accept these
patients should she open a practice.

Please see Exhibit 6 attached hereto for a copy of the Transition Plan for outpatient pediatric
services at HOCC.

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

As discussed in the background provided above, despite significant investments made by
HOCC in 2012 to enhance inpatient pediatric services at HOCC, patient volume continued to
decline. Without adequate demand to support the service and utilize the services, the services
are no longer sustainable.

Discussion with CCMC began in early FY 2015 to update the Transfer Agreement between
HOCC and CCMC and to develop a plan to transition all inpatient medical pediatric
admissions directly to CCMC.

Please see Exhibit 4 attached hereto for a copy of the Transfer Agreement between CCMC and
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HOCC.

At the same time, discussions began at HOCC to consider the transition of outpatient pediatric
clinic patients to community providers minimizing the disruption to patients while enhancing
the level of services available to the pediatric patient population in the community. CHC-NB
and community pediatricians were contacted to get their input and to gauge their interest in
and ability to accept new patients. In addition to CHC-NB, many pediatricians in the
community indicated that they have available capacity to accept the HOCC pediatric
outpatients as part of the HOCC Transition Plan. See Exhibit 5 attached hereto.

3. Provide the following information:
a. utilizing OHCA Table 1, list all services to be added, terminated or modified, their

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

Please see OHCA Table 1 below.

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

Please see OHCA Table 2 below.
4. List the health care facility license(s) that will be needed to implement the proposal;
There will be no change in licensure as a result of this proposal.
5. Submit the following information as attachments to the application:

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

Please see Exhibit 7 attached hereto for a copy of HOCC’s hospital license issued by the
State of Connecticut Department of Public Health.

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

Please see Exhibit 8 attached hereto for copies of the curriculum vitae of key professional,
administrative, clinical and direct service personnel related to the proposal.

c. copies of any scholarly articles, studies or reports that support the need to establish the
proposed service, along with a brief explanation regarding the relevance of the selected
articles;

N/A. No new services are being proposed.

d. letters of support for the proposal;

Please see Exhibit S attached hereto for letters of support related to this proposal.
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e. The protocols or the Standard of Practice Guidelines that will be utilized in relation to the
proposal. Attach copies of relevant sections and briefly describe how the Applicant
proposes to meet the protocols or guidelines.

N/A. No new services are being proposed.
f.  copies of agreements (e.g., memorandum of understanding, transfer agreement,
operating agreement) related to the proposal. If a final signed version is not available,

provide a draft with an estimated date by which the final agreement will be available.

Please Exhibit 4 attached hereto for a copy of the Transfer Agreement between HOCC and
CCMC.

Public Need and Access to Care

§ “Whether the proposed project is consistent with any applicable policies
and standards adopted in regulations by the Department of Public
Health;” (Conn.Gen.Stat. § 19a-639(a)(1))

6. Describe how the proposed project is consistent with any applicable policies and standards
in regulations adopted by the Connecticut Department of Public Health.

This proposal is consistent with policies and standards set forth in Connecticut General Statute
Section 19a-639(a)(1) in that the proposed termination of pediatric services will be subject to
OHCA'’s prior approval. In addition, the proposal to terminate inpatient and outpatient
pediatric services is based on the need to allocate HOCC’s limited resources in the most cost-
effective manner and avoid an unnecessary duplication of services.

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

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

This project aligns with the Statewide Health Care Facilities and Services Plan by ensuring that
cost-effective pediatric services are provided and that the New Britain community has
continued and enhanced access to pediatric health care services in a more efficient and better
coordinated manner. Moreover, consistent with the Statewide Health Care Facilities and
Services Plan, HOCC recognizes that it would be duplicative and a poor use of limited
resources to continue to provide an underutilized and duplicative service.

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

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

a. identify the target patient population to be served;
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The patient population served are pediatric patients that originate from the greater New
Britain community.

b. discuss how the target patient population is currently being served;

Currently, non-newborn medical pediatric patients who require inpatient admission are
transferred to CCMC via ambulance from the HOCC emergency department. As discussed
above, the community pediatricians have opted not to admit their pediatric patients to
HOCC without hospitalist coverage. When inpatient hospitalist coverage was provided
there was an inadequate number of admissions from the pediatricians in the community to
sustain the staffing because many of the patients were being admitted to CCMC. Pediatric
patients who require outpatient pediatric services are seen in the HOCC outpatient
pediatric clinic located on the New Britain hospital campus. However, as discussed earlier,
there are an inadequate number of patients to support two FTE outpatient pediatricians
and even with one physician, there is no evening and weekend coverage and the practice is
at only 50% capacity.

¢. document the need for the equipment and/or service in the community; _ -
N/A. No new services are being proposed.

d. explain why the location of the facility or service was chosen;
N/A. No new services are being proposed.

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

N/A. No new services are being proposed.

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

Pediatric patients requiring inpatient care, including underserved populations, will benefit
by receiving their inpatient care at CCMC which offers the full array of specialty,
subspecialty and ancillary pediatric services.

Pediatric clinic patients, many whom are underserved, will benefit by transitioning their
care to community providers, including CHC, which offers a more complete array of
ambulatory services for children and who are better positioned to more effectively
coordinate the care required on a 24/7, 365 day-per-year thereby reducing the incidence of
inappropriate ED visits.

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

This proposal is for the termination of inpatient and outpatient pediatric services at HOCC.
The change was necessary because there is no longer adequate demand to support the level
of service that is needed to provide the highest quality, most cost-effective pediatric
inpatient and outpatient services. Please see the Project Description above for a complete
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and detailed response for why the change is necessary.

explain how access to care will be affected;

HOCC has developed a detailed Transition Plan for inpatient and outpatient pediatric
services to ensure that there will be no interruption in care or services resulting from this
proposal. See Exhibit 6 attached hereto. Specifically, inpatient pediatric care will be
provided by CCMC and outpatient pediatric services will be provided by local community
providers. Both CCMC, CHC-NB, and community-based pediatric practices are better
positioned to provide 24/7, 365 days-per-year advanced and coordinated care for children in
the New Britain community. Access to pediatric care will not be negatively affected because
only a relatively small number of patients use the HOCC service and those services will
continue to be provided in the community by other community providers.

discuss any alternative proposals that were considered.

As discussed earlier in this application, HOCC made a significant effort and financial
investment to develop and enhance pediatric services, but despite HOCC’s’ best efforts and
significant investment, pediatric volume continued to decline and the service could not
sustain itself.

This proposal reflects HOCC’s determination that in order to provide the highest quality
and most cost-effective pediatric services to the community, other providers are better
suited to provide, manage and coordinate the care.

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

9. Describe how the proposal will:

a.

improve the quality of health care in the region;

As discussed in the response to Question #8f above, all patients, including Medicaid
patients, will transition to community providers such as CCMC and CHC and community
pediatricians where they will have expanded access to services and better coordinated care
on a 24/7, 365 days-per-year basis.

improve accessibility of health care in the region; and

As discussed in the response to Question #8f above, all patients, including Medicaid
patients, will benefit by having access to enhanced, better coordinated services offered by
CCMC, community physicians’ and CHC-NB on a 24/7, 365 days-per-year basis, a level of
service which HOCC was challenged to provide.
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10.

11.

12.

13.

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

The transition of inpatient services to CCMC will eliminate underutilized and duplicative
services at HOCC and will result in cost savings by offering a more cost-effective means of
delivering inpatient pediatric services. :

To the extent that outpatient services are transitioned to CHC-NB, enhanced coordination
and elimination of duplicative and underutilized services will result in a more cost-effective
model for delivering outpatient pediatric services to the greater New Britain community.

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

The coordination of inpatient care will be greatly facilitated as a result of the breadth and depth
of pediatric specialty, subspecialty and ancillary services offered by CCMC at its main campus.
It is expected that CCMC will refer the pediatric inpatients back to their community providers
upon discharge.

To the extent that outpatient services will be transitioned to CHC-NB and community
pediatricians, care coordination will be greatly enhanced through improved access to health
care services on evenings and weekends. In addition, inappropriate ED utilization will be
reduced for those patients who are currently receiving their care at the HOCC outpatient clinic
when there is no evening and weekend coverage.

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

As discussed in the response to Question #8f above, all patients, including Medicaid patients,
will benefit by having access to high-quality pediatric services 24/7, 365 days-per-year as they
transition to community providers such as CCMC and CHC-NB and community pediatricians.

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

Provide a copy of the Applicant’s charity care policy and sliding fee scale applicable to the
proposal.

See Exhibit 9 for HHC’s Financial Assistance Policy.

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

N/A. This proposal will not reduce access to services for Medicaid patients.

§ “Whether the applicant has satisfactorily demonstrated that any
consolidation resulting from the proposal will not adversely affect health
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14.

15.

16.

17.

18.

| care costs or accessibility to care.” (Conn.Gen.Stat. § 19a-639(a)(12)) |

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

It is not anticipated that this proposal will adversely affect patient health care costs. The
impact on patient health care costs will be positive resulting from less duplication and
underutilization of services, improved care coordination and avoidance of unnecessary ED
visits.

Financial Information

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

Describe the impact of this proposal on the financial strength of the state’s health care
system or demonstrate that the proposal is financially feasible for the applicant.

As previously mentioned in the application, this proposal is cost-effective as it reduces
duplicative services and avoids costs related to health care services that are underutilized. In
addition, this proposal will reduce costly and inappropriate emergency department visits by
aligning pediatric patients with providers that provide 24/7, 365 days-per-year coverage.

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

Please see OHCA Table 3. There are no capital costs associated with this project.

List all funding or financing sources for the proposal and the dollar amount of each. Provide
applicable details such as interest rate; term; monthly payment; pledges and funds received
to date; letter of interest or approval from a lending institution.

Please see OHCA Table 3. There are no capital costs associated with this project.

Include as an attachment:

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

FY 2014 audited financial statements for HOCC are on file with OHCA.

b. completed Financial Worksheet A (not-for-profit entity), B (for-profit entity) or C
(§19a-486a sale) available on OHCA'’s website under OHCA Forms, providing a
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summary of revenue, expense, and volume statistics, “without the CON project,”
“incremental to the CON project,” and “with the CON project.” Note: the actual results
reported in the Financial Worksheet must match the audited financial statement
that was submitted or referenced.

Please see Exhibit 10 attached hereto for Financial Worksheet A.

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

Please see OHCA Table 4.

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

FY 2014 Baseline Assumptions:

e Inpatient volume projected to decrease 5.6% into FY2016 and remain constant through
FY 2019

e Outpatient volume projected to increase 2% into FY 2016 and 1% each year after.

e Less than 1% increase year over year- Incraese in government payor mix and offsetting
decrease in non-government payors.

e Increases in other operating revenues from grants, joint ventures and services to other
affiliates.

e Salary increase of 2% and maintaining staffing levels at 1788 FTE's.

e Other non-salary related inflationary increases.

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

N/A. This proposal is for termination of pediatric inpatient and outpatient services. There will
be no losses from termination of the services, provided, however, there will be positive financial
impact by virtue of eliminating losses associated with the pediatric service resulting in a net
positive impact on the HOCC financial performance.

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

N/A. This proposal is for termination of inpatient and outpatient pediatric services.
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23.

24.

23.

206,

27

Utilization

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

Complete OHCA Table 5 and OHCA Table 6 for the past three fiscal years (“FY”), current
fiscal year (“CFY”) and first three projected FYs of the proposal, for each of the Applicant’s

existing and/or proposed services. Report the units by service, service type or service level.

Please see OHCA Tables 5 and 6.

Provide a detailed explanation of all assumptions used in the derivation/ calculation of the
projected service volume; explain any increases and/or decreases in volume reported in
OHCA Tables 5 and 6.

N/A. This proposal is for termination of inpatient and outpatient pediatric services.

Provide the current and projected patient population mix (number and percentage of

patients by payer) for the proposal using OHCA Table 7 and provide all assumptions. Note:

payer mix should be calculated from patient volumes, not patient revenues.

Please See OHCA Table 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;”
(Conn.Gen.Stat. § 19a-639(a)(7))

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

For purposes of this proposal, the population is defined as pediatric medical inpatients and

pediatric clinic outpatients ages 6 months to 17 residing in the greater New Britain community.

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

Please see OHCA Table 8.

§ “The utilization of existing health care facilities and health care services in
the service area of the applicant;” (Conn.Gen.Stat. § 19a-639(a)(8))
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28.

29.

30.

3.

32.

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

Please see OHCA Table 9.
Describe the effect of the proposal on these existing providers.

To the extent that community providers have open panels and have capacity to accept new
patients, HOCC will facilitate the transition of pediatric clinic patients to these providers.

Please see letters from community pediatricians with open panels agreeing to accept new
patients attached hereto as Exhibit 5 attached hereto.

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

Referrals patterns to community pediatricians come from a variety of sources, including friends
and family members, as well as from pediatric specialists, and in the case of newborns, from
HOCC.

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

If the proposal is approved by OHCA, HOCC will notify all existing clinic patients and families
that HOCC will no longer be providing outpatient clinic services and will facilitate the

transition of care to a community pediatrician or the CHC-NB.

As previously mentioned, HOCC will still continue to provide obstetrical and neonatal services
on its New Britain campus.

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

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

N/A. This proposal is for termination of services. By approving HOCC’s request to terminate
the provision of inpatient and outpatient pediatric services, OHCA will permit HOCC to
discontinue the underutilization of duplicative inpatient and outpatient pediatric services.

§ “Whether the applicant has satisfactorily demonstrated that the proposal
will not negatively impact the diversity of health care providers and patient
choice in the geographic region. . .” (Conn.Gen.Stat. § 19a-639(a)(11))
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33. Explain in detail how the proposal will impact (i.e., positive, negative or no impact) the
diversity of health care providers and patient choice in the geographic region?.

This proposal is for the termination of underutilized pediatric services which can more
effectively be provided by community pediatricians, CHC-NB and CCMC.

Due to the very low patient volumes associated with this proposal, patient choice, competition
and the diversity of health care providers will not be significantly impacted. Patients will
continue to have a variety of choices with respect to where they receive their pediatric services
and thus, will have a diversity of health care providers to choose from.

Version 022015
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Tables

TABLE 1
APPLICANT'S SERVICES AND SERVICE LOCATIONS
Population Days/Hours of New:Servica:or
Service Street Address, Town Sarvad Operation TPro;_)osgd
ermination
Inpatient The Hospital of Central New Britain 7 Days/Week Inpatient
Medical Connecticut Southington 24/7 Medical
Pediatric 100 Grand Street Berlin Pediatric
Services New Britain , CT 06050 Newington No admissions by Services
Plainville community
physicians
Outpatient | The Hospital of Central New Britain Monday through Outpatient
Pediatric Connecticut Southington Friday Pediatric
Clinic 100 Grand Street Berlin 8am to S5pm Clinic
services New Britain , CT 06050 Newington Staffed by one services
Plainville pediatrician
[back to question
TABLE 2
SERVICE AREA TOWNS

[back to question]

Version 022015

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

Town*

Reason for Inclusion

Primary
Service Area

New Britain
Southington
Berlin
Newington
Plainville

Primary Service area towns

represent those towns from where

80% of inpatient discharges
originate

* Village or place names are not acceptable.
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TABLE 3

TOTAL PROPOSAL CAPITAL EXPENDITURE

Purchase/Lease

Cost

Equipment (Medical, Non-medical Imaging)
Land/Building Purchase*
Construction/Renovation**

Land/Building Purchase*

Other (specify)

N/A

Total Capital Expenditure (TCE)

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

Total Capital Cost (TCO)

Total Project Cost (TCE+TCO)

*  If the proposal involves a land/building purchase, attach a real estate property
appraisal including the amount; the useful life of the building; and a schedule of

depreciation.

** If the proposal involves construction/renovations, attach a description of the proposed
building work, including the gross square feet; existing and proposed floor plans;
commencement date for the construction/ renovation; completion date of the
construction/renovation; and commencement of operations date.

*** If the proposal involves a capital or operating equipment lease and/or purchase,

attach a vendor quote or invoice; schedule of depreciation; useful life of the equipment;
and anticipated residual value at the end of the lease or loan term.

N/A. There is no capital expenditure related to this proposal.

[back to question]

TABLE 4
PROJECTED INCREMENTAL REVENUES AND EXPENSES
FY 2016* FY 2017* FY 2018*
Revenue from Operations ($212,669.00) ($212,669.00) ($212,669)
Total Operating Expenses ($1,083,601.00) ($1,106,641.00) ($1,134,250.00)
Gain/Loss from Operations ($870,932.00) $893,972.00 $921,582.00
* Fill in years using those reported in the Financial Worksheet attached.
[back to question]
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TABLE 5
HISTORICAL UTILIZATION BY SERVICE

Actual Volume Annualized FY
(Last 3 Completed FYs) 2015
Volume*
Service** FY 2012 FY 2013** FY 2014** FY 2015
Inpatient Pediatric Discharges 191 237 135 0
Outpatient Pediatric Clinic Visits 5070 5593* 5344 3,500
Total 5261 5830 5479 3,500

*

For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the

method of annualizing. For periods less than 6 months, report actual volume and identify the period covered.

*k

each service type and level listed.

Identify each service type and level adding lines as necessary. Provide the number of visits or discharges as appropriate for

*** Fill in years. If the time period reported is not identical to the fiscal year reported in Table 4 of the application, provide the
date range using the mm/dd format as a footnote to the table.

FY 2015 volume data is for 9months October 2014 through June 2015.

*Note: For a brief period of time during FY 2013 the HOCC Chief of Pediatrics also treated patients in the outpatient clinic which
contributed to the small spike in patient volume during FY 2013.

[back to question]

TABLE 6

PROJECTED UTILIZATION BY SERVICE

Projected Volume

Service* FY 2016** FY 2017** FY 2018**

In_patient Pediatric N/A N/A N/A

Discharges

Outpatient Pediatric

Clinic Visits Ll Bl A
Total

*

visits/discharges as appropriate for each service listed.

** If the first year of the proposal is only a partial year, provide the first partial year and then

the first three full FYs. Add columns as necessary. If the time period reported is not

identical to the fiscal year reported in Table 4 of the application, provide the date range

using the mm/dd format as a footnote to the table.

N/A. This proposal is for a service termination.

back to question]
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Identify each service type by location and add lines as necessary. Provide the number of
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TABLE 7

APPLICANT’S CURRENT & PROJECTED PAYER MIX

Current Projected
Payer FY 2014* FY 2015* FY 2016** FY 2017**

Discharges | % | Discharges | % | Discharges | % | Discharges | %
Medicare*® 7089 45.9 7008 45.5 7008 455 7008 455
Medicaid* 4161 26.2 3939 26.7 3939 26.7 3939 26.7
CHAMPUS & 19 - 18 A 18 A 18 A
TriCare
Total 11269 721 10965 72.3 10965 72.3 10965 72.3
Government
Commercial 4099 26.2 3893 26.4 3893 26.4 3893 26.4
Insurers
Uninsured 224 1.4 151 1.0 151 1.0 151 1.0
Workers 48 41 41 411
Compensation
Total Non- 4371 27.9 4085 27.7 4085 27.7 4085 27.7
Government
Total Payer Mix 15640 100 14750 100 14750 100 14750 100

* Includes managed care activity.
** Fillin years. Ensure the period covered by this table corresponds to the period covered in the projections
provided. New programs may leave the “current” column blank.

The payer mix presented in Table 7 above represents all inpatient discharges at HOCC for the time
periods indicated. The projected increase in Medicaid reflects a shift from uninsured to Medicaid
due to coverage expansion.

[back to question]

Version 022015

 08/28/15 0028



TABLE 8
UTILIZATION BY TOWN

Inpatient Pediatric Discharges

i e Uu]lzatmn wWaeid

_Bedin
_ New Britain %2
Plainvi_lle
_Windsor .
__Meriden |
~ Plantsville 2
_ Southington 10
_ Waterbury |
_ Naugatuck

_ Thomaston
~Indian Head, MD

Approximately 82% of all inpatient discharges originate from the primary services area towns
presented above in Table 2.

Version 022015
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_ Outpatient Pediatric Visits |

?BarrySquare cr 45
 Berlin- CT A R

Bishop's Comer-CT 5§
_BmeHils-cT 21
Bristo- CT 182

CTemm Utiliation FY 2014

_ Buckland-CT 7
_ Budington-CT 10
 Central- CT 2

Corbms Corner- CT " . 9

 DutomBeachr. 1
East Hartford-CT 19 %,

_Emwood-CT 4
_ Famington-CT 3
Gudeyville-CT 1
_ Hartford-CT 146 |

 Meriden-CT 51
_ Middletown-CT 17

Naugatuck-CT 5

m:ﬁyPlantsvﬂle CT )
’Portland- CT e

_ Simbury-CT
_ Simsbury-CT
_ Southington-CT 32
_Suffied-CT 11 |

‘Wallingford-CT 9
Wilson- CT |

_ NewBritain-CT 4574
NewHaven-CT 5
Philadelphia-PA 3

Plainville- CT
Plaza- CT

Rocky Hlll- CT e ER R

5344
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* List inpatient/outpatient/ED volumes separately, if applicable
** Fill in year if the time period reported is not identical to the fiscal year
reported on pg. 2 of the application; provide the date range using the

ack to question]

mm/dd format as a footnote to the table.

Approximately 89% of all outpatient visits originate from the primary services
area towns presented above in Table 2.

TABLE 9 ‘
SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDER
Service or Population Facility ID* Facility's Provider Name, Hours/Days of Current
Program Name Served Street Address and Town Operation Utilization
Outpatient New Britain, 1710983937 Community Health Center M-Th: Unknown
Pediatric Clinic CT 1013939867 85 Lafayette Street 8:00 AM -6:30 PM
1598864217 New Britain, CT 06051 Friday:
Multiple providers 8:00 AM -5:00 PM
Saturday:
8:00 AM - 4:00 PM
Community New Britain, 1386694750 Phillips Foster, MD M, T, Th: Unknown
Pediatricians CT 40 Hart Street 9:00 AM -3:00 PM
New Britain, CT 06051
1316943285 Grove Hill Medical Center M-F: Unknown
300 Kensington Avenue 8:30 AM -5:00 PM
New Britain, CT 06051 Weekend by
appointment
184 East Street
Plainville, CT 06062 M-F:
Multiple providers 9:00 AM -4:30 PM
Weekend by
appointment
Unknown New Britain Pediatric Group Unknown
1095 West Main Street
New Britain, CT 06053
Multiple providers
M-F:
9:00 AM -4:30 PM
1588699235 Personal Care Pediatrics Unknown
340 North Main Street
Southington, CT 06489
1528120094 Pediatric Care Center Unknown
780 Farmington Ave
Bristol, CT 06010
1811994007 Berlin Pediatric Associates Unknown
742 Worthington Rd Suite A
Berlin, CT 06037
1467519793 Mark Peterson, MD Unknown
143 North Main Street

Version 022015
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1649286766

1184647380

1760579296

Southington,CT 06489

Alpa Patel, MD
710 Main Street, Building 1
Plantsville, CT 06479

George Skarvinko, MD
Southington Pediatric Associates
209 Main Street Suite A
Southington,CT 06489

Teresa M. Szajda, MD
7 North Washington Street, Suite 109
Plainville, CT 06062

Unknown

Unknown

Unknown

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NPI) facility

identifier and label column with the identifier used.

[back to question]
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Connecticut

of Public Health

Supplemental CON Application Form
Termination of a Service
Conn. Gen. Stat. § 19a-638(a)(5),(7),(8),(15)

Applicant: The Hospital of Central Connecticut

Project Name: Termination of Inpatient and Outpatient Pediatric
Services

08/28/15
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Affidavit

Applicant: The Hospital of Central Connecticut

Project Title: Termination of Inpatient and Outpatient Pediatric Services

|, Lucille Janatka, Sr. Vice President Hartford HealthCare and President of Hartford
HealthCare Central Region
(Name) (Position — CEO or CFO)

of The Hospital of Central Connecticut being duly sworn, depose and state that the
(Facility Name) said facility complies with the appropriate and applicable criteria as set
forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-486 and/or 4-181 of the
Connecticut General Statutes.

A O Shos fe<o

Signature é/ Date

o i
Subscribed and sworn to before me on X{ / Q"f S

A A
P !

Notary Public/Commissioner of Superior Court

My Commission Expires March 31, 2016
My commission expires:

11
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1.

Project Description: Service Termination

a.

Please provide:

1.

ii.

a description of the history of the services proposed for termination, including
when they commenced,

HOCC has a long history of providing inpatient and outpatient pediatric
services to the greater New Britain community. As discussed in detail in the
CON main application, a decrease in utilization of pediatric inpatient services
has occurred over the last 20 years, not only in New Britain, Connecticut but
throughout the country. Clinical victories in treating vaccine-preventable
illnesses as well as advances in care for conditions such as asthma, diabetes and
prematurity have shifted many of the treatment options to the outpatient arena.
The majority of children requiring inpatient care are now the most complicated
cases often requiring the input of subspecialists and availability of testing
modalities outside the scope of a community pediatric inpatient program.
Therefore, it is not surprising that pediatric admissions have steadily declined
due to parent or provider preference and the need for more comprehensive and
specialized services. As a result of the dramatic decrease in volume seen
nationwide, community hospitals are unable to provide the ancillary services
available in a tertiary care children’s hospital such as child life services and
pediatric focused therapists. In a community hospital setting, it has become a
challenge to maintain the nursing skill set for pediatrics that hospitalized
children deserve.

The number of clinic outpatients served as well as the number of pediatricians
available to care for those patients has decreased. In addition, the health status
of the community served by HOCC implies a need for routine pediatric medical
care plus coordinated supportive ancillary services that are not available in the
HOCC outpatient clinic such as behavioral health, school based services, and
dentistry.

Patient volume at the HOCC pediatric clinic is insufficient to warrant staffing
with more than one physician provider. Under these circumstances, appropriate
clinical coverage (evenings, nights and weekends) cannot be adequately
provided. Pediatric patients who require medical attention outside of normal
clinic hours of operation are directed to the HOCC emergency department for
care.

whether CON authorization was received and,

CON authorization specific to inpatient and outpatient pediatric services was
not necessary to establish these services.

if CON authorization was required, the docket number for that approval.

N/A. CON authorization was not necessary.

Explain in detail the Applicant’s rationale for this termination of services, and the
process undertaken by the Applicant in making the decision to terminate.

08/28/15

0035



Please see main CON application for detailed rationale for this service termination.

HOCC’s executive and clinical leadership continually evaluates the clinical efficacy
of all programs and services offered. As part of this review, programs that are not
fully utilized and are not meeting the highest patient service standards are identified
for potential elimination. Due to declining volumes and difficulty maintaining staff
competencies, inpatient and outpatient pediatric services have been identified for
transition to community providers who are better positioned to coordinate the care
of these patients.

c. Did the proposed termination require the vote of the Board of Directors of the
Applicant? If so, provide copy of the minutes (excerpted for other unrelated
material) for the meeting(s) the proposed termination was discussed and voted

on.

Yes, the HOCC Board of Directors approved this proposal to terminate
inpatient and outpatient pediatric services on May 6, 2015. Please see
Exhibit 1 attached hereto for a copy of the Board resolution authorizing this

CON application.

2. Termination’s Impact on Patients and Provider Community

a. For each provider to which the Applicant proposes transferring or referring
clients, provide the below information for the last completed fiscal year and

current fiscal year.

TABLE A
PROVIDERS ACCEPTING TRANSFERS/REFERRALS
. L Utilization
- - " - Total Available | Utilization
Facility Name Facility ID Facility Address Capacity | Capacity FY XX %‘::r;f,'lt
Connecticut 15 115
Children’s Medical 282 Washington St . .
Unknown ) Licensed | Available Unknown Unknown
Center Hartford, CT 06106 Beds Beds
] 1710983937 85 Lafayette Street Unknown | Unknown | Unknown Unknown
Community Health | 1013939867 New Britain. CT 06051°
Center-NB 1598864217 !
Pe;:g?aat:igzre 1588699235 340 N_o rth Main Street Unknown | Unknown | Unknown Unknown
Arthur Blumer, MD Southington, CT 06489
Pediatric Care Unknown | Unknown | Unknown Unknown
Center 1528120094 780 Farmington Avenue
Susan Adeife- Bristol, CT
Adenyinka, MD
Berlin Pediatric Unknown | Unknown | Unknown Unknown
Associates 742 Worthington Rdge #A
Matteo 1811994007 Berlin.CT 06037
Loprieato,MD !
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300 Kensington Unknown | Unknown | Unknown Unknown
Grove Hill Medical Avenue,#1
Center New Britain, CT 06051
Angela Geddis, MD 1316943285
184 East Street
Plainville, CT 06062
Mark Peterson, MD | 1467519793 143 North Main Street | Unknown | Unknown | Unknown | Unknown
Southington, CT 06489
. Unknown | Unknown | Unknown Unknown
1649286766 710 Main Street, #1
Alpa Patel, MD Plantsville, CT 06479
Unknown | Unknown | Unknown Unknown
i 1386694750 40 Hart Street #C1
Foster Phillips, MD New Britain, CT 06052
Southington Unknown | Unknown | Unknown Unknown
Pediatric Associates | 1184647380 209 Main Street, A '
George Skarvinko, Southington, CT 06489
MD
7 North Washington Unknown | Unknown | Unknown Unknown
Teresa Szajda, MD | 1760579296 Street, #109
Plainville, CT 06062

*

Please provide either the Medicare, Connecticut Department of Social Services (DSS), or National Provider
Identifier (NPI) facility identifier and label column with the identifier used.

** Fillin year and identify the period covered by the Applicant's FY (e.g., July 1-June 30, calendar year, etc.). Label and provide the

number of visits or discharges as appropriate.

** For periods greater than 6 months, report annualized volume, identifying the number of actual months covered and the method of

annualizing. For periods less than six months, report actual volume and identify the period covered.

b. Provide evidence (e.g., written agreements or memorandum of understanding)

that other providers in the area are willing and able to absorb the displaced

patients. ‘

Please see Exhibit 5 attached hereto for letters from community providers who have
capacity to absorb these patients and have expressed a willingness to do so.

Identify any special populations that utilize the service(s) and explain how these
populations will maintain access to the service following termination at the
specific location,; also, specifically address how the termination of this service will
affect access to care for Medicaid recipients and indigent persons.

N/A. There are no special populations utilizing these services.
This proposal will enhance services and coordination of care for Medicaid patients

by transitioning their care to community providers who offer a broader array of
pediatric services than can be provided at HOCC.

Describe how clients will be notified about the termination and transfer to other
providers.

08/28/15
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All patients who have received care at the HOCC outpatient clinic will receive
written information about alternative providers in the community including
community pediatricians and CHC. HOCC will facilitate the transition of these
patients to the most clinically appropriate community provider. In addition, upon
approval from OHCA, clinicians will discuss the transition plan with each patient
during clinic visits. There will also be kiosks that will allow patients to review the
choice of providers and plan for transition.

For DMHAS-funded programs only, attach a report that provides the following
information for the last three full FYs and the current FY to-date:

i. Average daily census;

ii. Number of clients on the last day of the month;

iii. Number of clients admitted during the month; and

iv. Number of clients discharged during the month.

N/A. This proposal is not for a DMHAS program.

08/28/15
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MEETING OF THE BOARD OF DIRECTORS
May 6, 2015

Minutes

PRESENT: Letterio Asciuto MD, Marie S. Gustin, Joseph Harrison MD, Jason Howey, Lucille
Janatka, Frank R. Miller, Akella Sarma MD, Joseph Voelker, William W. Weber, Lindsley
Wellman; also attending Carolyn Freiheit, Steven D. Hanks MD, Nancy Kroeber, Cathy
Stevens and Joann Willette

ABSENT: Denise McNair, George C. Springer Jr.

GUESTS: James Blazar, Jeffrey Flaks, Rocco Orlando MD

1. cCall to Order: Joseph Voelker, Chairman of the Board, called the meeting to order at 8:00 a.m.
in Conference Rooms B and C at the Hartford HealthCare Cancer Institute at The Hospital of
Central Connecticut.

2. Recognition: Lucille Janatka, Central Region President, expressed her appreciation to the Board
members for their leadership and contributions as a director of The Hospital of Central Connecticut
Board as well as their service to various hospital Board committees, Ms. Janatka mentioned to the

Board that even though their role may be changing with the establishment of the new Regional
Boards, she encouraged them to stay engaged with Hartford HealthCare.

5. Consent Agenda: Mr. Voelker requested approval of items listed on the consent agenda.
Action A motion was made, seconded, and it was voted to approve:
e Minutes of the Board of Directors Meeting — March 4, 2015

» Minutes of the Quality & Credentialing Committee Meeting - February 20, 2015
+ Financial Report

6. Resolutions:
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May 6,
Page 2

2015

Termination of Inpatient and Outpatient Pediatric Services at_The Hospital of _Lentral

Connecticut: Lucille Janatka reported that The Hospital of Central Connecticut is preparing to

submit a Certificate of Need (CON) application for the termination of inpatient and outpatient
pediatric services at the New Britain campus. HOCC will continue to provide obstetrical and
neonatal services to the community. The proposal involves the transition of pediatric
outpatient services to Community Health Center Association of Connecticut and the transition
of inpatient pediatric services to the Connecticut Children’s Medical Center.

Mr. Weber mentioned that HOCC management should contact key state representatives to
inform them of the termination of these services.

Action A motion was made, seconded, and it was voted to approve the Resolution for the
Termination of Inpatient and Outpatient Pediatric Services at The Hospital of Central
Connecticut.

Copies of both Resolutions are attached to the permanent minutes.

08/28/15
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May 6, 2015
Page 3

12. Other Business:

1. Alist of the planned events for the Grand Opening of the Cancer Center is included in the
meeting material.

2. Mr. Voelker mentioned that a tour of the Cancer Center would be available after the
meeting if anyone was interested.

3. Mr. Voelker reminded the members that the Board Reception for HOCC and HHC Senior
Care Services will be held on July 8" at the Southington Care Center.

4. Today, May 6, 2015 is the last meeting of the current HOCC Board of Directors.

13. Adjournment: There being no further business, it was motioned, seconded and passed to
adjourn the meeting at 10:15 a.m.

[ e n /) . Va ]
- ,f/} { M
(/U UMW’\' Vo "
William W. Weber
Secretary

jw
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Internal Revenue Service
Director, Exempt Organizations

Date:

JUN 2 6 2007

The Hospital of Central Connecticut
at New Britain General and

Bradley Memorial

100 Grand Street

New Britain, CT 06050

Dear Sir or Madam:

Department of the Treasury
P.O. Box 2508
Cincinnati, Ohio 45201

Person to Contact -~ ID¥:
Gwen Shaw - 75078

Contact Telephone Numbers:
877-829-5500 Phone
513-263-3756 FAX

Federal Identification Number:
06-0646768

By our determination dated January, 1937, you were held to be exempt from
Federal Income Tax under the provisions of section 501(c) (3) of the

Internal Revenue Code.

You recently furnished us information that New Britain General Hospital
merged with Bradley Memorial Hospital and Health Center Inc on October 1,
2006. New Britain General Hospital which was the surviving organization
changed it name to The Hospital of Central Connecticut at New Britain
General and Bradley Memorial. Based on the information submitted, we have
determined that the merger does not affect your exempt status. The

organization will continue using Emplover Identification Number 06-0646768.

Please let us know about any further changes in the character, purposes,
method of operation, name or address of your organization.

If you have any questions regarding this matter, please contact the person

whose name and telephone number appear in the heading of this letter.

Sincerely, J—,

" Robert Choi
Director, Exempt Organizations
Rulings and Agreements

08/28/15
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OBJECTIVES

Hospitalized children are perceived to be increasingly medically complex, but no such trend has been
documented. The objective of this study was to determine whether the proportion of pediatric inpatient use that is
attributable to patients with a diagnosis of one or more complex chronic condition (CCC) has increased over time
and to assess the degree to which CCC hospitalizations are associated with attributes that are consistent with
heightened medical complexity.

METHODS

A retrospective observational study that used the 1997, 2000, 2003, and 2006 Kids Inpatient Databases examined
US hospitalizations for children. Attributes of medical complexity included hospital admissions, length of stay,
total charges, technology-assistance procedures, and mortality risk.

RESULTS

The proportion of inpatient pediatric admissions, days, and charges increased from 1997 to 2006 for any CCC and
for every CCC group except hematology. CCCs accounted for 8.9% of US pediatric admissions in 1997 and
10.1% of admissions in 2006. These admissions used 22.7% to 26.1% of pediatric hospital days, used 37.1% to
40.6% of pediatric hospital charges, accounted for 41.9% to 43.2% of deaths, and (for 2006) used 73% to 92% of
different forms of technology-assistance procedures. As the number of CCCs for a given admission increased, all
markers of use increased.

CONCLUSIONS
08/28/15 0046
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Children With Complex Chronic Conditions in Inpatient Hospital Settings in the United S... Page 2 of 10

CCC-associated hospitalizations compose an increasing proportion of inpatient care and resource use. Future
research should seek to improve methods to identify the population of medically complex children, monitor their
increasing inpatient use, and assess whether current systems of care are meeting their needs.

Keywords: child health services, health care delivery/access, health services research, hospitalization, children
with special needs

Children with special health care needs (CSHCN), defined as children who have or at risk for a chronic physical,
developmental, behavioral, or emotional condition and require health and related services of a type or an amount
beyond that required by children generally, constitute 18% (~12.6 million) of US children.! The Institute of
Medicine has identified CSHCN as a priority population,? in part because of their use of health resources. A small
proportion of children account for the bulk of health care expenditures in the United States: 20% of children who
use medical services account for ~80% of all children's health care expenditures.2

Chronic illness accounts for the majority of children's hospital days and dollars.2 A smaller set of CSHCN,
termed medically complex children, are perceived to use a disproportionate amount of resources, particularly in
the inpatient and tertiary care settings.2 Consistent and complete identification criteria of this subpopulation for
administrative, clinical, and research purposes, however, remains elusive.>Z A prototypical medically complex
child has a diversity of conditions and multisystem disease; may be technology-dependent; has frequent inpatient
admissions; and requires multiple medications, multiple subspecialists, and optimal care coordination across
inpatient and outpatient settings.2 Previous work describing the 6.5% of children with disabilities,®2 the nearly
5% of children with multiple chronic conditions,'2 or children with technology dependence? likely described sets

of children with some degree of medical complexity.

For accurate attribution of health care use of medically complex children, an operational definition is needed for
use in administrative data sets. One potential method to study medically complex children is to group
International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) codes so as to specify
a set of complex chronic conditions (CCCs). Developed initially for the purpose of identifying children who are
at risk for death,11-13 the working definition for a CCC was “any medical condition that can be reasonably
expected to last at least 12 months (unless death intervenes) and to involve either several different organ systems
or 1 system severely enough to require specialty pediatric care and probably some period of hospitalization in a
tertiary care center.”!l Although CCCs likely do not capture all medically complex children, the definition and
implementation of the CCC scheme incorporates 3 hallmarks of medical complexity: chronic medical conditions,
often existing in comorbid combinations, and associated with intensive inpatient use. In this study, we sought to
determine whether the proportion of pediatric inpatient use for CCCs increased over time from 1997 to 2006 and
to assess the degree to which hospitalizations of patients with CCCs were associated with use of inpatient health
care resources and outcomes consistent with heightened medical complexity.

NETHODS | | , ‘ , — Sote

Study Design and Setting

We conducted a retrospective observational study by using longitudinal panel data from the 1997, 2000, 2003,
and 2006 Healthcare Cost and Utilization Project Kids Inpatient Databases (HCUP KID). HCUP KID includes
nationally representative hospital discharges for children on the basis of a random 80% sample of pediatric
discharges and 10% of uncomplicated births. Each data set includes weighted discharges (6.657, 7.291, 7.409,
and 7.559 million, respectively) from hospitals (2521, 2784, 3438, and 3739, respectively) across various states
(22,217, 36, and 38, respectively). The HCUP KID sampling frame changed over time; the addition of more states
and hospitals in later years and exclusion of short-term rehabilitation hospitals after 1997 has led to a more
representative sample.1® The HCUP KID data set contains publicly available deidentified data. The study was
reviewed and deemed exempt from review by the institutional review board at the University of Utah.
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Study Population

We analyzed all hospitalizations for children who were aged 0 to 18 years for consistency during the study
period.1®

Measured Attributes of Medical Complexity

We examined both proportions and total numbers of pediatric hospital admissions, length of stay (LOS), total
charges, technology-assistance procedures,\Z and mortality.12 Technology-assistance procedures were defined
by using ICD-9-CM procedure codes for gastrostomy (43.1), permanent tracheostomy (31.2x), and extracranial
ventricular shunt (02.3%). The use of these procedure codes alone does not distinguish between first-time

placement and replacement of devices!® but identifies hospitalizations in which devices were placed.

Main Predictor Variables

All pediatric hospitalizations were classified both by CCC category by using ICD-9-CM diagnosis codes and by
CCC category count (0, 1, and multiple consisting of admissions with >2 CCC categories)..! Hospitalizations
were classified by CCC count to provide detail about increasing complexity. CCC categories are neuromuscular
(eg, brain and spinal cord malformations, mental retardation, central nervous system degeneration and disease,
infantile cerebral palsy, epilepsy, muscular dystrophies and myopathies), cardiovascular (eg, heart and great
vessel malformations, cardiomyopathies, conduction disorders, dysrhythmias), respiratory (eg, respiratory
malformations, chronic respiratory disease, cystic fibrosis), renal, gastrointestinal, hematology and
immunodeficiency, metabolic, other congenital or genetic defect (eg, chromosomal abnormalities, bone and joint
abnormalities, diaphragm and abdominal wall), and malignancy.! Although there were changes in ICD-9-CM
diagnosis and procedure codes during the study period, none that changed either measured attributes of medical
complexity or predictor variables (eg, CCC categories) occurred.l

Covariates

Patient and hospital characteristics were defined by using standard categories provided by HCUP KID. Patient
characteristics included age, gender, race/ethnicity, and payer. Age was analyzed in categories on the basis of
American Academy of Pediatrics age groups 0 to 2, 3 to 5, 6 to 12, and 13 to 18. Race and ethnicity in HCUP
KID are determined during each hospital's admission process. Race/ethnicity was categorized into 4 mutually
exclusive groups: non-Latino white, non-Latino black, Latino, and other (includes Asian/Pacific Islander, Native
American, and other). Primary payer was grouped into private, public (Medicaid and Medicare), self-pay, and
other (other insurance [eg, military coverage] and no charge).

Hospital characteristics that are provided by HCUP KID include location (rural versus urban), region (Northeast,
Midwest, South, or West), teaching status, and children's hospital designation. Hospital teaching status was
determined from the National Association of Children's Hospitals and Related Institutions (NACHRI) through
2003 and the American Hospital Association Annual Survey Database in 2006. Children's hospital designation
was determined from NACHRI classification criteria: nonchildren's hospital and children's hospital (children's
general hospital, children's specialty hospital, children's unit in general hospital).

Statistical Analyses

We performed analyses taking into account the complex sampling and weighting scheme of HCUP KID using
PROC SURVEY functions in SAS 9.1.3 (SAS Institute, Cary, NC).

We report inpatient health care use in each of the study years, including percentage and numbers of hospital
admissions, days, and charges by CCC category count and percentage of hospital admissions, days, and charges
by individual CCC. Associated 95% confidence intervals (Cls) for any CCC were also generated. Level of
statistical significance is noted in addition to CIs. In addition, tests of linear trend of proportions in a logistic
regression model were performed on percentage of hospital use (admissions, days, charges, and deaths), by both
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CCC count and individual CCC, during the study period. Because of differences in sampling of hospitals in 1997,
we additionally examined the trend of proportions of hospital use for any CCC from 2000 to 2006.

To facilitate direct comparisons between years for total charges, we converted 1997, 2000, and 2003 charges to
2006 dollars by using a consumer price index calculator (www.bls.gov/data/inflation_calculator.htm).

Independent-sample 7 tests were also performed to compare 1997 use with subsequent years.

The proportion of admissions by patient and hospital characteristics were generated for each CCC category, with
associated 95% Cls. Statistical significance was noted when Cls did not overlap.

To describe hospital use, we generated median LOS and median hospital charges with interquartile ranges.
Annual rates of technology-assistance procedures and deaths were determined by calculating the number of
weighted admissions for each category divided by the total numbers of weighted admissions, multiplied by 100.

We report for each year percentages of hospitalizations that were associated with technology-assistance
procedures and deaths by CCC count. We performed univariate and multivariable analysis to evaluate the
association of CCC category count with resource use. We performed general linear regression for models of log-
transformed LOS and charges and logistic regression for models of technology-assistance procedures and death.
For unadjusted models, we included only the CCC count variable. For adjusted models, we included all covariates
(age, gender, payer, hospital location, hospital region, teaching status, and NACHRI designation) except race
because >25% of observations were missing race data. The R” statistic provides a measure of how well the model
accounts for variation in outcomes. The c statistic provides a measure of discriminative abilities; a model is
“good” when the c statistic is >0.7 and “excellent” when >0.8.

RESULTS , R R - __Goto:

In 1997, 2000, 2003, and 2006, the HCUP KID provided, respectively, weighted estimates of 6.7, 6.6, 6.7, and

6.9 million discharges for children who were aged 0 to 18 years. Among children with multiple CCCs, the most
frequent CCCs were cardiovascular (51.5%), congenital (46.9%), neuromuscular (37.1%), respiratory (22.2%),
and malignancy (15.9%); the remaining CCCs were seen in <15% of children with multiple CCCs.

Across the 4 study years, inpatient admissions for children with CCCs accounted for an increasingly
disproportionate number of pediatric hospital days and charges (Fig 1). CCCs accounted for 8.9% of US pediatric
admissions in 1997 and 10.1% of admissions in 2006 (trend test P <.0001). These admissions accounted for
22.7% to 26.1% of pediatric hospital days (P <.0001) and 37.1% to 40.6% of pediatric hospital charges (*
<.0001). Whereas proportions of hospital days were comparable between 1997 and 2000 (P = .08), proportions
increased significantly from 2000 to 2003 (P <.0001) and 2003 to 2006 (P <.0001). Whereas proportions of
hospital charges decreased from 1997 to 2000 (P <.0001), proportions increased significantly from 2000 to 2003
(P <.0001) and 2003 to 2006 (P <.0001).

1

FIGURE 1

A Inpatient health care use for US children from 1997 to 2006, by CCC. For

2 any CCC, an increasing trend in proportion was seen across all study years
(P<.0001), as well as the last 3 study years (P<.0001). Error bars (too small
to be visible) ...

Whereas the total number of inpatient admissions and days for either | CCC or multiple CCCs was similar
between 1997 and 2003, both increased in 2006 (Table 1). The total number of inpatient charges for either 1 CCC
or multiple CCCs increased from 1997 to 2003 and from 1997 to 2006.
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TABLE 1
Inpatient Health Care Use for US Children From 1997 to 2006, by CCC
Count

Similar patterns are evident for most of the 9 CCC subtypes (Fig 2). The proportion of inpatient pediatric
admissions, days, and charges increased from 1997 to 2006 for every CCC except hematology (admissions, days,
charges) and respiratory (charges alone). The increase in proportion of admissions, days, and charges was most
for those with cardiovascular, followed by neuromuscular, congenital, and metabolic CCCs.

FIGURE 2

Inpatient health care use for US children from 1997 to 2006, by CCC. For
each CCC except hematology (admissions, days, and charges) and

== | respiratory (charges only), an increasing trend in proportion was seen

= | across study years (P<.0001).

The patient and hospital characteristics of CCC-associated admissions are most clearly and pertinently understood
by focusing on the 2006 study year (Table 2). Admissions for children with 1 and multiple CCCs compared with
no CCCs was associated with patients who were older, were male, and had less self-pay and more other
insurance. As numbers of CCCs increased, the proportion of admissions to urban, teaching, and children's
hospitals increased.

TABLE 2
Patient and Hospital Characteristics for US Children With and Without
CCCs, 2006

As numbers of CCCs increased, all markers of use increased (Table 3). Compared with children with no CCCs,
children with multiple CCCs had a threefold longer LOS, 11-fold greater charges, 60-fold higher rate of
gastrostomy placement, 80-fold higher rate of tracheostomy placement, 180-fold higher rate of cerebrospinal fluid
(CSF) shunt placement, and 15-fold higher inpatient mortality.

e | LABLES
- Inpatient Use for US Children With and Without CCCs, 2006

CCCs identified a high proportion of patients who underwent placement of technology-assistance devices. In
1997, CCCs identified 67.2% of 12 043 gastrostomies, 59.3% of 912 tracheostomies, and 87.5% of 7255 CSF
shunts. By 2006, CCCs identified 72.7% of 14 379 gastrostomies, 75.3% of 784 tracheostomies, and 91.8% of
7100 CSF shunts. Furthermore, CCCs identified 41.9% of 27 983 admissions that ended in death in 1997 and
43.2% of 26 493 admissions that ended in death in 2006 (P = .0008).

The CCC coding scheme identifies a subset of all admissions that display certain key attributes of medical
complexity. In 2006 data, CCCs demonstrated statistically significant yet limited ability to account for variation
in the number of inpatient hospital days (unadjusted R*> = 0.08; adjusted R> = 0.11) and a greater ability to account
for variation in charges (unadjusted R?> = 0.11; adjusted R?> = 0.38; Table 4). Models of CCCs alone were
excellent for their discriminative ability with CSF shunt and gastrostomy tube placement with respective c
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statistics of 0.89 and 0.80 and modest for tracheostomy tube placement and death with respective c statistics of
0.65 and 0.64. Models of CCCs that included other covariates (age, gender, payer, hospital location, hospital
region, teaching status, and NACHRI designation) displayed excellent discriminative ability for CSF shunt and
gastrostomy tube placement, good for inpatient mortality, and modest for tracheostomy tube placement.

TABLE 4
Odds of Technology Placement and Death for Children with CCCs, 2006

piscyssoNn . Goto

The use of pediatric inpatient hospital resources by patients who are admitted with CCCs both as an overall CCC
group and as individual CCC types (excepting hematology) has increased over time. CCCs, long used to identify
patients who are at risk for death,1113-20 are associated with substantial inpatient resource use, including LOS,
charges, and particularly technology-assistance procedures. CCCs composed 10% of admissions, 25% of hospital
days, 40% of hospital charges, 75% to 92% of technology-assistance procedures, and 43% of inpatient deaths
among US children in 2006. Because individuals are not identified in this data set and patients with CCCs are
more likely to be readmitted,? these 10% of admissions likely represent a smaller proportion of patients. This
study also provides evidence that CCCs seem to identify, in hospital discharge data, a subset of all admissions
that have attributes of medical complexity, specifically intensive resource use, particularly placement of
technology-assistance devices (CSF shunts and gastrostomy tubes).

These findings should be interpreted with several caveats in mind. First, an adequate description of medically
complex children has been elusive.2~ Various alternative strategies exist for their identification but tend to focus
on smaller populations with particular diagnoses (eg, neurologic impairment2!) or care needs (eg, palliative, end-
of-life22-23). Second and related, we used a set of measures that we argue are attributes of medical complexity,
rather than direct measurement of complexity per se; therefore, these should be considered candidate rather than
definitive measures of medical complexity. In addition, these candidate measures should be considered for use at
the population or health system level rather than the individual or clinical level. Third, use of administrative data
has inherent limitations. For HCUP KID, the absence of patient identifiers limits the study to description and
inferences about admissions, not patients. Some increase in CCCs during the study period may result from
increased focus on documenting conditions for reimbursement purposes.

Fourth, ICD-9-CM codes do not characterize patients' functional limitations (or family needs, social factors, or
the use of outpatient services or home-based technology that contribute to medical complexity), and some
medically complex children may have other diagnoses that are not captured by CCCs. The net result is that CCCs
do not identify the complete subset of all admissions of medically complex children. At the same time, as a recent
systematic review argued,” the ready availability, consistency, and ease of use have made administrative data
critical to the development of chronic condition definitions.” Within this framework of defining and measuring
childhood chronic conditions, children with CCCs constitute (albeit not exclusively) the most intensive third
subset of children with chronic conditions with increased health care use. Although the CCC classification
scheme can and should be refined, such schemes can serve as useful pragmatic tools to identify a population of
medically complex children.

This study provides evidence supporting the perception of an increase in both number and proportion of complex
pediatric hospitalizations nationally.? This study confirms previous findings that children with chronic illness
account for more use, including increasing inpatient hospital days,*£ higher expenditures,® more technology-
dependent device use, and inpatient deaths.? Reasons for increasing inpatient use for medically complex children
are unclear and likely multifactorial. The prevalence of children with CCCs in the US population may simply be
increasing,12 possibly as a result of improved survival in the neonatal period and subsequently prolonged

survival 24 This potential mechanism may explain the especially noticeable rise in the proportion of admissions
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that are associated with cardiac, neuromuscular, metabolic, and congenital or genetic CCCs. Inpatient care for
children with more common conditions (eg, asthma, gastroenteritis, urinary tract infection) may also be moving
from inpatient to outpatient settings, leaving proportionately more children with CCCs in inpatient settings.
Alternatively, the population of children with CCCs may be similar in size but their inpatient use may be
increasing, particularly as they age. Reasons for the dramatic increase in cardiovascular CCC admissions, hospital
days, and charges warrant additional study; adoption of complex cardiac interventions by lower volume centers, a
national shift in increasing use of complex cardiac surgery,? or decreasing mortality among pediatric cardiac
surgery patients®* might, in part, contribute to this phenomenon.

These results can better inform a system of care for medically complex children. At the population or health
system level, the use of CCCs or other classification schemes that can be implemented in large data sets would
facilitate studies that evaluate both quality of and evidence in care provided to medically complex children. For
example, the Institute of Medicine has prioritized evaluation of the medical home model for this population of
children.2622 At the individual patient level, inpatient systems of care for medically complex children also need
to be optimized. These fragile children are more vulnerable to safety issues in the inpatient setting.2? Although
CCC codes perform well at identifying a medically complex subset of all patients, they do not have adequate
positive or negative predictive value for use at the individual or clinical level. We need to develop more robust
prospective methods of identifying these children, potentially coupling diagnoses with more noncategorical
characteristics, such as technology assistance and/or number of providers. Prospective identification coupled with
effectiveness studies may improve our ability to care for these children in hospitals, with tools such as targeted
medication reconciliation,2! family-centered care 22 teams of integrated providers in outpatient?’2%32 and
inpatient settings,22 care pathways,2* or portable medical records.® Finally, evidence to guide the provision of
optimal inpatient health care for medically complex children remains very limited. High-quality research into the
indications, complications, and outcomes of the more common technology-assistance procedures (eg,
gastrostomy tubes, tracheostomies, CSF shunts!®3638), coupled with dissemination of these findings, could
substantially improve care for these children.

concrusions 0000000000 CoW

CCCs, derived to identify patients who are at risk for death, are associated with intensive inpatient resource use,
including LOS, charges, and technology-assistance procedures. CCCs identify a subset of all pediatric hospital
admissions with increasing inpatient use nationally. Future research should seek to improve methods to identify
medically complex children, monitor the trends of increasing use, and assess whether current systems of care are
meeting the needs of medically complex children.

WHAT'S KNOWN ON THIS SUBJECT

Medically complex children are perceived to use a disproportionate amount of resources, particularly in the
inpatient and tertiary care settings.

WHAT THIS STUDY ADDS

CCCs, derived to identify patients who are at risk for death, are associated with intensive inpatient resource
use, including length of stay, charges, and technology-assistance procedures. CCCs identify a subset of all
pediatric hospital admissions with increasing inpatient use nationally.
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Abstract
OBJECTIVE: To compare inpatient resource use trends for healthy children and children with
chronic health conditions of varying degrees of medical complexity. ¢

DESIGN: Retrospective cohort analysis.
SETTING: Twenty-eight US children's hospitals.

PATIENTS: A total of 1 526 051 unique patients hospitalized from January 1, 2004, through
December 31, 2009, who were assigned to 1 of 5 chronic condition groups using 3M's Clinical
Risk Group software.

INTERVENTION: None.

MAIN OUTCOME MEASURES: Trends in the number of patients, hospitalizations, hospital days,
and charges analyzed with linear regression.

RESULTS: Between 2004 and 2009, hospitals experienced a greater increase in the number of
children hospitalized with vs without a chronic condition (19.2% vs 13.7% cumulative increase, P
< .001). The greatest cumulative increase (32.5%) was attributable to children with a significant
chronic condition affecting 2 or more body systems, who accounted for 19.2% (n = 63 203) of
patients, 27.2% (n = 111 685) of hospital discharges, 48.9% (n = 1.1 million) of hospital days, and
53.2% ($9.2 billion) of hospital charges in 2009. These children had a higher percentage of
Medicaid use (56.5% vs 49.7%; P < .001) compared with children without a chronic condition.
Cerebral palsy (9179 [14.6%)]) and asthma (13 708 [21.8%]) were the most common primary
diagnosis and comorbidity, respectively, observed among these patients.

CONCLUSIONS: Patients with a chronic condition increasingly used more resources in a group
of children's hospitals than patients without a chronic condition. The greatest growth was
observed in hospitalized children with chronic conditions affecting 2 or more body systems.
Children's hospitals must ensure that their inpatient care systems and payment structures are
equipped to meet the protean needs of this important population of children.
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Introduction

Asthma is a chronic disease characterized by inflammation
of the airways. It restricts the passage of air into the lungs
and leads to episodes of wheezing, coughing, chest
tightness, and shortness of breath. Severe asthmatic
episodes can close off airways completely and, in some
cases, may be life-threatening.”

In 2010, approximately 7.0 million children aged 0-17 years
and 18.7 million adults aged 18 years and older had a
diagnosis of asthma. The prevalence of asthma in the
United States has increased from 7.3 percent of the
population in 2001 to 8.4 percent in 2010.2

Asthma is largely controllable with proper primary care, and
the need for hospitalization can usually be prevented.
However, differences in rates of hospitalization for asthma
suggest that there is significant room for improvement in
caring for the condition.

This Statistical Brief presents data from the Healthcare Cost
and Utilization Project (HCUP) on trends in pediatric and
adult inpatient hospital stays for asthma at U.S. community
hospitals from 2000 through 2010. In addition, we present
patient characteristics of pediatric and adult hospital stays for
asthma in 2010. Differences that are noted in the text exhibit
at least a 10 percent difference between estimates and are
statistically significant at 0.05 or better.

Highlights

From 2000 through 2010, the rate of
pediatric hospital stays for asthma
declined from 165 to 130 per 100,000
population, respectively, whereas the
rate for adults remained about 119
per 100,000 population.

The average cost per asthma-related
hospital stay for children remained
relatively stable at about $3,600 from
2000 to 2010, whereas the average
cost per asthma-related hospital stay
for adults increased from $5,200 to
$6,600.

Among children, the rate of hospital
stays for asthma was 54 percent
higher for males than females. This
pattern was reversed among adults:
females had a 129 percent higher
rate of hospital stays than males.

Rates of asthma-related admission
were more than three times higher
among African American children and
two times higher for African American
adults compared with White and
Asian and Pacific Islander patients.

Pediatric and adult patients in the
lowest income communities had
consistently higher rates of hospital
stays for asthma than those in the
highest income communities.

Medicaid was the most frequent
expected primary payer among
children and adults aged 18—44
years; private insurance was the
second most frequent payer.

' U.S. Department of Health and Human Services (HHS). Expert Panel Report 3: Guidelines for the Diagnosis and Management of
Asthma. Publication No. 07—4051. Bethesda, MD: HHS, National Heart, Lung and Blood Institute, National Institutes of Health;

2007.

2 Akinbami LJ, Moorman JE, Bailey C, Zahran HS, King M, Johnson CA, et al. Trends in Asthma Prevalence, Health Care Use, and
Mortality in the United States, 2001-2010. NCHS Data Brief No. 94. Hyattsville, MD: National Center for Health Statistics; May

2012.

1

08/28/15 0058



Findings

Rate of pediatric and adult hospital stays for asthma, 20002010

Figure 1 displays the age- and sex-adjusted rates of hospital stays for asthma from 2000 through 2010 for
children (aged 2—17 years) and adults (aged 18 years and older).® The rate of pediatric asthma-related
hospital stays declined from about 165 per 100,000 population in 2000 to 130 per 100,000 population in
2010. Although there was some variation across years, the rate of adult asthma-related hospital stays
remained relatively unchanged between 2000 and 2010 at about 119 hospital stays per 100,000
population. The rate of pediatric hospital stays was higher than the rate of adult hospital stays for asthma
from 2000 through 2005; pediatric and adult rates were similar from 2006 through 2010.

Figure 1. Trends in the rate of hospital stays for asthma per 100,000 population for children and
adults, 2000-2010
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Source: Agency for Healthcare Research and Quality (AHRQ), Center for Delivery, Organization, and Markets, Healthcare Cost and
Utilization Project (HCUP), Nationwide Inpatient Sample (NIS), 2000-2010, and AHRQ Prevention Quality Indicators (PQls)

® Consistent with the AHRQ Quality Indicator for pediatric asthma, hospital stays for patients younger than 2 years were excluded
because an asthma diagnosis in younger children may be difficult to distinguish from bronchospasm.
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Average cost of pediatric and adult hospital stays for asthma, 2000-2010

Figure 2 displays the average inflation-adjusted cost of hospital stays for asthma from 2000 through 2010
for children (aged 2-17 years) and adults (aged 18 years and older). The average cost per hospital stay

for children with asthma remained relatively stable at about $3,600 from 2000 to 2010. During this same

period, the average cost per adult asthma-related hospital stay increased from $5,200 to $6,600. The

average cost per hospital stay for asthma was consistently higher for adults than children across all
years.

Figure 2. Trends in the average cost of hospital stays for asthma for children and adults, 2000-

2010
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Source: Agency for Healthcare Research and Quality, Center for Delivery, Organization, and Markets, Healthcare Cost and
Utilization Project (HCUP), Nationwide Inpatient Sample (NIS), 2000-2010, and AHRQ Prevention Quality Indicators (PQls)
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Rate of pediatric and adult hospital stays for asthma by patient characteristics, 2010

Table 1 displays the rate of asthma-related hospital stays for children and adults by patient
characteristics. In 2010, the rate of hospital stays for asthma was similar for children (129.7 per 100,000
population) and adults (119.3 per 100,000 population). Among children, the rate of hospital stays for
asthma was 54 percent higher for males than females (156.5 versus 101.7 stays per 100,000 population).
This pattern was reversed among adults: females had a 129 percent higher rate of hospital stays than
males (163.0 versus 71.2 hospital stays per 100,000 population). Across both age groups, African
American and Hispanic patients had higher rates of asthma relative to White and Asian and Pacific
Islander patients in 2010. Notably, hospitalization rates were more than three times higher for African
American children and two times higher for African American adults compared with White and with Asian
and Pacific Islander patients. Pediatric and adult patients in the lowest income communities had higher
rates of hospital stays for asthma than those in the highest income communities.

Table 1. Adjusted rate of hospital stays for asthma per 100,000 population for children and adults,
2010

Hospital stays for asthma per 100,000 population
Patient characteristic Children Adults
(aged 217 years) (aged 18 years and older)
Total U.S. 129.7 119.3
Sex
Male 156.5 71.2
Female 101.7 163.0
Race/ethnicity
Non-Hispanic
White 83.8 90.5
African American 363.9 297.9
Asian and Pacific Islander 78.2 65.4
Hispanic (of any race) 128.8 144.6
Community-level income
First quartile (lowest income) 182.8 194.3
Second quartile 123.7 117.4
Third quartile 113.9 100.0
Fourth quartile (highest income) 95.2 72.6
Location of patient residence '
Large metropolitan 140.6 | 139.1
Small metropolitan 124.9 94.5
Micropolitan 97.6 99.2
Not metropolitan or micropolitan 104.0 110.0
Location of inpatient treatment
Northeast 176.8 167.6
Midwest 104.6 120.5
South 130.3 120.8
West 119.7 76.5

Note: Rates are adjusted for age and sex.

Source: Agency for Healthcare Research and Quality (AHRQ), Center for Delivery, Organization, and Markets, Healthcare Cost and
Utilization Project (HCUP), Nationwide Inpatient Sample (NIS) and State Inpatient Databases (SID) disparities analytic file, 2010,
and AHRQ Prevention Quality Indicators (PQls)

Adults residing in large metropolitan areas had a higher rate of hospital stays for asthma (139.1 per
100,000 population) than adults residing in other areas. Children residing in large metropolitan areas had
a higher rate of hospital stays for asthma (140.6 per 100,000 population) than children residing in
micropolitan areas only (97.6 per 100,000 population). Adults treated in the Northeast had a higher rate
of hospital stays for asthma (167.6 per 100,000 population) than adults in other Census regions. Children
treated in the Northeast had a significantly higher rate of hospital stays for asthma (176.8 per 100,000
population) than children treated in the Midwest only (104.6 per 100,000 population).
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Distribution of stays by age group and expected primary payer, 2010

Figure 3 shows that Medicaid was the largest expected primary payer of hospital stays for asthma among
children aged 2—-17 years (55 percent) and adults aged 18—44 years (35 percent). Private insurance was
the second largest primary payer of hospital stays for asthma among these same two age groups
(children, 38 percent; adults aged 18—44 years, 29 percent). Among adults aged 4564 years, private
insurance was the payer for one-third of all asthma-related hospital stays, and Medicaid and Medicare
each were payers for about one-fourth of these stays. Among patients aged 65 years and older, nearly 9
out of 10 hospital stays for asthma were billed to Medicare. The proportion of asthma-related hospital
stays that were uninsured was highest among patients aged 18-44 years (21 percent), followed by
patients aged 45-64 years (12 percent).

Figure 3. Distribution of hospital stays for asthma by age group and primary expected payer, 2010
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Source: Agency for Healthcare Research and Quality, Center for Delivery, Organization, and Markets, Healthcare Cost and
Utilization Project (HCUP), Nationwide Inpatient Sample (NIS), 2010, and AHRQ Prevention Quality Indicators (PQls)
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Data Source

The estimates in this Statistical Brief are based upon data from the Healthcare Cost and Utilization
Project (HCUP) 2000-2010 Nationwide Inpatient Sample (NIS) and a 2010 disparities analysis file (see
description below) created from the State Inpatient Databases (SID). The disparities analysis file is
designed to provide national estimates on racial disparities using weighted records from a sample of
hospitals in the SID.

Differences that are noted in the text exhibit at least a 10 percent difference between estimates and
achieved a level of statistical significance of 0.05 or better.

State Inpatient Databases disparities analysis file

Measures of race and ethnicity can be problematic in hospital discharge databases. Some States do not
collect information on race and ethnicity from hospitals and, within States that collect the information,
some hospitals do not code race and ethnicity reliably. A disparities analysis file designed to provide
national estimates by race and ethnicity was constructed using the HCUP SID from participating States
that report patient race and ethnicity. This file was created using a stratified, weighted sample of
hospitals with good reporting of these measures. It contains data from about 2,000 hospitals and is a 40-
percent sample of community, nonrehabilitation hospitals in the United States.

For 2010, SID data from the following 37 States were used: Alaska, Arizona, Arkansas, California,
Colorado, Connecticut, Florida, Georgia, Hawaii, lllinois, Indiana, lowa, Kansas, Kentucky, Maryland,
Massachusetts, Michigan, Montana, Mississippi, Nevada, New Jersey, New Mexico, New York, North
Carolina, Oklahoma, Oregon, Pennsylvania, Rhode Island, South Carolina, South Dakota, Tennessee,
Texas, Utah, Virginia, Vermont, Wisconsin, and Wyoming.

Definitions

Diagnoses and ICD-9-CM

The principal diagnosis is that condition established after study to be chiefly responsible for the patient’s
admission to the hospital. Secondary diagnoses are concomitant conditions that coexist at the time of
admission or develop during the stay.

ICD-9-CM is the International Classification of Diseases, Ninth Revision, Clinical Modification, which
assigns numeric codes to diagnoses. There are approximately 14,000 ICD-9-CM diagnosis codes.

Case definition: asthma

Rates of asthma hospital stays for adults and children were based on the AHRQ Prevention Quality
Indicators (PQls) for asthma (PQI #15 for aduits and PDI #14 for children), versnon 4.1. Rates were
adjusted by age and sex using the 2000 United States population as the standard*.

The numerator (outcome of interest) of the rate included the following:

o Inpatient hospital stays with an ICD-9-CM principal diagnosis code of asthma, defined as one of
the following codes:
o 49300 EXT ASTHMA W/O STAT ASTH
49301 EXT ASTHMA W STATUS ASTH
49302 EXT ASTHMA W ACUTE EXAC OCT00
49310 INT ASTHMA W/O STAT ASTH
49311 INT ASTHMA W STATUS ASTH
49312 INT ASTHMA W ACUTE EXAC OCTO00
49320 CH OB ASTH W/O STAT ASTH
49321 CH OB ASTHMA W STAT ASTH
49322 CH OBS ASTH W ACUTE EXAC OCTO00

OO0 0000 O0O0

* U.S. Census Bureau, Population Division. Intercensal Estimates of the Resident Population by Single Year of Age, Sex, Race,and
Hispanic Origin for the United States: April 1, 2000 to July 1, 2010. September 2011.

http://www.census .gov/popest/datalintercensal/national/nat2010.html.
6
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49381 EXERCSE IND BRONCHOSPASM OCT03
49382 COUGH VARIANT ASTHMA OCTO03
49390 ASTHMA W/O STATUS ASTHM

49391 ASTHMA W/ STATUS ASTHM

o 49392 ASTHMA W ACUTE EXACERBTN OCTO00

e Adults must be 18 years or older or any age if identified on a maternal record. Maternal is
defined by the major diagnostic category (MDC) of 14 for pregnancy, childbirth, and puerperium.
Children are limited to nonmaternal hospital stays aged 2 through 17 years old. Consistent with
the AHRQ Quality Indicator for pediatric asthma, hospital stays for patients younger than 2 years
were excluded because an asthma diagnosis in younger children may be difficult to distinguish
from bronchospasm.

O 0 0O

o Hospital stays were excluded for any one of the following reasons:
o Hospital stay was transferred into the hospital from another acute care hospital, skilled
nursing facility, intermediate care facility, or other health care facility
o Hospital stay had any ICD-9-CM diagnosis code of cystic fibrosis or anomalies of the
respiratory system, defined as one of the following:
= 27700 CYSTIC FIBROS W/O ILEUS
27701 CYSTIC FIBROS W ILEUS
27702 CYSTIC FIBROS W PUL MAN
27703 CYSTIC FIBROSIS W GI MAN
27709 CYSTIC FIBROSIS NEC
74721 ANOMALIES OF AORTIC ARCH
7483 LARYNGOTRACH ANOMALY NEC
7484 CONGENITAL CYSTIC LUNG
7485 AGENESIS OF LUNG
74860 LUNG ANOMALY NOS
74861 CONGEN BRONCHIECTASIS
74869 LUNG ANOMALY NEC
7488 RESPIRATORY ANOMALY NEC
7489 RESPIRATORY ANOMALY NOS
7503 CONG ESOPH FISTULA/ATRES
7593 SITUS INVERSUS
7707 PERINATAL CHR RESP DIS

The denominator (population at risk) of the rate is the national population specific to the age group: 2
through 17 years for children and 18 years and older for adults.

Prevention Quality Indicators

The Prevention Quality Indicators (PQls; version 4.1), a component of the AHRQ Quality Indicators
(Qls), are a set of measures that can be used with hospital inpatient hospital stay data to identify
access to and quality of care for ambulatory care-sensitive conditions. These are conditions for
which good outpatient care can potentially prevent the need for hospitalization or for which early
intervention can prevent complications or more severe disease. PQI rates can also be affected by
other factors such as disease prevalence. The PQls are adjusted for age and sex.

Further information on the AHRQ Qls, including documentation and free software downloads, is
available at http://www.qualityindicators.ahrg.gov/. It also includes information on the Pediatric
Quality Indicators (PDls, formerly referred to as PedQls). The PDIs contain measures of potentially
preventable hospitalizations for children for asthma, gastroenteritis, diabetes short-term
complications, and perforated appendix. Additional information on how the QI software was applled
to the HCUP data for the statistics reported in this Statistical Brief is available in Coffey et al., 2012.°

s Coffey R, Barrett M, Houchens R, Moy E, Andrews R, Coenen N. Methods Applying AHRQ Quality Indicators to Healthcare Cost
and Utilization Project (HCUP) Data for the Eleventh (2013) National Healthcare Quality Report (NHQR) and National Healthcare
Disparities Report (NHDR). HCUP Methods Series Report #2012-03. Online. November 12, 2012. U.S. Agency for Healthcare
Research and Quality. http://www.hcup-us.ahrg.gov/reports/methods/2012_03.pdf. Accessed December 4, 2013.
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Types of hospitals included in HCUP

HCUP is based on data from community hospitals, which are defined as short-term, non-Federal, general,
and other hospitals, excluding hospital units of other institutions (e.g., prisons). HCUP data include
obstetrics and gynecology, otolaryngology, orthopedic, cancer, pediatric, public, and academic medical
hospitals. Excluded are long-term care, rehabilitation, psychiatric, and alcoholism and chemical
dependency hospitals. However, if a patient received long-term care, rehabilitation, or treatment for
psychiatric or chemical dependency conditions in a community hospital, the hospital stay record for that
stay will be included in the Nationwide Inpatient Sample (NIS) and the SID disparities analysis file.

Unit of analysis

The unit of analysis is the hospital hospital stay (i.e., the hospital stay), not a person or patient. This
means that a person who is admitted to the hospital multiple times in one year will be counted each time
as a separate "hospital stay" from the hospital.

Costs and charges

Total hospital charges were converted to costs using HCUP Cost-to-Charge Ratios based on hospital
accounting reports from the Centers for Medicare & Medicaid Services (CMS).° Costs will reflect the
actual expenses incurred in the production of hospital services, such as wages, supplies, and utility costs;
charges represent the amount a hospital billed for the case. For each hospital, a hospital-wide cost-to-
charge ratio is used. Hospital charges reflect the amount the hospital billed for the entire hospital stay
and do not include professional (physician) fees. For the purposes of this Statistical Brief, costs are
reported to the nearest hundred. Costs were deflated to 2010 using the price index for the gross
domestic product.7

Patients' race and ethnicity

HCUP uniform coding includes race and ethnicity in one data element (RACE). Because of variability in
the collection of race and ethnicity information in the State data provided to HCUP, HCUP maintains a
uniform set of categories based on race definitions used in the 1977 Office of Management and Budget
(OMB) Directive 15. It uses the combined race-ethnicity format (separate categories for Hispanic and five
non-Hispanic racial groups—White, Black, Asian and Pacific Islander, American Indian or Alaska Native,
and Other). When a State and its hospitals collect Hispanic ethnicity separately from race, HCUP assigns
the data to the combined race and ethnicity categorization and uses Hispanic ethnicity to override any
other race category to create uniform coding across States. There is limited reporting of American Indian
or Alaska Native (AIAN) in the HCUP data, so statistics for this group were not presented.

This Statistical Brief reports race and ethnicity for the following categories: White non-Hispanic, African
American non-Hispanic, Asian or Pacific Islander non-Hispanic, and Hispanic (of any race).

Median community-level income

Median community-level income is the median household income of the patient's ZIP Code of residence.
The cut-offs for the quartile designation are determined yearly using ZIP Code demographic data
obtained from the Nielsen Company. The income quartile is set to the lowest income for homeless
patients.

Location of patients' residence

Place of residence is based on a simplified adaptation of the 2003 version of the Urban Influence Codes

(UIC). The 12 categories of the UIC are combined into four broader categories that differentiate between
large metropolitan areas with a population of 1 million or more residents, small metropolitan areas with a
population less than 1 million residents, micropolitan areas, and nonurban residual areas that are neither
metropolitan or micropolitan.

® HCUP Cost-to-Charge Ratio Files (CCR). Healthcare Cost and Utilization Project (HCUP). 2001-2009. U.S. Agency for Healthcare
Research and Quality, Rockville, MD. Updated August 2013. http://www.hcup-us.ahrg.gov/db/state/costtocharge.jsp. Accessed
December 17, 2013.

7 U.S. Department of Commerce Bureau of Economic Analysis. National Income and Product Accounts Tables. Section 1, Domestic
Product and Income. hitp://www.bea.gov/iTable/iTable.cfm?ReqlD=9&step=1#. Accessed December 4, 2013.
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Location of inpatient treatment
Location is based on the region of the treatment hospital and is one of the four regions defined by the
U.S. Census Bureau:

e Northeast: Maine, New Hampshire, Vermont, Massachusetts, Rhode Island, Connecticut, New
York, New Jersey, and Pennsylvania

¢ Midwest: Ohio, Indiana, lllinois, Michigan, Wisconsin, Minnesota, lowa, Missouri, North Dakota,
South Dakota, Nebraska, and Kansas

¢ South: Delaware, Maryland, District of Columbia, Virginia, West Virginia, North Carolina, South
Carolina, Georgia, Florida, Kentucky, Tennessee, Alabama, Mississippi, Arkansas, Louisiana,
Oklahoma, and Texas

e West: Montana, Idaho, Wyoming, Colorado, New Mexico, Arizona, Utah, Nevada, Washington,
Oregon, California, Alaska, and Hawaii

Payer
Payer is the expected primary payer for the hospital stay. To make coding uniform across all HCUP data
sources, payer combines detailed categories into general groups:

e Medicare: includes patients covered by fee-for-service and managed care Medicare

e Medicaid: includes patients covered by fee-for-service and managed care Medicaid

¢ Private Insurance: includes Blue Cross, commercial carriers, and private health maintenance
organizations {(HMOs) and preferred provider organizations (PPOs)

e Other: includes Medicare, Worker's Compensation, TRICARE/CHAMPUS, CHAMPVA, Title V,
and other government programs. Uninsured: includes an insurance status of "self-pay" and "no
charge."

Hospital stays billed to the State Children's Health Insurance Program (SCHIP) may be classified as
Medicaid, Private Insurance, or Other, depending on the structure of the State program. Because most
State data do not identify SCHIP patients specifically, it is not possible to present this information
separately.

When more than one payer is listed for a hospital stay, the first-listed payer is used.
About HCUP

HCUP is a family of powerful health care databases, software tools, and products for advancing research.
Sponsored by the Agency for Healthcare Research and Quality (AHRQ), HCUP includes the largest all-
payer encounter-level collection of longitudinal health care data (inpatient, ambulatory surgery, and
emergency department) in the United States, beginning in 1988. HCUP is a Federal-State-Industry
Partnership that brings together the data collection efforts of many organizations—such as State data
organizations, hospital associations, private data organizations, and the Federal government—to create a
national information resource.

HCUP would not be possible without the contributions of the following data collection Partners from
across the United States:

Alaska State Hospital and Nursing Home Association

Arizona Department of Health Services

Arkansas Department of Health

California Office of Statewide Health Planning and Development
Colorado Hospital Association

Connecticut Hospital Association

Florida Agency for Health Care Administration

Georgia Hospital Association

Hawaii Health Information Corporation

lilinois Department of Public Health

9
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Indiana Hospital Association

lowa Hospital Association

Kansas Hospital Association

Kentucky Cabinet for Health and Family Services
Louisiana Department of Health and Hospitals

Maine Health Data Organization

Maryland Health Services Cost Review Commission
Massachusetts Center for Health Information and Analysis
Michigan Health & Hospital Association

Minnesota Hospital Association

Mississippi Department of Health

Missouri Hospital Industry Data Institute

Montana MHA - An Association of Montana Health Care Providers
Nebraska Hospital Association

Nevada Department of Health and Human Services

New Hampshire Department of Health & Human Services
New Jersey Department of Health

New Mexico Department of Health

New York State Depariment of Health

North Carolina Department of Health and Human Services
North Dakota (data provided by the Minnesota Hospital Association)
Ohio Hospital Association

Oklahoma State Department of Health

Oregon Association of Hospitals and Health Systems
Oregon Health Policy and Research

Pennsylvania Health Care Cost Containment Council
Rhode Island Department of Health

South Carolina Budget & Control Board

South Dakota Association of Healthcare Organizations
Tennessee Hospital Association

Texas Department of State Health Services

Utah Department of Health

Vermont Association of Hospitals and Health Systems
Virginia Health Information

Washington State Department of Health

West Virginia Health Care Authority

Wisconsin Department of Health Services

Wyoming Hospital Association

About the NIS

The HCUP Nationwide Inpatient Sample (NIS) is a nationwide database of hospital inpatient stays. The
NIS is nationally representative of all community hospitals (i.e., short-term, non-Federal, nonrehabilitation
hospitals). The NIS is a sample of hospitals and includes all patients from each hospital, regardless of
payer. It is drawn from a sampling frame that contains hospitals comprising more than 95 percent of all
discharges in the United States. The vast size of the NIS allows the study of topics at both the national
and regional levels for specific subgroups of patients. In addition, NIS data are standardized across
years to facilitate ease of use.

About the SID

The HCUP State Inpatient Databases (SID) are hospital inpatient databases from data organizations
participating in HCUP. The SID contain the universe of the inpatient discharge abstracts in the
participating HCUP States, translated into a uniform format to facilitate multistate comparisons and
analyses. Together, the SID encompass more than 95 of all U.S. community hospital discharges in 2011.
The SID can be used to investigate questions unique to one State, to compare data from two or more
States, to conduct market area variation analyses, and to identify State-specific trends in inpatient care
utilization, access, charges, and outcomes.

10

08/28/15 0067



About HCUPnet

HCUPnet is an online query system that offers instant access to the largest set of all-payer health care
databases publicly available. HCUPnet has an easy step-by-step query system, allowing for tables and
graphs to be generated on national and regional statistics as well as trends for community hospitals in the
United States. HCUPnet generates statistics using data from HCUP's Nationwide Inpatient Sample (NIS),
the Kids' Inpatient Database (KID), the Nationwide Emergency Department Sample (NEDS), the State
Inpatient Databases (SID), and the State Emergency Depariment Databases (SEDD).

For More Information

For more information about HCUP, visit http://www.hcup-us.ahrg.gov/.

For additional HCUP statistics, visit HCUPnet, our interactive query system,‘at
http://hcupnet.ahrg.gov/.

For information on other hospitalizations in the United States, refer to the following HCUP Statistical
Briefs located at http://www.hcup-us.ahrg.gov/reports/statbriefs/statbriefs.jsp:

Statistical Brief #166, Overview of Hospital Stays in the United States, 2011
Statistical Brief #168, Costs for Hospital Stays in the United States, 2011

Statistical Brief #162, Most Frequent Conditions in U.S. Hospitals, 2011

Statistical Brief #165, Most Frequent Procedures Performed in U.S. Hospitals, 2011

For a detailed description of HCUP, more information on the design of the Nationwide Inpatient
Sample (NIS), and methods to calculate estimates, please refer to the following publications:

Introduction to the HCUP Nationwide Inpatient Sample, 2011. Online. June 2013. U.S. Agency for
Healthcare Research and Quality. https://www.hcup-
us.ahrg.gov/db/nation/nis/NIS Introduction 2011.pdf. Accessed December 4, 2013.

Introduction to the HCUP State Inpatient Databases, 2011. Online. August 2013. U.S. Agency for
Healthcare Research and Quality. http://www.hcup-us.ahrq.gov/db/state/siddist/Introduction_to_SID.pdf.
Accessed December 4, 2013.

Houchens R, Elixhauser A. Final Report on Calculating Nationwide Inpatient Sample (NIS) Variances,
2001. HCUP Methods Series Report #2003-2. Online. June 2005 (revised June 6, 2005). U.S. Agency
for Healthcare Research and Quality.
http://www.hcup-us.ahrg.gov/reports/CalculatingNISVariances200106092005.pdf. Accessed December 4,
2013.

Houchens RL, Elixhauser A. Using the HCUP Nationwide Inpatient Sample to Estimate Trends. (Updated
for 1988-2004). HCUP Methods Series Report #2006-05. Online. August 18, 2006. U.S. Agency for
Healthcare Research and Quality. http://www.hcup-

us.ahrg.gov/reports/methods/2006 05 NiSTrendsReport 1988-2004.pdf. Accessed December 4, 2013.

Suggested Citation

Barrett ML (ML Barrett, Inc), Wier LM (Truven Health Analytics), and Washington R (AHRQ). Trends in
Pediatric and Adult Hospital Stays for Asthma, 2000-2010. HCUP Statistical Brief #169. January 2014,
Agency for Healthcare Research and Quality, Rockville, MD. hitp://www.hcup-
us.ahrg.gov/reports/statbriefs/sb169-Asthma-Trends-Hospital-Stays. pdf.

# kK
AHRQ welcomes questions and comments from readers of this publication who are interested in
obtaining more information about access, cost, use, financing, and quality of health care in the United
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States. We also invite you to tell us how you are using this Statistical Brief and other HCUP data and
tools, and to share suggestions on how HCUP products might be enhanced to further meet your needs.
Please e-mail us at hcup@ahrg.gov or send a letter to the address below:

Irene Fraser, Ph.D., Director

Center for Delivery, Organization, and Markets
Agency for Healthcare Research and Quality
540 Gaither Road

Rockville, MD 20850
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THIS EMERGENCY PATIENT TRANSFER AGREEMENT (the "Agreement") is
made and entered into this = _day of Tunve. 2015 (the "Effective Date"} by
and between THE HOSPITAL OF CENTRAL CONNECTICUT, a Connecticut
corporation, having its principal offices at 100 Grand Street, New Britain, CT 06050
(hereinafter referred to as "HOCC") and CONNECTICUT CHILDREN'S
MEDICAL CENTER, a Connecticut corporation, having its principal offices at 282
‘Washington Street, Hartford, Connecticut 06106 (hereinafter referred to as
"Connecticut Children’s"}. A
RECITALS

WHEREAS, Connecticut Children’s and HOCC desire to arrange for the
transfer of patients in certain situations wherein either hospital may be unable to
provide the needed emergency medical care required by one or more patients; and

WHEREAS, subject to capacity and the available expertise, Connecticut
Children’s and HOCC desire to accept such patients in order to provide them with

the appropriate care.

* NOW THEREFORE, in consideration of the promises and mutual covenants,
agreements and undertakings set forth below, HOCC and Connecticut Children’s hereby

agree as follows:
1. Transfer of Patients,

(a) Transfer Request and Acceptance. Upon request by the transferring hospital's
emergency department physician, patients will be fransferred for evaluation and/or
admission to Connecticut Children’s or HOCC as the case may be, unless denied in
accordance with this Agreement. The transferring physician shall be responsible for
evaluating the patient's condition and needs to deteimine the appropriateness or
advisability of transfer. In any case in which the transferting physician determines that a
transfer is medically necessary and/or appropriate in accordance with state and federal
law, the transferring physician shall contact Connecticut Children’s or HOCC as the case
may be to ascerlain the respective hospital's capacity and capability to accept the patient
and to initiate the transfer where appropriate. Connecticut Children’s and HOCC may
refuse to accept a requested transfer only if such hospital does not have the "capacity" (as
such term is defined by the Emergency Medical Treatment and Labor Act and the
regulations promulgated therevnder ("EMTALA™)) fo meet the patient's needs.

(b) Conditions of Transfer. Nothing in this Agreement shall be construed to state
or supersede a patient's choice of service location; provided such choice is consistent
with applicable state and federal laws. In the event of patient transfer, the iransferring -
physician shall inform the patient (and the parent(s) or guardian(s) unless the patient is
emancipated or otherwise legally authorized to consent to treatment) of the advisability,
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advantages, disadvanlages (if applicable) or necessity of transfer and, if possible, obtain
the consent of either the patient’s parent(s) or guardian(s) or the patient if the patient is
Jegally authorized to consent to the transfer. Comnecticut Children’s and HOCC agree
that each will accept patients for necessary emergency services without regard to their
ability to pay.

2, Transportation. All arrangements fortransfer ofthepatient shallbe
coordinated by thetransferring hospital physician withthe receivinghospital physician.
Thetransferring physician shall provide suchmedical treatment as may beindicated by the
patient's condition within the capabilities of available staffand facilities, inorderto
stabilize the patient and minimize the risks of transfer to the patient's health, and, in
consultation with the receiving physician, shall determine the selection oftransportation
and the level of carerequired for management ofthepatient enroute. Thetransferring
hospital shall provide qualified health care practitioner(s) to accompany the patient if
needed asit so determines. Once transfer ofapatient isphysically established, the
transferringhealth carepractitioner shall clarify medical control. Records shallbekept
during transport in thetransferring hospital's nedical records, Communijcation shatlbe
maintained withaccess to medical direction during transport. Neither party assumes
responsibility forany chargesrefated to fransporfation by an independent third party orany
pessonal injury, loss, damage or death occmring during transportation ofthe patient by an
independent third party.

3, Medical Records and Personal Effects, The transferring hospital shall

provide a copy of all appropriate clinical information pertinent to determining
approptiateness of care and maintaining an integrated continuum of care, including but
not Timited to the patient's medical record, which shall accompany the patient to the
receiving hospital at the time of transfer. The transferring hospital will send with each
patient at the time of transfer, or if delay would increase the risk of iransfer, as
prompily thereafter as possible, the completed {ransfer and referral forms mutually
agreed upon by HOCC and Connecticut Children’s (o provide the medical and
administrative information necessary to determine the appropriatencss of the tiansfer
and to enable continuing care to the patient. The transfer and referral form will include
such information as: name, address and phone number of refesting physician; informed
consent for the transfer, if possible; certification that the transfer is medically indicated;
nature of injury/event, medical findings; medical history, including pre-hospital care;
diagnosis; abrief summary of the course of freatment; operative and anesthesia
management information; response to treatment, nursing information including vital
signs; Iaboratory and x-ray findings; blood or blood products received, ambulation
status; perfinent administrative and social information including patient's name and age
and name, address and phone number of next of kin; and name and telephone number
of the physician who transferred the patient and the name and telephone number of the
physician who accepted the transfer, If the patient is refurned to the transferring
hospital after treatment at the receiving hospital, copies of all medical yecords pertinent
to the patient at the time of transfer shall be sent.

The transferring hospital will send with each patient at the lime of transfer, or in
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the case of emergency, as promplly as possible, a completed inventory form
documenting the personal effects transferred with the patient. The {ransferring hospital
will be responsible for the transfex or oflier appropriate disposition of personal effects,
particularly money and valuables, and information related fo these items. The
transferring hospital shall arrange for the transfer of personal effects and will be
responsible for those personal effects until signed for by the receiving hospital.

4. Performance Improvement, Education and Research. Whenever

possible, each party shall cooperate with the other party in the development and
implementation of any patient transfer, process and performance improvement program(s).
Whenever possible, each party shall make information concerning its services available to
the other party's physicians to assist them in evaluating the appropriateness of transfers.
The parties shall jointly participate in transfer review conferences and morbidity and
mortality conferences relating to such transfess.

5. Confidentiality. Bach parly agrees to maintain the confidentiality of
patients' health information in accordance with state and federal law and regulation,
including the Health Insurance Portability and Accountability Act of 1996 ("HIPAA")
and its implementing regulations.

6. Insurance. Throughout the term of this Agreement, each party shall
cary propety and general Hability insurance in the amount 0£$2,000,000 per
oceurrence and $4,000,000 in the aggregate at no cost to the other party. Bach party
shall be named as an additional insured under the other party's insurance, Bach patly
shall provide the other party with a certificate of insurance evidencing the limits of such
insurance and the other party's status as an additional insured, within ten (10) days of
the other party's request from time to time to such party.

Promptly after receipt by a party of the commencement of any claim, demand,
action, suit or proceeding (collectively, "Action") involving a patient iransferred
hereunder, such party shall notify the othex party of the commencement of the Action,

7 Advertising and Public Relations, Nejther party shall use the name

of the othet party in any promotional or advertising material without the prior written
approval of the institution whose name is to be used.

8. Term and Termination. This Agreement shail commence on the
Effective Date hereof and shall continue for a period of one (1) year. Thereafter, this
Agreement shall be automatically renewed for one (1) year periods, unless terminated
as provided herein, This Agreement may be terminated by either party upon thirty (30) :
days prior written notice to the other party. This Agreement shall terminate
immediately if either party fails to maintain its license, certification or accreditation. i
Either party may immediately tevminate this Agreement if the other party is in material
default under the terms of this Agreement ot is unable fo provide the services
contemplated by this Agreement.
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9. Miscellpneous.

(2) Fach of the parties expressly agrees that in the pesformance of

this Agreement, it shall not diseriminate or permit
discrimination against any person or group of persons based
upon race, color, religious creed, age, ancestry, national origin,
gender, marital sfatus, mental retardation, physical disability,
blindness or other disability, in any manner prohibited by the
laws of the United States or of the State of Connecticut.

(b) All notices of any nature referred to in this Agreement shall be

(©

in wriling and sent by registered or certified mail, postage
prepaid, to the respective addresses set foith below or to such
other addresses as the respective parties hereto may designate in
writing.

To Connecticut Children’s:
Connecticut Children's Medical Center
282 Washington Street

Hatrtford, Connecticut 06106

Aiin: Legal Department

To HOCC:

The Hospital of Central Connecticut

100 Grand Street

New Britain, CT 06050

Atin: Vice President, Medical Affairs’

The parties agree to conform to applicable laws and/or
regulations, including the applicable requirements of EMTALA,
and {0 use commeicially reasonable efforts to preserve their
respective tax exempt status under Section 501(c)(3) of the
Internal Revenne Code, without terminating this Agreement,

(d) I any provision of this Agreement is determined by final

decision of an administrative agency or court (afler exhaustion

_ of appeals or appeal rights) to be invalid or in violation of any

law or regulation, such provision shall be severed from this
Agreement and the remainder of this Agreement shall be given

* effect by the parties as if such provision never had been part of

this Agreement. Any provision of this Agreement that is
prohibited or upenforceable in any jurisdiction shall, as o such
jurisdiction, be ineffective to the extent of such prohibition or
unenforceability without invalidating the remaining provisions
of this Agreement or affecting the validity or enforceabilify of
such provision in any ofher jurisdiction.,
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(¢) The patties agree that the relationship hereunder is that of
independent contractors. This Agreement is not intended and
shall not be construed o make either party a principal, an agent
or ajoint venturer with the other party. Each party expressly
disclaims any intention to enter into such agency or joint venture
and agrees that it will conduct its activities hereunder so as not to
act or purpost to act on behalf of the other paity.

(D) Each party shall be solely responsible for billing and collecting
charges that result fiom services it has rendered pursuant to this
Agreement, Each patfy will promptly provide the other party
with all appropriate information pertinent to third padty
reitbursement. Neither party assumes nor shall have any liability
to the ofher for such charges, except to the extent such liability
exists separate and apart from this Agreement.

() Nothing contained in this Agreement is intended o nor shatl be
construed fo create any third party rights for a patient or any other
person or entity not a party fo this Agreement,

(h) This Agreement shall be construed and all of the rights, powers and
liabilities of the parties shall be determined in accordance with the
laws of the State of Connecticut.

(i) This Agteement contains the whole understanding of the parties and
supersedes all prior oral or wrilten representations and agreements
beiween the parties and any of their representatives o staff as to the
subject matier of this Agreement, and may not be varied except in a
writing executed by the parties.

() This Agreement may nof be assigned by either party without the
prior written consent of the other party, except that upon advance
written notice to the other parly either party may assign this
Agreement to a successor corporation that carries on all or
substantially all of its business, Subject to the foregoing limitation
upon assignment, this Agreement shall be binding upon and inure to
the benefit ofthe successors and assigas of the parties.

(k) Nothing inthis Agreement shall be construed as limiting the right of i
cither party to affiliate or contract with any other institution on
either a limited or general basis while this Agreement is in effect.

(1) This Agreement may be exccuted simultaneously in one or more

counterpatts, each of which shall be deemed an original, but all of
which together shall constitute one and the same instrument.
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IN WITNESS WHEREOTF, the parties hereto have executed this Agreement on
the date first written above.

Connecﬂ Children's Medieal Center The Hospital of Ceniral Connecticut
: 1 '
By:._(,&%:

Its ﬁs:-u.-n_W?KCFO"*/ Iis:_ V€ FWaance @
Date: dl\ J\ Date:  VTwnme 94, oS
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e
The Hospital“' .
of Central Connecticut

A Hartford HealthCare Partner

June 1, 2015

Janet Brancifort
Deputy Commissioner
OHCA

Dear Ms. Brancifort:

| appreciate the opportunity to write in support of The Hospital of Central Connecticut’s request
to transition inpatient and outpatient pediatric services to providers in our community and region.
| have had the pleasure of serving as the Chief of Pediatrics at HOCC for the past year and as
the medical director of Newborn Care for the year prior. | have been practicing in Connecticut
since 2002 and | have seen monumental changes in our health care system over time. The
decreased utilization of pediatric inpatient services has been marked over the last 20 years, not
only in New Britain, but throughout our country. Our victories in treating vaccine-preventable
illnesses as well as advances in care for conditions such as asthma, diabetes and prematurity
have shifted much of our treatment to the outpatient arena. The majority of children requiring
inpatient care are now our most complicated of cases often requiring the input of subspecialists
and availability of testing modalities outside the scope of a community pediatric inpatient
program. Therefore, it is not surprising that our pediatric admissions have steadily declined due
to parent or provider preference and the need for more comprehensive and specialized
services. In addition, due to our limited volume, we are unable to provide the ancillary services
available in a tertiary care children’s hospital such as child life services and pediatric focused
therapists. It has become a challenge to maintain the nursing skill set for pediatrics that
hospitalized children deserve.

The closing of our inpatient pediatric services will not affect our ability or willingness to care for
any child presenting to our Emergency Department. We will collaborate with Connecticut
Children’s Medical Center (CCMC) to appropriately stabilize and safely transfer children
requiring inpatient care outside of the capability of our newborn unit. We have an excellent
group of neonatologists, community pediatricians and pediatric physician assistants who provide
routine and critical care services to newborns in our Family BirthPlace and Neonatal ICU and
we will continue to focus on these strengths in our inpatient program.

.- The HOCC has a long history of providing a medical home for routine outpatient pediatric care
to children in our community. Over the years, the number of patients we serve as well as the
number of pediatricians available to care for those patients has decreased. In addition, the
community we serve requires routine medical care plus other supportive care that is not
available within our program. The Community Health Center (CHC) of New Britain is a federally
qualified health center within our community that offers a wide range of services including
behavioral health, school based services, and dentistry as well as medical care, and is able to
offer expanded hours to better meet the needs of patients. We have been in discussion with
their leadership to provide a smooth transition of care to our patients who wish to choose CHC

Bradley Memorial 81 Meriden Avenue Southington, CT 06489 860 276 5000 tel
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as their medical provider. The patients we currently serve in the pediatric clinic will have their
choice of several community pediatric providers, of which CHC is only one option , but provides
a wide range of services to best meet our patients’ needs.

We are charged with continually evaluating how to provide safe, high-quality, cost-efficient care
to all we serve and the decision to transition these services has been taken very seriously with
the ultimate intent to offer the highest level of care to our patients and for the communities we
serve.

Sincerely,

L MW.W

Annmarie Golioto, MD
Attending Neonatologist
Director of Nurseries
Chief of Pediatrics

)y
Hartford b
HealthCare

The Hospital of Central CT

100 Grand Street

New Britain, CT 06050

Office 860-224-5011 x 4155

Fax 860-224-5795
Annmarie.golioto@hhchealth.org

www.hartfordhealthcare.org
www.thocc.org
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e J
The Hospital i _
of Central Connecticut

Connect to healthier.™
July 6, 2015
Dear Dr. Patel,

At The Hospital of Central Connecticut, we must continually evaluate how to provide
safe, high-quality, cost-efficient care to all we serve. As you are aware, after careful
consideration, The Hospital of Central Connecticut will be terminating the provision of
inpatient and outpatient pediatric services and transitioning these services to
providers within the New Britain community. These changes require regulatory
approval and will take place over a period of time once regulatory approval is
obtained.

Current arrangements will continue with Connecticut Children’s Medical Center
(Connecticut Children’s) as our partner for inpatient care. We would like to work with
our community pediatric providers including the Community Health Center of New
Britain and community pediatricians like yourself, to ensure that our pediatric
patients, have a smooth transition to a pediatric medical home in the New Britain
community.

As a trusted and respected member of the New Britain pediatric community, it is our
privilege to ask for your involvement in expanding the care you provide to our
pediatric population by accepting new patients into your practice.

As a demonstration of your interest in and ability to accommodate new patients,
please sigh the acknowledgement below which will be included in the information
provided during the regulatory approval process.

The decision to transition these services was taken very seriously with the intent to
offer the highest level of care to our patients and for the communities we serve. We
will continue to keep you updated with our plans

Sincerely,

MM ALAAL

Annmarie Golioto MD
Attending Neonatologist
Director of Nurseries
Chief of Pediatrics

The Hospital of Central CT
100 Grand Street

New Britain, CT 06050

I, Alpa Patel M.D., am interested in and have capacity to accept new pediatric
ents into my practice

signed by acknowledged physician, practice in
Plantsville, CT
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The Hospital b .
of Central Connecticut

Connect to healthier.™
July 6, 2015
Dear Dr. Blumer,

At The Hospital of Central Connecticut, we must continually evaluate how to provide
safe, high-quality, cost-efficient care to all we serve. As you are aware, after careful
consideration, The Hospital of Central Connecticut will be terminating the provision of
inpatient and outpatient pediatric services and transitioning these services to
providers within the New Britain community. These changes require regulatory
approval and will take place over a period of time once regulatory approval is
obtained.

Current arrangements will continue with Connecticut Children’s Medical Center
(Connecticut Children’s) as our partner for inpatient care. We would like to work with
our community pediatric providers including the Community Health Center of New
Britain and community pediatricians like yourself, to ensure that our pediatric
patients, have a smooth transition to a pediatric medical home in the New Britain
community.

As a trusted and respected member of the New Britain pediatric community, it is our
privilege to ask for your involvement in expanding the care you provide to our
pediatric population by accepting new patients into your practice.

As a demonstration of your interest in and ability to accommodate new patients,
please sign the acknowledgement below which will be included in the information
provided during the regulatory approval process.

The decision to transition these services was taken very seriously with the intent to
offer the highest level of care to our patients and for the communities we serve. We
will continue to keep you updated with our plans

Sincerely,

AMLTUIARAAY

Annmarie Golioto MD
Attending Neonatologist
Director of Nurseries
Chief of Pediatrics

The Hospital of Central CT
100 Grand Street

New Britain, CT 06050

I, Arthur Blumer M.D., am interested in and have capacity to accept new pediatric

patlejs intg y practice
Z RU{% sighed by acknowledged physician, Personal Care
Pediatrics 1‘1 Sou\'\lngton, CcT
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The Hospital o .
of Central Connecticut

Connect to healthier.™
July 6, 2015
Dear Dr. Lopreiato,

At The Hospital of Central Connecticut, we must continually evaluate how to provide
safe, high-quality, cost-efficient care to all we serve. As you are aware, after careful
consideration, The Hospital of Central Connecticut will be terminating the provision of
inpatient and outpatient pediatric services and transitioning these services to
providers within the New Britain community. These changes require regulatory
approval and will take place over a period of time once regulatory approval is
obtained.

Current arrangements will continue with Connecticut Children’s Medical Center
(Connecticut Children’s) as our partner for inpatient care. We would like to work with
our community pediatric providers including the Community Health Center of New
Britain and community pediatricians like yourself, to ensure that our pediatric
patients, have a smooth transition to a pediatric medical home in the New Britain
community.

As a trusted and respected member of the New Britain pediatric community, it is our
privilege to ask for your involvement in expanding the care you provide to our
pediatric population by accepting new patients into your practice.

As a demonstration of your interest in and ability to accommodate new patients,
please sign the acknowledgement below which will be included in the information
provided during the regulatory approval process.

The decision to transition these services was taken very seriously with the intent to
offer the highest level of care to our patients and for the communities we serve. We
will continue to keep you updated with our plans

Sincerely,

A ui st

Annmarie Golioto MD
Attending Neonatologis
Director of Nurseries
Chief of Pediatrics

The Hospital of Central CT
100 Grand Street

New Britain, CT 06050

I, Matteo Lopreiato M.D.,

patients into my practice
% / / 4

Associates, Berlin, CT

interested in and have capacity to accept new pediatric

gned by acknowledged physician, Berlin Pediatric
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The Hospital b .
of Central Connecticut

Connect to healthier.”
July 6, 2015
Dear Dr. Adenyinka,

At The Hospital of Central Connecticut, we must continually evaluate how to provide
safe, high-quality, cost-efficient care to all we serve. As you are aware, after careful
consideration, The Hospital of Central Connecticut will be terminating the provision of
inpatient and outpatient pediatric services and transitioning these services to
providers within the New Britain community. These changes require regulatory
approval and will take place over a period of time once regulatory approval is
obtained.

Current arrangements will continue with Connecticut Children’s Medical Center
(Connecticut Children’s) as our partner for inpatient care. We would like to work with
our community pediatric providers including the Community Health Center of New
Britain and community pediatricians like yourself, to ensure that our pediatric
patients, have a smooth transition to a pediatric medical home in the New Britain
community.

As a trusted and respected member of the New Britain pediatric community, it is our
privilege to ask for your involvement in expanding the care you provide to our
pediatric population by accepting new patients into your practice.

As a demonstration of your interest in and ability to accommodate new patients,
please sign the acknowledgement below which will be included in the information
provided during the regulatory approval process.

The decision to transition these services was taken very seriously with the intent to
offer the highest level of care to our patients and for the communities we serve. We
will continue to keep you updated with our plans

Sincerely,

CANALAALY

Annmarie Golioto MD
Attending Neonatologis
Director of Nurseries
Chief of Pediatrics

The Hospital of Central CT
100 Grand Street

New Britain, CT 06050

I, Susan Adenyinka M.D., am interested in and have capacity to accept new pediatric
my practice

(@signed by acknowledged physician, Pediatric Care
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The Hospital fu .
of Central Connecticut

Connect to healthier.™
July 6, 2015
Dear Dr. Szajda,

At The Hospital of Central Connecticut, we must continually evaluate how to provide
safe, high-quality, cost-efficient care to all we serve. As you are aware, after careful
consideration, The Hospital of Central Connecticut will be terminating the provision of
inpatient and outpatient pediatric services and transitioning these services to
providers within the New Britain community. These changes require regulatory
approval and will take place over a period of time once regulatory approval is
obtained.

Current arrangements will continue with Connecticut Children’s Medical Center
(Connecticut Children’s) as our partner for inpatient care. We would like to work with
our community pediatric providers including the Community Health Center of New
Britain and community pediatricians like yourself, to ensure that our pediatric
patients, have a smooth transition to a pediatric medical home in the New Britain
community.

As a trusted and respected member of the New Britain pediatric community, it is our
privilege to ask for your involvement in expanding the care you provide to our
pediatric population by accepting new patients into your practice.

As a demonstration of your interest in and ability to accommodate new patients,
please sign the acknowledgement below which will be included in the information
provided during the regulatory approval process.

The decision to transition these services was taken very seriously with the intent to
offer the highest level of care to our patients and for the communities we serve. We
will continue to keep you updated with our plans

Sincerely,

TAANAAAE A

Annmarie Golioto MD
Attending Neonatologist
Director of Nurseries
Chief of Pediatrics

The Hospital of Central CT
100 Grand Street

New Britain, CT 06050

I, Teresa Szajda M.D., am interested in and have capacity to accept new pediatric
patients into my practice

L
L<igned by acknowledged physician, practice in

Plainville, CT
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The Hospital b .
of Central Connecticut

Connect to healthier.
July 6, 2015
Dear Dr. Peterson,

At The Hospital of Central Connecticut, we must continually evaluate how to provide
safe, high-quality, cost-efficient care to all we serve. As you are aware, after careful
consideration, The Hospital of Central Connecticut will be terminating the provision of
inpatient and outpatient pediatric services and transitioning these services to
providers within the New Britain community. These changes require regulatory
approval and will take place over a period of time once regulatory approval is
obtained.

Current arrangements will continue with Connecticut Children’s Medical Center
(Connecticut Children’s) as our partner for inpatient care. We would like to work with
our community pediatric providers including the Community Health Center of New
Britain and community pediatricians like yourself, to ensure that our pediatric
patients, have a smooth transition to a pediatric medical home in the New Britain
community.

As a trusted and respected member of the New Britain pediatric community, it is our
privilege to ask for your involvement in expanding the care you provide to our
pediatric population by accepting new patients into your practice.

As a demonstration of your interest in and ability to accommodate new patients,
please sign the acknowledgement below which will be included in the information
provided during the regulatory approval process.

The decision to transition these services was taken very seriously with the intent to
offer the highest level of care to our patients and for the communities we serve. We
will continue to keep you updated with our plans

Sincerely,

_AnntAlais
Annmarie Golioto MD
Attending Neonatologist
Director of Nurseries
Chief of Pediatrics
The Hospital of Central CT
100 Grand Street
New Britain, CT 06050

I, Mark Peterson M.D., am interested in and have capacity to accept new pediatric
patients into my practi

y acknowledged physician, practice in
Southington,
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The Hospital b .
of Central Connecticut

Connect to healthier.™
July 6, 2015
Dear Dr. Skarvinko,

At The Hospital of Central Connecticut, we must continually evaluate how to provide
safe, high-quality, cost-efficient care to all we serve. As you are aware, after careful
consideration, The Hospital of Central Connecticut will be terminating the provision of
inpatient and outpatient pediatric services and transitioning these services to
providers within the New Britain community. These changes require regulatory
approval and will take place over a period of time once regulatory approval is
obtained.

Current arrangements will continue with Connecticut Children’s Medical Center
(Connecticut Children’s) as our partner for inpatient care. We would like to work with
our community pediatric providers including the Community Health Center of New
Britain and community pediatricians like yourself, to ensure that our pediatric
patients, have a smooth transition to a pediatric medical home in the New Britain
community.

As a trusted and respected member of the New Britain pediatric community, it is our
privilege to ask for your involvement in expanding the care you provide to our
pediatric population by accepting new patients into your practice.

As a demonstration of your interest in and ability to accommodate new patients,
please sign the acknowledgement below which will be included in the information
provided during the regulatory approval process.

The decision to transition these services was taken very seriously with the intent to
offer the highest level of care to our patients and for the communities we serve. We
will continue to keep you updated with our plans

Sincerely,

CANNALRAL

Annmarie Golioto MD
Attending Neonatologist
Director of Nurseries
Chief of Pediatrics

The Hospital of Central CT
100 Grand Street

New Britain, CT 06050

I, George SHi
pediatric paUgmMy i practice

Southinthric Assoch

signed by acknowledged physician, practice of
ates, Southington, CT
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Connecticut
Children’s

MEDICAL CENTER

July 14, 2015

Deputy Commissioner Janet Brancifort
Department of Public Health

Office of Health Care Access

P.O. Box 340308

Hartford, CT 06134

Re: Letter of Support for HOCC Termination of Pediatric Inpatient Services
Dear Commissioner Brancifort,

I am writing this letter in support of The Hospital of Central Connecticut’s (HOCC)
application for the termination of pediatric inpatient services.

The national landscape for providing specialized healthcare has changed dramatically,
enabling and requiring organizations to partner in order to provide higher quality, cost-
effective care. To that end and, after much thoughtful consideration, HOCC has determined
that their pediatric patients who require hospitalizations would be most appropriately cared
for at Connecticut Children’s Medical Center (Connecticut Children’s). Our two institutions
have experienced a long-standing, successful partnership. This is the next step in our
evolving collaboration to better care for the communities we serve.

Connecticut Children’s has been named among the best for its pediatric care by U.S. News &
World Report and is the only free-standing children’s hospital in the state. We offer a broad
array of pediatric services that includes pediatric medical and surgical subspecialists,
pediatric radiology specialists, and ancillary services specific to pediatric care such as
physical, occupational, and speech therapy as well as child life specialists, all in a pediatric-
friendly environment best suited to this population. We look forward to serving patients in
the HOCC community and we welcome the opportunity to grow our partnership.

If you have any questions, please feel free to contact me.

Sincerely,
. Gavin

Martin
President and CEO
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Administrative:
635 Main Street
Middletown, CT 06457
860.347.6971

Locations:

CHC of Bristol

395 North Main Street
Bristol, CT 06010
860.585.5000

CHC of Clinton
114 East Main Street
Clinton, CT 06413
860.664.0787

CHC of Danbury
8 Delay Street
Danbury, CT 06810
203.797.8330

CHC of Enfield

5 North Main Street
Enfield, CT 06082
860.253.9024

CHC of Groton

481 Gold Star Highway
Groton, CT 06340
860.446.8858

CHC of Meriden
134 State Street
Meriden, CT 06450
203.237.2229

CHC of Middletown
675 Main Street
Middletown, CT 06457
860.347.6971

CHC of New Britain
85 Lafayette Street
New Britain, CT 06051
860.224.3642

CHC of New London
One Shaw's Cove

New London, CT 06320
860.447.8304

CHC of Old Saybrook
263 Main Street

Old Saybrook, CT 06475
860.388.4433

CHC of Waterbury
51 North Elm Street
Waterbury, CT 06702
203.574.4000

Day Street CHC
49 Day Street
Norwalk, CT 06854
203.854.9292

Franklin Street CHC
141 Franklin Street
Stamford, CT 06901
203.969.0802

www.chcl.com

Facebook/CHCInc
Twitter(@CHCConnecticut)

8/28/2015

Lucille Janatka
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Commum¢ly
Health Center, Inc.

President and CEO
Hospital of Central Connecticut
New Britain, CT 06050

On behalf of the Community Health Center, I am pleased to provide the
Community Health Center’s support for your Certificate of Need application
to end your pediatric inpatient and outpatient services at the Hospital of
Central Connecticut. As part of this agreement the Community Health Center
Inc. is happy to accept those patients who choose to transfer to the
Community Health Center of New Britain at 85 Lafayette Street for their
pediatric primary care.

As you know, the Community Health Center has a strong patient centered
medical home model of care and we are committed to caring for the
vulnerable children of New Britain. We appreciate your thoughtful work in
reaching the decision to terminate the services and believe you have
developed an effective transition plan to ensure that all of the health care
needs of the pediatric population which are currently being met at the
Hospital of Central Connecticut will continue to be met in the future.

Sincerely,

Margaret Flinter
Sr. VP / Clinical Director
Community Health Center, Inc

635 Main Street
Middletown, CT 06457

08/28/15
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’
The Hospital ™~
of Central Connecticut

A Hartford HealthCare Partner

August 27, 2015

Margaret Flinter, APRN, PhD

Senior Vice President and Clinical Director
Community Health Center, Inc.

635 Main Street

Middletown, CT 06457

Re: HOCC's Proposed Termination of Outpatient Pediatric Services
Dear Margaret:

As we recently discussed, the Hospital of Central Connecticut ("HOCC") is proposing to
terminate its inpatient and outpatient pediatric programs because of historical
underutilization. HOCC would like to offer your organization with assistance to ensure
an orderly and timely transition of our pediatric patients should they choose
Community Health Center of New Britain ("CHC-NB") located at 85 Lafayette Street in
New Britain as their provider of choice. Specifically, HOCC proposes that it would fund
the salary and benefit expenses of a pediatriclan or pediatric nurse practitioner, the
choice to be determined by CHC, with pediatric competencies for a period of one year.
If you agree with this letter, a more comprehensive letter of agreement will be
prepared by HOCC for your future signature.

In the meantime, if you agree with this letter, please indicate your acceptance by
signing below. We greatly appreciate your collaboration and willingness to coordinate
in the delivery of pediatric services to our community.

Sincerely,

(Aot

Lucifté Janatka
President and CEO

ACCEPTED AND AGREED:

Mg DS

Margaret Flinter, APRN, PhD
Senlor Vice President and Clinical Director
Community Health Center, Inc.

Date: _8/28/2015

Bradley Memorial 81 Meriden Avenue Southington, CT 06489 860 276 5000 tel
New Britain General 100 Grand Street New Britain, CT 06050 860 224 5011 tel www.thocc.org
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THE HOSPITAL OF CENTRAL CONNECTICUT (HOCC)
PEDIATRIC CLINIC
TRANSITION OF CARE PLAN

Concurrent with notification of intent to file CON:

An interdisciplinary team [made up of who] was convened to develop and implement a comprehensive
transition of care plan to assure an uninterrupted care continuum for all of the pediatric patients
comprising HOCC's clinic panel. Essential components of the plan are identified below.

e An initial communication cascade, internal to HOCC, was prepared and distributed to inform all
affected individuals within HOCC of the intent to transition pediatric care. There was/will be
special emphasis on sequenced communications to staff, keeping all staff well-informed, and by
extension keeping our patients appropriately informed during all clinic interactions.

e The team compiled an inclusive list of current pediatric clinic patients, whose care would be
transitioned.

e Communications with alternative care providers who have agreed to assume our patients will be
secured.

Contingent on CON Approval:

A bilingual (English/Spanish) patient communication (draft attached) will be sent to all active pediatric
clinic patients. It will inform patients that we will continue to serve them in the pediatric clinic for an
additional 6 months post CON-approval while assisting them with the process for transition of care. We
anticipate that the document will include guidance regarding remaining with their current pediatric
provider at a new location in New Britain and the option to transfer care to other accepting providers in
New Britain and the surrounding communities. Communication will also include direction for items such
as requests for medical records. This process will also be reviewed in person with each family
presenting at the clinic and by phone for families calling for appointments or assistance during the
interval between CON approval and final day of clinic operations.

Regarding medical records; they will be available for inmediate release without charge, when requested
directly by the patient (parent for minors) or from the patient's designated new care provider. Medical
records will remain in the current clinic location in order to facilitate ease of access, and will be
maintained locally for at least one year prior to transfer to long term storage.

A kiosk with bilingual signage will be displayed in the clinic waiting room regarding planned termination
of clinic operations. It will include information to facilitate the stepwise process of selecting and

transitioning to a new pediatric provider.

New patients will no longer be accepted into the HOCC pediatric clinic practice. Existing patients will be
scheduled up to the final day of clinic operations.

08/28/15
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All patients with prescheduled appointments, beyond the final day of clinic operations, will be contacted
by phone well in advance to reschedule their appointment sooner, if appropriate, and/or to
communicate the transition plan and assist in identifying a new provider.

We anticipate the final day of operations occurring 6 months post CON-approval. We will continue to
assist patients in transitioning care to alternative providers by phone, up to one year after the final day
of clinic operations. During the initial 60 days following the final operations day, a special dedicated
telephone line will be operational to provide this assistance. Following this 60-day period, patients will
be assisted by the medical clinic staff during business hours and in the HOCC emergency department

For after-hours, specific patient care questions following the clinic final day of operations, HOCC
operators will direct patients to call their new provider. If a new provider has not yet been identified,
the patient will be advised to proceed to the HOCC emergency department (if care is required outside of
normal business hours) and follow up with the clinic staff the next business day for assistance in
identifying a new provider.

Consistent with our current practice, we will continue to see all pediatric patients presehting to our
emergency room. Our ED staff will evaluate, treat and discharge the majority of patients. If either the
ED physician or primary care physician deems inpatient care outside the scope of HOCC to be necessary,
then the patient will be transferred to CCMC for specialty care in accordance with our transfer
agreement between CCMC and HOCC.

08/28/15
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STATE OF CONNECTICUT
Department of Public Health
LICENSE

License No. 0052

General Hospital
In accordance with the provisions of the General Statutes of Connecticut Section 19a-493:
The Hospital of Central Connecticut at New Britain General and Bradley Memorial of New
Britain, CT d/b/a The Hospital of Central Connecticut is hereby licensed to maintain and operate
a General Hospital. : :

The Hospital of Central Connecticut is located at 100 Grand Street, New Britain, CT 06052-
2008. '

The maximum number of beds shall not exceed at any time:

32 Bassinets
414 General Hospital Beds

This license expires December 31, 2016 and may be revoked for cause at any time.
Dated at Hartford, Connecticut, Janunary 1, 2015.

Satellites:
Hispanic Counseling Center, 73 Cedar Street, New Britain, CT
The Hospital of Central Connecticut at Bradley Memorial, 81 Meriden Ave., Southington, CT
Outpatient Psychiatry and Behavioral Health, 73 Cedar Street, New Britain, CT
*Hartford Healthcare Cancer Institute at the Hospital of Central CT, 183 North Mountain Road,
New Britain, CT : ‘

License revised to reflect:
*Added (1) Satellite effective 3/16/15

Jewel Mullen, MD, MPH, MPA
Commissioner :
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Lucille Janatka is Hartford HealthCare senior vice president and president of
the Hartford HealthCare Central Region, which includes MidState Medical Center
in Meriden, Conn., and The Hospital of Central Connecticut with its Bradley
Memorial campus in Southington and its New Britain campus.

MidState, a 144-bed hospital, consistently ranks among the top hospitals in the
state and nation in quarterly patient satisfaction surveys. Among its numerous
awards and distinctions, MidState was named among Solucient’s 100 Top U.S.
Hospitals for intensive-care services; received the Press Ganey "“Best of the
Best” Award for the top 25 hospitals in the United States; earned the
Healthgrades Outstanding Patient Experience Award; and was named one of the
Best Small and Medium Companies to Work for in BAmerica by the Great Place to
Work Institute.

The Hospital of Central Connecticut is a 414-bed teaching hospital that was the
first in New England to be a founding member of the WomenHeart National
Hospital Alliance and was first in the state to be recognized as a Certified
Quality Breast Center of Excellence. Among its many honors, the hospital also
received the BAmerican Heart Association Fit Friendly Work Site Award for
employee wellness programs and the 2012 Wellness Council of America Well-
Workplace Award.

Ms. Janatka was named to her current position in September 2013. Previously,
she served as president and CEQ of MidState Medical Center. Before joining
MidState in 1999, Ms. Janatka served as chief operating officer of Waterbury
Hospital; vice president of operations at The Hospital of St. Raphael; vice
president of administration for Greenwich Hospital; and senior vice president
of Meriden-Wallingford Hospital, the predecessor of MidState.

Ms. Janatka is a fellow in the BAmerican College of Healthcare Executives. She
has received numerous awards, including the Community Partnership Award from
the Meriden Chamber of Commerce, the Women in Business Award from the Hartford
Business Journal, the Special Recognition Award from the Connecticut Women’s
Hall of Fame, the Athena Award from the Quinnipiac Chamber of Commerce, the
Regent’s Award from the American College of Healthcare Executives and the
Strong, Smart and Bold Award from Girls Inc. of Meriden. She was recognized by
the Connecticut Women’ s Hall of Fame for her business management,
administration and leadership in health care and was among the Top 25 Women in
Healthcare named by Modern Healthcare Magazine.

Ms. Janatka holds a Master of Science in nursing administration from Boston
College and a Bachelor of Science in nursing from St. Anselm College.

Hartford HealthCare is Connecticut’s only truly integrated health care system.
With more than 18,000 employees and $2.4 billion in net revenue, the system
offers the full continuum of care with five-acute care hospitals, a state-wide
air-ambulance service, behavioral health and rehabilitation services, a large
physician group and clinical integration organization, skilled-nursing and
visiting-nurse services, a laboratory system that spans the state, and a number
of services for seniors, including senior living facilities.
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Annmarie Golioto, MD, FAAP
Hospital of Central CT
100 Grand Street
New Britain, CT 06050
annmarie.golioto@hhchealth.org
860-224-5011 x 4155
Fax 860-224-5795

Academic and Hospital Appointments

4/11/14-present Chief of Pediatrics
Attending Neonatologist
Director of Nurseries
Department of Pediatrics
The Hospital of Central Connecticut
New Britain, CT

8/1/13-4/11/14 Attending Neonatologist
Director of Nurseries
Department of Pediatrics
The Hospital of Central Connecticut
New Britain, CT

9/12-8/13 ' Attending Neonatologist-Northeast Medical Group
Medical Director, Newborn ICU and Newborn Service
Yale New Haven Hospital-Saint Raphael's Campus,
New Haven, CT

6/06-9/12 ' Attending Neonatologist
. Medical Director, Newborn ICU and Newborn Service
Department of Women’s and Children’s Services
Hospital of St Raphael, New Haven, CT

6/06-present Assistant Clinical Professor of Pediatrics
Attending Neonatologist
Division of Neonatal-Perinatal Medicine
Department of Pediatrics
Yale University School of Medicine, New Haven, CT

7/02- 6/06 Assistant Professor of Pediatrics
Attending Neonatologist
Division of Neonatal-Perinatal Medicine
Department of Pediatrics
Yale University School of Medicine, New Haven, CT
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Leadership Education:

9/2014-6/2015

6/2014-present

9/2013

1/2012-6/2013

Medical Training
7/99-6/02

7/96-6/99

Medical Education
8/92-5/96
Degree:

Honors:

Medical Director, Newborn ICU and Newborn Service

Hospital of Saint Raphael, New Haven CT

Physician Leadership Development Institute
Hartford Healthcare

American Association for Physician Leadership,
Member

High Reliability Organization Training

LifeWings Team Training Course and Committee
Member

Neonatology Fellowship

Duke University Medical Center, Durham, NC
Pediatric Internship and Residency

Duke University Medical Center, Durham, NC

University of Medicine and Dentistry of NJ,
New Jersey Medical School, Newark, NJ
M.D., May 1996

American Medical Woman's Association Janet M.
Glasgow Memorial Achievement Citation
Award

Alpha Omega Alpha Medical Honor Society

Dean's Commendation for Academic Excellence

Student Summer Research Scholar

Undergraduate Education

8/88-5/92
Degrees:

Licensure

Emory University, Atlanta, GA
B.S. Biology, May 1992
B.A. Religious Studies, May 1992
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Connecticut Medical License # 040188-current through June 30, 2016
DEA# BG7659266 Expires 9/30/2016
CT Dept of Consumer Protection License # CSP0031979 Expires 2/28/2016

Certifications/Awards

The Mill Foundation for Kids Above and Beyond Award, March 2015

Board Certified, Neonatal-Perinatal Medicine, initial November 2003; MOC
current :

Board Certified in Pediatrics, initial October 1999; MOC current

Neonatal Resuscitation Program Regional Trainer, 2003-present

Fellow of the American Academy of Pediatrics, 7/02-present

ECMO Provider, Yale-NHH-Neonatal Intensive Care Unit, 7/2002-present
Training Course, September 2001, Children’s National Med Center,
Washington, DC

Trainer, The Secrets of Baby Behavior Course, from Univ of CA Davis Lactation
Center, September 2013

Professional Organizations:

CT State Medical Society

AAP-CT State Member

AAP-Section on Perinatal Pediatrics

Fellow of the American Academy of Pediatrics
Alpha Omega Alpha Medical Honor Society
American Association for Physician Leadership

Committees and Quality Projects

THOCC Quality and Safety Women’s and Infant’'s Committee
May 2015-present

Hartford Healthcare Obstetrics Council and Newborn SubCouncil
September 2014-present

THOCC Women’s and Infant’s Steering Committee
August 2014-present

THOCC Senior Executive Committee
April 2014-present

THOCC Physician Leadership Committee
April 2014-present

THOCC Quality Assessment and Performance Improvement Committee
April 2014-present

Hartford HealthCare Care Connect Team Member
Building EPIC system
January 2014-present

THOCC H3W (How Hartford Healthcare Works) Work Group Leader
August 2013-present

THOCC Lactation Services Council
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Aug 2013-present
Led team to successful Baby Friendly® Designation August 2014

THOCC Newborn Operations Council
Aug 2013-present

THOCC Pharmacy and Therapeutics Committee
August 2013-present

THOCC Team Leader Vermont Oxford Neonatal Database
August 2013-present

THOCC, Pediatrics Peer Review
August 2013- present

Yale NNICU Breastfeeding Committee,
March 2012-July 2013

Chairperson, Baby Friendly Hospital Initiative Committee
October 2009-July 2013 '
Hospital of Saint Raphael-Led team to successful Baby Friendly®
designation November 2011

Leadership Committee 2008-2013
Department of Women’s and Children’s Services
Hospital of Saint Raphael

Lifewings Steering committee 2011-2013
Department of Women'’s and Children’s Services
Hospital of Saint Raphael

Quality Improvement and Practice Council 2008-2013
Department of Women’s and Children’s Services
Hospital of Saint Raphael

Peer Review Committee 2006-2013
Department of Women'’s and Children’s Services
Hospital of Saint Raphael

Representative. CT Department of Public Health for the Vaccines for Children
Program, Hospital of Saint Raphael 2002-2012

Infection Control Committee 2002-2013
Hospital of Saint Raphael

Pharmacy and Therapeutics Committee 2002-2013
Hospital of Saint Raphael

Media Appearances:
WFSB, March 30, 2015
http://www.wfsb.com/story/28655507/bristol-family-wants-to-help-

hospital-that-saved-twins

The New Britain Herald, May 5, 2014
‘HEALTHY LIVING: Breast feeding babies has many benefits”

Connecticut Style-News Channel 8 TV, February 2012
“The Vidone Birth Center at the Hospital of Saint Raphael”
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New Haven Register-February 2012
“Hospital of St. Raphael earns baby-friendly honor”

New Haven Register-January 2010
“Oh, Baby: Robotic newborn helps train doctors, nurses at St. Raphael”

Webinars:

Faculty Participant, March of Dimes Webinar, June 19, 2012
“Pulse Oximetry Screening for Critical Congenital Heart Disease”

Moderator, CTAAP Teleconference, February 24, 2012
“The Role of the Pediatrician in the Baby Friendly Hospital Initiative”

Grants
11/2011 Connecticut Health and Educational Facilities Authority

$75,000: To support BABY program: post-discharge
Breastfeeding support as part of Baby Friendly Hospital

Initiative
9/2010 New Alliance Bank Foundation $15,000

To support Baby Friendly Hospital Initiative
9/2009 Lukan Indemnity Grant $30,000

To support Neonatal Resuscitation Program Training
with simulated newborn
7/99-6/01 National Institutes of Health, National Research Service Award HL-
07538

Protocol Development :
Circumcision Guideline
Early Onset Sepsis
Hypoglycemia in the Newborn
Safe Sleep in the Newborn
Newborn Nursery Standard Care Guideline
Apgar Scoring Procedure
Assisted Mechanical Ventilation Protocol-Neonatal
Blood Pressure Monitoring-Neonatal-Procedure
Blood Products Administration-Neonatal Procedure
Breastfeeding Protocol
Cardiac ECHO-Neonatal Procedure
Cardio-Respiratory Monitoring-Neonatal
Chest Tube Management-Neonatal
Chest Tube Procedure-Neonatal
Circumcised Newborn Management
Circumcision Procedures
CPAP Application Procedure
CPAP Neonatal Protocol
Endotracheal Suctioning-In line-Neonatal
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Endotracheal Suctioning-Open-Neonatal
Formula and fortifier preparation

Gavage Feeding Protocol and Procedure

Heel Puncture-Neonatal

Genitourinary Tube Placement-Neonatal

HIV Management-Neonatal
Hyperbilirubinemia-Neonatal Management
Identification and Security of Newborn Protocol
Intraosseous Insertion and Infusion-Neonatal
Intravenous Device-Neonatal Procedure
Intravenous Therapy-Neonatal Protocol

Late Preterm Infant Protocol

Metabolic Screening-Neonatal Procedure
Mechanical Ventilation-Neonatal Protocol
Newborn Intensive Care Management Protocol
Newborn Management in Delivery Suite Protocol
Normal Newborn Management Protocol
Oxygen Therapy-Neonatal Protocol
Phlebotomy-Neonatal Procedure
Phototherapy-Neonatal Procedure

PICC Line-Neonatal Procedure

Pneumothorax, Needle Aspiration-Neonatal Procure
Pulse Oximeter Monitoring-Neonatal Procedure
Pulse Oximetry CCHD Newborn Screening Protocol
Sepsis, early onset-Neonatal protocol

Spinal Tap, Neonatal Procedure

Suprapubic Tap of Bladder-Neonatal procedure
Thermoregulation-Neonatal Procedure
Thermoregulation-Neonatal protocol

Transfer of Neonate to Tertiary care Procedure
Transillumination of Chest-Neonatal Procedure
Umbilical Catheter Protocol

Umbilical Catheter Procedure

Visiting Mother off Unit-Neonatal Procedure

Teaching/Lecture Highlights:

Pediatric Grand Rounds, Bridgeport Hospital

“The Pediatrician and the Baby-Friendly Hospital Initiative® 2/2013

Department of Women’s and Children’s Services-HSR
Leadership Development Group

“Communicating Effectively” 12/2011

Pediatric Grand Rounds, Hospital of Saint Raphael

Neonatal Hypoglycemia 10/2010

Baby Friendly Hospital Initiative 9/2010
Respiratory Distress Syndrome, 5/2009
Neonatal Nutrition 2/2009
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Necrotizing Enterocolitis 1/2009

Intrauterine Growth Retardation 9/2008
Neonatal Herpes Simplex Virus 10/2008
Neonatal Hypotonia, 6/2008

Meconium Aspiration Syndrome 5/2008
Neonatal Respiratory Diseases 1/2008
Kernicterus 12/2007

Neonatal stroke 6/2007

Neonatal Infections 2/2007

Resuscitation at the Limits of Viability 1/2006

OB/GYN Grand Rounds, Hospital of Saint Raphael
The Late Preterm Infant 10/2011
Baby Friendly Hospital Initiative 10/2010
Meconium Aspiration Syndrome 5/2008
Resuscitation at the Limits of Viability 1/2006

Yale NNICU ECMO Seminar May 2009
“Decannulation”

CT Society for Respiratory Care Super Symposium XXVII, May 6, 2009
“Neonatal Respiratory Distress Syndrome”

Abstracts and Presentations

Kalinchak, Jillian, Morelli, Erin and Annmarie Golioto: SRHS-IRB Protocol #SR-
1755 Group B Strep Guideline Compliance and Neonatal Outcomes in One
Midwife Practice, Approval Date 2/2010

Golioto, A and JR Wright. Survanta® and Surfactant-Like Liposomes Inhibit
Innate and Surfactant Protein A Mediated Host Defense Functions in Alveolar
Macrophages. Poster presentation, Department of Pediatrics Fellow’s
Symposium, Durham, NC, May 2001; Poster presentation, Society for Pediatric
Research Meeting, Baltimore, MD, April 2001; Platform presentation,

Southeastern Conference on Perinatal Research, Key Largo, FL, February 2001.

Golioto, A and JR Wright. Phagocytosis of Streptococcus pneumoniae by
Rat Alveolar Macrophages is Inhibited in the Presence of Survanta® and
Surfactant Lipids. Perinatal and Developmental Medicine Symposium,
Marco Island, FL, November 2000.

Auten, RL, Mason, SN, Richardson, RM, Vozzelli, M, Golioto, A, White, JR.
CXCR2 Receptor Blockade with Competitive Antagonist SK 265610 (SK)
Prevents Hyperoxia Induced Neutrophil Accumulation in Newborn Rat Lung.
Platform presentation, Society for Pediatric Research and American Academy of
Pediatrics Joint Meeting, Boston, MA, May 2000.
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Golioto, A and JR Wright. The Effect of Survanta® on the Phagocytosis of S.
pneumoniae by Alveolar Macrophages. Platform presentation, Southeastern
Conference on Perinatal Research, Key Largo, FL, March 2000.

Lavery, RF, Tortella, BJ, Panarotto, A, Leibowitz, E. Epinephrine Versus
Albuterol in the Prehospital Treatment of Pediatric Asthma. Journal of
Emergency Medical Services, March, 1995. Poster presentation, Annual
Emergency Medical Services Today Conference, 1995.

Publications

Golioto, A. Group B Streptococcus continues to threaten neonates. The Yale-
New Haven Children’s Hospital Physician Letter. 9(3): 3-4, September 2003.

Milazzo, AS, Golioto, A, Camitta, MGW, O’Laughlin, MP. Case report: an infant
with subvalvar and valvar aortic stenosis, subvalvar and valvar pulmonary

stenosis, severe biventricular hypertrophy and pulmonary hemorrhage. Pediatric
Cardiology 2003; 24: 169-171.

Golioto, A and JR Wright. Effects of Surfactant Lipids and Surfactant Protein A
on Host Defense Functions of Rat Alveolar Macrophages. Pediatric Research,
51(2): 220-227, February 2002.

Personal

Birthdate: 6/8/70

Birthplace: Hackensack, NJ, USA

Maiden Name: Annmarie Panarotto

Married: 5/24/97

Husband: Michael, CT Gastroenterology, Hartford, CT

Children: Alexandra Rose, 10/29/02; John Matthew 4/16/05; Lauren Anna
5/24/07

Address: 30 Sherwood Lane Cheshire, CT 06410

Cell: (203) 605-5420

Personal email: amgolioto@cox.net
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Catherine W. Stevens, RN, MSN-OD
7 Ash Creek Road Branford, CT 06405
Cell: (203) 859-0245 catherine.stevens@hhchealth.org

Professional Experience

Hartford Healthcare Corporation (HHC) Sept 2014-present
Epic Implementation and Care Transformation
Senior Nurse Executive

e System nurse executive working with HHC CareConnect team (Epic implementation) to design and
implement clinical care transformation and Epic electronic health record across the health system

The Hospital of Central Connecticut Nov 2013- present
Vice President, Patient Care Services

¢ Responsible for patient care services, nursing, and nursing practice in 414-bed acute care hospital

MidState Medical Center Feb 2011 — Present
Vice President, Patient Care Services
Chief Nursing Olfficer

e Responsible for the delivery of high quality, safe patient care services in 144 bed acute care hospital

e Organizational responsibility for safety and quality

e Patient care responsibilities include medicine, surgery, critical care, oncology, emergency services,
case management, laboratory services and hospitalist service

Yale New Haven Hospital Nov 2006 — Jan 2011
Director of Patient Services-Women and Infants’

Nursing and operational leader of comprehensive obstetrical and well newborn service including: labor and birth
unit (4700 deliveries and 6,000 triage visits per year), ante partum and post partum units, outpatient maternal fetal
medicine practice sites (24,000 patient visits/year), and the Women’s Education and Lifelong Learning (WELL)
program. Management of $20 million operating budget.

Select service line accomplishments:

e Led interdisciplinary and multidimensional OB team dedicated to the delivery of the highest level of
safe care resulting in decreased OB adverse outcomes index (AOI) 2.96 to 1.96, hand hygiene
compliance scores > 92% for 3 consecutive quarters, development of Obstetrical simulation program,
and provision of OR standardization

e Created new nursing team leading to increase in employee opinion scores averaging 0.73 per patient
care unit (4.0 scale), decrease in vacancy rate from 10% to 0%, and reduction in turnover from 19% to
11%

e Led site implementation in multisite CT newborn data registry as mandated by CT Department of Public
Health

e Opened newly renovated Labor and Birth Triage Unit

Select organizational contributions:

e Provided leadership for development of YNHH nursing website as a means of communication and
collaboration for Registered Nurses across the organization
e Editor, Nursing Update 2007- present
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Yale New Haven Hospital May 2010 — Jan 2011
Director, Centralized Staffing and Scheduling Department (CSSD)

Operational leader for newly developed CSSD division: department’s responsibilities include assumption of
schedule creation and payroll management for 35 inpatient care units; management and deployment of >250 RN and
ancillary staff in CSSD division; and over sight of staffing 24/7 for 966 bed hospital.

Yale New Haven Hospital Dec 2007 — Jul 2010
Director, Off-Shift Administrators

Led team of administrators responsible for organizational oversight during the evenings, nights, and weekends.
Responsibilities include staffing, patient flow, emergency response, and liaison to the administrator on call.
Collaborated with external consultant to develop new role, operationalized by the off-shift administrators, to
improve patient throughput and efficiency.

Yale New Haven Hospital Jun 2008 — Dec 2008
Director of Patient Services — Medicine (interim)

In addition to role as Director of Patient Services — Women and Infants assumed role as interim Director of Patient
Services — Medicine while the position was vacant. Responsible for leadership of six general inpatient units and two
medical intensive care units.

Yale New Haven Hospital Jun 2000 — Nov 2006
Manager — Pediatric Intensive Care Unit

Managed daily operation of a 19 bed interdisciplinary pediatric intensive care providing care for critically ill patients
ranging in age from newborn to adult with medical, surgical, cardiovascular, oncology, and trauma related illness
and injury. Organizational responsibilities included clinical oversight, human resources management, budgetary
management, safety and quality improvement, and services excellence leadership.

Select accomplishments:
e Led renovation project increasing PICU from 11 to 19 beds including redesign of the environment to
support a family centered model of care
e  Transformed PICU culture by leading, developing, and implementing a family centered model of care
including participation of parents in patient care rounds, parents sleeping at bedside, and parental
presence during codes, emergencies, and procedures.

Yale New Haven Hospital Aug 1995 — Jun 2000
Clinical Nurse IV — Pediatric Intensive Care Unit
¢ Clinical leader in the care of critically ill medical and surgical pediatric patients

Yale New Haven Hospital Jun 1991 — Apr 1995
Clinical Nurse IV — Pediatric Adolescent Unit
e Clinical leader in the care of pediatric oncology patients

Yale New Haven Hospital Apr 1988 — Jun 1991
Assistant Nurse Manager — Pediatric Adolescent Unit
e  Chemotherapy certified
e Led interdisciplinary team in development of policies and protocols for first pediatric autologous bone
marrow transplant

Yale New Haven Hospital Jun 1986 — Apr 1988
Staff Nurse — Pediatric Adolescent Unit :

Education
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Registered Nurse, State of CT 1986 — present

Doctorate of Nursing Practice (enrolled) 2012-present (2015 anticipated graduation)
Sacred Heart University

Master of Science in Nursing and Organization Development June 2004

University of Hartford, GPA 3.93

Bachelor of Science in Nursing May 1986

Fairfield University, GPA 3.6

Current Professional Affiliations
Association of Nurse Executives
Organization of Nurse Executives — CT
American College of Healthcare Executives
American Society of Professionals in Patient Safety

Community Volunteer Roles and Board Membership

Spanish Community of Wallingford Board, member 2012-2014
Organization of Nurse Executives-CT, president 2013-present
Organization of Nurse Executives-CT, president elect 2012-2013
Organization of Nurse Executives-CT, Treasurer 2010-2012
Xavier High School, Home School Board, member 2007 — 2009
Saint Mary Church, lector 2007 — present
Ronald McDonald House, Board of Directors member 2004 —2007
Girl Scouts of America, volunteer 2006 — 2008
Boy Scouts of America, volunteer 2003 - 2006

National Certification

Certified Professional in Patient Safety 2012-present
Nurse Executive, Advanced-Board Certified 2012-present
Critical Care Certification (CCRN, Pediatrics) 1997 — 2000

Professional Recognition

Excellent Nurse Manager Award, American Association of Critical Care Nurses, 2005

Leadership in Community of Scholarly Caring Award, University of Hartford, Hartford, CT, 2004

Excellence in Management Award, Yale New Haven Hospital, 2004

Forty Under 40 Recognition of Professional Achievement and Community Involvement, New Haven Business
Times, 2002

Elizabeth Dolan Award, Fairfield University, 1986
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NANCY M. KROEBER

SUMMARY

Health Care Leader with progressive responsibility and proven ability for developing successful
programs and services, fostering teams that consistently exceed standards and building partnerships
with physicians and staff that drive growth, financial performance and operational excellence.

STRENGTHS
Program Development Teambuilding
Business Acumen Employee Mentoring and Development
Change Management Performance Improvement
Work System Design Principle Centered Leadership

EMPLOYEMENT HISTORY

THE HOSPITAL OF CONNECTICUT, NEW BRITAIN CT (Formerly New Britain General Hospital)
Vice President, Operations

The Hospital of Central Connecticut was created with the 2006 merger of the former New Britain
General and Bradley Memorial hospitals. Through the University of Connecticut School of Medicine,
the hospital participates in residency programs for primary care internal medicine, obstetrics and
gynecology, otolaryngology, and general surgery. The hospital is a 414-bed acute care general
hospital with two campuses. In my vice president role, | oversee operations to ensure successful
execution of the strategic plan, organizational goals and balanced score card priorities.

Selected Accomplishments:

e Merged bariatric services between The Hospital of Central Connecticut and Midstate Medical
Center to create a regional program.

e Led the transition of a for-profit rehab entity into a hospital service which enhanced quality,
productivity and financial performance.

e Served as executive leader for the Hartford Healthcare Periop Productivity and Efficiency
Committee that implemented $900,500 in system savings and $603,436 at the Hospital of

Central Connecticut.

e Led the planning, development and implementation of a new Family Health Center where
primary care, laboratory, imaging, urgent care and wound care services are provided.

¢ Planned and implemented wound care services in the New Britain community.

e Implemented an orthopedic hospitalist program.
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Director, Cardiovascular, Neurodiagnostic, Interventional Radiology and Outpatient Services

Responsible for leading, planning, organizing and directing operations and services for Noninvasive
Cardiology, Interventional Cardiology, Interventional Radiology, Neurodiagnostic Services, Sleep
Disorders, Faculty Practice Clinics, Preadmission Testing, Medical, OB/GYN, Pediatric, Surgical,
Orthopedic, G, Podiatry and medical surgical subspecialty clinics. Lead multidisciplinary groups to
ensure that quality care is provided and financial integrity is maintained. Planned and implemented
an operating budget of $15.2 million with $38 million in billable services.

Selected Accomplishments:

e Achieved a 22% increase in net revenue through reorganization of hospital based faculty
practice clinics

e Achieved savings of $117,000 through implementation of an inventory management program
in the cardiac cath laboratory and interventional radiology.

¢ Implemented a Cardiac PET program

e Obtained CON for satellite sleep disorders center

e Achieved ICAEL accreditation status for Echocardiography

e Responsible for the consolidation of select clinical services as part of a two hospital merger.
¢ Established ENT, Hand, Neurology and Nephrology Clinics

e Leader for hospital wide strategic initiative in redesigning the role of the clinical manager.

e Key participant in the development and implementation of an organizational service
excellence program.

NEW BRITAIN GENERAL HOSPITAL, NEW BRITAIN CT
Director, Cardiac, Neuro and Outpatient Services

Responsible for leading, planning, directing, service delivery, operations and financial
performance for Cardiology, Neurodiagnostics, Sleep Disorders, Outpatient Clinics, PAT and an
Outpatient Diagnostic Laboratory.

e Redesigned clinic billing policies, procedures, and processes which resulted in enhanced
revenue capture and reduced compliance risk.

e Achieved a 7.9% increase in activity with zero variance in FTEs and reduced non-salary budget
by 28% within the first year of assuming responsibility for the outpatient clinics.

¢ Implemented strategies that moved patient satisfaction scores from the 4™ percentile to the
70™ percentile within 8 months of assuming responsibility for an outpatient diagnostic facility.

e Oversaw major facility redesign for a sleep disorders center, outpatient clinics and the
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Department of Cardiology

e Connecticut Immunization Registry Best Practice Award recipient for pediatric outpatient
service.

e Expansion of a 4-Bed Sleep Disorders Center to a 6-Bed Center with an annual increase in
volumes of 44% and a 50% increase in the departmental gross margin.

® Project leader for successful AASM accreditation of a Sleep Disorders Center

e As a member of the [T Steering Committee and Implementation Team, assisted in the
assessment, development and implementation of a hospital wide electronic health record

Manager, Department of Cardiology

Responsible for the operations, resource management and patient care for the Department of
‘Cardiology and Cardiac Electrophysiology.

e Developed, implemented and expanded diagnostic service line to include transesophageal
echocardiography and outpatient ambulatory cardiac monitoring electrophysiology.

Development and implementation of a cardiac electrophysiology program.

e Established a cardiology diagnostic satellite.

® Increased gross margin by 30%, 13.3%, 12.4% and 16% for consecutive yeérs.
¢ Participated in development of organizational work redesign.

e Development of a nurse-managed Coumadin Clinic.

e Developed department performance improvement program

e Developed and marketed a cardiovascular health-screening program for businesses in central
Connecticut.

Assistant Nurse Manager, Cardiac Telemetry Unit

RN, Staff/Charge Nurse, Coronary Care Unit
RN, Staff/Charge Nurse, Surgical Unit

MERIDEN WALLINGFORD HOSPITAL, MERIDEN, CT
Staff Nurse, Telemetry Step Down Unit

GAYLORD HOSPITAL, WALLINGFORD, CT
Staff Nurse, Pulmonary Rehabilitation

ACADEMIC POSITIONS

STONE ACADEMY EAST HARTFORD CT
Anatomy and Physiology, Classroom Instructor
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UNIVERSITY OF CONNECTICUT SCHOOL OF ALLIED HEALTH
Guest Lecturer, Spring Semester, 1999 and 2000

EDUCATION

AMERICAN MANAGEMENT ASSOCIATION
Leadership Certification Program
2010

MORESTREAM.COM UNIVERSITY
Lean Six Sigma, Certificate of Completion
2010

UNIVERSITY OF HARTFORD
MSN, Management, 1997

3.9 GPA

ConnectiCare Managed Care Company, Administrative Internship, 1/97 — 5/97

University of Connecticut Health Center, Clinical Internship, Cardiac Surgical Program, 1/96 — 5/96
Kappa Delta Pi, Phi Chapter, National Education Society

UNIVERSITY OF HARTFORD
B.S., Health Science, Concentration in Advanced Science and Medicine, 1989
Suma Cum Laude

MATTATUCK COMMUNITY COLLEGE, WATERBURY, CT
A.S., Nursing, 3.9/4.0 GPA, 1982

VINAL VOCATIONAL SCHOOL, MIDDLETOWN, CT
Practical Nurse Certificate, 1978
Honored for highest achievement in academic and clinical areas.

PROFESSIONAL MEMBERSHIPS AND AWARDS

American College of Healthcare Executives

Corporator, The Hospital of Central Connecticut

Board Member, Central Connecticut Chambers of Commerce
Board Member, New Britain Chambers of Commerce
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Carolyn M. Freiheit
92 General Patton Drive
Naugatuck, CT 06770
203 415-7161

Summary & Overview

Versatile, highly accomplished, results driven leader who leads through change. Hands on leader
with extensive background in healthcare finance and establishing cross functional partnerships to
deliver results. Strong qualifications in developing and implementing financial controls and
processes in addition to productivity improvements, and change management. Possesses solid
leadership, communication and interpersonal skills to establish rappott with all levels of staff and
management.

Professional Expericnce

2013-Present Hartford Healthcare, Inc.
Regional Vice President, Finance ( 2 acute care hospitals $500M Revenue)
2003- 2013 ‘The Hospital of Central Connecticut, New Britain, CT

Director of Finance 2006 — Present
Director of Budget 2003- 2006

e Reimbursement: Responsible for cost report analysis, reimbursement initiatives,
modeling federal payments rules, and assessing reserve/settlement projections and net
accounts receivable analysis.

o Budget: Launch new system, provide training to supervisory, middle management and
executive level organization, manage operating and capital budget, prepare board
presentations, and coordinate timely and effective distribution of data.

¢ Decision Support: Maintain integrity of data; provide ROI analysis, and productivity
monitoring sofiware. Interpretation and evaluate of productivity monitoring data,
forecasting.

e General Accounting: Manage annual financial statement, federal grant and pension
audits; OHCA filing reviews. Manage payment processing, maintain compliance
procedures for endowment investments and properly account for restricted funds.

e Accounts Payable: Identify and implement technological solutions to replace manual
processes within accounts payable, direct payment processing thru proper cash flow
management,

« Human resources: Hiring, performance appraisals, compensation, staff development, role
modeling and coaching/mentoring.

o Additional Projects: Chargemaster Maintenance, integration of fixed assets with
accounts payable system, institute bar coding for fixed assets
Strategize with investment managers, consultants, auditors, and fund trustees.

e Redesign department for improve productivity, efficiency and service to internal and
external customets.

e Participate and plan board committee meetings including presentation materials and
coordination of external consultants or auditors.
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1997-2003 Waterbury Hospital, Waterbury CT
Assistant Director of Finance 1999 — 2003

Reimbursement Analyst 1997- 1999

1994-1997 Milford Hospital, Milford CT
Reimbursement Analyst

1990-1994 Griffin Hospital, Derby CT
Senior Accountant

Professional Organizations & Commimi;y Leadership

CenConn Services 2013 - present
Hospital of Central Connecticut 2013 - present
Midstate Medical Center 2013 - present
Meriden Imaging Center 2013 - present
Corperator of Hospital of Central Connecticut 2009 - present
HealthCare Financial Management 2003 - present
Naugatuck Congregational Church Finance Committee & Stewardship Committee
Education

Sacred Heart University and University of Connecticut MBA
Western CT State University Bachelors of Science; Major in Accounting
Bay Path College  Associates of Science; Major in Accounting
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Hartford Healthcare
Financial Assistance Policy

Update Date: 12/16/2010

Purpose: The purpose of this Policy is to set forth the policy of Hartford Healthcare
Corporation (sometimes referred to as the “System”) governing the provision of free or
discounted Health Care Services to patients who meet the System’s criteria for Financial
Assistance. Specifically, this Policy will describe: (i) the eligibility criteria for Financial
Assistance, and whether such assistance includes free or discounted care; (ii) the basis
for calculating amounts charged to patients; (iii) the method for applying for Financial
Assistance from the System’s Hospitals; (iv) the actions the System may take in the event
of non-payment, including collections action and reporting to credit agencies for patients
that qualify for Financial Assistance; and (v) the System measures to widely publicize
this Policy within the community served by Hartford Healthcare.

Scope: This Policy applies to all Hartford Health facilities Health Care Services
regardless of the location at which they are being provided by the System.

Definitions:

“Charges” means for a Health Care Service for a patient who is either Uninsured or
Underinsured and who is eligible for Financial Assistance, the average of the System’s
facility three best negotiated commercial payor rates for the Health Care Services.

“Eligibility Criteria” means the criteria set forth in this Policy to determine whether a
patient qualifies for Financial Assistance for the Health Care Services provided by the
System’s facility.

“EMTALA” means the Emergency Medical Treatment and Labor Act, 42 USC 1395dd,
as amended from time to time.

“Family” means pursuant to the Census Bureau definition, a group of two or more
people who reside together and who are related by birth, marriage, civil union or
adoption. For purposes of this Policy, if the patient claims someone as a dependent on
their income tax return, they may be considered a dependent for purposes of the
provision of financial assistance.

“Family Income” means the following income when calculating Federal Poverty Level
Guidelines of liquid assets: earnings, unemployment compensation, workers’
compensation, Social Security, Supplemental Security Income, public assistance,
veterans’ payments, survivor benefits, pension or retirement income, interest, dividends,
rents, royalties, income from estates, trusts, educational assistance, alimony, child
support, assistance from outside the household, and other miscellaneous sources of
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income. If a person lives with a Family, Family Income includes the income of all
Family members.

“Federal Poverty Level Guidelines” means the federal poverty level guidelines
established by the United States Department of Health and Human Services.

“Financial Assistance” means free or discounted Health Care Services provided to
persons who, pursuant to the Eligibility Criteria, the Hospital has determined to be
unable to pay for all or a portion of the Health Care Services.

“Free Bed Funds” means any gift of money, stock, bonds, financial instruments or other
property made by any donor to Hartford Healthcare facilities for the purpose of
establishing a fund to provide medical care to an inpatient or outpatient of Hartford
Healthcare.

“Health Care Services” means Hartford Healthcare facilities (i) emergency medical
services as defined by EMTALA; (ii) services for a condition which, if not promptly
treated, will result in adverse change in the health status of the individual; (iii) non-
elective services provided in response to life-threatening circumstances in a non-
emergency department setting; and (iv) medically necessary services as determined by
the System facility on a case-by-case basis at the facility’s discretion.

“Medically Indigent” means persons whom the System facility has determined to be
unable to pay some or all of their medical bills because their medical bills exceed a
certain percentage of their Family Income or Family assets even though they have
income or assets that otherwise exceed the generally applicable Eligibility Criteria for
free or discounted care under the Policy.

“Uninsured” means a patient who has no level of insurance or third party assistance to
assist in meeting his or her payment obligations for Health Care Services and is not
covered by Medicare, Medicaid or Champus or any other health insurance program of
any nation, state, territory or commonwealth, or under any other governmental or
privately sponsored health or accident insurance or benefit program including, but not
limited to workers’ compensation and awards, settlements or judgments arising from
claims, suits or proceedings involving motor vehicle accidents or alleged negligence.

“Underinsured” means the patient has some level of insurance or third-party assistance
but still has out-of-pocket expenses such as high deductible plans that exceed his or her
level of financial resources.

Policy: It is Hartford Healthcare’s policy to provide Financial Assistance to all eligible
individuals who are Uninsured, Underinsured, ineligible for a government program, or
otherwise unable to pay for Health Care Services due to their limited financial resources.
It is also the System’s policy to provide without discrimination care for emergency
medical conditions (as defined by EMTALA) to individuals regardless of their eligibility
for Financial Assistance under this Policy or for government assistance.

2
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I. Determining Eligibility.

In determining eligibility for Financial Assistance, it is important that both the
System facility and the patient work collaboratively. Specifically, the System facilities
will do its best to apply the Eligibility Criteria in a flexible and reasonable manner and
the patient will do its best in responding to Hartford Healthcare requests for information
in a timely manner.

1. Eligibility for Financial Assistance. Individuals who are Uninsured,
Underinsured, ineligible for any government health care benefit program and unable to
pay for their Health Care Services may be eligible for Financial Assistance pursuant to
this Policy. The granting of Financial Assistance shall be based upon an individualized
determination of financial need, and shall not take into account age, gender, race, color,
national origin, marital status, social or immigrant status, sexual orientation or religious
affiliation.

2. Process for Determining Eligibility for Financial Assistance. In
connection with determining eligibility for Financial Assistance, the System (i) will
require that the patient complete an application for Financial Assistance along with
providing other financial information and documentation relevant to making a
determination of financial eligibility; (ii) may rely upon publicly available information
and resources to determine the financial resources of the patient or a potential guarantor;
(1ii) may pursue alternative sources of payment from public and private payment benefit
programs; (iv) may review the patient’s prior payment history; and (v) may consider the
patient’s receipt of state-funded prescription programs, participation in Women, Infants
and Children programs, food stamps, subsidized school lunches, subsidized housing, or
other public assistance as presumptive eligibility when there is insufficient information
provided by the patient to determine eligibility.

3. Processing Requests. Hartford Healthcare will use its best efforts to
facilitate the determination process prior to rendering services so long as the
determination process does not interfere with the provision of emergency medical
services as defined under federal law. However, eligibility determinations can be made
at any time during the revenue cycle. During the eligibility determination process, the
System facilities will at all times treat the patient or their authorized representative with
dignity and respect and in accordance with all state and federal laws.

4. Financial Assistance Guidelines. Eligibility criteria for Financial
Assistance may include, but is not limited to, such factors as Family size, liquid and non-
liquid assets, employment status, financial obligations, amount and frequency of
healthcare expense (i.e. Medically Indigent) and other financial resources available to the
patient. Family size is determined based upon the number of dependents living in the
household. In particular, eligibility for Financial Assistance will be determined in
accordance with the following guidelines:
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(@) Uninsured Patients:

@) If Family income is at or below 250% of the Federal Poverty
Level Guidelines, the patient may qualify for up to a 100%
discount against the System facility’s Charges for Health Care
Services;

(i)  If Family income is between 250% and 400% of the Federal
Poverty Level Guidelines, the patient may qualify for up to a 50%
discount against the System facility’s Charges for Health Care
Services;

(1)  Patients may also qualify for Free Bed Funds in accordance with
the Hartford Healthcare Free Bed Funds Policy; and

(iv)  Patients may have presumptive eligibility if they are homeless and
have no assets or qualify for other means-tested government
programs.

(b) Underinsured Patients:

(@) Payment plans will be extended for any patient liability (including
without limitation to amounts due under high deductible plans)
identified in a manner consistent with the System’s Payment Plan
Policy;

(i)  If Family Income is at or below 250% of the Federal Poverty
Level Guidelines, the patient may qualify for up to a 100%
discount against the lesser of (a) the account balance after
insurance payments from third-party payors are applied; or (b) the
Charges for the Health Care Services;

(iii)  If Family Income is between 250% and 400% of the Federal
Poverty Level Guidelines, the patient may qualify for up to 50%
discount against the lesser of (a) the account balance after
insurance payments from third-party payors are applied; or (b) the
Charges for the Health Care Services;

) Patients may also qualify for Free Bed Funds in accordance with
Hartford Healthcare Free Bed Funds Policy; and

(vi)  Patients may have preSumptive eligibility if they are homeless and
have no assets or qualify for other means-tested government
programs.
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(c) Medically Indigent: Patients will be required to submit a Financial
Assistance application along with other supporting documentation, such as
medical bills, drug and medical device bills and other evidence relating to
high-dollar medical liabilities, so that the Hartford Healthcare System
Hardship Committee can determine whether the patient qualifies for
Financial Assistance due to the patient’s medical expenses and liabilities.

II. Method for Applying for Financial Assistance. Patients may ask any nurse,
physician, chaplain, or staff member from Patient Registration, Patient Accounts, Office
of Professional Services, Case Coordination, or Social Services about initiating the
Financial Assistance application process. Information about applying for Financial
Assistance is also available online at www.hartfordhealthcare.org. Signage and written
information regarding how to apply for Financial Assistance will be available in Hartford
Healthcare facilities] emergency service and patient registration areas. Once a patient or
his or her legal representative requests information about Financial Assistance, a
Financial Counselor will provide the patient or his or her legal representative with the
Financial Assistance application along with a list of the required documents that must be
provided to process the application. If the patient or his or her legal representative does
not provide the necessary documentation and information required to make a Financial
Eligibility determination within fourteen (14) calendar days of the Hartford Healthcare
facility’s request, the Financial Assistance application will be deemed incomplete and
rendered void. However, if an application is deemed complete by the System facility,
the System facility will provide to the patient or his or her legal representative a written
determination of financial eligibility within five (5) business days. Decisions by the
System facilities that the patient does not qualify for Financial Assistance may be
appealed by the patient or his or her legal representative within fourteen (14) calendar
days of the determination. If the patient or his or her legal representative appeals the
determination, the Director of Patient Access will review the determination along with
any new information and render a final decision within five (5) business days.

III.  Relationship to Hartford Healthcare Collection Practices. In the event a
patient fails to qualify for Financial Assistance or fails to pay their portion of discounted
Charges pursuant to this Policy, and the patient does not pay timely their obligations to
Hartford Healthcare, the System reserves the right to institute and pursue collection
actions and to pursue any remedies available at law or in equity, including but not limited
to, imposing wage garnishments or filing and foreclosing on liens on primary residences
or other assets, instituting and prosecuting legal actions and reporting the matter to one
or more credit rating agencies. For those patients who qualify for Financial Assistance
and who, in the System’s sole determination, are cooperating in good faith to resolve the
System’s outstanding accounts, the System facilities may offer extended payment plans to
eligible patients, will not impose wage garnishments or liens on primary residences, will
not send unpaid bills to outside collection agencies and will cease all collection efforts.

IV.  Publication and Education. Hartford Healthcare facilities will disseminate
information about its Financial Assistance Policy as follows: (i) provide signage
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regarding this Policy and written summary information describing the Policy along with
financial assistance contact information in the Emergency Department, Labor and
Delivery areas and all other System patient registration areas; (ii) directly provide to each
patient written summary information describing the Policy along with financial assistance
contact information in all admission, patient registration, discharge, billing and collection
written communications; (iii) post the Policy on the System’s web site with clear linkage
to the Policy on the System’s home page; (iv) educate all admission and registration
personnel regarding the Policy so that they can serve as an informational resource to
patients regarding the Policy; and (v) include the tag line “Please ask about our Financial
Assistance Policy” in all Hartford Healthcare written advertisements.

V. Relation to Free Bed Funds. If a patient applies for Financial Assistance,
Hartford Healthcare facilities will determine his or her eligibility for Financial Assistance
and or Free Bed Funds.

VI.  Regulatory Compliance. The System will comply with all state and federal
laws, rules and regulations applicable to the conduct described in this Policy.

Reviewed By: Niobus Queiro, Revenue Cycle Director, Hartford Healthcare Corporation
Shelly McCafferty, PFS Director, Hartford Healthcare Corporation
Becky Peters, PAS Director, Hartford Hospital

Joan Feldman, Legal Counsel to Hartford Healthcare Corporation

Approved By: Thomas Marchozzi, EVP & CFO Hartford Healthcare Corp.
Date: October 1, 2010

Issued Date: 08/16/2010
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Clo S1/87/80
NON-PROFIT
Applicant: Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
Financial Worksheet {(A) without, incremental to and with the CON proposal in the following reporting format: .
L 2y (3) (4) . {8) " - (6) (4] (8) {9) (10) (1) {12) (13)
[ LINE | Total Entity: FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2019 FY 2019 FY 2019
Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Wi/out CON Incremental _|With CON Wiout COI Incremental |With CON Wiout CON Incremental |With CON Wiout CON Incremental |Wijth CON
A._-OPERATING REVENUE : T - - ; ] : B j . D ’ ] ” i
1_|Total Gross Patient Revenue 864,609,377 838,080,000 | ($848,190)] $837,240,810 $813,777,000 | ($865,154)] $812,911,846 $806,441,000 | ($891,109)[ $805,549,891 $804,788,000 | ($908,931)] $803,879,069
2 |Less: Allowances 480,182,282 $494,373,000 | ($635,521)| $493,737,479 $463,574,818 |  ($652,485)| $462,922,333 $455,018,236 | ($678,440)] $454,339,795 $449,691,006 | ($696,262)| $448,994,744
3 |Less: Charity Care 17,256,889 $11,390,000 $11,390,000 $11,299,306 $11,299,306 $11,235,310 $11,235,310 §11,226,453 $11,226,453
4 _|Less: Other Deductions 0 $0 $0 $0 $0
Net Patient Service Revente 367,170,206 $332,326,000 | ($212,669){ $332,113,331 $338,902,876 | ($212,669)| $338,690,207 $340,187,455 | ($212,669)( $339,974,786 $343,870,541 | ($212,669) $343,657,872
5 |Medicare 138,054,052 $124,952,815 $124,952,815 $127,425,686 $127,425 686 $127,908,681 §127,908,681 $129,293,501 $129,293,501
6 |Medicaid 59,639,703 $63,979,935 | ($212,669)| $53,767,266 $55,048,222 |  ($212,669)] $54,835,553 $55,256,877 | ($212,669)| $55,044,208 $55,855,123 | ($212,669)] $55,642,454
7 _|CHAMPUS & TriCare 282,264 $255,477 . $255,477 $260,533 $260,533 $261,521 $261,521 $264,352 $264,352
8 |Other $0 |- $0 $0 $0_
Total Government 197,976,019 $179,188,228 | ($212,669)] $178,975,559 $182,734,441 | ($212,669)| $182,521,772 $183,427,078 | ($212,669) $183,214,409 $185,412,976 | (5212,669)( $185,200,307
9 |[Commercial Insurers 150,846,850 $136,531,685 $136,531,585 $139,233,604.65 $139,233,605 139,761,356 $139,761,356 141,274,502 $141,274,502
10 _|Uninsured $0 | | $0 $0 _$0
11 |Self Pa 8,818,166 $7,981,328 $7,981,328 $8,139,281.92 $8,139,282 |- 8,170,133 $8,170,133 8,258,588 $8,258,588
12_|Workers Compensation 5,499,389 $4,977,501 $4,977,501 | $5,076,007.58 $5,076,008 5,095,248 5,095,248 5,150,412 $5,150,412
13 [Other 4,029,782 $3,647,358 $3,647,358 $3,719,541.20. $3,719,541 30 | __$0
Total Non-Government 169,194,187 $153,137,772 $0 | $153,137,772 $156,168,435 $0 | $156,168,435 $153,026,737 $0 | $153,026,737 $154,683,502 $0 | $154,683,502
Net Patient Service:Revenue®
{Government+Non-Govérnment) . 367,170,206 $332,326,000 | ($212,669)| $332,113,331 $338,902,876 | ($212,669)| $338,690,207 $336,453,815 |  ($212,669)| $336,241,146 $340,096,478 |  ($212,669)! $339,883,809
14_|Less: Provision for Bad Debts 5,458,239 $6,175,000 $6,175,000 $6,126,847 $6,126,847 $6,092,146 $6,092,146 $6,087,343 $6,087,343
Net Patient Service Revenue less- . . .
provision for bad debts : 361,711,967 $326,151,000 |  ($212,669)| $325,938,331 $332,776,029 | ($212,669)| $332,563,360 $334,095,309 | ($212,669)| $333,882,640 $337,783,198 | ($212,669)| $337,570,529
15_|Other Operating Revenue 11,024,317 $15,152,000 $15,152,000 $15,912,000 $15,912,000 $16,289,000 $16,289,000 $16,676,000 $16,676,000
17_|Net Assets Released from Restrictions 1,351,596 $1,400,000 $1,400,000 $1,416,000 $1,416,000 $1,465,000 §$1,465,000 $1,517,000 _$1,517,000
TOTAL OPERATING REVENUE . 374,087,880 $342,703,000 | ($212,669)] $342,490,331 $350,104,029 | ($212,669)[ $349,891,360 $351,849,300 | ($212,669)] $351,636,640 $355,976,198 | ($212,669)| $355,763,529
B. OPERATING EXPENSES . : : o o . o : 3
1_|Salaries and Wages 148,416,218 $138,379,000 | ($881,601)] $137,497,399 $141,541,000 903 641)[ $140,637,359 $145,221.000 | ($930,750)] $144,290,250 § - $150,014,000 |__($949,365)| $149,064,635
2 |Fringe Benefits 45,122,344 $41,719,000 | ($202,000)] _$41,517,000 $42,387,000 | ($203,000)] $42,184,000 $43,526,000 | ($203,500)] $43,322,500 $44,986,000 |  ($204,000)] . $44,782,000
3 _|Physicians Fees 0,980,614 $10,180,000 $10,180,000 $10,000,000 $10,000,000 $10,025,000 $10,025,000 $10,056,000 $10,056,000
4 |Supplies and Drugs 49,864,651 $35,915,000 $35,915,000 $39,331,000 $39,331,000 $39,669,000 $39,669,000 $41,526,000 $41,526,000
5 | Depreciation and Amortization 18,225,335 $19,460,000 $19,460,000 $14,085,000 $14,085,000 | $12,103,000 $12,103,000 $10,641,000 $10,641,000
6 |Provision for Bad Debts-Other” 0 $0 $0 $0 $0 $0
7 _|interest Expense 1,418,199 $3,268,000 $3,268,000 $3,221,000 $3,221,000 $3,219,000 $3,219,000 $3,087,000 $3,087,000
8 |Malpractice Insurance Cost 3,957,824 $3,635,000 $3,635,000 |- $3,748,000 $3,748,000 $3,860,000 $3,860,000 $3,168,000 $3,168,000
9 |Lease Expense $0 $0 | $0 $0 $0
10 _|Other Operating Expenses 82,318,899 $81,400,000 $81,400,000°} - ", $83,005,000 $83,005,000 | - $80,487,000 $80,487,000 | $78,616,000 $78,616,000
“TOTAL-QOPERATING EXPENSES -, |__359,304,084] | $333,956,000 | ($1,083,601)[ $332,872,399 $337,318,000 | ($1,106,641)] $336,211,359 | $338,110,000 | ($1,134,250)| $336,975,750 |- $342,094,000 | ($1,153,365)| $340,940,635
INCOME/(LOSS) FROM: OPERATIONS' [14,783,796] . - -] $8.747,000 | $870,932 | $9,617,932 |- [ $12,786,029 | $893,972 | $13,680,001 | [ $13.739,309 | _ $921,582 | $14,660891 | [ $13,882,198 | $940,696 | $14,822,894
NON-OPERATING REVENUE ] ‘9,562,104 $2,000,000 | [ $2,000,000 | [ $5,000,000 | [ 85,000,000 | [ $5,000,000 | [ 5,000,000 } [ ~$5,000,000 | [ 85,000,000
EXCESS/{DEFICIENCY) OF REVENUE: _ _ : _ _ _ \_ _ _ \_ : _ _ _ \_ _ _ _
OVER EXPENSES. : : 24,345,900|: $10,747,000 |  $870,932 | $11,617,932 |-~ $17,786,020 [ $893,972 | $18,680,001 b $18,739,309 | $921,582 | $19,660,891 $18,882,198 |  $940,696 | $19,822,894
Principal Payments ] 2,329,000] . .. $2,100,000 | [ $2,100,000} [ $1,850,000 | [_s$1,950,000 | $1,800,000 | [ $1,800,000 ; [ 1,700,000 | [ $1,700,000
C. - PROFITABILITY SUMMARY- : g Ll . : S : SRARTI RN .
1_|Hospital Operating Margin 3.85%) 2.5% -409.5% 2.8% 3.6% 420.4% 3.9%! 3.9% 433.3% 4.1% 3.8% 442.3% 4.1%
2 |Hospital Non Operating Margin 2.49% 0.6% 0.0% 0.6% 1.4% 0.0% 1.4% 1.4% 0.0% 1.4% 1:4% 0.0% 1.4%
3__|Hospital Total Margin 6.35%|" 3.1% -409.5% 3.4% 5.0% -420.4% 5.3% 5.3% 433.3% 5.5% 5.2% 442.3% 5.5%
D. FTEs 1,894] 1,788 | @l 1,782 | [ 1,788 | @) 1,782 | [ 1,788 | @)] 1,781 ] { 1,788 | %) 1,781
E. . VOLUME STATISTICS® : :
1_[Inpatient Discharges 15,640 14,750 14,750 14,750 14,750 14,750 14,750 14,750 14,750
2 _|Outpatient Visits 403,498 411,568 (3,500) 408,068 415,684 (3,500) 412,184 417,762 (3,500) 414,262 : 418,806 (3,500) 415,306
TOTAL VOLUME. "~ . 419,138 426,318 (3,500 423,818 430,434 (3,500) 426,934 432,512 (3,500) 429,012 433,556 (3,500 430,056

*Total amount should equal the total amount on cell line "Net Patient Revenue" Row 14.
bProvide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer to FASB, No.2011-07, July 2011.
“Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or out atient statistics for any existing services which will change

due to the proposal.  *
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Greer, Leslie

From: Huber, Jack

Sent: Friday, September 18, 2015 3:25 PM

To: Durdy, Barbara (Barbara.Durdy@hhchealth.org)

Cc: Roberts, Karen; Foster, Tillman; Greer, Leslie; Huber, Jack
Subject: Completeness Letter - DN: 15-32023-CON

Dear Ms. Durdy:

On August 28, 2015, OHCA received the Certificate of Need application of The Hospital of Central
Connecticut proposing to terminate inpatient and outpatient pediatric services at HOCC in New Britain. OHCA
requests additional information pursuant to Connecticut General Statutes §19a-639a(c). Please electronically
confirm receipt of this email as soon as you receive it. Provide responses to the questions below in both a Word
document and PDF format at the earliest convenience as an attachment to a responding email.

Repeat each question before providing your response and paginate and date your response, i.e., each page in its
entirety. Information filed after the initial CON application submission (e.g., completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially from the Applicant’s
document preceding it. Please begin your submission using Page 123 and reference “Docket Number: 15-
32023-CON.”

1. Clarify if CCMC is the only hospital that HOCC has an Emergency Patient Transfer Agreement with related
to pediatric patients? If not, identify other providers HOCC has agreements with.

2. Clarify whether CMMC’s Waterbury inpatient unit will receive HOCC referrals or transfers or just the
CCMC Hartford location?

3. Will pediatric emergencies continue to be brought to the HOCC ED by air/ground ambulance or will they be

transported directly to CCMC or other tertiary hospitals?

How many pediatric patients were transferred from HOCC to CCMC during FY 2014 and FY 2015?

Will transferred patients receive two ED charges (one from HOCC and one from CCMC) as well as two

ambulance charges (to HOCC and then to CCMC)?

6. If a pediatric patient presents at the HOCC ED and requires emergency surgery, will the patient be
transported to CCMC before emergency surgery or after?

7. Will the proposal impact the continuation or volume of pediatric surgery at HOCC? If so, please describe

the impact in quantifiable terms.

Provide Table 7 Payer Mix specific to the inpatient pediatric services.

9. Resubmit Table 8 (both the inpatient and outpatient tables) using only incorporated Connecticut town
names.

10. Does HOCC continue to take new patients into the pediatric clinic at this time?

11. Submit the missing draft “bilingual (English/Spanish) patient communication” which is referred to in the
Pediatric Clinic Transition of Care Plan.

12. Provide a comparison of HOCC’s Pediatric Clinic charges to Community Health Center’s clinic charges.

13. Does the Pediatric Clinic serve only Medicaid patients as seems to be indicated from the financial
projections on page 122?

14. The Exhibit 5 letters of support from area pediatricians acknowledge that they are interested in and have the
capacity to accept new pediatric patients. Does this interest and capacity specifically extend to Medicaid
patients?

15. Have the salary/benefit expenses for the agreed to CHC position (pediatrician or pediatric nurse practitioner)
been accounted for in the financial projections, and if so, please specify how accounted for.

S
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16. Per page 30, 182 clinic patients in FY 2014 were from Bristol. The Community Health Center of Bristol is
not in the listings provided in Table 9 or Table A (page 36). Please explain the omission.

17. HOCC did not provide hours/days of operation for most of the private practices in Table 9. Please resubmit
this list with the hours/days of operation information.

18. The FY 2016 Gain/Loss from operations (Table 4, page 26) is incorrect. Please revise.

19. Does the reduction in revenues, expenses and volume in Exhibit 10 only reflect the closing of the pediatric
clinic or is a reduction in pediatric ED visits or pediatric surgery also reflected in these numbers?

20. HOCC lists FY 2014 pediatric discharges as 135 on Table 5. Per FY 2014 HRS Report 400, inpatient
pediatric discharges were identified as 206. Please reconcile these two amounts and also compare to the FY
2014 discharges provided in the Inpatient Discharge Database for pediatric patients age 6 months to 17
years (see table below).

HOSPITAL OF CENTRAL CONNECTICUT INPATIENT DISCHARGES
AGES 6 MONTHS to 17 YEARS OLD: FYs 2011 -2014

DISCHARGES PATIENT DAYS
FY FY FY FY FY FY FY FY
SERVICE LINE 2011 2012 2013 2014 2011 2012 2013 2014
Newborn 1 7
Maternity 47 44 50 20 130 112 149 47
Psychiatric 1 2 1 1 4 6 2 1
Pediatric 227 159 232 144 432 326 414 267
Medical/Surgical 67 61 57 24 146 114 110 52
Total 342 266 340 190 712 558 675 374

Source: CT Department of Public Health Acute Care Hospital Inpatient Discharge Database
21. Will HOCC still have Maternity, Psychiatric or Surgical discharges for this age co-hort?

Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request no later than sixty days from the date of this email transmission. Therefore, please
provide your written responses to OHCA no later than Monday, November 16, 2015, otherwise your application
will be automatically considered withdrawn. Please email your responses to all of the following email
addresses: OHCA@ct.gov, karen.roberts@ct.gov, jack.huber@ct.gov, tiliman.foster@ct.gov. If you have any
questions concerning this letter, please feel free to contact me at (860) 418-7069, Karen Roberts at (860) 418-
7041 or Tillman Foster at (860) 418-7031.

Sincerely,

Jack A. Huber
Health Care Analyst



Greer, Leslie

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>
Sent: Friday, September 18, 2015 3:48 PM

To: Huber, Jack

Cc: Roberts, Karen; Foster, Tillman; Greer, Leslie
Subject: RE: Completeness Letter - DN: 15-32023-CON
Jack,

Good afternoon.

| will send in our responses as soon as possible.

Enjoy the weekend,

Barbara

From: Huber, Jack [mailto:Jack.Huber@ct.gov]
Sent: Friday, September 18, 2015 3:25 PM

To: Durdy, Barbara

Cc: Roberts, Karen; Foster, Tillman; Greer, Leslie; Huber, Jack
Subject: Completeness Letter - DN: 15-32023-CON

Dear Ms. Durdy:

On August 28, 2015, OHCA received the Certificate of Need application of The Hospital of Central
Connecticut proposing to terminate inpatient and outpatient pediatric services at HOCC in New Britain. OHCA
requests additional information pursuant to Connecticut General Statutes 819a-639a(c). Please electronically
confirm receipt of this email as soon as you receive it. Provide responses to the questions below in both a Word
document and PDF format at the earliest convenience as an attachment to a responding email.

Repeat each question before providing your response and paginate and date your response, i.e., each page in its
entirety. Information filed after the initial CON application submission (e.g., completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially from the Applicant’s
document preceding it. Please begin your submission using Page 123 and reference “Docket Number: 15-

32023-CON.”

Clarify if CCMC is the only hospital that HOCC has an Emergency Patient Transfer Agreement with related
to pediatric patients? If not, identify other providers HOCC has agreements with.

Clarify whether CMMC’s Waterbury inpatient unit will receive HOCC referrals or transfers or just the
CCMC Hartford location?

Will pediatric emergencies continue to be brought to the HOCC ED by air/ground ambulance or will they be
transported directly to CCMC or other tertiary hospitals?

How many pediatric patients were transferred from HOCC to CCMC during FY 2014 and FY 2015?

Will transferred patients receive two ED charges (one from HOCC and one from CCMC) as well as two
ambulance charges (to HOCC and then to CCMC)?

If a pediatric patient presents at the HOCC ED and requires emergency surgery, will the patient be
transported to CCMC before emergency surgery or after?

Will the proposal impact the continuation or volume of pediatric surgery at HOCC? If so, please describe
the impact in quantifiable terms.

Provide Table 7 Payer Mix specific to the inpatient pediatric services.
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10.
11.

12.
13.

14.

15.

16.

17.

18.
19.

20.

Resubmit Table 8 (both the inpatient and outpatient tables) using only incorporated Connecticut town
names.

Does HOCC continue to take new patients into the pediatric clinic at this time?

Submit the missing draft “bilingual (English/Spanish) patient communication” which is referred to in the
Pediatric Clinic Transition of Care Plan.

Provide a comparison of HOCC’s Pediatric Clinic charges to Community Health Center’s clinic charges.
Does the Pediatric Clinic serve only Medicaid patients as seems to be indicated from the financial
projections on page 122?

The Exhibit 5 letters of support from area pediatricians acknowledge that they are interested in and have the
capacity to accept new pediatric patients. Does this interest and capacity specifically extend to Medicaid
patients?

Have the salary/benefit expenses for the agreed to CHC position (pediatrician or pediatric nurse practitioner)
been accounted for in the financial projections, and if so, please specify how accounted for.

Per page 30, 182 clinic patients in FY 2014 were from Bristol. The Community Health Center of Bristol is
not in the listings provided in Table 9 or Table A (page 36). Please explain the omission.

HOCC did not provide hours/days of operation for most of the private practices in Table 9. Please resubmit
this list with the hours/days of operation information.

The FY 2016 Gain/Loss from operations (Table 4, page 26) is incorrect. Please revise.

Does the reduction in revenues, expenses and volume in Exhibit 10 only reflect the closing of the pediatric
clinic or is a reduction in pediatric ED visits or pediatric surgery also reflected in these numbers?

HOCC lists FY 2014 pediatric discharges as 135 on Table 5. Per FY 2014 HRS Report 400, inpatient
pediatric discharges were identified as 206. Please reconcile these two amounts and also compare to the FY
2014 discharges provided in the Inpatient Discharge Database for pediatric patients age 6 months to 17
years (see table below).

HOSPITAL OF CENTRAL CONNECTICUT INPATIENT DISCHARGES
AGES 6 MONTHS to 17 YEARS OLD: FYs 2011 -2014

DISCHARGES PATIENT DAYS
FY FY FY FY FY FY FY FY
SERVICE LINE 2011 2012 2013 2014 2011 2012 2013 2014
Newborn 1 7
Maternity a7 44 50 20 130 112 149 47
Psychiatric 1 2 1 1 4 6 2 1
Pediatric 227 159 232 144 432 326 414 267
Medical/Surgical 67 61 57 24 146 114 110 52
Total 342 266 340 190 712 558 675 374

Source: CT Department of Public Health Acute Care Hospital Inpatient Discharge Database

21. Will HOCC still have Maternity, Psychiatric or Surgical discharges for this age co-hort?

Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request no later than sixty days from the date of this email transmission. Therefore, please
provide your written responses to OHCA no later than Monday, November 16, 2015, otherwise your application
will be automatically considered withdrawn. Please email your responses to all of the following email
addresses: OHCA@ct.gov, karen.roberts@ct.gov, jack.huber@ct.gov, tillman.foster@ct.gov. If you have any
questions concerning this letter, please feel free to contact me at (860) 418-7069, Karen Roberts at (860) 418-
7041 or Tillman Foster at (860) 418-7031.

Sincerely,



Jack A. Huber
Health Care Analyst

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.



Greer, Leslie

From: Roberts, Karen

Sent: Wednesday, October 14, 2015 4:19 PM

To: Greer, Leslie

Subject: FW: Completeness Letter - DN: 15-32023-CON

Attachments: 14 - HOCC Pedi Clinic Charges.xIsx; 15 - Copy of financial_workbook_-_october

2015.xIsx; Completeness - Docket No. 15-32023-CON.pdf; Completeness Response
HOCC Termination of Inpatient and Outpatient Pediatric Services.docx

Leslie — for the original and PDF files. Karen

From: Feldman, Joan [mailto:JFeldman@goodwin.com]

Sent: Wednesday, October 14, 2015 4:04 PM

To: Huber, Jack; Foster, Tillman; Roberts, Karen; User, OHCA

Cc: Mack, David (David.Mack@hhchealth.org); Durdy, Barbara (Barbara.Durdy@hhchealth.org)
Subject: FW: Completeness Letter - DN: 15-32023-CON

Dear Jack:

Attached on behalf of HOCC, | attach its responses to your completeness questions in your e mail of September 18,
2015. All of the tables can be found in the PDF document.

Thank you and if you have questions, please do not hesitate to call me.

Joan
Joan W. Feldman Tel (860) 251-5104
Shipman & Goodwin we Partner Fax (860) 251-5211
COUNSELORS AT LAW One Constitution Plaza jfeldman@goodwin.com
Hartford, CT 06103-1919 www.shipmangoodwin.com

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.

% please consider the environment before printing this message

From: Huber, Jack [mailto:Jack.Huber@ct.gov]

Sent: Friday, September 18, 2015 3:25 PM

To: Durdy, Barbara

Cc: Roberts, Karen; Foster, Tillman; Greer, Leslie; Huber, Jack
Subject: Completeness Letter - DN: 15-32023-CON

Dear Ms. Durdy:

On August 28, 2015, OHCA received the Certificate of Need application of The Hospital of Central
Connecticut proposing to terminate inpatient and outpatient pediatric services at HOCC in New Britain. OHCA
requests additional information pursuant to Connecticut General Statutes §19a-639a(c). Please electronically
confirm receipt of this email as soon as you receive it. Provide responses to the questions below in both a Word
document and PDF format at the earliest convenience as an attachment to a responding email.

Repeat each question before providing your response and paginate and date your response, i.e., each page in its
entirety. Information filed after the initial CON application submission (e.g., completeness response letter,
prefile testimony, late file submissions and the like) must be numbered sequentially from the Applicant’s

1



document preceding it. Please begin your submission using Page 123 and reference “Docket Number: 15-
32023-CON.”

1.

2.

10.
11.

12.
13.

14.

15.

16.

17.

18.
19.

20.

Clarify if CCMC is the only hospital that HOCC has an Emergency Patient Transfer Agreement with related
to pediatric patients? If not, identify other providers HOCC has agreements with.

Clarify whether CMMC’s Waterbury inpatient unit will receive HOCC referrals or transfers or just the
CCMC Hartford location?

Will pediatric emergencies continue to be brought to the HOCC ED by air/ground ambulance or will they be
transported directly to CCMC or other tertiary hospitals?

How many pediatric patients were transferred from HOCC to CCMC during FY 2014 and FY 2015?

Will transferred patients receive two ED charges (one from HOCC and one from CCMC) as well as two
ambulance charges (to HOCC and then to CCMC)?

If a pediatric patient presents at the HOCC ED and requires emergency surgery, will the patient be
transported to CCMC before emergency surgery or after?

Will the proposal impact the continuation or volume of pediatric surgery at HOCC? If so, please describe
the impact in quantifiable terms.

Provide Table 7 Payer Mix specific to the inpatient pediatric services.

Resubmit Table 8 (both the inpatient and outpatient tables) using only incorporated Connecticut town
names.

Does HOCC continue to take new patients into the pediatric clinic at this time?

Submit the missing draft “bilingual (English/Spanish) patient communication” which is referred to in the
Pediatric Clinic Transition of Care Plan.

Provide a comparison of HOCC’s Pediatric Clinic charges to Community Health Center’s clinic charges.
Does the Pediatric Clinic serve only Medicaid patients as seems to be indicated from the financial
projections on page 122?

The Exhibit 5 letters of support from area pediatricians acknowledge that they are interested in and have the
capacity to accept new pediatric patients. Does this interest and capacity specifically extend to Medicaid
patients?

Have the salary/benefit expenses for the agreed to CHC position (pediatrician or pediatric nurse practitioner)
been accounted for in the financial projections, and if so, please specify how accounted for.

Per page 30, 182 clinic patients in FY 2014 were from Bristol. The Community Health Center of Bristol is
not in the listings provided in Table 9 or Table A (page 36). Please explain the omission.

HOCC did not provide hours/days of operation for most of the private practices in Table 9. Please resubmit
this list with the hours/days of operation information.

The FY 2016 Gain/Loss from operations (Table 4, page 26) is incorrect. Please revise.

Does the reduction in revenues, expenses and volume in Exhibit 10 only reflect the closing of the pediatric
clinic or is a reduction in pediatric ED visits or pediatric surgery also reflected in these numbers?

HOCC lists FY 2014 pediatric discharges as 135 on Table 5. Per FY 2014 HRS Report 400, inpatient
pediatric discharges were identified as 206. Please reconcile these two amounts and also compare to the FY
2014 discharges provided in the Inpatient Discharge Database for pediatric patients age 6 months to 17
years (see table below).

HOSPITAL OF CENTRAL CONNECTICUT INPATIENT DISCHARGES
AGES 6 MONTHS to 17 YEARS OLD: FYs 2011 -2014

DISCHARGES PATIENT DAYS
FY FY FY FY FY FY FY FY
SERVICE LINE 2011 2012 2013 2014 2011 2012 2013 2014
Newborn 1 7
Maternity 47 44 50 20 130 112 149 47
Psychiatric 1 2 1 1 4 6 2 1




Pediatric 227 159 232 144 432 326 414 267
Medical/Surgical 67 61 57 24 146 114 110 52
Total 342 266 340 190 712 558 675 374

Source: CT Department of Public Health Acute Care Hospital Inpatient Discharge Database
21. Will HOCC still have Maternity, Psychiatric or Surgical discharges for this age co-hort?

Please note that pursuant to Section 19a-639a(c) of the Connecticut General Statutes, you must submit your
response to this request no later than sixty days from the date of this email transmission. Therefore, please
provide your written responses to OHCA no later than Monday, November 16, 2015, otherwise your application
will be automatically considered withdrawn. Please email your responses to all of the following email
addresses: OHCA@ct.gov, karen.roberts@ct.gov, jack.huber@ct.gov, tiliman.foster@ct.gov. If you have any
questions concerning this letter, please feel free to contact me at (860) 418-7069, Karen Roberts at (860) 418-
7041 or Tillman Foster at (860) 418-7031.

Sincerely,

Jack A. Huber
Health Care Analyst

This e-mail message, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information. Any unauthorized review, use, disclosure, or distribution is prohibited. If you are not the intended recipient, or
an employee or agent responsible for delivering the message to the intended recipient, please contact the sender by reply e-mail and
destroy all copies of the original message, including any attachments.
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Joan W. Feldman
Phone: (860) 251-5104
Fax: (860) 251-5211
jfeldman@goodwin.com

VIA EMAIL

Jack A. Huber

Health Care Analyst

CT Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS #13HCA
PO Box 340308

Hartford, CT 06134

COUNSELORS AT LAW

October 14, 2015

RE: Hospital of Central Connecticut Termination of Inpatient and Outpatient
Pediatric Services at New Britain
Completeness Letter Responses: Docket Number: 15-32023-CON

Dear Mr. Huber:

On behalf of Hospital of Central Connecticut at New Britain, attached please find the
Applicants’ responses to your Certificate of Need Completeness Email dated September 18,
2015. As requested, I have emailed a copy of the Applicant’s entire response (including
attachments or exhibits), and electronic versions of any Microsoft Word or Excel documents,

as applicable.

Please do not hesitate to contact me at 860-251-5104 if you have any questions..

IWF/tja

Enclosures
7193v10

Sincerely,
Joa . Feldman

Docket Number: 15-32023-CON  10/14/2015 0123
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The Hospital of Central Connecticut

Certificate of Need Application; Docket Number: 15-32023-CON
Termination of Inpatient and Outpatient Pediatric Services
October 14, 2015

Response to Completeness Questions

On August 28, 2015, OHCA received the Certificate of Need application of The Hospital of Central Connecticut
proposing to terminate inpatient and outpatient pediatric services at HOCC in New Britain. OHCA requests
additional information pursuant to Connecticut General Statutes §19a-639a(c). Please electronically confirm receipt
of this email as soon as you receive it. Provide responses to the questions below in both a Word document and PDF
format at the earliest convenience as an attachment to a responding email.

Repeat each question before providing your response and paginate and date your response, i.e., each page in its
entirety, Information filed after the initial CON application submission (e.g., completeness response letter, prefile
testimony, late file submissions and the like) must be numbered sequentially from the Applicant’s document
preceding it. Please begin your submission using Page 123 and reference “Docket Number: 15-32023-CON.”

1. Clarify if CCMC is the only hospital that HOCC has an Emergency Patient Transfer Agreement with related to
pediatric patients? If not, identify other providers HOCC has agreements with.

Yes. CCMC is the only hospital that HOCC has a Patient Transfer Agreement with specifically for
pediatric patients.

2. Clarify whether CCMC’s Waterbury inpatient unit will receive HOCC referrals or transfers or just the CCMC
Hartford location?

CCMC triage controls the admissions to the pediatric unit at Saint Mary’s Hospital in Waterbury.
Patients will be considered for transfer to the Saint Mary’s unit per the triaging CCMC physician
accepting care from HOCC.

3. Will pediatric emergencies continue to be brought to the HOCC ED by air/ground ambulance or will they be
transported directly to CCMC or other tertiary hospitals?

HOCC has no control over which emergency department patients are transported to. Emergency
Medical Service (EMS) protocols dictate where pediatric emergencies are transported. These protocols
will not change if this proposal is approved by OHCA.

4. How many pediatric patients were transferred from HOCC to CCMC during FY 2014 and FY 2015?

In FY 2014, a total of 199 pediatric patients were transferred from HOCC to CCMC
185 patients were transferred from the ED
8 patients were transferred from the NICU
6 patients were transferred from the inpatient unit

In FY 2015, a total of 319 pediatric patients were transferred from HOCC to CCMC
311 patients were transferred from the ED
8 patients were transferred from the NICU

In FY 2015, pediatric hospitalists resigned from HOCC and community pediatricians have since directed
their patients for admission to CCMC. This resulted in an increase in transfer activity between HOCC
and CCMC. When a patient comes to the emergency department and their pediatrician determines that
the patient requires admission, the pediatrician directs the transfer / admission to CCMC.

15-32023-CON 10/14/2015 0124




10.

12.

13.

Will transferred patients receive two ED charges (one from HOCC and one from CCMC) as well as two
ambulance charges (to HOCC and then to CCMC)?

If a patient is transported by ambulance to the emergency department at HOCC, they will be triaged and
stabilized before being transported to CCMC. If the pediatrician determines that the patient requires
inpatient care, they will be transported to the emergency room at CCMC or directly admitted to a
CCMC inpatient unit. In this scenario, the patient receives two ambulance charges (assuming that they
arrive at the HOCC ED by ambulance) and one emergency room charge as care received in the CCMC
emergency department will be included in the reimbursement for the inpatient admission by Medicaid.

If a pediatric patient presents at the HOCC ED and requires emergency surgery, will the patient be transported
to CCMC before emergency surgery or after?

All pediatric patients are treated and stabilized prior to transfer. If, based upon existing competencies,
surgery and post-operative care cannot be provided at HOCC, the patient would be transferred to
CCMC prior to surgery.

Will the proposal impact the continuation or volume of pediatric surgery at HOCC? If so, please describe the
impact in quantifiable terms?

The proposal will not impact the continuation or current volume of pediatric surgery at HOCC,
Provide Table 7 Payer Mix specific to the inpatient pediatric services.

Please see Exhibit 11 for Table 7 revised to reflect inpatient pediatrics services only.

Resubmit Table 8 (both the inpatient and outpatient tables) using only incorporated Connecticut town names.
Please see Exhibit 12 for revised Table 8 to reflect incorporated Connecticut town names.

Does HOCC continue to take new patients into the pediatric clinic at this time?

Yes. HOCC continues to accept new patients into the pediatric clinic.

. Submit the missing draft “bilingual (English/Spanish) patient communication” which is referred to in the

Pediatric Clinic Transition of Care Plan.

Please see Exhibit 13 for a copy of the bilingual patient communication. The Spanish translation will be
completed pending CON approval.

Provide a comparison of HOCC’s Pediatric Clinic charges to Community Health Center’s clinic charges.
The community health center charges a flat rate of $154.00 for all medical services, all inclusive
regardless of time, complexity, procedures or materials. The Medicaid reimbursement to the community

health center is $154.00.

HOCC’s clinic charges are based on an established hospital fee schedule. HOCC’s Medicaid
reimbursement is $57.23 for a clinic visit. Please see Exhibit 14 for a copy of HOCC clinic charges.

Does the Pediatric Clinic serve only Medicaid patients as seems to be indicated from the financial projections
on page 1227

The pediatric clinic at HOCC primarily serves Medicaid patients. However a small percentage (.6%) of

patients have commercial insurance and 2% of patients are uninsured. The financial projections on page
122 of the CON application reflect both inpatient and outpatient services.
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16.

17.

18.

. The Exhibit 5 letters of support from area pediatricians acknowledge that they are interested in and have the

capacity to accept new pediatric patients. Does this interest and capacity specifically extend to Medicaid
patients?

Yes. Community pediatricians in the greater New Britain area accept Medicaid patients and are willing
to accept Medicaid patients from HOCC.

. Have the salary/benefit expenses for the agreed to CHC position (pediatrician or pediatric nurse practitioner)

been accounted for in the financial projections, and if so, please specify how accounted for?

Please see Exhibit 15 revised to reflect the salary and benefit expense of the CHC position funded by
HOCC.

Per page 30, 182 clinic patients in FY 2014 were from Bristol. The Community Health Center of Bristol is not
in the listings provided in Table 9 or Table A (page 36). Please explain the omission.

The Community Health Center of Bristol was not included in Table 9 or Table A because Bristol is not
considered to be a primary service area town. If patients residing in Bristol would like to be referred to

the Community Health Center of Bristol, we will honor their request.

HOCC did not provide hours/days of operation for most of the private practices in Table 9. Please resubmit this
list with the hours/days of operation information.

Please see Exhibit 16 for a revised copy of Table 9.
The FY 2016 Gain/Loss from operations (Table 4, page 26) is incorrect. Please revise.

Please see Exhibit 17 for a revised copy of Table 4.

. Does the reduction in revenues, expenses and volume in Exhibit 10 only reflect the closing of the pediatric

clinic or is a reduction in pediatric ED visits or pediatric surgery also reflected in these numbers?

Reductions in revenues, expenses and volume as depicted in Exhibit 10 are only related to the closure of
the pediatric clinic.

. HOCC lists FY 2014 pediatric discharges as 135 on Table 5. Per FY 2014 HRS Report 400, inpatient pediatric

discharges were identified as 206. Please reconcile these two amounts and also compare to the FY 2014
discharges provided in the Inpatient Discharge Database for pediatric patients age 6 months to 17 years (see
table below).

HOSPITAL OF CENTRAL CONNECTICUT INPATIENT DISCHARGES
AGES 6 MONTHS to 17 YEARS OLD: FYs2011-2014

DISCHARGES PATIENT DAYS
FY FY FY FY FY FY FY FY
SERVICE LINE 2011 2012 2013 2014 [ 2011 2012 2013 2014
Newborn 1 7
Maternity 47 44 50 20 130 112 149 47
Psychiatric 1 2 1 1 4 6 2 1
Pediatric 227 159 232 144 432326 414 . 267
Medical/Surgical 67 61 57 24 146 114 110 52
Total 342 266 340 190 712 558 675 374

Source: CT Department of Public Health Acute Care Hospital Inpatient Discharge Database
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Both HRS Report 400 and DPH Inpatient Discharge Database data include surgical patients which will
not be impacted by the proposed CON.

HRS Report 400 was prepared using data based on the patient’s physical location within the hospital and
not based on the age of the patient. With low pediatric census, some adult medical/surgical patients were

placed on the pediatric unit.

The DPH Inpatient Discharge Database is data taken directly from billing claim forms and includes all
pediatric surgical cases.

The hospital reporting system reports age in years, not months.

Please see reconciliation below:

Discharges included in Chart 135
Surgical patients ages 1 day to 6 months 33
Subtotal DPH Inpatient Discharge Database 168
Adults on pediatric unit 38
HRS Report 400 Total 206

. Will HOCC still have Maternity, Psychiatric or Surgical discharges for this age co-hort?

Yes. HOCC will continue to provide maternity and surgical discharges for this age co-hort.
HOCC provides emergency psychiatric crisis evaluation in the emergency department for pediatric
patients in this age co-hort, but only admits patients 18 and older to the inpatient unit.
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TABLE7
APPLICANT’S CURRENT & PROJECTED PAYER MIX
Inpatient Discharges

Current Projected
Payer FY 2014*%* FY 2015%* FY 2016** FY 2017**
Discharges % Discharges % Discharges % Discharges %
Medicare* 0 0 0 ¢ 0 0 0 0
Medicaid* 90 67.67 0 0 0 0 0 0
CHAMPUS & TriCare 1 0.75 0 0 0 0 0 0
Total Government 91 68.42 0 o 0 0 0 ]
Commercial Insurers 39 29.32 0 0 0 0 0 0
Uninsured 3 2.26 0 0 0 0 0 0
Workers 0 0 0 0 0 0 0 0
Compensation
Total Non- 42 31.58 0 g 0 0 0 ]
Government
Total Payer Mix 133 100 0 o 0 0 0 0
* Includes managed care activity.
** Fillin years. Ensure the period covered by this table corresponds to the period covered in the projections
provided. New programs may leave the “current” column blank.
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Revised Table 8 - Inpatient Pediatric Discharges

Inpatient Pediatric Discharges
Town Utilization FY 2014
Bristol 3
Farmington 1
Berlin 6
New Britain 92
Plainville 6
Windsor 1
Newington 2
Meriden 3
Plantsville 2
Southington 10
Waterbury 3
Wolcott 3
Naugatuck 1
Thomaston 1
Indian Head, MD 1
135
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REVISED TABLE 8 - Outpatient Pediatric Visits

Outpatient Pediatric Visits

Town Utilization FY 2014
West Haven- CT 2
Harford- CT 45
Berlin- CT 35
West Hartford- CT 5
Bloomfield- CT 4
Hartford- CT 21
Bristol- CT 182
Manchester- CT 7
Burlington- CT 10
New Britain- CT 2
West Hartford- CT 9
Daytona Beach- FL. 1
New Haven- CT 8
East Hartford- CT 19
West Hartford- CT 4
Farmington- CT 3
Mansfield- CT 1
Hartford- CT 146
Meriden- CT 51
Middletown- CT 17
Naugatuck- CT 5
New Britain- CT 4574
New Haven- CT 5
Newbury- VT 1
Philadelphia- PA 3
Plainville- CT 71
Southington- CT 7
Waterbury- CT 7
Portland- CT 2
Rocky Hill- CT 5
Simbury- CT 2
Simsbury- CT 3
Southington- CT 32
Suffield- CT 11
Wallingford- CT 9
Waterbury- CT 17
Waterbury- CT 18
5344
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The Hospital €. .
of Central Connecticut

Connect to healthier.”
August 2015
Dear Parent/Guardian of HOCC Pediatric Clinic Patient,

We would like to make you aware of some changes to our services at the clinic that will be taking
place over the next six months.

The Hospital of Central Connecticut must continually evaluate how to provide safe, high-quality,
cost-efficient care to all we serve. After careful consideration, and in light of declining volumes, we
will no longer be providing pediatric care for inpatient and outpatient services, and will be providing
you with the names of respected pediatric service providers and organizations in the community.
Connecticut Children’s Medical Center (Connecticut Children’s) will be recommended for inpatient
care, and we are working with our community pediatric providers, including Dr Noelle Leong and
the Community Health Center of New Britain, to ensure that you, our pediatric patients, make an
easy move to a new pediatric provider in the New Britain community.

At Connecticut Children’s, pediatric patients will receive comprehensive and highly specialized care.
Connecticut Children’s has been named among the best for its pediatric care by U.S. News & World
Report and is the only freestanding children’s hospital in the state. In fact, Connecticut Children’s
already has a long history of serving patients in our community.

The Community Health Center of New Britain services the residents of the City of New Britain and
offers a wide range of services including pediatric care, behavioral health, school-based health
centers and dental care. In addition, there are pediatricians in our community whose practices are
accepting new patients and who would be happy to serve as your provider. Please see the enclosed
list of pediatricians who will be accepting new patients.

Once you have selected a new pediatrician or office for care, we can easily have your medical
records transferred from the hospital clinic to your new provider. Please fill out the enclosed form
and return it to the clinic or fax it to 860-224-5957. For telephone assistance please call XXX-
XXX=XXXX (dedicated phone line will be established).

Your child is a valued patient in our Outpatient Pediatric Clinic. The decision to transition these
services was taken very seriously with the intent to offer the highest level of care to our patients
and for the communities we serve. We will continue to keep you updated with our plans. We thank
you for the opportunity to care for your child.

Sincerely,

Annmarie Golioto MDD
Attending Neonatologist
Director of Nurseries
Chief of Pediatrics

Hartford €.
HealthCare

The Hospital of Central €7
100 Grand Street
New Britain, CT 06050

*The Spanish translation will be completed pending CON approval.
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The Hospital of Central Connecticut
Fee Schedule for Pediatric Clinic
FY 2015

Description Price

LEVEL 1 VISIT PEDI NEW 139.00
LEVEL 2 VISIT PEDI NEW 191.00
LEVEL 3 VISIT PEDI NEW 251.00
LEVEL 4 VISIT PEDI NEW 269.00
LEVEL 5 VISIT PEDI NEW 348.00
LEVEL 1 NURSE VISIT PED! EST. 110.00
LEVEL 2 VISIT PEDI EST 155.00
LEVEL 3 VISIT PED! EST 212.00
LEVEL 4 VISIT PEDI EST 359.00
LEVEL 5 VISIT PEDI EST 450.00
12-17YRS PEDI NEW 228.00
12-17YRS PEDI EST 210.00
SCREENING VISION 122.00
SCREENING HEARING 122.00
PREVENT PEDI VISIT <1 YR NEW 179.00
PREVENT PEDI VISIT 1-4YRS NEW 203.00
PREVENT PEDI VISIT 5-11YRS NEW 203.00
PREVENT MED VISIT 12-17YRS NEW 228.00
PREVENT PEDI VISIT <1YR EST. 162.00
PREVENT PEDI VISIT 1-4YRS EST. 186.00
PREVENT PEDI! VISIT 5-11YRS EST. 186.00
PREVENT MED VISIT 12-17YRS EST. 210.00
ADMIN OF SINGLE/COMBO VACCINATION 21.00
PPD 56.00
Urinalysis 20.00
Glucose 24.00
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NON-PROFIT

€e10

S10Z/71/01

NOD-€20TE-S1

Applicant: Please provide one year of actual results and three years of projections of Total Entity revenue, expense and volume statistics
ancial Worksheet (A) without, incremental to and with the CON proposal in the following reporting format:
(1) (2) (3) (4) (5) (8) {7 (8) {8) (19 {11 {12) (13)
LINE | Total Entity: FY 2014 FY 2016 FY 2016 FY 2016 FY 2017 FY 2017 FY 2017 FY 2018 FY 2018 FY 2018 FY 2018 FY 2018 FY 2019
Actual Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected Projected
Description Results Wiout CON Incremental {With CON Wiout CON Incremental [With CON Wiout CON Incremental |With CON Wiout CON incremental [With CON
A.  OPERATING REVENUE
1 __ITotal Gross Patient Revenue 864,609,377 838,089,000 $848,190)! $837,240,810 $813,777,000 ($865,154)! $812,911,846 $806,441.000 ($691,109)] $805,548,6891 $804,788,000 {$908,931)| $803,879,069
2 |less: Allowances 480,182,282 $494,373,000 {$635,521); $483,737,479 $463,574 818 ($652.485)| $462,922,333 $455,018,235 ($678,440)1 $454,339.795 $449,691,008 {$696,262)| $448,854,744
3 {Less: Charity Care 17,256,889 511,390,000 $11,390,000 $11,299,306 $11,299.3068 $11,235,310 $11,235,310 $11,226.453 $11,226,453
4 |Less: Other Deductions 0 80 $0 S0 $0
Net Patient Service Revenue 367,170,206 $332,326,000 | {$212,669)] $332,113,331 $338,902,876 | ($212,669)] $338,680,207 $340,187,455 | ($212,669) $335,974,786 $343,870,541 | ($212,669)] $343,657,872
& {Meadicare 138,054,052 $124,852 815 $124.952.815 $127.425686 $127.425 688 $127,908 681 $127.808,681 $129,293 501 $128,203,501
6 {Medicaid 59,639,703 $53,979,935 ($212,669)| 853,767,268 $55,048,222 (8212669 $54,835 553 $55,256,877 {$212,669)! $55.044,208 $55,855,123 {$212,669)] $55642,454
7__ICHAMPUS & TriCare 282,264 $255.477 $255,477 $260.533 $260,833 $261,521 $261,521 $264,352 $264,352
8 {Other $0 $C $g $0
Total Government 197,976,019 $179,188,228 |  ($212.669)] $178,975,559 $182,734,441 | ($212,669)] $1B2,521,772 $183,427,078 | ($212,669) $183,214,409 $185,412,976 | {5212,668)] $185,200,307
9 _|Commercial Insurers 150,846,850 $136,531,685 $136,531,585 $139.233.604.65 $138.233 605 139,761,356 $139,761,356 141,274,502 $141,274 502
10 _1Uninsured $0 $0 0 $0
11 _{Self Pay 8,818,168 $7,981,328 $7,681.328 $8,139,281.92 $8,139.282 8,170,133 $8,170,133 8,258,588 $8,258,588
12 _(Workers Compensation 5,499,388 $4,977.501 $4,977,501 $5,076,007.58 $5.076,008 5,095,248 85095248 5,150,412 $5,150.412
13 _|Cther 4,028,782 $3,647.358 $3.647.358 $3,719.541.20 $3,716.541 $0 $0
Total Non-Government 169,194,187 $163,137,772 $0 | $153,137,772 $156,168,435 $0 | $156,168,435 $153,026,737 $0 | $153,026,737 $154,683,502 $0 | $154,683,502
Net Patient Service Revenue®
{Government+Non-Government) 367,170,206 $332,326,000 {$212,669); $332,113,331 $338,902,876 {$212,668), $338.690,207 $336,453,815 ($212,669)1 $336,241,145 $340,096,478 {$212,669){ $339,883,803
14 _rmmmu Pro n for Bad Debts 5,458,233 $6,175,000 $6,175,000 $6,128.847 $6,126,847 $6,092,146 $6,092,146 $6,087,343 $6,087,343
Net Patient Service Revenue less
provision for bad debts 361,711,867 $326,151,000 {3212,669)! $325,938,331 $332,776,029 {$212,663)1 $332,563,360 $334,085,309 {$212,669}] $333,882,640 $337,783,198 {$212,669)! $337,570,529
15 _Oz;mn Operating Revenue 11,024,317 $15,152 000 $15,152,000 $15,812,000 $15,912,000 $16,288,000 §16,289,000 $16,676,000 $16,676,000
17 _|Net Assets Released from Restrictions 1,351,596 $1,400,000 $1,400,000 $1,416,000 $1,416,000 $1,465,000 $1,465,000 $1,517,000 51,517,000
TOTAL OPERATING REVENUE 374,087,880 $342,703,000 {$212,669){ $342,430,331 $350,104,029 {$212,669) $349,891,360 $351,849,309 {$212,669}) $351,636,640 $355,976,198 ($212,669)] $355,763,529
B. OPERATING EXPENSES
1 |Salaries and Wages 148,416,218 $138,379,000 (8701,601)1 $137.677,399 $141,541,000 ($719,141)! $140,821,859 $145,221,000 ($740,715)! $144 480,285 $150,014,000 ($755,529) $148.258471
2 _|Fringe Benefits 45,122,344 $41,718,000 ($162,000); $41,557.000 $42,387,000 ($182.000) $42.225000 $43,526,000 ($162,000)¢ $43,364,000 $44,986,000 (3185000} $44,821,000
3__|Physicians Fees 9,980,614 $10,180,000 $10,180,000 $10,000,000 $10,000,000 $10,025.000 $10,025.000 $10,066,000 $10,056,000
4 __|Supplies and Drugs 49,864 651 $359815000 835,915,000 $38,331,000 $39,331,000 $39,663,000 $38,669,000 $41,526,000 $41,526,000
5__|Depreciation and Amortization 18,225,335 $18,480,000 $19.,460,000 $14,085.000 514,085 000 $12,103,000 $12,103,000 $10.641,000 $10,641,000
6 |Provision for Bad Debts-Other® 0 $0 S0 $0 S0 $0
7__iinterest Expense 1,418,199 $3,268,000 $3,268,000 $3,221,000 $3,221.000 $3,219.000 $3.219,000 $3,087,000 $3,087,000
8 __{Mailpractice insurance Cost 3,857,824 $3,635,000 $3,635000 $3,748,000 $3,748,000 $3.860,000 $3,860,000 $3,168,000 $3,168,000
9 __llLease Expense $0 $0 $0 $0 $0
10 _|Other Operating Expenses 82,318,899 $81,400,000 $81,400,000 §83,005,000 $83,005,000 $80,487,000 $80,487,000 $78.616,000 $78,616.000
TOTAL OPERATING EXPENSES 359,304,084 $333,856,000 {$863,601)] $333,082,389 $337,318,000 {$881,141)] $336,436,859 $338,110,000 {$802,715){ $337,207,285 $342,094,000 {$920,529)] $341,173,471
INCOME/{LOSS) FROM OPERATIONS | [ 14,783,796 _ $8,747,000 | 650,932 |  $9,397,832 | | $12,786,029 |  $668,472 | $13,454,501 | | §13,739,309 | $600,047 | $14,429,356 | I $13,882,198 | $707,860 | 514,590,058
NON-OPERATING REVENUE ] [ 9,562,104] | $2,000,000 | T 52,000,008 ] | §5,000,000 | | $5,000,000 | 1 $5,000,000 | [ __$5,000,000 | [ $5,000,000 | T $5,000,000
EXCESS/DEFICIENCY] OF REVENUE _ m W _ M M H _ H v A _ “ “ N “ “
OVER EXPENSES 24,345,800 $10,747,000 $650,932 | $§11,397,832 $17,786,028 $668,472 | $18,454,501 $18,739,309 $690,047 | $19,429,356 $18,882,198 $707,860 | $19,580,058
Principal Payments 1 [ 2,329,000] | $2,100,000 | | $2,100,000 | | $1,850,000 | T $1,950,000 | I $1.800,000 | [ $1,800,000 I $1,700,000 | T s1,700,000
C. PROFITABILITY SUMMARY
1 Hospital Operating Margin 3.85% 2.5% -306,1% 2.7% 3.6% -314.3% 3.8% 3.9% -324.5% 4.0% 3.8% -332.8% 4.0%
2__i{Hospital Non Operating Margin 2.48% 0.6% 0.0% 0.6% 1.4% 0.0% 1.4% 1.4% 0.0% 1.4% 1.4% 0.0% 1.4%
3__[Hospital Total Margin 6.35% 3.1% -306.1% 3.3% 5.0% -314.3% 5.2% 5.3% -324.5% 5.4% 5.2% -332.8% 5.4%
D. FIEs 1,894] | 1,788 | 8] 1,782 | | 1,788 | 6)] 1,782 | 1,788 | 6 1,782 | | 1,788 | 6)] 1,782
E. VOLUME STATISTICS®
1_|Inpatient Discharges 15,640 14,750 14,750 14,750 14,750 14,750 14,750 14,750 14,750
2 |Outpatient Visits 403,498 411,568 (3,500} 408,068 415,684 (3,500) 412,184 417,762 {3,500) 414,262 418,806 (3.500) 415,306
TOTAL VOLUME 419,138 426,318 {3,500) 422,818 430,434 {3,500} 426,934 432,512 {3,500} 429,012 433,556 {3,500) 430,056

“Total amount should equal the total amount on celf fine "Net Patient Revenue” Row 14.
bprovide the amount of any transaction associated with Bad Debts not related to the provision of direct services to patients. For additional information, refer o FASB, No.2011-07, July 2011,

“Provide projected inpatient and/or outpatient statistics for any new services and provide actual and projected inpatient and/or outpatient statistics for any existing services which will change due to the proposal.
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TABLE 9

SERVICES AND SERVICE LOCATIONS OF EXISTING PROVIDERS

Service or Population Facilitv ID* Facility's Provider Name, Hours/Days of Current
Program Name Served y Street Address and Town Operation Utilization
Outpatient New Britain, 1710983937 Community Health Center M-Th: Unknown
Pediatric Clinic CT 1013939867 85 Lafayette Street 8:00 AM -6:30 PM
1598864217 New Britain, CT 06051° Friday:
Multiple providers 8:00 AM -5:00 PM
Saturday:
8:00 AM — 4:00 PM
Community New Britain, 1386694750 Phillips Foster, MD M, T, Th: Unknown
Pediatricians CcT 40 Hart Street 9:00 AM -3:00 PM
New Britain, CT 06051
1316943285 Grove Hill Medical Center M-F: Unknown
300 Kensington Avenue 8:30 AM -5:00 PM
New Britain, CT 06051 Weekend by appointment
Unknown 184 East Street M-F: Unknown
Plainville, CT 06062 9:00 AM -4:30 PM
Multiple providers Weekend by appointment
1588699235 New Britain Pediatric Group M-F:9:00 AM -4:30PM Unknown
1095 West Main Street
New Britain, CT 06053
Multiple providers
1528120094 Personal Care Pediatrics M-TH 9:00 AM -5:00PM Unknown
340 North Main Street F-9:00AM -3:00PM
Southington, CT 06489
1811994007 Pediatric Care Center M,W,TH,F 8:30AM-5PM | Unknown
780 Farmington Ave T 8:30AM -7:00PM
Bristol, CT 06010
1467519793 Berlin Pediatric Associates M-F 7:00AM-4:00PM Unknown
742 Worthington Rd Suite A Sat 8:00AM-11:00AM
Berlin, CT 06037
1649286766 Mark Peterson, MD M-F 9:00AM-5:00PM Unknown
143 North Main Street
Southington,CT 06489
1184647380 Alpa Patel, MD M-W 8:00AM-5:00PM Unknown

710 Main Street, Building 1
Plantsville, CT 06479

15-32023-CON

TH 8:00AM- 12noon
F 8:00AM-3:00PM
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1760579296

1760579296

George Skarvinko, MD
Southington Pediatric Associates
209 Main Street Suite A
Southington,CT 06489

Teresa M. Szajda, MD

7 North Washington Street, Suite
109

Plainville, CT 06062

M-F 8:00AM-5:00PM

M,T,TH,F 8:00AM-
5:00PM
Closed Wednesday

Unknown

* Provide the Medicare, Connecticut Department of Social Services (DSS), or National Provider Identifier (NPI) facility

identifier and label column with the identifier used.

back to question]
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TABLE 4

PROJECTED INCREMENTAL REVENUES AND EXPENSES

Revenue from Operations ($212,669.00) ($212,669.00) ($212,669)
Total Operating Expenses ($863,601.00) ($881,141.00) ($902,715.00)
Gain/Loss from Operations $650,932.00 $668,472.00 $690,047.00

* Fill in years using those reported in the Financial Worksheet attached.
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Huber, Jack

From: Huber, Jack

Sent: Friday, October 23, 2015 2:59 PM

To: Durdy, Barbara (Barbara.Durdy@hhchealth.org)

Cc: Roberts, Karen; Foster, Tillman

Subject: HOCC's CON Application to Terminate Pediatric Services, DN 15-32023-CON
Attachments: DN 32023 Completeness Notification.pdf

Good afternoon Barbara — | trust this email finds you well.

Today the Office of Health Care Access {‘OHCA”) deemed the above referenced CON application complete. OHCA's
website has been updated to reflect the change in the CON application’s status. Attached is a copy of OHCA’s
notification letter deeming the CON application compiete.

As OHCA prepares to coordinate with you the scheduling of a public hearing in this matter, it is important to note that
the hearing needs to be scheduled in the community where the proposed service termination is to take place. The
Applicant selects a hearing site that will be conducive to the expected turn out for the public hearing. The date for the
public hearing is arranged in agreement with OHCA and the Applicant. Here are some of the general operating
parameters with respect to the schedufing of the public hearing in this matter:

1. Timing Aspects:
a. Generally OHCA prefers the scheduling of the public hearing on Tuesday, Wednesdays or Thursdays.
b. The hearing room should be reserved for use between the hours of 4:00 pm and 8:00 pm with an
intended start time of 5:00 pm.
c. Inrecognition of public notification requirements the scheduling window for this hearing would be
optimal for the third full week in November — November 17, 18, or 19"

2. Considerations OHCA will need to establish:
a. Prospective Date & Hearing Location {address, building and/or room designation).
b. Directions to the hearing site.
c. The application’s contact person for Barbara Olejarz, if the person is to be someone other than yourself.

Please feel free to contact me to discuss matters relating to the scheduling of this public hearing. Thank you.

Jack A. Huber, Health Care Analyst

CT Department of Public Health | Office of Health Care Access [410 Capitol Avenue

P.O. Box 340308, MS #13HCA | Hartford, CT 06134-0308 | Ph: 860-418-7068 | Fax: 860-418-7053
Email: Jack.Huber@ct.gov |Web: www.ct.gov/ohca
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

October 23, 2015 VIA EMAIL ONLY

Barbara A. Durdy

Director, Strategic Planning
Hartford HealthCare Corporation
181 Patricia M. Genova Blvd.
Newington, CT 06111

RE: Certificate of Need Application; Docket Number: 15-32023-CON
The Hospital of Central Connecticut’s Proposal to Terminate its Inpatient &
Outpatient Pediatric Services at its New Britain General Campus
Notification Deeming the CON Application Complete

Dear Ms. Durdy:

This letter is to inform you that, pursuant to Section 19a-639a (d) of the Connecticut General
Statutes, the Office of Health Care Access has deemed the above-referenced application
complete as of October 23, 2015.

If you have any questions regarding this matter, please feel free to contact me at (860) 418-7069
or Tillman Foster at (860) 418-7031.

Sincerely,

Jack A. Huber
Health Care Analyst

An Equal Opportunity Provider
(If you require aid/accommodation to participate fully and fairly, contact us either by phone, Jfax or email)
410 Capitol Ave., MS#13HCA, P.0.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001  Fax: (860) 418-7053 Email: OHCA@ct.gov




Greer, Leslie

From: Greer, Leslie

Sent: Monday, November 09, 2015 4:49 PM

To: ‘barbara.durdy@hhchealth.org’

Cc: Huber, Jack; Foster, Tillman; Riggott, Kaila; Hansted, Kevin; Martone, Kim; Casagrande,

Antony A; Furniss, Wendy; Gerrish, William; Kennedy, Jill; Stan, Christopher; Ward,
DeVaughn; Marielle Daniels

Subject: HOCC Hearing Notice

Attachments: 32023.pdf

Tracking: Recipient Delivery
'barbara.durdy@hhchealth.org’
Huber, Jack Delivered: 11/9/2015 4:49 PM
Foster, Tillman Delivered: 11/9/2015 4:49 PM
Riggott, Kaila Delivered: 11/9/2015 4:49 PM
Hansted, Kevin Delivered: 11/9/2015 4:49 PM
Martone, Kim Delivered: 11/9/2015 4:49 PM
Casagrande, Antony A Delivered: 11/9/2015 4:49 PM
Furniss, Wendy Delivered: 11/9/2015 4:49 PM
Gerrish, William Delivered: 11/9/2015 4:49 PM
Kennedy, Jill Delivered: 11/9/2015 4:49 PM
Stan, Christopher Delivered: 11/9/2015 4:49 PM
Ward, DeVaughn Delivered: 11/9/2015 4:49 PM

Marielle Daniels

Ms. Durdy,
Attached is the hearing notice for The Hospital of Central Connecticut’s hearing scheduled for December 2, 2015 @ 5:00
p.m.

Leslie M. Greer

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue, MS#13HCA, Hartford, CT 06134
Phone: (860) 418-7013 Fax: (860) 418-7053
Website: www.ct.gov/ohca

oS PeECTiny,

DPH)

Connectiout Department
of Publh: Health



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

November 10, 2015

Barbara A. Durdy

Director, Strategic Planning

The Hospital of Central Connecticut
181 Patricia M. Genova Blvd.
Newington, CT 06111

RE: Certificate of Need Application, Docket Number 15-32023-CON
The Hospital of Central Connecticut
Termination of The Hospital of Central Connecticut’s Inpatient and Outpatient
Pediatric Services

Dear Ms. Durdy,
With the receipt of the completed Certiticate of Need (“CON™} application information
submitted by The Hospital of Central Connecticut (“Applicant™) on October 23, 2015, the

Office of Health Care Access (“OHCA”™) has imitiated its review of the CON application
identified above.

Pursuant to General Statutes § 19a-639a (f), OHCA may hold a hearing with respect to
any Certificate of Need application.

This hearing notice is being issued pursuant to General Statutes § 19a-639a (f)
Applicant: The Hospital of Central Connecticut
Docket Number: 15-32023-CON

Proposal: Termination of The Hospital of Central Connecticut’s Inpatient
and Outpatient Pediatric Services



The Hospital of Central Connecticut November 10, 2015
Notice of Public Hearing; Docket Number: 15-32023-CON Page 2 of 2

Notice is hereby given of a public hearing to be held in this matter to commence on:

Date: December 2, 2015

Time: 5:00 p.m.

Place: New Britain High School — Lecture Hall
110 Mill Street

New Britain, CT 06051

The Applicant is designated as party in this proceeding. Enclosed for your information is
a copy of the hearing notice for the public hearing that will be published in The Herald
pursuant to General Statutes § 19a-639a (f).

Sincerely,

e

Kimberly R. Martone
Director of Operations

Enclosure

cc: Henry Salton, Esq., Office of the Attorney General
Antony Casagrande, Department of Public Health
Kevin Hansted, Department of Public Health
Wendy Furniss, Department of Public Health
William Gerrish, Department of Public Health
Jill Kentfield, Department of Public Health
Chris Stan, Department of Public Health
DeVaughn Ward, Department of Public Health
Marielle Daniels, Connecticut Hospital Association

KRM:JAH:TF:Img



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Office of Health Care Access

November 10, 2015 P.O. #54772

The Herald

I Herald Square

New Britain, CT 06050

Gentlemen/Ladies:

Please make an insertion of the attached copy, in a single column space, set solid under

legal notices, in the issue of your newspaper by no later than Wednesday, November
11, 2015. Please provide the following within 30 days of publication:

= Proof of publication (copy of legal ad. acceptable) showing published date along with
the invoice.

If there are any questions regarding this legal notice, please contact Kaila Riggott at
(860) 418-7001.

KINDLY RENDER BILL IN DUPLICATE ATTACHED TO THE TEAR SHEET.

Sincerely,

Kimberly R. Martone
Director of Operations

Attachment

ce: Damnielle Pare, DPH
Marielle Daniels, Connecticut Hospital Association

KRM:JAH: TF:lmg



The Herald November 10, 2015
Notice of Public Hearing, Docket Number 15-32023-CON

PLEASE INSERT THE FOLLOWING:

Office of Health Care Access Public Hearing

Statute Reference: 19a-638

Applicant: The Hospital of Central Connecticut

Town: New Britain

Docket Number: 15-32023-CON

Proposal: Termination of The Hospital of Central Connecticut’s Inpatient and
Outpatient Pediatric Services

Date: December 2, 2015

Time: 5:00 p.m.

Place: New Britain High School — Lecture Hall

110 Mill Street
New Britain, CT 06051

Any person who wishes to request status in the above listed public hearing may file a written
petition no later than November 27, 2015 (5 calendar days before the date of the hearing)
pursuant to the Regulations of Connecticut State Agencies §§ 19a-9-26 and 19a-9-27. If the
request for status is granted, such person shall be designated as a Party, an Intervenor or an
Informal Participant in the above proceeding. Please check OHCA’s website at
www.ct.gov/ohea for more information or call OHCA directly at (860) 418-7001. If you
require aid or accommodation to participate fully and fairly in this hearing, please phone
(860) 418-7001.




Greer, Leslie

From: ADS <ADS@graystoneadv.com>

Sent: Monday, November 09, 2015 4:22 PM
To: Greer, Leslie

Subject: Re: DN: 15-32023-CON Hearing Notice
Good day!

Thanks so much for your ad submission.
We will be in touch shortly and look forward to serving you.

Don’t forget to ask for ideas to expand your diversity
coverage.

PLEASE NOTE: New Department of Labor guidelines allow web based advertising when hiring foreign nationals. To provide required
documentation Graystone will retrieve & archive verification for the 1st and 30th days of posting for $115.00/web site. If required, notify
Graystone when ad placement is approved.

If you have any questions or concerns, please don’t hesitate to contact us at the number below.
We sincerely appreciate your business.

Thank you,
Graystone Group Advertising

2710 North Avenue
Bridgeport, CT 06604
Phone: 800-544-0005
Fax: 203-549-0061

E-mail new ad requests to: ads@qgraystoneadv.com
http://www.graystoneadv.com/

From: <Greer>, Leslie <Leslie.Greer@ct.gov>
Date: Monday, November 9, 2015 4:02 PM
To: ads <ads@graystoneadv.com>

Subject: DN: 15-32023-CON Hearing Notice

Please run the attached hearing notice in The Herald by November 11, 2015. For billing purposes, refer to P.O. # 54772.
In addition, please forward me a copy of the “proof of publication” when it becomes available.

Thank you,

Leslie M. Greer

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue, MS#13HCA, Hartford, CT 06134
Phone: (860) 418-7013 Fax: (860) 418-7053
Website: www.ct.gov/ohca




Greer, Leslie

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>

Sent: Tuesday, November 10, 2015 10:20 AM

To: Greer, Leslie

Cc: Huber, Jack; Foster, Tillman; Riggott, Kaila; Hansted, Kevin; Martone, Kim; Casagrande,

Antony A; Furniss, Wendy; Gerrish, William; Kennedy, Jill; Stan, Christopher; Ward,
DeVaughn; Marielle Daniels
Subject: RE: HOCC Hearing Notice

Thank you Leslie.
We are all set on our end.

Barbara A. Durdy
Director, Strategic Planning

Hartford s
HealthCare

Hartford HealthCare

181 Patricia M. Genova Blvd.
Newington, CT 06111
Office: 860.972.4231

Cell: 203.859.8174

barbara.durdy@hhchealth.org

www. hartfordhealthcare.org

From: Greer, Leslie [mailto:Leslie.Greer@ct.gov]

Sent: Monday, November 09, 2015 4:49 PM

To: Durdy, Barbara

Cc: Huber, Jack; Foster, Tillman; Riggott, Kaila; Hansted, Kevin; Martone, Kim; Casagrande, Antony A; Furniss, Wendy;
Gerrish, William; Kennedy, Jill; Stan, Christopher; Ward, DeVaughn; Marielle Daniels

Subject: HOCC Hearing Notice

Ms. Durdy,
Attached is the hearing notice for The Hospital of Central Connecticut’s hearing scheduled for December 2, 2015 @ 5:00
p.m.

Leslie M. Greer

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue, MS#13HCA, Hartford, CT 06134
Phone: (860) 418-7013 Fax: (860) 418-7053



Greer, Leslie

From: Robert Taylor <RTaylor@graystoneadv.com>
Sent: Tuesday, November 10, 2015 1:11 PM

To: Greer, Leslie

Subject: FW: DN: 15-32023-CON Hearing Notice
Attachments: 15-32023np Herald.doc

Good afternoon,

This notice is set to publish tomorrow.
$460.91

Thanks,

Robert Taylor

Graystone Group Advertising
www.graystoneadv.com

2710 North Avenue, Suite 200
Bridgeport, CT 06604

Phone: 203-549-0060

Toll Free: 800-544-0005

Fax: 203-549-0061

From: ADS <ADS@graystoneadv.com>

Date: Mon, 9 Nov 2015 16:21:35 -0500

To: RTaylor <rtaylor@graystoneadv.com>
Subject: FW: DN: 15-32023-CON Hearing Notice

From: <Greer>, Leslie <Leslie.Greer@ct.gov>
Date: Monday, November 9, 2015 4:02 PM
To: ads <ads@graystoneadv.com>

Subject: DN: 15-32023-CON Hearing Notice

Please run the attached hearing notice in The Herald by November 11, 2015. For billing purposes, refer to P.O. # 54772.
In addition, please forward me a copy of the “proof of publication” when it becomes available.

Thank you,

Leslie M. Greer

Office of Health Care Access

Connecticut Department of Public Health

410 Capitol Avenue, MS#13HCA, Hartford, CT 06134
Phone: (860) 418-7013 Fax: (860) 418-7053
Website: www.ct.gqov/ohca
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STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

Dannet P, Malloy
Jewel Mudlen, MDD, MPH, MPA, Governor
{lommissionsr Naney Wyman

L4 Governor

TO: Kevin Hansted, Hearing Officer

FROM: Jewel Mullen, M.D., M.P.H., M.P.A., Commissione%\
DATE: November 10, 2015

RE: Certificate of Need Application; Docket Number; 15-32023-CON

The Hospital of Central Connecticut
Termination of Inpatient and Outpatient Pediatric Services at the New Britain

General Hospital Campus

I hereby designate you to sit as a hearing officer in the above-captioned matter to rule
on all motions and recommend findings of fact and conclusions of law upon completion

of the hearing.

Phome: (8607 509-8000 « Fax: (R60) 309-7184 « VP (860 899-1611
Hartford, Connecticut 06134-0308
www.ct.govidph
Affirmative Action/Egual Opporumity Emplaver




Huber, Jack

From: Huber, Jack

Sent: Friday, November 13, 2015 2:28 PM

To: Durdy, Barbara (Barbara.Durdy@hhchealth.org)

Cc: Roberts, Karen; Foster, Tillman

Subject: Letter Requesting Prefiled Testimony & Response to Issues; DN 15-32023-CON
Attachments: 15-32023_Prefiled Testimony Request.pdf; 15-32023 Issues.docx

Good afternoon Ms. Durdy — Please find attached a PDF version of OHCA’s letter requesting prefiled testimony and issue
responses for the public hearing scheduled for Wednesday, December 2, 2015 in the matter of The Hospital for Central
Connecticut’s proposal to terminate inpatient pediatric and pediatric cutpatient clinic services. Also attached is a Word
version of the issues that you may wish to use in preparation of your issues response. Please feel free to contact me or
Tillman Foster if you have any questions regarding the attached documents. Thank you. Regards, Jack

Jack A. Huber, Health Care Analyst

CT Department of Public Health | Office of Health Care Access |410 Capitol Avenue

P.0O. Box 340308, MS #13HCA | Hartford, CT 06134-0308 | Ph: 860-418-7069| Fax: 860-418-7053
Email: Jack.Huber@ct.gov |Webh: www.ct.gov/ohca

G




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH
Olffice of Health Care Access

November 13, 2015

VIA EMAIL ONLY
Barbara A. Durdy
Director, Strategic Planning
Hartford HealthCare Corporation
181 Patricia M. Genova Blvd.
Newington, CT 06111

RE:  Certificate of Need Application; Docket Number: 15-32023-CON
The Hospital of Central Connecticut’s Proposal to Terminate its Inpatient
and Outpatient Pediatric Services
Letter Requesting Prefiled Testimony

Dear Ms. Durdy:

The Office of Health Care Access (“OHCA™) will hold a public hearing on Wednesday,
December 2, 2015 starting at 5:00 p.m. at the New Britain High School, Lecture Hall, 110 Mill
Street, New Britain, CT regarding the Certificate of Need (“CON”) application identified above.
Pursuant to the Regulations of Connecticut State Agencies § 19a-9-29 (e), any party or other
participant is required to prefile in written form all substantive, technical, or expert testimony
that it proposes to offer at the hearing. The Applicant’s prefiled testimony must be submitted to
OHCA by 12:00 p.m. on Tuesday, November 24, 2015.

All persons providing prefiled testimony must be present at the public hearing to adopt their
written testimony under oath and must be available for cross-examination for the entire duration
of the hearing. If you are unable to meet the specified time for filing the prefiled testimony you
must request a time extension in writing, detailing the reasons for not being able to meet the
specified deadline.

Additionally, please respond to the attached Issues in writing to OHCA on November 24, 2015.

Please contact Jack A. Huber at (860) 418-7069 or Tillman Foster (860) 418-7031 if you have
any questions concerning this request.

Sincerely,

Kévin T. Hansted ~
Hearing Officer

An Equal Opportunity Employer
410 Capitol Ave., MS#13HCA, P.O.Box 340308, Hartford, CT 06134-0308
Telephone: (860) 418-7001 Toll-Free: 1-800-797-9688
Fax: (860) 418-7053



Issues

Certificate of Need Application; Docket Number: 15-32023-CON

Hospital of Central Connecticut (“Hospital™)

Proposal to Terminate the Hospital’s Inpatient and OQutpatient Pediatric Services

The Hospital should be prepared to present and discuss supporting evidence on the
following issues:

1. Describe how the proposal will improve access to care for pediatric inpatients and clinic
outpatients that have been or that are currently being treated by the Hospital.

2. Discuss the quality enhancements to be derived by pediatric patients when they have
been transitioned to the earmarked inpatient, community-based and primary care
programs that will continue to provide health care services to these individuals.

3. Ina scenario the Hospital offered in its completeness response, pediatric patients
requiring inpatient care would be triaged and stabilized in the Emergency Department
(“ED) before being transported to the Conmecticut Children’s Medical Center for
continuing care. Explain further how such an event would not generate an ED charge on
the part of Hospital.

4. Discuss the treatment/protocol ramifications of pediatric patients presenting to the
Hospital’s ED after hours after the proposed terminations have occurred.

5. Describe the affect the proposal will have on the Hospital’s continuing pediatric surgical
program?



Issues

Certificate of Need Application; Docket Number: 15-32023-CON

Hospital of Central Connecticut (“Hospital™)

Proposal to Terminate the Hospital’s Inpatient and Outpatient Pediatric Services

The Hospital should be prepared to present and discuss supporting evidence on the
following issues:

1.

Describe how the proposal will improve access to care for pediatric inpatients and clinic
outpatients that have been or that are currently being treated by the Hospital.

Discuss the quality enhancements to be derived by pediatric patients when they have
been transitioned to the earmarked inpatient, community-based and primary care
programs that will continue to provide health care services to these individuals.

In a scenario the Hospital offered in 1ts completeness response, pediatric patients
requiring inpatient care would be triaged and stabilized in the Emergency Department
(“ED”) before being transported to the Connecticut Children’s Medical Center for
continuing care. Explain further how such an event would not generate an ED charge on
the part of Hospital.

Discuss the treatment/protocol ramifications of pediatric patients presenting to the
Hospital’s ED after hours after the proposed terminations have occurred.

Describe the affect the proposal will have on the Hospital’s continuing pediatric surgical
program?




Huber, Jack

From: Durdy, Barbara <Barbara.Durdy@hhchealth.org>

Sent: Friday, November 13, 2015 3:46 PM

To: Huber, Jack

Cc: Roberts, Karen; Foster, Tillman

Subject: RE: Letter Requesting Prefiled Testimony & Response to Issues; DN 15-32023-CON

Thank you Jack. We will make sure we address these issues in the prefile.
Thank you

Enjoy the weekend,

Barbara

Barbara A. Durdy
Director, Strategic Planning

g5
Hartford ¥+
HeglthCare

Hartford HealthCare

181 Patricia M. Genova Blvd.
Newington, CT 06111

Office: 860.972.4231

Cell: 203.859.8174
barbara.durdy@hhchealth.org

www . hartfordhealthcare.org

Fromi: Huber, Jack [mailto: Jack.Huber@ct.gov]

Sent: Friday, November 13, 2015 2:30 PM

To: Durdy, Barbara

Cc: Roberts, Karen; Foster, Tiliman

Subject: Letter Requesting Prefiled Testimony & Response to Issues; DN 15-32023-CON

Good afternoon Ms. Durdy — Please find attached a PDF version of OHCA's letter requesting prefiled testimony and issue
responses for the public hearing scheduled for Wednesday, December 2, 2015 in the matter of The Hospital for Central
Connecticut’s proposal to terminate inpatient pediatric and pediatric outpatient clinic services. Also attached is a Word
version of the issues that you may wish to use in preparation of your issues response. Please feel free to contact me or
Tillman Foster if you have any questions regarding the attached documents. Thank you. Regards, Jack

Jack A. Huber, Heaith Care Anaiyst

CT Department of Public Health | Office of Health Care Access [410 Capitol Avenue

P.O. Box 340308, MS #13HCA | Hartford, CT 06134-0308|Ph: 860-418-7069 | Fax: 860-418-7053
Email: Jack.Huber@ct.gov [ Web: www.ct.gov/ohca




Greer, Leslie

From: Huber, Jack

Sent: Tuesday, November 24, 2015 11:45 AM

To: Roberts, Karen; Hansted, Kevin

Cc: Riggott, Kaila; Greer, Leslie; Olejarz, Barbara; Foster, Tillman
Subject: FW: HOCC-Docket No. 15-32023-CON

Attachments: Notice of Appearance.pdf; Prefiled Testimony.pdf

Dear All — Attached is HOCC's prefiled hearing testimony and notice of appearance with cover. Jack

From: Feldman, Joan [mailto:JFeldman@goodwin.com]

Sent: Tuesday, November 24, 2015 11:37 AM

To: Huber, Jack; Foster, Tillman

Cc: Durdy, Barbara (Barbara.Durdy@hhchealth.org); Goyette, Karen T.
Subject: HOCC-Docket No. 15-32023-CON

Jack and Tillman:

Attached is my notice of appearance along with our Pre-filed Testimony for the hearing to be held on Dec. 2, 2015. 1 will
be hand delivering you 5 copies of the bate stamped originals within the next hour.

Many thanks and Happy Thanksgiving.

Best.
Joan
Joan W. Feldman Tel (860) 251-5104
Shipman & Goodwin we Partner Fax (860) 251-5211
COUNSELORS AT LAW One Constitution Plaza jfeldman@goodwin.com
Hartford, CT 06103-1919 www.shipmangoodwin.com

Privileged and confidential. If received in error, please notify me by e-mail and delete the message.

% please consider the environment before printing this message
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Fax: (860) 251-5211
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November 24, 2015

VIA HAND DELIVERY

Kimberly Martone

Director of Operations
Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS #13HCA
P.O. Box 34048

Hartford, Connecticut 06134-0308

Re: IN THE MATTER OF THE HOSPITAL OF CENTRAL
CONNECTICUT’S PROPOSAL TO TERMINATE ITS INPATIENT
AND OUTPATIENT PEDIATRIC PROGRAMS
DOCKET NO: 15-32023-CON

Dear Ms. Martone:
Enclosed please find an original and five copies of our Pre-Filed Testimony of

Annemarie Golioto, M.D., on behalf of the Applicant regarding the matter referenced
above. If you have any questions, please do not hesitate to contact me.

Sincerely yours,

J W. Feldman

Jwiltja
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Accompanying this cover sheet is the pre-filed testimony of Annemarie Golioto,
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS
IN THE MATTER OF THE HOSPITAL OF : DOCKET NO. 15-32023-CON
CENTRAL CONNECTICUT’S PROPOSAL

TO TERMINATE ITS INPATIENT AND :
OUTPATIENT PEDIATRIC PROGRAMS : December 02,2015

PRE-FILED TESTIMONY OF ANNMARIE GOLIOTO, M.D., CHIEF OF
PEDIATRICS, THE HOSPITAL OF CENTRAL CONNECTICUT

Good evening, staff of the Office of Health Care Access (‘OHCA™). My name is
Annmarie Golioto, M.D., and I am an Attending Neonatologist, Director of Nurseries, and
Chief of Pediatrics at The Hospital of Central Connecticut (“HOCC” or “Hospital”). I am
grateful to have this opportunity to personally speak with you today and convey my
reasons for recommending to OHCA that it approve the above-referenced application (the
“Application”) to terminate HOCC’s inpatient and outpatient pediatric programs (the
“Programs”).

As I have been caring for children for almost twenty (20) years, it is only natural
that I feel a great deal of sadness that I am before you today with this proposal. I came to
HOCC in 2013 as the Medical Director of the HOCC Nurseries and I have both witnessed
and I have been informed by my colleagues of HOCC’s efforts to manage and sustain these
very Programs. Nevertheless, it has become quite evident to me that the continued
viability and sustainability of these Programs is no longer in the best interests of the HOCC
community. It is my hope that with my pre-filed testimony that I will be able to clearly
articulate all the reasons why this Application should be approved by OHCA.

1. Evolution of Inpatient Pediatric Care in the Community. As we stated

in greater detail in the Application, medical advances in the treatment of children, along
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with improved management of children’s health care needs on an outpatient basis, has had
a positive and significant impact on the number of children needing inpatient hospital
services. See Exhibit 3 at pages 0045 to 0069 of the Application. This is a very good
development of course, but the collateral effect has been a significant reduction in the
number of low complexity inpatient admissions, which are the type of inpatient pediatric
cases cared for at HOCC. Moreover and as also stated in the Application, the children that
do in fact require inpatient services are generally more acutely ill with chronic medical
conditions that typically involve multiple comorbidities. See pages 0012 to 0014 of the
Application. These more acutely ill children benefit from the full range and complement
of specialized services offered by a specialty children’s hospital, but not typically offered
at a community hospital like HOCC. For example, in a children’s specialty hospital,
pediatric subspecialty physicians are available to address the special medical complexities
of children, along with all of the ancillary services normally associated with the delivery of
care to children such as, specialized pediatric testing modalities, pediatric nutritionists and
pharmacists, physical therapy, occupational therapy, speech therapy, behavioral health, and
child life services, to name a few. Therefore, it is my professional opinion, that children
who require inpatient care, (typically children that are more acutely ill), need the expertise
and specialized range and complement of ancillary services that a specialty children’s
hospital can offer.

2. Efforts Made by HOCC to Sustain its Inpatient Pediatric Program.

To date, and as stated in the Application, HOCC has been very committed to
sustaining its pediatric inpatient service. As children requiring inpatient admission have

more complex medical needs, inpatient management has become in many ways its own
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specialized service as opposed to the historically common model of community
pediatricians providing the oversight and management of the inpatient care provided to
their patients. As HOCC’s inpatient volumes began to decline, HOCC looked for
alternative ways to maintain, and grow its inpatient pediatric service. Thus, in 2012,
HOCC decided to hire two pediatric hospitalists for the purpose of providing full-time
coverage to the pediatric patients who were requiring inpatient care. With this hospitalist
service, community pediatricians had the option of referring patients needing inpatient care
to the hospitalist-run pediatric service at HOCC, admitting their patient to the HOCC
inpatient service under their own care, or referring their patient dircctly to Connecticut
Children’s Medical Center (“CCMC”). It has been our experience that community
pediatricians chose to either admit to the hospitalist-run service or transfer their patient
directly to CCMC depending on the complexity of the patient.

Unfortunately, the benefits of providing the hospitalist coverage did not yield an
increase in inpatient admissions to HOCC that would be necessary to sustain the service,
and the HOCC inpatient service remained underutilized, leaving the pediatric hospitalists
idle. As a consequence, both of the pediatric hospitalists, sceing the proverbial writing on
the wall, left the community to secure more challenging positions. Without the demand or
volume to justify the program, the pediatric hospitalist program was eliminated by HOCC
in 2014. Since that time, HOCC affiliated community pediatricians (with admitting
privileges) continue to have the ability to admit and manage their patients on HOCC’s
pediatric unit should they so choose.

HOCC continues to maintain pediatric nursing coverage in the event that

community pediatricians decide to admit their patients, but there has, in fact, been little to
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no demand for such nursing services. Given the infrequency of use of these pediatric
inpatient services, it is my opinion that continuation of this pediatric inpatient service is not
in the best interest of the community we serve. Such a low volume service cannot
adequately maintain the nursing and medical competencies that the patients deserve. More
specifically, it is my belief that should a child from our community require pediatric
inpatient services, it is in their best interest to receive their care from a pediatric specialty
hospital, one that is fully staffed with clinicians who have the competencies to deal with
the acute needs of these pediatric inpatients. Clearly, for whatever reason, whether it is
lifestyle, or a comfort level choice, our community pediatricians no longer desire to
assume responsibility for providing this level of acute inpatient care for their patients at
HOCC.

3. Evolution of HOCC’s Outpatient Pediatric Service. HOCC currently

operates an outpatient clinic historically staffed by two pediatricians. In August of 2014, it
became clear that our patient panel would only support the activity of one pediatrician and
thus, one of the two positions was eliminated." While the patient panel size does not
require more than one provider, operating the hospital-based clinic with a single
pediatrician does not provide the infrastructure to ensure optimal access to care. See,

hitp:/pediatricine.com/2012/06/2 1/how-many-patient-should-mv-practice-see/. The clinic

operates during normal business hours with no evening or weekend hours. Outside of
traditional business hours, an outsourced nurse triage system is utilized to address patient
care needs should they arise. If patients have medical needs during those after-hours that
cannot be handled by the nurse triage line, the patients are directed to the HOCC

emergency department for care. Recently, our remaining outpatient pediatrician has

' There were only 1200 patients in the HOCC practice.
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informed us that she will leave her HOCC position in the next few months and will soon
go into private practice in the New Britain community.”

Given the undeniable challenges associated with continuation of this outpatient
pediatric program, the lack of coverage and complementary and specialized services,
HOCC has determined that the best thing to do for this patient population is to transfer
these paiients to pediatric providers who can provide a broader range of services and hours.
Accordingly, HOCC has agreed to support the Community Health Center (New Britain
location) to hire an additional pediatric care provider who will be dedicated to the
transition and care of these patients should OHCA approve this Application. As is evident
from its web site, Community Health Center has multiple locations not only in New
Britain, but also in surrounding towns that offer all of the primary care services that a child
may need, including but not limited to behavioral health, comprehensive dental services,
nutritional counseling services, school-based clinics and sick and urgent care 24/7, 365

days per year. http://www.chcl.com/. More specifically, HOCC has agreed to fund the

salary and benefit expenses of a pediatrician or pediatric nurse practitioner. See Exhibit 5
attached hereto at page 0089 of the Application. In addition, and as mentioned previously
in our Application, HOCC has solicited support from HOCC’s community pediatricians
who have agreed to welcome patients from HOCC’s outpatient program into their
practices. See Exhibit 5 attached hereto at pages 0080 to 0086 of the Application. Our
departing HOCC outpatient clinic pediatrician also anticipates that many of her patients

will be joining her at her new practice in New Britain,

? This pediatrician had communicated her intent to transition many of her current hospital outpatients to her
private practice with Grove Hill Medical Centers. ‘
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4. OHCA Specific Questions Regarding HOCC’s Proposal. The following

sets forth HOCC’s responses to OHCA specific questions:

a. Describe how the proposal will improve access to care for pediatric
inpatients and clinic outpatients that have been or that are currently being treated by the
Hospital.

HOCC believes that its pediatric outpatients will be better served if they are cared
for by other community providers who can offer enhanced after-hours coverage so that
when there are after-hours needs, these families do not have to resort to the cmergency
department to be seen. In addition, to the extent that HOCC pediatric patients choose
Community Health Center as their provider of choice, there will be a more holistic
approach to the care and treatment for these children since Community Health Center
offers a broader complement of services.

- With respect to inpatient care, HOCC does not have the specialized services that
more acutely ill children would benefit from when receiving inpatient care. CCMC has
indicated its support to receive these children. See page 0087 of the Application. Once
these children are discharged from CCMC, they will be referred back to their community
providers for continuity of care. Of course, if these children require specialty services,
they will be referred to CCMC affiliated specialists to the extent those specialists are
unavailable in the child’s community.

b. Discuss the qualily enhancements to be derived by pediatric patients when
they have been transitioned to the earmarked inpatient, community-based and primary
care programs that will continue to provide health care services to these individuals.

As stated in my earlier testimony, HOCC pediatric patients transitioned to other

community providers will receive more coordinated and continuous care than they are

currently receiving from the HOCC outpatient program given HOCC’s limited hours of

4418582v4




coverage by a single pediatrician. It is preferable for children to be seen in their providers’
office whenever possible without having to resort to visiting the emergency department
(unless an emergent condition exists). In addition, the children who will be transitioned to
Community Health Center will have greater access to a wider range of primary care
services than HOCC currently offers (e.g., dentistry, behavioral health, nutritional
counseling). With respect to inpatient services, HOCC believes that children who are
acutely ill and needing inpatient hospitalization will be better served in a children’s
specialty hospital with the specialized competencies that those children need and deserve.

c In a scenario the Hospital offered in its completeness response, pediatric
patients requiring inpatient care would be triaged and stabilized in the Emergency
Department (“ED”) before being transported to the Connecticut Children’s Medical
Cenlter for continuing care. Explain further how such an event would not generate an ED
charge on the part of Hospital.

HOCC believes that there will likely be an emergency department charge for the
patients described in OHCA’s question. However, since these patients will be transitioned
to community providers that will provide 24/7, 365 days of coverage, it is less likely that
these patients will be brought to the HOCC emergency department for non-emergent needs
versus being seen by their community provider in the first instance. Should their
community providers feel their patients need inpatient admission, the community providers
are more likely to send the child directly to CCMC’s emergency department, or have the
child admitted directly to a CCMC inpatient unit.

d Discuss the treatment/protocol ramifications of pediatric patients
presenting to the Hospital's ED after hours after the proposed terminations have occurred.

The treatment protocol for children presenting to the HOCC emergency department
after hours will remain unchanged. If the HOCC emergency department receives a child in
its emergency department, it will treat the child and refer the child back to their community

7
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provider. If the child needs inpatient care, the child will be stabilized and transferred to

CCMC or another appropriate pediatric inpatient facility of the patient’s choice.

e Describe the affect the proposal will have on the Hospital’s continuing
pediatric surgical program?

HOCC does not have a specific pediatric surgical program. To the extent that
children age thirteen (13) and over require a basic surgical procedure (e.g., orthopedic or
uncomplicated appendectomy) and the attending surgeon desires to admit their patient to
HOCC as an inpatient, the child would be admitted to a regular adult floor. Therefore, that
practice of admitting children without comorbidities and being treated for routine surgeries
will remain unchanged.

HOCC understands that every community hospital is not always best suited to
provide every service. We have certainly learned that to be the case with other CON
submissions made by the Hospital. As the needs of our patients have shifted over time, we
are clearly at a point in time wherein continuation of these services is neither in the best
interests of the children in our community or the utilization of HOCC’s limited resources.

Thank you for your time and attention today and I adopt this pre-filed testimony as

my own.

Annmarie Golioto, M.I / Chief of Pediatrics
The Hospital of Centra C on?cucut
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS

IN THE MATTER OF THE HOSPITAL OF
CENTRAL CONNECTICUT’S PROPOSAL
TO TERMINATE ITS INPATIENT AND
OUTPATIENT PEDIATRIC PROGRAMS

DOCKET NO. 15-32023-CON

November 25, 2015
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the above-referenced matter.
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One Constitution Plaza
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November 24, 2015

VIA HAND DELIVERY

Kimberly Martone

Director of Operations
Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS #13HCA
P.O. Box 34048

Hartford, Connecticut 06134-0308

Re: INTHE MATTER OF THE HOSPITAL OF CENTRAL CONNECTICUT’S
PROPOSAL TO TERMINATE ITS INPATIENT AND OUTPATIENT
PEDIATRIC PROGRAMS
DOCKET NO: 15-32023-CON
Dear Ms. Martone:
Enclosed please find the Notice of Appearance form regarding the matter referenced

above. If you have any questions, please do not hesitate to contact me.

Sincerely yours,

Joatr W. Feldman

Twfltja

Enclosure
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS

IN THE MATTER OF THE HOSPITAL OF
CENTRAL CONNECTICUT’S PROPOSAL
TO TERMINATE ITS INPATIENT AND
OUTPATIENT PEDIATRIC PROGRAMS

: DOCKET NO. 15-32023-CON

November 25, 2015

NOTICE OF APPEARANCE

Please enter the appearance of Shipman & Goodwin LLP on behalf of the Applicant in

the above-referenced matter.

Respectfully Submitted,

The Hospital of Central Connecticut

W. Feldman, Esq.
iféldman(@goodwin.com

Of Shipman & Goodwin LLP
One Constitution Plaza
Hartford, CT.06103-1919
Tel:  860-251-5104

Fax: 860-251-5211
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November 24, 2015

VIA HAND DELIVERY

Kimberly Martone

Director of Operations
Department of Public Health
Office of Health Care Access

410 Capitol Avenue, MS #13HCA
P.O. Box 34048

Hartford, Connecticut 06134-0308

Re: IN THE MATTER OF THE HOSPITAL OF CENTRAL
CONNECTICUT’S PROPOSAL TO TERMINATE ITS INPATIENT

AND OUTPATIENT PEDIATRIC PROGRAMS
DOCKET NO: 15-32023-CON

Dear Ms. Martone:
Enclosed please find an original and five copies of our Pre-Filed Testimony of

Annemarie Golioto, M.D., on behalf of the Applicant regarding the matter referenced
above. If you have any questions, please do not hesitate to contact me.

Sincerely yours,

J W. Feldman

Jwiltja
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STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
OFFICE OF HEALTH CARE ACCESS
IN THE MATTER OF THE HOSPITAL OF : DOCKET NO. 15-32023-CON
CENTRAL CONNECTICUT’S PROPOSAL

TO TERMINATE ITS INPATIENT AND :
OUTPATIENT PEDIATRIC PROGRAMS :  December 02, 2015

PRE-FILED TESTIMONY OF ANNMARIE GOLIOTO, M.D., CHIEF OF
PEDIATRICS, THE HOSPITAL OF CENTRAL CONNECTICUT

Good evening, staff of the Office of Health Care Access (“OHCA”). My name is
Annmarie Golioto, M.D., and [ am an Attending Neonatologist, Director of Nurseries, and
Chief of Pediatrics at The Hospital of Central Connecticut (“HOCC” or “Hospital”). Iam
grateful to have this opportunity to personally speak with you today and convey my
reasons for recommending to OHCA that it approve the above-referenced application (the
“Application”) to terminate HOCC’s inpatient and outpatient pediatric programs (the
“Programs”),

As I have been caring for children for almost twenty (20) years, it is only natural
that I feel a great deal of sadness that 1 am before you today with this proposal. I came to
HOCC in 2013 as the Medical Director of the HOCC Nurseries and I have both witnessed
and I have been informed by my colleagues of HOCC’s efforts to manage and sustain these
very Programs. Nevertheless, it has become quite evident to me that the continued
viability and sustainability of these Programs is no longer in the best interests of the HOCC
community. It is my hope that with my pre-filed testimony that I will be able to clearly
articulate all the reasons why this Application should be approved by OHCA.

L. Evolution of Inpatient Pediatric Care in the Community. As we stated

in greater detail in the Application, medical advances in the treatment of children, along
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with improved management of children’s health care needs on an outpatient basis, has had
a positive and significant impact on the number of children needing inpatient hospital
services. See Exhibit 3 at pages 0045 to 0069 of the Application. This is a very good
development of course, but the collateral effect has been a significant reduction in the
number of low complexity inpatient admissions, which are the type of inpatient pediatric
cases cared for at HOCC. Moreover and as also stated in the Application, the children that
do in fact require inpatient services are generally more acutely ill with chronic medical
conditions that typically involve multiple comorbidities. See pages 0012 to 0014 of the
Application. These more acutely ill children benefit from the full range and complement
of specialized services offered by a specialty children’s hospital, but not typically offered
at a community hospital like HOCC. For example, ina children’s specialty hospital,
pediatric subspecialty physicians are available to address the special medical complexities
of children, along with all of the ancillary services normally associated with thc delivery of
care to children such as, specialized pediatric testing modalities, pediatric nutritionists and
pharmacists, physical therapy, occupational therapy, speech therapy, behavioral health, and
child life services, to name a few. Therefore, il is my professional opinion, that children
who require inpatient care, (typically children that are more acutely ill), need the expertise
and specialized range and complement of ancillary services that a specialty children’s
hospital can offer.

2, Efforts Made by HOCC to Sustain its Inpatient Pediatric Program.

To date, and as stated in the Application, HOCC has been very committed to
sus(aining its pediatric inpatient service. As children requiring inpatient admission have

more complex medical needs, inpatient management has become in many ways its own
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specialized service as opposed to the historically common model of community
pediatricians providing the oversight and management of the inpatient carc provided to
their patients. As HOCC’s inpatient volumes began to decline, HOCC looked for
alternative ways to maintain, and grow its inpatient pediatric service. Thus, in 2012,
HOCC decided to hire two pediatric hospitalists for the purpose of providing full-time
coverage to the pediatric patients who were requiring inpatient care. With this hospitalist
service, community pediatricians had the option of referring patients needing inpatient care
to the hospitalist-run pediatric service at HOCC, admitting their patient to the HOCC
inpatient service under their own care, or referring their patient dircetly to Connecticut
Children’s Medical Center (“CCMC”). It has been our experience that community
pediatricians chose to either admit to the hospitalist-run service or transfer their patient
directly to CCMC depending on the complexity of the patient.

Unfortunately, the benefits of providing the hospitalist coverage did not yield an
increase in inpatient admissions to HOCC that would be necessary to sustain the service,
and the HOCC inpatient service remained underutilized, leaﬁing the pediatric hospitalists
idle. As a consequence, both of the pediatric hospitalists, sceing the proverbial writing on
the wall, left the community to secure more challenging positions. Without the demand or
volume to justify the program, the pediatric hospitalist program was eliminated by HOCC
in 2014. Since that time, HOCC affiliated community pediatricians (with admitting
privileges) continue to have the ability to admit and manage their patients on HOCC’s
pediatric unit should they so choose.

HOCC continues to maintain pediatric nursing coverage in the event that

community pediatricians decide to admit their patients, but there has, in fact, been little to
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no demand for such nursing services. Given the infrequency of use of these pediatric
inpatient services, it is my opinion that continuation of this pediatric inpatient service is not
in the best interest of tile community we serve. Such a low volume service cannot
adequately maintain the nursing and medical competencies that the patients deserve. More
specifically, it is my belief that should a child from our community require pediatric
inpatient services, it is in their best interest to receive their care from a pediatric specialty
hospital, one that is fully staffed with clinicians who have the competencies to deal with
the acute needs of these pediatric inpatients. Clearly, for whatever reason, whether it is
lifestyle, or a comfort level choice, our community pediatricians no longer desire to
assumc tesponsibility for providing this level of acute inpatient care for their patients at
HOCC.

3. Evolution of HOCC’s Qutpatient Pediatric Service. HOCC currently

operates an outpatient clinic historically staffed by two pediatricians. In August of 2014, it
became clear that our patient panel would only support the activity of one pediatrician and
thus, one of the two positions was eliminated.! While the patient panel size does not
require more than one provider, operating the hospital-based clinic with a single
pediatrician does not provide the infrastructure to ensure oplimal access to care. Sce,

hitp://pediatricine.com/2012/06/2 L/ how-many-patient-showdd-my-practice-see/. The clinic

operates during normal business hours with no evening or weekend hours. Outside of
traditional business hours, an outsourced nurse triage system is utilized to address patient
care needs should they arise. If patients have medical needs during those after-hours that
cannot be handled by the nurse triage line, the patients are directed to the HOCC

emergency department for care. Recently, our remaining outpatient pediatrician has

! There were only 1200 patients in the HOCC practice.
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informed us that she will leave her HOCC position in the next few months and will soon
go into private practice in the New Britain community.”

Given the undeniable challenges associated with continuation of this cutpatient
pediatric program, the lack of coverage and complementary and specialized setvices,

HOCC has determined that the best thing to do for this patient population is to transfer

these pafients to pediatric providers who can provide a broader range of services and hours.

Accordingly, HOCC has agreed to support the Community Health Center (New Britain
location) to hire an additional pediatric care provider who will be dedicated to the
transition and care of these patients should OHCA approve this Application. As is evident

from its web site, Community Health Center has multiple locations not only in New

Britain, but also in surrounding towns that offer all of the primary care services that a child

may need, including but not limited to behavioral health, comprehensive dental services,
nutritional counseling services, school-based clinics and sick and urgent care 24/7, 365

days per year. hitp:.//'www.chcl.com/. More specifically, HOCC has agreed to fund the

salary and benefit expenses of a pediatrician or pediatric nurse practitioner. See Exhibit 5
attached hereto at page 0089 of the Application. In addition, and as mentioned previously
in our Application, HOCC has solicited support from HOCC’s community pediairicians
who have agreed to welcome patients from HOCCs outpatient program inlo their
practices. See Exhibit 5 attached hereto at pages 0080 to 0086 of the Application. Our
departing HOCC outpatient clinic pediatrician also anticipates that many of her patients

will be joining her at her new practice in New Britain,

? This pediatrician had communicated her intent to transition many of her current hospital outpatients to her
privaie practice with Grove Hill Medical Centers, '

4418582v4
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4. OHCA Specific Questions Regarding HOCC’s Proposal. The following

sets forth HOCC’s responses to OHCA specific questions:

a. Describe how the proposal will improve access to care for pediatric
inpatients and clinic outpatients that have been or that are currently being treated by the
Hospital,

HOCC believes that its pediatric outpatients will be better served if they are cared
for by other community providers who can offer enhanced after-hours coverage so that
when there are after-hours needs, these families do not have to resort to the cmergency
department to be seen. In addition, to the extent that HOCC pediatric patients choose
Community Health Center as their provider of choice, there will be a more holistic
approach to the care and treatment for these children since Community Health Center
offers a broader complement of services.

- With respect to inpatient care, HOCC does not have the specialized services that
more acutely ill children would benefit from when receiving inpatient care, CCMC has
indicated its support to receive these children. See page 0087 of the Application. Once
these children are discharged from CCMC, they will be referred back to their community
providers for continuity of care. Of course, if these children require specialty services,
they will be referred to CCMC affiliated specialists to the extent those specialists are
unavailable in the child’s community.

b. Discuss the quality enhancements to be derived by pediatric patients when
they have been transitioned to the earmarked inpatient, community-based and primary
care programs that will continue to provide health care services to these individuals.

As stated in my earlier testimony, HOCC pediatric patients transitioned to other

community providers will receive more coordinated and continuous care than they are

currently receiving from the HOCC outpatient program given HOCC’s limited hours of

4418582v4
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coverage by a single pediatrician, [t is preferable for children to be seen in their providers’
office whenever possible without having to resort to visiting the emergency department
(unless an emergent condition exists). In addition, the children who will be transitioned to
Community Health Center will have greater access to a wider range of primary care
services than HOCC currently offers (e.g., dentistry, behavioral health, nutritional
counseling). With respect to inpatient services, HOCC believes that children who are
acutely ill and needing inpatient hospitalization will be better served in a children’s
specialty hospital with the specialized competencies that those children need and deserve.

C. In a scenario the Hospital offered in its completeness response, pediairic
patients requiring inpatient care would be triaged and stabilized in the Emergency
Department (“ED’) before being transported to the Connecticut Children's Medical
Cenler for continuing care. Explain further how such an event would not generate an ED
charge on the part of Hospital,

HQCC believes that there will likely be an emergency department charge for the
patients described in OHCA’s question. However, since these patients will be transitioned
to community providers that will provide 24/7, 365 days of coverage, it is less likely that
these patients will be brought to the TTOCC emergency department for non-emergent needs
versus being seen by their community provider in the first instance. Should their
community providers feel their patients need inpatient admission, the community providers
are more likely to send the child directly to CCMC’s emergency department, or have the
child admitted directly to a CCMC inpatient unit,

d Discuss the treatment/protocol ramifications of pediatric patients
presenting to the Hospital's ED afier hours after the proposed terminations have occurred.

The treatment protocol for children presenting to the HOCC emergency department
after hours will remain unchanged. If the HOCC emergency department receives a child in
its emergency department, it will treat the child and refer the child back to their community

7
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provider. If the child needs inpatient care, the child will be stabilized and transferred to

CCMC or another appropriate pediatric inpatient facility of the patient’s choice.

e Describe the affect the proposal will have on the Hospital's continuing
pediatric surgical program?

HOCC does not have a specific pediatric surgical program. To the extent that
children age thirteen (13) and over require a basic surgical procedure (e.g., orthopedic or
uncomplicated appendectomy) and the attending surgeon desires to admit their patient to
HOCC as an inpatient, the child would be admitted to a regular adult floor. Therefore, that
practice of admitting children without comorbidities and being treated for routine surgeries
will remain unchanged.

HOCC understands that every community hospital is not always best suited to
provide every service. We have certainly learned that to be the case with other CON
submissions made by the Hospital. As the needs of our'patients have shifted over time, we
are clearly at a point in time wherein continuation of these services is neither in the best
interests of the children in our community or the utilization of HOCC’s limited resources.

Thank you for your time and attention today and I adopt this pre-filed testimony as

my own.
Annmarie Golioto, M. Clnef of Pediatrics
The Hospital of Centra C,nnu cticul
(Y2575
8
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Kimberly Martone December 2, 2015
Office of Health Care Access
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Hartford, CT 06134-0308

Re: The Hospital of Central Connecticut’s Proposal to Terminate Inpatient and
QOutpatient Pediatric Services Docket No. 15--32023-CON

Dear Ms Martone:

I am writing as Mayor of the City of New Britain to convey my full support
of The Hospital of Central Connecticut’s proposal to discontinue the provision of
inpatient and outpatient pediatric services. As you know, hospitals in Connecticut
are facing significant budgetary challenges and thus, must make difficult decisions
in order to utilize their resources in the most cost-effective and responsive manner.

The City of New Britain is fortunate to have a wealth of high quality
providers of pediatric services. Given the Hospital’s plan to transition its patients
to Community Health Center and other commumty providers, I am in full support
of the Hospital’s decision to discontinue services that are underutilized and

_duplicative. If we are going to continue to have The Hospital of Central
Connecticut remain a vibrant hospital and a major contributor of our City’s
economy, we cannot create obstacles that will inhibit their ability to be responsive

to the marketplace.

Accordingly, I respectfully request that you approve the above-referenced
application and I trust that the Office of Health Care Access will do what is in the

best interests of the community.

Sincerely,

Erin E. Stewart
Mayor
27 West Main Street, New Britain, GT 06051
Tel: 860.826.3303  Fax: 860.826.3308
www.newbritainct.gov
mayor@newbritainct.gov
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and Outpatient Pediatric Services
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1 Listing of Asthma Programs itemized by the following categories: Provided by, funded by
and/or supported by the Hospital of Central Connecticut.

"A. Historical Financials for the Hospital’s Inpatient Pediatric Service for FYs 2013

) through 2015.

B. Historical Financials for the Hospital’s Outpatient Pediatric Clinic Service for FYs
2013 through 2015.

3 Revised Financial Projections taking into consideration the changing revenue/expense
considerations discussed during the public hearing. An explanation of the changes made in
developing the revised financial projections should accompany the projections.
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out This Assessment

This Community Health Needs Assessment is a systematic, data-driven approach to determining the health
status, behaviors and needs of residents in the Hospital of Central Connecticut (HOCC}) Service Area.
Subsequently, this information may be used to inform decisions and guide efforts to improve community health

and wellness.

A Community Health Needs Assessment provides information sc that communities may identify issues of
greatest concern and decide to commit resources to those areas, thereby making the greatest possible impact
on community health status.

This assessment was conducted on behalf of Hartford HealthCare by Professional Research Consultants, Inc.
(PRC). PRC is a nationally-recognized healthcare consuliing firm with extensive experience conducting

Community Health Needs Assessments such as this in hundreds of communities across the United States
since 1894,

This assessment incorporates data from both quantitative and qualitative sources. Quantitative data input
includes primary research (the PRC Community Health Survey) and secondary research {vital statistics and
other existing health-related data); these quantitative componenis allow for comparison to henchmark data at
the state and national levels. Qualitative data input includes primary research gathered through an Online Key

Informant Survey of various community stakeholders.
PRC Community Health Survey

Survey Instrument

The survey instrument used for this study is based largely on the Centers for Disease Control and Prevention
(CDC) Behavioral Risk Factor Surveillance System (BRFSS), as well as various other public health surveys
and customized questions addressing gaps in indicator data relative to health promotion and disease
prevention objectives and other recognized health issues. The final survey instrument was developed by
Hartford HealthCare and PRC.

Community Defined for This Assessment

The study area for the survey effort {referred to as the “Hospital of Central Connecticut Service Area” in this
report, or "HOCC”) is defined by 23 residential ZIP Codes segmented into two sub-areas (the Primary Service
Area, or PSA, and the Secondary Service Area, or SSA) in Connecticut. This area definition is iliustrated in the

following map.
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Sample Approach & Design

A precise and carefully executed methodology is critical in asserting the validity of the results gathered in the
PRC Community Health Survey. Thus, to ensure the best representation of the population surveyed, a
telephone interview methodology — one that incorporates both landline and cell phone interviews — was
employed. The primary advantages of telephone interviewing are timeliness, efficiency and random-selection
capabilities.

The sample design used for this effort consisted of a random sample of 798 individuals age 18 and older in the
Hospital of Central Connecticut Service Area. Because this study is part of a larger effort involving multiple
regions and hospital service ateas, the surveys were distributed among various strata. Once the interviews
were completed, these were weighted in proportion to the actual population distribution so as to appropriately
represent the Hospital of Central Connecticut Service Area as a whole. All administration of the surveys, data
collection and data analysis was conducted by Professional Research Consultants, Inc. (PRC).

For statistical purposes, the maximum rate of error associated with a sample size of 798 respondents is £3.5%
at the 95 percent level of confidence.

Sample Characteristics

To accurately represent the population studied, PRC strives to minimize bias through application of a proven
tefephone methodology and random-selection techniques. And, while this random sampling of the population
produces a highly representative sample, it is a common and preferred practice to "weight” the raw data to

improve this representativeness even further. This is accomplished by adjusting the results of a random




sample to match the geographic distribution and demographic characteristics of the population surveyed
(poststratification), so as to eliminate any naturally occurring bias.

The following chart outlines the characteristics of the Hospital of Central Connecticut Service Area sample for
key demographic variables, compared to actual population characteristics revealed in census data. [Note that
the sample consisted solely of area residents age 18 and older; data on children were given by proxy by the
person most responsible for that child’s healthcare needs, and these children are not represented

demographically in this chart.]

Population & Survey Sample Characteristics
(HOCC Service Area, 2015)
100%
BActual Population  @&Weighted Survey Sample

=
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Sources: e Census 2010, Summary File 3 (SF 3). US Census Bureau.
« 2015 PRC Community Heaith Survey, Profsssional Research Consultants, Inc,

Further note that the poverty descriptions and segmentation used in this report are based on administrative
poverty thresholds determined by the US Department of Health & Human Services. These guidelines define
poverty status by household income level and number of persons in the househcld (e.g., the 2014 guidelines
place the poverty threshold for a family of four at $23,850 annual household income or lower}. In sample
segmentation: “low income” refers to community members living in a household with defined poverty status or
living just above the poverty level, earning up to twice the poverty threshold; “midfhigh income” refers to those
households living on incomes which are twice or more the federal poverty level.

The sample design and the quality control procedures used in the data collection ensure that the sample is
representative. Thus, the findings may be generalized to the total population of community members in the
defined area with a high degree of confidence.

Online Key Informant Survey

To solicit input from key informants, those individuals who have a broad interest in the health of the community,
an Cnline Key Informant Survey was also implemented as part of this process. A list of recommended
participants was provided by Hartford HealthCare; this list included names and contact information for
physicians, public health representatives, other health professionals, social service providers, and a variety of
other community leaders. Potential participants were chosen because of their ability to identify primary

concerns of the populations with whom they work, as well as of the community overall.
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Key informants were contacted by email, introducing the purpose of the survey and providing a link to take the
survey online; reminder emails were sent as needed to increase participation. In all, 47 community

stakeholders in the HOCC Service Area took part in the Online Key Informant Survey, as outlined below:

Social Services Representative 27 12

Final participation included representatives of the organizations outlined below.

& Capital Communily College

+ Central Connaecticut Health District

» Charter Oak Health Centar

+ Chrysalis Center, Inc.

« Communily Health Services, Inc.

= Connecticut Association of Directors of Health
= Connecticut Children's Medical Center

» Connaclicut Department of Public Health

« Conneciiout State Colleges and Universities
« Connecticut State Medical Society

« FalthCars, Inc.

« Farmington Valley Health District

¢ Hartford Behavioral Health

» Hartford Food System, Inc.

« Hariford Foundation for.F.’ublic Giving .

« Hartford Gay and Lesbian Health Collective
+ Hartford Hospital

+ Hartford Public Schools

« Fispanic Haalth Council

e Intercommunity, Inc.

» 1L.CS

= Legal Assistance Resource Cender

+ Malta House of Care Foundation

» Manchester Community College

+ Manchester Health Depariment




« Manchaster Fublic Schools

« Mental Healih Association of Connecticut, ine.
« Northern Connesticut Black Murses Association
+ South Windsor Human Sesvices

s United Way

s Urban Alliance, Inc.

« West Hartford-Bloomfileld Health District

= YWCA

Through this process, input was gathered from several individuals whose organizations work with low-income,
minority populations (including African-Americans, American Indians, Asians, Bosnians, Eastern Europeans,
ex-offenders, Hispanics, lesbian/gay/bisexualfiransgender individuals, low-income residents, Middle Eastern
peoples, mixed race individuals, muitiple religion families, non-English speaking persons, refugee immigrants,
undocumented immigrants, uninsured/underinsured persons, West Indian residents, women), or other
medically underserved populations (including those with access and functional needs, African-Americans,
Asians, children, deaf/hard of hearing persons, disabled individuals, the elderly, Hispanics, homeless persons,
immigrants, lesbian/gays/bisexualftransgender individuals, low-income residents, Medicaid/Medicare recipients,
mentally ilf persons, Native Americans, non-English speaking persons, people in rural areas, racial/ethnic
minorities, single parents, those with substance abuse issues, undocumented immigrants, uninsured/
underinsured residents, veterans, young adults).

In the online susrvey, key informants were asked to rate the degree to which various health issues are a
problem in their own community. Follow-up questions asked them to describe why they identify problem areas
as such, and how these might be better addressed. Results of their ratings, as well as their verbatim
comments, are included throughout this report as they relate to the various other data presented.

NOTE: These findings represent qualitative rather than quantitative data. The Online Key Informant Survey was
designed fo gather input from pariicipants regarding their opinions and perceplions of the health of the
residents in the area. Thus, these findings are based on perceptions, not facts.

Public Health, Vital Statistics & Other Data

A variety of existing (secondary) data sources was consulted to complement the research quality of this
Community Health Needs Assessment. Data for the Hospital of Central Connecticut Service Area were
abtained from the following sources (specific citations are included with the graphs throughout this report):

« Cenfer for Applied Research and Environmental Systems (CARES)

« Centers for Disease Control & Prevention, Cifice of Infectious Disease, National Cender for HIVIAIDS,
Viral Hepatitis, STD, and TB Prevenlion

» Centers for Disease Control & Prevention, Office of Public Health Science Services, Center for

Surveillance, Epidemiclogy and Laboratory Services, Division of Health Informatics and Surveillance

(DHIS)
« Cenlers for Disease Control & Prevention, Office of Public Heaith Science Services, National Center

far Health Siatistics

| COMMUNITY HEALTH NEEDS ASSESSMENT -~
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« Cornmunity Commons

« Connecticut Department of Public Health

» ESRIAcGIS Map Gallery

« National Cancer Institute, State Cancer Profiles

= OpenStreetMap (O5M)

« US Census Bursau, American Community Survey

« US Census Bureau, County Business Falterns

» US Census Bureay, Decennial Census

s US Department of Agricuiture, Economic Research Service
+ US Department of Haalth & Human Services

= LIS Depariment of Health & Human Services, Health Resources and Services Administration (HRSA)
« US Departrment of Justice, Federal Bureau of Invastigation
» US Department of Labor, Bureau of Labor Statistics

Note that town-specific secondary data were sought and included where available; the remainder of secondary
data indicators reflect county-level data for Hariford County.

Benchmark Data

State Risk Factor Data

Statewide risk factor data are provided where available as an additional benchmark against which to compare
local survey findings; these data are reported in the most recent BRFSS (Behavioral Risk Factor Surveillance
System) Prevalence and Trend Data published by the Centers for Disease Control and Prevention and the US
Depariment of Health & Human Services. State-level vital statistics are also provided for comparison of
secondary data indicators.

MNationwide Risk Factor Data

Nationwide risk factor data, which are also provided in comparison charts, are taken from the 2013 PRC
National Health Survey, the methodological approach for the national study is identical to that employed in this
assessment, and these data may be generalized to the US population with a high degree of confidence.
National-level vital stafistics are also provided for comparison of secondary data indicators.

Healthy People 2020

Healthy People provides science-based, 10-year national objectives for improving the health of all Americans.
The Healthy People initiative is grounded in the principle that setting national objectives and monitoring
progress can motivate action. For three decades, Healthy People has established benchmarks and monitored
progress over time in order to:

« Encourage collaborations across sectors. Prin ™
{ Healthy Peopie %
2020

= Guide individuals toward making informad hsalth decisions.

+ Measure the impact of prevention activities.

Healthy People 2020 is the product of an extensive stakeholder feedback

process that is unparalleled in government and health. It integrates input from public health and prevention




experts, a wide range of federal, state and local government officials, a consortium of more than 2,000

organizations, and perhaps most importantly, the public. More than 8,000 comments were considered in

drafting a comprehensive set of Healthy People 2020 objectives.

Determining Significance

Differences noted in this report represent those determined to be significant. For survey-derived indicators
(which are subject to sampling error), statistical significance is determined based on confidence intervals (at the
95 percent confidence level) using question-specific samples and response rates. For secondary data
indicators (which do not carry sampling error, but might be subject to reporting error), “significance,” for the
purpose of this report, is determined by a 5% variation from the comparative measure.

Information Gaps

While this assessment is quite comprehensive, it cannot measure all possible aspects of health in the
community, nor can it adequately represent all possible populations of interest. It must be recognized that
these information gaps might in some ways limit the ability to assess all of the community’s health needs.

For example, certain population groups — such as the homeless, institutionalized persons, or those who only
speak a language other than English or Spanish — are not represented in the survey data. Other populaticn
groups — for example, pregnant women, lesbian/gay/bisexualftransgender residents, undocumented residents,
and members of certain racial/ethnic or immigrant groups — might not be identifiable or might not be

represented in numbers sufficient for independent analyses.

In terms of content, this assessment was designed 1o provide a comprehensive and broad picture of the health
of the overall community, However, there are certainly a great number of medical conditions that are not

specifically addressed.




For non-profit hospitals, a Community Health Needs Assessment (CHNA) also serves to satisfy certain

requirements of tax reporting, pursuant to provisions of the Patient Protection & Affordable Care Act of 2010.

To understand which elements of this report relate to those requested as part of hospitals’ reporting on IRS

Form 990 Schedule H, the following table cross-references related sections.

Part V Section B Line 1a

Part V Section B Line 1c
Existing health care facilities and resources within the community that are avaifable to

160

respond to the health needs of the community

Part V Section B Line 1f
Primary and chronic disease needs and other health issues of uninsured persons, fow-

Addressed
Throughout

income persons, and minorify groups

Part V Section B Line 1h
The process for consulfing with persons
representing the communily's interests
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gunificant Heal

The following “areas of opportunity” represent the significant health needs of the community, based on the
information gathered through this Community Health Needs Assessment and the guidelines set forth in Healthy
People 2020. From these data, opportunities for health improvement exist in the area with regard to the

following health issues (see also the summary tables presented in the following section).

- Cancer Deaths

ey Includlng Prostate: Cancer Colorectal’ Cancer Deéaths

o o ‘Carncer is the #2 Ieadlng cause of death

i -Cancerlnmdence e : S
i o7 Ineluding Prostate’ Cancer Female Breast Cancer

5 . "_Colorectat Cancer Screenlng (PSA)

Chronic Kidney Disease « Kidney Disease Deaths
.'Dementla Inciudmg . ‘ S Lol
:'Alzheimers D:sease

e Alzheimers Disease D'e'eth'sf e
Diabetes Prevaience
Prevalence of Borderline/Pre-Diabetes

Diabetes ranked #3 as a "major problem” in the Online Key Informant |
Survey :

Diabetes

'3'-Heart Dasease

Heart dlsease is the: #1 ieadmg cause of death stroke |s the: #3 ;: :
-.j_& Stroke P : : R

leading cause’ AL
. ngh Blood Pressure Prevalence ERS

HIV/AIDS Deaths
HIV Prevalence

. HIVIAIDS

i ' . Pronatal Care
a_nt Health & : ol ]
::'-Famtly Plannmg o

« Unintentional Injury Deaths
o Including Motor Vehicle Crash Deaths
Injury & Violence » Viclent Crime Rate
o Injury & Violence ranked #5 as a “major problem” in the Online Key
Informant Sunfe y

"_:-.Sulcu:te Deaths - EIR L KA R
a Mertal Health ranked #‘f as a major probfem m.t_hé_ On;_finejl{ey: :

‘Mental Health
S '.’nformant Survey

Low Food Access '

: » Overweight & Obesity {Adults]
! Nutrition, « Leisure-Time Physical Activity (PSA})
Physical Activity « Moderate Physical Activity

« Access to Recreation/Fitness Facilities

. & Weight

Nutrition, Physical Activity & Weight ranked #2 as a "major problem”
in the Onlfine Key informant Survey
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" Potentially - s Gl I T
f Dlsablmg Condltlons R T S Smatlca/Back PamPreValence :

: « Asthma Prevalence [Children}

. Respiratory Diseases + Pneumonia/influenza Deaths

; . Pneumonia Vaccmatlon Among Semors (SSA)

j:SexuaEIy L . Gonorrhea Inmdence
::.Transmitted Dlseases LN g Chlamydla Incidence -

« Cirrhosis/Liver Dlsease Deaths

« Alcohol Use

» Seeking Help for Substance Abuse Issues

« Substance Abuse ranked #4 as a “major problem” in the Online Key
Informant Survey

Substance Abuse

Prioritization of Heaith Needs

On June 10, 2015, The Hospital of Central Connecticut hosted a meeting of both internal stakeholders and
representatives of community organizations to evaluate, discuss and prioritize health issues for the community,
based on findings of the 2015 PRC Community Health Needs Assessment (CHNA). Professional Research
Consultants, Inc. {PRC) began the meeting with a presentation of key findings from the CHNA, highlighting the

significant health issues identified from the research.

Following the data review, PRC answered any questions and facilitated a group dialogue, allowing participants
to advocate for any of the health issues discussed. Subsequently, participants were provided an overview of

the prioritization exercise that followed.

In order to assign priority to the identified health needs, a wireless audience response system was used in
which each participant was able to register his/her ratings using a small remote keypad. The participants were
asked to evaluate each health issue along two criteria:

o Scope & Severity — The first rating was 1o gauge the magnitude of the problem in consideration of

the following:
= How many people are affected?
« How does the local communily data compare to state or national levelis, or Healthy People 2020
targets?
= To what degree does each health issue lead to death or disability, impalr quality of life, or impact
other health issues?

Ratings were entered on a scale of 1 (not very prevalent at all, with only minimal health consequenceas)

to 10 (exiremely prevalent, with very serious health consequences),

s Ability to Impact — A second rating was designed to measure the perceived likelihood of the hospital
having a positive impact on each health issug, given available rescurces, competencies, spheres of

influence, etc. Ratings were entered on a scale of 1 (no ability to impact) to 10 {great ahilily to impact).
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Individuals® ratings for each criteria were averaged for each tested health issue, and then these composite

criteria scores were averaged to produce an overall score. This process yielded the following prioritized list of

community health needs:

1.

2.

B.

o,

Mutrition, Physical Activity & Weight
Meantal Health

Heart Disease & Stroke

Diabetes

{ancer

Substance Abuse

. Respiratory Dissases

infant Health & Family Planning

Dementias, Induding Alzhelmer's Diseass

10 Injury & Violence

11.5exually Transmitted Dizeases

12.Chronic Kidney Disease

13.HIV/AIDS

14 Potentially Disabling Conditions

While the hospital will likely not implement strategies for all of these health issues, the resulis of this

prioritization exercise will be used to inform the development of HOCC's Implementation Strategy to address

the top health needs of the community in the coming years.




The following tables provide an overview of indicators in the Hospita!l of Central Connecticut Service Area.

These data are grouped to comrespond with the Focus Areas presented in Healthy People 2020.

Reading the Data Summary Tables
# In the following charts, the Hospital of Central Connecticut Service Area results are shown in the larger, blue

¢olumn.

# The columns to the right of the service area column provide comparisons between local data and any
available state and national findings, and Healthy People 2020 targets. Symbols indicate whether the Hospital
of Central Connecticut Service Area compares favorably (¥¥), unfavorably (@), or comparably (3) to these
external data.

Note that blank table cells signify that data are not available or are not reliable for that area and/or for that
indicator.

HOCC Service Area vs.
__Benchmarks

Each Svc Area
_vs. the Other

Overall Health

% "Fair/Poor" Physical Health

% Activity Limitations

Hots: in the green saation, each
sanvics ares is compared against the
other, Threughotd these fablas, &
blank or empty cell Indicates that data
are nat available for this indicator ar
that sampla sizes are too small ko
provide meanlngful results,

batter  similar worse

HOCC Service Area vs.
nchmarks

Each Sv¢ Area
vs. the Other

Access to Health Services

% [Age 18-64] Lack Health Insurance

% [Insured] Went Without Coverage in Past Year

% Difficulty Accessing Healthcare in Past Year (Composite)

% Inconvenient Hrs Prevented Dr Visit in Past Year




% Cost Prevented Getting Prescription in Past Year

COMMUNITY HEALTH NE

% Cost Prevented Physician Visit in Past Year

% Difficulty Getting Appoiniment in Past Year

% Difficulty Finding Physician in Past Year

% Transportation Hindered Dr Visit in Past Year

% Skipped Prescripticn Doses to Save Costs

% Difficulty Getting Child's Healthcare in Past Year

Primary Care Doctors per 100,000

% [Age 18+] Have a Specific Source of Ongoing Care

% [Age 18-64] Have a Specific Source of Ongoing Care

% [Age 65+] Have a Specific Source of Ongoing Care

% Have Had Routine Checkup in Past Year

% Child Has Had Checkup in-Past-Year

% Two or More ER Visits in Past Year

% Rate Local Healthcare "Fair/Poor”

Mete: In the gresn section, sach
semvice area is compared against the
other, Throughout thess tables,
blank ar emypty call Indicates thet data
are not availzble for this indicator ar
that sampla slzes are teo smell to
provide meaningful resulls.

better

similar worse




Arthritis, Osteoporosis & Chronic Back Conditions

Each Svc Area

__Vs. the Oth

% [50-+] Arthritis/Rheunatism

% [50+] Osteoporosis

% Sciatica/Chronic Back Pain

Cancer

Mote: In the areen sedtion, each
senvlco area |5 campared egainst the
ather. Throughout thesa tables, a
blank or empty cell indicales thet dala
ara not avaitable for this Indicator or
that sample aizes are tao smal to

provide meaningfil resulte.

%8

better  similar WOrse

Each Svc Area

HOCC Service Area vs.

vs. the Other

Benchmarks _
v ]
> HP2020

Cancer (Age-Adjusted Death Rate)

Lung Cancer (Age-Adjusted Death Rate)

Prostate Cancer (Age-Adjusted Death Rate)

Female Breast Cancer (Age-Adjusted Death Rate)

Colorectal Cancer (Age-Adjusted Death Rate)

Prostate Cancer Incidence per 100,000

Female Breast Cancer Incidence per 100,000

Lung Cancer Incidence per 100,000

Colorectal Cancer Incidence per 100,000

Cervicat Cancer Incidence per 100,000
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% Skin Cancer

% Cancer (Other Than Skin)

% [Women 50-74] Mammogram in Past 2 Years

% [Women 21-65] Pap Smear in Past 3 Years

% [Age 50-75] Colorectal Cancer Screening

Maoter b green secion, each senvice

areaiscompared againstthe ather. = d(_}%
Throughout these iables, a blank ar emply E &

cell indicates that dats are mat available
for fhls Inclador or that sampla skees are beﬂer Sim”ar Wworse

too smal o prowide meaningful results

HOCC Service Area vs.
Benchmarks‘

Each Svc Area
vs. the Other

Chronic Kidney Disease

Kidney Disease (Age-Adjusted Death Rate)

% Kidney Disease

Mater Inthe green sectlon, each servica
area is compared against the other,
Thrcuighaut these tebles, B blank oc empty
sl indisates that dats are nat avalshle
for this indlcator or that sample sizes are
ton small fo provide meaningul resutts.

% = @

better  similar worse

HOCC Service Area vs.
Benc_hmarks _

_HP2020°

Each Svc Area
VS. _the _Oth_e_r _

Diabetes

Diabetes Mellitus {Age-Adjusted Death Rate)

% Diabetes/High Blood Sugar

% Borderline/Pre-Diabetes

% [Non-Diabetes] Blood Sugar Tested in Past 3 Years

Hate: Inthe grean section, each service
area s compares against the other.
Thrcughout thesa tahles, 2 blank oc empty

call indicates that dats are not avellable

better  similar werse

for iis Indleator or thal sample sizes are

too smal to provide meaningful results




Dementias, Including Alzheimer's Disease

Each Svc Area
_vs.the Other

Aizheimer's Disease {Age-Adjusted Death Rate)

Family Planning

Nate: in the green sedtion, sach
servica area is compared against the
ofhar. Throghout these tables, B
biank or emply sl indicates that data
ara not avalable for this Indicator or
that sample sizes ars teo small to
pinvide meaningful results.

% B @

better  similar worse

Each Svc Area
___Vvs. the C__)the_r _

Births to Teens (Percent)

Hearing & Other Sensory or Communication Disorders

Mote: I the green section, each
sanics area Is compared agalnst the
other. Throughout these tables, a
Blank ar emply oel Indicates that date
are not avallable for this indicator or
that sample slzes am oo small to

previda meaningful results.

HOCC Service Areavs.

Benchmarks

H = 8

hetter  similar worse

Each Svc Area

_vs the Other

% Deafness/Trouble Hearing

Heart Disease & Stroke

Hats: In the green sestlon, each
sarvioe araa is compared apainst the
other, Throughout these tables, a
blank or emply cell Indleales thet data.
arg not available for this indieator or
thak sample sizes are too small to

provide meaningful resulls,

HOCC Service Area vs.

$5 2 #

better  similar WOrse

Each Svc Area
_vs the Other

Diseases of the Heart (Age-Adjusted Death Rate)

Stroke (Age-Adjusted Death Rate)

% Heart Disease (Heart Aftack, Angina, Coronary Diseass)

% Stroke

HOCC Service Area vs.




% Blood Pressure Checked in Past 2 Years

% Told Have High Blood Pressure (Ever)

% [MBP] Taking Action to Control High Blood Pressure

% Cholesterol Checked in Past 5 Years

% [HBC] Taking Action to Conirol High Blood Chalesterol

% 1+ Cardiovascular Risk Factor

HIV

Mots: In the grsen seclion, each
Sefvice area is compared against he
other. Torougheut these Bbles, &
blank or empty oclk ncicates that data
are nat available for this indicator or
that sample sizes are loo small t

protide meaningful results.

Each Svc Area
vs. the Other

HIV/AIDS {Age-Adjusted Death Rate)

HIV Prevalence per 100,000

% [Age 18-44] HIV Test in the Past Year

Immunization & Infectious Diseases

Nats: I the gieen sectlon, sach
senvice area is compared againstthe
ofher, Throughaut these tables, a
blank or ety sell Indlcates that data
are nok available for this Indicator or
that sampie eizes are too small to

provlde meaninghd results.

Ho2 8

better  similar worse

HOCC Service Area vs.

s

Benchmarks _

betier  simitar waorse

Each Svc Area
__vs. the Other _

% [Age B5+] Flu Vaccine in Past Year

% [High-Risk 18-64] Flu Vaccine in Past Year

HOCC Service Area vs.
_Benchmarks _
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% [Age 65+] Pneumonia Vaccine Ever

% [High-Risk 18-64] Pneumania Vaccine Ever

% Have Completed Hepatitis B Vaccination Series

iota: In the gresn gaclion, sach

genvioe area is compared ageinstthe
other, Throughault thess tables, a . % @ %
blank or empty cell Indisetes that data A

are not avallable for this ndfeator or

that sample sizes ar foo small i better similar worse
provide mesningful reaulls.

HOCC Service Area vs.
_ Benchmarks

Each Svc Area
_Vs. the Other

Injury & Violence Prevention

Unintentional [njury (Age-Adjusted Death Rate)

Motor Vehicle Crashes (Age-Adjusted Death Rate)

% "Always" Wear Seat Belt

% Child [Age 0-17] "Always” Uses Seat Belt/Car Seat

% Child [Age 5-17] "Always" Wears Bicycle Helmet

Firearm-Related Deaths (Age-Adjusted Death Rate)

% Firearm in Home

% [Homes With Children] Firearm in Home

% [Homes With Firearms] Weapon{s) Unlocked & Loaded

Homicide (Age-Adjusted Death Rafe)

Violen Crime per 100,000




% Victim of Violent Crime in Past 5 Years

% Victim of Domesfic Violence (Ever)

Maternal, Infant & Child Health

Mete: In the green section, each
senifte aren is campared against the
other. Thoughout thess tebles, &
blank ar empty cell indicates that data
are not evailable for this indicalor or
that sampla sfzes are foo small i3
provids mezningful resuis,

% 2 #

better  similar worse

Each Svc Area

vs. the Other

HOCC Service Area vs.
_ Be_n c_hma_rks _

No Prenatal Care in First Trimester {Percent}

Low Birthweight Births (Percent)

Infant Death Rate

Mental Health & Mental Disorders

Note: I the graen sesfion, ea
sanvice ares s compared sgainst the
other, Throughaut thase tables, a
biank or empty cell indloates that data
are not available for [his indicator or
thet sample sizes ara ton small to

provide meaningiul results.

% = B

better  similar worse

Each Svc Area
vs. the Other

HQCC Service Area vs.
Bench_marl_(s__ _

% "FairfPoor" Mental Health

% Diagnosed Depression

% Symptoms of Chronic Depression (2+ Years)

Suicide (Age-Adjusted Death Rate)

% Have Ever Sought Help for Mental Health

% [Those With Diagnosed Depression] Seeking Help




% Member of HH Sought Help for Mental Health/Past Year

% Typical Day Is "Extremely/Very" Stressfu?

% [Child <18] Child Has "Fair/Poor" Mental Health

% [Child <18] Couldn't Get Mental Help for Child in Past Yr

Nutrition & Weight Status

2 In the green seotion, sach
saivica area is companed against the
other, Thraughaut these tebles,
Blank or emply cefl indicates that data
ars not available for this indieatar ar
that sample sizes are too smalt to
provide meaningful resulte,

hetter  similar worse

Each Svc Area

vs. the Other

HOCC Service Area vs.

% Eat 5+ Servings of Fruit or Vegetables per Day

% "Very/Somewhat" Difficult to Buy Fresh Produce

Population With Low Food Access (Percent)

% Medical Advice on Nufrition in Past Year

% Healthy Weight (BMI 18.5-24.9)

% Overweight (BMI 25+)

% Obese (BMI 30+)

% Medical Advice on Weight in Past Year

% [Overweights] Trying to Lose Weight Both Diet/Exercise

% Child [Age 5-17] Healthy Weight




% Children [Age 5-17] Overweight (85th Percentile)

% Children [Age 5-17] Obese (95th Percentile)

Oral Health

latz: In tha green section, sact
sarvice ares s compared against the
other. Thoughout these tables, a
blank or emply cell indicates that data
&re not available for this indicator o
that sample sizes are tog small to
pravide meaningful resulls.

o

better  similar worse

Each Svc Area
vs, the Other

% [Age 18+] Dental Visit in Pasi Year

% Child [Age 2-17] Dental Visit in Past Year

% Have Dental Insurance

Physical Activity

Nete; |n the grean ssclion, <acl
senvice avea is compared againgt the
other. Throughout these tables, 8
blank or empty cell indicates that data
are ot available for this indicator or
that sample sizas are too small o
provide meaningful rasiéts.

HOCC Service Area vs.
_ Benchmarks

05 R

better  similar worse

Each Svc Area
vs. the Other

% No Leisure-Time Physical Activity

% Meeting Physical Activity Guidelines

% Moderate Physical Activity

% Vigorous Physical Activity

Recreation/Fitness Facilities per 100,000

% Medical Advice on Physical Activity in Past Year

HOCC Service Area vs.
Be_nchmarks .
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|
% Child [Age 2-17] Physically Active 1+ Hours per Day

Mole: [n the green section, each
service afa is comparad against tha
other, Throughout these tables, 8
blank or empy cell Indicates that data
are not available for this indicator or
that sample sizes are oo small fo

provide ingful eesults,

# 2 @

better  simitar WOrse

Each Svc Area HOCC Service Area vs.

_vs, the_ Ot_her

Respiratory Diseases

CLRD {Age-Adjusted Death Rate)

Preumonia/lnfluenza (Age-Adjusted Death Rate)

% COPD (Lung Disease)

% [Adultj Currently Has Asthma

% {Child 0-17] Currently Has Asthma

Nete: In the graen section, each
senlca arwa 1s compared against the
other. Throughout lhese tables, a
blank or empty cell indicates that dala
e hot evallable for this indieatar ar
Ihat sampis sizes are too small to

provide meaningful results.

better  similar WOrse

HOCC Service Area vs.
Benchmarks

Each Svc Area

Sexually Transmitted Diseases

Gonorrhea Incidence per 100,000

Chlamydia Incidence per 100,000

% [Unmarried 18-84] 3+ Sexual Pariners in Past Year

% [Unmarried 18-64] Using Condoms

25
Hate: In the green section, sach
service area is compared aganst the
ather. Throughaut these fables, a
blank or empiy cell indficates that data
a2 niet evallable for this Indicatar or
that sampls sizes are teo small to
provide ingfusl results.

% 2 @

befter  similar worse
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HCCC Service Areavs.
__Benchmarks

Each Svc Area
vs. the Other

Substance Abuse

Cirrhosis/Liver Disease (Age-Adjusted Death Rate)

% Current Drinker

% Excessive Drinker (Heavy or Binge Drinking)

% Drinking & Driving in Past Month

Drug-Induced Deaths (Age-Adjusted Death Rate)

% lllicit Drug Use in Past Month

% Ever Sought Help for Alcehol or Drug Problem

Note: In the green section, sach
senics area is compared against the
ather. Throughaut these iahles, &
blank or emply cell indicates that dalt
are not avellable for this Indicator or
that sampla sizes are too small to

provide meaningful results.

better  similar worse

HOCC Service Areavs.
_ Ben_chmarks .

Each Svc Area
the Oth

Tobacco Use

% Current Smoker

% Someone Smokes at Home

% [Non-Smokers] Someone Smokes in the Home

% [Household With Children] Someone Smokes in the Home

% [Smokers] Received Advice to Quit Smoking




% ISmokers] Have Quit Smoking 1+ Days in Past Year

COMMUNITY HEALTH NEEDS ASSESSMENT

% Smoke Cigars

% Use Smaokeless Tobacco

Vision

Mote: n the green secfion, each
servies area i3 carmpared against the
othsr. Throughout these tebles, a
blark or empty cell indicates that data
are not evalable far this indicator o
thiat sampls sizes ars toosmal to

provide meaningful results.

Each Svc Area
vs.the Other _

battar

Ee

72

similar

worse

HCCC Service Area vs.

Benchmarks

% Blindness/Trouble Seeing

% Eye Exam in Past 2 Years

Mote: In the green seofion, sach
seivice araa is comparad against the
other. Theoughout these tables, a
blank or emply cell indicates that data
arz nol avellable for thisindicator or
that sampie sizes ara foo small b
provide meaningful resulls,

hetter

similar

worse




Professional Research Consultants, Inc,




Y

Co aracteristics

Population Characteristics

Data from the US Census Bureau reveal the following stafistics for our community relative to size, population,

unity

density, age, race/ethnicity and language. Keep in mind:

« A significant positive or negalive shift in total population over time impasts healthecare providers and
the utilization of community resources.

» Urban areas are identified using population density, count, and size thresholds. Urban areas also
include terriory with a high degree of impervious suiface (devalopment). Rural areas are ali areas that
are not urban.

« 1t Is important to understand the age distribution of the population as different age groups have uniqus
healih needs which should be considered separately from others along the age spectrum.

Population Characteristics

Sources. & Community Commans. Redriaved April 2015 from hitp:/fwew chna.org.
Notes: * Dataare derived from the US Gensus Bureau American Community Survey 8-year estimates (2008-2012).
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Social Determinants of Health

_ Abnui &m;a% D?tﬁ%’mmaﬂ%

; Health starts in our homes schools workplaces nelghborhoods and communmes We know that tak:ng care of ourselves by g
' eatlng wel§ and staylng active, not smoking; gettmg the recommeﬂded |mmumzatlons and screening tesis and seelng a'doctor
when We are sick all mfluence our health Our health is also determined m part i)y access to social and’ economlc opportunities;

' the resources and supports avallable i in our homes neighborhoods, and communltles the quallty of our schoolmg, the safely of

“our workplaces; the cleanliness’ of our water, food and air; and the nature of olr ‘social interactions and relailonshlps The’
:_' donditions in whlch we live expla]n in parf why some Amerlcans are healthler than others and why Amencans more generally
arenotashealthyastheycouldbe RERRTE R R R P o : :

. Healthy People 2020 (www healthypeop\e gov} R : : AR L

HOCC Service Area vs. Benchmarks

Social Determinants

Linguistically Isolated Population {Percent)

Population in Poverty (Percent)

Population Below 200% FPL (Percent)

Children Below 200% FPL (Petcent)

No High School Diploma {(Age 25+, Percent)

Unemployment Rate (Age 16+, Percent)

£ = ®

hetter similar Worse




The following chart outlines the proportion of our population below the federal poverty threshold, as weli as

below 200% of the federal poverty level, in comparison to state and national proportions.

Population in Poverty
(Populations Living Below 100% and Below 200% of the Poverty Level, 2008-2012)

B<100% of Poverty E<200% of Poverty
80%
60% - '
212,802 ;
individuals
A0% _ ) v . e e s e R 5 0 | St . .- . 23.6%
24.5%
20%
0%

Hartford County cT us

Sources: & US Census Burealt American Community Survey 5-year astimates (2008-2012),
« Refrievad Febnzary 2015 from Community Commons at hitp:#ww.chna.org.
Notes: » Poverty is considerad a key driver of health stafus. This indlcator [s relevant becatise poverty creates baiers to access including health services, healihy faod,
and other necessities that confribute to poor health status.

Education levels are reflected in the proportion of our population without a high school diploma:

Population With No High School Diploma
(Population Age 25+ Without a High School Diploma or Equivalent, 2008-2012)
100% - S — P — -

80%

B0% o

40%

20%

0%

Hartford County cT us

Sources:  » US Census Bureau American Community Survay 5-year estimates (2008-2012).
# Retrieved February 2015 fram Community Commons at hitp:fwww.china org.
Notes: s Thisindicator [s relevant because educational attainmentis linked to positive health outcomes.




Overall Health Status

Self-Reported Health Status
The initial inquiry of the PRC Community Health Survey asked respondents the following:

“Would you say that in general your health is: excellent, very good, good, fair or poor?”

Self-Reported Health Status
(HOCC Service Area, 2015)

Good 26.9%

Fair 9.5%

Poor 3.8%

Excellent 21.2%

Very Good 38.5%

Sowrres: e 2015PRC Communlty Health Survey, Professional Research Cansultants, Inc, [item 5]
Notes: s Asked of allrespondents.

The follawing charts further detail “fair/poor” overall health responses in the Hospital of Central Connecticut
Service Area in comparison to benchmark data, as well as by basic demographic characteristics (namely by
gender, age groupings, income [based on poverty status], and racefethnicity).

Experience “Fair” or “Poor” Qverall Health
100% P C e e e o o — e

80%
60%
0%

20% 16.1% 15.3%

e .13.3%

HOCC PSA HOCC SSA HOCC Service Area us

Sources. « 2015 PRC Community Health Survey, Professlonal Research Consultants, Inc. [item 5]
+ 2013 PRC NatianaiHealth Survey, Professional Research Consultants, Inc.
Notes: e Asked of all respendents.
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Experience “Fair” or “Poor” Overall Health
(HOCC Service Area, 2015)

100%

80%

60%

A%

29.2%

235%

o 0,
W g B2

0% B . : ; : : :
Men Women  18t039  Alto 64 65+ Low Mid/High  White  Hispanic = Other HOCC

Income  Income Svc Area
Sources: e 2015 PRC Community Health Survey, Professtonal Research Consultants, Ine. [1tem 5]
Notes: = Asked of allrespondents,
# Hispanics can be of any race. Otherrace categeries are nen-Hispanic categorizatians (e.g., “White" raflacts non-Hispanic White respandents).
« Income categories reffect respondent’s housshold income as a ratio to the federal poverty level (FPL) for their household size. "Low Income” Includes households

with incomes up to 199% of the federal paverty level, "Mid/High Incame* includes hausaholds with incomes at 200% or mare of the fedaral povarty level,

Activity Limitations

A%}eat Dtsatat iw & Hea

An mdw:dual can get a dlsablmg |mpa1rment or chromo condmon at any pemt in llfe Compared wﬁ;h people thhout d|sab|I§t|es :
people w1th dlsabrlttles are more ||kely to:. : . i

Experrence dlff culties or delays in gett:ng the health care they need
-'Noi have had an annual dental visit. ~ .
. Not have had a mammogram in past 2 years. LY

Mot have had a-Pap test within the past 3 years .

Not engage in fitness act[whes

Usetobacco, = -7 -

Be overwe|ght or obese :
“Have high biood. pressure L i ’
Experignce symptoms of psychologmal dtstress
‘Receive less social-emotional support L
s ;H_ave lower employment rates S

There are many somal and phystcal factors tha"_'nﬂuence the health of people W|th dlsab|llt|es The followmg three areas for
pubhc health action’ have been ldentlﬂed u5| ' he lnternatlonal Clasmﬁcatwn of Functlomng, D|sab1l|ty and Heailth (lCF) and
the three World Health Organlzatlon (WHO) p i nc:lples of actlon for addressmg health determmants ;

e lmprove the. cond;tlons of daity - Ilfe by encouragmg communlt;es 1o be accessmle so all can five in; move through
-~ -+ .and interact’ W|th the|r emnronment enoouragmg oommunlty l|V|ng, and removmg barrlers |n the en\nronment usmg both
=, physical Universal design concepts and’ operational policy shiits. :
e Address the mequ:table distribution of resources among people w;th dlsabllmes and those w:thout dlsablittles
L -by increasing: approprrate heaith care for peop]e with dlsabllltres educatlon and wark opportumhes somal part|<:|patzon
*.and access to needed technologies and assistive supports.
+ 'Expand.the knowledge base and raise awareness about determmants of health for people W|th dtsabllltles by
- volingreasing: the inclusion of people with disabilities in public health data collection efforts across the lifespan; the
Sl inglusien of people with disabilities in health promotion activities; and the expansmn ofd|sab|llty and health tramlng
: L -opportunmes for pubhc health and health care professmnals ; . s

Healthy Peuple 2020 (www heallhypeople gov)




“Are you limited in any way in any activities because of physical, mental or emotional problems?”

160%

80%

0%

46%

20%

0%

Sources:

Notss:

100% -

80%

60%

0%

20%

Sources;
Notes:

Limited in Activities in Some Way
Due to a Physical, Mental or Emotional Problem

21.5%

20.4%

20.9% 20.2%

HOGG PSA HOCC SSA HOGC Service Area us
» 2015PRC Community Health Survey, Professional Research Gonsultants, tne. [Item 108]
2013 PRC National Health Survey, Professional Research Consultants, Inc.
»  Asked of all respondents.

Limited in Activities in Some Way
Due to a Physical, Mental or Emotional Problem
{HOCC Service Area, 2015)
............. T TR T
24.5%

28.1%

HOCC
Svc Area

Low White Other

Income

Men Women 18tc39 40fo6d 65+ Mid/High
Income

Hispanic

2015PRG Community Health Survey, Professional Research Consultants, Inc. [ttem 108]

Asked of all respandents.

Hispanics can be of any race. Other race calegories are non-Hispahic categorizations {&.g., “White” raflects nor-Hlspanic White respondents),

Income categories reflect respondent's household income as a ratio to the federal poverty level {FPL) for thelr household size. "Low incoms” includes households
with incomes up to 199% af the federal poverty level; "Mid/High Income” includes hotiseholds with incomes at 200% or mare of the federal paverty level.
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Mental Health

:-Aboot Mental Heatth & t‘lflental ﬁisorders

- Mental health is a state of successful performance of menta] Tunction, resultmg in productwe actlvmes fult" illing relat|onsh|ps
- with other people and the abrllty {0 -adapt fo change and to cope wnh challenges Mental health is essential to personal well-
be|ng family and |nterpersonal relat|onsh|ps ‘and the ab|l|ty to contnbute 1o communlty or society. ‘Mental disorders are health
- conditions that are characterlzed by altérations in thmklng mood andlor behawor that are associated with dlstress andfor - .-
'lmpalred functlomng IVlental dlsorders contnbute to.a host of prob]ems that may |nclude d:sablhty, pain, or death: Mental illness - -
s the term that. refers collectively to all: d|agnosable mental d|sorders Mental dlsorders are among the most common causes
cf d|sab|lrty The resultmg d|sease burden of mental rllness is among the h|ghest of all dlseases : T

: Mental heaith and physmal health are closely connected Mental health plays major role in people’s ab[l|ty to ma|ntam good
“: physical health. Mental, lilnesses such as depressmn and amﬂety affect peop]e 3 ab|l|ty to paztlmpate in health- promotmg
- - behaviors. In turn, problems with: phys:cai haalth, such as chronrc d|seases can have a serlous [mpact on mental health and :
: decrease a person kX ablllty to partlmpate in treatment and recovery R L :

- The e)ﬂstlng model for understandlng mental health and mental dlsorders emphasaes the |nteract|on of somal enwronmental
:'.-and genetic faciors throughout the lifespan. In behaworal health, ‘tesearchers ldentlfy risk factors which predzspose s
-'[ndlwduals to. mental iliness; and protectlve factors wh|ch protect them from deve]opmg mental dlsorders Researchers now . :
“know. that the preventlon ‘of mantal, emotlonal and behaworal {MEB) disorders s inherently interdisciplinary and draws on a
- 'vanety of d|fferent strategles Over the past 20 years; research on the prevent|on of mentai d|sorders has progressed The :
malor areas of progress |nclude evidence that ' DRI k : PSR : : S

: -:';MEB dlsorders are common-and begrn early in: Irfe
Je:The greatest opportunity for prevention.is amaong young people . i ! : ; EE T
» - Thete are multiyear effects of muliiple preventive |ntervent;ons on reducmg substance abuse conductd|sorder R,
.antisocial behavior, aggression, and child maltreatment. : s R ]
.~ «. The incidence of dépression.among pregnant women and adolescents can be reduced : : B o
. School-based vrolence preventlon can reduce the base rate of aggressrve problems in an average school by 25 to e
33%. S : : S
s There are potentlal indzcated preventrve mterventlons for schlzophrema . k : :
» Improving family functlomng and posstwe parentmg can have posmve outcomes on mental heatth and can reduce
| poverty-related risk.: :
» - School-based preventsve mterventlons a|med at |mprovmg somal and emotlona] outcomes can also tmprove academ|c
. -outcomes. ; )
. Interventlons targetmg tam|l|es dealmg wrth adversmes such as parental depressron or dlvorce can be eﬂectlve ll’l . '
- reducing risk for depression in-children and increasing effactive parenting.. B
e Some preventsve rnterventlons have benet“ ts that exceed costs W|th the avallable ewdence strongest for early
“childhood interventions.:: : : :
mplementabon is complex [t |s Emportant that |ntervent|ons be reEevant to the target audlences
“s:In addition to. advancements in the. prevenbon of mental disorders, there continues to be- steady pregress in treatmg
L mental. disorders as new drugs and stronger ewdence based outcomes become ava|lable ; :

s Healthy People 2020 (www healthypeople gov)

Self-Reported Mental Health Status
“Now thinking about your mental health, which includes stress, depression and problems with
emotions, would you say that, in general, your mental health is: excellent, very good, good, fair or

poor?”




Self-Reported Mental Health Status
(HOCC Senvice Area, 2015)

Good 24.3% Fair 10.1%

Poor 2.5%

Excellent 27.7%

Very Good 35.4%

Sources: e 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 100]
Notes; « Asked of all respandents.

Experience “Fair” or “Poor” Mental Health
(HOCC Service Area, 2015)
80%

60%

40%

29.0%

21.7%

20%

24 127%  128%  132% g3y

gy  120% 130% 126% Titey

0%
Men Women 18t039 40to64 65+ low Midiligh White Hispanic Other PSA  88A HOCC US
Income Income Sve Area
Sources: 2015 PRC Community Health Survey, Professional Research Gansultants, Inc.  fftem 100}

L]

& 2013 PRG Nalichal Health Survey, Professional Research Consultants, Inc.
Notes: = Asked of all respondents.

» Hispanics can be of any race. Otherrace catagorfes are non-Hispani categurizations {e.g., "White” reflects non-Hispanic White respendents).

o Ineomms catageries refiact respondent's household incame 2s a ralio to the faderal poverty levsl [FPL) for theirhousehold slze. *Low Insome” includes households
with incomes up to 199% of the federal paverty levsl; "Mid/High Income” Includes househalds with incames at 200% cr more of the federal poverty level,
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Depression
DHagnosed Depression: “Has a doctor or other healthcare provider ever told you that you have a
depressive disorder, including depression, major depression, dysthymia, or minor depression?”

Sympioms of Chronic Depression: “Have you had two years or more in your life when you felt
depressed or sad most days, even if you felt okay sometimes?”

Depression
100%
@HOCC PSA HOCC SSA ®HOCC Service Area =US
80%
6%

40%

30.4%

25.6% 24.1%

0% -

0%

Diagnosed With a Depressive Disorder Symptoms of Chrenic Depression

Sources. 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [ttems 101, 103]
# 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Motes: + Asked of all respondants.
« Depressive disordersinclude depression, major depression, dysthymia, or minor depression.
.

Chronic depression includes pariods of two or mare years during which the respondent felt depressed or sad on most days, aven if (she feltokay sometimes.

Have Experienced Symptoms of Chronic Depression

(HOCC Service Area, 2015)
100% .
30%
60%

45.4%
; 30.8%

0%

25.6% 21.4%

24.7%

21.8%

21.4%

26.1%

20%

Men Women 18to39 40fo6d 65+ Low Mid/High  White  Hispanic  Ofher HOCC
Income  Income Sve Area
Sources: 2018 PRG Community Health Survey, Prafessional Ressarch Consullants, Inc, {item 101]
Notes: Asked of all respondents.

Chronic tleprassion includes perids of two or more yeers dutlng which the respondent felt depressed or sad on mostdays, even if {s}he felf okay sometimes.
Hispanics can he of any race, Ctherrace categories are non-Hispanic categotizations {2.., “White" reflects non-Hispanic White respondents).

Income categories reflect respondent’s housshold income a & rafie fo the federal poverty leve! {FPL) for thelr household size. “Low Income* includes households
with Incomes up to 199% of the federal poverty level; “Mid/High Income” includes housaholds with incames at 200% or mare of the federal povarty fevel
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Stress
“Thinking about the amount of stress in your life, would you say that most days are: Extremely
Stressful, Very Stressful, Moderately Stressful, Not Very Stressful or Not At All Stressful?”

Perceived Level of Stress On a Typical Day
(HOCC Service Area, 2015)

Not Very Stressful
254%

Moderately Stressful
49.2%

Not At All Stressful
13.1%

Extremely Stressful
24%
Very Stressful 9.9%

Souress;
Notes:

» 2015 PRC Gommunity Health Survey, Professional Ressarch Consultants, Inc. [Item 102]
o Asked of allrespondents,

Suicide
The following chart outlines the most current age-adjusted mortality rates atfributed to suicide in our population.
(Refer to “Leading Causes of Death” for an explanation of the use of age-adjusting for these rates.)

Suicide: Age-Adjusted Mortality Trends
{(Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 10.2 or Lower

14

i2

1 -

8 e

6

4

2 —

_ O 20047008 | 20052007  2000-2008 | 2007-2000 | 2008-2010 | 20092011 20102012 20112013 |

—=—Hartford Countyt 78 7.2 78 85 . ..96 | 8 108 83
we~Connecticut A 8.1 85 | 81 97 95
el Inited States 08 108 109 109 13 118 123 125

« CDCWONDER Online Query System. Centers for Disease Contral and Prevantion, Epidemiology Program Office, Division of Public Health Surveillance
and Informatice. Data extracted February 2015,

US Departimentof Health and Human Services. Healthy Paople 2620. Deceriber 2010, hitp:wan healthypeopla.gov [Objactive MEMD-1]

Deaths are coded using the Tenth Revision of the Intemational Statistical Classificafion of Diseases and Related Health Prablems (1CD-10).

Rates re per 100,000 papulation, age-adjusted to the 2000 U.S. Standard Population.

Local, state and national data are simple three-year averages.
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Mental Health Treatment
Treatment for Self

“Have you ever sought help from a professional for a mental or emotional problem?”

Note that the first chart shows responses among those with a "diagnosed depressive disorder,” which includes
respondents reporting a past diagnosis of a depressive disorder by a physician (such as depression, major
depression, dysthymia, or minor depression).

Adults With Diagnosed Depression Who Have Ever

Sought Professional Help for a Mental or Emotional Problem
(Among Adults with Diagnosed Depressive Disorder)
100%

31.1% 82.9% 82.3%
30% 16.6%
60%

40%

20%

0% : L
HOCC PSA HOGC 85A HOCC Service Area

Sources: @ 2018 PRC Community Health Survey, Professional Research Consultants, Inc. [Item 123]
« 7013 PRC National Health Survey, Professionat Research Consultants, Inc.
Notes: e Reflects these respondents with 2 depressive disorder diagnosed by a physician {such as depression, majar depression, dysthymia, or minor depressian).

Adults Seeking Professional Help for Mental Health Issues
{HOCC Service Area, 2015)

Yes 36.8%

No 72.0%
Yes 28.0%

US=337% Ne 63.2%

Have Sought Professional Help Sought Help in the Past Year
for Mental Health Issues {Ameng Those Ever Seeking Help)
Sources: » 2015 PRC Community Health Survey, Profassional Research Consultants, Inc, [ltsms 104, 310]

» 2013 PRC Mational Health Survey, Professional Research Consultants, Inc,
Notes: o Asked of all respondents.
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Treatment for a Household Member
“During the past 12 months, has anyone in your household sought mental health services??”

Member of Household Sought

Professional Help for Mental Health in the Past Year
{(HOCC Service Area, 2015)

100%

BO% e e e . e e — e

60%

0%

" 21.4% 6%
198%  17% ; 153% . 16.0%

20% 16.9%.  16.1% .

14

(% : J :
Men  Women 18fo39 4dlto6d 65+ Low MidHigh White Hispanic Other PSA SSA  HOGC
Income  Income Svc Area
Sources: 2018 PRC Community Health Sutvey, Professional Resaarch Consultants, tn. [ftem 311]
Notes: hsked of all respandents.

Hispanics aan be of any race. Otherrace categofiss are non-Hispanic categorizations (s.g., "White" reflects non-Hispanic White respondents).
Income categories reflect respondent’s household income as a ratla to the federal poverty level (FPL) for thelr housshold size. “Low Income™ includes households
with Incomes up to 199% of the federal poverty level; "MidHigh Income” includes households with incames at 200% or mare: of the federal poverty level,

Children’s Mental Health
“Now thinking about this child's mental health, which includes stress, depression, and problems with
emotions, would you say that this child’s mental health is: excellent, very good, good, fair or pcor?”

Child’s Reported Mental Health Status
(HOCC Service Area Children <18, 2015)

Very Good 22.9%

Good 14.1%

Fair 7.6%
Poor 0.3%

Excellent 55.1%

Sources: #2015 PRC Communily Health Swey, Prafessional Resesrch Gonsultants, Inc. - [item 315}
Notes: » Asked of all respondents with children under 18 athome.
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Child Experiences “Fair” or “Poor’” Mental Health
(HOCC Service Area Children <18, 2015)

80%
§0%
. N
PSA 11.7%
SSA 4.8%
% . . 1.9%
5.7% 3% 56%
Boys Girls 04 5to12 13t017 Low Wil HOCC

Income High Income Sve Area

Sources: e 2015 PRC Community Health Survey, Professlonal Research Consultants, inc. [item 315}
Motes: & Asked of all respondants with children under 18 at home,
« Income categaries reffact respondent's housshold income as a ratic fo the federal poverty levs] (FFL) for their household size, “Low Incame’ includes hotiseholds.
with incomes up to 199%of the federal poverty ievel; “Mid/High Income” includes households with incomes at 200% or more of the federal poverty level.

“Was there & time in the past 12 months when you needed mental health care for this child, but could

not get it?”
Could Not Get Necessary
Mental Health Services for Child in the Past Year
(HOCC Service Area Children <18, 2015)
100%
80%
GUOA’ . . R e
40%
PSA 0.5%
o . ' SSA 05%
1.4% 0.0% 0.9% 0.0% 1.7% 0.0% 1.0% 0.7%
0% e
Boys Gids 0to 4 Sto 12 13 to 17 Low Mid! HOCC
ncome High Income Svc Area

Sources: e 2015 PRC Communtty Health Survey, Professional Research Consultants, ne. [Hem 316]
Notes: & Asked of all respondents with children under 18 at home.
e Incoma categories reflect respondent's household income as a ratio to the federal poverty level (FPL} for their household size. "Low Income” includes househalds
with Incomes up to 198% aof the faderal povarty leval, "Mid/High eoma” inclides househalds with incames at 200% or mare of the federal poverty level,
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Key Informant Input: Mental Health

The following chart outlines key informants’ perceptions cof the severity of Mental Health as a problem in the
community:

Perceptions of Mental Health

as a Problem in the Community
(Key Informants, 2015)

8 Major Problem Moderate Problem 2 Minor Problem No Problem At Al

Sources: & PRC Onling Key Informant Survey, Professlonal Ressarch Consuliants, Inc.
Nates: + Asked of all respondents.

Challenges
Among those rating this issue as a “major problem,” the following represent what key informants see as the
main challenges for persons with mental illness:

Access to Care

Access to care. Continued long ferm follow up and transitions of care with chronic disease and
mental iliness. Limited providers equipped to meet the needs of those with mental iflness. Varied
approaches to screening for mental iliness, including depression, anxiety and their co-existence in
chronic disease. — Health Provider (Non-Physician)

Accessing affordable services. Accessing mental health providers who understand the needs of
feshian, gay, bisexual and transgender individuals. — Social Services Representative

Access. Whan if comes fo treatment of mental health, we look at the problem as if it was a short-
term one. Insurance plans may cover four outpatient visits, use of medications as a quick fix, not
allowing for mid or fong term follow-up. Children and Youth have limited access fo inpatient
services, residential services, efc. Problems encountered in schools are not often dealt with
propey due to fimited resources. — Health Provider {(Non-Physician)

Identification and access. - Community/Business Leader

Access to timely quality care and substarnce abuse freatment resources. — Social Services
Representative

People with commercial or private insurance often have difficulty accessing participating providers
or those who participate have limited capacity. Also, despite parity, benefits are oflen limited -
Health Provider (Non-Physician)

Lack of Services

There is limited community resources. — Health Provider (Non-Physician)

Mental Health Services is a much needed service in my community. The waiting list is long in
some areas and people are having a multitude if mental health issues that are not being
addressed on time. — Social Services Representative

inadequate resources, housing is often a challenge. Family education and support. —
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Community/Business Leader

Lack of access to care, especially pediatric services and what is then covered fied to this care.
Day programs are almost always uncovered and almost afways the most needed for children. —
Physician

In addition fo the stigma that is stifl associated with mental health and addiction issues, there are
insufficient services and funding for services fo meet the need, especially for children and
adolescents. — Community/Business Leader

Stigma

Stigma, lack of resources. — Health Provider (Non-Physician)

Stigma. Lack of access fo therapy and medical treatment. Cultural barriers to seeking mental
help. Criminalizing the mentally ill. — Public Health Expert

Residential Homes

Approximately 60 State of CT managed Group Home, like residential homes are located in
Manchester. Some serve individuals released from Prison for transition through a probation
period. Other homes are identified for froubled youth, substance abuse, and a wide variety of
betavioral health issues. Access fo mental health care is provided fo a large extent through
services located in Manchester. However, there is a tipping point with the number of individuals
being moved fo reside in Manchester and the capacity fo serve them in the medical community. —
Public Health Expert

Access to residential and primary care specialists. - Community/Business Leader

Co-Occurrence With Other Issues
Suicide, depression, alcohol and other substance abuse. — Physician

Many patienis have social issues as well as BH issues along with their freating medical chronic
condition. Many have substance abuse contributing to their need for BH services. Many are
uninsured. — Health Provider (Non-Physician)

At-Risk Populations

Stress and depression are major and disproportionate mental health problems among Latinos,
among others. Lack of bilingual mental health professionals is major deficit in the service system.
— Social Services Representative

We are seeing increasing numbers of students with mental health and behavioral issues. —
Community/Business Leader

Studies/Assessment Findings

§ Studies/assessments have defermined that fo be the case. — Communify/Business Leader

Case Management and Employment

g Access to case management and employment. — Social Services Representative

Significantly Under Detected

g If people are not well mentally they will develop other issues and will potentially hurt others if not

freated. — Health Provider (Non-Physician)




isease & Chronic Con

eat!

Leading Causes of Hospital Visits
Outlined in the following chart are the top five conditions with the greatest numbers of hospital inpatient visits,

‘7

as well as emergency visits not resulting in hospital admission.

Top 5 Conditions for Top 5 Conditions for
Inpatient Hospitalizations ED Non-Admissions

HOCC Service Area HOCC Service Area

Sources: Comnectieut Hospital Associafion. FY 2013 ChimeData.

Leading Causes of Death

Distribution of Deaths by Cause
Cancers and cardiovascular disease (heart disease and stroke) are leading causes of death in the

community.

Leading Causes of Death
(Hartford County, 2011-2013})

Stroke 4.3%

Unintentional Injuries
54%

CLRD 4.0%

Cancer 21.8%

Heart Disease 23.8%

Other 40.7%

Sources. e CDC WONDER Online Query System. Centers for Disease Gantro] and Prevention, Epidemiology Program Office, Division of Public Health Surveillance
and Informatics, Data extracted February 2015.
Motes: « Deaths are coded using the Tenth Revision of the Intermational Statistical Classifiation of Diseases and Related Health Problems (ICD-10),
o GLRDIs chronic lower respiratory disease,
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Age-Adjusted Death Rates for Selected Causes

In crder to compare mortality in the region with other localities (in this case, the state and the United States), it
is necessary to look at rates of death — these are figures which represent the number of deaths in relation to
the population size (such as deaths per 100,000 population, as is used here).

Furthermore, in order to compare localities without undue bias toward younger or older populations, the
common convention is to adjust the data to some common baseline age distribution. Use of these “age-
adjusted” rates provides the most valuable means of gauging moertality against benchmark data, as well as
Healthy People 2020 targets.

The following chart outlines annual average age-adjusted death rates per 100,000 population for selected
causes of death in the area. (For infant mortality data, see Birth Outcomes & Risks in the Births section of this

report.)

Age-Adjusted Death Rates for Selected Causes
{2011-2013 Deaths per 100,000 Poputation)

CRC WONDER Online Query System. Centers for Jiseasa Contral and Prevention, Epidemiclagy Program Offics, Division of Public Health Surveillance and Informaties,
Dala extracted February 2015,

» US Department of Health and Human Senvices. Heslthy Pecple 2020. December 2010, hitp: i healthypeople. gov.

s Rates are per 100,000 population, age-adjusted to fie 2000 US Standard Poputation and coded using FCD-10 codes.

+ *The Haalthy Pecple 2020 Heart Diseasa target 3 adjusted te account for all diseases of the heart; the Diabetes target 1s adjusled to reflect anly diabetes mellitss-codad deaths,
+ 1ooal, state and nalionak data are simple thres-year averages.
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Cardiovascular Disease

about Heart B;sease & %‘t ctﬂe

Heart drsease is the Ieadlng cause of déath |n the Unlted States wrth stroke followmg as the thrrd Ieadlng cause Together B
heart disease and stroke are amaong ‘the most W|despread and oostly health preblems facing the natlon today, accountmg for.

' ‘more than $500 bllllon in healthcare expendltures and related expenses in 2010 alone Foltunately. they are also among the - :
most preventable Ca : : o : :

: The Ieadlng modrfable (controllable) nsk factors for healt dlsease and stroke are: : :_-::f: s

H|gh blood: pressure

High cholestero] -

Cigarette smokmg

Diabetes S

~Poor diet and physmal |nactt\.'|ty
OvenNerght and obe5|ty

L N R N ]

The rlsk of Amencans de\.reloplng and dylng from cardlovascuiar dlsease would be substantlally reduced |f major 1mprovements
‘Weré made across the us populatlon in diet and physmal actlwty contro} of hlgh blood pressure and cholestero[ smoklng
e cessatlon and appropnate asplnn use. G ; : L : : :

] The burden of cardlovascular dlsease is dlsproportronately drstnbuted across the population There are srgnlf cant ctlsparltres in ":': '
* the followmg based an gender age race.’ethnrcrty- geographrc area and socloeconomrc status L

e Prevalence of risk factots

- Access to trealment - S
Approprlate and timely treatment
' Treatmerit outcomes .
Mortallty ;

'-‘o‘.c .

Drsease does not occur in |so|at|on and cardiovascular dlsease is: no'exceptlon Cardlovascular health is slgnlf cantly

v '|nf|uenced by the physmal soctal and polltlcal en\nronment rnctudlng ‘maternal and chllcl healih access to educational
opportunltles avallabillty of healthy foocls physrcai educatlon and extracurncular act;\ntses in schools opportunltles for- )
physlcal actl\nty, |nclud1ng access fo safe and walkable communrtles access to healthy foods; | allty of workrng condltlons and
workslte health aval[absllty of communlty support and resources, and access to affordabie QUa |ty hea[thcare '

o Healthy People 2020 (www healthypeople gov)

Age-Adjusted Heart Disease & Stroke Deaths
The greatest share of cardiovascular deaths is attributed to heart disease.
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Heart Disease: Stroke:
Age-Adjusted Mortality Age-Adjusted Mortality
(2011-2013 Deaths per 100,000 Population} (2011-2013 Deaths per 100,000 Population)
Healthy People 2020 Target = 158.9 or Lower (Adjusted) Healthy People 2020 Target = 33.8 or Lower
200 - . e WG e .
1713

150 150
100 W

56 56

0 0

Hartferd County Connecticut us Hartford Gounfy Connecticut us

Sources: « GDC WONDER Online Query System. Centers for Disease Control and Frevention, Epidemiology Program Office, Division of Public Health Survsillance and
Infarmatics. Data extracted April 2015,
= US Departmentof Heaith and Human Services. Healthy Peaple 2020, December 2040, http:/iwww.healthypaaple.gov [Objectives HDS-2 and HDS-3)
Motes: & Deaths are coded using the Tenth Revision of the Intemationat Statistical Classification of Diseases and Related Health Problems {ICD-103.
« Rates are per 100,000 population, age-adjustad to the 2000 US Standard Pepulation,
« The Haalthy Paople 2020 Heart Disease targetis adjusted to account for all diseasas of tha heart,

The following charts show available local death rates (age-adjusted) for select towns in the Hospital of Central
Connecticut Service Area.

1 5 150 10 2 266 300 G
CONNESTICUT ‘ 164.65i ‘
Heart Disease: Age- 1‘ ‘
. N Berlin 20503
Adjusted Mortality .
(By Select Towns in the Bt | 1845
HOCC Service Area, _ '
Burdington 325.96
2006-2010) . : :
cheshire 12587
Cromwall 113.35;
Farmilngton ‘ 1;8.18
Weriden | 186,15
Mew Britaln ‘ 202.5
Newington ‘ 148.65
Source:  # Connecticut Departmentof Public Health Plainill | 18266
Souithington I 166.53
West Hartford i 145.91




GONNECTICUT l 3251
Stroke: Age-Adjusted
Mortality Barlin ‘ 28.05
{By Select Towns in the skt | 217
HOCC Service Area,
2006-2010) | s
Cromwell l fza.ss
Farmington 21.63
Meriden 51.6
Nawe Britain i 31.87
Mewington =28.57
Plainville ‘ 8.56
Source: e Connedlicut Department of Public Health
Southington ‘ 2876
West Hariford ‘ 2799

Prevalence of Heart Disease & Stroke

“Has a doctor, nurse or other health professional ever fold you thal you had: A Heart Attack, Also
Called a Myocardial Infarction; or Angina or Coronary Heart Disease?” (Heart disease prevalence below
is a calculated prevalence that includes those responding affirmatively to either.)

“Has a doctor, nurse or other health professional ever told you that you had a stroke?”

Prevalence of Heart Disease & Stroke

100% o e ot i ot e b i s
0%

50% S P —

2%

2%

7.3%

5%
- 27% 1.2% 1.8%
Heart Disease Stroke
Sources: = 2015 PRC Community Health Survey, Professional Research Gonsultants, Inc. [ltems 35, 124]
« 2013 PRC National Health Survey, Professional Resaarch Consultarts, Inc.
Notos: o Asked of all respondents,
« Heartdisease Includes diagnoses of heart attack, angina or coronary heart disease,




Cardiovascular Risk Factors

_ﬁ;b@u? Gau:imuas‘scuﬂay Rgsk

: Controlhng rfSk factors for heart disease and stroke remalns a challenge Htgh blood pressure and cholesterol are still major

- contributors to the nahonal ‘epidemic of cardiovascular dlsease Hngh blood pressure affects apprommately 1.in3 adults |n the Unxted
-, States, and more ihan half of Armnericans with high blood pressure do. not have it under control. High sodium mtake isa known nsk
factor for h;gh blood pressure and heart d:sease yet about 90% of Amencan adu[ts exceed thelr recommendatlon for sodlum |ntake
. « Healthy People 2020 (www heaithypeop\e gov) ’

High Blood Pressure & Cholesterol Testing
“About how long has it been since you last had your blood pressure taken by a doctor, nurse or other
health professional?” {Chart below reflects responses indicating testing within the past 2 years.)

“About how lony has it been since you fast had your blood cholesterol checked?” (Chart below reflects
responses indicating festing within the past 5 years.)

Blood Pressure Blood Cholesterol
Checked in the Past 2 Years Checked in the Past 5 Years
Healthy People 2020 Target = 92.6% or Lower Healthy People 2020 Target = 82.1% or Lower

1ok . 955% .. . .. 95.8% - 957% 100% 96.6% 96.5% 96.5% .
B0% BO%
60% B60%
408 -

40%

20% 20%

0% 0%

HOCC PSA HOCC 55A HOCC us HOCC PSA HOCC 55A HOCC us
Sve Area Svc Area

Sources: e 2015 PRC Community Health Survsy, Professional Research Conaultants, Inc, [tems4b, 48]
« 2013 PRC Naflonal Health Survey, Professional Ressarch Consultants, Ins,
» i[5 Departmentof Health and Human Services. Healthy People 2020, December 2010. hitp:/www healthypeople.gav [Objectives HDS-4, HDS-6]
High Blood Pressure & Cholesterol Prevalence
“Have you ever been told by a doctor, nurse or other health care professional that you had high blood
pressure?

« “Are vou curreitly taking any aclion to help control your high blood pressure, such as laking
medication, changing your disl, or exercising?”

“Blood cholesterol is a fatty substance found in the blood. Have you ever been told by a doctor, nurse,
or other health care professional that your blood cholesterol is high?”

« “Are vou currently faking any action to help conirol your high cholestero!, such as taking medication,

changing your diet, or exercising?”

- COMMUNITY HEALTH NEEDS ASSESSMENT ¢




100%

80%

4006
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Prevalence of Prevalence of
High Blood Pressure High Blood Cholesterol
Healthy People 2020 Target = 26.9% or Lower Healthy People 2020 Target = 13.5% or Lower
160%
80%
88.6% are taking action ) )
to control their condition 0% 91.9% are taking action
te controf their condition
. 364% .. 34.3% ?:i% 24.1% A40% . 34.0% V
- : - 30.7% - 32.7% 29.9%
0%
0%
HOCC PSA HOCC S5A HOCC us HOCC PSA HOCC SSA HOCC us
Sve Arvea Sve Area

Solrces:

Notes:

100%

80%

60%

40%

20%

0%

Sourcss.

Notes:

» 2015 PRC Community Health Survey, Professional Research Consultants, Inc. fitems 44, 47, 125, 126}

« 2013 PRC National Health Survey, Professicnal Resaarch Consultants, Ine.

« US Departmentof Health and Human Services. Healthy People 2020. December 2010, httpu/iwww.healthypeople.gov [Ohjectives HD8-5.1 and HDS-7]
« Asked of all respandents.

Prevalence of High Blood Pressure
(HOCC Service Area, 2015)

64.9%

15.5%

White Other

Hoce
Sve Area

8to39 40to64 654+ Low

Income

Mid/High
Income

Women Hispanic

Men

+ 2015 PRG Community Health Survey, Professional Research Consultants, Inc. [ltem 128]

¢ US Deparimentof Health and Human Services. Healthy Peopls 2020, Dacamier 2010, hip:ifwww healtypeople.gov [Objective HDS-5.1]

o Asked of all respondents.

« Hispanios can be of any race. Crther race calegories ars non-Hispanic sategorizafions (a.g,, “White" reflects non-Hispanis White respanderds).

»  Income categories reflect regponcient's househald income as & ratio to the federal povery level (FPL) for their household size. "Low Ingome™ includss households
with incomas up to 199%of the federal paverty level; “MidHigh Income” includes households with incomes at 200% or mare of the federal poverty level.
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Prevalence of High Blood Cholesterol

(HOCC Service Area, 2015)
Healthy People 2020 Target = 13.5% or Lower
100%

80%

B0% .
48.2%

#.8%

a0% 38 32.9%

o4y 383% % 32.7%

20%

0% .
Men Women 18fo38 40t064 65+ Low Mid/High  White  Hispanic = Other HOCC
Income  Income Sve Area

Sources;

* 2015PRC Communlty Health Survey, Frofesslonal Research Consultants, Inc. [item 126]
« US Department of Health and Human Services. Healthy People 2020, December 2010. http: e healthypeople.gov [Objective HDS-7]
Notes: + Asked of all respondents,
+ Hispanics can be of any race, Cther race categeries are non-Hispanic categorizalions (e.g., "White" reflects nan-Hispanic While respondents).
s [ncome categories reflect respondent's household incoma as & ratio to the federal poverty leval {FPL} for their household size, "Low income’ includes housseholds
with ingomes up to 189% of the federal poverty level; "Mid/High Income” includes houssholds with incomes at 200% or mara of the federal paverty level.

About Card;oaascutar Rtek

- tndtwdual Ievel risk factors which put people at mcreased r|sk for cardtovascular dtseases' |nctude : i

' High Blood Pressure
High Blood Chotesterol
'Tobacco Use: »
Physical Inactivity
Pogr Nutrition -
;Ovennrenght/Obestty
_'D'abetes :

Natlona[ Centerfo h onic Dtsease Preventlon and Heatth F'romotton Centers for Dlsease Controt and Preventton )

“ '_Three hea]th~re|ated' behawors contrlbute markedly to cardlovascular dlsease

' Poor nutrltton People who are overwelght have a htgher nsk for cardlovascular dlsease Almost 60% of adults are OVEI'WEIth: ::
or ghese, To maintain a proper body welght experts recommend a well balanced dtet Whtch lS Eow |n fat and hlgh infiber, : -
: "accompanled by regular exermse R RERTRRIN : :

K -'._Lack of physncal actlwty People who are. not phys|ca|1y actlve have tvwce the nsk for heart dlsease of those who are acttve
--__-'-More than ha]f of adults do not achseve recommended Ievels of phystcal actl\nty : : :

L 'f'_Tobacco use. Smokers have twrce the nsk for _'eart attack of nonsmokers Nearly one»ﬂfth of aII deaths from cardlovascular _
) :d|sease arabolt 190 000 deaths a year natlonally, aré, smoklng-related Every day, ore than 3 000 young people become S
:datly smokers in the us ; : :

Modlfymg ihese beha\nors is cntlca] both for preventsng and for contro]llng cardrovascu]ar dtsease Other steps that adults who. _' .
have card;ovascular dlsease should take to reduce the;r tisk-of.death: and dlsablltty include adhermg to treatment for hlgh blood
'_pressure and cholesterol usmg aspirin as appropnate and learnlng the symptoms of heart attack and stroke

e Nattonai Center for Chronlc Digsase Prevention and Health Promotien, Centers for Dlsease Control and Prevennon




Total Cardiovascular Risk
The following chart reflects the percentage of adults in the Total Service area who report one or more of the

following: being overweight; smoking cigarettes; being physically inactive; or having high bload pressure ar
cholesterol. See also Nutrition, Physical Activity & Weight and Tobacco Use in the Modifiable Health Risk

section of this report.

Present One or More Cardiovascular Risks or Behaviors
(HOCC Service Area, 2015)

100% -94.1% "
89.0% . 90.3% o B86% .
! 85.3% .. 82.7% 83.0% 85.4% . 85.2% 83.3% 84.1% 823
2% 177% o - i - ; :
30% i e -
60%
40%
2%
0 S S s
Men Women 181039 40ftobd 65+ Low MidiHigh White Hispanic Other  PSA $SA HoCC us
Income  Income Svc Area
Sowces: w2015 PRC Community Health Sunvey, Prafessional Resaarch Consultants, Inc. [item 127]
» 2013 PRC Natienal Health Survey, Professionsl Research Consultapts, e
Notes: s Asked of all respandants.
o Cardiovascular risk is definert as exhibiting one or mare of the following: 1) no leisure-time physical sofivity; 2) requlaoncasional cigarette smoking: 3) hyperiension;

43 high blacd chalesterat; andior 5) being overweightiobese.

Hispawics ean be of any race, Other race nategories are non-Hispanic sategorizations {e.q., “White" refiects non-Hispanic White respondents).

v |nmomeeatagories refiect respondent's household income as a ratic ko the federal poverty 1evel (FPL) for their househald size. “Low Income*includes hauseholds
with incames up o 183% of the federal povarty level; “MidiHigh lncome” inchides housshalds with inaomes af 200% or mare of the federal poverfy level.

Key Informant Input: Heart Disease & Stroke
The following chart outlines key informants’ perceptions of the severity of Heart Disease & Stroke as a problem

in the community:

Perceptions of Heart Disease and Stroke

as a Problem in the Community
{Key Informants, 2015)

@ Major Problem Moderate Problem 8 Minor Problem Mo Problem At All

Sources:  « PRC Online Key Informant Survay, Prafessional Ressarch Consultants, Ine.
Motes: & Asked of all respondents.
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Top Concerns

Among those rating this issue as a “major preblem,” reasons frequently related to the following:

Leading Cause of Death, Prevalence
Continues to be in the fop five houses of death in our city. — Public Health Expert
Data show. — Physician '

Can lead to death and other life-threatening and expensive o freat ilinesses. — Health Provider
{(Non-Physician)

Heart disease is the leading cause of death among minorities in the United States, according fo
the U.S. Depariment of Health and Human Services Office of Minority Health. Blacks and
Hispanics are more likely fo suffer from obesity and hypertension, two of the major risk factors for
heart disease. — Health Provider (Non-Physician}

Lead cause of death. — Public Health Expert
Studies/assessments have determined that fo be the case. -~ Community/Business Leader

Nutrition, Physical Activity & Weight

Bad habits of today, that offer immediate gratification, leads fo these health risks down the road.
Stress, poor diets, lack of exercise (no time) are all becoming more a part of our lives. Primary
Care can address some challenges when people have coverage and can make their co-payments,
but our sociely has become more "give me what | want now, 'l deal with the conseguences later.”
While school meals seem fto be improving for our children, the pressure to improve festing scores
has led fo the elimination of recess and cut down on physical education/activity in many school
systerns, another example of what we deem to be our priorily. — Health Provider (Non-Physician)

Poor diet and exercise. Lack of education. Paor parks and recrealion options. Poor urban
planning, community infrastructure, barrier to physical aclivity. Food, desserts. — Public Health
Expert

There is a high prevalence of obesity in Hartford which is linked fo heart disease. Further there are
a number of barriers to accessing nutritious food which make it difficult for families to eat regular
balanced nutritious meals. — Community/Business Leader

High-stress fifestyles, lack of exercise, lack of access to and affordability of healthy foods, heavy
smoking and consuming alcoholic beverages in excess. — Social Services Representative

Poverty, inadequate diets, not taking the problem serious. — Social Services Representative

At-Risk Populations

African Americans and Hispanics which make up a large percentage of the Hartford population are
often affected by heart disease and stroke. Reasons being due fo genetics, but largely because of
a poor unbalanced diet which contains a vast amount carbohydrates, fats and sodium and not
enough grains, fruits and vegetables, — Health Provider (Non-Physician)

With the high rates of diabetes in the city, the risk for heart disease and stroke is also elevated. -
Community/Business Leader

Heart disease and stroke in the communily are usual as result of another chronic disease not
being managed. — Socfal Services Represeniafive

Individuals who cannot afford care often go untreated with progression of disease states. Limited
ability to refer patients to cardiology related to uninsured status. — Health Provider (Non-FPhysician)




Cancer

- ;’%hoat i:a”acer

E Contlnued advances in cancer research detectlon and treatment have resulted ina decllne in both |nc|dence and death rates :'.
for all cancers Among people whc de\relcp cancer, more than half will be aln.re in f\re years Yet cancer remalns a leadlng :
cause. of death in‘the Umted States second only to heart dlsease : : : : :

lVIany cancers are preventable by reducmg nsk factors such as; use of tobacco products physrcal |nact|\nty anci poor nutrrtron o
" cbasity: and ultra\nolet Ilght exposure ‘Other-cancers can be preventeci by gettlng vaccmated agalnst human paplllomawrus '
Cand hepatltls B vIrus In the past decade overwelght and obesaty have emergeci as new risk fastors for developmg certain |
cancers, mcludlng cclcrectal hreast {iteririe corpls (endometrlal} and ktdney cancers The |mpact of the current welght trends :_-":
" one cancer |nc|dence will not be fully known for several decades Contlnued focus on preventmg welght gam W|Il 1eac§ to Iower
rates of cancer and meny chronlc dlseases : T : :

o 'Screenzng is effectlve in |dent1fy|ng some types of cancers (see US Preventlve Serwces Task Force [USPSTF]
recommendahcns) mcludlng : : S ; :

B Breast cancer (usrng mammography)
. Cervical cancer (using Pap tests) - : : :
. Colorectai cancer {usmg fecal occult blood testlng, clgmmdoscopy or colonoscopy)

. Healthy Peop\e 2020 (www healthypeople gov)

Age-Adjusted Cancer Deaths
The following chart illustrates age-adjusted mortality in select towns in the Hospital of Central Connecticut
Service Area.

Q 50 100 150 plig 50 o 3a0

CONNECTICUT ‘ 167.42
Cancer: Age-Adjusted | :
. Berlin 193.75 H
Mortality . i ' ‘
(By Select Towns in the RS T
HOCC Service Area, _ : J
Burlingten 302.96
2006-2010) r ‘
Cheshire 4] 149.97
Cromwell | 158.56
Farntington J 15096
WMeriden ‘ 167.2§
New Britain ! 169.54
Nevington ‘ 172_]2.5
Source:  # ConnecticutDepartmentof Public Health Phainlle ‘ 1;86'73
Southington ‘ 170.7;2
West Hartford L 143.62




Lung cancer is by far the leading cause of cancer deaths in the area. Other leading sites include
prostate cancer among men, breast cancer among women, and colorectal cancer (both genders).

Age-Adjusted Cancer Death Rates by Site
(2011-2013 Annual Average Deaths per 100,000 Population)

Colorectal Cancer -

Sources: & COCWONDER Online Query System. Centers for Disease Cantrol and Prevention, Epidemislogy Pragram Office, Division of Public
Health Surveillance and Informatics. Data extracted February 2015.
« U3 Dapartmentof Health and Human Services. Healthy People 2020. December 2010. hitp:itwew healthypeople.gov

Cancer incidence

Incidence rates (or case rates) reflect the number of newly diagnosed cases in a given population in a given
year, regardless of outcome. They are usually expressed as cases per 100,000 population per year. Here,
these rates are aiso age-adjusted.

Cancer Incidence Rates by Site
(Annual Average Age-Adjusted Incidence per 100,000 Population, 2007-2011)

- B Hartford County @CT mBUS

Prostate Cancer Female Breast Cancer Lung Cancer Colon/Rectal Cancer Cervicat Cancer

Sotrces:  »  State Cancer Profites: 2007-11.

Retrleved February 2015 from Cammunity Gammans at http:/fwww.chna.arg.

Mates; « This indicator reports the age adjusted incidence rate {cases per 100,000 population psr year) of cancers, adjusted to 2000 US standard population age groups
{under age 1, 14, 59, ..., 80-84, 85 and oldar). This indicator is relevant because cancer is 2 lsading cause of death and it |s important o idanfify cancers
separalely to better target intervantions.
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Prevalence of Cancer
Skin Cancer

“Would you please tell me if you have ever suffered from or been diagnosed with cancer, not counting
skin cancer?”

“Would you please tell me if you have ever suffered from or been diagnosed with skin cancer?”

Prevalence of Cancers

B@HOCC PSA =HOCC SSA @ HOCC Service Area ®US
BO%
0%

0%

0%

Skin Cancer Cancer (Other Than Skin)

Sources; & 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [Items 30, 31]
# 2013 PRC Mational Health Survey, Professional Research Consultants, Inc,
Notes: s Asked of all respondents.

Cancer Risk

Aboutc uancer Rl k

Reduclng the na’uon s carcer burden requtres reducmg the prevalence of behawora[ and en\nronmental factors that lncrease - o
cancer r|sk : S IR o

Al cancers caused by crgarette smokmg could be prevented At least one thlrd of cancer deaths that occur in the

i “United States. are due to cigarette smaking.
-« According to the Amarican Cancer Society, about: one- th|rd of cancer deaths that occur in the Unlted States each year
T are due to- nutntron and physmal activity tactors mcludlng cbeSIty : S . :

: -'. Natlcnal Center fnr Chron:c Dssease Preventuon and héalt Promnt;on Centers for Dlsease Control and Pre\rentron = :

Cancer Screenings

The American Cancer Society recommends that both men and women get a cancer-related checkup duting a
regular doctor's checkup. It should include examination for cancers of the thyroid, testicles, ovaries, lymph
nodes, oral cavity, and skin, as well as health counseling about tobacco, sun exposure, diet and nutrition, risk
factors, sexual practices, and environmental and occupational exposures.

Screening levels in the community were measured in the PRC Community Health Survey relative to: female
breast cancer (mammography); cervical cancer (Pap smear testing); and colorectal cancer (sigmoidoscopy and

fecal occult blood testing).
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Famale Breast Cancer Screening

.'_-__'Aldout Screenmq for Eroast Cancer j L

The US F'reventrve Servrces Task Force (USPSTF) recommends screenlng mammography wnth orW|thout clrmcal breast Ce
o exammatlon (CBE) every 1-2 years for women age 40 and older R :

.+ /Rationale: The USPSTF found falr ewdence that mammography screenlng e\.rery 12 33 months srgnlﬂcantly reduces mortallty
. from breast cancer Evidence is. strongest for women.age 50 69, the age group generally |ncluded in screening trlals For
‘women age 40 44, the ewdence that screenrng mammography reduces mortat|ty from breast cancer is. weaker and the

women undergorng mammography at ages 40 49 but the delay in observed benef 1§ m women younger than 50 makes at
: _ drﬁ|cult to determme the :ncremental beneflt of begmnlng screemng at age 40 rather than at age SG S

The. absolute benet‘ t is smaller because the incidénce of breast cancer is lower among women in therr 405 than itis among
older women. The USPSTF concluded. that the evidence Is-also generahzah[e to women age 70 and older (who face 2 hrgher
‘i - absolute risk for breast cancer) it thelr. ife expectancy Is.not compromised by. comorbld dlsease “The. absolute probability.of - ) :
T benefts of regular mammography increase along a contmuum with age, whereas the Ilkel|hood of harms from screemng (false~ S i

posttwe results and unnecessary anX|ety b|opsres and cost) dlmlmsh from ages 40- TD The balanoe of benefiis and. potentia]

harms, therefore grows.more fa\rorable as women age. The precise age at which the potent|al benet" ts of mammography

: 'Just|fy the poss|ble harms is a subjectlve ch0|ce The USPSTF dld not fnd sut’fment e\ndence to specrfy the opt|mal screenmg
o lnterval for women age 40 49 ] : : : ; w : :

' US F'reventlve Servrces Task Force Agency for Healthcare Research and Qualny Us Deparlment of Health & Human Serwces - i '_ K

Note that other orgamzanons (e g Amencan Cancer Soc|ety Arnerrcan Academy of Farnlly F'hyslclans Arnerman College of F’hysldans Natlonal Cancer Instltute) may S
-have sllghty different screening guidelines. - . . . Lo . ;

Cervical Cancer Screening

ﬁtbout Scmoamd fdr cemcal Sa neer

The US Preventwe Serwces Task Force {USPSTF) strongly recommends screenmg for-cer\ncal cancer in-women who have
. been sexually actwe and have 2 cer\nx ‘ : :

Rat|onale The USPSTF found good e\rldence from mu[t|ple observatlonal studres that screenrng wrth cer\ncal cytology (Pap

_-smears) reduces JnC|dence of and mortahty from cerwcal cance ; _rect evrdence to determme the optrmal startlng and.; .

stopp]ng age and lnterval for screenmg is |m|ted Ind|rect e\ndence suggests most of the benefit- can be obtalned by begtnnmg '

. 'screening W|thrn 3 years of onset of sexua] actl\nty or age 21 (wh|chever comes ﬁrst) anct screen]ng at Ieast e\rery 3 years The R
'._USPSTF concludes that the benet‘ ts of screenmg substanha[ly outweigh potent|a[ harms :

The USPSTF recommends against routlnely screemng women older.than age 65 for cermcal cancer. lf they have had adequate
recent screenmg W|th normal Pap smears and are ot otherW|se at hlgh risk for cer\ncal cancer S

Ratronale The USPSTF found Ilmlted ewdence to determ|ne the beneflts of cont|nued screen;ng in women older than 68. The
yteld of screemng is Iow in. pre\nously screened women otder than 65 due to the decllnmg 1n<3|dence of hlghhgrade cerwcal L
. :Iesnons after middie age. There is fair: e\ndence that screenmg women older than 65.is associated with an increased risk for .
“-potential harms lncludmg false posrtr\re results andi |nvas|ve procedures. The USPSTF concludes that the potentral harms of :
i '__screemng are likely to exceed benefits among older women Who have had normal results pre\nousty and who are not othenwise
-/t high risk for cerwcal cancer.- : : :

_' : 'The USPSTF recommends agamst rout|ne Pap smear screenmg in women who ha\re had a total hysterectomy for ben:gn :
“disease. e . : . L S

.Rat|onale The USPSTF found fa|r ewdence that the yreld of cytologrc screemng tS very low in.women after hysterectomy and
“poor evidence that screerning to detect vagma] canger rmproves health outcomes The USPSTF concludes that potentlal harms 5
of contrnued screenmg after hysterectorny ars. Iikely to exceed benet' ts. REEL i : ;

US F'revenUVe Servrces Task Force Agency for Healthcare Research and Qualny US Department of Health & Human Sennces )

" Note that other organlzatlons {e.g. Amerrcan Carwer Soclety Amerlcan Academy of Famrly Physrcrans Amerlcan College of. Physrcrans Natronal Cancer insmure) may :
. have slightly dlfferent screening guidelines. - - i




Colorectal Cancer Screenin

' Ah@ui Snreenmq for {39 omman Cam%‘r

. : The USPSTF recommends screenmg for cc:{orectal gancer usmg fecal occult blood tesiang 31gm01doscopy, or colonoscopy in.
i adults begmmng at age 50 years and contmumg unttl age’ 75 years S B g EEREAR

"The evldence is" conv;ncmg that screenlng for colorectal cancer W|th fecal occult blood test:ng 31gm0|doscopy, or colonoscopy o

- detedts early-stage cancer and adenomatous poEyps “There'i is" conwncmg ewdence that sareenlng with any of the three '
'recommended iests (FOBT agmmdoscopy, co]onoscopy) redlices colorectal caricer mortallty |n adults: age 50 to 75 years
Fo]low up of posstlve screening test results reqmres colonoscopy regardless of the screemng test used B :

. Us F‘reventwe Serwces Task Forc.e Agency fcr Healthcare Résearh 1d Qua]lty US Departrnent of Health 2 Human Senﬂces el

o Note tha‘c uther orgamzahons (e [ Amerlcan Cancer Socrety Amencan Academy of Famlly Physlcaans Amencan Col\ege of thsmans Nat\onal Cancer Insmute) may.'
L have E Jghtly dlfferent screenlng gu1de]|nes : . . . . R

Breast Cancer Screening: “A mammogram is an x-ray of each breast to look for cancer. How long has
it been since you had your last mammogram?” (Calculated below among women age 50 to 74 indicating

screening within the past 2 years.)

Cervical Cancer Screening: “A Pap test is a test for cancer of the cervix. How long has it been since
you had your last Pap test?” (Calculated below among women age 21 to 65 indicating screening within the

past 3 years.)

Colorectz] Cancer Scresning: “Sigmoidoscopy and colonoscopy are exams in which a tube is inserted
in the rectum to view the colon for signs of cancer or other health problems. How long has it been
since your last sigmoidoscopy or colonoscopy?” and “A blood stool test is a test that may use a
special kit at home to determine whether the stool contains blood. How long has it been since you had
your last blood stool test?” (Calculated below among both genders age 50 to 75 indicating fecal occult blood

testing within the past year and/or sigmoidoscopy/colonoscopy [lower endoscopy] within the past 10 years .}
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Cancer Screenings
Healthy People 2020 Target = 81.1% or Higher (Mammograms)
Healthy People 2020 Target = 93.0% or Higher (Fap Smears}
Healthy People 2020 Target = 70.5% or Higher (Colorectal}

#HOCC PSA ®HOCC SSA BHOCC Svc Area @USs

100%

B6.3%  85.3% 8e.9% _B9.9% 82.1%

84.8%
0% e |

60%
A%
20%

0%

Mammogram in Past 2 Years Pap Smear in Past 3 Years Appropriate Colorectal Cancer Screening
{Women 50-74) {Women 21-65) (Both Genders $0-75)

Sources: & 2015 PRG Community Health Survey, Professlona! Research Consultants, Inc. [ltems 128-130]
# 2013PRC Nationai Haafth Survey, Professional Ressarch Conaultants, Inc,
& US Dapariment of Health and Human Services, Hsalthy People 2020, December 2010, htip:/fwvw healthypsople.gov [Objestives C-15, C-16, and C-17]

Key Informant Input: Cancer
The following chart outlines key informants’ perceptions of the severity of Cancer as a problem in the
community:

Perceptions of Cancer

as a Problem in the Community
(Key Informants, 2015)

& Major Problem Moderate Problem & Minor Problem No Problem At All

Sources: e PRC Online Key Informant Survey, Professional Ressarch Consultants, Ine,
Notes: ® Asked of ali respondents.

Top Concerns

Among thase rating this issue as a “major problem,” reasons frequently related ta the following:

Prevention & Early Detection
Nof enough cancer preverntion programs in the community. — Public Health Expert

Due to lack of screening for eatly detection ptiposes. Not because of lack of availability but rather
because of lack of education to access the services. — Community/Business Leader

Very low income. People don't get to the doctor for preventative or early defection services so
don't seek treatment until they have advanced iliness. — Social Setvices Representative




Poor access to screening. Poor adherence to screening guidelines. Late detection, unnecessarily
high mortality rates. — Public Health Expert

At-Risk Populations

It's a major problem in communities of color. There are more and more people who are
diagnosed. — Social Services Representative

People of color are desperately impacted in most forms of cancer. — Health Provider (Non-
Physician)

While Latinos have lower incidence rales for some cancers, they have higher rates for some

others. They also have later detection rates and social determinants of health that impede
adequate wellness support during and after freatment. — Social Services Representative

High Cancer Rates

This case of cancer in the communily are growing. There are fack of knowledge of education,
prevent and screening regarding the issue of cancer. — Social Services Representative

Data show it to be. — Physician

Cost of Cancer Medications

There is very good hospital based care and treatment but the drug costs are soaring and with high
deductible plans palients are more and more responsible for the expense and it has caused
access issues, as has the reduced Medicare and commercial insurer reimbursement for the drugs
and the associated administration of the drugs. Most of these drugs require administration by
trained medical professionals. — Physician

Access to Specialists

§ There is little access locally to specialists. — Community/Business Leader
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Respiratory Disease

: Ahout Asthma & CQPB

.'Asthma and chronrc ohstructnre pulmonary disease (COPD) are srgnlﬁcant publls hea]th buz'dens Specn" C. methods of L
detectlon [intervention, and treatment exist that may reduce thls burden and promote health.

.Asthma isa chronlc mflammatory dtsordezr of the airways charactenzed by eplsodes of re\.rersrb[e breathmg problems due to ::'_ )
- alrway narrowing and obstructron These eprsodes can-sange in severity from mild to life threatenlng Symptoms of asthma
. include wheezing, coughlng chest tightness, and shoriness of breath. Darly pre\rentwe treatment can prevent symptoms and
: aftacks and enable mdlwduals who have asthma to tead actwe Iives : s :

' _':COPD isa preventable and treatable drsease charactenzed by arrflow I1m|tat|on that is, not fully rever5|ble The a|rﬂow I:m]tatlon :
‘s usually progressrve and assomateci wsth an abnormal |nflammatory response of. the Iung to nox;ous_p' rt|cles Or gases '
(typloally from exposure to c|garette smoke) Treatment can Iessen symptoms and Jmprove quahty of l|fe for those with COPD

g -The burden of resplratory drseases aﬁects :ndwrduals and their famtlres schoos workplaces ne|ghborhoods cttles and

) 'states Because of the cost to the healthcare system, the burden of resprratory diseases also falls on somety, it I paid for with =
"higher heaith msurance rates Iost productnnty, and tax dollars Annual healthoare expendrtures for asthma alone arg estlmated B
-"at$207brll|ort SRR S S S L _

: 'Asthma The prevalence of asthma has increased since 1980 However deaths from asthma have decreased smce the mid-
I 19905 The causes of asthma are an actlve area of research and mvo]ve both genetlc and enwronmental factors :

. R|sk factors for asthma currently belng mvestlgated rnclude S

D Ha\nng a parent with asthma .

« Sensftization to irsitants and allergens L
- .« Respiratory infeciions in oh||dhood
) Overwe|ght

. Asthma affects people of every race sex and age However 5|gn|t' icant d|spar1tre5 in asthma morbldity and mortallty exsst m

. part|cu|ar for low-income and mmorlty popu]atmns Populat|ons with higher rates of asthma. rnctude chrldren women (among C
- adults) and boys (among chrldren) -African Amenoans Puerio Ricans; people living in the Northeast Uhrted States people : ':-
: l;\.rlng befow the Federal poverty !evel and emp?oyees Wrth certarn exposures in the workplace s

- While there is not acure for asthma yet theze are dlagnoses and treatment gurdelmes that are armed at ensunng that aII
__people with asthma live fuII and actrve Iwes ' : : o :

) Can Healthy People 2020 (www healthypeople gov)

% [NOTE COPD was changed to chrenic !ower resprrato:y disease (CLRD) wsth the Entroducﬁon of ICD 10 codes CLRD fs used in vttal Slatlstlcs reportmg but COPD is
© ‘still widely Lised.and commonly found in suryeillance reports.j G ; . ) .

Age-Adjusted Respiratory Disease Deaths
Chronic lower respiratory diseases (CLRD) are diseases affecting the lungs; the most deadly of these is
chronic abstructive pulmonary disease (COPD), which includes emphysema and chronic bronghitis.

Pneumonia and influenza mortality is also illustrated in the following chart. For prevalence of vaccinations

against pneumonia and influenza, see also Immunization & Infectious Diseass.
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Chronic Lower Respiratory Pneumonia/lnfluenza:
Disease: Age-Adjusted Mortality Age-Adjusted Mortality
{2011-2013Annual Average Deaths per 100,000 Population) {2011-2013Annuat Average Deaths per 100,000 Population)
100 - S 108

2 L
Ll i
42.0
4 |
b 2
g S o —B
Hartford County Connecticut us Hariford County Connecticut us

Sources: « GDC WONDER Online Guery System. Carnters for Disease Gonirol and Prevention, Epldermiclogy Program Office, Division of Public Health Surveillance and
Infermatios. Data extractsd April 2015,
Noles: Deaths are soded using the Tenth Revision of the international Statistical Classification of Diseases and Related Health Problems (ICD-10).
» Rates are per 100,000 poputation, age-adjustad to the 2000 US Standard Population,
» Local, state and nationzl datz are simple three-year averages.
« GLRD is chronic lower respiratory disease,

Town-level mortality rates are shown below.

o % i & 0 19 @ I
CONNECTICUT 33‘.3
CLRD: Age-Adjusted
. Berlin 38.28
Mortality :I
{By Select Towns in the o 49.65
HOCC Service Area, ‘
Burlington 1235
2006-2010)
Cheshire 309
Cromwell 47.19
Farmington 25.15 '
Meridan 41.62
New Britaln 29,61
Newinglon 3293
Sowce: e Comecliout Departmentot Publis Health Plaiulie a2
Southington 27.68 ‘
West Hartford 27.68
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[ 5 Ul 18 ) % El
CONNECTICUT i
Influenza/Pneumonia:
Age-Adjusted -
Mortality Bristol
{By Select Towns in the
HOCC Service Area, chesrte
2006-2010) _—
Fanmingten
Meriden
New Britain
Newington
Plainville
Source: & Gomnecticut Departmentof Public Health
Southingten
Wast Hartiord

Prevalence of Respiratory Diseases

CORD

“Would you please tell me if you have ever suffered from or been diagnosed with COPD or chronic
ohstructive pulmonary disease, including bronchitis or emphysema?” |

Prevalence of
Chronic Obstructive Pulmonary Disease (COPD)

100%
80%
50% . P L e
40%

20%

1.6%

HOGC PSA HOCC S5A HOCC Service Area us

Bources: ¢ 20156 PRC Community Health Survey, Professional Research Consultants, Ins. [ltem 25]
+ 2013 PRC National Health Survey, Professlonal Research Consultants, Inc.
Notas; e Asked of all respondents.
+ Includesthese having ever suffered from or been diagnosed with GOPD or chronic abstructive pulmonary dissase, including bronchifis or emphysema.




oy

Asthma

Adults: “Have you ever heen told by a doctor, nurse, or other health professional that you had
asthma?” and “Do you still have asthma?” (Calculated below as a prevalence of all adults who have ever
been diagnosed with asthma and who still have asthma [*current asthma™]}.

Children: “Has a doctor or other health professional ever told you that this child had asthma?” and
“Does this child still have asthma?” (Calculated below as a prevalence of all children who have ever been
diagnosed with asthma and who still have asthma [“current asthma]}.

Adults: Children:
Current Asthma Prevalence Current Asthma Prevalence
100% IR IR 100%
RO% . 80%
0% . 0%
0% Co 0%

W% -

11.2%

o il _12.6%

2.2% 9.4%

0% Ry G
HOCC PSA HOCC 58A HOCC Sve Area us HOCC PSA HOCG 384 HOCC Svc Area us

Sources: 2015 PRG Gommunity Health Survey, Professional Research Consultants, Inc. [Items 134, 135]
+ 2013 PRC Nationaf Health Survey, Professlonal Research Consuitants, Inc.
Notes: Includes those who have ever heen diagnosed with asthma, and who report that they still have asthma.

Adults: Currently Have Asthma
{HOCC Service Area, 2015)
100% SRR :
80%
50%

400’;; . [ — P . - . e b e —

0% Y .. 169% 17.5%
8% 81%  po% % T6%

3% gav

Men Women 181039 40to6d 65+ Low Mid/High  White  Hispanic  Other HOCG
Income Income Svc Area

0%

Sources: 2015 PRG Community Health Survey, Professional Research Consultants, Ing. [ltem 134]

Hispantios can be of any race. Clherrace categories are noi-Hispanic sategorizations (e,g., “White® reflects non-Hispanic White respondeints).
Income categories reflect respandent's househeld income as a ratio to the federal poverty level {FPL for thelr household size, “Low Income’ includes households
with incormes up 1o 159%of the faderal poverty level; Mid/High Income” inclidas housaholds with incames at 200% ar mare of the federal poverty level.

L]

Naotes: » Asked of all respondents.
-
-




Key Informant Input: Respiratory Disease

The following chart outlines key informants’ perceptions of the severity of Respiratory Disease as a problem in
the community:

Perceptions of Respiratory Diseases

as a Problem in the Community
(Key Informants, 2015)

# Major Problem Moderate Problem @ Minor Problem No Problem At All

Sources. & PRGOnling Key Informant Survey, Professional Research Consuiltants, Inc,
Notas: o Asked of afl raspondents.

Top Concerns
Among those rating this issue as a “major problem,” reasons frequently related to the following:

Asthma
Asthma. — Physician

Very high rates of asthma. 40% or more for students in our schools. — Community/Business
Leader

Can be life threatening. — Health Provider (Non-Physician)

Tobacco use. Poor indoor air quality. Lack of affordable housing. High asthma rates. — Public
Health Expert

Pollution

This is primarily due fo the excessive amount of pollution in the community. — Health Provider
(Non-Physician)

Disease Management

g Patients nat following the doctor's orders and follow up care. — Health Provider (Non-Physician)

At-Risk Populations

% Latinos in CT suffer disproportionate rates of asthma and of inadequate asthma management. —

Social Services Representative
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Injury & Violence

Aeeut lngarv & ‘Jaelenee

) anunes ‘and vmlence are W|despread m soctety Both unmtentlonal |n]ur|es and those caused by acts of wolence are among the .
" top 15 kiliers for Amencans of all ages: Many people accept them as "acmdents “aots of fate or as part of life.” However
most events resultmg n lnjary d|sab1||ty, ar death are predlctable and preventable .' : R :

: Injunes are the Ieadlng cause of death for Amencans ages 1 to 44 and a [ead[ng cause of disability for alt ages, regardless of:' 5
sex, racelethnrcriy or somoeconon’uc status: More than 180 000 people d|e from. m;unes each year and apprommately 1in 10
sustalns a nonfatal |njury serlous enough to be treated ina hospltal emergency department AN : :

. Beyond the|r =mmed|ate health consequences m;unes and v1o|ence have a 5|gmf|cant |mpact on the well hemg of Amencans
by oontnbuting to : : TR a8 i SN

B Premature death
Disability A
- Paor mental-healif - -
High medical costs -

Lost productnnty

.. o

The effects of m]unes and \nolence extend beyond the |nJured person or vlct|m of vlolence to famrly members fr[ends, .
coworkers, employers and communlt[es : : : R

L Numerous factors can affect the risk of unmtent[onal |njury and v10lence mcludmg |nd1vrdua| behavmrs physzcal enwronment
. " adcess o health serwoes (rangmg frarm pre-hospltal and acute care t6 rehab|lltat|on) ‘and social environment (from parental k
o mon|tor|ng and superwsron of youth to: peer group assoo|at|ons nerghborhoods and commumtles) L

lntervent:ons addressmg these social and physmal factors have the potent:al to prevent umntentxonal mjunes and vJoIence e

: : Efforts to-preverit un|ntent10nal injury may focus on:

+. Modifications of the environment

& Improvements in product safety

-+ w Legislation and enforcement

~». Education and behavior change
. Technology and engmeenng

. Efforts to prevent wolence may focus or:

Y Changing somal norms about the acceptablhty of wo]ence : :
‘e Improving: problem- solvmg skilig (for example, parenting, Gonflick resolunon coplng) ;
e Changing policies to address the somal and aconomic oondltlons that often g|ve rise to v|otence )

e Healthy F'eople 2020 (www healthypeople gov) ]
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leading Causes of Accidental Death

Leading causes of accidental death in the area include the following:

Leading Causes of Accidental Death
(Hartford County, 2011-2013)

Falls 20.4%

Motor Vehicle
Accidents 18.7%

: Other 18.5%
Poisoning/Noxious

Substances 35.5%
Suffocation 7.0%

Sources:  « GDC WONDER Online Query System. Centars for Digease Control and Prevention, Epidemiclogy Program Office, Divislon of Public Health Surveillance and
Infermatics, Data extractad February 2015,
Notes: « Deaths are coded using the Tenth Revision of the International Statisticat Classification of Diseases and Refated Health Prok lems (/CD-10).

Unintentional Injury
Age-Adjusted Unintentional Injury Deaths

The following chart outlines age-adjusted mortality rates for unintentional injury in the area, including age-
adjusted mortality rates attributed specifically to motor vehicle crashes.

« Note the Healthy People 2020 fargsts.

Unintentional Injury: Motor Vehicle Crashes:
Age-Adjusted Mortality Age-Adjusted Mortality
(2011-2013Annual Average Deaths per 100,000 Population) (2011-2013 Annual Average Deaths per 100,000 Population}
Heaithy People 2020 Target = 36.0 or Lower Healthy People 2020 Target = 12.4 or Lower
100 . 0 e e
o . i e S .
w e 358 39.2 @

Hartford County Connecticut us Hartferd County Connecticut us

Sources. « CDGC WONDER Online Quety System. Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Survsillance and
Informatics. Data extracted April 2015,
+ US Depariment of Health and Human Services. Healthy Pecple 2020, December 2010. hitp:www healthypacple.gov [Objectives IVP-11 and IVP-13.1)
Motes. e Deaths are coded using the Tenth Revision of the Intemafional Statistical Classification of Diseases and Related Health Problems ICD-10}.
+ Rates are per 400,000 population, age-adjustad o the 2000 US Standard Population,
« Logal, state and national data are simple threa-ysar averagas.
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Unintentional Injury:

Berlin:

Age-Adjusted
Mortality
(By Select TOWI'IS in the Burlington
HOCC Service Area,
2006—201 0) Chashire

Cromwell
Farmington
Meriden
New Britain
Newlngton
Source:  « Connecticut Depattmsnt of Public Heaith Plainille

Southington

Wiest Hartford

Seat Belt/Car Seat Usage

EJ 160 Erl

J 109.23

‘ 43.97

J 47.89

26.39

U

25.32

]

H

39.46

26,01

Adulis: “How often do you use seat belts when you drive or ride in a car? Would you say: always,

nearly always, sometimes, seldom, or never?”

Chiidren: “How offen does this child wear a child restraint or seat belt when riding in a car? Would you

say: always, nearly always, sometimes, seldom, or never?”
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“Always” Wear a Seat Belt Child “Always™ Uses Appropriate
When Driving or Riding in a Vehicle Safety Restraint (Seat Belt/Car Seat)
Healihy People 2020 Target = 92.0% or Higher When Riding in a Vehicle
ok o 98.2% o,
0% - - 393% o i 100% 5.6% ...9.6 9% a5
0% 80%
B0% 6%
A% 40%
20% 0%
0% . . 0% il
HOCC PSA HOCC 88A HOCGC Sve Area us HGCC PSA HOCC 88A HOCC Svc Arez us

Sources. » 2015 PRC Gommunity Health Survey, Professional Research Consultants, Inc. [ltems 49 and 122]

» 2013 PRGC Mational Health Survey, Professional Research Consultants, Inc.

» US Departmentof Health and Human Services. Heatthy People 2020. December 2010. hitp:iwww.healthypaople.gov [Chjective IFY-15]
Notes: e Asked of all raspondents.

“Always” Wear a Seat Belt

When Driving or Riding in a Vehicle
(HOCC Service Area, 2015)
Healthy People 2020 Target = 92.0% or Higher

100%

gogw% A% gg,  W3% ergw 8% o0 o14% % 9%
e = 86.4% - .
80% ‘
80%
40%
0% -
0% : ; ; : Ay R : B
Men Women 181039  A0to 64 65+ Low MidHigh ~ White  Hispanic  Other HOCC
Income  Income Sve Area
Sources; 2015 PRC Community Heslth Survey, Professional Research Consultants, Inc. Ttem 49}

-

+ US Departmentof Health and Human Servicas. Healthy People 2020. December 2010, hitp:/Asww.heakhypeople.gov [Ohiective [VP-15]
Motes: + Asked of all respondents.

-

L]

Hispanics can be of any race. Other race categories are non-Hispanic categerizations (e.g., "White® reflects non-Hispanic White respendents).
Incame categories reflect respondent's househald income as a ratic to the federal poverty level (FPL) for thelr household size. “Low Incame” includes houssholds
with Incomes up to 196% of the federalnoverty level; "Mid/High Income" includes houssholds with incomes at 2003 cr mare of the federal poverty level.
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Bicycie Safety
Children Age 5-17: “In the past year, how often has this child worn a bicycle helmet when riding a

bicycle? Would you say: always, nearly always, sometimes, seldom, or never?”

Child “Always” Wears a Helmet When Riding a Bicycle
{(Among Parents of Children Age 5-17)
100% . =

80%
64.2%

60.2%

60%

40%

20%

0% S ; i i
HOGC PSA HOCC S8A HOCC Svc Area us

Solrces « 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [ftem 121]
& 2013 PRG National Health Survey, Professional Research Consuitants, Inc.
Moles: e Asked of all respondents with children age 5 to 17 athome.

Firearms
Age-Adjusted Firearm-Related Deaths

The following chart outlines the age-adjusted mortafity rate in the area attributed to firearms {including both

accidental and intentional discharge), compared to state and national rates.

Firearms-Related Deaths: Age-Adjusted Mortality

(2011-2013 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 9.3 or Lower

Hartford County cT us

Sources: e CDCWONDEROnline Query Systemn. Centers for Disease Control and Pravention, Epidemiology Program Office, Division of Public Health Survellance and
Infarmeatics. Data extracted February 2015.

1§ Dapartment of Health and Human Servioss. Healthy Paople 2020. December 2010, hitp:fwmw healihypeople gov [Objective [VP-30]

Deaths are caded using the Tenth Revision of the infernafional Statistical Glassification of Diseases and Related Health Froblems (IGD-10).

Rales are per 100,000 population, age-adjusted to the 2000 13S Standard Population.

|.ocal, state and national data are simpls three-year averages.

Notes:




Presence of Firearms in Homes

“Are there any firearms now kepf in or around your home, including those kept in a garage, outdoor
storage area, truck, or car? For the purposes of this inquiry, ‘firearms’ include pisiols, sholguns, rifles,
and other types of guns, but do NOT include starter pistols, BB guns, or guns that cannot fire.”

“An unlocked firearm is one that does NOT need a key or combination to get fo the gun or fire it. The
safety is NOT counted as a lock. Are any of these firearms unlocked?” and “Are any of these unlocked
firearms now loaded?” (Calculated below as the percentage of respondents who have firearms at home and

who keep at least one firearm unlocked and loaded.)

Have a Firearm Kept in or Around the House

(HOCC Service Area, 2015)
100%
80%
50%
40% : - 34.1%
19.7% N1%  20.1%
2% - A . - 135, - 168%  _16.8% _16.8%
21% '
Men  Women 16039 40to64 65+ Low MidHigh White Hispanic Other  PSA SSA  HOCC us
Income  Income Sve Area
Sources: 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [Hem 52]
2013PRG Natiohal Health Survey, Professional Ressarch Consultants, Ine.
Notes: Asked of all respondents.

In this case, firearms include pistols, shotguns, rifles, and other fypes of guns; this does not include starter plstols, BB guns, or guns that cannot fire.

Hispanics car he of any race. Otherrace catagories are non-Hispanic categorizations (e.g., "hiie" reflects non-Hispanic White respondents).

Income categories reflest respandent's household income as a rafie to the federal poverty level (FPL) for their household size. “Low tncome” Includes housshalds
with incomes uy to 198% of the federal poverty ievel; “MidHigh Incoms” includes households with incames at 200% or more of the federal poverty level.

intentional Injury {Violence)

Violent Crime

Violent crime is composed of four offenses (FBI Index offenses): murder and non-negligent manslaughter;
forcible rape; robbery; and aggravated assault. Note that the quality of crime data can vary widely from

location to location, depending on the consistency and completeness of reperting among various jurisdictions.
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Violent Crime
(Rate per 100,000 Population, 2010-2012)

400 e -

350
300
950
200
150
100 -

50

Hartford County cT us

Sources:  »  Federal Bureau of lnvesiigation, FBE Uniform Crime Reperts: 2012,

Retriaved February 2015 from Commenity Commens at hitp.fivenw chna. e,

Notes: »  This indioater reports the rate of viokent cime offenses reported by the sheriff's office or county polioe department per 100,000 residents. Violent crime includes

hamicide, rape, Tobhery, and aggravaled assault, This indioator s relevant because it assesses community safety.

Participation by law erfarcement agencies in the UGR. program is voluntary. Sub-state data do not necessarly represent an exhiaustive ist of erimes due to gaps in reparting.
Also, some Institutions of higher education have Lheir o police departments, which handle cffenses cocurring within campus grounds; these affenses are notincluded in the
viotent arime stafistios, but can be obtained from the Unifonn Grime Reparts Universities and Colleges data tables.

-

Violent Crime Experienca: “Have you been the victim of a violent crime in your area in the past §
years?”

Intimate Partner Violence: “The next questions are about different types of violence in relationships
with an intimate partner. By an intimate partner, | mean any current or former spouse, boyfriend, or
girlfriend. Someone you were dating, or romantically or sexually intimate with, would also be
considered an intimate partner. Has an intimate partner ever hit, slapped, pushed, kicked, or hurt you
in any way?”

Have Ever Been Hit,
Victim of a Viclent Crime Slapped, Pushed, Kicked, or Hurt
in the Area in the Past Five Years In Any Way by an Intimate Partner
- o U o
. e -
o o e
% - - 0%
0% - - e 20% win T 15.0%,
2.0% 43% 3.4% 28%
% - S i 0% M
HOCCC PSA HOCC SSA HOCC Sve us HOCC PSA HOCC S8A HOCC Sve us
Area Area

Sources: & 2015 PRC Community Health Survey, Professional Research Consultants, Ine. fltems 50, 61]
» 2013 PRG National Haaith Strvey, Professional Research Gonsultants, [nc.
Notes: Asked of all respondents.
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Key Informant input: Injury & Violence
The following chart outlines key informanis’ perceptions of the severity of Injury & Violence as a problem in the
community:

Perceptions of Injury and Violence

as a Problem in the Community
(Key Informants, 2015)

B Major Problem Moderate Problem 8 Minar Problem No Problem At All

Sources: & PRC Online Key Informant Survey, Professional Resaarch Consultants, Inc.
Noles: & Asked of ali respondents.

Top Concerns
Among those rating this issue as a “major problem,” reasons frequently related to the following:

Gang Activity & Youth Violence

Every day there are people in my community either getting killed or injured due fo guns, gang
related matters, drug problems, efc. — Social Services Representative

We have a fof of gang activity. — Health Provider (Non-Physician)

There is a high prevalence of community violence and gang involvement in Hartford. Many young
people are negatively influenced by peers and end up in unsafe situations. Many residents do not
feel safe because of the violence and research has demonstrated the impact of high levels of
communily violence on child development and the stress that it creates which is can impact
social/emotional development and wellbeing. — Community/Business Leader

Our students are affected by high rates of violence in our community. — Community/Business
Leader

Environment & Economic Stressors

Hartford is an urban center with a significantly economically stressed population. Injury and
violence statistics vary by neighborhood, but are above stafe averages. — Community/Business
Leader

Poverty, people have many daily issues and they used substances, have litfle hope and are
frustrated with their life and then resort to utilizing poor skills. — Health Provider (Non-Physician)

! believe that there is more harm done fo children through intentional or unintentional injury than
any childhood illness. The long term effects of being exposed to violence at an early age is not
something we measure, but impacts our health system, educational system and judicial system.
Access to weapons is a problem when mixed with stress, poverly, efc. Many unintentional injuries
are easily preventable, but a hurried lifestyle along with "it won't happen to me" attitude are bad
combinations. — Health Provider (Non-Physician)

Unsafe housing conditions. Lack of safe play spaces. Young parents with lack of parenting skills,
abuse and neglect. — Public Health Expert
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Domestic Violence

Domestic violence is an ongoing issue and more needs to be done tied to helping physicians and
other clinicians identify and then help direct patients who have been a victim of domestic violence.
There is also a need for interpreter services tied to communicating with those often who have
been abused. — Physician

Domestic violence and youth violence. — Communily/Business Leader

Many of these are preventable, so you would expect to see this decreasing as knowledge is
disseminated. Instead we see family violence and unintentional injuries repeated generation after
generation. — Social Services Representative

Prevalence of Violence

Homicide and other intentional injury. Alcohol-related injury. — Physician

Studies/assessments have determined that to be the case. — Community/Business Leader

Homelessness

The community | am referring to is those experiencing or at risk of homelessness. For women and
families, domestic violence is often related to episodss of homelessness. Also, for those
experiencing homelessness, the threat of injury and viclence is a significant issue. -
Communily/Business Leader
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Diabetes

: : Aboﬁt [};abetea

'. Dlabetes mellltus occurs when the body cannot produc:e or respond approprlately to |nsu||n tnsulin is .a hormone that the body .
" needs to absorb and use glucose (sugar) as fuel for the body s.cells. Without a properly functlonmg insulin srgnallng system :
. blood glucose Ievels become eigvated and other: metabollc abnormalltles oCeur, Jeading to the development of serious,
disabling compllcatrons Many forms of diabetes exist; the three common types are; Type 1 Type 2 and gestatlonal dlabetes
: Effective therapy can prevent or delay dlabetrc complrcatlons

-Dlabetes me!lrtus

» Lowers life expectancy by up to 15 years
"' ‘Increases the risk of heart disease by 2o 4 times, .
s the Ieadmg cause of t{ldney fallure Iower Ilmb amputatlons and adult-onset bhndness

..~ The rate of dlabetes melitus contlnues to |ncrease both in. the United States and throughout the world. Due to the steady rise in

. the number of persans with dlabetes mellitus, and posmbly earller onget of type 2 dlabetes ‘mellitus, there is growmg concern o

- about the pOSSIbIhty that the :ncrease in the number of persons with dlabetes mellitus and the compleX|ty of thelr care mlght :
overwhelm emstrng healthoare systems : N : : -

- : F’eopie from mlnorlty populatlons are more frequently affected by type 2 dlabetes Mmorlty groups constrtute 25% of aII adult :_-
: : patlents wrth dlabetes m t?te us and represent the majorlty of chlldren and adolescents with type 2 dlabetes T

Llfestyle change has been proven effectlve in preventlng or delayrng the onset of type 2 dlabetes in hlgh rlsk |nd|v1duals

« Healthy People 2020 {www. hsatthypsople gov)

Age-Adjusted Diabetes Deaths
Age-adjusted diabetes mortality for the area is shown in the following chart.

+ Note the Healthy People 2020 target (as adjusted to account for diabeles mellitus-coded deaths).

Diabetes: Age-Adjusted Mortality

(2011-2013 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 20.5 or Lower (Adjusted)
25

Hartford County CcT us

Saurces: e COC WONDER Online Guery System. Centers for Disease Cantrol and Pravention, Epidemiology Program Offios, Division of Fublic Health Surveillance and Infarmatios.
Data extracted February 2015,

U3 Departrment of Health and Human Services. Healthy Pecple 2020. December 2090, hitp:ffiwww.healthypeople.gov [Objective D-3]

Daaths are coded using the Tenth Revision of the Intemaional Statistical Classificalion of Diseases and Related Health Problems {IGD-0).

Rates are per 103,000 population, age-adjusted fa the 2000 US Standard Population,

Loaa), state and nationat data are simple three-year averages,

The Heafthy People 2020 target for Disbetes is adjusted to account for enly diabetes mellitus coded deathe.

Notes:

LR B




CONNECTICUT J 15.87
Diabetes: Age-
Adjusted Mortality ~ ** | B
(By Select Towns in the e ‘ 182
HOCC Service Area, = ‘
2006_2010) Gheshire ‘ 18.42
Cromwall —‘ 15.54
Farmington J 13.55
Meriden ‘23.E7
New Britaln J 21.11
Hewlngton | 158
Plcinile I 1829
Source: e Cennecticut Department of Publlc Health
Southington ‘ 1511
West Hartford l 1254

Prevalence of Diabetes
“Have you ever been told by a doctor that you have diabetes? (If female, add: Not counting diabetes

only occurring during pregnancy?)”

“(if female, add: Other than during pregnancy,) Have you ever been told by a docior or other health

professional that you have pre-diabetes or borderline diabetes?”
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Prevalence of Diabetes

106%

80%

60% e - N Ancther 8.8% of adults
report that they have been
diagnosed with "pre-

" diabetes" or “borderling”
40% diabstes
L5 3 1 natianwide)

v

2% 9.8% 10.7% ' 11.7%

20%

% ‘ : _
HOCC PSA HOCC SSA HQCC Svc Area Us

Sources: # 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem 136]
= 2013 PRC National Health Survey, Professional Research Constiltants, Inc.

Nates: & Asked of alf respondents.
+ Local and national data exclude gestation diabetes (ocourring enly during pregnancy).

Prevalence of Diabetes
(HOCC Service Area, 2015)

100% - - e

80%

0%

40%

23.5%

19.2%

20% 16.3%. . ... 15.2%
8.1%

128%

10.7%

0.9%
Men Women 18to39 40to 64 85+ Low MidHigh  White  Hispanic  Qther HOCC
Income  [ncome Svc Area
Solrces! 2015 PRC Community Health Survey, Professlonal Researeh Gonsultants, Inc. {ltem 135]
Notes; Asked of all respondents.

Hispanics can be of any race. Otherrace categories are non-Hispanic catagorizafians (a.g., "White” reflecta nen-Hispanic White respondents).

Income categaries reflect respandent’s household income as a ratio fo the federal paverty level (FPL) for their household size. "Low Income” Includes households
with incomes up to 199% of the federal poverty level, Mid/High Income" includes households with Incomes at 200%ar more of the federal poverty level.

+ Excludes gestation diabetes {ocourring only during pregnancy}.




Diabetes Testing
“Have you had a test for high blood sugar or diabetes within the past three years?”

Have Had Blood Sugar Tested in the Past Three Years
(Among Non-Diabetics)

100%

80%

59.3%

60% 56.0%

40%

20%

0% i S E S :
HOCC PSA HOCC 8SA HOCC Svc Area us
Sources: s 2015 PRG Community Health Survey, Professional Research Consultants, Inc. [item 40]

« 2013 PRG National Health Survey, Prefessional Research Consultants, lne.
Notes: o Asked of respondents wio have not been diagnosed with iabetes,

Key Informant Input: Diabetes
The following chart outlines key informants’ perceptions of the severity of Diabetes as a problem in the

community:

Perceptions of Diabetes

as a Problem in the Community
(Key Informants, 2015)

Minor Problem & No Problem At Al

B Major Problem Moderate Problem

24%

Sources! = PRC Online Key Informant Survey, Professional Research Censultants, Inc.
Motes: + Asked of all respondents.




Challenges
Among those rating this issue as a “major problem,” the biggest challenges for peaple with diabetes are seen

ds!?

Disease Management
Management. — Public Health Expert
Disease managemernt. — Public Health Expert

Staying on top of their medication management and practicing good nutrition. — Health Provider
{Non-Physician)

The biggest chalffenge is being able to afford diabetic medication, having access to healthier food
alfernatives and the biggest challenge is changing eating habits. — Health Provider (Non-
Physician)

Being diagnosed in the first place, then once diagnosed finding a primary care physician to help
with ongoing care, then being able {o afford medications then changing lifestyle to become
healthier. — Health Provider (Non-Physician)

Prevention and access fto treatment. — Physician

At-Risk Populations

Diabetes is an issue that is affecting the Latino community at an alarming rate. If is not just about
education my community on what to eat and so on, but it is also about educating the community
on how certain foods will affect diabetes and what are the best approaches. Adherence fo meds is
another factor, if a patient truly understands what these meds are for, side effects, etc. They will
make better informed decisions. — Social Services Representative

Latinos have higher diabetes incidence and more complications and mortality due to diabetes. A
randomized conirolled trial conducted by Hartford Hosp., Yale Univ. and MHC provided in-home
peer counseling to Latinos patients of HH with diabetes. Findings included: a) this intensive
service model, 17 home visits in one year decreased the HbA1 (b) down one full point compared
fo .4 in the control group, and the difference was sustained six months post-intervention and ¢)
gaps in care, care coordination and cultural competence identified by the hospital’s clinical team
that partnered in the study - including the need for in-hospital care coordination and cultural
competence training. The peer counseling service ended when the study ended. HHC is purstuing
ways to sustain funding for community health workers through the affordable care act, including
specialized, infensive models like this one, that ultimately improve health and save health care
dollars, — Social Services Representalive

High risk population with socio-economic harriers o weliness and nuirition strategies to prevent or
miligate diabetes. — Community/Business Leader

A serious problem in communities of color, and may grow in the general population with high
obesity rate. — Community/Business Leader

Diabetes Education & Prevention

Awareness to prevent onset of diabetes. — Public Health Expert

Diabetic patients with care GPAs for recommended services such as Optometry, Podialry and
MNutrition. Lacking appropriate education. — Health Provider (Non-Physician)

There are several challenge of people with diabetes including diabetes prevention, education and
management. — Social Services Representative

Besides access to endocrinologists, patient education and inforration appears fo be rather
lacking, especially information in Spanish and other languages other than English. — Physician




Diet, Exercise & Weight

I think two of the biggest challenges are obtaining quality nutritious food and maintaining proper
physical activity levels. — Health Provider (Non-Physician)

Limited access to fresh fruit and vegetables. — Social Services Representative

Healfthy eating. If is expensive to eat healthy. — Social Services Representative

Weight control. — Community/Business Leader

Prevalence of Diabetes

There is a high prevalence of diabetes in Harlford. Further we know obesity is a struggle and a
high percentage of the population is overweight. Hartford is a food desert and there are a number
of barriers to accessing healthy food and exercising. — Community/Business Leader

Studies/assessments have determined that to be the case. — Communily/Business Leader
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Alzheimer’s Disease

: _-Ahou% Demenﬁa.

'-Dementla is the loss of cognltive functlonlng—thlnklng. remembermg and reasonlng—to such an extent thai it interferes, wﬂh a
' '_'person s (ially life, Dementla is not a disease itself, but rather a et of symptoms Memory Ioss sa common symptom of :

.* dementia, although memory joss by itself does not mean a person has dementia. Alzhelmers dlsease is the most common

- cause of dementsa accountmg forthe majunty of al! dlagnosed cases : i SRR

A]zhelmer $ dlsease is the Gth Ieadmg cause of death among adults age 18 years ; and oider Estlmates vary, but experts
suggest 1hat up to 5 1 million-Americans age 65 years, and older have Alzheimer's dlsease These numbers. are predlcted to
more than double by 2050 unless more effectlve ways te 1reai and prevent Alzhelmer’s dlsease are found.

Healthy People. 2020 (W, healthypeople gov)

Age-Adjusted Alzheimer’'s Disease Deaths
Age-adjusted Alzheimer’s disease mortality rates for the region and select towns are outlined in the following
charts.

Alzheimer's Disease: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

50

40

Hartford County CT us

Sources: ¢ GDCWONDER Online Query System. Canters for Disease Gonfrel and Prevention, Epidemiology Frogram Office, Divisian of Public Health Survefllance and
Informatlcs. Data extracted February 2015,

Notes; + Deaths are coded using the Tenth Revision of the internafional Stafistical Classification of Diseases and Related Health Prablems {{CD-10).

Rates are per 106,000 pepulation, age-adjusted to the 2000 US Standard Population,

Lacal, state and naional data are simple three-year averages.




4 5 10 15 et % ) s}
. . COMNECTIGUT l 16.83%
Alzheimer's Disease: !
Age-Adjusted Bern 2745
Mortality ] :
. Bristol 12.97 :
(By Select Towns in the ‘ |
HOCC Service Area, Chashire 26.02
2006-2010)
Cromwell 17.13
Farmington ?.9.31
Meridan 11.46 ‘
New Britain 11.44

Newington 15.82

! ;
Source: e Cannecticut Departimentof Public Health : : | ‘

Soulhington . 30.26

West Hartford 20.49

Key Informant input: Dementias, Including Alzheimer’s Disease
The following chart outlines key informants’ perceptions of the severity of Dementias, Including Alzheimer's

Disease as a problem in the community:

Perceptions of Dementia/Alzheimer's Disease

as a Problem in the Community
{Key Informants, 2015}

& Major Problem Moderate Problem 2 Minor Problem No Problem At All

Sources: e PRG Onling Key [nformant Survey, Professional Research Gensultants, nc.
Notes: = Asked of all respondents.

Top Concerns
Among those rating this issue as a "major problem,” reasons frequently related to the following:

Support for Patients & Caregivers

 Lack of support for caregivers. Financial and emotional burden on families with little to no
available support. — Public Health Experl

| Insufficient community suppori for persons with dementia, Alzheimer's. — Public Health Expert
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Limited support, evaluation process and treatment regimens varied and not standardized. — Health
Provider (Non-Physician)

Unsure of the prevalence, but the stress on families, especially when onset is rapid, can be
debilitating. This is not solely about the individual. — Health Provider (Non-Physician)
Low-Income Seniors

Many low-income seniors do nof have adequate support or advocacy to deal with these
challenges. — Community/Business Leader

There is only an option for expensive care nothing exits for those who cannot afford it. — Health
Provider (Non-Fhysician)

Lack of Geriatricians

Connecticut has a shortage or rather limited number of geriatricians and much of the care is
limited fo home care and nursing home facilities. There are simply not that many independently
practicing geriatricians becatise the reimbursement is simply not sufficient. — Physician
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Kidney Disease

. Ahom thmc Kadnev Dseeeee

2 ChFOnlC k:dney dlsease and end- stage renal dlsease are slgnlﬁcant publto health problems in the Unlted States and a maJor o
souroe of suffenng and poor quality of l|fe for those afflicted: They are respon5|ble for premature death and exact & h|gh '
'economlc piice from’ both the pnvate ahd publlc sectors Neerly 25% of the lVIedloare budget is used o treat people thh o L

' ohromo kldney dlsease and end stage renal dlsease k IR s : : B

o 'Genet]c determmants have a Iarge mfluence on the development and progressmn of chronlc ktdney dlsease It |s not possuble
1o alter'a person’s b;ology end genetic determmants however; environmental mﬂuences and |nd|V|dua| hehaviars: also have a.
stgnmcant influence on the development and progress;on of chronic kldney disease. As d restiit; some populatlons are. _':
d|sproport|onately affected Successful beha\nor modlf catlon |5 expected to have a posmve |nﬂuence an the d|sease o

: _.D:abetes is the most common cause of kldney fa|lure The results of the Dlabetes Preventlon Program (DPP} funded by the
. national- lnstltute of Dlabetes and Dlgestlve and Kldney Dlseases (N[DDK) show that moderate exerCIse a healthler dlet and
_ wesght reduotlon can prevent development of type 2 dlabetes |n persons at r|sk : L

. Healthy Peoole 2020 (www healthypeople gov):

Age-Adjusted Kidney Disease Deaths
Age-adjusted kidney disease mortality is described in the following charts.

Kidney Disease: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

100

60

40

20

Hartford County CcT

Sources: & CDCWONDER Online Query System. Centers for Disease Gonfrol and Prevention, Epidemiolegy Program Office, Division of Public Heatth Surveillance and
Infarmatics. Data extracted February 2015.
Notas: » Deaths are coded Using the Tenth Revision of the Intemational Statistical Glassification of Diseases and Related Health Problems (ICD-10}.
« Rates ara per 100,000 poputation, age-adiusted o the 2000 US Standard Populafion.
« Local, state and natlonal data are simple three-year averages.
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Kidney Disease: Age-
Adjusted Mortality B Bz
(By Select Towns in the ’ L
HOCC Service Area, et 1457
2006-2010) .
Cheshire 31.23
Farmingten 10.22
Meriden
New Biritain 12.39 .
|
Newlngian 1123 i
Plainvitie 16.23
Source: & Connecticut Depattment of Public Health
Southlnglon 124
West Hartford 1155

Prevalence of Kidney Disease

“Would you please tell me if you have ever suffered from or been diagnosed with kidney disease?”

Prevalence of Kidney Disease

100%

80%

60% . -

200 e e

0%

3.2% 2.0%

0%
HOCC PSA HOCG SSA

Sources; « 2015 PRC Gommunity Health Survay, Professional Research Consultants, Inc. {item 33)
o 2013 PRC Mational Health Survey, Frofesslonal Ressarch Gonsultants, nc.
MNotes: e Asked of all respondents.

HOCC Svc Area

2.5%

3.0%

us

18.37
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Key Informant Input: Chronic Kidney Disease
The following chart outlines key informants' perceptions of the severity of Chronic Kidney Disease as a problem

in the community:

Perceptions of Chronic Kidney Disease

as a Problem in the Community
(Key Informants, 2015)

® Major Problem Moderaie Problem B Minar Problem Mo Probliem At All

Sources: e PRC Onling Key Informant Survey, Professional Research Consultants, Inc.
Notes: » Asked of allrespondents.

Top Concermns
Among those rating this issue as a “major problem,” reasons frequently related to the following:

Related to Other Serious Health Issues
Results from a number of other prevalent conditions. — Physician
It leads to other serious ailments that can be life threatening. — Health Provider (Non-Physician)

There are many different factors that leads to chronic Kidney disease such as diabetes or
hypertension. — Social Services Representative

African American Community

Chronic kidney disease is often suffered by members of the African American descent, which is
the population group thal makes up the majority of the Hartford area. This is due to the lack of
proper diet, medical management of hypertension and diabetes, all of which are greatly suffered
by members of this community as well. — Health Provider (Non-Physician)

African Americans are three times more fikely to experience kidney failure than whites. — Health
Provider (Non-Physiciar)

Prevale.nce of Kidney Disease
g Studies/assessments have determined that to be the case. — Community/Business Leader

Lack of Nephrologists

i There are very few actively clinically practicing nephrolagists in Connecticut that are not fied fo
. academic medical centers, it makes access to ESRD care very trying for patients in the outlying

areas. — Physician

&
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Potentially Disabling Conditions

_ r‘%heut %r%:hm;e Oeteommels & Ch?eme Eack Coadlacna iR

' There are more than 100 types of grihritis, Arthntrs cornmonly occurs with other chromc condmcns such as dlabetes heart
disease, and obesrty lnterventlons to treat the pain and reduce the funchonat limitations from arihritis are |mportant and may
also enable people with these other chronic conditions to be more physmally active. . Asthritis affects 1. in 5 adults and -

'contmues to be the most. cOmmon gatise of disability. It costs more than $128 billion per year, All of the human and econom|c

. 'costs are prOJected to increase over fime as the population ages. There are rntervenhons that can reduce arthnt|s pain and

' functional-limitations, but they remain underused These |nclude |ncreased physu:al ac:t|V|ty setf management educatlon and
: we|ght Ioss among ovenwetghtfobese adults ' : LU : RIS :

'_'Osteoporosm Is - a dlsease marked by reduced bone strength leading to an: |ncreased nsk of fractures (broken bones) In the ’
United States,: an estlmated 5 3 mllllon people age 50 3 years and older have osteo orosts Most of these people are women,

- but about 0 8 m||l|on aré men Just over 34 million i more people |nclud|ng 12 mrlil'on men have low bone mass, which puts .
them at Jncreased rrsk for developing osieoporosm Half of all waomen and as many as. 1 in 4 men age 50 years and older W|ll
have an osteopor03|s related fracture |n the|r llfetrme s : : : i

Chromc back pam is common, cost]y, and potentlally dlsabllng About 80%. of Amencans expenence Iow back pam |n thelr S
- __I|fet|me i is estrmated that.each year; R : . . -

‘s 15%-20% of the population develop protracted back pam

"o 2-8% have chronic back pain (pain that lasts more than'3. months)

. 34% of the population'is temporanly disabled. due 1o hack pain. - : o
: . 1% of ihe workmg age populatlon is drsabled completely and permanenily as a result of low back pam

: : "Amencans spend at least $50 btllzcn eaoh year on low back pam Low back pam lS the

~ e 2M |eading cause of fost work time (after the common co]d)
- e 3 myst common reason to undergo a surgrcai procedure i
. 5th most frequent cause of hosp;tallzancn R

:Arthntls osteoporosis, and chrcmc back cond|t|ons all have maJor effects on quallty of Ilfe the ab|l|ty ] work and basrc.
“activities of daily living. : L : NS : :

. Healthy Peaple 2020 (www, healthypeople gov)

Arthritis, Osteoporosis, & Chronic Back Conditions
“Would you please tell me if you have ever suffered from or been diagnosed with arthritis or

rheumatism?” (Reported below among only those age 50+.)

“Would you please tell me if you have ever suffered from or been diagnosed with osteoporosis?”

(Reported below among only those age 50+.)

“Would you please fell me if you have ever suffered from or been diagnosed with sciatica or chronic ‘
back pain?” (Reported below among all adulis age 18+.)

See also Activity Limitations in the General Health Status section of this report.




, Prevalence of Arthritis,
Osteoporosis & Chronic Back Conditions

106%

'BHOCC PSA ©HOCC SSA BHOCC Svc Area @US

%

0%

42.1%

0% - L B7.8% | 37.3%

24.9%

0%

10.6% 9.0% 9.6% o

Arthritis (Age 50+) Osteoporosis (Age 50+} Sciatica/Chronic Back Pain {Age 18+)

Sources; e 2015 PRC Community Health Survey, Professional Research Consultants, Inc, [Hems 29, 138, 140}
» 2013 PRG National Health Survey, Professional Research Consultants, Ine.
Noles: o Agked of all respondents.

Key Informant Input: Arthritis, Osteoporosis & Chronic Back Conditions
The following chart outlines key informants’ perceptions of the saverity of Arthritis, Osleoporosis & Chronic
Back Conditions as a problem in the community:

Perceptions of Arthritis/Osteoporosis/Back Conditions

as a Problem in the Community
(Key Informants, 2015}

= Moderate Problem & Minor Problem No Problem At All

@ Major Problem

Solrces: & PRC Online Key Informant Survey, Prafessional Research Consuitants, Inc.
Notes: « Asked of alf respondents.

Top Concerns

Among those rating this issue as a “major problem,” reasons frequently related to the following:

Prevalence
Is a common identified medical problem among our patients. — Health Provider {Non-Physician)

Common chronic condition leading to pain and disability. — Physician

Lack of Rheumatologists

There are fewer and fewer available Rheumatologists who are focusing full time on rheumatoid
related conditions. Also, there are fewer clinically practicing orthopedisls who are not hospital
employed and who have available office hours. — Physician
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Vision & Hearing Impairment
Vision Trouble

._eeﬁem

- Vision is an essentlal part of everyday I;fe inﬂuencmg how Amerrcans of all ages Iearn communrcate work play and mteract
'_ with the world Yet mrllrons of Amencans live with vrsual |mpa|rment and many more rernarn at nsk fo;r eye drsease and
_preventable eye mjury : : : : : :

: _The eyes are an |mportant bot often overlooked part of overail health. Desplte the preventable nature of s0Mme vision

' -|mpa|nnents many peopte do not receive recommended screenings: and exams. A visit o an eye care professronal for a :
. -comprehensive d:lated eye exarm can help o deteot common vrswn problerns and eye dlseases includrng dlabetlo retrnopathy, ;

: __glaucoma cataract and age-re]ated macular degeneratron : Ll o : :

"-These common vrsmn preblems often have no. early Warnrng srgns lf a problem is detected an eye care professsonal can '
prescnbe correcttve eyewear medrcrne or surgery to mmrmrze vrs10n Ioss and help a person see hrs or her best '

_ Healthy vrsron can help to ensure a healthy and active lrfesty]e well |nto a person's, later years Educatmg and engagrng '
famrlles communrtres and the natron is cntrcal to ensunng that people have the rnformat:on resolrces, and tools needed for
'.'good eye health - ERRRA : : : '
o - Healthy People 2020 {wwwhealthypeople gov) - .

Hearing Trouble

.&hee‘z Hest’md & Gét&er Sensew or Gemmunrcatron Dasorders

.An |mparred abllrty to communrcate with others or matntarn good balance can. lead many. people to feel soctally |solated have '_ : B
o unmet heatth needs have limited success 1n school or on the]ob Communrcatron and other sensory processes contnbute to_ :
our, overall health and wel berng Protectlng these processes is cntrcal particularly for people whose age race, ethnrcrty, T
: .:gender occupatlon K enetrc background or health status places them at |ncreased risk. § RO

Many factors: rnﬂuenc the numhers ofAmencans who are dragnosed and treated for hearrng and other sensory or : .

E communlcatron drso ers, uch: a soclal determinants (social and economic standrngs age of dlagnosrs :cost and strgma of-._
' d nd unheatthy szestyle ohorces) In addltlon brologrcal cayses. of hearmg loss and ( ther sensory orc :
|sorders lnclude genetrcs vrral or bactenal mf tron 'sensrtrwty to:c ain. dmgs or medrcatrons rnjury and

'.weanng 4 heann
’ _-communrcatron

: _.aging

. _As the natron S populatlon ages and survrval rates fGt’ med:cally fragrle mfants and for people W|th severe |njunes and acqurred v
o 'dlseases lrnprove the prevalence of sensory and commumcatron drsorders is expected to nse : : )

e Healthy l—"enple 2020 (www healthypeople. gov)

“Would you please tell me if you have ever suffered from or been diagnosed with blindness or trouble

seeing, even when wearing glasses?”

“Would you please tell me if you have ever suffered from or been diagnosed with deafness or frouble

hearing?”

» MNote the higher prevalence among older adults (age 65+).
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60%

40%

] Among 65+ 12.0% | | Amang 85+ 23.1% |
it e Y Y
5.8% 6.9% 8.5% 101% 9.2% 10.3%
hut o - .

Blindness/Trouble Seeing, Even With Carrective Lenses Deafness/Trouble Hearing

Sources:. e 2015 PRG Community Health Survey, Professional Research Consultants, lne. {Hems 26-27)
& 2013 PRC Natlonal Health Survey, Professional Research Consuliants, Inc,
Noles: ® Asked of all respondents.

Key Informant Input: Vision & Hearing
The following chart outlines key informants’ perceptions of the severity of Vision & Hearing as a problem in the

community:

Perceptions of Hearing and Vision

_ as a Problem in the Community
{(Key Informants, 2015)

7 Minor Problem No Problem At All

#AMajor Problemt B Moderate Problem

Sources:  # PRG Online Key Informant Survey, Prafessional Research Consultants, Inc,
Notes: e Asked of all respondstits.

Top Concerns
Among those rating this issue as a “major problem,” reasons frequently related to the following:

Cost of Services

Cost of hearing aids and the cost of glasses but also the availabitity of specialized ophthalmologic
are limited, especially for Pediatrics. — Physician

The number of providers accepting Medicare/Medicaid is limited, especially in the rural areas my
agency serves, — Health Provider (Non-Physician)

&

Growing Aging Population

§ There is growing aging population that these issues are starting to become a concern. — Social




g Services Representative

Prevalence

High incidence of diabetes, cardiovascular disease with microvascular complications, including
- retinopathy. Macular degeneration is prevalent and impacts one's qualily of fife and af times
safety with regard to discharge disposition. — Health Provider (Non-Physician)




infectious

. "ﬁ%hoisi‘ §maraunszahon & tnfectleue ﬁzeeaces

“ The increase in life expectancy dunng the 20m century is large]y due to :mprovements in Ch]ld surwval th|s increase ig”
assomated with reductiong in infectious disease mortatity; due largely to |mmun|zat|on Hewever; Infectious diseases remain a- ::'
major caus of iliness, dlsabﬂlty, and death lmmumzatlon recommendahons in the Unl[ed States currently target 17 vaccme- -
preventable dlseases Across the l|fespan ’ : : : : :

People in the US contintie to get diseases that are vaccme-preventable Vlral hepatlt:s lnfluenza and tubercu]osts (T B} remam
"among the leadlng causes of ;Ilness and death across the natlon and account for substantral spendmg an the: related B
consequences of |nfect|0n ' : : S : -

The mfectmus dzsease publzc health |nfrastructure whlch cames out dlsease survelllance at the nat|onal state and focal :
Ievels is an essantial tool in the fi ght agamst newly emergmg and: re- emergmg mfect[ous d|seases Other |mportant defenses S
against |nfect|ous dlseases |nclude : : LU v e : : )
. Proper use ofvaccmes B
-« " Antibiotics :
.
»

Screening and testlng gutdelmes . : : .
Smentn" ic lmprovements in the d|agn05|s of mfectrous d|sease-related health GONGCerns.

) Vaccmes are among “the most ccst effectwe cl|n|ca| preventlve ser\nces and are a core component of any preventlve serv;ces_
3 package Ch[ldhood lmmunlzatton programs provide a very h|gh retum on |nvestment For example for each blrth cohort
'_ : vacc;nated with the routme lmmumzatlon schedule somety : B
§ Saives 33,000 lwes, . RV
Prevents 14 millicn cases of d|sease

Réduces direct healthcare costs by §9.9 b||l|on

L ]
L]
.
« Saves §33. 4 b|ilfcn ln indiract costs.

e Healthy People 3020 (www healthypenple gcv)

Influenza & Pneumonia Vaccination

: A%aout lmuenza & Pneemcnsa

' 'Acute resplratory mfeotlone |nclud|ng pneumoma and influenza, are the 8th leadmg cause of death !n the natlon accountlng _
o for 5B, ,000- deaths annually Pneumonla mortahty iri children fell by 97% in the laist century. bt resplratory infectious d|seases'_' '
*continue to be leadihg causes of pediatric hospltallzatlon and outpatient VISItS in the US. On average, inNuenza léads to more:
“than 200, 000 hospltallzatlons aind. 36,000 deatns each year. The 2009 H1N1 influenza pandermic caused an estimatéd’ 270, 000
hospﬂahzattons and 12 270 deaths (1 270 of whlch were of people youngerthan age. 18) between Apnl 2009 and lVlarch 2{110 o

e Healthy Peop[e 2[}20 (www healthypsople gov) o
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Fiu Vaccinations

“There are two ways o get the seasonal flu vaccine, one is a shot in the arm and the other is a spray,
mist, or drop in the nose called FluMist®. During the past 12 months, have you had either a seasonal
flu shot or a seasonal fiu vaccine that was sprayed in your nose?”

“A pneumonia shot or pneumococcal vaccine is usually given only once or fwice in a person’s lifetime
and is different from the seasonal flu shot. Have you ever had a pneumonia shot?”

Chart columns below show these findings among those age 65+. Percentages for *high-risk” adults age 18-64
in the Hospital of Central Connecticut Service Area are also shown; here, “high-risk” includes adulis who report
having been diagnosed with heart disease, diabetes or respiratory disease.)

= Note also the Healthy People 2020 targets.

Influenza & Pneumonia Vaccination
Healthy People 2020 Targets*®

e HOCC PSA @HOCG SSA EHOGC Svc Area  BUS

0% 77.0%
66.,8% 67.5% 68.4%
0%
40%
2%
0% s
Flu Vaccine in Past Year (65+) Pneumonia Vaccine Ever (65+)
Sources: = 2015 ERGC Community Health Survey, Professional Ressarch Consuitants, Ine. [ltems 141-144]
+ 2013PRC NationatHealth Survey, Profassional Ressarch Consuftants, Ine.
+ US Departmentof Health and Human Services. Healthy Peaple 2020. December 2010, hitp:/fiwww healthypeople.gav [Objectives HD-12.6, 12.7, 13.1, 13.2]
Notes: o Asked of all respondents.
+ "The Healthy People 2020 target for Influenza vaccination ks 70% for alt populations; the targets for pneumonla vaccination are 90% for 65+ and 0% for other

high-risk adults,




HIV

 AboutHIV.

- -The HIV ep]demlc in the United States contlnues to be a major public heaIth crisis. An estzmated 14 mIl|IOI"I Amerlcans are- :
__3 Iivmg with’ HIV ‘and 1 m 5 peopIe W|th HIV do not know they have it HIV contlnues to spread Ieadlng 1o about 56 000 new HIV-
: mfectlons each year A : : g :

"HIVisa preveniable dlsease and effectlve HIV preventlon |ntervent|ons have been proven to reduce HIVtransmtssmn F'eople

o - who get tested for HIV and Iearn that they are |nfected can make, stgnlflcant behawor changes to tmprove the[r hea[th and.

reduce the risk of transmlttlng HIV 1o thelr sex or drug ustng partners More than 50% of néw HIV |nfectlons occur asa result of
thie 21% of people who' have HIV but do not know |t ' R S O : R

in the era of |ncrea3|neg effective treatments for HIV people W|th H!V are I|vmg Ionger heaIthler and more productzve Ilves N
= Deaths from HIV infaction have greatIy declined in the United States smce the. 199{}3 As the number of people Ilvsng with’ HIV _:' :
‘ grows it will be more rmportant than ever to increase natlonal HIV preventlon and healthcare programs Lo :

: There arne gender race anci ethnlozty dlspantles in new HIV |nfect[ons

. Nearly 75% of newHIV lnfeotlons oeelr in en.: : B - e
“s. More than half. occlr in gay and bisexual men; regardless of race o ethnlmty :
v 45% of new HIV infectlons occur ln Afrlcan Amerlcans 35% in whltes and 17% in Hlspanlcs

Improvmg access to qualrty healthcare tor populatlons dlsproportlonately affected by HIV euch as persons of color and gay
and blsexual men isa fundamental publlc heatth strategy for HIV preventton People getttng care for HIV can receive: -

. Antlretrowral therapy : :
U e Screening and treatment for other dtseases {such as sexual[y transmItted |nfect|ons)
e tHIVE preventlon |ntervent|ons e R 5 A
" »-‘Mental health-services: '
. Other health serwce i

As the numbe f: people Ilvmg Wlth HIV lncreases and more peop]e become aware o thelr HIV status preventlon strategles -
that are targeted specn‘“ cally for HIV 1nfected peopte dre becomlng-.more 1mportant Preventron work wrth people Irvlng w1th HIV:
; 'focuses [ . . : R _ .

. Lmklng to and staylng in treatment :
»'Increasing the avallabllity of angoing HIV preventlon mterventlons
rt Prowdlng preventlon services for thelr partners I

PubItc perceptzon |n the US about the serlousness of the HIV epldemlc has dectlned ln recent years There is ev1dence that
risky behawors may he |ncreasmg among umnfected peop 8, espemally gay and bssexual men Ongomg media and social
campalgns for the generat pub!lc and HIV preventron :nterventlons for unlnfected persons who engage in rlsky behawors are
- 'cnttcal ' ' L : : :

. HealthyPeop!eZOZOI .healthypeople,gov)'_ - AT ’
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HIV/AIDS Deaths
The following chart outlines age-adjusted mortality rates for the area in comparison with state and national
rates.

HIV/AIDS: Age-Adjusted Mortality

(2011-2013 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 3.3 or Lower

29

Hartford County CcT us

Sources:  # CDC WONDER Online Query Systom. Centers for Disease Gontrol and Pravention, Epidemiology Frogram Otfice, Division of Public Health Survaillance and
Infarmatics, Data extracted February 2015,

US Departmentof Heaith and Human Services. Healthy People 2020. December 2010, http:/fuasw healthypeople.gov [Objective HIV-12]

Notes: + Deaths are coded using the Tenth Revision of the Internationat Statistical Classification of Diseases and Refated Heaith Prob lems (ICD-10}.

Rates are par 100,000 population, age-adjusted to the 2006 US Standard Populafion.

HIV Prevalence
The following chart outlines prevalence (current cases, regardless of when they were diagnosed) of HIV per
100,000 population in the area.

HIV Prevalence Rate by Race/Ethnicity
{Prevalence Rate of HIV per 100,000 Population, 2010)
1,500 o . . .

1,400 R, e o.A1,3534

EHartford County ®CT EBUS
{208 ppes R, =

1,200
1000 -
00
600
B0 - e

200

Non-Hispanic White Non-Hispznic Black Hispanic/Latino All Races/Ethnicties

Sources: e Centers for Disease Controf and Prevention, Mational Center for HIV/AIDS, Viral Hepatitis, $TD, and Y8 Prevention: 2010.
» Retrisved February 2015 from Community Commans at hitp:/fwww.chma,org.
Notes: + Thisindicater is relevant because HIV is a [ife-threatening communicable diseass that disproportionately affacts minority populations and may also indicate the
prevatence of unsafe sex practices.
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Persons Living With HIV

The following chart shows the number of persons living with HIV in select towns in the Hospital of Ceniral
Connecticut Service Area.

[ 2060 4,000 6000 8,030 10,000 2000

CONNECTIEUT 10585 |

Persons Living

With HIV (PLWH) e | 1
(By Select Towns in the

HOCC Service Area, e

2007-2011)

212

 E—

Mew Britaln 397

Source: e Connecticut Department of Public Haalth Vest Hartiord } 75 |

HIV Testing

“Not counting tests you may have had when donating or giving blood, when was the last time you were
tested for HIV?” {Reported in the following chart only among adults age 18 to 44.)

Tested for HIV in the Past Year

(Among Adults Age 18-44)
80%
60% - e e
- 32.8%

19.3%

20%

BI  713%

0%

Men Women Low Mid/High  White Hispanic PSA SSA HOCC us
income Income Svc Area ’

Sources: = 2015 PRC Communty Health Survey, Professlonal Research Conaultants, Inc, [item 145]

® 2013PRC National Health Survey, Professional Research Consultants, Inc.
Notes: o Reflects respondents age 16 to 44.

 Hispanics can be of any race. Otherrace categoriss are nan-Hispanic categorizations (6.4., “White' reflects non-Hispanic White Tespondents).

» Income catagurlssreflact respondent's household incame as a ralio o the fatieral poverty level (FPLY for thelr hausehold size. "Low Incems® includes househalds
with incomes up to 189% af the federal paverty level; WidsHigh Income” includes hauseholds with Tncomes at 200% or mare: of the federal poverty level.




Key Informant Input: HIV
The following chart outlines key informants’ perceptions of the severity of HiV as a problem in the community:

Perceptions of HIV/AIDS

as a Problem in the Community
(Key Informants, 2015)

& Minor Problem No Problem At All

& Major Problem Maderate Problem

Sources: s PRC Online Key Infermant Survey, Professional Research Consultants, Inc.
Notes: » Asked of all respondents.

Top Concems
Among those rating this issue as a "major problem,” reasons frequently related to the following:

At-Risk Populations

Men who have sex with men (MSM} is the population with significantly increasing rate of HIV.
There is nof enough prevention education. — Social Services Representative

There are growing case of HIV/AIDS in women of color and the senior population. This is due a
number of reasons but mostly lack of education and reinforce knowledge of sexual. HIV/AIDS is
result of not practicing safe sex. — Social Services Representative

As an HIV/AIDS organizalion, we are still engaging and diagnosing new cases. People are still
thinking that it is not a major problem, but our young Latino and African American community is
coming back infected. — Social Services Representative

While HIV/AIDS incidence overall has declined, it affects Latino communities disproportionately,
especially in the northeast/Connecticut. Latinos are more likely to be tested after the infection has
progressed beyond the early stages of the disease. — Social Services Representative

Studies/assessments have defermined that to be the case, particularly among the black
community. - Community/Business Leader
Substance Abuse

HIV/AIDS ties directly in with substance abuse which is also a major problem in the Hartford area.
Promiscuous activity and unprofecied sex. — Health Provider (Non-Physician)

High drug use. — Health Provider (Non-Physician)
Lack of education. High substance abuse rates, risky behaviors. — Public Health Expert

Prevalence of HIV/IAIDS

.There is a high prevalence of HIV/AIDS in Hartford compared to other CT communities. There is
stigma associated with this illness and beliefs that residents hold that creates fear and keeps them
from getting testing and treatment. - Community/Business Leadesr

Data show. — Physician




Sexually Transmitted Diseases

i &bout *"%eaaaity "i’"r‘anematted I}aseases

B STDs refer to more than 25 |nfect|ous organlsms that arée transmltted prlmanly through sexual actrwty Desprte thelr burdens
costs and comphcatlons and the fact that they are Iargely preventable STDs remam a S|gnrf icant pubﬂc healfh’ problem inthe
'Unlted ‘States. This problem is iargely unrecognized by the publ|c polmymakers and health care professrona]s STDs cause
many harmful often ireversibie, and costly cliriical compl|cat|ons such as: reproductlve health problems fetal and permatal :
health problems cancer and facrhtatlon of the sexual transm|ss:on cf HEV infectian.. g : )

Because many cases of STDs go undlagnosed—and some common ylral infactions, such as. human paprlloma\nrus (HPV) and':.'-_ B
: gemtal herpes, are not reported to €DC: at all—the reported cases of chlamyd|a gonorrhea and syphrlrs represent only a:"

fraction of the. true burden of STDs in the US Untreated STDs can isad to serious long-term health-'consequences espec|atly

for adolescent: grrls and young women Several factors contnbute to the spread of STDs B : :

. Blo]ogu:al Factors. STDs: are acquued dunng unprotected sex with an |nfected partner B;ologlcal factors that affect the '_ :
'.spreadofSTDslnclude' ) RTINS : IR ISR _
e Asymptomauc nature of STDs The majonty of STDs éither do ot produce any symptoms or 5|gns or they produce R
. symptoms somild’ that they are unnotrced consequently, many |nfected persons do not know that they’ need medical
Coocarel i ;
« Gender dlsparltles Women suffer rore frequent and more serious STD complrcations than men do’ Among the most-._
- serious STD: comnplications: are pelvic |nflammatory dlsease &ctopic pregnancy (pregnancy outS|de of the uterus)
: rnfertzhty and chronic pelvic pain. .
» Age disparities. Comparad 1o older adults sexually act:ve adolescents ages 15 to 19 and young adults ages 20 to 24;
-, aré at higher risk for getting STDs: - : '
e Lag time between infection and compllcatlons Often a long mterval someﬂmes years occurs between acqutnng
S an STD and recogmzmg a cllnlcally S|gn|f|cant health problem R ; O . .

: 'SOCIal Economlc and Behav:ora[ Factors The spread of STDs i5 dlrectly affected by soclal econom|c and beha\noral L
'factors Stch factors may cause sérious obstacles 10 STD preventron due to thelr |nﬂuence cn sacial and sexual networks S
AccEss to and prowsmn of care, W|Il|ngness to seek care ard socta] NotiTs regardlng sExX and sexualrty Among ertain - - ;
wilerable populatlons hlstoncal expenence with segregatlon and dlscnmlnatlon exacerbates these Tactors. Somal eccnomlc _' "
“ahd behavroral factors that affect the spresd of STDs incliide: ramal and ethnic disparities; poverty and marg;nallzatmn access e
o) healthcare ‘stibstance; abuse sexualrty and: secrecy (strgma and d|scomfort dlscussmg sex) and sexual networks (persons
: “]mked” by sequenhal or concurrent sexual partners) BRI S L : L -

o . Healthy People 2020 (www healthypeople gov)

Chlamydia & Gonorrhea
Chiamydia. Chlamydia is the most commonly repotted STD in the United States; most people who have

chlamydia don’t know it since the disease often has no symptoms.

Genorrhea. Anyone who is sexually active can get gonorthea. Gonorrhea can be cured with the right
medication: left untreated, however, gonorrhea can cause serious health problems in both women and men.

The following charts outline local incidence for these STDs.




Chlamydia & Gonorrhea Incidence
(Incidence Rate per 100,000 Population, 2012}

500

Sources: e Genters for Disease Contrel and Prevention, Nafional Genter for HIV/AIDS, Viral Hepatitls, STD, and 7B Prevention: 2012,

LA
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B Hartford County ®CT mUS

¢ Retrleved February 2015 fram Community Commons at hitp:/iwww.chna.org.

Gonorrhea

Motes:! o This indicator |s relevant because itis a measure of poor health status and indicates the prevalence of unsafe sex practices.
o w00 200 00 €00 50 a0
Barlin 17%0.0
Chlamydia Incidence
Bristo! 251.9
Rate per 100,000 |
(By Select Towns in the — 1423
HOCC Service Area, 2013)
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i
:I I
Cromurell 1837 i
Farmington 1011
Meriden f 5350
New Britain | 530.0
Mewlngton 1527
Plalnvllle 160.9
Source: e Connesticut Department of Public Health .
Southlngten 150;1
West Hartford ‘ 244.9 :




Gonorrhea Incidence

Rate per 100,000
{By Select Towns in the
HOCC Service Area, 2013)

Source: & Connesticut Department of Public Health

Primary & Secondary
Syphilis Incidence

Rate per 100,000
{By Select Towns in the
HOCC Service Area, 2013)

= Connecticut Deparmentof Public Health

Source:
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Hepatitis B Vaccination
“To be vaccinated against hepatitis B, a series of three shots must be administered, usually at least

one month between shots. Have you completed a hepatitis B vaccination series?”

Have Completed the Hepatitis B Vaccination Series

{HOCC Service Area, 2015)

100%

80%
9 56.9% .
o 32.0%  50.8% %
42.6% i
o I
i
20% - i
!
0% i © KRRNES P : i 3 3 PR v vy g . H

Men Women 18to39 40tod4 65+ Low MidHigh White Hispanic Other PSA 8SA  HOCC us
fnceme  Income Svc Area
Saurses: 2015 PRG Community Health Survey, Professional Ressarch Consultants, Inc. [ftem 70]

-

» 20t3PRC National Health Survey, Frofessienal Research Constltants, Inc.
Notes: & Asked of all respondents.

* Hispanics can be of any race. Otherrace calegories are nen-Hispanic categorizations (e.g., “Whita” reflects non-Hispanic White respandents).

& Ingome categaries reflest respondent's household income as a rafio to the fedaral poverty level (FPL) for their househald size. *Low Income” includes hauseholds
with incomes up to 198%of the federal paverty level; “Mid/High income” includes households with incemes at 200% or more of the federal poverty level.

Numbers of cases of hepatitis B for select towns in the service area are shown below.

0 560 1060 1,800 A0 2,500

CONNECTICUT 211

Cases of Chronic
Hepatitis B Berlin || 14

(By Select Towns in the .
HOCC Service Area, i
2007-2011)
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New Britzin :| a5 ! ‘ i
! ;
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Plainville | & |
Source: o Connecticut Department of Public Health

Southington | 11
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Safe Sexual Practices
Sexual Partners

“During the past 12 months, with how many people have you had sexual intercourse?”
“Was a condom used the last ime you had sexual intercourse?”

Each of these is reported below only among adults who are unmarried and between the ages of 18 and 64.

Safe Sexual Practices
{Among Unmarried Aduits Age 18-64; HOCC Service Area, 2015)

100% :
” BHOGC PSA ©HOCC SSA EHOCC Svc Area @US

W% -
0% . B
A0 e e

Had 3+ Sexual Partners in the Past Year Condom Was Used During Last Sexual Intercourse

Sources; e 2015 PRC Gommunity Health Survey, Professional Research Consuitants, Inc. [ftems 85-87)
* 2013 PRC National Health Survey, Professional Research Consultants, Inc.
Notes: o Asked of all unmanted respondents under the age of 65.

Key Informant Input: Sexually Transmitted Diseases
The following chart outlines key informants’ perceptions of the severity of Sexually Transmitted Diseases as a
probiem in the community:

Perceptions of Sexually Transmitted Diseases

as a Problem in the Community
(Key Informants, 2015)

# Major Problem Moderate Problem

inor Problem No Problem At All

Sowrces: & PRC Online Key Informant Survey, Professional Research Consultarts, ne.
Motes: «  Asked of all respondents.
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Top Concerns

Among those rating this issue as a “major problem,” reasons frequently related to the following:

At-Risk Populations

CT has a high incidence of STI's, Gonorrhea, Chlamydia and Syphilis are in high numbers in my
community, especially within the yvoung MSM community and other youth. — Social Services
Representative

Gonorrhea, chlamydia and syphilis have higher incidence rates in Hartford than elsewhere in the
state and rates are disproportionately high among Latinos and Blacks. There has been a major
increase in prevalence of syphilis. — Social Services Representative

Men who have sex with men account for the vast majority of syphilis cases in CT. Some are co-
infected with HIV. They also test positive for other STD's. — Social Services Representative

Contributing factors include low income young pregnant teens. Unable to afford the cost of
protection. — Health Provider (Non-Physician)
Prevalence of STDs

Hartford has high rates/100K of STDs, including Chlamydia, Gonorrhea Hepatitis C, etc. compared
to most other communities in CT. Others of the larger cities have simifar rates to Hartford. -
Community/Business Leader

We have seen a sfow but steady increase in Chlamydia over the last few years. —
Community/Business Leader

Education

é People need more educational services on practicing safe sex. — Health Provider (Non-Physician)

Risky Behaviors

- Misinformation. Substance abuse leading to risky sexual behaviors. Mental iliness leading to
. risky sexual behaviors. Lack of education. — Public Health Expert

Immunization & Infectious Diseases

Key Informant Input: Immunization & infectious Diseases
The following chart outlines key informants’ perceptions of the severity of Immunization & infectious Diseases

as a problem in the community:

Perceptions of Inmunization and Infectious Diseases

as a Problem in the Community
(Key Informants, 2015)

= Moderate Problem B Minor Problem B No Problem At All

B Major Problem

Sources: @ PRC Cnline Key Informant Survey, Professional Research G Inc.
Notes: o Asked of alf respondents.
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Top Concerns
Among those rating this issue as a “majaor problem,” reasons frequently related to the following:

Education & Access

Lack of education. Poor life management skills. Lack of access lo primary care. — Public Health
Expert

Preventable diseases. — Physician

Can affect all sorts of physical ramifications if not treafed. — Health Provider (Non-Physician)

Lack of Resources

We don't have any resources that | know of. | have heard of peaple needing to travel to UConn
Heaith Center for freatment. — Community/Business Leader




tirths

Prenatal Care

'_Aheut lnfant & C md Health

"lmprovrng the we]l berng -of mothers |nfants and ch|ldren is an |mportant publlc health goal for the US The[r weil being .

B determmes the health of the: next generat|on and can help pred|ct future public health chalienges for famllles communmes and
'_lncreasmg access to qualsty preconceptlpn (before pregnancy) and lnter—concephon (between pregnanc|es) care Moreover '
'healthy birth outcomes and early-identification. and treatment of health cond|t|0ns ameng infants can prevent death .or disability
~-and enable chitdren ta reach their full pctentlal IVIany factors can affect pregnancy and chrldbnth |ncludmg pre conceptlon

B health status age access fo appropnate healthcare and poverty i i

E lnfant and chrld health are S|m|larly 1nfluenced by somo-demographlc factors, such as fam;ly income, but are a[so Irnked 1o the
phyS|cal and mental health of parents and careglvers There are racial and ethnic d|spar|tles in mortalrty and morbrdrty for _
- mothers and ch|ldren parhcularly for African Amencans These d|fferences are llkely the result of many factors including sacial
determinants {such as ractal and ethn|c d|spant|es in lnfant mortahty, fam|!y income; educatronal attainment among household
3 mernbers and health insurance coverage) and phy5|cal determmants (1 . the health nutntlon and behawors of the mother
during pregnancy and early ch|ldhood) ST T :

e _Healt_hy.Peo_pe 2_029 (www.healthyp_eop_le,g_o_v) L

Early and continuous prenatal care is the best assurance of infant health. Receipt of timely prenatal care (care
initiated during the first trimester of pregnancy} is outlined in the following charts.

« MNote the Healthy People 2020 target.

Lack of Prenatal Care in the First Trimester

(By Race; Percentage of Live Births, 2011)
Healthy People 2020 Target = 22.1% or Lower
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Sources: e Connectiout Departmentof Public Health.
« U8 Depariment of Health and Human Servicss, Healthy Peopla 2020. December 2010, hitp:fwww.healfypeoplegov [Objective MICH-10.1]
Note: « This indicator reparts the percentage of women who <o not obtain prenatal care during their first frimester of pregnancy. This indicater is relevant becauss engaging
in prenatal care decreases the ikelihood of maternal and infant health risks. This indicator can also highlight a lack of access to preventive cars, a lack of health,
knowledge insufficient provider outreach, andfor social baniers preventing utilization of servioss.
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Birth Outcomes & Risks
Low-Weight Births
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Low birthweight babies, those who weigh less than 2,500 grams (5 pounds, 8 ounces) at birth, are much more

prone to iliness and neonatal death than are babies of normal birthweight. Largely a result of receiving poor or

inadequate prenatal care, many low-weight births and the consequent health problems are preventable. Births

of low-weight infants are described in the following charts.

« Note the Healthy People 2020 target.
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Low-Weight Births ‘
(Percent of Live Births, 2011-2013)
Healthy People 2020 Target = 7.8% or Lower
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Sources: = Centers for Diseass Control and Prevention, National Vital Statistics System: 2011-13. Accessed usihg CDC WONDER.
#+ Refrieved February 2015 from Community Gommions at hitp:/www.chna.org.
« US Departmentof Health and Human Services. Healthy People 2020. December 2010. hitp:fvwww.healthypeople.gov [Objective MICH-8.1]
Note: « This indicator reports the percentage of total births that are low hirth walght (Under 2500g). This indicator is relevant because low birth weight nfants are st high

risk far health problems. This indicator can alsa highlight the existence of health disparifies,

CONNECTICUT ‘ 7.7

Percent of Births : : !

With Low Birthweight ™" |
(By Select Towns in the il | 7
HOCC Service Area, 2011) :

Cheshlre I 7

Cromwell | 54

Burlington ’ 71
i
|

Farminaton | 6.8

erlden ‘ 7.6

New Britaln l 8.7

Newngton | 7.8

Plainvilla 121

Source;  » Connecficut Departmentof Public Health

Sauthlngton | 55

West Hartford | 8.2




UNITY HEALTH NEEDS ASSESSMENT

Infant Mortality

Infant moriality rates reflect deaths of children less than one year old per 1,000 live births. These rates are
outlined in the following charts.

» Note the Heailthy People 2020 fargel.

Infant Mortality Trends

{Annual Average Infant Deaths per 1,000 Live Births)
Healthy People 2020 Target = 8.0 or Lower
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Sources: e COC WONDER Ondine Query System. Centers for Disaase Control and Prevention, Epidemiology Program Office, Division of Public Health Surveiflance and
Informatics, Data extracted February 2015,
# Genters for Disease Confrol and Prevention, National Center for Healith Statistics.
o US Departmentof Health and Human Services. Healthy People 2020. December 2010, hitp:tfwvnit healthypeople.gov [Okjsctive MICH-1,3]
Notes; * Rates are three-year averages of deaths of children under £ year old per 1,000 live birihs,
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Key Informant Input: infant & Child Health

The following chart outiines key informants’ perceptions of the severity of Infant & Chifd Health as a problem in
the community:
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Perceptions of Infant and Child Health

as a Problem in the Community
{Key Informants, 2015)

B Major Problem  E Mederate Problem 8 Minor Problem No Problem At All

Sources: @ PRG Onlne Key Informant Survey, Professional Ressarch Consultants, inc,
Nofes: o Asked of all respondants.

Top Concerns
Among those rating this issue as a "major problem,” reasons frequently related to the following:

Barriers to Access to Care

While there have been major improvements in immunization rates, there continue to be barriers to
adequate access to primary care. In addition, infant mortality rates are disproportionately high
compared to state and national rates. Childhood overweight and obesity is a major problem, as is
asthma. Breastfeeding incidence, duration and exclusivity rates have continued to improve, but
have a long way to go citywide. — Social Services Representative

Famifies do not have the funds fo adequately take care of children. — Health Provider (Non-
Physician)

This is really only tied to Medicaid where there are some problems with the number of pediatric
specialists in Husky/Medicaid. — Physician

Timely access and transportation are challenging for many families. Also, some parents and other
caregivers are not informed about proper infant and child health. — Community/Business Leader

Infants of uninsured moms often skip recommended required vaccines. Records of
undocumented difficult to obtain. Lack of nutritional education for obese children. — Health
Provider (Non-Physician)

Prevalence of Child Health Concerns

There are a number of issues that seem to be on the rise, obesity, asthma, autism and behavioral
chaflenges. — Health Provider (Non-Physician}

High asthma rates continue to be a major health issue for our students/families. —
Community/Business Leader

Studies/assessments have determined that fo be the case. — Community/Business Leader
Learning, nutrition, infant mortality. — Physician

Statistically the fown of Manchester has seen a higher than state average in pregnancy and infant
loss. — Public Health Expert

Neglected children. Poor access fo childcare. Lack of access to primary care. Immigrant
popufation. Food insecurity. — Public Health Expert




Family Planning
Births to Teen Mothers

- Abom Teen Esmhe

: The negatlve outcomes'assomated W|th unsntended pregnanmes are compounded for"' dolescents Teen otners:._ :

e ‘Are !ess I1kely to graduate frorn hlgh school or aﬁam a GED: by the tlme they reach'age 30. A
« cEdrman: average of approximately $3 500 &ss per yer, when compared W|th those who' delay chl[d beartng. BT
. Recewe nearly twica as much Federal aid for nearly tW|ce as long : B

' 'Slmllarly, eafly fatherhood is associated W|th Iower educailonal attamment and lover i lncome Chlldren of teen parents are:
more likely to have lower cognltlve attamment and exhibit more behavior prob]ems Sons of {een mothers are riore I1ke|y to be
: |ncarcerated and daughters dre: more llkely io become adolescent Priothess. : :

Heallhy Peop\e 2020 (www hea!thypaopie gov)

The following charts describe local teen births.

Births to Teens
(Percent of Live Births to Women UnderAge 20, 2011-201 3)
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Sources: Centers for Disease Conlrol and Pravention, National Vital Statistics System: 2006-2012. Accessed using CDC WONDER.
» Refrievad February 2618 from Community Cammaons at http: fwwiv.china.org.




Birth to Teens
(Percent of Live Births to Women Under Age 20, 2011-2013)
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Key Informant Input: Family Planning

The following chart outlines key informants’ perceptions of the severity of Family Planning as a problem in the
community:

Perceptions of Family Planning

as a Problem in the Community
(Key Informants, 2015)

B Major Problem Maderate Problem B Minor Problem No Problem At All

Sources:  » PRC Online Key Informant Survey, Professional Research Gonsuitants, nc.
Notes: e Asked of ajl respondents.

Top Concerns
Among those rating this issue as a "major problem,” reasons frequently related to the following:

Teen Births

High teen birth rate and low birth weight. — Physician

Teen pregnancy continue to be an issue in our community. — Public Health Expert

Teen pregnancy remains an issue in our school community. — Community/Business Leader

! think many young woman have unplanned pregnancy and are not emotionally or practically
prepared for parenthood. Whife many choose to have the baby, il is a struggle and greatly impacts
their life choices (i.e. education, work, job fraining). In additional many young mothers have
emotional struggles from their childhood and need support in working through them (ie.
counseling, parenting education, support groups). — Community/Business Leader

Access to Care
Lack of easy access fo long term birth control. — Social Services Representative

It's not so much about family planning as about women having consistent access to pre-
conception and pre-natal care regardiess of income. — Community/Business Leader

Education

% Lack of education. Competing priorities. Lack of life skills. — Public Health Expert

Lack of Primary Care Physicians

Our demographic is changing dramatically and wellness is critical. We have a shortage of primary
care doctors. — Community/Business Leader
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odifiable Health

Actual Causes Of Death

' Abm:t Ccrtrrbeters L l’a!leriaiitg

: '-.A 1999 study (an update toa landmark 1993. study} esi|mated that as many as 40% of premature deaths in the Umted States
Al attributed to behavroral factors “This study found that behavior patterns represent the single- most promment domain of A
rnﬂuence over health prospects in the Unlted States The dally chorces we make wrth respect to dret physrca[ actrvrty and 8eX;

tress are all |mportant determrnants of heaith

: The most prommeni contnbutors to mortalrty in the Umted States In 2000 were tobacco (an estlmated 435 DOO deaths) dlet ‘
o and activity patterns {400,000}, alcohol (85,000, m|crob|al agents (75 000) toxrc -agents., (55 000) motor vehlcles
(43 OOD) flrearms (29; 000) sexual behavior (20 000), and illicit use of drugs (17, 000) Socroeconomrc staius and access to: .- :
medical care are also [mpcrtant contrrbutors but, dlfﬁcult fo quannfy mdependent of the otherfactors crted Because the studles :
) rewewed used dlfferent approaches to denve estsmaies the stated numbers sheuld be wewed as fi rst approxrmatlons o ;-' -

These analyses show thal smokmg remains the leadmg cause of mortahty However poor d1et and physrcal mactnnty may

- soon overtake tobacco as the’ Iead:ng cause of death These fi nd|ngs anng with escalattng healthcare costs and agmg

: populanon argue, persuasnrely that the need o estabhsh a more preventlve onentahon inthe US healthcare and publlc health
systems has become more urgent ; : Lo : g

« “AliH. Mokdad, PhD; .larneSS Marks MD MPH DcnnaF Stroup Phd MSc Julrel_ Gerberdmg MD MPH Actual Causes of Death in the Urlrted States JAMA S
‘1 2091(2004).1238-1245. . . R . . N S . . . - :

While causes of death are typically described as the diseases or injuries immediately precipitating the end of

life, a few important studies have shown that the actual causes of premature death (reflecting underlying risk
factors) are often preventable.

Factors Contributing to Premature Deaths in the United States

Medical Care Physical Environment
Social 10% 5% Tohaoco 18%
Circumstances Dietnactiity B

15% Alcoliol

Infectious Disease §

Toxic Agents |
Lifestylel Motor Vehicles
Genetics Behaviors | Firearms
30% 40% Sexuat Behavior
icit Drugs

R

Sources: & “The Case For More Active Policy Attention to Health Promotion™, {McGinnis, Williame -Russo, Knickman) Health Affairs. Vol. 32. No. 2. March/April 2002,
"Actual Causes of Death in the United States™ {Afl H. Mokdad, PhD; James S. Marks, MD, MPH; Donna F. Stroup, PhD, MSc; Julie L Gerberding, MD, MPH.)
JAMA. 201 (2000 1238-1245.
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Source: National Genter for Health Statistics/US Department of Health & Human Services, Health United States: 1987. DHHS Pub. No. (PHS) 88-1232.
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Nutrition, Physical Activity & Weight

Nutrition

: ;.Aeeet Hea th?u t?}aet & t’«%ealth‘f ltsieseht

: change dlet and we|ght shou[d address |nd|v1dual behavrors as well as the pollcres and envrronments that support these
'behawors in settmgs such as schools worksﬂes healthcare organrzanons and communltles ' :

‘The goal of promotlng healthful d|ets and healthy we|ght encompasses |ncreas|ng household food secunty and el|m|nat|ng
o hunger . . . - . . . . L

: :Amencans wrth a healthful dlet

. Consume a variety of nutrlent dense foods W|th|n and across the food groups espematly whole grains, frwts
vegetables low-fat or fat-free milk or milk products, and lean meats. and other protein sources. :

- e Limitthe |ntake of saturated and trans fats, cho!esterol added sugars sodlum (salt} and alcohol

. Liimit. calcnc intake to meet canrlc needs : SRR L s

s Diet and body we|ght are related to health status Good nutntlon IS 1mportant to the growth and: development ofcruldren A
healthful diei also helps Amerlcans reduce their nsks for many health condmons lncludmg ovenNe|ght and obesﬁy, .
'-malnutrmon |ron -defi oiency anem|a heart d|sease h|gh blood pressure dysl|p|dem|a (poor llpld proflles) type 2 d|abetes _' L
- osteoporose oral dlsease const|pat|on dwertscular dlsease and some cancers : L

Diet reﬂects the varrety of foods and beverages consumed over t|me and:i m settmgs such as worksrtes schools restaurants
1 and the home Interventrons to support a health|er dlet can help ensure that o o LR

‘e ]ndnnduals have the knowledge and skills to make hea]threr cho|ces
) Health:er opt|ons are ava|lable and affordable

-fa ctors tho ght to |nﬂuence dlet lnciude 3-'

'o'Knov\rledgeandattltudes ERRTA T RN P ) T R B |
Ci e tSocial, support STl e e A G R e T L R T T
¢ e Socletal and cultural. norms Ll o :
s Foodand agn_cultura!_pohctes s
« Food assistarice programs -
« -Economic pnce sysiems -

' Physrcal Determmants of Diet. Access fo and avarlabrlrty of healthrer foods can help people follow healthful drets For.. ' .
example better access o retail venues that sell healthier opt|ons may have a posmve :mpact on a person 's. d|et these venues :
~ may. be Iess avaﬂable in low -income, or rural ne|ghborhoods ‘ e o :

' The places where people eat appear to mﬂuence the1r diet: For example foods eaten away from_home often have more
_'catones and are of Iower nutr|t|onal qual|ty than foods prepared at home : : L

_Marketmg also rnﬂuenoes people s—paztlcularly chlldren s—foed ch0|ces o

'+ -Healthy F'eople 2020 {www healthypeopis gqov) ¢




Daily Recommendation of Fruits/Vegetables

To measure fruit and vegetable consumption, survey respondents were asked multiple questions, specifically

about the foods and drinks they consumed on the day prior to the interview.

“Now ! would like you to think about the foods you ate or drank yesterday. Include all the foods you

ate, both at home and away from home. How many servings of fruit or fruit juices did you have

yesterday?”

“How many servings of vegetables did you have yesterday?”

The guestions above are used to calculate daily fruit/vegetable consumption for adults at the respondent level.

The propertion reporting having 5 or more servings per day is shown below.

Consume Five or More Servings of Fruits/Vegetables Per Day

100%

80%

60%

10%

20%

0%

Solrees.

Notes:

(HOCC Service Area, 2015)

48.2%

38.8% 39.5%

38.3%

HOCC us
Sve Area

MidHigh  White
Income

181039 40fof4 65+ Low PSA SSA

[ncome

Men  Women Hispanic Cther

a  2015PRC Community Health Survey, Professional Research Consultants, Inc. [liem 146]

+ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

« Asked of ali respondents.

o HMispanloscan be of any race, Othar race categarles are non-Hispanic categorizations {e.g., "White”reflects nan-Hispanic White respondents).

« Incoms catagories reflest respandent’s household income as a ratia to the faderal poverly level (FPL) for their household size. “Law Incame” inclides housaholda
with incomes up to 189%of the federal poverty leval, "MidiHIgh Income” includes households with incatnes at 260% or mare of the fateral poverty level.

o For thisissus, respondents were asked to recall their food intake en the previous day.

Access to Fresh Produce

“How difficult is it for you to buy fresh produce like fruits and vegetables at a price you can afford —

would you say: very difficult, somewhat difficult, not too difficult, or not at all difficult?”
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Find It “Very” or “Somewhat”

Difficult to Buy Affordable Fresh Produce
(HOCC Service Area, 2015)

100%
80%
60%
41.2%
40% S
29.6% 24.2% 24.4%
19.7% 9
20% 18.1%  168%. 16.1% 15.2% a0 191%
0% : 5 G : ; i ; B :
Men  Women 18to32 40tof4 65+ Low  MidHigh White Hispanic Other PSA . SSA HOCC us
Income  Income Sve Area
Solirces! 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [ftem 91]

-*

& 2013PRC Mational Heatth Survay, Professional Research Consultants, Inc.
Notes: & Asked of altrespondents.

= Hispanics can be of any race. Otherrace categories are non-Hispanic categorizations (e.q., White® reflects non-Hispanic White respondents).

# Income categoriesreflect respondent's household incoma as & ratio to the federal poverty level (FPL} for their household size. "Low income” includes househalds
with incomes up ta 189% of the federal paverty level; “Mid/High Income” includes househelds with Incomes at 200% or mara of the faderal paverty level.

A food desert is defined as a low-income area where a significant number ar share of residents is far from a
supermarket, where "far" is more than 1 mile in urban areas and more than 10 miles in rural areas. The chart
for this indicator below is based on US Department of Agriculture data.

Population With Low Food Access
{Percent of Population That Is Far From a Supermarket or Large Grocery Store, 2010)

100% . . . .

80% e — - P . S e F T [ e

273646
609, | individuals have low | ‘
: food access
40% _— e [ - - E . et . Fp—
30.6% 29.8%
20%
0%

Hartford County cT us

Sources: & UG Deparimentof Agriculture, Econamic Research Service, USDA - Food Access Research Atlas (FARAY. 2010,

Retrieved February 2015 fram Cemmunity Commons at http:/www.chna.org.

Notes: ¢ Thisindlcator reports the percantage of the population fiving in cansus fracts designated as food deserts. A food desertis defined as low-income areas where 2
significant number or share of residents fs far from a supermarket, where "far" is more than 1 mile in urban areas and more than 10 miles inrural arsas. This
indicatoris ralevant because it highfights populations and geographles facing food inseclirity.
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Physical Activity

"aaoat Phys ieal Acaww

Regular physmal act;wty can |mprove the health and quallty of l|fe of Amerlcans of all ages regardless of the presence of a R
chronlc d|sease or dlsablllty Among adults-and older aduits, physical actl\nty carl lower the risk of _early death; coronary heart . :f-__
disease; stroke hlgh biood pressure type 2 diabete's; breast and colon caricer: falis; and depressmn Aronig children and o
adotescents physrcal actz\nty can: improve: bone health; lITIpl‘OVe cardloresplratory and muscular fitness; decrease levels of S
o body fat; and reduce symptoms of depression: For people who are Jnactlve &ven small incregses in- phymcal actl\nty arg ©
’ assomated \mth health beneflts : IEES L : . . S .

o Persona] soclal economic; and en\nronmental factors all play a roIe dre phy5|cal aotl\nty levels among youth adults and older . :
adults: Understandmg the barners to'and facthtators of physrcal actnnty |s |mportant to ensure the effectweness of |ntervent|ons e
'and other ‘actions to |mprove Eevels of physn:al actmty Tl - RN : C 3

:'Factors p051ttvely assomated w1th adult physrcal actnnty include: postsecondary educatlon h|gher 1ncome enjoyrnent of ' _
: exermse expectatlon of beneﬁts bellef in abllrty (o] Sxerciss (self effcacy} history’ of actmtyln adulthood social support from R
peers farnlly or spouse access fo and satlsfactlon W|th facllztles enJoyable scenery, and safe nelghborhoods :

: '_Factors negatwely assomated Wlth adult physmal actnnty mclude advanclng age Iow |ncome Iack of tlme low motlvatlon

Crural remdency perceptlon of great affort needed for exercise; overwelght or.obesity; perceptlon of poor health ‘and being
~disabled.” Older adulfs may have addltlonal factors that keep theimn from belng physmally actave lncludlng lack of socral support
lack of transportatlon to fa0|l|t|es fear ofi |n]ury, and cost of programs

- 3 '_Among chlldren ages 4t 12 the fo[lowmg factors have'a pos|t[ve assoolatlon W|th physmal actlvzty gender (boys) bel|ef in
'abrllty to be- actlve (self eff cacy) and parental support R SR : LU .

_Among adolescents ages 13 to 18, the followmg factors have a posmve assoclatlon WIth physu:al actwtty parental educat|on
. gender (boys ‘personal goals physmal educatlonlschool sports bellef in ahlllty to be actwe (self effi cacy} and support of
- friends and family AR S o : R

: En\nronmental |nfluences posmvely assocmted vnth physmal actNlty among chlldren and adolescents lnclude

) Presence of sidewalks : : L

. Having a destlnatlonlwalkmg to a partlcular place
Access topublic transportahon

Low traffic-density. - R o
Access to nelghborhood or sohool play area and.’or recreatlonal equrpment

: People wsth d|sab|l|t|es may b less lrkely to part|C|pate in physmal actl\nty due to phyS|cal emottonal and psychologlcal .
barners Barrlers may mclude the rnaccessrblllty of facrlmes and the Iack of staff tralned in workmg wlth people wtth dlsabllltles. . '

Ca Heaithy Peopla 2020 (www healthypeopie gov)
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- Recemmeﬁded Lwe 3 ef ths;ea &ctww

; :. ::Adults (age 18—64) shou[d do 2 hours and 30 minutes a week of moderate—lmenstty, or- 1 hour and 15 m!nutes (75 mmutes) a
week of wgorous -intensity aerobic physical- ac:t;wty, or an‘equivalent combination of moderate- and wgo!ous |nten5|ty aerobic
. 'physmal actlwty Aeroblc actl\nty should be performed |n eplsocies of at Ieast 10 minutes, preferahly spread throughout the
. Week A . . . . .

- Additional health benef ts are prowded by |ncreasmg to 5 hours {3[}0 mmutes) a week of moderate—mtensrty aeroblc physu:al
_ ac:ilwty or 2 hours and 30 mlnutes a week of wgorous |nten5|ty physrcal actlwty aran equwalent comblnatlon of both,

* Qlder- adu!ts (age 65 and older) should foIIowthe adult gmdellnes If this is not: possmle due 10 Ilmmng chronlc condltlons oider
) ‘adults should be as physmally active as their ahlhtles allow They should av0|d mactnnty Older adults should do exermses that
malntaln or tmprove balance I they are at nsk of faEIlng : : : : el : :

..For all mdtwduals some actiwty i beﬁerthan none: Physu:al actl\nty is safe for almost everyone and the healih henef ts of
physrcal actunty far outwe[gh the rlsks i : L e e : :

. 2008 ths:cai Actrwty Guidelines for Americans, U S, Depanment of Health.and Human Serwces W, health govIPAGurdelmes

Physical Aclivity Levels
Leisure-Time Physical Activity. Leisure-time physical activity includes any physical activities or exercises
(such as running, calisthenics, golf, gardening, walking, etc.) which take place outside of one’s line of work.

“During the past month, other than your regular job, did you participate in any physical activifies or
exercises, such as running, calisthenics, golf, gardening, or walking for exercise?”

+ Nois the corresponding Healthy People 2020 target in the chart below.

Meeting Physical Activity Recommendations. Meeting physical activity requirements means satisfying a
minimum threshold of minutes per week with a combination of vigorous- and/or moderate-intensity physical
activity (as determined from the questions below). These thresholds are described in the orange box above.

“Vigorous activities cause large increases in breathing or heart rate, while moderate activities cause
small increases in breathing or heart rate. Now, thinking about when you are not working, how many
days per week or per month do you do vigorous activities for at least 20 minutes at a time, such as
running, aerobics, heavy yard work, or anything else that causes large increases in breathing and heart

rate?”

“And on how many days per week or per month do you do moderate activities for at least 30 minutes at
a time, such as brisk walking, bicycling, vacuuming, gardening, or anything else that causes some

increase in breathing or heart rate?”

NEEDS ASSESSWENT.




No Leisure-Time

Physical Activity in the Past Month Meets Physical Activity

Healthy People 2020 Target = 32.6% or Lower Recommendations
100% e 100%
BI% - 0%
% . % B

46.1% 48.2% A7.4% 50-3%
A% 0% :
26.9%

22.1% 20.7%

0% 20%

HOCC Sve us HOCGC PSA  HOCC 85A HOCC Sve us
Area Area

HOCC PSA HOCC S5A

Sources: » 2015 PRC Gommunity Health Survey, Professional Research Consultants, Inc. [ltems 92, 147]
® 2013 PRGC National Health Survey, Professional Research Consutants, Inc.

« U3 Dapartmentof Heallh and Human Senvives. Healthy People 2020, December 2010, hittp: e healtiypeopls gov [Objsetive PA-1}
Notes: = Asked of all respondents.

® In this case the term "'meets physioal activity recommendations” refers to participation In moderate physical activity (exerclse that praduces only fight sweating
or a slight to moderate increase in breathing or heartrate ) at least 5 times a week for 30 minutes at a time, andjor vigarous physical activity (activities that
calse heavy sweating or large Increases in breathing or heartrate) at least 3 imes a week for 20 minutes ot a ime.

No Leisure-Time Physical Activity in the Past Month
(HOCC Service Area, 2015)
Healthy People 2020 Target = 32.6% or Lower
100!% ............

80%
B0%

40% o 3%.2%

30.0% 31.0%
26.3% 25.4% o
. - 18.6% 20.5% 23.7% 22.1%
20% . - - 5

0% ; - : % | T ‘ § i

: Nen Women 18t033 40064 65+ Low MidiHigh ~ White  Hispanic  Other HOCG
Income  Income Svc Area

Sources: 2015 PRG Community Health Survey, Professicnal Resesrch Consultants, Inc. [Item 92]

L

# LS Departmentof Health and Human Services, Healthy People 2020, December 2010. htip:/www.haaltiypeopls.gov [Objective PA-1}
Motas; o Asked of all respondents,

« Hispanicscan be of any race. Ctherrace categuries are non-Hispanic categorizations (e.g., "White" reflects non-Hispanic White respondents).

«  Income cateqoriss reflect respondsrit's househald income as a ratio To the federal poverty level (FPL) for their household size. "Low Income” lhclides housshalds
with incomes up to 169% of the federal paverty level; “MidiHigh Income” includes househalds with incomes at 200%or tare of the fedaral poverty level.
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Meets Physical Activity Recommendations

{HOCC Service Area, 2015)
100% S
80%
50% 56.0% o
49.6% 454 50.1% . 475%
40%
20%
0% : : : & : e
fan Women 181039 40to6d 65+ Low Mid{High
Income  Income
Sources: 2015 PRC Community Health Survey, Professlonal Research Consultants, Inc. item 147}
Notes: Asked of all respendents.

45.7%

48.0% 47 4%

White

Hispanic

Other HOCC
Svc Area

-*

L]

& Hispanics can be of anyrace. Other race categories are non-Hispanls categerizations (a.g., "White” raflects nan-Hispanic Whits respondents).
-

Income categories reflect respandent's housshold income as a ratlo to the federal poverty leve! (FPL) for their household size. “Low Ingame" includas households
with incomes up to 199%of the federal poverty leval; “Mid/High Income” ineludes households with incomes at 200% or mote of the federal poverty level.
s In this case fhe term "mesis physical activity recommendations® refers to participation in moderate physical activity (exercise that produces only light sweating
or a slight to moderate increasa in breathing or haart rate ) at least 5 times a wesk for 30 mirutes at a ime, andfor vigerous physical activity {activities that
cause heavy sweating or large increases in breathing or heartrate) at least 3 times a wesk for 20 minutes ata time.

Access fo Physical Activity

Recreation & Fitness FacHity Access. Here, recreation/fitness facilities include establishments engaged in

operating facilities which offer “exercise and other active physical fitness conditioning or recreational sports

activities.” Examples include athletic clubs, gymnasiums, dance centers, tennis clubs, and swimming poals.

Population With Recreation & Fitness Facility Access

80

B s . - S s S e e

0

0 .

Hartford County [4)

Sources: = US Census Bureau, County Business Patterns: 2012, Additionai data analysis by CARES,

« Retrieved February 2015 from Community Commons at ftp:tiww.chna.org.

(Number of Recreation & Fitness Facilities per 100,000 Population, 2012)

Us

Notes: * Recreation and fithess facilles are defined by North American Industry Classification System (NAICS) Gode 713940, which include Establishments engaged in
operating facifities which offer “exercize and ofher active physical fitness condlftioning or recreational sports activities”, Fxampies include athiafic clubs,
gymnasiuims, dance canfers, fennis cfubs, and swimming pools. This indicator s relevant becalse access to recreation and fithess facilities encourages physical

activity and other healthy behaviars.
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Children’s Physical Activity
“During the past 7 days, on how many days was this child physically active for a total of at least 60
minutes per day?”

Child Is Physically Active for One or More Hours per Day
(Among Children Age 2-17)

100% - o

§2.2%

80%

§0%

40% B : 1|

20%

0o i et , R ;
HOCC: HOCC: HOCC: HOCC: HOCC: PSA §SA HOCC Sve us
Boys Girls Age 2-4 Age 512 Age 1317 Area

Sources:

2015 PRC Community Health Survey, Professional Research Consultants, In. [tem 117]

2013 PRG Mational Health Survey, Protesslonal Research Consultants, Ino.

Asked of all respondents with children age 2-17 at home,

Includes children reportad to have one ar mare hours of physical actluity on each of the seven days preceding the survay.

Notes:
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Woeight Status

About @verwemht & Obeerw

Because we1ght is |nﬂuenced by ehergy (calor:es) consumed and expended mterventrons tol lmprove welght can support
o changes in-diet or phy3|ca[ actlwty They can help change mdlvrdua[s knowledge and sk|1|s reduce exposure fo foods lowin

o "welght gam or fac1l|tate werght loss among obese people They can be delivered in rnultiple settlngs Encludmg healthcare SEN
. -5ett|ngs worksrtes or, schools : : : : T .

. The soo|al and physmal factors affectmg dret and phy5|cal actlwty (see Physrcal Act|V|ty toplc area) may also have an |mpact on
: welght Obes;ty isa problem throughout the populatlon However among adults ‘the | prevalence is h|ghest for mlddle -aged -
i people and for nof-| Hrspamc blagk and Mexican American women Among chlldreo and adolescents the prevalence of obesrty
s hlghest among older and Mexigan American. children and non Hlspanrc black g|rls The assocratlon of income. with obesrty b
-varies by ege gender and race/ethnrclty : PR : :

. Healthy People 2020 (www heal thypeople gov)

. Body | Mass lndex BIVII) wh|ch descnbes relat|ve wetght for helght s srgnrﬂcantly correlated W|th total body fat content. The
-CBMIE should be used to a55688. cvenNelght and obesnty and to monltor changes in:body. we|ght ln add|tlon measurements of .

X body werght alone can be used to. determme effcacy of welght loss therapy BMI is calculated as we|ght (kg)/he|ght squared o
(mz) Tc est|mate BMI usmg pounds and mches use: [Welght (pounds)/helght squared {mchesz)] x703 o . L

S ln thls report ovenrvelght is. def‘ned as a BMI ot 25 0 to 29 g kglm’- and ohe5|ty as.a BMI 230 kglm2 The ratronale behlnci these
"det" nitions is based on epldemlologzcal data thal show increases in mortallty with B|V||S above 25 kg.’m2 The increase in ' '
5y ; mortallty, however tends fobe mcdes{ until a BMI of 30 kg.’m2 |s reached. For persons w1th aBMI 230 kgl'm2 mortalrty rates

B from all causes and espemelly from cardlovascular dlsease are generally |ncreased by 50 to 100 percent above that of '
o .persons ‘with BMis in the range of 20 to 25 kg/m2 s

o . Clsn[cal Gu\de[lnes on the ldentrr'catron Evaluatlon and Treatment of Overwerght and Qbesity in Adults The Ewdence Report Natlonal Institutes of Health Natlonal
Heart Lung and Blood. Ins‘atute in Cooperaﬁon With The National | institute of Diabetes and Digestive and Krdney D|seases Sepiember 1998 . .

" Undeiweight

“"Source: Clinical Guidelines on the Identification, & fon, and Treatment of Qverwelight and Obesity in Adults: The Evidence Report. National Institutes of Heaith. National
Heart, Lung, and Blood Institute in Cooperation With The Nat|ona| Institute of Diabetes and Digestive and Kidney Diseases. September 1988,

Adult Weight Status
“About how much do you weigh without shoes?”

“About how fall are you without shoes?”

The survey questions above were used to calculate a Body Mass Index or BM| value (described above) for
each respondent. This calculation allows us to examine the proportion of the population who is at a healthy

weight, or who is overweight or obese (see table above).

s Note the Healthy People 2020 target for cbesity.
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) Obese
Overweight or Obese (Adults With a BMI of 30+)
(Adults With a BMI of 25+) Healthy People 2020 Target = 30.5% or Lower
100% . s 100% B
Only 31.5% of Totat Service Area
adults are at a Healthy Weight
I X s TO4% - (BMI 18.5-24.9)
60% 0%
% 0% 36.0%. 5 33.6% ‘
22.6% . 20.0%
20% 0%
0% % g o i
HOCGPSA HOCCSSA  HOCC Sve us HOCCPSA HOCCSSA  HOCC Sve us
Area Area

Sources: « 2015 PRC Community Hesith Survey, Professional Research Consultants, Inc. [item 151]

« 2013 PRC Natioral Health Survey, Professional Research Constitants, Inc.

 US Depariment of Health and Human Services, Healthy People 2020. December 2610, htip:/fwww.healthypeople.gov [Qhjective NwS-9]
Notes: Based on reported heights and welghts, asked of all respondents.

Prevalence of Obesity
(Percent of Adults With a BMI of 30.0 or Higher; HOCC Service Area, 2015)

0% e e

80% - N RS-

80%

44.4%

0% 0%

20.0% 30.0%

20%

0%

Men Women 18to3% 40to6d 65+ Low Mid’High  White  Hispanic  Other HOCC
Inecome  Income " Svc Area

Sources: = 2015 PRC Commurlty Health Survey, Professional Research Consultants, Ine. [[tem 151]
» US Departmentof Heallh and Human Services. Healthy People 2020. December 2010. hitp: e healthypeople.gov [Objective NWS-8]
Notes: « Based on reported heights and weights, asked of all respondents.
& Hispanics can be of any race. Otherrace calegories are non-Hispanic catégorizationa {z.g., "White" reflects non-Hispanic White respondents).
= Income categories reflect respondent's househald income as @ ratlo to the federal paverty level (FPL} for theirhcusshold size, “Low Inceme” ingludes househoids
with incomes up to 199%of the federal poverty level, TidHigh Income” includes housafclds with incomes at 200% or mare of the federal poverty level,
» The definition of obasity is having a body mass index (BMI), a ratio of weight fo height (kilegrams divided by meters squared), greater than or equal to 30.0,
regardless of gender,




Weight Control

'-_'.Aheué Mammmmq a Hea tiw Wezqm

:-|l'|leldUEl|S who are at a healthy wetghi are less I|kely to } _

e Develop chromc d|sease rtsk factors such as h|gh blood pressure and dysl|p|demla )
» . Develop chronic diseases, such as type Pl d|abetes hearl d|sea5e osteoarthnhs and some cancers
s EXperiénce compllcatlons dunng pregnancy : : o R
. Dle at an earl|er age. : .

- All Amencahs should avold unhealthy we|ght galh and those whose welght is too h|gh may also need to Iose we|ghl

. Healthy F‘eople 2020 (www heallhypecple gov)

Weight Management. The following three questions were used to calculate the proportion of adults who are
overweight or obese and who are using a combination of both diet and exercise in order to try to lose weight.

“Are you now trying fo lose weight?”
“Are you eating either fewer calories or less fat to lose weight?”

“Are you using physical activity or exercise to lose weight?”

Trying to Lose Weight by Both
Modifying Diet and Increasing Physical Activity

{Among Overweight or Obese Respondents)

: Yes
B 39.5%

No
60.5%

No
60.9%

HOCC Service Area United States

Sources: 2015 PRC Community Health Survey, Professional Resaarch Consultants, Inc, [Item 152]
» 2013 PRC NationalHealth Survey, Professional Research Cansultants, Inc.
Notes: e Reflacts respondents wha are overweight or ohese based on reported helights and welghts,




Childhood Overweight & Obesity

i Abeui Wezqhi Siatue in uhs men & Teens

‘ In ch{Idren and teens body. mass |ndex (BMI) is used to assess welght status - undenNelght healihy welght overwelght or;
. obése. After BMIis calculated for childrert and teens the BM] number is p[otted onthe CDC BNII for-age growth charis (for
~ either glrls or boys) fo obtain a percentne rankmg Percentiles are the most comrnonly used |nd1cator 10 assess the size and
: -._'growih patterns of individial chl]dren |n the Unlted Siates The percentlle lndlcates the relaiwe posmon of the chltd S BMi
- - number among ch[Idren ofthe same sex anci age :

BMI for age Welght status categones and the correspondlng percentl]es are shown be]ow

. “Underweight = L <hin pércentile.
._ ‘Healthy Weight ~~: '25% and <85h percentile
.eOverweight ;- " 285" ahd. <98" percentlle

. Obese oo =OBR percentlle

R N Centers fnr Dlsease Control and F'reventlon

The following questions were used to calculate a BMI value (and weight classification as noted above) for each
child represented in the survey:

“How much does this child weigh without shoes?”

“About how tall is this child?”

. _ Child Is Obese
Child Is Overweight {Among Children Age 5-17; BMI 95th Percentile)
(Amang Children Age 5-17; BMI 85th Percentile) Healthy People 2020 Target = 14.5% or Lower
100% B e [E——— 100%
% . S o gt e
T o R 0%
% - 0%
23.7%

20% 20%

- PO o e R : ;
HOCG PSA HOCC SSA HOCC Sve us HOCC PSA HOCC SSA HOCC Sve us
Area Area

0%

Saurces: « 2015 PRG Gommunity Health Survey, Professional Research Consultants, Inc. [ltem 155]
# 3013 PRC National Health Survey, Professionat Ressarch Consultants, Inc.
Notes: o Asked of ali respondents with children age 5-17 at home.
« Ovarwaight among children is delermined by children's Bady Mass index status at or ahave the 85th percentile of LIS growth charts by gender and aga.
« {besity among children is determined by children’s Body Mass index status equal to or above the 95th percentil of US growth charts by gender and age.




Health Advice About Physical Activity & Exercise
“During the past 12 months, has a doctor asked you about or given you advice regarding diet and

nufrition?”

“During the past 12 months, has a docior asked you about or given you advice regarding physical
activity or exercise?”

“In the past 12 months, has a doctor, nurse or other health professional given you advice about your
weight?”

The chart below details responses to these questions among the total sample of respondents, as well as

responses segmented by weight classification based on calculated BMI.

Have Received Advice About From a

Physician, Nurse, or Other Health Professional in the Past Year
(By Weight Classification)

100%

DService Area: Healthy Weight Adults Service Area: Overweight or Obese Adults

& Service Area: All Adults & US: All Adults
80% B

i 54.4%

H 39.2%
A%

20%

Diet & Nutrition Physical Activity Weight

Sources: e 2015 PRC Gommunity Hesith Survey, Professional Research Consultants, Ine. [ltems 18, 19, 98}
« 2013PRC National Health Survey, Professlonal Research Gonsultants, Inc.
Notes: « Asked of all respendents.




Key Informant Input: Nutrition, Physical Activity & Weight
The following chart outlines key informants’ perceptions of the severity of Nutrition, Physical Activity & Weight

as a problem in the community:

Perceptions of Nutrition, Physical Activity, and Weight

as a Problem in the Community
{Key Informants, 2015)

# Major Prablem @ Moderate Problem g Minar Problem No Problem At All

Sources: = PRE Online Key Informant Survey, Professionai Research Consuittants, Inc.
Notes: + Asked of all respondents.

Top Concerns
Among those rating this issue as a “majaor problem,” reasons frequently related to the following:

Prevalence of Obesity

Obesily is widespread in many communities, particufarly troubling for children. Local markets
offent do not have fruits, vegetables and healthy meat oplions. Obesily is often infergenerational
and therefare behavior and habits are difficult fo change. — Community/Business Leader

Our lifestyles. Take a trip to a mall and observe how many fall into the overweight/obese

category. Go to a park and compare the number of people being active to the numbers you see in
a mall. Look at what we've taken away from school children, recess, modified PE programs. After-
school programs focus on academics, and many communities have "pay to play” sports programs.
Marketing doflars spent by soda companies overwhelm any prevention education budgets. —
Health Provider (Non-Physician)

The rates of overweight and obesity in our community are high. — Social Services Represeniative

Current studies of BMI in elementary school children places approximately 30% of children as
obese. - Public Health Expert

High obesity and diabetes rates. — Physician

Access to Healthful Foods

The poor and low class cilizens of the community do not have access to and cannot afford the
market prices of fresh fruits and vegelables. — Health Provider (Non-Fhysician)

Nutrition is sorely overlooked when aftending to patient's chronic needs. Lack of resources
available for obese children. Many patients are financially unable fo provide balanced meals. —
Health Provider (Non-Physician)

Access fo quality food and a basic knowledge about preparing nutritious food. — Health Provider
{Mon-Physician)

Lack of access to high quality, affordable food due to lack of financial resources and lack of quality
food retail. Lack of safe physical activily opportunities for community members. Low
health/nutrition education. Lack of long-term exclusive breastfeeding. — Social Services
Representative




Poverly. Access to healthy affordable foods. Safe places. Low cost physical activity. Time and
childcare. Stress. - Social Services Representative

Education

Health education regarding proper nutrition and exercise is needed. — Community/Business
Leader

Lack of any consistent and connected education. There are programs here and there, but
educalion and information for patients on this is very limited. — Physician

Education on the issues, understanding why people don't put their health care first, usually
because of family, work, children issues and time constraints. — Health Provider (Non-Physician)

Early interventions and healthy behaviors should be integrated throughout ail aspects of care. Cur
focus and interventions offen exist when disease and complications already exist. Need infense
counseling. For those insured, there Js limited coverage for these inferventions. — Health Provider
(Non-Physician)

MNutritional information and access fo care and services, particularly for young people. —
Community/Business Leader

Practicing consistently on living a healthier life style. — Health Provider (Non-Physician)
it all starts there. —~ Health Provider (Non-Physician)

Access to Physical Activity

Food insecuity. Lack of access to free or low cost recreation. Lack of open spaces. Lack of
education. Cultural barriers to diet modification and lack of access to primary care. — Public
Health Expert

Qur communities are not built to support integration of physical activity info daily life like walking to
school, grocery store. Too much reliance on prepared foods. Overweight and obesity are leading
risk factors for many of our chronic diseases. — Health Provider (Non-Physician)

Socioeconomic Challenges

Socio-economic challenges and sfressed neighborhoods offen make it difficult for residents to
engage in healthful physical activity or ptirchase healthful/ffresh focds. Information about healthy
eating/healthy cooking is not consistently available. — Community/Business l.eader
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Substance Abuse

Abeut Sulsstaﬂse ﬁbees

Substance abuse has a maJor |mpact on |nd1v1duals fam|l|es and commumtles The effects of substance abuse are
cumulatlve S|gn|t" cantly contnbutrng to costly soclal physrcal mental and pub[lc health problems These problems |nclude

'Teenage pfegnancy : : BT
‘Human immuncdeficiency wrus!acqmred |mmunedef mency syndrome (HIVIAI DS)
__Other sexually transmrrted d|seases (STDs) : ; -
-Domestic wolence

“Child abuse: LRI
» Motor vehicle crashes :
Physlcal frghts T
Crimig
‘Homicide "=+

Suicide -

L T N e R N R

; 'Substance abuse refers to a set of related condltlons assomated w1th the consumptron of mrnd and behavmr altermg
: substances that have negahve behavroral and health outcomes. Social attitudes and polrtlcal and Iegal responses to'the )
’ consumptmn of a!cohol and Illicit drugs make substance abuse one of the most complex publlc health issues, [n addition to the S
: consuderable health- :mp[|cat|ons substance ahuse has been a flash- po}nt in the cr|mmal Justlce system and a ma}or focal pomt
i distussions about soc|al values people argug over whether substance abuse 1s & drsease Wlth genet|c and blotogloal
: 'foundahons ora matter of personal cho|ce ' ) S S

Advances in research have led to’ the development of ewdence-based strateg|es to effectlvely address substance abuse :
Emprcvements if¥ brain- |mag|ng technolog|es and ‘the development of med|cat|ens that assist in treatment have gradually L
shifted the research communltys perspectwe on substance abuse: There | |s how a deeper understandlng of substance abuse o
‘asa dlsorder that develops rn adolescence and for some lndrvrduals wilt develop |nto a chromc |Ilness that wrll réquire Ilfelong :
: monltorlng and care; e -' : : : L Sl

= tmproved evaluatlon of communlty Ievel prevent|on has enhanced researchers understandmg of enwronmental and social
g facters that contribute to-the inifiation ‘and abuse of alcohal and illicit drugs, Iead:ng to'a more soph|st|cated understandmg aof
howto |mplement evldence-based strategles in spec|t' G social and cultural settlngs R : :

: A stronger emphas|s on evaluat[on has expanded ewdence-based practlces for drug and alcohol treatment Improvements
. _._have focused cn the development of better cllnlcal 1ntervent|ons through research and |ncreastng the skllls and qual|f|cat|ons of_
treatment prowders P SR S :

. " Healthy People 2020 (e, healihypeople. gov)'-_ c

Related Age-Adjusted Mortality
Cirrhosis/Liver Dissase. Heavy alcohol use contributes to a significant share of liver disease, including
cirrhosis. The following chart outlines age-adjusted mortality for cirrhosis/fiiver disease in the area.

Drug-induced Deaths. Drug-induced deaths include all deaths for which drugs are the underlying cause,
including those attributable to acute poisoning by drugs (drug overdoses} and deaths from medical conditions
resulting from chronic drug use {e.g., drug-induced Cushing's syndrome). A “drug” includes illicit or street drugs
{e.g., heroin and cocaine), as well as legal prescription and over-the-counter drugs; alcohol is not included.
These deaths may also be either intentional {e.g., suicide) or unintentional {accidental). The following chart
outlines local age-adjusted moertality for drug-induced deaths.

« Note the corresponding Healthy People 20620 targsis.
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Cirrhosis/Liver Disease: Drug-Induced Deaths:
Age-Adjusted Mortality Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population} (2011-2013 Annual Average Deaths per 100,000 Population)
Healthy People 2020 Target = 8.2 or Lower Healthy People 2020 Target = 11.2 or Lower
%5 %
20 . 20

- : 15 13.6 13.5 14.1

9.9

Hartford County Connecticut us Hartford County Connecticut s

Sources: « GDC WONDER Online Query Systar. Centers for Disease Control and Preventlon, Epidemlelogy Program Office, Division of Public Health Survellance and
Informatics. Data extracted April 2015,
« U8 Department of Health and Human Services. Healthy People 2020. December 2010, hitp:/fwww healthypeople.gov [Oblectives 5A-11 and SA-12]
Naotes: & Deaths are coded using the Tenth Revision of the Intemational Statistical Glassification of Dissases and Related Health Problems (JCD-10),
+ Rales are per 100,000 population, age-adjusted to the 2000 US Standard Poputation.
« Lacal, state and national data are simple thres-year averages.

Alcohol Use

Current Drinkers. “Current drinkers” include survey respondents who had at least one drink of alcohol in the
month preceding the interview. For the purposes of this study, a “drink” is considered one can or bottle of beer,
one glass of wine, one can or bottle of wine cooler, one cocktail, or one shot of liquor.

“During the past 30 days, on how many days did you have at least one drink of any alcoholic beverage
such as beer, wine, a malt beverage, or liquor?”

Excessive Drinkers. Excessive drinking reflects the number of persons aged 18 years and over who drank
more than two drinks per day on average (for men) or more than one drink per day on average (for women) or
who drank 5 or more drinks during a single oceasion (for men) or 4 or more drinks during a single occasion (for
women) during the past 30 days.

“On the day(s) when you drank, about how many drinks did you have on the average?”

“Considering all types of alcoholic beverages, how many times during the past 30 days did you have 5

(if male)/4 (if female) or more drinks on an occasion?”
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Excessive Drinkers

Current Drinkers Healthy Psople 2020 Target = 26.4% or Lower
100% - R 100%
800& BDG’,‘H
62.5% 674% 55.4%
60% 60%
% 40%
24.2% 24.1% 24.2% 23.2%
20% 20%
HOCCPSA HOGCSSA  HOCC Sve us HOCGPSA HOCCSSA  HOCC Sve us
Area Area

Solrces: « 2015 PRC Gommunity Healih Survey, Professional Regsarch Consultants, Inc. [ftems 160, 164]
« 2013 PRC Nalional Health Survey, Professional Research Consultants, Inc.
» US Departmantof Health and Human Services, Healthy People 2020, Decambar 2010, hittp:iiwewn heallhypeople.gov [Objective 8A-15]
Netes:  # Curment drinkers had at least ons alcohofic drink in the past month.
o Excossive drinking roflacts the number of parsens aged 18 years and over who drank more thar two drinks per day on average (for men) or more than ang drink per
day on average {for women) OR who drank 5 or mere drinks during a single accaston (for men or 4 or more drinks during a single occasion (for wamen) during the
past 30 days.

Excessive Drinkers

{Total Area, 2015)

Healthy People 2020 Target = 25.4% or Lower

8%

60%

40%

24.2%

20%

0%

Men Women 181039 - 40to 64 65+ - Low - - MidHigh----White - Hispanic- - - Other — - HOCC
Income  Income Sve Area

Sources: = 2015 PRC Cormunity Health Survey, Professional Ressarch Consultants, Inc. [tem 184]
» US Deparimentof Health and Human Services. Healthy People 2020, December 2010. hip:/fwww healthypeople.gov [Objective SA-15]
Motes: « Agked of all respondents.
« Hispanics can be of any race. Other race categories are non-Hispanic categorizations {e.g., "NH White" reflects non-Hispanic White respondents).
o Incoms salegaries refiect respondent's hausehold income as & ratio to the federal paverty levst [FPL) for thelr houschold size. “Low incoms” Includes households
with incomes up to 189% of the federal poverty level, “MicdHigh Income” includes households with incemes at 200% o more of the federal poverty level.
» Excessive drinking reflacts the number of persons agad 18 years and over who drank mere than two drinks per day on average {for men or more than one drink
per day on averags (for wamen) OR who drank 5 of mors drinks during a single oecaslon {for men] ar 4 or more drinks durlng & single occasion {for womer) during
the past 30 days.




Drinking & Driving. As a self-reported measure — and because this indicator reflects potentially illegal
behavior — it is reasonable to expect that it might be underreported, and that the actual incidence of drinking
and driving in the community is likely higher.

“During the past 30 days, how many times have you driven when you've had perhaps too much fo
drink?”

Have Driven in the Past Month
After Perhaps Having Too Much to Drink

100%
80%
40%

20%

1.5% 4.0%

0% B 2 ; AR
HOCC PSA HOCC S5A HOCC Svc Area us

Sources: & 2015 PRC Community Health Survey, Professional Research Consultants, Inc. [ltem88]
« 2013 PRG National Health Survey, Professional Ressarch Gonsultants, Inc.
Notes: & Asked of all respondents.

iHlicit Drug Use
“During the past 30 days, have you used an illegal drug or taken a prescription drug that was not
prescribed to you?”

lilicit Drug Use in the Past Month
Healthy People 2020 Targset = 7.1% or Lower
100% o

0% -

0% et i o e e (S
40%

20%

2.8% 3.3% 3.2% 4.0%

0% RIS TR s £ R R
HOCC PSA HOCC §SA HOCC Svc Area us

Sources: ® 2015 PRC Community Health Survey, Professional Ressarch Consultants, Inc. [item 65]

& 2013 PRC Natlonal Heslth Survey, Professional Ressarch Censultants, Inc.

« U8 Departmantof Health and Human Services, Healthy People 2020. December 2010. hitp:/fwwan.healthypsople.gov [Objective SA-13.3]
Motes: ® Asked of all respondents.




Alcohol & Drug Treatment
“Have you ever sought profassional help for an alcohol or drug-related problem?”

Have Ever Sought Professional Help
for an Alcohol/Drug-Related Problem

100%
80%
0%
40%

20%
4.9%

2.7%

2.6%

0% RN e BARE ] B : i i 22
HOCC PSA HGCC SSA HOGC Svc Area us

Sources: & 2015 PRC Community Health Survey, Professtonal Research Consuitants, Inc. [Hem 7]
« 2013 PRC Matianal Health Survey, Prafessionaf Research Consultants, Inc.,
Noles:  # Asked of allrespendents.

Key Informant Inpuf: Substance Abuse
The following chart outlines key informants’ perceptions of the severity of Substance Abuse as a problem in the

community:

Perceptions of Substance Abuse

as a Problem in the Community
(Key Informants, 2015)

& Majer Problem Moderate Problem B Minor Problem No Problem At All

Sources: s PRC Online Key Informant Survey, Professlonal Research Consultants, Inc.
Notes: » Askad of alt respondents.

Barriers to Treafment
Among those rating this issue as a “major problem,” the greatest barriers to accessing substance abuse

treatment are viewed as:

Access to Resources




:. '.(;(_*)

Inability to access mental health resources. Contact with the criminal justice system before having
the opportunity to receive help for mental illness. Stigma. — Public Health Expert

Access fo detox and in patient care. - Social Services Representative

Health insurance, not knowing where to go, nof enough in-patient resources. —
Community/Business Leader

There is a high prevalence of substance use in the Hartford community. Many struggle to find
holistic treatment that address the underlying struggles often faced by those with addiction. —
Community/Business Leader

There are limited resources available. — Heallh Provider (Non-Physician)

Lack of resources and follow up support. - Community/Business [ eader

Not enough providers. — Physician

Nof enough treatment beds. — Social Services Representative

Waiting lists, not ready for treatment, efc. — Social Services Representative

Perception of problem with alcohol. Lack of infegrated medical and SA services, — Health Provider
(Non-Physician)

Stigma

There is both a stigmatism and also a limited availability. Open slots for this care and treatment,
especially inpatient and extended patient care. — Physician

Stigma, time, limited social supports, inconsistent messages from provider teams. — Health
Provider (Non-FPhysician)

Demial, stigma. — Health Provider {Non-Physician)

Prevalence of Substance Abuse
High instance of substance abuse. — Health Provider (Non-Physician)
Sifertt epidemic in the young and old. — Public Health Expert

increased inappropriate use of prescription drugs. Seems o be an increase in both self-reported
and hospital admissions for drug misuse, abuse. More teenagers are experimenting with these
relatively easy to acquire drugs and perceive they are safe because they were prescribed to
someone as opposed to illegal drugs. — Health Provider (Non-Physician)

Access to Culturally-Appropriate Programs

Lack of culturally relevant and language-appropriate services, social determinants of health/stress.
— Social Services Representative

Lack of specific programs for lesbian, gay, bisexual, Iransgender individuals. — Social Services
Representative

Motivation & Support to Get Help

T Lack of readiness to give up the habit, the lack of emotional and social support from family and or
friends and for some people, the substance abuse environment is all they are accustomed to. —
Health Provider {Non-Physician)




Most Problematic Substances
Key informants (who rated this as a “major problem”) were further asked to identify what they view as the most

problematic substances abused in the community.
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Tobacco Use

s Aheu% Tehaccc Use

e Tobacco use is the single most preventable cause of death and dlsease in the Umted States Smentlfc knowledge about the
health effects of tobacco use has :ncreased greatly since the first Surgeon General 'S report on: tobacco was released |n 1964.

Tobacco use causes

e Cancer
“ - e Heart d|sease : v N ‘
“w lung diseases (lncludmg emphysema bronchltis and chronic airway obstructlon)
. Premature b|rth low b|rth welght strllblrth and |nfant death . .

e There is no r|sk free level of exposure to secondhand smoke Secondhand smoke causes heart dlsease and lung cancer in:
L 'adults and a numbef of health problems | |n infants and chlldren mcludsng se\.rere asthma attacks respiratory lnfectzons ear.

B -'mfecttons and sudden |nfant death syndrome (SIDS)

-_Smokeless tobacoo causes a number of senous oraI heaith problems mcludmg cancer of the mouth 'and gums per|odont1t|s . o
~and tooth loss Cigar use causes cancer ofthe larynx mouth esophagus ‘and lung T

.'. Healthy Peopie 2020 (www heatthypeople gov)

Cigaretie Smoking
“Do you now smoke cigaretfes every day, some days, or not at all?”

« Note the Healthy People 2020 target.

100%

80%

80%

40%

A% e o

0%

Sources:

Notes:

Current Smokers
Healthy People 2020 TFarget = 12.0% or Lower

550 14.9%

HOCC PSA HOCC 8SA HOCC Svc Area us

2615 PRG Gomimunity Health Survey, Professional Research Consultants, Ine. [ltem 158]

2013 PRC National Health Survey, Professional Research Gonsultants, Ins.

U3 Departmentof Health and Human Services. Healfhy People 2020. December 2010. hitp:/fwww.healthypeople.gov [Chjective TU-1.1]
Asked of all respondents.

Includes regular and occasional smokars (those who smoke cigarsttes everyday oron some days}),
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Current Smokers

(HOCC Service Area, 2015)
Healthy People 2020 Target = 12.0% or Lower
10[}% . . e e e

80%
60%

40%

22.5%

0% -157% - 13.9% A7.8%

8.6% 8.7%

1.8% 12.1%

RUF

0% e B : e RS : ]
Men Women 181039  40to 64 65+ Low MidfHigh ~ White  Hispanic  Other Hoce
Income  Income Sve Area

Sources: 2015 PRG Gommunity Health Survey, Professional Research Consultants, Inc, [item 158)
» US Departmentof Health and Human Sarvices. Healthy People 2020. December 2010. http:twww healthypeople.gov [Objective TU-1.1]
Notes: » Asked of all respondents.
s Hispanics can be of any race, Otherrace categorles are non-Hispanis categorizations {e.g., "White" reflects hon-Hispanic White respandents).
 Income categories reflect respandent's household income as a ratlo to the federal poverty level (FPL) for their household size. "Low Ingome” includes househalds
with [ncomes up to 199%af the federat poverty leval, “Mid/High Income” includes houssholds with incomas at 200% ar more of the federal poverty level.
« Includes regular and aceaslon smokers (everyday and some days).

8moking Cessation

;‘«%%mm Reducmg Tubamn U%

_ Preventlng tobacco useand helpmg tobacco (ISers qU|t can lrnprove the hea]th ad quallty of Ilfe for Amencans of aII ages _
' _People who stop smokmg greatly reduce their rlsk of disease and premature death Benefils are greater for peopte who stop at _
earller ages but qwttzng tobacco Use is benefi mal at any age: L : :

_ Many factors mﬂuence tobacco use, dlsease and mortallty Rlskfactors include race!ethmc:ity age educatlon and
i : 'socmeconomxc status Slgmflcant dlsparttles in tobacco use: eXISt geographlcally, such dlsparlties typlcaily result frum
o dlﬂ’erences among states in smoke—free protecilons tobacco prlces and program fundmg for tobacco preventlon

o ' Healthy People 2020 (www healthypenpte gnv)

“In the past 12 months, has a doctor, nurse or other health professional advised you to quit smoking?”

{Asked of respondents who smoke every day or on some days.}

“During the past 12 months, have you stopped smoking for one day or fonger because you were trying

to guit smoking?” {Asked of respondents who smoke every day.)
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Stopped Smoking for 1+ Days in

Advised to Quit Smoking by a Past Year in an Attempt to Quit
Healthcare Professional in Past Year {Among Everyday Smokers)
{Among Current Smokers}) Healthy People 2020 Target = 80% or Higher
81.5%
0% 2 Ba%
65.8%
0% 80% -
A0% 46%
A% - 20%
0% s ™ : e
HOGC Service Area us HOCC Service Area us

Sources: e 2015 PRC Community Health Survey, Professicnal Resaarch Consuftants, Inc, [Items 57, 58]
» 2013 PRC Natlenal Health Survey, Professlonal Research Consultants, Ine.
Notes:  « Asked among cument and everyday smokers,

Secondhand Smoke
“In the past 30 days, has anyone, including yourself, smoked cigarettes, cigars or pipes anywhere in
your home on an average of four or more days per week?”

The following chart details these responses among the total sample of respondents, as well as among only
non-smokers and only households with children age 0-17.

Member of Household Smokes At Home
(HOCC Service Area, 2015)

100%
80%
60%
Non-smokers expased to smoke
inthe hore: 5.2%
% {US=8.3%)
o
20% 192% - 15.3% Yo gy
99% 99% 93% M 78%  92% 9% 04% 98% ggy 12T%

0%

Men  Women 18to39 40tofd4 85+ Low MidHigh White Hispanic Other  PSA SSA  HOCC us
Income  Income Svc Area

Sourees:

@ 2018 PRC Community Health Survey, Professlonal Research Consuiltants, Inc. [tems 59, 158]
& 2013 PRC National Health Survey, Professional Research Cansultants, Inc.
Notes: o Asked of all respondents.
# Hispanics can be of anyrace. Other race categories are nan-Hispanic categorizations {2.g., "White' reflects nan-HIspanic White respondents).
o Income categoriss reflect respendent's housshold Incume as a ratic to the federal poverty level (FPL) for their housshold size. “Low Income” includes households
with incomas up to 189% of tha faderal poverty lavel; "MidHigh Incoms” includes heusehalds with incomes at 200% or more of the federal poverty level.
» "Smokes at home” refers to someone smaking cigarsttes, cigars, or a pipe in the home an average of four or mare times per week in the past monfi,




Other Tobacco Use

“Do you currently use chewing tobacco, snuff, or snus every day, some days, or not at alf?”

“Do you now smoke cigars every day, some days, or not at all?”

Use of Smokeless Tobacco Use of Cigars
Healthy People 2020 Target = 0.3% or Lower Healthy People 2020 Target = 0.2% or Lower
190% . 100%
W% e e 0%
60% . - B0%
0% - e 4%
s e e
1.1% 1.3% 1.2% 4.0% 9%

HOCCPSA  HOGC SSA  HOCC Sve us HOCCPSA  HOCCSSA  HOCC Sve us
Area Area

0%

Sources; & 2015 PRC Communlty Health Susvey, Professional Research Consultants, Inc. [lfems 60, §1]
« 2013 PRG Nationa! Health Survey, Professional Research Consultants, Inc.

» US Departmentof Health and Human Services. Healthy Pecple 2020, December 2010, hitp:iwwanhealthypeople.gov [Cbjectives TU-1.2 and TU-1.3]
Notes: e Asked of alf respondents.

Key Informant Input: Tobacco Lise

The following chart outlines key informants’ perceptions of the severity of Tohacco Use as a prablem in the
community:

Perceptions of Tobacco Use

as a Problem in the Community
(Key Informants, 2015)

® Major Problem Moderate Problem @ Minor Problem No Problem At All

Sources!  « PRG Online Key Informant Survey, Professionzl Research Gonsultants, Ine.
Notes: » Asked of all respondents,
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Top Concerns

Among those rating this issue as a “major problem,” reasons frequently related to the following:

At-Risk Populations

Tobacco use among Latinas and Blacks in CT is higher than among whites and higher than the
state's average. Tobacco use is a major factor in development of chronic diseases. — Social
Services Representative

Tobacco use has been a part of the lesbian, gay, bisexual culture for decades. Step outside a gay
bar to find many smokers. — Social Services Representative

Cigarettes are the poor man's freatment for mental illness. Lack of education. Food insecurily,
cigarettes help hunger pangs. — Public Health Expert

Tobacco use is widespread in some communities particularly amongst individuals with current or
prior substance abuse challenges. Tobacco has become very expensive, yef many with limited
income still smoke. — Community/Business Leader

Young smokers. — Health Provider (Non-Physician)
Smaking continues to pose a significant health risk to our students. — Community/Business Leader

High smoking in lower-income adulis. — Physician

Addiction
Addiction. — Health Provider (Non-Physician)
Tobacco addiction and its impact on fung health. — Health Provider (Non-Physician)

Prevalence of Smoking

% Perceived high use rate. — Health Provider (Non-Physician)

Lack of Smoking Cessation Programs

There are very few smoking cessation programs that are paid for by Husky or commercial insurers
and group programs are almost never covered under insurance but often the most effective. —
Physician
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Aocess to Health Services

Lack of Health Insurance Coverage (Age 18 to 64)

Survey respondents were asked a series of questions to determine their healthcare insurance coverage, if any,
from either private or government-sponsored sources. Here, lack of health insurance coverage reflects
respondents age 18 fo 64 {thus excluding the Medicare population) who have no type of insurance coverage
for healthcare services — neither private insurance nor government-sponsored plans {(e.g., Medicaid).

“Do you have any government-assisted healthcare coverage, such as Medicare, Medicaid (or another
state-sponsored program), or VA/military benefits?”

“Do you currently have: health insurance you get through your own or someone else’s employer or
union; health insurance you purchase yourself; or, you do pot have health insurance and pay for health
care entirely on your own?”

Lack of Healthcare Insurance Coverage

(Among Adults Age 18-64)
Healthy People 2020 Target = 0.0% (Universal Coverage)
100% .

80%
60%
40%

0% P . 15.1%

O% PR ey
HOCC PSA HOGC §SA HOCC Service Area uUs

Sources: » 2015 PRC Community Health Survey, Professional Research Cansultants, Inc. [Item 185]

» 2013 PRC National Health Survey, Professional Research Consultants, Inc.

« LIS Departmentaf Health and Human Services, Healthy People 2020, December 2010. hito:fwwiw.healthypeoplegov [Objective AHS-1]
Notes: e Asked of all respondents under the age of 65,
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Lack of Healthcare Insurance Coverage

{Amang Adulis Age 18-64; HOCC Service Area, 2015)
Healthy People 2020 Target = 0.0% (Universal Coverage)

100%
80%
§0%
40%
20%
0,
_68% 43% 5.5% 5.4%. 33%
0% P ES oG pRE. OS] 8 ooeen |8 e
Men Women 181039 401o 64 Low Mid/High White Hispanic HOCG
Income Income Svc Area
Solrees: 2015 PRG Community Health Survey, Professional Research Consultants, Inc. fItem 165]
U5 Departmentof Health and Human Services. Healthy Peaple 2026, December 2010, http:/www healthypeople.gov {Objective AHS-1]
Notes: Asked of all respondents under the age of 65.

Htspanics can be of any race. Other race categories are nen-Hispanic categerizations {e.q., White” reflects non-Hispanic White respondents).
Income categories reflact respondent’s household income as a ratio fo the federal poverty level (FPL} for thelr household slze. "_ow Incoma® inciudes households
with incotnes up to 199% of the federal poverty level "MidiHigh Tncome” includes househoids with incomes at 200% or mare of the faderal paverty level

Among insured respondents only: “During the past 12 months, did you have health insurance coverage
ALL of the time, or was there a time in the year when you did NOT have any health coverage?”

Went Without Healthcare Insurance

Coverage At Some Point in the Past Year
{Ameng Insured Adults; HOCC Service Area, 2015)

100%
80%
60% - . - P e . e
40%
%  8.9% 8.1%
3% A 0% L 2% 3% R Fe 8% 42% "
0% } s [0 T J/0 g | : o
Men Women 18to39 40toB4 65+ Low  MidfHigh White Hispanic Other PSA SSA  HOCC us
Income  income Sve Area
Sources; 2015 PRC Community Health Survey, Prafesslonal Research Gonsultants, Ine. [ltem 79]

L]

+ 2013PRC Natlonal Health Survey, Professional Resaarch Consultants, Inc.
Notes: « Asked of all insured respondents.

« Hispanics can be of any race. Other race categories are non-Hispanic categorlzations {e.g., “White" reflects non-Hispanic White respondents).

» Income categories reflect respondent's hausehold incame as a ratio to the federal poverty leval (FPL) for their household size, "Low income’ includas househalds
with incomes wp to 188% of the federal poverty level; "Mid/High Income" includes households with incomes at 200% or mare of the federal poverty level.
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Difficulties Accessing Healthcare

N About Access to ﬁealthcare

: Access to comprehenswe quahty hea]th care services is lmportant for the ach|evement of heaith equtty and for lncreasmg the
S qualityof a healthy [ife for everyone It |mpacts overall physical, social, and mental health status prevenllon of dlsease and
e dlsablhty detecticn and treatment of health condlt:ons quahty of I|fe preventab[e death and I|fe expectancy :

: Access to health services, means the tlmely use of personal health gervices to ach;eve the best heatth outccmes it requures o
b three distinct steps: 1) Galnlng entry into the health care system; 2) Accessing a healtn care location where needed serwces o
are prowded and 3) Flndlng a heaith care prowder W|th whom the patlent can commumcate and trust '
L ;: . Healthy Peop[e 2020 (v, healthypeople gov) :

Barriers to Healthcare Access
To better understand healthcare access barriers, survey participants were asked whether any of the following
barriers to access prevented them from seeing a physician or obtaining a needed prescription in the past year.

“Was there a time in the past 12 months when...

s .. you neaded medical care, byt had difficulty finding a docfor?”

o ... vou had difficelly getting an appoiniment fo see a doctor?

s ... you neaded o see a doctor, buf could not because of the cost?”

s ... alack of transportation made It difficult or prevented you from seing a doctor or making a

medical appoiniment?”
s ... you were not able fo see a doctor becauss the office hours were not convenient?”
.. you nesded & prescriplion medicine, but did not get it because you could not afford it?”

The percentages shown in the following chart reflect the total population, regardless of whether medical care
was needed or sought.

Barriers to Access Have

Prevented Medical Care in the Past Year
100% ..... P .
® US

BHOCC PSA HOCC SSA ®mHOCC Svc Area
80% ' s

60% -
A% e

20%

Inconvenient Getting a Cost Cost Finding Lack of
Office Hours Dr Appointment (Prescriptions) {Doctor Visit) a Doctor Transportation

Bources: & 2015PRC Communily Health Survey, Professlonal Research Gonsultants, Ine, [Items 7-12]
= 2013 PRC National Health Survey, Professional Research Consultants, In.
Notes: # Asked of all respondents.




The following chart reflects the composite percentage of the total population experiencing problems accessing
healthcare in the past year (indicating one or more of the aforementioned barriers or any other problem not

specifically asked), again regardless of whether they needed or sought care.

Experienced Difficulties or Delays of Some Kind

in Receiving Needed Healthcare in the Past Year
{(HOCC Service Area, 20158)
100% - - :

B0%

80% i 1 s DYy e -
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Sources: 2015 PRC Gammunity Health Survey, Professional Ressarch Gonsultants, Ine. [ltem 169]

-
e 2013PRC NationalHealth Survey, Professional Research Consultants, Ino.
Notes: s Asked of all respondents; represents the percentage of respondents experiencing one or more barfers te accessing healthcars in the past {2 months.
« Hispanics can be of any race. Other race categories are non-Hispanie categorizations (e.g,, "White* reflacts non-Hispanic White respendents).
#  Income categories reflect respondent’s househald income as aratio to the federal poverty level {FPL] for their househald size. “Low Income” includes houscholds
with incomes up fo 199% of the federal poverty level, “Mid/High lacome” includes househelds with Incomes at 200% ar mare of the federal poverty level.

Prescriptions
“Was there a time in the past 12 months when you skipped doses or took smaller doses in order to
make your prescriptions last longer and save cosis?”

Skipped or Reduced Prescription Doses in

Order to Stretch Prescriptions and Save Money
(HOCC Service Area, 2015)
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Sources;

« 2015 PRC Cammunity Health Survey, Frofessional Research Consultants, Ine. [item 13]

e 2013PRC NafionalHealth Survey, Professianal Research Consultants, Inc.
Notes: o Asked of alt respondents.

& Hispanics can be of anyrace. Otherrace categeries are non-Hispanle categorizations (e.g., “Whits" reflects non-Hispante White respondants),

« Income categories reflect respondent's housshald income as 2 ratio ta the federal poverty levet (FPL) for their househeld size. “Low Income" includes households
with incomes 1p to 199% of the faderal paverty level “MidfHigh Income” inciudes housaholds with incomss at 200% or mare of the faderal poverty level,
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Accessing Healthcare for Children
Surveyed parents were also asked if, within the past year, they experienced any trouble receiving medical care

for a randomly-selected child in their household.

“Was there a time in the past 12 months when you needed medical care for this child, but could not get

2?7

Had Trouble Obtaining Medical Care for Child in the Past Year
(Armong Parents of Children 0-17)

100% - . e . PP [
Parents with trouble obtaining medical care for thelr child mainly reporfed berriers due to cost or fack of insurance coverage.
Specific health issues were also mertioned,
80% e - B L s+ —— 1+ .
60% . PR [S— — S S -
1) L7 p—
20%
6.0%
0.6% 0.0% . 0.4% 2.1% 1.3%
Service Area Service Area Service Area HOCC PSA HOCC SSA HOCC Svc Area us

Children 0-4 Children 512 Children 13-17

Sources: @ 2015 PRC Community Health Survey, Professlonal Research Consultants, Inc, Jtems 111-112]
e 2013 PRG NatlonalHeaith Survey, Professianal Research Consuttants, Inc.
Notes: e Asked of all respondents with children 0o 17 in the household.

Key Informant input: Access to Healthcare Services
The following chart cutlines key informants’ perceptions of the severity of Access fo Healthcare Services as a

problem in the community:

Perceptions of Access to Healthcare Services

as a Problem in the Community
(Key Informants, 2015) -

& Major Problem = Moderate Problem B Minor Problem No Prablem At All

Bources:  »  PRC Online Key Informant Survey, Professional Research Gonsultants, Ine.
Noles: +  Asked of all respondents.




Top Concerns

Amang those rating this issue as a “major problem,” reasons frequently related to the following:

Shortage of Physicians

Because of consolidation and because of the high expense associated with medical practice in
Connecticut, there are simply some services that are limifed due to the limited number of
physicians in clinical practice. Further, whife the focus has been on increasing health insurance
coverage, the stale of Connecticut has done very little to focus on the access issue or further
supporting the care delivery infrastructure necessary as more and more consumers have
coverage, causing coverage fo be confused with access. — Physician

Cost and the shortage of primary care physicians. — Health Provider (Non-Physician)
Insurance and nat enough doctors available. — Social Services Representative
Inadequate access to subspecialty care. — Physician

Accessing primary health care, behavioral health and patient navigation within the same facility. —
Heatth Provider (Non-Physician)

Insurance & Cost of Services

There are several challenges relafed to accessing health care service including affordability.
Sometime the basic health care package doesn’t cover all the services. Need education.
Sometimes the community are not aware of services that are being provided. Accessibility.
Service provided in the community are not at the standard care and to get that qualily of service
may take a person fo travel beyond the community to get that care. — Social Services
Representative

The affordability of health insurance. — Social Services Representiative

There are a number of individuals that do not have health insurance. Also many residents don't
attend regular preventive care appointments and many farge community health centers are not
accepling new palients for routine care. Transportation is a barrier as well as changing the way
people think of about health. — Community/Business Leader

Medication costs and access. — Health Provider (Non-Physician}

Transportation

For some, the ability fo have adequate fransportation is one major factor. in addifion, since | wark
with primarify mono lingual clients, it is difficult when there are no adequate personnel trained fo
serve as medical inferprefers for these clients at medical office, FQHC's, etc. In the Hartford area,
to my knowledge there is only one FQHC on the North end of Hartford, fo some clients living in
other areas, it is difficult to get there and moreover, whether they will have someone to provide
understandable translation services. — Social Services Representative

Transportation and compliance. — Social Services Representative

Stigma
Stigma, lack of resources, lack of education. — Health Provider (Non-Physician)

Stigma around and discrimination towards lesbian, gay, bisexual and transgender individuals and
people living with HIV/AIDS. Lack of understanding and education on the part of health care
providers. In some cases, barriers related fo health insurance coverage, particularly for
transgender individuals. — Social Services Representative
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Knowledge About Services

Lack of knowledge about services. Lack of coordination of care or rather, inabilify to access
coordinated care. — Public Health Expert

Ongoing Disease Management

Adherence to medicalions and clear medication regimes to minimize Polypharmacy.
Inconsistencies with patient parinerships to esfablish clear goals of care with providers, patients
and families. — Health Provider (Non-Physician)

Type of Care Most Difficult to Access
Key informants (who rated this as a “major problem”) were further asked to identify they type of care they

perceive as the most difficult to access in the community.
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Primary Care Services

“About Pmmaw Cal‘e

:‘lmprowng heaith care services depends in part on ensunng that people have a usual and ongomg source of care. People wrth
‘a usual source of care have better health outcomes and fewer d|spar|t|es and costs Ha\nng a pr|mary care provider | (PCF') as
- the usual sourge of. care |5 espemally rmportant PCPs can -gevelop meanlngful and susta:ned relatmnshlps W|th patlents and
e :_prowde mtegrated ser\nces whlle practlczng m the context of famrly and commumty Hawng a usual PCP is assocrated W|th

e Greater patlent trust in. the prowder R
.. GO0 patient- -provider. commumcatlon SRR Tl
. lncreased ||kehhood that patlents W|Il recelve appropnate care

- lmprovmg health care. servlces |ncludes |ncreasmg access to and use of e\rldence based preveﬂtlve services, Clmlca] o
.- ‘preventive ser\nces are sefvices that:: prevent ilness by detectmg early waming S|gns or symptoms before they develop mto a _' e
'dlsease (pnmary preventlon) or detect a drsease atan earher and often:f more treatable stage'(secondary preventlon)

. Healthy Penple 2020 (www healthypenple gov)

Access to Primary Care
This indicator is relevant because a shortage of health professionals contribuies to access and health status
issues.

Access to Primary Care
{(Number of anary Care Physrmans per 100,000 Populatlon 2012)

91.4

Hartford County CT us

Saurces: e US Deparlment of Health & Human Services, Health Rescurces and Services Administration, Area Health Resource File: 2012,
a  Refrieved Fabruary 2015 from Community Gammons at http:/fmwae china,org.
Notes: # This Indicator is relevant because a shortage of heaith professionals contributes to access and health status issues.




Specific Source of Ongoing Care

Having a specific source of ongoing care includes having a doctor's office, clinic, urgent care center, walk-in
clinic, health center facility, hospital outpatient clinic, HMO or prepaid group, military/VA clinic, or some other
kind of place to go if one is sick or needs advice about his or her health. This resource is crucial to the concept
of “patient-centered medical homes™ (PCMH).

“Is there a particular place that you usually go to if you are sick or need advice about your health?”

“What kind of place is it: a medical clinic, an urgent care center/walk-in clinic, a doctor's office, a
hospital emergency room, military or other VA healthcare, or some other place?”

The following chart illustrates the proportion of the Hospital of Central Connecticut Service Area population with
a specific source of ongoing medical care. Note that a hospital emergency room is not considered a specific
source of ongoing care in this instance.

» Note the Healthy People 2020 objectives.

Have a Specific Source of Ongoing Medical Care

(HOCC Service Area, 2015)
Healthy People 2020 Target = 95.0% or Higher [All Ages]; =89.4% [18-64}; 100% [65+]
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Sources: e 2015PRC Community Health Suzvey, Professional Research Consultants, Inc. [items 166-158]
s 2013 PRC NationatHealth Survey, Professional Research Consultants, Inc.
« US Daparmentof Health and Human Services. Healthy People 2020, Dacember 2010, hitp:www healthypeaple.gov [Chjeciives AHS-5.1,5.3,5.4]
Notes: & Asked of all respondents.
» Hispanioscan b of any racs. Otherraoe sategaries are non-Hispanic categofizations (8.4, “White® refiects non-Hispanis White respandents).
« Incame sategories reflact respondent’s household incoma as a ratio to the federal poverty level (FPL) for theirhousshold size. “Low Incame” indludes households

with incomes Up to 199% of the fadaral poverty level; “NMidMHigh Income” includes houssholds with incames at 200%ar more of the federal poverly level




Utilization of Primary Care Services
Adults: “A routine checkup is a general physical exam, not an exam for a specific injury, iliness or

condition. About how long has it been since you last visited a doctor for a routine checkup?”

Children: “About how long has it been since this child visited a doctor for a routine checkup or general
physical exam, not counting visits for a specific injury, illness, or condition?”

Have Visited a Physician
for a Routine Checkup in the Past Year

o e . . . 97.0% 97.5% 97.3%
DHOCG PSA EHOGC SSA BHOGG Svc Area  BUS - i

8% 76.1% 75.3% 75.2%
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40%
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Sources: & 2015 PRC Community Health Survey, Professional Research Consultants, Ine. [{tems 17, 113]
« 2013PRC NationalHsalth Survey, Professional Research Gonsuftants, Ing.
Notes: # Asked of all respondents.

Adults: Have Visited a Physician for a Checkup in the Past Year
(HOCC Service Area, 2015)
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Sources;  «  2015PRC Cammunity Health Survey, Prafessional Ressarch Gonsultants, [ne. [tem 17]
Notes: & Asked of alirespondents.
« Hispanics can be of any race. Otherrace categories are non-Hispanle categorizations {¢.g., "White" reflects non-Hispanic White respondents).
* Income categories reflectrespondant's household income as a ratio to the faderal poverty fevel (FPL) for thelr household size. “Low Income” includes houssholds

with Incomes up fa 189% of the faderal poverty level, "Mid/High Incoms® includes househalds with incames at 200% or mare of the federal poverty level.




Emergency Room Utilization
“In the past 12 mornths, how many times have you gone to a hospital emergency room about your own
health? This includes ER visits that resulted in a hospital admission.” (Responses below reflect the

percentage with two or more visits in the past year.)

“What is the main reason you used the emergency room instead of going fo a doctor’s office or clinic?”

100%

80% oo -
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40%

20%

Saurces:

Notes:

Men

Have Used a Hospital Emergency Room

More Than Once in the Past Year
(HOCC Service Area, 2015)
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2015 PRC Community Health Survey, Professional Research Consultants, Inc. {iters 23]

2013 PR National Health Survey, Professional Research Censultants, Inc.

Asked of all respondents.

Hispanics can be of any race. Otherrace categories are non-Hisparic categarizations {e.q., "White" raflects non-Hispanic White respondents).

Incame categories reflect respondent's household income as a ratio to fhe federal poverty level (FPL) for their household size. "Low Income” includes households
with incomas up to 199% of the federal poverty level; Mid/High Insome” includes households with Incomes at 200% ar mors of the federal poverty level




Oral Health

B -'.'Ahect Qral Health

: :;Oral health is essent|al tc overall health Good oral health |mproves a person S, abtl|ty to. speak smlle smell taste touch chew
swallow and make facial expressmns fo shcw feelmgs and emotlons However oral d|seases from cavities to oral cancer
ocause pam and dzsabthty for many. Amencans Good self- care such. as brushing wrth ﬂuoride tcothpaste dally flossmg, and

- professronal freatment;: |s key 10! gocd ‘oral health. Health behavlcrs that can lead to poor oral health |nclude tobacco use

- r-.-xcesswe alcohol use; and poor dletary chorces

The 51gn|f cant 1mpr0vement m the oral hea{th of Amencans cver the past 50 years IS a publ|c health success story Most of the
'gams are. a resu[t of effectlve preventlon and treatment efforts. One major success is communlty water ﬂuorldahon ‘which now -
: benefts about 7. out of 1{}_Americans who get water through pubhc water systems However some Amerlcans de not! have o e
N access to preventwe programs People who have the least : access to preve |ve serw s and dental treatment have greater i
rates of oral dzseases_ A perscn s ab|l|ty to access oral healthcare |s ass ated with fac rs such as educatlon Ievel |ncome L ':_
race, and ethn|csty i : : s : : : S

) Barners that can m|t a person s use cf preventlve |ntervent|on_ an treatments include’’ m|ted access to and avallablllty of
:dental serwces lack of awareness of the need for care cost and fear of dental procedures

'-There are also scmal determmants that affect oral health In general people W|th Icwer Ievels of educatlon and lncome and L
! _' people from specn‘" [+ ractallethmc groups have h|gher rates of d|sease People W|th d1sab|lrt|es and other health condmons l|ke
dlabetes are: more I|kely 10. have poor cral health : : Lol

5 Potentral strateg:es to address these 1ssues |nclude

'.lmplementzng and evaluatung actwstles that have an: rmpact on health beha\ncr

“Promoting interventions.to reduce tooth decay, such as dental sealants and ﬂuonde use

Evaluating and. improving methods of menitoring oral diseases and conditiong. . L
Increasing the capacity of State dental health programs: to prov1de preventwe oral health serwces :
Increas:ng the number.of communlty hea]th centers wnth an orai health compcnent : : -

0-....
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Dental Care
Adults: “About how long has it been since you last visited a dentist or a dental clinic for any reason?”

Children Age 2-17: “About how long has it been since this child visited a dentist or dental clinic?”

« Note the Healthy People 2020 target.




Have Visited a Dentist or

Dental Clinic Within the Past Year
Healthy People 2020 Target = 45% or Higher (Adults & Children)
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Sources: e 2015 PRC Community Health Survey, Professianal Research Cc [ne. [ltems 21, 116]
& 2013 PRC National Health Survey, Professional Research Consultants, Ine.
® US Departmentof Health and Human Servicas, Healthy People 2020. December 2010. http:fiwmw.healthypecple.gov [Chiective OH-7]
Have Visited a Dentist or
Dental Clinic Within the Past Year
{HOCC Service Area, 2015)
Healthy People 2020 Target = 49.0% or Higher
Y 0
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Sources: 2015 PRC Communlty Health Survey, Professional Research Gonsultands, Inc. [Item 21]
US Departmentof Health and Human Services. Healthy People 2020. December 2010, hitp:/www.healthypeople.gov [Objective OH-7]
Notes: Asked of all respondents.

Hispanics can he of any race. Other race categories are nen-Hispanic categorizations (2.4, “White” reflects non-Hispanle White respondents).
Incomme categories reflect raspondent's housshold ncome as a ratio to the federal poverty levet {(FPL) for their hausehold size. “Low income” Includes fhouseholds
with incomes up to 198% of the federal poverty levet; “Mid/High Incoma” Includes households with incomes at 200% or more of the federal poverty level.




OMIMUNITY HEALTH NEEDS ASSESSVENT

Dental Insurance
“Do you currently have any health insurance coverage that pays for at least part of your dental care?”

Have Insurance Coverage That Pays
All or Part of Dental Care Costs

100%

81.4% 79.5% 80.2%
80% o :
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A40%
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0% RS
HOCC PSA HOGC SSA HOCC Service Area us

Sources: o 2015 PRC Community Health Survay, Profassional Research Gonsuitants, Ine. [Item 22]
* 2013 PRC National Health Survey, Professlonal Research Consultants, Inc.
Notes: e Asked of all respondents.

Key Informant Input: Oral Health
The following chart outlines key informants’ perceptions of the severity of Oral Health as a problem in the

community:

Perceptions of Oral Health

as a Problem in the Community
(Key Informants, 2015)

& Major Problem Moderate Problem & Minor Problem No Problem At All

Sources:  »  PRC Caline Key Informant Sunvey, Professional Research Consultants, Inc.
Notes: a  Asked of all respondents.




Top Concemns

Among those rating this issue as a "major problem,” reasons frequently related to the following:

Prevalence

High [dental] caries and unmet care needs. — Physician

Evidence by the large number of people who access periodic free dental clinics. —
Community/Business Leader

Cost & Access to Care

Discri

Financial constraints and the cost of providing Dental services. — Health Provider (Non-Physician)

Although Husky enrolled patients have access to dental care, booking appointments can be
challenging, especially for emergency dental needs. Pationis are going o the Emergency Room
rather than receiving preventive Oral Health care. An FQHC is located in fown, and they are
expanding their dental operatory. However, we have received complaints of long wait times to get
an appointrmentl to receive emergency dental care. — Public Health Expert

Not covered by some insurances. — Health Provider (Non-Fhysician)

Consistent access to high quality denlal care is not always achievable for lov-income Hartford
families. Dental issues are a significant cause of school absences. — Community/Business Leader

While access fo services has improved after the Medicaid rate increase, rural areas continue to
lag behind. — Health Provider (Non-Physician)

Nol having access to dental will cause other medical problems. — Health Provider (Non-Physician)

Limited education and access to education for many people. Access to care another contributing
factor. — Health Provider {(Non-Physician)

imination for People With HIV/AIDS

For people living with HIV/AIDS in particular, there is still discrimination and risurdderstanding on
the part of oral health professionals. — Sacial Services Representative




Vision Care

“When was the last time you had an eye exam in which the pupils were dilated?